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Chapter 1

INTRODUCTION

Senate Concurrent Resolution No. 489 and House Resolution No. 320 of
the Regular Session of 1988 requested the Legislative Reference Bureau
(Bureau) to conduct a study of the availability and accessibility of adult
residential care homes (ARCH)}, intermediate care facilities (ICF), and skilled
nursing facilities (SNF) for veterans in Hawaii. The two resolutions are
attached as Appendices A and B, respectively. The resolutions specifically
requested a consideration of whether the State should establish a veterans
home.

The resolutions also requested the study to assess the levels of care,
the need for, and the availability of, beds now, and for the following 20
years, and to identify those responsible for such care, and the care services
that would allow residents to remain independent and in the least restrictive
environment for as long as possible. S.C.R. No. 49 also requested the
Department of Health (DOH) to provide the Bureau with the names and
addresses of the operators of every ARCH facility licensed to operate in
Hawaii, which is attached as Appendix C-1, and every SNF and ICF facility,
which is attached as Appendix C-2.

In accordance with S.C.R. No. 49, the Bureau has consulted with the
United States Veterans Administration, the Executive Office on Aging, the
Department of Health, the Department of Human Services, other appropriate
organizations, and the twenty-seven veteran and military groups listed in
S.C.R. No. 49. Input from these groups is apparent throughout the study.
However, as of December 2, 1988, only five of the twenty-seven veteran-
related groups have replied to a brief Bureau questionnaire requesting
information about their veteran members.

The question of whether or not to establish a state veterans home is a
recurring one. In 1976, the House of Representatives requested such a
study through H.R. No. 294. In 1880, S.R. No. 269 requested an update of
the original feasibility study. Then, as now, determining the feasibility of
establishing a state veterans home cannot rest purely on an examination of
those elements which are amenable to objective analysis. Subjective policy
choices similar to those posed in earlier studies remain to be made by decision
makers now.

The study examines both aspects of the issue and is organized as
follows:

(1} A review of the two previous feasibility studies which includes
objective findings and recommendations made conditional upon
favorabie responses to severali questions regarding the direction of
state policy;

(2} A review and analysis of long-term care facilities {(ARCHs, SNFs,
and ICFs) in Hawaii in terms of:



(3)

(4)

(5)

(6}
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(A} The numbers and types of facilities and beds;

(B)Y Levels of care;

(C) Availability and utilization of beds;

(D) Types of residents including veterans; and

(E} Types and amounts of federal and state payments to residents;
An analysis of the veteran population in Hawaii in terms of:

(A) The number and proportion of the State’'s veterans to the
civilian population;

(B) The number and proportion of each state’s elderly veterans
(who are candidates for long-term care in a state home)}, to
each respective state's adult and elderly populations;

(C} Comparison ranking of the absolute and relative size of
Hawaii's veteran subpopulation with those of the other states;

(D) The projected number of institutionalized elderly veterans;

{(E} General projections of veteran population, including elderly
veterans, in Hawaii to the year 2030;

(F) Comparison ranking of the projected median age of Hawaii's
veterans with those of the other states to the year 2030; and

(G) Results of a Bureau survey of all licensed ARCHs, SNFs, and
ICFs in Hawaii in terms of veteran-occupied beds;

A review of the availability and the conditions governing Veterans
Administration per diem aid and construction aid to states wishing
to establish veterans homes;

A review and analysis of the various strands of state policy
regarding long-term care for the elderly including policy choices
that need to be made before the feasibility of a state veterans
facility can be determined, and an analysis of the comparative dollar
benefits that accrue to a state veterans home utilizing VA aid
versus existing facilities receiving federal Medicaid or Supplemental
Security Income benefits; and

Summary and recommendations.



Chapter 2

OVERVIEW OF PREVIOUS VETERANS HOME STUDIES

Policy Questions From the Previous Study Still to be Answered Before
Recommendations Can Be Made. In 1977, at the request of the state
legislature, the Legislative Reference Bureau (LRB) published a study
pursuant to House Resolution No. 294 on the feasibility of establishing a state
veterans home in Hawaii. The 1977 study raised several questions concerning
the direction of state policy that must be answered favorably before any
recommendation to establish a state veterans facility could be considered.
These were:

(1) Does a state veterans home fit into the State's long-range
institutionalization plan?

(2) Does the State consider the institutionalization of persons versus
placement in the community as necessary or desirable?

(3) How would a state veterans home fit into the overall program for
the elderly?

{4) Should veterans as a distinct group be treated separately from the
total elderly population?

(5) In view of the present fiscal condition of the State, should
expenditures for a state veterans home be given priority?

(6) Is the amount of the VA share, historically in the range of 30 per
cent, acceptable to the State?

(7) Are land or existing facilities available which will make the
establishment of a state veterans home available within the State?

Policymakers still need to address and resolve these underlying
subjective questions entirely apart from the objective findings of this
analysis. The current study shows changes from the earlier ones regarding
overall facility capacity, demographic trends in the growth of both the
veteran and the general population, and relative monetary benefits and costs
of establishing a state veterans home. However, the issue at hand involves
more than the sum of the objective components. Any decision which
disregards the policy aspects of establishing a state veterans facility would be
deficient. State policy needs to be clear and integrated regarding the
treatment of elderly veterans and how this fits into an overall long-term care
policy for all our elderly. With this in mind, the following summarizes the
contents of the 1977 study.

Part {. Brief Summary of the 1377 Study

The 1977 study did not consider a state veterans hospital for several
reasons. The intent of the request was to investigate the establishment of a



FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

veterans nursing home. The supply of local hospital facilities was adequate
and VA reimbursement for an acute care facility would have been too low.
Then, as now, the intent was to examine long-term care for elderly veterans
in the form of a domiciliary, skilled nursing facility (SNF)}, or intermediate
care facility (ICF), and not an acute care or hospital facility for veterans in
general.

Domiciliaries, Skilled Nursing Facilities & Intermediate Care Facilities.
Domiciliaries are meant to provide around-the-clock, long-term, community-
based care primarily to ambulatory elderly who are not in need of medical
care. Domiciliary residents typically suffer varying levels of functional
disability measured in terms of an inability to independently carry out certain
"activities of daily living” (ADL). In Hawaii, three levels of care are
provided--Levels I, I, and Illi--in escalating order of functional disability.
Examples of ADLs include self-care functions of dressing, eating, bathing,
and toileting. Lower levels of functioning were measured through
"instrumental activities of daily living" (IADL) which include shopping,
cooking, cleaning, managing one's own money, and taking one's own
medications.

Nursing homes include both SNFs and ICFs, both of which make available
round-the-clock nursing care and medical services to residents. SNFs
provide nursing or rehabilitative care to transferees from hospitals who have
been sick, injured, or disabled. ICFs provide care and protective services
incident to old age or disability to semi-ambulatory or medically stable
residents not in need of skilled nursing care.

VA Per Diem Aid and Construction Aid. At the time, VA per diem was
set at $5.50 for domiciliary care and $10.50 for nursing home care. These
were maximum amounts. In addition, aggregate per diem aid could not exceed
50 per cent of the recipient’'s cost of care. To qualify for per diem aid,
veteran-residents in a state nursing home need only have qualified to enter
one of the VA's own facilities as an eligible veteran.” In general, any
veteran with a service-connected disability could qualify. WVeterans with non-
service-connected disabilities who were over 65 years of age or who could not
defray necessary medical expenses were also eligible. Discharged veterans
whose disabilities were incurred or aggravated in line of duty rounded out
the list of eligibles.

Veteran-residents in a state domiciliary were eligible for VA per diem aid
if they were discharged or released from the active military for a disability
incurred or aggravated in line of duty, receiving disability compensation,
when suffering from a permanent disability or tuberculosis or neuropsychiatric
ailment and did not have adequate means of support. In addition, any war
veteran or a veteran of service after January 31, 1955, who needed
domiciliary care but could not pay for it were also eligible for per diem aid.

To receive VA per diem aid, the state home also had to obtain
recognition and designation from the VA as an official VA state home.
Crucial to this recognition was the requirement that a simple majority of the
residents had to have been veterans eligible for VA aid. The state home also
needed to meet federal standards regulating staffing, safety, sanitary, and
dietary requirements.
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Construction aid at the time came in two forms. |If a new nursing home
was 1o be established, the VA would participate up to a maximum of 65 per
cent of the estimated cost of building. Regulations at the time limited VA
participation in the construction of nursing home beds to 2.5 beds per 1,000
war veteran residents of the State.!

However, if a domiciliary were involved, the VA would participate--up to
the same maximum of 65%--but only to the extent of remodeling, modifying, or
altering an existing domiciliary.

The cost of construction did not include the cost of land acquisition
under either form of construction aid. In  addition, to qualify for
construction aid of any type, at least 90% of the residents in a state home
facility must have been veterans eligible for VA aid, as opposed to 50%, to
qualify for per diem aid. Regulations also provided for a federal recapture of
up to 65%--the amount of its participation--of the then value of construction if
a state did not operate a newly constructed facility as a state veterans
facility for at least 20 vyears, and a remodeled facility for at least 7 vears.
Applications were considered on a first come, first served basis. Yearly
appropriations of $5 million to 1978 have subsequently been replaced by an
authorization of "such sums as are necessary’ through September 30, 1989.2

VA Per Diem Contribution to SNFs/iICFs. {n 1877, the average cost of
care per patient per day in a skilled nursing facility was $33.37. Medicaid
provided cost-sharing of federal and state matching funds for cost of care in
nursing homes. Thus, the federal share would have been $16.69%, which was
more than the VA per diem of $10.50. Assuming no patient contributions,
Medicaid cost-sharing would have paid for all nursing home costs. VA per
diem wauld have covered only a maximum of 31.5% of the cost of care. The
state would have had to pay the remaining 68.5%.

At the time, the average cost per patient per day in intermediate care
facilities was $23.41. Again, assuming no patient contributions, federal
matching Medicaid funds would have covered 50%, or $11.76. And again, the
VA per diem of $10.50 would have paid for only 44.9% of the cost of care.

No data were available to indicate how much patients actually contributed
to the cost of care in nursing homes under Medicaid. However, the 1977
study argued that for the State to "break even,"” that is, for the State to
receive no less federal Medicaid funds than VA per diem aid, the patient
would have had to contribute $12.37 per day (37%) of the cost of care. The
SNF annual cost of care was $12,180.05 {$33.37 x 365). Thus, equal federal-
state shares of $10.50 each would have paid for $7,665. The patient would
then have had to contribute the remaining $4,515.05 of the cost of care. It
was uncertain if Hawail veterans requiring nursing care had incomes that
high.

The annual cost of care in ICFs was $58,544.65 ($23.41 x 365). Using
the same formuia, the patient would have had to contribute 10.2% of the cost
of care: $2.47 per day, or $879.65 per year. It was considered much more
likely that the amount of this contribution would be within the reach of ICF
patients.
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VA Per Diem Contribution to Domiciliaries. in 1877, VA per diem was
$5.50 while federal Supplemental Security income assistance to domiciliary
residents was $167.80 a month, or $5.52 a day. The State assumes the
remainder of the cost of care. However, as with SNF/ICF facilities, it was
not possible to combine both VA per diem and SSI funds to apply to the fotal
cost of care. Residents of a state domiciliary would have been classified as
residents of "public institutions,” disqualifying them for 5S! payments.

VA per diem at $5.50 was a maximum rate and could not exceed 50% of
the total cost of care. In addition, S$S| payments were adjusted annually for
cost of living increases while VA per diem rate increases, if any, were not
guaranteed but depended upon changes to federal legislation at unpredictable
times. Furthermore, if residents contributed, these were deducted from the
federal SS| share and not from the state share. in effect, such patient
contributions lowered only the federal burden.

SNF/ICF Facilities Not Recommended on Basis of Operating Cost. As far
as operating cost was concerned, the 1977 study recommended against the
choice of either a skilled nursing facility or an intermediate care facility.
Arguments in favor of establishing a nursing home included a relatively
greater need for public assistance to operate nursing homes because the cost
was greater than for operating domiciliaries. |In addition, the study felt that
VA construction aid weould have been substantial.

However, in the end, the relative generosity of Medicaid payments as
opposed to VA per diem aid proved more convincing. The VA per diem share
would have been too low as compared to payment of 50% of the cost of care by
Medicaid. if VA per diem were used, and if the State were to have only
contributed an amount equal to the VA per diem, it was doubtful that
veterans could have afforded to pay the balance of the cost of care.

It was not possibie to combine both VA per diem and Medicaid matching
funds without incurring some loss of benefits. Receipt of VA per diem aid
would have increased a veteran's unearned income which would then have
disqualified the individual from receiving Medicaid benefits.

Conditional Recommendation to Renovate an Existing Domiciliary. In
contrast to SNF/ICFs, the 1977 study recommmended renovating an existing
domicifiary as a first alternative but only when construction aid was

involved. Several factors weighed against the recommendation. As far as
receiving federal aid was concerned, veterans in a state domiciliary were
ineligible to receive 55! benefits as residents of a "public institution.”
Furthermore, non-veteran residents could receive neither federal SSi
payments nor VA per diem.

It was also pointed out that both S51 and Medicaid benefits were
adjusted automatically each vyear for cost of living increases while VA per
diem rate increases could not be guaranteed and depended wholly on
Congressional amendments.

Despite  this, the most decisive factor in  support of this
recommendation--subject to the policy decisions outlined above--was that VA
per diem appeared to exceed $S) payments as a result of patient contributions
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to the cost of care. These patient contributions were applied to, and thus
reduced, federal 551 payments whereas VA per diem were not subject to such
deductions. Specifically, the study concluded that if residents did contribute
to their own cost of care, such contributions were felt to be within residents’
reach for all 3 levels of care at $826 for level |, $878 for level t1, and $1,080
for level 1ll. in effect, the study conciuded that veterans in a domiciliary
would have gotten more VA dollars than SSi dollars.

The 1977 study also viewed favorably the VA's participation of up to 65%
of the estimated cost of renovation, excluding the cost of land and facility
acquisition. If established, the State would only have had to operate the
renovated facility for 7 vyears. Afterward, it could have converted it for
other needs if necessary without any threat of a federal recapture. [n fact,
the 1877 study recommended a second alternative: conversion of a renovated
domiciliary after 7 vyears into a nursing home. The rationale was that the
elderly require higher levels of care as they continue to age. in other
words, as Hawaii's elderly population continued to age, the need for nursing
homes would outstrip the need for relatively lower level of care domiciliaries.

The 1977 study also estimated the August, 1976, average cost of new
construction per bed, adjusted for inflation, for a combination |CF/domiciliary
at $48,663 and ranging up to $55,000. in contrast, the estimated cost of
renovating an existing domiciliary bed was $17,800. In addition, the study
reported that the replacement cost for that particular facility would have been
50% less than the renovation cost. Because construction costs rose
continually, it was best to construct or renovate as gquickiy as possible.

Other reasons in support of the conditional recommendation for
domiciliary renovation included:

{1) The Ilikelihood that domiciliary residents, more than SNF/ICF
residents, could afford to contribute in part to their own cost of
care;

(2) The expectation of an increasing number of elderly veterans in the
following 10 to 15 vyears;

(3) The possibility of existing state faciiities becoming available for
renovation;

{4) The use of a domiciliary was consistent with the trend toward de-
institutionalization, or at least a delay in institutionalization, by
providing a lesser level of care when appropriate.

Overall Conclusions and Recommendations. The 1977 study emphasized
the point that factors other than cost needed to be considered in determining
the feasibility of establishing a state veterans home. Major factors cited
other than cost were immediate and long-range need and overall state policy,
fiscal condition, and social obligation.

The study concluded that a large number of veterans would join the
ranks of the elderly in the next 10 to 15 vears (1987 to 1892}. In this
respect, future elderly veterans would require more institutional care than
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the 1977 veteran population. However, due to the lack of an overall State
plan and directions for institutional health care for the elderly, it was unclear
whether elderly veterans' need for care could be integrated into the overall
need for care of the elderly population in general.

The study did conclude, however, that there was an adequate number of
nursing beds for all elderly, including elderly veterans, for the next 5
years. It was unknown at the time whether the supply of domiciliary beds
was sufficient.

Various studies at the time encouraged the use of less restrictive levels
of care as alternatives to institutionalization. These included community- and
home-based care which allowed disabled elderly to remain connected to, and
active in, their own communities. Thus, if judged appropriate, residents of a
skilled nursing facility could be moved to a less restrictive intermediate care
facility, perhaps even a domiciliary. However, both nursing homes and
domiciliaries are themselves considered institutional. Would not establishing a
renovated state veterans domiciliary run counter to the trend toward
providing a de-institutionalized and less restrictive setting?

It was clear that the State needed to formulate an overall plan and to set
priorities--including the possible construction or renovation of & state
veterans home. But what were the competing needs? |In the area of health
care, how much weight did long-term care for the elderly carry? More
important was a question of policy. What should be the nature of the
federal-state responsibility to care for veterans that have served the country,
and the extent to which each side should shoulder this responsibility? What
did the federal government owe veterans? What did the State owe veterans?
Was there a public consensus that the State should not assume what some
viewed as an essentially federal role? What was the justification for treating
elderly veterans as a group distinct from the State's elderly population in
general and was there a public consensus that they should be treated the
same? The State must interpret and decide for itself these crucial issues.

However, even setting aside policy guestions of jurisdiction and social
obligation, it would not be easy to establish institutional health care priorities
for the elderly on a medical basis only. For example, it could be argued that
each veteran entering a state veterans domiciliary would free up one bed for
general use. Social good can be accomplished. But would it be desirable for
government to dampen economic activity in the private sector by competing in
the supply of beds? Private sector investments in facility construction in
anticipation of projected need for more beds would be lost if government
expanded the supply of, and thus reduced the demand for, beds. Economic
harm would be created.

Part 1i. Brief Summary of the Updated 1980 Feasibility Study

In 1980, the state legisiature, pursuant to S.R. 269, S.D. 1, requested
the Department of Health (DOH), in cooperation with the Legisiative Reference
Bureau [LRB), the Department of Land and Natural Resources (DLNR), the
then Department of Social Services and Housing {DSSH), and the Hawaii State
Veterans Council, to review and update the 1877 feasibility study. The
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resolution referred to the questions raised by the 1877 study before
establishment of a veterans home could be undertaken. S. R. 269 also
specifically requested that the issues of planning, land acquisition, costs for
construction or renovation of existing facilities, and management and
operational costs of a Hawaii State Veterans Home be addressed.

in a one-and-a-half page report, the DOH maintained that the
establishment of a state veterans home in Hawail remained a question of state
policy. The Department reiterated the major question raised by the previous
1977 LLRB study and re-phrased in 1980:

Furthermore, the Legislative Reference Bureau has posed a crucial
question that should be resolved before proceeding further with the
feasibility question: "If there is a need for a state veterans home,
why has the . . . VA not provided a federal one in Hawaii? . . . It
should be considered in the context of whether the VA is not
assuming its responsibility and whether the State has an obligation
to provide a federal' service, especially when it appears
disadvantageous for the State to do so."

The Department concluded that favorable answers to other as yet
unanswered policy questions originally raised by the 1877 study, and
again listed below, would result in a more realistic consideration of a
state veterans home:

(1) Does a state veterans home fit into the State's long-range
institutionalization plan?

{2) Does the State consider the institutionalization of persons
versus placement in the community necessary or desirable?

{3} How would a state veterans home fit into the overall program
for the elderly?

{4) Should veterans as a distinct group be treated separately from
the total elderly population?

(5} In view of the present fiscal condition of the State, should
expenditures for a state veterans home be given priority?

(6) Is the amount of the VA share, historically in the range of 30
per cent, acceptable to the State?

The DOH recommended that the state legisiature urge the United
States Congress to enact legislation to extend VA construction aid and te
amend and increase VA benefits to veterans if a state veterans home
were established in order to provide a favorable environment for
considering the establishment of a veterans home.

The Department also requested the Bureau to update its 1977
study, and the DLNR to assist in the possible acquisition of federal
iands or units vacated by the federal government for use as a state
veterans home. In response, the LRB submitted an 8-page memo and
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the DLNR promised to present the matter for consideration to the lLand
Board according to statutory procedures when information is furnished
by the Hawaii State Veterans Council. The Council promised {0 request
help from Senator Inouye's office for current data on the number of
veterans in the State, their ages, and disability status.

Underiying the LRB's updated analysis was the admonition to
policymakers that the VA viewed the establishment of state home facilities
as a tool to reduce the burden of the VA. That is, by establishing and
operating state home facilities, the states in fact assumed part of the
VA's responsibilities and functions.

The remainder of this part summarizes the findings of the 1980 LRB
memorandum.

Updated 1980 Discussion on Veterans' Need for Long-Term Care.
The 1980 LRB memo flatly stated that "No one, not even the VA, knows
the current, much Jjess projected, need for long-term care of Hawaii's
veterans.”? The memo also urged that although the veteran population
was aging, the fact that it was aging did not establish a self-evident
need for long-term care. It concluded that the percent of wveterans
residing in long-term care facilities in Hawaii in 1876, at 0.15%, compared
favorably with national statistics for 1960 and 1970 at 0.16% and 0.14%,
respectively.

Updated Summary of Avaiiabie Veterans Administration Per Diem
Aid. As of 1980, eligibility requirements for domiciliary and nursing
home per diem aid had not changed. However, the amount of per diem
aid had increased from $5.50 to $6.35 for domiciliaries, and from $10.50
to $12.10 for nursing homes. VA recognition of a state facility was still
required and veterans still had to be qualified to receive per diem aid.
For VA recognition, in the case of per diem aid, the same simple
majority of residents must be eligible veterans. Per diem aid was still
restricted to no more than half the cost of a resident's care.

Updated Summary of Available Veterans Administration Construction
Aid. As of 1980, VA participation was still limited to 65% of the
estimated cost of construction. The annual $5 million appropriation had
been increased to $15 million yearly up until 1980, and then "such sums
as are necessary for the fiscal years 1981 and 1982. The VA would
participate only up to a maximum of 235 nursing home beds, but there

was apparently no limit to VA participation for domiciliary beds. In
1980, rather than requiring 90% of a state facility's residents to be
eligible wveterans, only 75% was required. The federal recapture

provision remained essentially the same. But in 1880, a state could
choose to construct new, or to remodel existing, facilities--either
nursing homes or domiciliaries.

Updated Comparison of VA Per Diem Aid and Federal SS8I Payments
for Domiciliary Residents. in 1980, the maximum federal SSI payment
was $238 per month. The VA per diem maximum was $6.35, or $180.50
per month. The report felt that the $S| paymenis were clearly more
desirable than VA per diem aid. The State would lose $47.50 a month of
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federal aid per resident if it were to choose VA per diem aid over SSI
payments. SS! payments were preferable, it said, especially given that
{1} VA per diem rates have always been maximums, and (2) per diem
can not pay for more than half the cost of care. That is, if the cost of
domiciliary care per day were $14, VA per diem would pay only the
maximum $6.35 and not half the cost, or $7. Conversely, if the cost of
care were $12, the VA per diem would pay only up to half the cost, or
$6.00 and not the maximum $6.35.

In addition, it was still not possible for a veteran in a "public
institution” to receive both S$SI payments and VA per diem aid. An
inmate of a public institution could not receive $SI payments. In fact,
all residents, veterans or not, would no longer qualify for SSI payments
by virtue of residing in a "public” state veterans facility.

Updated Comparison of VA Per Diem Aid and Medicaid Payments for
Nursing Home Residents. In 1980, Medicaid payments for qualified
residents of SNFs and ICFs were still based on an equal federal-state
percentage split. Such payments were based on the lesser of the
reasonable cost or charges for the actual provision of services. The
average daily charges for State-operated SNFs and ICFs in 1977-1978
were $58 and 343, respectively. Thus, the federal Medicaid shares were
$29 and $21.50, respectively. Again, the report feit it was clear that
the VA per diem, even at the maximum of $12.50, could not begin to
compare with Medicaid benefits. Opting for VA per diem aid would have
cost the State $495 and $270 per resident per month for SNFs and ICFs,
respectively.

The 1980 memo did state, however, that it was conceivable that
patient contributions to the cost of care or the gross amount of
construction aid, or both, may offset the loss of federal SSi and
Medicaid funds. Alternatively, the State could choose to use Medicaid
funding rather than VA per diem aid for nursing home residents. It
would not be wise to substitute SS51 payments for VA per diem aid for
domiciliary residents because SS| payments did not make up a farge
enough proportion of total aid.

The LRB memo urged the DOH to enlist DSSH's help to investigate,
for VA per diem aid, whether such patient contributions could in fact
offset the loss of either federal SSI or Medicaid aid, or both. It also
urged a determination of whether VA construction aid could in fact offset
such losses. The data required would have included average daily costs
for State-operated SNFs, ICFs, and domiciliaries, average daily patient
contributions for all three types of facilities, and the portion of the
average daily costs which are assumed by S$5| and Medicaid payments.
Due to time constraints, the LRB memo also urged an estimate to be
made for the cost of renovating the "Tripler G site for one hundred
beds, and to delay consideration of the question of land acquisition.

11



Chapter 3

LONG-TERM CARE FACILITIES IN HAWAILI

To facilitate the analysis of the availability of long-term care services for
Hawaii's veterans, S.C.R. No. 49 and H.R. No. 320 requested the names and
addresses of the operators of every adult residential care home (ARCH]},
intermediate care facility (ICF}, and skilled nursing facility (SNF) licensed to
operate in Hawaii. A list of the 548 licensed ARCH facilities operating in
Hawaii as of June 23, 1888 is attached as Appendix C-1.! Part | examines
ARCHs and part }}, SNFs and ICFs. Part Il discusses the possible use of
the Tripler Army Medical Center operated by the U.S. Department of the
Army.

Part I. Adult Residential Care Homes

ARCHs are licensed by the Department of Health (DOH) but are also
regulated to some degree by the Department of Human Services (DHS). An
ARCH is defined in section 11-100-2, Hawaii Administrative Rules, as " .
any facility providing twenty-four hour living accommodations, for a fee, to
aduits unreiated to the family, who require at least minimal assistance in the
activities of daily living, but who do not need the services of an intermediate
care facility. It does not include facilities operated by the federal
government. There shall be two types of adult residential care homes: (1)
Type | home for five or less residents; and (2) Type Il home for six or more
residents.”

The rules of the DHS further define "domiciliary care” provided in
ARCHs as ". . . the provision of twenty-four hour living accommodations and
personal care services and appropriate medical care, as needed, to aduits
unable to care for themselves by persons unrelated to the recipient in
licensed adult residential care homes. Domiciliary care does not include the
provision of rehabilitative treatment services provided by special treatment
facilities.™? The Department of Human Services rules also define a
"domiciliary care facility” as " an adult residential care home which
provides twenty-four hour living accommodations and personal care services
and appropriate medical care as needed, to adults unable to care for
themselves by persons unrelated to the recipient. Domiciliary care does not
include the provision of rehabilitative treatment services provided by special
treatment facilities.”® ARCH, or domiciliary, residents as defined by the
State, do not require medical care per se as they would in skilled nursing or
intermediate care facilities, but require assistance in functional activities of
daily living. {This is why ARCH residents do not qualify for Medicaid
payments but receive only federal Suppiemental Security Income payments.)
Examples of such daily functional activities include grooming, dressing,
bathing, and eating.

As they exist in Hawaii, ARCHs do not appear to be considered
domiciliaries in Veterans Administration terms. Residents in ARCHs have
lower levels of functioning and require higher levels of care than residents in
VA domiciliaries. Rasidents in a VA domiciliary receive rehabilitation services

12
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and are expected to improve whereas such services are not systematically
available in an ARCH where the potential for improvement toward independent
functioning is poor.* However, an ARCH is similar to a VA domiciliary in
terms of some of the types of services provided. ARCHs in Hawaili can
provide extensive care, supervision, and assistance to dependent individuals
who do not need the services of an intermediate care facility to manage their
physical, mental, and social activities of daily living. The VA requires
approved state domiciliaries to provide shelter, food, and necessary medical
care on an ambulatory self-care basis to veterans suffering from a disability,
disease, or defect to an extent that they cannot earn a living, but who do
not require nursing care or hospitalization, to attain physical, mental, and
social well-being through special rehabilitative programs to restore patients to
their highest ievel of functioning.®

The obvious differences between an ARCH and a VA-defined domiciliary
are the provision of medical care and the provision of special rehabilitation
programs which are specifically excluded from the province of ARCHs and

placed within that of "special treatment facilities.” However, domiciliary care
in ARCHs as defined by the State, do provide for "appropriate medical care,
as needed.” The VA has offered that the manner in which "domiciliary care"

is provided as defined in the VA's Operations Manual is the prerogative of
the state home facility. That is, it would be acceptable for the state home
facility to purchase services which it does not itself provide.® How desirable
or feasible this arrangement would be for an ARCH facility is debatable and is
examined in chapter 6.

Levels of Care Provided by ARCHs. ARCHs provide three levels of
care. Level | residents require only minimal assistance whereas Level I}l
residents require a great deal of assistance. Accordingly:

(1) "Level | care” means minimal care, supervision, and assistance
needed by individuals who can manage most of their physical,
mental, and social activities with a fair amount of independence;

{2} T"Level |l care” means moderate care, supervision, and assistance
needed by semi-dependent individuals who can manage some of their
physical, mental, and social functions but require assistance and
supervision in performing several daily living activities;

(3) "Level IIl care” means care, supervision, and assistance needed by
dependent individuals who require extensive services and
supervision to manage their physicai, mental, and social functions.’

Number and Types of ARCH Facilities and Beds in Hawaii. Aside from
the 3 levels of care, an ARCH is classified as a Type | or Type Il facility
according to its bed capacity. An updated count by the DOH as of July 12,
1988, indicates 531 ARCHs (97.1%) were classified Type | and 16 (2.9%) were
classified Type 1l for a total of 547 facilities. The 531 smaller ARCHs
accounted for 2,235 beds (82%) of a total of 2,725 beds. The 16 larger Type
Il facilities accounted for 490 beds (18%). Table 3-1 reflects an earlier count
for 1887 of ARCH type and ARCH beds by island.
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In December, 1985, there were 1,817 beds in 315 care homes.® In July,
1986, the DOH took over the licensing of adult residential care homes which
combined care homes and adult family boarding homes into one category. The
former were already being licensed by the DOH and the latter were licensed
by the then Department of Social Services and Housing (now DHS). In its
1986 Statistical Report, the DOH cited a statewide total of 622 ARCHs
providing 2,982 beds and a "calendar year 1986" count of 650 "care homes” of
which there were 633 Type | and 17 Type 1I, providing 3,087 beds. In
November, 1987, the DHS published a study on ARCHs which reported a
statewide total of 651 "ARCHs" consisting of 633 Type | and 18 Type II
facilities. The Hospital and Medical Facilities Branch of the DOH believes that
these figures probably inciuded the adult family boarding homes previously
licensed by the DHS and that they are not properly labelled "TARCH." When
the care homes and boarding homes were amalgamated in 1986, home operators
were required to pass a modified nurse aide training course to become ARCH
operators. They also had to pass one or more of the specialty modules to
care for Level [l clients.?®

Apparent Decline in the Number of ARCH Beds. Regardless of the
appellation, by June, 1988, the DOH reported 548 ARCHs. Of the 631
previously reported facilities, 315 were care homes, leaving 336 boarding
homes. The drop from 651 to 348 facilities, a 16% decrease, involved 103
facilities. If all 103 were boarding homes, then the great majority of the
boarding homes were able to pass the courses (233/336 = 69.3%), as the DOH
believes.

Visible Slack in the Supply of ARCH Beds--a Lack of Need? Strictly
speaking, there may not have been a decline in the number of "ARCH" beds
if facilities that could not pass the required courses are not included in the
new definition of an ARCH facility. However, the point is that the total
supply of a certain type of residential bed--care home * adult family boarding
home = ARCH bed--decreased rather sharply. in spite of the sharp
restriction in the supply of beds, there does not appear to have been any
upward pressure on demand. Normally, as a commeodity becomes scarcer, the
demand or competition for the remaining commodity increases. However, as
the supply of beds grew scarcer, the tightening did not appear to stimulate
any corresponding increase in demand for the remaining beds. This is an
indication that there may have been slack in the system. That is, there may
have been more residential beds than there were potential residents wanting
to occupy them.

Data to support this deduction are found in DOH statistics. The DOH
receives bi-weekly bed vacancy listings from ARCH operators on a voluntary
basis. ARCHs have been understandably eager to fill their bed vacancies in
part to generate a flow of income to cover their sunk and recurrent
investment costs in facilities and staff. But despite the DOH's efforts to
appropriately place individuals with ARCHs reporting wvacancies and the
operators’ efforts to admit them, the vacancy rate remained high at 14.19% for
the first half of 1988 as shown in Table 3-2 and Figure 1 below. Vacancy
reports were computerized by the DOH beginning in January, 1988. Table
3-2 (A) calculates the vacancy rate for the first half of 1988 in terms of a
3-month moving average and Table 3-2 (B) calcuiates the derived rate of
occupancy based on the vacancy rate.
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Table 3-2

Adult Residential Care Home Vacancy Status
From January 1, 1988 to June 30, 1988

{k} Bi-weekly I-Month Moving Average

I Wesks Ending  Vacancies  I-Month Moving Average

Jan 13 396 dan to Mar = 385.2
dan I I94 Feb to Apr = 8.8
Feb 15 ji:0) far to May = 388.3
Fet 29 187 Apr to Jun = J87.2
Kar 13 384
Kar 31 88
fpr 15 390
Apr 30 95
May 13 I88
Ray 3t i hverage = I47.¢
June i3 373
June 36 387
18} ferived Jcoupancy and Vecancy
Bed Caparity = 2,14
fvg Vacancy = 387 ==y hvg ¥ Vacancy = i%, 191
fvg Gccupancy = 2,348 -} Bvg % Decupanty = 85811

Seurces Hiwsil, Deparitment af Wealth, July 20, 1988,
Legisiative Reference Bureav, 1988.

Figure 1

Adult Residential Care Homes
Average Vacancy as of June, 1988

[{m Avg Decupaney

Avg Yacanc
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¥
~—{{4.2%}

Averuge Vaconcy = X687
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it is always possible that unknown factors may have been responsible for
the continuing high vacancy rate. However, the high rate does seem to
indicate either a lack of need or a iack of demand, or both, for the type of
services that ARCH facilities are meant to provide. To illustrate, the high
vacancy rate can be viewed in two ways. First, potential consumers of
residential long-term care services may feel that ARCH services are
appropriate for them and choose admission to ARCHs--but there are more
beds than there are potential consumers. The resulting slack--oversupply
and underuse of existing beds--would indicate a lack of need for ARCH
services because the overall demand for ARCH beds is low compared to the
supply of beds. In sum, both the need and demand for ARCH beds are low.

Second, potential consumers of residential long-term care services may
feel that ARCH services are inappropriate for them and do not choose to be
admitted. In this case, it is conceivable that there exist more potential
consumers of residential services than there are existing ARCH beds to
accommodate them. But if such consumers choose other, and to them more
desirable, alternatives to long-term care, even if there were only a handful of
ARCH beds to fight over, they would not demand to be admitted. The slack
would then indicte a need for residential long-term care services but a lack of
demand for ARCH-like services. It is unclear which scenario corresponds
closer to reality but it would be useful if the relevant agencies concerned
with the long-term health care needs of the elderly could gather more data to
assist in this determination.

inappropriate Placement in ARCHs and Compliance with Rufes.
According to DOH rules, each validly licensed ARCH, as of July 1, 1986,
must classify itself as either Category |, I, or {11, A Category | ARCH is
in full compliance with licensing requirements. ARCHs in Categories || and
Il do not as yet meet training requirements. The former intend to meet them
whereas the latter do not. A Category |l licensee had until July 1, 1987 to
reach compliance if it housed an [CF-level resident (a resident who needs
trained medical care). If it did not house [CF-level residents, it had an
additional year until July 1, 1988 to comply. In the interim, Category I}
ARCHs could continue to admit residents but only if they were not ICF-level.
Category il ARCHs, of course, could not admit any new residents.?'’

However, there has been general agreement in the long-term care field
that ICF-level residents have been inappropriately placed in ARCHs.*' Due
to a chronic shortage of ICF beds, ARCH operators are under continual
pressure to accept patients requiring a higher level of care than ARCHs are
meant to provide. In fact, the DHS rules has provision for "special care
needs individuals” who are defined as " a Level 1l domiciliary care
facility resident with higher than Levei 11l care needs who is incontinent, who
requires non-oral medication, or who is wheelchair bound and who is certified
by a physician for higher than Level {ll care . . ."'? To compensate ARCHs
serving ICF-level residents, the legisiature has, since 1980, authorized DHS
to pay an extra $100 per month to residents who have deteriorated in
domiciliary care but cannot be moved to an ICF because of a bed shortage.
According to DHS, 187 residents were receiving the special $100 payment as
of July 29, 1988.%% In terms of care, such residents are not receiving the
medical services they require. In terms of economics, some feel that ARCH
operators who have reached full compliance, and thus have to cover their
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sunk staff training costs, see a continuing incentive to admit or retain ICF-
level residents.

ARCH residents sign over their 3S! payments to the ARCH operator.
Each resident receives directly from the Social Security Administration one
combined check for the state level of care payment and the federal SSi base
payment. The recipient is allowed to retain a “"protected” $30 for personal
use and the operator is expected to provide for the resident's needs.** But
exactly how much do ARCH residents receive?

Federal SS! and State Supplemental Payments to ARCH Residents.
Beginning January 1, 1889, individual ARCH residents will receive a monthly
federal Supplemental Security Income (SSI|) payment of $369 which represents
a 4.27% increase over the 1988 base of $354.*® The federal base is
administratively adjusted upward each vear. In  Hawaii, it is also
supplemented by state SSI payments in escalating amounts according to the
level of care a recipient requires. Through Act 213, Session Laws of Hawaii
1988, effective July 1, 1988, the state legislature increased the $55 across-
the-board payment to each ARCH resident by a minimum of $60 for a total of
$115 a month. (The Act further requires the DHS to determine the rates of
payment for the different levels of domiciliary care, and requires the
Legislative Auditor to review the adequacy of the level of care payment
schedules for ARCHs. It is therefore likely that the level of care payments
reported here may need to be updated.) Effective July 1, 1988, total state
supplemental payments came to $194.90 for Level 1, $244.90 for Level 1|, and
$306.90 for Level [[1.1®

The DHS is authorized to pay Level I and Level Ill residents in
predominantly Type |l ARCHs an additional $108 per month. The reasoning is
that the operating expenses of larger ARCHs are higher partly due to more
stringent staffing requirements and because they often care for residents with
greater medical needs. Apparently, there are no or very few Level Il or Il
residents in Type | ARCHs. The amount of this payment has not changed.
In July, 1988, the DHS reported 271 residents receiving the extra 3108
monthly payment.!”

The extra $100 monthly payment to ICF-level ARCH residents unable to
transfer to an ICF has also remained the same. The asset disregard for an
individual eligible to receive SSI is $1,800. As mentioned above, each
resident is now allowed to retain $30 of income per month for perscnal use.
Combined with the federal portion, Table 3-3 summarizes the amounts an
ARCH resident could receive:
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Table 3-3

Adult Residential Care Mome Reimbursement System
Monthly Rates for Federal SSi and State Supplements

BASIC PAYMENTS tevel 1 Level 11 Level i1
Federal 851 Fayment ¥ $369.00  $365.00  $385.00
State 551 Suppiesent $79.90  $129.90 KI9L.90
Add"l 1980 Supplesent $55.00 $35.00 $35.00
Add'l 1988 Supplesent 60,00 60,00 80,00
State BS5] Payment k# 194,99 $244,%0 $364.90

Minisus Federal & State Faysent $553.90 $613.90  #675.90

ADDITIONAL STATE PAYMENTS tevel T tevel II Level I
tevels §1 & 11T Subsidy - $168.00 £108. 00
ICF-Leve]l Subsidy $100.00  $100.00  $100.400

Total Additional State Payments $100,00 $208,00 $208.00

Maxisup Federal & Giale Payments  $663,90  $B21.90  $BES.9O

¥ Effective Janyary 1, 1989,
i+ Eifective July 1, 1988,

Source: Hawail, Departsent of Husan Services, July 29, 198B.

The DHS estimates that a monthly average of about 1,890 individuals
received SSi payments as of April, 1988. There are no data for veterans but

a round figure of 100 was menticned for a time “about four years ago in
1884, "¢

Type of Residents in ARCH Facilities. Because the legislative
resolutions focus on long-term care facilities for elderly veterans, it is
necessary to examine the resident composition of ARCHs. According to DOH
figures, as of July 18, 1988, three major types of residents occupied ARCH
beds in aimost equal proportions: the developmentally disabled (30.8%), the
mentally ill and drug abusers (33.3%), and the frail elderly (31.5%). The
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remaining 4.4% were all non-elderly.’? Table 3-4 details the totals for the
four types and Figure 2 graphically depicts the size of the frail elderly
group--the subject of this study--in proportion to the entire ARCH
population.

Table 3-4

Classification of ARCH Residents
By Age and Type¥*

frail Elderly KA 71 118 94 282 3.5
Mestally I11 21 Nt e & 299 3331
Developeentally Dicabled 34 30 1¢ i 7 30.8%
Others Under &5 Years Oid 37 R NA H& 37 5.3

456 159 34 101 #98 (041
i 1 1691 1L 100%

# 235 of 347 {or 431) of ARCHs classified as of July 18, 1988.

Spurre: Hawaii, Departsent of Health, July 18, 19BE.

The developmentally disabled comprise the first major group of ARCH
residents and do not have wveteran status by virtue of the nature of their
disability. This group is beyond the scope of this study.

The second major ARCH subgroup, the mentally ill and drug abusers,
who comprise 33.3% of all ARCH residents, are served without regard to

veteran status. Because the study's focus is on elderly veterans, it is
important to know how many of this second group are elderly. According to
DOH, only 29% of all mentally ill ARCH residents, regardless of veteran
status, are over 65 vyears of age. That is, 9.7% (29% of 33.3%) of all ARCH
residents are both mentally ill and elderly. The study is concerned with a
further subgroup--the mentally ill elderly who are also veterans. However,

the size of this subgroup, which is of necessity smaller than the 9.7% of all
ARCH residents, is not known.

The last of the three major ARCH resident groups, the frail elderly, are
in fact also served without regard to veteran status. Again, the study is
concerned with the subgroup of veterans among the frail elderly. As can be
seen from Table 3-4, the frail elderly group as a whole comprises 31.5% of all
ARCH residents. However, like the mentally ill elderly veteran subgroup
above, the size of the frail elderly veteran subgroup is necessarily smalier,
and probably much more so, than the 31.5%.
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Figure 2

Adult Residential Care Homes
Proportion of Frail Elderly

m Frail Liderly

@ Mentally il

g Developmentsily Disabled

1‘5 Cther Under Age 65

(33 3%~ fr R, L

Number of Frail Eiderly = 283

By the end of June, 1988, the DOH reported that 225 of 548 ARCHs
(41%) had been classified and that 34 of 851 residents (4%) were VA clients.
The Department felt that this proportion would probably not vary much by
the end of 1988 when classification of all ARCHs was to be completed.?®

By July, 1988, ten more ARCHs had been classified and the number of
residents with VA case managers had increased to 39 as shown in Table 3-5

and Figure 3 below.
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Table 3-5

Classification of ARCH Residents
By Case Managers*®

Nuaber ot

Lace Manager Fecidents Fertent
Veterans Adainistration 39 £.31
Gepartsent of Huean Serviges 195 44.0%
Private 179 19.9%
Gevelopeentally Disabled 222 24.7%
Mental Health Bivisien &3 7.61
Fublic Heelth Mursimg ] 9.0%

B98  106.0%

¥ 235 pt 547 ARCHs classified by BOH sz of July I8,
Sourcer Hamari, Departeeni of Heaith, Jduly 18, 19BE.

Figure 3

Adult Residential Care Homes
Proportion of VA Residents By Case Manager

m Yeterans Administration

% Dept of Human Services

Mantal Health Divislon

Residents with VA Case Monogers = 39

22



LONG-TERM CARE FACILITIES IN HAWALI

Extrapolating from this data, the total number of veterans in ARCHs,
given the average occupancy rate of 85%, is estimated to be approximately 78
or 3.3%, as calculated in Table 3-6.

Table 3-6

Derived Percentage of Veteran Residentis
in ARCH Facilities as of July 18, 1988%

Total Nusber of ARCN Facilities 547
Wugher Classified &s of July 18 235
Fercent Classified as of July 18 §2.961
Nugber of Veterans Classified 19
Berived Rugber of Veterans 78
derives Total Occupancy 2,340
Derived Percent of Veterans 3338

# 235 of 547 ARCHs classified by DOH as pf July 1B, 1984,

Source: Hawail, Departsent 0f Health, July 18, 1986,
Legisiative Reference Bureau, 1988,

More importantly, the number of elderly veterans in ARCHs must be an
even smaller number because veterans of all ages were included in the DOH
classification. The table above indicates fhat %G% of all ARCH residents were
aged 65 years and over as of July 18, 1988. Therefore, the proportion of
elderly veterans in ARCHs would be 1.5%. Similar resuits were obtained in
the LRB's own long-term care facility survey conducted in July and August,
1988, and which included SNFs, ICFs, and ARCHs. Details of the LRB
survey are presented in the next chapter following the discussion of SNFs
and ICFs below.

Part il. Skilled Nursing and Intermediate Care Facilities

To facilitate the analysis of the availability of long-term care facilities
for wveterans in Hawaii, a list of all skilled nursing and intermediate care
facilities is attached as Appendix C-2. Both SNFs and [CFs are licensed by
the DOH. A skilled nursing facility is defined in section 11-894-2, Hawaii
Administrative Rules (Department of Health) as " . a health facility which
provides skilled nursing and related services to patients whose primary need
is for twenty-four hours of skilled nursing care on an extended basis and
regular rehabilitation services.” An intermediate care facility is similarly
defined as ". ., . a facility which provides appropriate care to persons
referred by a physician. Such persons are those who: 1) Need twenty-four
hour a day assistance with the normal activities of daily living; 2) Need care
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provided by licensed nursing personnel and paramedical personnel on a
regular, long-term basis, and; 3) Do not need skilled nursing or paramedical
care twenty-four hours a day.” T

That same section further defines a "skilled nursing facility” as ". . . a
health facility which provides the following basic services: skilled nursing
care and supportive care 24-hours per day to patients whose primary need is
for availability of skilled nursing care on an extended basis.” Section
11-100-1, Hawaii Administrative Rules (Department of Health) further defines
an "intermediate care facility” as " a facility which provides to persons
referred by a physician, health related services which may be preventive,
therapeutic, or restorative, which are above the adult residential care home
level of room, board, laundry and personal care services, but less than
skilled nursing facility care and services.”

An administrator of an SNF or an ICF must also be licensed as a nursing
home administrator pursuant to section 11-94-6, Hawaii Administrative Rules
{Department of Health). Section 11-94-21 requires SNFs to have a physician
to serve either full- or part-time as a medical director with responsibilities
specified in 42 C.F.R. section 405.7122. ICFs are required to have a
physician designated to serve as a medical advisor as needed for infectious
disease control only.

Type of Care Provided by SNFs and ICFs. SNFs and [CFs are nursing
homes that provide for its residents regular, long-term nursing care and
round-the-clock assistance with at least the normal activities of daily living.
Skilled nursing facilities provide a higher level of care than intermediate care
facilities. SNFs are required to have at least one full-time registered nurse
to be on duty twenty-four hours a day, seven days a week. ICFs are
required to have a full-time registered nurse to be on duty only during the
day shift and either a registered professional nurse or a licensed practical
nurse to be present whenever medications are administered.

Section 11-84-28, Hawaii Administrative Rules (Department of Health)
requires that all patients admitted must be under the care of a physician of
the patient's choice and must have a physical examination within five days
prior to admission or within one week after admission. Patients are also
required to be provided an annual physical examination. An [CF patient's
physician is required to visit at least every sixty days unless the doctor
provides written reasons for visiting at longer intervals, as long as the
intervals do not exceed one hundred twenty days. An SNF patient's
physician must visit at thirty-day intervals for the first ninety days. |If
justified in writing, the doctor may visit at sixty-day intervals thereafter but
only if warranted and if the patient is not receiving specialized rehabilitative

services. Section 11-84-28 provides for specialized and supportive
rehabilitative services including occupational, physical, and speech therapy as
needed by appropriately qualified staff. Social work services are also

provided to patients, their families, and other significant persons to help
them deal with the impact of iliness on individual and family functioning.

Number and Types of Nursing Homes in Hawaii. Under the certificate of

need (CON} program, Hawaii's State Health Planning and Development Agency
(SHPDA) is authorized to approve the construction, expansion, aiteration,
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LONG-TERM CARE FACILITIES IN HAWALI

conversion, development, initiation, or modification of a health care facility or
health care services in the State which requires 2z capital expenditure in
excess of %4 million. It is also authorized to approve any substantial
modification in the scope or type of health services provided or any changes
in the class of usage of a facility's beds.??

According to the SHPDA, in February, 1986, 2,769 nursing home beds
were in use. Together with an additional 614 beds which had been CON-
approved but were not vet in operation, the statewide total would have been
3,383 beds.?? Subsequent to this, in survey data closest to December, 1986
provided by the SHPDA, the DOH reported 2,877 beds in cperation--208 more
than in February, 1886.%% Further figures for September, 1987 cited 2,991
beds in operation statewide--up 14 from December, 1886. The SHPDA also
cited an additional 758 CON-approved beds for a total of 3,749 beds.?* |n
the latest update for May, 1988, the SHPDA reported a statewide total of
2,995 beds--up 4 more from September, 1987. Apparently none of the same
758 additional CON-approved beds had yet come into operation by that time.?2®

The Hospital and Medical Facilities Branch (HMFB) of the DOH inspects
and iicenses all nursing homes in Hawaii. As of September, 1988, the HMFB
indicated that there were 38 nursing homes operating a total of 3,235 beds
statewide.?® Tabie 3-7 breaks down the type of nursing beds currently in
operation. Beds classified as "SNF/ICF" are designated "swing” beds and can
accommodate either SNF or ICF patients. "Acute/SNF" swing beds can
accommodate patients requiring either acute or skilled nursing care. Aloha
Health Care's new 120-bed facility in Kaneohe has reduced the number of
CON-approved beds not yet in operation from 758 te 638. When most of these
638 beds become available by 1989, the total number of nursing home beds
should rise to 3,873. A recent SHPDA update has increased the 3,235 beds
to 3,273 with the addition of 38 beds at Leahi Hospital. This reduces the
CON-approved bed total from 638 to 600. However, the SHPDA has also
approved a separate 38 beds for the Queen's Medical Center, bringing the
CON-approved total back up to 638. When these additional beds come on line
by 1988-1889, an estimated 3,911 beds will be in operation. See chapter 6 for
further discussion.

Changes in the Proportional Mix of MNursing Home Beds. Iin the Part |
discussion of ARCH facilities, mention was made of a widespread perception of
the need for, and the tight supply of, intermediate care beds. Table 3-8
below plots the changes in the supply of the different types of nursing home
beds from February, 1986 to September, 1988. Figure 4 illustrates the
changing trend in the proportional mix of the different types of beds. It is
apparent that there has been a realloccation of beds to meet this perceived
need. The two largest categories of beds were ICF-only and SNF/ICF swing
beds. By late 1988, they accounted for 1,220 and 1,608 beds, respectively.
[t is important to keep in mind that the latter swing beds are meant to
accommodate both SNF and ICF patients, depending on the need.

How does the realiocation of beds help to meet the perceived need to
place ICF patients? First, the pool of SNF-only beds fell while the supply of
both ICF-only and SNF/ICF swing beds rose. in fact, the proportion of
SNF-only beds to all nursing beds dropped from 22.4% in February, 1986 to
117.3% in September, 1988 for a net loss of 257 beds. Next, there was an
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Table 3-7

Number of SNF, ICF, SNF/ICF, Acute/SNF Beds
Licensed to Operate in Hawaii as of September 6, 1988%

Arute/ Tatal

Nakp of Fagility 3KF ICF SNF/ICF SAF Beds
Aloha Health Care {enfer 0 9 126 9 120
fnn Pearl ¢ B6 9 0 Bb
freadia 58 ) [ ¢ T
Severly Manor Convaiescent Cenier & 0 108 0 108
Convalescent Lenter of Honolulu 0 ¢ 182 ¢ 82
Crawford's Convalescent Home 1 48 ] 0 &8
6. N. Wilcox Reeorial Hespital ¢ ¢ 80 ¢ 80
Hale Ho Aloha 0 85 0 ¢ 85
Hale Makua 1540 £, Main St 0 124 & 9 124
Hale Makuz 477 Kaulana 5t & 0 120 4 128
Hale Nalamalama b 3 0 ] n
Hale Nani Kealth Center 24 ¢ 208 0 232
Bale Omao ¢ 30 0 0 30
Hawaii Select Lare 0 92 & 0 92
Hilo Hospital 34 72 0 0 108
Honokaa Hospital 8 0 & ¥ B
Island Nursing Hose 4 bl 42 ] 42
Ka'u Hospital 10 0 ] 3 15
Kahuku Hespital i ¢ 0 15 26
Kauai Care Center 0 i7 ¢ ¢ 17
Kauai Vet's Nesorizl Hosp 6 0 15 § yiv
Kohala Hospital 4 0 18 4 2
¥ona Hospital g g 8 & i7
Kuakini Beriatric Care 5 150 0 0 200
Kuia Hospital Y 8 ¥ ] 103
Lanai Cosmunity Hespital [} ] B o 8
Leahi Hospital o8 3 4 0 179
Leeward Nursing Howe 9 30 0 0 50
Lite Care Center of Hiln o 244 ] 0 244
Raluhia Hospital ] ¢ 158 0 158
Mauralani Nursing Cenler ¢ ¢ 161 G 164
Molokai Beneral Hospital 4 ) i4 B 2
Kuuanu Hale & 6 19 0 75
Oahu Care Facility 0 a2 0 0 82
Pohai Nanmi fare Center ¢ 1] 12 ] 42 e
Samuel Mahelona Remorial Hospital g ¢ 41 & 75
5t. Francis Hospital 92 ¢ ¢ ¢ 32
Wehiaws Beneral Hospital 0 0 93 & 93
Maimano Training School & Hospital 0 4 &0 ¢ 46

Nasher of Beds 164 1,220 1,408 43 3,238
Percent of Total 1L W 8. Lk 104t

SNF Only Facilities = 4 +  Tptal does not inclade 600 E0N-approved beds
ilF Gnly Facilities = (i apt yet In service.

ENF/ILF Facilities = 22 ¥ hrrepts Medicare only.

SWF/heute Facilities = 2 4+ fo of 3/27/87, no longer Kazhanaola.

Total Facilities = 39

Source: Hawail, Departsent pf Heaith, Beptesber 4, 1988,
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Table 3-8

Changes in the Proportional Mix of Nursing Home Beds From 1986 to 1989

TYPE §F Net Change
BEDS Feb [986 ®ix Dec 1984 Mix Sept {987 Mix WNey IPB8 Mix GSept 1985 Mix  19B&-1988
SHF £21 22.4% LSV S 4 HEO0R 309 10.3X 364 1132 -
Bed Change - - (e - amn - 8 - 33 w (28N
Percent - - «36.9% - -19.61 - L - 7,82 - -41,43
jing 739 348X 1,193 A0 0X LB IS L1777 33T L2100 3Ll B
ket Change - - 34 - 7y - iy - LX) - 251
Percent - - VL T S ~LoL - -0.38 - L - mzn
SNF/ICF 1;263 2.7 1,38 4600 1,473 49.20 477 493D 108 49,71 -
Bed Change - - 200 - 145 - § - 131 - 440
Percent - - 7.0 - T - 6.3% - 8.5 - LY N0
ACUTE/SKF 21 0.81 ¢ 0.8 2 W7 2 L 3 L3 -
Bed Change - - 3 - (2) - i - 13 - 22
Percent - - i - 4.3 - .51 - 34,41 - 104,812
Total 2,748 Lo0x 2,977 16r 2,991 1001 2,995 100% 3,23 o0l -
Bed Change - - 08 - 13 - 4 - 240 - L1134
Percent - - .34 - 0.5% -~ 0.4 - g.0Y - 16,83

Sourres State Health Plamning and Development Agency, various publitations 1986 - 1988,
legiciative Reference Bureau.

Figure 4

Skilled Nursing & Intermediate Care Facilities
rends in Bed Type for Feb. 1986 to Sept. 1988
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almost matching increase of 267 ICF-only beds. However, because of the
relatively large size of the ICF-only bed pool in relation to all nursing beds,
the proportional increase of ICF-only beds increased only slightly from 34.6%
and has held steady. Lastly, 440 more SNF/ICF swing beds were put into
operation since February, 1986. This category gained the most both in
proportion as well as in the absolute number of beds. SNF/ICF swing beds
now account for half of all nursing home beds at 49.7%, up from 42.2% in

February, 1986.

Federal Medicaid Payments for Skilled Nursing and Intermediate Care
Facilities. Resident-patients in long-term care facilities may be eligible for
federal medical benefits under the Medicaid program. Medicaid eligibility is
based on financial need, medical need, or both. That is, "medically indigent”
SNF/ICF residents who do not need monetary public assistance in the form of
the State's own Financial Assistance Program are not eligible based on
financial need. But because the medically indigent require help paying
medical bills, they become eligible based on medical need. On the other
hand, "categorically needy” residents require both monetary public assistance
and assistance with medical expenses.

in Hawaii, the Department of Human Services administers both the
State's Financial Assistance program and the Medicaid program. First, a
person is automatically eligibie for the Financial Assistance Program if the
person also qualifies for the Aid to Families with Dependent Children (AFDC)
program, the AFDC-UP (unemploved parent) program, General Assistance
(GA) program, or the Aid to the Aged, Blind, or Disabled (AABD) program.
These benefits are earmarked for an eligible recipient's perscnal living
expenses only. According to the chart (Table 3-8) provided by the DHS
below, the monthly allowance standard is both an income allowance and the
amount of benefits. For example, if an individual receives no income, the
benefit amount would be $332 per month or $3,984 per vyear. These are
maximums. That is, if an individual receives $32 income per month, the
maximum monthly benefit would be $300.

Next, if one qualifies for financial assistance, then one is alsc eligible
for medical assistance.?” A person can also elect to receive medical
assistance only and not financial assistance but only .1% of all Medicaid
recipients for the fiscal year ending 1987 chose to do so.?®

Medicaid is a supplemental benefits "vendor” program which requires
recipients to spend down their incomes to a level where they become eligibie
and benefits can be paid directly to facilities operators. As a result, there
is theoretically no income limit for determining eligibility. The crucial
ingredient is the cost of care relative to a person’s income. For illustrative
purposes only, if the cost of medical care were $2,000 per month, but the
person’'s monthly income was $2,030, accounting for the $30 income allowance,
that person must apply all of the remaining $2,000 {"spend down") to the cost
of medical care. in this example, no Medicaid benefits would be forthcoming
because 100% of the medical costs can be covered with private funds.
However, if monthly income were $2,029, the person would become eligible for
a monthiy Medicaid benefit of $1 after spending $1,999 of private income for
medical costs. A more realistic example would see an individual applying $500
of a monthly income of $330 toward a monthly cost of care of $2,000, leaving
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an excess medical bill of $1,500. The DHS has estimated that 85% to 90% of
all nursing home residents qualify for Medicaid benefits.??

Table 3-9

DEFARTRERT OF RUFAN SERVICES, PUBLTU WELFARE DIVISIOUN
STANDARD OF ASSISTANCE

FIRARCIAL ASSISTANCE PROGRAM - Nomthly Allowence Standard

jRousebold Boupehold Bousebald
Eize ¥onthly Aopusl Size Bty Ampual Eize Monthly Apnual
1 $332 §3,984 £ $ 895 $10,740 11 $1.457 517,484
2 4“5 $.340 ki 1,007 11,084 12 1,570 18,840
3 587 6,684 s 1,320 11,440 13 1,882 20,188
[} &70 8,040 9 1,232 14,784 14 1,788 21,540

H 782 5,384 10 1,345 16,140 15 1,507 2,884
{For sdditional persons, add $113.00.
. Pxcludes medical cars coOsis which are met in full by the Dept. through its MeSizaid Program
- Exsludes Food Stawp boous {adSitional benefits] which waries by family mize ans net income
BIGALIGRTS
1. Btandard spplicable umiformly to all categorias (AFDC, AFDC-UP, GA, AARD}
2. Emergency assistance due to natural disaster provided.

3. Peciplents paif or emergency basis for the cost of replacing or repairing heusshold sppliances
{refrigerator and stove)] likited to certain cost considerations - not to exceed S350,

4. Eff. 1/31/88 S(ncrease Dased oo 60k of Federal Poverty Level and afjusted ansuslly.

Ascrunt of Aasets Disregarded: AFDC AFDC-UP, GA, AABD cames: $1,000 regardless of family sire
BEI Cases: $1,900 « I perscm; $3,850 touple

MEDICAL ASSISTANCE CRLY
Income Limits - persons at home (Eff, 2/1/88)

Housenold Bousehold HBouseholid
Sire Monthl Aavusl Size Monthi Aonyal Eize Menthl Annual
T 3337 s B S T 5,00 T FLTeT SIS0
3 [r i 5,340 5 782 $,384 ] 1,120 13,440
3 £57 &, 564 & 95 10,740 9 1232 14,784
For each additionsl person, add $153.00. o 1,348 16,140

Faxily could still be eligible even if monthly income extwwds the above Iimite if excess income i insufficient td
pay for wedical cire cost. Cost sharisg depends on cost of sedical care. FErivate health pian premiums are
deducted from income.

im:nqu'ﬁfh:uptim of Resources (BEFf, 1/1/88): 1 persom $1,900; couple $2,850. For each addi'l parson, add s25d.

Source: Hawaii, Department of Human Services, 1988.

Medicaid Prospective Payment System (PPS). Until January 31, 1985, all
participating SNFs and ICFs in Hawail were paid the lesser of their charges
or reasonable costs for providing services based on a retrospective cost
reimbursement system. Effective February 1, 1985, Hawail instituted a
prospective payment system (PPS) in consonance with the federal
government's shift away from reasonable cost reimbursement principles.
Under PPS, long-term care facilities are paid a per diem amount specific to
each facility based on historical cost and utilization for each facility without
regard to the actual costs incurred.
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This was essentially a cost containment measure. The underlying fiscal
motive driving PPS implementation assumes that facilities were charging more
than they had to. To the extent that facilities are not reducing their
charges efficiently, they are not receiving reimbursement sufficient to cover
the costs they actually incur. PPS is therefore expected to provide
caregivers a fiscal incentive to contain their excess costs to the point that
PPS amounts do become sufficient. PPS was also designed to encourage the
increased use of appropriate lower levels of service. In the case of nursing
homes, this meant shifting patients from more costly SNFs to less expensive
ICFs when clinically appropriate. In fact, utilization of skilled nursing days
decreased by 4% during fiscal 1987, continuing a downward trend. SNF
utilization within the non-money category of eligibility decreased by 21% as a
whole and by 25% for the elderly subgroup. At the same time, |CF utilization
rose by 5%.°° The fiscal incentive, then, parallels the move on the policy
level toward providing services in the least restrictive environment that is
conducive to independent living.

To ensure that long-term PPS rates are fair, they are required to be
recalculated at least every three years by updating to a new base year. In
fiscal 1987, these rates were recalculated using fiscal 1983 as the new base
year. However, calculations continue to be done to determine reimbursement
according to retrospective reasonable cost principles for three reasons.
These calculations aid in future PPS rebasing, assure the State that PPS is
not paying more than it would have under a retrospective reimbursement
system, and provide a fall back in case the State decides to return to the
retrospective reasonable cost reimbursement system.?®!

The federal government has historically shared Medicaid costs with the
states on a 50-50 basis. According to the DHS, the federal PPS share
increased from 53.7% effective October 1, 1887 to 53.99% effective October 1,
1988.%2 Fach SNF and ICF facility is reimbursed at its own per diem amount.
SNFs are paid more than ICFs because SNF services cost more. A distinct
part (DP) facility is actually part of a larger medical complex but operates its
services apart from the hospital or medical center. Freestanding (FS)
facilities incur lower costs than distinct part facilities because they do not
need to factor in overhead costs of the larger institution. Consequently,
both SNF-FS and ICF-FS facilities have lower weighted average PPS per diem
amounts than SNF-DP and ICF-DP facilities. Each of the four types of
facilities also has its own PPS per diem ceiling amount--the maximum amount
the State is willing to pay.

In effect, for fiscal 1988, the State is willing to pay up to $87.90 per
day for a freestanding SNF, $145.38 for a distinct part SNF, $78.31 for a
freestanding ICF, and $119.98 for a distinct part ICF. SNFs as a whole
receive an average ceiling amount of $116.64 each day. [CFs as a whole
receive an average maximum amount of $89.15 each day. (See chapter 6 for a
full discussion of PPS rates.)

Long-Term Care Medicaid Recipients and Benefit Payments. The Hawaii
Medical Service Association (HMSA) has acted as Hawaii's Fiscal Agent for the
Medicaid program since January 1, 1971. The categories of eiigibility HMSA
uses are:
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. Aged
. Blind
i Disabled
. Families

. Child wWelfare
. General Assistance
. Pensioners

According to HMSA, 1,509,378 Medicaid claims were paid amounting to
$148,583,037 in fiscal 1987. The Medicaid-eligible aged group of 7,822
comprised 10.8% of all 72,281 eligible recipients and 0.7% of the State's 1987
estimated population of 1,090,040.%° Although paid claims in the aged group
accounted for only 16.6% or 251,073 of all claims, the benefits this group
received amounted to 37.3% or $55,417,486 of all payments. This
disproportionate expenditure is consistent with the npational pattern.
Although the elderly require various types of health-related services, among
these, disproportionately expensive long-term care in nursing homes looms
large. And although the elderly group as a whole and nursing home
residents are not one and the same group, the pattern of disproportionate
expenditure for the two groups is similar. Nationally, 6.3% of all Medicaid
recipients in 1985 received SNF or ICF care and yet they accounted for 30.9%
of all Medicaid vendor payments.?*

In Hawaii, only 2.1% of all claims in 1887 were for long-term care
services {nursing homes and ICF services) but these claims accounted for
35.6% of all Medicaid benefits paid. Nursing home claims accounted for less
than 1% of all claims but 10.4% of all benefits were paid for nursing home
services. Similarly, at 25.3%, a disproportionately large share of all benefits
were paid for the 1.4% of claims for ICF services. Table 3-10 below details
the disproportionate expenditures for nursing homes and intermediate care
facilities in Hawaii for 1987.

As Table 3-11 shows, after rising 7.6% in 1986, benefits paid for nursing
home care in 1987 dropped a significant 28.2% from the amount of benefits
paid in 1986. Similarly, ICF benefits decreased 21% in 1986 after rising 3%
the year before.

Table 3-12 traces a declining trend in the aged group as Medicaid
claimants for the five-year period from 1983 to 1987. From 1983 to 1987, the
overall number of Medicaid recipients decreased by 12,108 or 14.4%. Over the
same period, the number of Medicaid-eligible aged dropped by 528 or 6.3%.
It must be remembered that although the aged use long-term care services
disproportionately, their total claims include other medical services as well.
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Tabie 3-106

Medicaid Claims Paid for Nursing Home and Intermediate Care Facility Service

: Type of Care : :

: ; : Total % Total ¢

H Total 1 Nurcing Hose X iLF i+ LT0 Claiss LT Benefits

Liates H 1,509,378 9,473 G.b% 21,845 1.8% 2.1 -~ :
Senefits 1 $14B,583,037 1 #15,417,571 10,44 $£37.544,500 25,30 -- J5.81 2

Source: Mawaii Mediral Service Assoriation, Medicaid Report for the State of Hawaii, Teble V-2, danuary, 1988.

Table 3-11

Changes in Medicaid Benefits for the Period 1985 to 1987
For Nursing Home and Intermediate Care Services

Total Nersing Hose L oof % ILF %ot %
Henefits Benefits Tatal Change Benefits fotal Lhange
1985 $161,576,930  $19,981,080 12,44 - $46,129,94% 26,51 -

1986 $172,600,527  $21.487 527 1,483 T.6%  $47, 804,777 21.H 3.0%
1987 $148,583,037  #15,417,071 10,40 ~28.2%  $37,544,500 20,30 -Il.GX

Source: Hawaii Medical Service fsscriztion, Medicaid Report for the State af Hawall
Tahle ¥-3, Jangary, 1988,

Table 3-12

Medicaid Claims by the Aged From 1983 to 1987
As a Percent of Total Claimants

Total  Anngal Aol Annual
Ciaiwe Change i Ciaise  Change %
1987 84,399 - - &, 350 - -
1984 81,782 (2,637 ~3.1% B.0b4 {286 -3.4%
1985 78,882  (Z,BRO)  -3.5L 0 70N 313 -L%
1966 75,886 (1,996 -3.8% 7,718 {331 -0.8%
1987 72,291 3,895 -7 7,8 164 1.3

ket decrease = (12,108] Het decrease = (32B)
Source: Hawaii Medical Service Associstion, Medicaid
Resort for the State of Hawalii, Tables IV-2 & 3,

danuary, 1984,
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The decreasing number of elderly claimants is significant for long-term
care particularly if the causes are programmatic and not technical. That is,
if the technical administration of the program has helped to curtail waste,
fraud, and abuse, the decreased numbers of elderly claimants do not indicate
that the aged are being shortchanged. Fat-trimming could be due to a better
use of prepayment claims review, facilities utilization vreview, eligibility
verification, and duplicate billing audits. However, if the decreases were due
to the fiscal incentives of PPS, that would be significant for long-term care to
the extent that individuals are being moved to more appropriate lower levels
of care. Although not likely, the decreases could also indicate a reduced
need for long-term care in general if fewer elderly are filing Medicaid claims.
More likely, it could be an indication that the elderly are increasingly
choosing alternatives to long-term care. Of course, unknown factors could
also play a role. Until more analysis is done and until it becomes clear
whether the trend is beginning to stabilize and plateau, not much more can
be ventured.

Average Medicaid benefits paid per recipient has dropped for both
nursing home and ICF care services, as shown in Table 3-13. In fact, in
1987, ICF care benefits decreased by $3,219 or 18.9% per recipient from
$17,063 in 1986. Nursing home care benefits experienced a less drastic
decrease of $678 or 4.6% per recipient from $10,375 in 1986. According to
HMSA, the decrease in average ICF benefits was due to the combined effect
of the PPS reimbursement cap and the billing changes required in the PPS
system which separated drug and ancillary services from the SNF and ICF
service categories.?®

Table 3-13

Average Medicaid Benefits Paid Per Recipient
From 1985 to 1987 for Nursing Home and Intermediate Care Services

Nursing 1 3
Hore Change ifF Change
1985 o - $17,880 -
1994 $10,375 1.4% $17,063 -4.6%
987 $9,497 ~b. G} $13,884 -B.9Y

Spurce: Hewali Medical Service Assoristion, Medicaid Neport
tor the State of Hawaii, Table ¥-4, January, 1988,
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Summary. There appears to be some inconsistency between the state
definition of “domiciliary care” provided by ARCHs and the Veterans
Administration definition of "domiciliary" and “domiciliary care." Although
there is some overlap, it is questionable whether an ARCH can qualify as a
VA domiciliary.?®

The overwhelming majority of the 548 ARCHs (97.1%) are small Type |
facilities having 1 to 5 beds and accounts for 82% of all ARCH beds. Large
Type Il ARCHs average 31 beds. A state veterans facility housing such a
small number of residents does not appear reasonable.

There has been slack in the supply of ARCH beds recently. This
appears to indicate non-use of ARCH facilities. The average bi-weekly self-
reported vacancy rate for the first half of 1988 amounts to 387 beds.

No one has definitive records of the numbers of veterans in ARCHs
although the DOH is now classifying ARCH residents by case manager,
including VA social workers. About 3.3% of ARCH residents are veterans,
How many of these are also elderly, and thus candidates for a state home
facility, is estimated to be around 1.5%. The next chapter examines the
veteran population in Hawaii including an LRB survey of ARCHs, SNFs and
ICFs in the State. The $369 federal $SI base payment is measured against
VA per diem payments in chapter 6.

The services provided by SNFs and [CFs are consonant with those
required by a VA nursing home. There are a total of 39 such facilities
operating 3,235 such beds in the State with an additional 600 or so approved
beds to come on line by 19838. SNF/ICF "swing”" beds comprise the largest
segment of nursing home beds and have increased steadily under SHPDA
encouragement. They now account for aimost half the total number of beds.
As patients’ level of care changes, these swing beds facilitate intrafacility
transfers thus reducing the wait list for appropriate lower level ICF beds
elsewhere. |ICF beds are perceived to be in short supply although they make
up about 38% to 40% of all nursing home beds. There has been a marked
decline in the number of SNF beds, halving in about two and one-half years.
The trend is definitely towards the more flexible SNF/ICF swing facility, and
such is favored over an ARCH if a state veterans facility is to be considered.

Like ARCHs, there are no definitive records of veterans in SNFs or
{CFs. The relative dollar benefits nursing home residents can receive from
the new federal Medicaid PPS system are compared with VA per diem aid in
chapter 6.

In Hawaii, 2.1% of all Medicaid claims were filed for long-term care for
the elderly but accounted for a proportionately much larger 35.6% share of
total benefits. Only 0.6% of LTC claims for nursing home services and only
1.4% of LTC claims for ICF services accounted for 10.4% and 25.3% of all
Medicaid benefits, respectively. Despite this, both nursing home and ICF
benefits have decreased recently in Hawaii. The proportion of elderly
claimants for Medicaid benefits has also shown a net decine in the last four
years.
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Statewide PPS ceilings for Medicaid payments have increased from the
previous vyear despite an overall tightening in the administration of the
Medicaid program. Chapter 6 analyzes the relative worth of such Medicaid
payments in relation to VA per diem aid.

Part til. Tripler Army Medical Center (TAMC)

The Department of the Army operates the Tripler Army Medical Center
(TAMC) in central Oahu. The TAMC is the VA's primary acute inpatient
facility because there is no Veterans Administration medical center in Hawaii.
The VA reimburses the TAMC on a fixed-fee basis for each day a veteran is
treated. The VA's Honolulu Regional Office operates a centralized outpatient
clinic on Oahu and is slated to open outpatient clinics on the neighbor islands
by early 1989. In July, 1833, the TAMC allocated 20 of its beds for VA use,
Currently, the number has increased fo 65 beds. The VA is currently
providing long-term care on a contract basis in community-based facilities for
10 veterans in SNFs, 3 veterans in ICFs, and 140 veterans in residential care
units.?7

The Army has been renovating TAMC and is scheduled to transfer that
part of the facility known as "E-Wing" to the VA for use as an extended care
facility. Senator Spark Matsunaga, as chairman of the United States Senate
oversight hearings on veterans affairs held in April, 1987, provided a brief
background to the history of the transfer of "E-Wing:"*®

In fact, after much preliminary discussions, the VA in 1981 agreed
to develop a share-facility relationship with Tripler Hospital, with
the VA to provide construction dollars to renovate Tripler
Hospital's E-Wing to add 70 VA psychiatric and 60 VA nursing home
care beds. I first proposed such a sharing arrangement with Tripler
Hospital inm 1975. In the 1981 agreement, the Army agreed to make
the E-Wing available to the VA in 1983, after having completed other
major renovation work being done at Tripler.

Today, & years later [April, 1987], we are still waiting.

Since the first agreement was made with regard to the Tripler E-Wing
space, the VA has reevazluated the bed reguirements and now proposes
establishing 35 to 45 acute medical beds, 20 to 30 surgical beds, 25
to 35 acute and chronic psychiatric beds, and 40 to 60 nursing home
care beds. Under the current Via-Department of Defense agreement,
the Tripler E-Wing will not be made available to the VA until

January 1990. t that point, nearly 10 years after the VA and the
Dol made their first shared relationship agreement--the VA will be
ready to begin design and construction. According to recent VA

caleculations, the earliest estimated date of completion of
construction and subsequent availability of VA beds for Hawaii's
veterans will be March 1994,

Major General John E. Major, head of TAMC, elaborated on the proposed
turnover of E-Wing and the estimated turnover date in early 19980:°%°
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We are in the midst of a major and expensive construction-renovation
project that will cost more than $200 million. The construction
project is scheduled for completion in fiscal year 1989. At that
time, F-Wing will be surplus to Tripler's needs and has been offered
to the Veterans Administration for their use as a medical facility.
We estimate a turnover date of January 1, 1990. On a reimbursable
basis, Tripler will provide all required ancillary support to
operate this facility should the Veterans Administration decide to
exercise this option. Also Tripler's medical staff would be
available to provide specialized medical care for these patient[s]
when required.

Lt. Gen. Quinn H. Becker, Surgeon General, Department of the Army,

considered the 1990 date to be optimistic:*?

For the best case, the estimate is either very late 1989 or the
first day in January 1990. That's when we turn it [E-Wing] over to
the VA. That's the best case . . . When construction begins depends
on if the design is ready, if the Congress has appropriated the
money, all of those things in order for the VA to begin their
renovation of the unit.

Lt. Gen. Becker continued:

Ancillary and other support services required for the operation of
the long-term care facility would be provided by Tripler based on a
negotiated sharing agreement. It is the Department of the Army view
that such an arrangement to meet veterans' extended care needs in
Hawaii as well as other enhancements to existing agreements for
acute care services provided by Tripler Army Medical Center would be
mutually beneficial and cost effective for both the VA and the Army.

in terms of the bed configuration of the proposed VA facility at TAMC,
Dr. William J. Vandervoort, Director of the VA Honelulu Outpatient Clinic
testified: *?

Sa, I feel there's no question about a suppressed demand, and I feel
the numbers you [Senator Matsunaga] gave would be a fair approach to
the true nature--90 acute beds and 60 nursing home care beds, that,

in my judgment, is very defendable.

Dr.

John A. Gronvall, Chief Medical Officer, Department of Medicine and

Surgery, Veterans Administration, confirmed that about 60 nursing home beds
were planned for E-Wing:*?

The results of this [July, 19856 VA] study indicated that an
inpatient capability with a combination of acute and extended care
beds c¢ould be justified by the VA in Hawaii. Based on current
projections for the 1990 to 2000 planning horizon, the study
concluded that the VA could expect to see workload levels for 35 to
45 acute medicine beds; 20 to 30 acute surgery beds; 25 te 35 (acute
and extended} psychiatry beds; 40 to 60 VA nursing home care beds;
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and 20 to 40 contract nursing home care beds.

Much more recently, in a letter dated October 20, 1888, Dr. Gronvall
indicated that a full-fledged VA medical center may be in the offing for
Hawaii that will include long-term care beds. It is not clear how this would
affect the decision to make use of TAMC's E-Wing and the potential nursing
home beds there.*?

A departmental Task Force has recommended the establishment of a VA
medical center in the State. The medical center would have &
nursing home care unit.

Dr. Gronvall earlier estimated the time needed to build such a
freestanding VA medical center in Hawaii:**

Based on current experience with planning for the new VA medical
Center at Palm Beach County, FL, the time frame required for
completion of a freestanding medical center for Hawaii is about 7
1/2 years.

The 7 1/2 year time frame includes about 3 years for planning and
budgeting activities, 1 1/2 vears for planning for design and award,
and 3 years for construction . . . This assumes that there would be
no sericus delays during any of the steps of the development
process, that the project would be supported through the Agency's
prioritization methodology for comstruction projects applied on a
nationwide basis and that the project would be within the resource
constraints established for construction on a systemwide basis.

Given the amount of time it has already taken, and the most optimistic
estimates for the beginning of operation of TAMC's E-Wing as a VA facility,
the 40 to 60 nursing home beds may not come on-line until the last half of the
next decade. Apparently, the VA believes the projected need for nursing
home beds would be addressed by the planned 40 to 60 beds. It is not clear
how many nursing home beds would be inciuded in the proposed freestanding
VA medical center. However, it is reasonable to speculate that the primary
driving force behind the VA's decision to propose building Hawaii's first
freestanding VA medical center was not the need to provide long-term care
beds for the State's veterans.

To the extent that VA nursing home beds do become available, either at
TAMC or at a new freestanding VA medical center, the drive for a separate
state veterans home loses cogency. However, as the next chapters show,
even if neither facility materializes, there remains doubt as to whether a state
veterans home is warranted.
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Chapter 4

VETERAN POPULATION IN LONG-TERM CARE
FACILITIES IN HAWAIL

Part 1. Veteran Population in Hawaii

"No one, not even the VA, knows the current, much less projected,
need for long-term care of Hawaii's veterans. There is not even an actual
count of the veteran population in Hawaii.” Thus reported the Legislative
Reference Bureau in a 1880 memo to the Department of Health updating the
1977 feasibility study for a veterans home in Hawaii. The discussion in parts
i and |l should be taken with the view in mind that hard and comprehensive
censal data obtained from the decennial censuses, as opposed to projections,
will not be available until the next nationwide census in 1990. Projections
have been made available by the Veterans Administration on future veteran
population and are discussed in part Il. Part (Il reports and reviews the
results of a Legislative Reference Bureau survey of veterans in long-term
tacilities in Hawaii.

How Many Veterans Are There in Hawaii? The Senate Committee on
Veterans Affairs held its Oversight Hearing on Veterans' Heaith Care in
Hawaii on April 14, 1987. The Senate hearing was chaired by Senator Spark
M. Matsunaga. Hawaii's other Senator, Daniel K. Inouye, testified that
Hawaii had a higher ratio of veterans, per capita, than any other state in the
Union. Senator lnouye also testified that despite this high ratio, Hawaii was
only one of two states which did not have a veterans hospital.? During the
hearings, various current veteran population figures were cited. Senator
Matsunaga cited over 110,000 veterans in Hawaii. Other figures inciuded:?

(1) U. S. Representative Daniel K. Akaka: 102,000 veterans in Hawaii:

{2) Dr. John Henry Felix, chairman of the Hawaii State Veterans
Affairs Advisory Council: about 100,000 veterans in Hawaii;

(3) Dr. John A. Sheedy, representing the Hawaii State Veterans
Council: about 110,000 wveterans in Hawali, based on the 1880
census:

(4) State Senator Jimmy Wong: 104,000 veterans in the State;

(57 Albert H. Reed, national service officer of The American Veterans
of World War I, Korea and Vietnam [(AMVETS): about 120,000
veterans in the Pacific Basin inciuding Hawaii, Guam, American
Samoa, and other island groups;

{6} Donald J. Worobe, Department Commander, Disabled American
Veterans (DAV], Department of Hawali: over 110,000 veterans in
Hawaii;

(7) Charles H. Turner, Commander, Military Order of the Purple Heart:
more than 100,000 veterans in Hawaii;
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(8) Vietnam Veterans of Maui: 102,400 veterans in 1985, quoting
"American Medical News," July 18, 1986;

(8) Sam A. Tiano, Director, Veterans Administration, Honolulu Regional
Office: 100,000 veterans in Hawaii in a letter dated July 12, 1986;

{10) Patrick A. Pavao, Veterans Affairs Counselor, Hawaii Department of
Human Services: over 100,000 veterans; and

(11} Dr. John A. Gronvall, Chief Medical Director, Department of
Medicine and Surgery, Veterans Administration: over 100,000
veterans in Hawaii and an estimated additional 10,000 in the rest of
the Pacific Basin.

How Many Eilderly Veterans Are There in Hawaii? This study aims to
assist the legislature to determine the feasibility of establishing a state
veterans home for elderly veterans. It is important, then, to keep in mind
the difference between the total number of veterans and the number of
elderly veterans here.

According to the 1980 census, a total of 103,774 veterans lived in
Hawaii.?* The age distribution of vetsrans is shown in Table 4-1. The
elderly veteran group is of most interest to the study. There were 6,556
veterans aged 65 and over, or 6.3% of the total veteran population. The
Veterans Administration, in a report published in December, 1984, cited a
total of 102,900 veterans in Hawaii.* (The VA updated this figure to 103,700
for March, 1988.) The 1984 VA report listed 6,800 veterans aged 65 and
over--or 6.6% of the total veteran population--with the largest number in the
65 to 69 age range.

Table 4-1

Distribution of Veterans in Hawaii by Age Group

16-24  25-29  30-14 35-3% 40-44 45-49 5054 5S-SR 40-64 65-6% 0+ Total
Veterans 4,464 8,137 14,385 11,138 (0,055 12,200 14,450 14,558 7,855 3,349 3,207 103,774
§.30 0 TWBL LGB 10.7E 0 W7 LB (3.9 MO e 32 3 1007

§7. 218 8,356 103,714
Source: U.5. Department of Comserce, Bureau of the Census, 1980. 53.70 5.3 HO0

Estimates of the elderly veteran population are as uncertain and varying
as those for the total veteran population. In Senate Veterans Affairs
Committee hearing testimony, then state senator Jimmy Wong cited "veteran
resident statistics” that Hawail had 13,700 veterans aged 65 and over in 1985,
This figure was projected to rise to 29,500 by the vyear 2000. [f the
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estimates are accurate, elderly veterans would have accounted for about 13%
of the total veteran population based on an average figure of 105,000, This
doubles both the 1980 Census data and the 1984 VA data. At the far end,
DAV mentioned in its testimony that ". . . over fifty-percent of our veterans
population are beyond the age of 65. In the very near future, many of these
veterans will be in need of nursing home care."®

The same 1984 VA data were not in a form suitable for purposes of
comparison. Table 4-2 was therefore constructed from data compiled for each
of the 50 states and Washington, D.C., then sorted to compare the relative
sizes of each of the elderly age groups of veterans (65 to 69, 70 to 74, 75 to
79, 80 to 84, and 85-plus). As a percentage of all elderly in the same age
groups, Hawaii's veterans rank last in two age groups: 65 to 69 and 70 to
74. They rank next to last in two other age groups: 80 to 84 and 85-plus.
In the 75 to 79 age group, Hawaii's veterans are tied with three other states
at 41st.

The numbers and relative sizes of the elderly veteran populations in the
aggregate (65-plus) were also calculated. Hawaii has the lowest proportion of
elderly veterans aged 65 and over compared to the State's total elderly
population. Elderly veterans as a proportion of the State's adult population
aged 16 and over rank next to last in the country. The two distributions in
Table 4-3 highlight the last two categories of rankings. Distribution (A)
refiects each state's ratio of elderly veterans to its overall elderly population.
As illustrated, Hawaii ranks last at 8.8%. Only five states have ratios lower
than 10%. The highest ratio belongs to Nevada with 17.7%. The national
average is 11.9%.

Distribution (B) reflects the size of the states’ elderly veteran
populations in relation to the bulk of its adult populations aged 16 years and

above, both civilian and veteran. Data were not available to construct a
further nationwide distribution comparing the ratios of elderly veterans to the
states’ overall populations. Intuitively, however, it does not appear that

Hawaii's 6.3% or 6.6% (see above) would rank very high. Using data that
were available, however, Hawaii once again ranks very low at next fo last
with its elderly veterans accounting for only 1% of the State's overall civilian
and veteran population over the age of 16. Arkansas is last at 0.7%. Florida
leads all states with a 3.1% ratio.

Table 4-4 summarizes Hawaii's national rankings in all elderly veteran
age groups. As is clear, Hawaii's veterans make up very small proportions of
their own age groups across-the-board. In the 65-69 age group, Hawaii's
12.8% proportion of veterans is the fowest in the nation. The highest is
Nevada's 22.1%. In the 70-74 age group, Hawaii again ranks lowest at 7%.
in the 75-79 age group, nine other states are lower than Hawaii while four
other states are tied with Hawail with proportions of 5.1% veterans. In the
80-84 age group, Hawaii once again ranks 51st with 7.5%. in the oldest
group of 85-plus, only Arkansas has a lower proportion of veterans than
Hawaii's 5.8%. Arkansas is listed at 0.0% only because the data report fewer
than 50 veterans of this age still living among Arkansas' 1,000 elderly aged
85 and over. This last statistic appears to mean that one cannot expect to
live to a ripe old age if one is both a veteran and a resident of Arkansas.
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Table 4-3

Distribution of Ratios of Elderly Veterans to
Total Elderly Population and to Total Population
Aged 16 and Over Among the 50 States and Washington, D.C.

(A Fercent of Elderly Veterans to Yotal £iderly Population

Toeho - H0L1E - 12080 - 18T - 17,6 -
10.0% 2.9 5. 08 11,58 20.9% Total

No. States 5 1
9.8% 58.8% 27.5% 2,01 2.0% 100%

{Hawaii ranks 3ist at B.8%.)

0.5 - LI - Lk iR - Lk - -
1,01 1.5% 2.0% 2.5 3.0% 5L Total
Ho. States 2 16 3 5] ¢ 1
3.9 19.4% 64,71 9.8% ¢.0% 2.0% 1002

(Hawail ranks S0th at 1,05}

Source: Veterans hdeinictration, "State Profiles of the Veteran Population,® 12/84,
tegislative Reference Bureau, 9/88,

Table 4-4

Ratio of Hawaii's Elderly Veterans
to Total Elderly Population by Age Groups
and Ranking Among the 50 States and Washington, D.C.

fpe bBroups

Total Population 45-69  70-74 TE-79 BO-B4  BS+
Hawail's veigrans 1Z.8% .04 5.1 5L 5.8
Hawall's rank a1 51 38-42 al 50

Bource: Veterans Adeinictration, *State Frofiles of the Veteran
Population,” Deceasber, 1984,
Legiciative Reference Bureau, Septesber, 198E.
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A significant implication of these comparisons is that Hawaii's elderly
veterans do not stand out as a distinct group from the State's elderly
population as a whole. From a purely demographic point of view, to the
extent that a state's elderly veterans can occupy an ever larger proportion of
the elderly population as a whole, the stronger the justification is for
separate treatment distinct and apart from the "generic” population of the
elderly. In the case of Hawaii's veterans, the argument for special treatment
for veterans is not persuasive from a needs standpoint because the elderly
population as a whole subsumes the elderly veteran group more than in any
other state in almost all age groups.

Projected Number of institutionalized Elderly Veterans. Wwith regard to
the institutionalization of elderly veterans, staff from the Honolulu Regional
VA office cited a study that 3% to 4% of veterans over the age of 65 would
need 3 or more months of institutionalized care each vyear and that in 1985
there were 13,700 veterans in Hawaii.® Assuming 13,700 elderly veterans,
these percentages transiate into an average of 480 elderly veterans needing
extended care each vyear. Applying the same ratioc of 30 to 40 per 1,000
elderly aged 65 and over to the census count of 6,556 veterans vields a much
lower average of 230 veterans. Using 1984 Veterans Administration data of
6,800 elderly veterans, the 3% and 4% figure results in an average of 238
elderly veterans requiring at least 3 months’ care.

Census data, however, do include a figure for elderily veterans aged 65
and over in "homes for the aged.” A total of 128 veterans--45 veterans aged
65 to 69, and 83 veterans aged 70 and over--were in such homes, accounting
for 1.9% of all elderly veterans aged 65 and above.” As a percent of
veterans of all ages in the State, these elderly residents in homes represent
about one-tenth of one percent (0.12%). The 128 figure represents a static
censal count and could have missed some veterans who stayed at least 3
months but were not in residence at the time of the count. To the extent
that this was the case, the lower static count of 128, compared to the
projected mean of 230, may be explained. On the other hand, the static
count might have been boosted by inciuding veterans who stayed less than 3
months, offsetting the 3-months-plus group it might have missed.

However, according to the Department of Health, the average length of
stay for SNFs and ICFs in 1985 was 382 days in 1985.% In effect, an average
stay of slightly over one year in an SNF or ICF would certainly be defined as
long-term. This is consistent with the distinction commonly made between
short- and long-term care. A stay in excess of 3 months is considered
synonymous with long-term care. The censal static count of 128 elderly
veterans, then, should not have missed any long-term veteran residents, if at
all.  Any overcount of those who stayed less than 3 months for whatever
reason would have been minimal.

Not many veterans in any age group live in institutions. in fact,
according to the 1980 census, 87,757 veterans lived in family households while
an additional 14,456 lived in nonfamily households for a total of 102,213, or
98.5% of all veterans. The remaining 1.5% were spread among residents of
group quarters including the previously mentioned homes for the aged, mental
hospitals, correctional institutions, and other institutions.
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in summary, from a demographic point of view, Hawaii has few veterans
of all ages in both absolute and relative terms according to censal data (see

Table 4-1). Hawaili also has very few elderiy veterans, again in both
absolute and relative terms. In absolute terms, Hawaii has fewer elderly
veterans than all but Wyoming and Alaska. In relative terms, Hawaii has the

fewest elderly veterans as a percentage of total elderly population in the
entire country (see Table 4-2). Within the elderly age groups Hawaii ranks
51st in three age categories, 30th in one, and is tied with four other states
at the 38th to 4Znd position in another age category {(see Table 4-4). A
logical implication of this is that any policy affecting eiderly veterans should
be incorporated and integrated into any overall policy for the entire elderly
population in the State.

In addition, elderly veterans here as a proportion of the total civilian
adult popuiation aged 16 and over is the next to lowest in the nation (see
Table 4-3)., This last statistic is analogous to a per capita comparison for the
elderly veteran group.

As far as long-term institutionalization for veterans is concerned, very

few veterans in Hawaii lived in institutions inciuding homes for the aged.
Also, very few veterans of all ages are projected to require long-term care in
institutions. In general, these figures do not lend strong support for

separate and distinct treatment for veterans apart from the State's elderly
population as a whole.

Part Il. Projections of Veteran Population in Hawaii to 2030

Estimates of Veteran Population from 1980 to 2030. In response to
queries from the LRB, the Veterans Administration in Washington, D.C., has
furnished the LRB with data in the form of excerpts from a semi-annual
report titled "Veteran Population March 31, 1988."° The excerpts project the
numbers of veterans by age groups for all 50 states and Washington, D.C.,
from 1980 to 2030. The estimates from 1980 to 1989 are annual estimates while
those from 2000 to 2030 are done in 5-year intervals. A brief introduction
states that the report presents actuarial estimates of the number of living
U.S. veterans by age, state of residence, and VA regional office of
jurisdiction. The introduction further states that the data are used widely
throughout the VA as the population base for numerous in-depth analyses of
various VA programs and that other government agencies and public and
private research groups also make use of these statistics.'®

Projections Are Estimates of the Probability of the Occurrence of Future
Events. Outcomes of forecasts are probable and valid only to the extent that
the projection model is well constructed and the underlying assumptions are
sufficiently accurate and comprehensive. Projections can be useful and often
provide policymakers with an otherwise Impossible peek into the future.
However, it must be kept in mind that projections are only statements of
beliefs about certain aspects of the future based on observations of past
patterns of occurrences or behavior and not a determination of that future
itself. in the case of the VA projections to year 2030, it is not clear what
the model specifications or underlying assumptions of the forecasting model
are because they were not supplied. For example, varving assumptions about
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the demographic variables of births, deaths, and in- and out-migration affect
the growth of the overall population, of which veterans are a subpopulation.
Varying assumptions about the in-migration of elderly veterans affect the size
of the veteran subgroup, especially in a retirement state such as Hawaii.
Varying macroeconomic assumptions about the health of the national and state
economies may also affect the size of the veteran population. In simple
terms, with a booming economy, there may be less incentive for many to join
the armed forces, and vice versa. Varying assumptions regarding military
staffing and recruiting policy, macropolitical national and global assumptions
for the next 40-odd years to 2030, the role of technology, etc., all affect the
size of the military and thus the size of the future veteran population.
Whatever the assumptions and model specifications are, the point is that
projections are only that and are meant to be revised as current reality
tempers assumptions for the future.

Projection Data Reworked. Most of the data received from the VA were
not in a form readily usable for the purposes of this study. Data were
recompiled, calculated, and sorted for each of the 51 areas so that subtotals
and percentages could be obtained for purposes of comparison. For example,
the median ages of veterans were recompiled and sorted to obtain national
rankings for each state and for each vear (see Table 4-8). It was then
possible not only to see how Hawaii compares with all the other states at any
given time but also how Hawaii's ranking changes over time compared to the
rest of the country.

Eiderly Veteran Population (85-Plus) As a Whole. in Table 4-5,
"Estimates of Veteran Population in Hawaii,” data for Hawaii were re-collated
for all years from 1880 to 2030 by age groups and subtotals were calculated
for the elderly subgroup aged 65 to 85-plus. The relative proportion of the
elderly wveteran subgroup to the total veteran population for each year was
also calculated. As Table 4-5 shows, the total veteran population base in
Hawail is estimated to decrease from 103,700 to 63,800--a drop of some 40,000
veterans from 1980 to 2030. This represents a decrease of 38.5%.

In 1988, the elderly veteran population aged 65-plus is estimated to be
19,900, or 19.7% of the total veteran population in the State. Continued
growth is forecast for this elderly wveteran group from 19,800 in 1988 to
34,500 22 years from now in the vyear 2010 when it is estimated to make up
40.7% of all veterans. Because the overall veteran population base is forecast
to shrink as time progresses, of necessity, the proportion of elderly veterans
to the ftotal wveteran population will increase over time. However, it is
estimated that by 1982, in only four vyears, the elderly population will reach
32,700, an increase of 64% over the 1988 figure of 19,900. After declining to
28,900, 30,300, and 31,400 in 1993, 1994, and 1895, respectively, the figure
again is estimated to rise to 32,700 in 1986. From then on, the size of the
elderly veteran population is estimated to remain relatively stable, staying
within a range of 33,800 to 34,500 to the year 2010.
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Table 4-5

Estimates of Veteran Population in Hawaii
by Age Groups for the Period 1380 to 2030%

{9005} # = less than G0 {0008}

Total  lnder
Vets 20 20-4 25-9 30-4 35-9 40-4 45-% D04 F5-% a0

4 [45-89 70-74 7579 BO-BY 35 4] I[85+ 4

1980 :: 103.7 0.4 41 B.r 144 10D 10,0 12,2 M0 H46 7% ix LY LI OO BE 04 s AT B3
1988 1033 63 37 7.1 A0 fL6 RB LMD A0 14T %4 x40 18 &7 04 05 5 b AL
1982 :: 102.8 0.1 3.1 6.5 12,2 1520 9.7 10.% 13,5 41 0.8 x4 2.1 OB 0.5 0.5 i 8.7 B3
1983 1y 162.4 2.6 4.0 104 143 10,0 162 13.2 15,9 1LB it 5729 LO G5 0.5 o 1.2 ¢ 10.0%
1984 33 102.2 22 5.6 BB 149 10,3 %7 1% 159 145 o 6B 9 420 05 0.5 119 : LA
1985 1019 ¢ 1,8 &1 7.7 % 10,8 9.5 12,7 152 12.% 1+ .Y 34 L4 0% 05 o 137 I3
1986 ¢ 101.8 #OL3 48 7.0 4 115 A3 LD 130 130 o %0 40 L7 9.5 0.5 i 157 : 05.41
1987 :x 101.4 FOLEDOAT 67 124 130 9.4 10.8 12,7 150 e 101 &7 2.0 0.7 05 i (8.0 ITLBR
1968 53 1012 + 0% LB 64 0.7 141 T OM0LG (RS 1RZ o 0y 55 4.2 LB 6 o 1991 IR0
198% 1+ 101,4 #0072 33 6D % 147 10,20 9.5 122 129 o Ld e4 26 L0 0.3 5 209 21.81
1990 1z 101.2 1.2 L3 5.8 7.9 148 0.7 9.2 17 128 s ML 7.4 500 B2 0.5 i 239 ZLEX
1991 11 100.9 L3 %L1 54 7.3 183 1LY %0 10,7 126 o 1200 B3 RS L4 0.5 s 257 3551
1992 2 100,53 EOLY O30 4% 0 1248 127 %0O10.2 123 i 120 9.2 400 55 06 i 273 202
1993 12 104.1 L3 2% L6 AT 16T D %4 9.5 12,9 i 120 %9 4.6 17 0.7 i 2B.9: 1B.9%
1994 5 0.7 LY LY 42 64 92 14T 9.8 9.0 1L9 o 1LT L4 54 20 08 i 3003 30442
1995 12 9%.2 LI 29 %90 s0 8.1 B 164 BT OBLA s 1LT 187 6D 220 0.9 s L8 TR
1996 12 986 #OL3 Y LB S TS M4 1N 806 10,7 i 1LA 108 6B 2.4 5.1 i 32,7 BAIR
1997 12 97.9 L3 29 37 52 3 1L 1 b 10,0 o L2 108 T6 300 1,2 i 338 : 3AER
1998 1 97.2 FOL3 L0 L6 A% 6T 10,8 157 %0 9.2 i 10 108 B 38 L4 5 AT TR
1999 5 96,4 £ LIOL0 e 45 67 %4 M4 %4 BT o 1009 1004 BSOLY LS o T04 g 3ATR
2000 32 Fh.b L3 L0 L6 43 64 B4 146 5.7 B4 :r 104 I04 BB K4 LT i 357: T3
2008 12 §0.6 LY R OLT &0 48 &7 B3 46 95 v 7.7 %3 B4 &4 34 3 302391
2610 1: 847 oL LZONE 41 48 EDO6T B0 I i 87 A8 T3 &I E4 1 3D M
2015 13 783 L4 33 3% 47 46 LB OS2 84 7 o 123 T ORI OTE ARG i 367 4T.0R
020y 72,7 oL 34 A0 4T3 47 A% 4% 50 62 o T MW7 B2 A0 EY o 3591 4kbL
2025 1 b7.8 oL LS 41 44 4B L0 50 A7 LB ix 5T 62 8T &5 5.0 i 30.1: 4441
2030 11 &3.8 04 36 42 43 A% 52 Gl 4B 4TS o &4 50 500 &3 AT i 2361 MIL

* s af Marth 31, 1988,

Source: Veterans Administration, Office of Inforwstion Manaqement and Statisfics, Statistical Polity and Research
Rewearch Service, Research Division, March 235, 1988,
Legisiative Reference Buresu, September, 98B,
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Table 4-6 shows the estimated percentage change for each veteran age
group in Hawaii over time. Together with Table 4-5, the pattern of change
for each age group of veterans can be seen and is discussed in the following
section.

Table 4-6

Percentage Estimates of Veteran Population Change
in HMawaii by Age Groups for the Period 1980 to 2030%*

tTotal number of veierans in 'G00s)

Total Under
Vets 20 20-24 2T5-29 30-34 35-3% 20-44 45-49 S0-54 55-39 40-ad [65-69 70-74 75-79 BO-B4 S +1 [65+]

1986 &2 103.7 -~ - - el b e - - e -
1984 22 103.3 -0.17 -0.4% ~-L.O -0.4% 051 -0.2% -0.71 ~0.3% 031 H

1982 1 102.8 020 -0.6% -0.6% -L.7% LGL -0.0% -0.6k -0.3X 0,20

1983 & 102.4 -0.11 -0.5% 0,57 -LBY L1 031 071 -0.3X -0.2% ot

1964 1 102.2 0,60 -0.4% 047 -L6X 0.8 3N 05T -0W3L -0 S71ar LIL 04X 0,21 69T 0u0E nr LL6HK
1985 51 1019 001 -0.4% -0.3% -1.1% G0 05X 0.2 -0.8% 031 O0.41 iz L0 LR 03 G0N 00 v LTEL
1986 5 101.8 0.0 -0.3% -0.3%1 ~0.71 ~0.31 071 021 -0.ER -0.21 0 0.2% 2 LiE 0.6 633 0.0% 0.0Z 5 L9SR
1987 ;0 1044 0001 -0.4% -G.5% -0 -A0 L3R Gid -0.7% -3 GlOY LA 07 0.3% 023 001 rr 2,261
1988 & 1002 0.0% -0.2% -0.01 -0.37 -L71 1% 430 -0 -0 2% 0l i 08D 0B X AL 000% i LET
1989 =2 1614 6.01  0.3% -G.31 -0.3% -L.41  0.6% G.EL -0.5% -0.31 -G0.31:: 0,30 009X G4T 0 8.2F 0,00 i LLOBY
1990 52 105,2 0,00 00X -0.2% 031 -2 61 051 <032 6.0 -01% e 0.8 L0 4D 620 6.0 19T
1991 50 005 0.6% 0.1 -0.21 -0.41 -0.61 -0.81 06l 0.0 -G.B% -0 2D 02D 0091 GEL 02D 0.0% v LLTBY
1992 :: 100.5  G.01 00T -0.12 051 0,31 -L9X LAY G1F -0.7F -0.3% er 001 6T 0.5 011 Outi i LLEYL
1993 5 1001 0.G2 0,02 ~001% 0.3 -0.31 -L7E LI 8.3 -6 7 -0 31y 000 0T GAT 0.2 L i LGX
1994 00 997 0.0% 0K 0.0 -0 0.3 -1L.5X 07 04T -O0BY -0uiK iz ~0U3T 0BT 0B G310 Ould o LAG
1995 50 99,2 0,01 0.0% 0.0% -0.2% -0.40 LT 001 heY -0.31 -0.51 020 03 07T 0.2 Ol LG

071 0.3 0.0 00 GaId i 06X
v GBI 031 oY -0 0.0% s LLOBK
+ 0.9 041 021 0.6 0.8% :r LR

1996 ¢r 986 0,07 00X GLOX 0.2 041 061 0.4 0.7 -0.0% ~0.7% s -Q.UT 0M12 071 08T 0.21 L3I
1997 1+ 7.9 000 G.OX 0,01 -0.EX -0.4D 02X -LBT LBY 40T -0.TX i -0.2% 0 GOT 0BT 04T GuMin: L2
1996 3+ 9.2 0,00 0.0% .12 -0.1% 031 041 LY LB 0.4 0BT i 0071 00T OB 0.4 0,21y 09X
1999 20 %4 002 GLOL 001 0,01 0.4 02X L3 07 041 031 i: -0.0Y 0.2 0 0FL 1D i 07X
2006 32 984 001 00X 401 6.0 -0.21 0.3 100 6 0L -0.3% sy 05D -0,2T 631 051 022 : 0L3RZ
W05 1 T0.6 00T 0.0 01X 0.1 <031 -RTT -LBL -6l 437 LZL s -2BY -L2T -0 L1 LAY o -0.52%

2000 BAY 0000 0.EX G IX GIT 0.1 <030 -1LBY -LBL -haER 431 i LT -LBX -LOT 03X 2% s ~0UTTR
2008 00 78S 001 .01 Gl 01T ST BIX 04D -LBI -RFD -ATE 5 ASD LR -LAE S0 0TI LERR
2020 1 727 4000 0.0 60D 0.X 0 0. 1% 0.1 -0.8% -L.BL -L9X i -A.AY JLBL 0091 -LBD -GLML sy -3.B2L
W0 B 00T 00T &I 01T ST 61T 01 & 1T -84 LT -L9D -6, LA 0T -h2% s -RIR
2030 638 4,00 0.0 01T O.MF 031 G170 032 0.1% O -0.4%r LT -LBY S5 LTI 00N i -6.64%

# As of March 31, 198R.
Source: Veterass Adsinistration, Office of Inforsation Menagesent and Statistics, Statistical Policy and Research Service, Resazarch

Divigion, March 25, 1988,
tegisiative Reference Buresu, Septesber, 1986,
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First, the 65 to 69 age group is estimated to have increased slightly and
steadily from 1980 to 1983. No growth was estimated from 1984 to 1887.
Beginning in 1988, however, this age group is forecast to fall into a steady
and uninterrupted decline in growth for 9 years to 1986. In fact, 0% growth
is forecast beginning in 1992 and continuing into 1983. Then starting in 1994
and extending for a dozen years to 2005, this age group actually begins to
get smaller (negative growth) relative to each preceding year.

The next age group of veterans (70 to 74 vyears) exhibits a steady
growth pattern estimated to last from 1980 to 18980. Beginning in 1991,
however, growth is forecast to decline for the following 20 years to 2010.
Negative growth for this group is forecast to begin in 1888 extending for a
dozen vyears to 2010.

The 75-79 age group is estimated to have increased during the 2-year
period 1980 to 1982 and then to have held steady for 3 years from 1983 and
1985. Growth increased in 1986 and held steady in 1987 but slowed in 1988.
For the twelve years from 1989 to 2000, growth is generally forecast to occur
in roughly two-year spurts, slowing in the last three years. But again, like
the age groups already discussed, growth in the 75 to 79 age group is
forecast to begin a decline beginning in 1998 until negative growth is
registered in 2005. Negative growth for this group is estimated to last 11
years from 2005 to 2015.

The next to the oldest age group of veterans between 80 and 84 vears of
age is estimated to have declined in 1982 and then to have had no growth
until 1987. Growth slowed in 1988 but is generally forecast to increase with
some slow periods for 17 years from 1988 to 2005. Negative growth is
forecast from 2010 to 2020.

The oldest group--those aged 85 and over--is forecast to generally hold
steady at no growth until 1991. Beginning in 1992, growth is forecast to
continue until 2015. That is, in the next 4 to 27 vyears, uninterrupted
growth is forecast for this age group. Negative growth is estimated to begin
in 2020 to last until 2030.

How Hawaii's Veterans Compare With Veterans in Other States. Hawaii's
veterans were ranked against the 50 states and Washington, D.C., earlier in
part | of this chapter. The updated 1988 VA projections makes it possible to
compare the median age of Hawaii's veterans against those of other states.
Table 4-7 and Figure 1 project the median age of Hawaii's veterans. Figure 2
depicts Hawaii's median age to be consistently younger than the national
average from 1980 to 2030. For example, in 1980, the median age for Hawaii's
veterans was 46.5 vears, 3.1 years below the national average. Currently,
in 1988, Hawaii's veterans have almost caught up at 52.5 vyears, just 1.6
yvears below the national average. The crossover point is forecast to be in
the year 2000--12 years from now--when the median age of Hawaii's veterans
is projected to reach 58.16. The State's median age is estimated to
correspond closely to that of the national average afterward until they match
again in 2025 at 60.9.
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Table 4-7

Median Age of Veterans in Hawaii and Nationwide
for the Period 1980 to 2030%

+/- ¥rs

Hawail National Xational

1980 45,5 49.5 -3.1
1981 47.2 0.2 -5
1982 48,0 50.8 -2.8
1963 48.9 1.4 -2.5
1984 49.8 3.9 -1
1983 3.5 2.4 -2.0
1984 514 53.0 -i.9
1987 3i.8 3.5 -1.7
1988 52,5 4.1 -i.4
1989 82,5 4.6 -2.2
{990 33.8 35,1 -1.3
1991 4.3 5.4 -1.1
1992 4.8 35.7 -3, 9
1993 35.2 6.1 -G.8
1994 .7 Jb.4 -0,7
1993 36,2 S6.7 -{0.5
1994 6.4 7.0 ~0,4
1997 56.9 97.2 -0.3
1998 7.4 57.6 -0.2
1999 37.8 7.7 0.0
2000 8.2 38.1 .0
20035 9.8 59.8 &3
2010 62.1 41.7 0.4
2013 b33 b2.% 0.4
2020 8.6 $2.5 0.1
2025 80.9 50,9 8.0
2030 38.1 58.3 ~0.2

¥ fs of March 31, 1982,

Sourcer Vetsrans Adsinistration, Office of Inforsation
Manageaent and Statistics, Statistical Policy
and Research Service, Research Divisien, 3/25/88.
Legislative Reference Bureau, Septesber, 1988,
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Table 4-8 pulls together the projections of median age for veterans for
all the states for the entire period from 1980 to 2030 so that the trend for
Hawaii's veterans can be plotted against the other states over time. In 1980,
Hawaii ranked 48th at a young median age of 46.5. The State is projected to
climb steeply in rank until 2005, leveling out at 16th in the nation until 2010,
The State's rank begins to drop after that up to 2030, reaching the mid-point
at 25th in the country.

Table 4-8

Median Age of Veterans for the Years 1980 to 2030 in 5-Year Intervals

Hat'l 49,54 32,44 55,08 372 384 39,58 41,72 62.87 62,5 63,87 3831
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FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

Taken as a whole, the number of elderly veterans aged 65 and over is
forecast to increase for 12 vyears from 1989 to 2000. Contrasted against the
general pattern of population decreases for the relatively younger age groups
(from ages 20 to 64), the elderly veteran age groups (65-plus) show a
pattern of staggered population increases. That is, against the background
of population decreases for relatively younger age groups, the older age
groups show a pattern of consistent population growth as the young elderly
continue to age and fill the ranks of the old eiderly. Also, the older the
group, the later it begins to grow in size, but the longer-lasting this growth
is forecast into the future. As a subgroup of the State's total population,
there is no reason to believe that veterans exhibit different aging patterns
from the population in general. That is, not only will the elderiy veteran
population grow, but the State's overall elderly population should show similar
growth.

Comparison of Incomes of Elderly Veterans and the General Population.
Based on 1980 census data, Table 4-9 and Figures 3 and 4 illustrate the
general condition that elderly veterans have higher median and mean incomes
than the elderly population as a whole. The following are compared:

(1) Incomes of elderly male and female individuals aged 65 and over in
the general population. Because 96% of veterans in Hawaii are
male, it is appropriate to compare elderly veteran incomes with
those of elderly males over 65 years of age as a whoie.*?

(2) Incomes of elderly unreiated veteran individuals in households aged
65 to 689 and 70-plus. The Bureau of the Census defines an
unrelated individual as " {1) a householder living alone or with
nonrelatives only, {2) a household member who is not related to the
househoider, or (3) a person living in group quarters who is not
an inmate of an institution.”

(3) Incomes of families with a wveteran householder aged 65 to 69 and

70-plus.
incomes in this last category comprise family incomes while those in the
first two categories reflect individual incomes. Thus, incomes of families with
a veteran householder, of necessity, are higher. it must also be kept in

mind that incomes of the general elderly population comprise the incomes of all
possible subgroups including wveterans and are not exclusively non-veteran
incomes. The data are available in slightly different age groupings: 65-plus
for the general male and female elderly population, and in two age groups (65
to 69 and 70-plus) for the veteran population.

Comparing the two veteran groups, the data show a total of 1,370
unrelated individual veterans aged 65 and over have incomes from $1 to
$50,000-plus as opposed to 4,282 families with wveteran householders. As a
proportion of both groups combined, the former make up 24.2% while the
latter make up 75.8%. This means that there are three times as many elderly
veterans living with families as head of the household as there are veterans
living in households of "unrelated individuals.” The implication is that there
appears to be a greater opportunity for family members to provide informal
fong-term care to elderly veteran famiiy householders if necessary.
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Table 4-9

Comparison of lncomes of the Genera! Elderly Population and
Elderly Veterans in Households of Unrelated individuals
and Families with Elderly Veteran Householders

: Beneral Eideriy {f! ¢ Elderly Veterans in Households @ Elderly Veteran H
H : gt Unrelated Individuals (D) : Faxily Householders (2; :
: I HAge d%+ J: H s
: { Male Fesalel s 85 - 49 70+ 2 45 - &% 70+ ;
§1 - $1,999 1632 7,7 Under $1,000 7 38 Under $2,506 14 7
£ $2,000 - $5,99% 6,905 12,008 ¢ #1,000 - 1,999 5 29 ¢ $2,500 - $4.999 i9 98 ;
P A,000 - $5,99% 5,317 4.B2% : $2,000 - $2,999 34 70 $53,000 - $7,499 t1 198 3
1 §6,000 -~ $7.99% 4,837 2,957 ¢ $3,000 - §3,999 Ib 1S o $7,500 - $9,999 190 184 :
8,000 - $9.9%9 3,713 1,766 ¢ §4,000 - $4,999 49 ¥ $10,0060 ~ $12,499 138 126 ¢
t§1G,000 ~ $14,99% 5,386 2,908 ¢ 55,000 - 5,999 43 55 $12,500 - $14,999 197 125 3
PH15,000 ~ $24,999 4,187 1,732 v #5000 - $7,999 35 79 5 $15,000 -~ $£17,459 133 1253
1$75,066 ~ $49,999 I, 747 1 $8,000 - $%,999 60 98 @ $17,500 - $19,999 148 134 ¢
1$36,000 + VAL L4 ¢ $1G,000 - F11,9%9 4 3 : $20,000 - 324,999 235 321 :
t e t ¥12,006 - $14,99% 59 44 1 $25,000 -~ $34,999 435 230
: 36,997 34,337 @ $15,000 - $24,999 106 BT & $35,000 - $49,999 353 255 :
: T §25,000 - $4%,99% 43 7t $5,000 + 314 164 :
: P $50,000 + 25 VS
H Jotai = 71,304 : Jotal = {370 Total = 4,282 :
H v Perceni unreiated veterans : Pergent fapily householder :
£ : A3+ with intomes = 24.2% & veterans 65+ with infomes = 73.8L:
sUnder $4,000 ---3 23,11 56.0% nder $4,600 -~re--- ¥ 24,41 ¢« Unger $3,000 ---—---7 3.2
P $ABO0 + - TRIL A4.0% $4,000 & ~oeemm Y T5.6% 1 $5,000 ¢ =-mmeoi F6.8%:
T $10,060 ¢ ) 351 l6.3E e $10,000 + ~~ememey .10 2 $10,000 4 wmrmemm » 25.8%:
v 25,000 & - f.81 2.BL s $25,000 + -----n- ¥ 13,85 $25,000 & --emm-e } 41,41
: Median = $7,156 $3,598 Nedian = $10,143  $7,15 : Nedign = $24,0B5 $19.748 :
: Bear = $11,754  $4,322 Rean = $21,798 §i1,809 : Mean = $31,3901 $23,966 1

___________________________________________________

Source: 1980 Census, Detailed Population Characteristics, Hakaii: (1) Table 234 (2} Tabhle 204,
Legislative Reference Bureau, 1988,



FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

Of the unrelated individual veterans, the older ones (70-plus) tend to
occupy the lowest income brackets below $5,000. However, in the next
brackets from $5,000 to $10,000, there are more older wveterans than their
younger (age 65 to 69) counterparts. The reverse is generally true for the
remaining incomes. At the very top ($50,000+), the ratic is about even.

For elderly veterans in family households, the same "criss-cross” pattern
generally hoids. More older veterans are poorer in the lower income brackets
from $2,300 to $%7,500. The pattern reverses for the next brackets from
$7,500 to 815,000 as older veterans show more income. For the remaining
higher brackets, with the exception of the $20,000 to $25,000 bracket, the
older the veteran, the less income the family receives.

In the absence of more direct data, it is possible only to make inferences
about relative need. A general inference that can be made from the data
available is that all elderly, veterans or not, have less income as they get
older. This is of particular concern for the older elderly--both civilian and
veteran--as the probability of requiring costly long-term care increases with
age.

Figure 3 graphically compares the median and mean incomes of the three

groups listed above. As is apparent, veterans--either as unrelated
individuals in households, or as householders in families--have higher median
and mean incomes than the elderly male population in general. Unrelated

individual veterans aged 65 to 69 and 70-plus have median incomes of $10,143
and $7,156, and mean incomes of $21,798 and $11,809, respectively. These
are higher than the median and mean incomes for the elderly male population
in general of $7,156 and 811,754, respectively. Veteran households have
much higher median incomes, by definition, of $24,085 and $19,748 for the
two age groups, respectively., The respective mean incomes were 331,391 and
$23,966.

Figure 3

Median and Mean Incomes of the Eiderly
Veterans in Unrelated & Family Househelds, & General Population
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VETERAN POPULATION IN LONG-TERM CARE FACILITIES

Figure 4 considers the proportion of each group having incomes above
and below a certain threshold. Less difference is detected between elderly
unrelated individual veterans and the elderiy male population in general using
broader income categories of (1) under $4,000; (2) over $4,000; (3} over
$10,000; and (4) over $25,000. Almost the same proportion of both groups
falls below the $4,000 income threshold at 23% and 24%, respectively, and
almost the same proportion of both groups have incomes over $4,000 at 77%
and 76%, respectively. In contrast, almost all (87%) families with veteran
householders have incomes over $4,000. In the higher threshold categories of
over $10,000 and over $25,000, unrelated individual veterans have a slight

edge over the elderly male population in general.

More telling is the relatively high proportion of veteran householder
families surpassing the $25,000 income threshold. 41% of veteran families earn
over $25,000 compared to $% for individual elderly males in general and 13%
for unreiated individual elderly veterans.

Figure 4

Income Distribution of the Elderly
Veterans in Unrelated & Family Households, & General Population

10032 971
Under $4,000

(<] $4,000 + (¥)

o % A ' Z $10,000 +

607

4493

407 353 ] \\\
2 28% §

A

13% < \\
Z 7\

L)
ol
»

25\3‘
207
N

DI
i

4% N
NN NN \ N
¥ N 5 k54 v
o N NS N
Gen't Male Pop Unrelated Vei Householder Vel

“(*} Under $5,000" and "$5,000 +" for Houssholder Vet

18]

5



FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

It appears that elderly veterans are potentially better able to cope with
the high costs of long-term care than the elderly in general. Furthermore,
most elderly veterans (75.8% as mentioned above) appear to have recourse to
either a relatively high family income base or family members to provide
informal care, or both. Although a substantial number of veterans have low
incomes, particularly those living as individuals in unrelated households, a
similar proportion of the elderly male population in general also have low
incomes. Comparative income data do not show that veterans have a
potentiaily greater need for long-term care than the elderly male population in
general.

Relative Composition of the LTC Facility Population and the Veteran
Population. According to a report published by the Congressional Research
Service (CRS) in May, 1988:1'?

Elderly nursing home residents are also predominantly female.
Almost 75 percent of elderly residents were female in 1985. The use
of nursing homes increases with age for both males and females, but
women used nursing homes at significantly higher rates than men
regardless of age group and especially at the very oldest age
category. This greater rate of utilization by elderly women
reflects theixr longer life expectancy and the greater likelihood of
persons without spouses and in poor health to enter nursing homes.

Tabie 4-10 below reproduces data incorporated in the CRS report:

Table 4-10

Number, Percent Distribution and Rate of Nursing Home Residents
65 Years of Age and Over by Age and Sex, United States 1985

Number of
vesidente per
1,800 popula-

Percent tion 65 years
Age, sex Number of residents distribution and over
Yoial 1,318,300 160.0% 46.12
Age
65~74 years 212,108 16.1 12.5
15~B4 years 569,000 38.6 57.17
£5 years and over 547,300 45.3 228.3
Sex
Male-~total 334,400 25.4 25%.0
§5~74 years 80,600 6.1 10.8
715-84 years 141,300 10.7 43.0
85 years and over 112,600 8.5 145,71
Female--total 983,900 14.5 57.9
65-74 years 131,360 10.0 13.8
75-84 years 367,700 27.9% 65.4
B85 years and over 484,700 38.7 250.1

Sourced  Unpublished data from the 1985 Mational Nursing Home Survey.
Marional Center for Heslth Statistics. Due to rounding, numbers may not add to
totals.
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VETERAN POPULATION IN LONG-TERM CARE FACILITIES

The EOA reports that although Hawaii does not have comparable data,
there is no reason to suspect that the situation in Hawaii is any different.
in fact, it feels that the proportionate demand of our own elderly women for
long-term care services at least equals or exceeds the national demand. The
EQA cites factors that contribute to creating and maintaining in Hawaii a
predominantly female elderly group including the highest longevity rate for
women in the country, a very large number of widows, and a very large
number of unmarried women in the State. Elderly women in Hawaii, as the
predominant survivor group, will require far more than they are currently
receiving in the way of long-term care services and benefits.??

A December, 1987, DHS report to the Legislature included a table
showing 1973-1974 national age-sex specific rates for nursing home bed usage
and a demand projection for nursing home care in Hawaii by sex for 1980 to
2000 (based on the 1973-1874 use rates).!* The use rate table indicated the

following:

Male Use Rate/1,000 _Age Female Use Rate/1,000
11.34 65-74 13.12
40.81 75-84 70.98
179.83 85+ 286.53

Obviously, women use nursing homes more than men, and use them more
as they age. Elderly women over 85 vyears of age show a use rate 61%
greater than that for elderly men. The demand projection reflects higher

demand by females than males at the following rates: 1980 = 66.3%; 1985 =
66.1%; 1990 = 62.8%; 1995 = 68.0%: and 2005 = 69.4%.

Table 4-11

Resident Population Projections by Age and Sex: 1980 to 2005

th) Projected Bembers (020s!

1989 : 1488 H 1994 : 1995 : 2000 : it}
" F ] For 3 Fo il Foa ¥ Foa # F
£5 - &9 19,3 13.5 7.9 ¢ 18,7 ¢ 190 .9 v 197 ¢ 208 26.% 4.7 3.2 4.8
o~ 74 . 9.8 5.3 ¢ 157 ¢ 158 67 1+ 163 19.2 i7.4 0.9 ¢ 187 1.8
%79 f.é [ E25' T 7% S B S 1 | 12,1+ 1.5 ¢ 147 [ IR ¥ T £ A S N
45 - B4 LI o 42 52 8.0 1 8.% g o 8.2 i3 9.7 1.8 ¢+ %39 M
BS+ 1 3.8 I8 5.8 3.7 oot Lo 103 $.4 2 &t 16E 1.8
{8} Frojected Proportions
1988 185 1994 H 1995 p s H 3
b F ] Foe L o L F § F # F
&% - 4% 531 5 AT AR 50,41 47,88 52,3 46,71 SL3L Y B3 r BRTL Y 4541 ¢ LAY
7o~ 74 ELAL @ %hel: E0LER 49,41 48. 80 2 1A B - W E3.B1 r 454 ¢ SAel . HSIL .91
TR - 73 4RZY ¢ ELER 4971 LS ST 16 -) S S 5 A 45,61 ek Ml 3595y 434K S.8%
8% - 8% 41,47 .9-Y4 56,81 33,41 45,3 AT 44,34 TELTL e AR BT4Y . AL 8.8
g5+ 5 ¢ eESE A a4l 4,7 .3 HW B 3.2 46,88 ¢+ In.8% 82,20

fverage = 47,11 2091 87,71 52,84 46,07 5388 “4.1n I5.3% 43,51 G6.5E 42.8% 5.

Spurcsy Hawaii, Departsent of Business ¥ Fronoeic Developsent, ‘Poguiation and Doomoeig Pradsctises for the Slabe of Hewsii,®

Tzhie 3, 1984,

Legisiative Beterence Buresy, 1988, 57



FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

Projections of the State's elderly population, differentiated by sex, for
the period 1980 to 2005 is summarized in Table 4-11.'% Section (A) reflects
the relative numbers of elderly men and women in Hawaii while section (B)
reflects the relative proportions. The trend for the period is illustrated in
Figure 5. The population of eiderly women is projected to increase at the
expense of the population of elderly men. The tendency for an increasingly
larger base of elderiy women to provide potential candidates for nursing home
services is consistent with the national pattern, and may be even more
exaggerated in Hawali.

Figure 5

Proportion of Elderly Aged 65 and Over by Sex
for the Period 1980 to 2005
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fn terms of relative need, to the extent that 96% of MHawaii's veterans are
male, and that more elderly women than men become nursing home patients,
the case for establishing a state nursing home meant for veterans appears
weak. Even if there were an overwheiming demand by elderiy maie veterans
to be admitted to a state veterans nursing home, completely filling the 75% of
beds required for VA construction aid, there will be even more non-veteran
elderly women potentially needing the same services. The guestion is: does
the State consider the expenditure for such a facility consonant with state
policy?
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VETERAN POPULATION IN LONG-TERM CARE FACILITIES

Part 1il. Veteran Population in Long-Term Care Facilities in Hawaii

In late July and early August of 1988, the LRB conducted a mail survey
of all licensed aduit residential care homes (ARCHs), skilled nursing facilities
(SNFs), and intermediate care facilities (ICFs) operating in Hawaii at the
time. A total of 548 ARCHs were surveyed. As of September 16, 1988, 229
had provided the Bureau with survey information for a 60% response rate.
The SNF and ICF response rate was 76.3% with 29 of 38 SNFs and ICFs
responding.  Aloha Health Care Center, the newest 120-bed facility just
recently opened, was not on the list of nursing home facilities at the time of
the survey and was not included. The basic thrust of the survey was to
determine the number of veterans living in ARCHs, SNFs, and ICFs, their
respective ages, and if possible, their respective incomes. A sample
questionnaire is attached as Appendix D.

Veterans in Adult Residential Care Homes in Hawaii. Of the 328 ARCHs

responding, 36 (17%) reported having veterans in residence, and 273 (83%)
reported having no veterans as detailed in Table 4-12.

Table 4-12

Number and Percent of Veteran Residents
In Adult Residential Care Homes¥*

Tatal Respoading Percent

ARCH facilities 548 329 56,01
Without veterans --- 73 Bl 0%
With veterans o b 17.49%

329 160%

ARCH beds 2,747 1,637 b0.0%
Without veterans - 1,383 94.9%
Hith veterans all ages - 84 ¥

{837 1663
Yeterans under &5 --- Y 2.2
Yeterans pver 45 - 48 .91
fii veterans reporied 84 L ¥4

t 4o of Septesber 15, 98B,
Source: Legiclative Reference Bureau survey, 1988,
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FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

The 548 ARCHs had a total of 2,727 beds. The responding 60% of the
2,727 beds operating at the time of the survey amounts to 1,637 beds
reported. Of these, 84 beds or 5.1% were occupied by veterans of all ages.
The total state population in 18980, most recently refined in 1988, was
968,800.'% The total population of 103,700 veterans of all ages in 1980 was
therefore 10.7% of the state population. Fewer veterans, then, are occupying
ARCHs in proportion to their size. In terms of elderiy veterans, almost half,
or 43% (36 of 84) occupying ARCH beds were under the age of 65. Only 57%
(48 of 84) were over the age of 65.

In terms of all the responding 1,637 ARCH beds, only 2.9% were
occupied by veterans over age 65 while 2.2% were occupied by veterans under
age 65. The elderly veteran population comprises 8.8% of the total state
elderly population (6,800/76,800) as illustrated earlier in Table 4-2. Thus,
by either measure--veterans of all ages or veterans over 65--it appears that
fewer veterans in either group are occupying ARCHs in proportion to the
sizes of their respective subpopulations. This finding does not provide
strong justification for additional, separate ARCH facilities for veterans.

The breakdown of ARCH veteran-resicdents is as foliows in Table 4-13.

Table 4-13

Distribution of Veterans by Age Groups
Occupying Beds in Responding Adult Residential Care Homes¥

Distribution of Veterans By fige Broups
Occupying Beds in Responding Adult Residential Lare Homes #

# B of Septeaber i6, 1988, 329 of S4B responded,

Source: Legisiative Reference Bureau survey, 1788,

income Data. [t was difficult to ascertain the incomes of all long-term
care facility residents. In fact, income data were not available for over half
{(52.4%) of the veterans reported in ARCHs. All ARCH, SNF, and ICF
operators were asked to group residents’ annual incomes into three
categories: under $4,000; $4,000 to $5,500; and over $5,500. The largest
income group for which data were reported was the 85,500-pius category at
29.8%. The next group was the under $4,000 category with 11.9%. There
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VETERAN POPULATION IN LONG-TERM CARE FACILITIES

were only 5 cases (5.9%) reported of veterans receiving between $4,000 and
$5,500.

Not much can be said about the financial status of veterans in ARCHs.
The information reported does not appear entirely reliable given that income
data could not be obtained for more than half of the veterans reported. As
far as VA per diem eligibility for domiciliary care is concerned, a veteran
with a nonservice-connected disability may qualify for domiciliary care if the
veteran can show no adequate means of support. As discussed later in more
detail, a veteran receiving $415 monthly, or $4,980 vyearly, would be
considered by the VA to have adequate means of support. To this extent, it
is significant that most of the veterans with reported incomes living in ARCHs
received over $5,500. As far as eligibility for S$S! payments for ARCH
residents is concerned, the allowance standard for an individual is $3,984.17
As shown in Table 4-14, 29.8% of veterans reported living in ARCHs had
incomes over $5,500, more than doubling the next largest group of 11.9% with
incomes of under $4,000. Although over half (52.4%) the cases lacked income
data, it appears that a substantial number of veterans in ARCHs surveyed
may not be able to meet the SSI| standard.

Table 4-14

Annual Income and Number of Veterans
In Responding Facilities Occupying SNF, ICF, &¢ ARCH Beds¥*

tnder $4,000 - dver Ko Total
IRCOME §4,000 IO85,50 io89,500 % Data 1 No. Vets ¥

ENF Beds I 4.3% 9,17 ]
ICF Beds 7 125 1 L8R 24 42.9% 24

Al1 SNF & ICF B O10.1% I L3 33 418 37 46.8% 79 1003

ARCH Beds S S 74 b0L 28 9.8 44 32.4% g4 1001

Erand Totals 18 10X 6 37X B8 3h.a% Bl 83,70 e300

t A ot Septesber 14, 19BE, 329 of S48 ARCHe and 29 of 38 nursing hoees responded

Source: Legisiative Reference Buresu survey, (988,
b

Veterans in Skilled Nursing and Intermediate Care Facilities in Hawaii.
Table 4-15 summarizes the situation in SNFs and ICFs. Of the 38 SNF and
ICF facilities, 29 responded for a 76.3% response rate. Of the 29 nursing
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FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

home facilities, 22, or 75.9% reported having veteran-residents while 7
reported having none. Of the 2,614 nursing care beds reported in the 22
responding facilities, a total of 79 beds, or 3% were occupied by veterans.
Like veterans in ARCHs, veterans in nursing homes are occupying beds in a
proportion iower than expected for its relative size of 10.7% of the total state
population.

Table 4-15

Number and Percent of Veteran Residents
In Responding SNFs and ICFs*

Total  Responding  Percent

SNF & ITF facilities 38 29 76.3%
Withput Veterans -- 7 28,10
¥ith Veterans - 22 70.9%

el H
Tobal Respording  Percent

SNF & IEF beds 3, 15 2,618 83.9%
Without veterans - 2,53 96.98%
With veterans all ages - 3.02

2,614 100
Veterans under 63 17 G, 69%
Veterans over 65 b2 2.3
Ail veterans reporied 79 3671

+ fs of Septesher 16, 1988, 29 of 3B facilities responded.
fighe Health Care Center, the 39th and newest 120-bed
facility, was not surveyed.

Source: Legistative Reference Bureau survey, 1988,

Elderly veterans are aiso occupying fewer beds than expected. Of the
79 cases reported, 62, or 78.5% were aged 65 and over and 17, or 21.5% were
vounger than 65. The 62 elderly veterans occupied 2.37% of all nursing home
beds reported. Thus, in relation to the State's total elderly population,
elderly wveterans are not occupying up to the 8.8% that they comprise of all
the elderly in Hawaii.
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Combining the 3% of nursing home beds with the 5% of ARCH beds
occupied by veterans, a total of 3.83% of all responding long-term care beds
were occupied by veterans. This is calculated as: 84 of 1,637 = 5% of ARCH
beds and 79 of 2,614 SNF/ICF beds = 3%. Then the sum of both types of
beds occupied by veterans (84 *+ 79) is divided by the sum of both types of
beds reported (1,637 + 2,614) to vyield 3.83%. Because veterans reported in
the survey included veterans of all ages, this 3.83% veteran occupancy in
long-term care facilities should be compared against the 10.7% proportion of
veterans of all ages to the total state population mentioned above.

in contrast to ARCH beds, however, more elderly veterans occupied SNF
and {CF beds. Table 4-13 shows almost half (42.9%) of all reported ARCH
veteran-residents to be under 65 vears of age. This means that only 57.1%
were aged 65 and over. Compared to this, Table 4-16 shows only 21.5% of
SNF and ICF wveterans under the age of 65. Therefore, 78.5% of all SNF and
ICF beds were occupied by veterans aged 65 and over.

Moreover, within the nursing home bed category, as Table 4-16 shows,
more elderly veterans occupied ICF beds than SNF beds. Of all ICF beds
occupied by veterans, the elderly occupied 83.9% (100% - 16.1% = 83.9% as
shown in Table 4-16). But of all SNF beds occupied by veterans, the elderly
occupied 65.2% (100% - 34.8% = 65.2%). In terms of need, it seems clear that
as between nursing homes and ARCHS, veterans of all ages tend to occupy
nursing home beds more than ARCH beds and elderly veterans tend to occupy
ICF beds more than SNF beds.

Table 4-16

Distribution of Veterans by Age Groups
Occupying Beds in Responding SNFs and |ICFs¥*

Type Bed {65 £5-9 T6-4 75-% Bo-4 g+ Total
SNF Bed 8 4 2 ? 3 4 23
4.8 1.4} 8.7% 871 13,01 17.4% 1004

ILF Bed 7 t6 10 9 3 9 56
6.0 Z2B.8% 1791 161X 5,41 16,14 1601

Tatal 7 3] 12 i1 b M Ik
ZREL 25,3 152 1A% 7.6% 16,51 100%

¥ fs of September 14, 1988, 29 of 38 facilities responded. Aloha
Health Care Center, the 39th and newest 120-bed facility, was
not surveyed.

Saurce: Legislative Reference Bureau survey, 1986,
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income Data. Like the responses for ARCH facilities, income data for
veterans in SNFs and 1CFs were not available for 46.8%--almost half of the
veterans reported. The great plurality of those for which data were
available, 41.8%, again fell into the highest income range of $5,500 and over.
in the lowest income category of $4,000 and below were 10.1% of those
reported. Only 1.3% fell in the middle range of $4,000 to $5,500.

in terms of Medicaid assistance, as explained earlier in chapter 3, the
crucial ingredient for eligibility is the amount of income in relation to the cost
of care. An income between, say, $5,000 to $10,000 would not necessarily
disqualify an individual from receiving Medicaid assistance if the cost of care
were far in excess of that income so that the individual had fo spend down to
qualify. Chapter 6 analyzes Medicaid assistance to residents of nursing home
facilities and points out that the DHS estimates the annual cost of nursing
care in Hawaii to be about $36,000. This high cost of care would seem to
qualify most residents of long-term care facilities for Medicaid. To this
extent, the level of precision of income data obtained in the survey is not
critical.

On September 30, 1988, the Bureau mailed a brief survey to a total of
twenty-seven veteran and military groups listed in S.C.R. No. 49 expressing
concern regarding the well-being of elderly veterans. As of December 2,
1988, only five responses had been received. The low response rate makes it
impossible to make valid inferences. However, two organizations, the 1399
Veterans Club and the Military Order of the World Wars, provided brief but
helpful responses of the kind that would be most useful if comprehensive data
from all groups could be obtained.

The former group reports that 128 of its 132 members are 65 years of
age or older but that only 9 need others to help care for them. The latter
group reports that 70 of 75 members are 65-plus and that 45% require family
members to help care for them. The 1399 Veterans Club reports only 1
member living in an ARCH while all other members live alone or with their
families. The Military Order reports that none of its members live in SNFs,
ICFs, or ARCHs and that most of their members live with their families.
Both groups feel, however, that a substantial portion of their members may
need to enter long-term care facilities in the future. The general
recommendations in chapter 7 urges direct data of this type to be collected so
that a truer picture of need can emerge.



Chapter 5

VETERANS ADMINISTRATION AID

Part |. VA Per Diem Aid

The Veterans Administration provides two types of aid to states wishing
to establish a state home facility (SHF). Eligible veterans receiving
domiciliary or nursing home care in an SHF can receive VA per diem aid. VA
per diem aid is codified in title 38 U.S.C. sections 641 to 643, States
wishing to construct a new SHF or renovate an existing facility to provide
domiciliary or nursing home care for eligible veterans may receive federal
construction aid. VA construction aid is codified in title 38 U.S.C. 5031 to
5037.

VA Per Diem Aid--Title 38 U.S.C. 641 to 643. Per diem aid to states is
codified in 38 U.S$.C. 647(a). Federal regulations covering VA per diem
payments are contained in title 38 C.F.R. 17.165 to 17.1687. According to the
VA, current per diem maximums were increased when President Reagan signed
Public Law 100-322 into effect in May, 1988, retroactive to January 1, 1988.1
The new per diem rate for domiciliary care paid to veterans in an officially
recognized SHF is $8.70. Veterans receiving nursing home care in an SHF
can receive a maximum per diem of $20.35.

A genera!l condition of per diem psyment is that veterans in an SHF must
be eligible for care in a VA facility. Eligibility criteria for hospital, nursing
home, and domiciliary care are defined in 38 U.S$.C. 610 and discussed later
in this chapter.

Section 641(b) iimits per diem payments to no more than half of the cost
of an eligible veteran's care in an SHF officially recognized by the VA. This
50% of cost of care restriction on payment combined with the per diem
ceilings, as discussed in chapter 2, limits the amounts eligible veterans can
receive. For example, if the daily cost of domiciliary care were $18, VA per
diem would pay only the maximum $8.70 and not half the cost, or 8$9.
Conversely, if the daily cost of care were $16, the VA per diem would pay
only up to half the cost, or $8 and not the maximum $8.70.

In addition, these per diem rates are not automatically increased each
vear according to an inflation or cost of living factor but depend on
intermittent Congressional legisiative action for adjustment. However, section
641(c) requires the VA Administrator toc submit reports every three vears to
the Committees on Veterans' Affairs of the Senate and the House of
Representatives to evaiuate the adeguacy of the per diem rates, beginning in
19886.

VA Recognition of a State Home Facility Required for Aid. As mentioned
above, an SHF must be officially recognized by the VA as such. 38 C.F.R.
17.165 requires that an SHF must apply for recognition from the VA as a
state home before federal aid payments can be made, as follows:
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17.165 Recognition of a State home. A State-coperated facility which
provides hospital, domiciliary or nursing home care to veterans must
be formally recognized by the Administrator as a State home before
Federal aid payments can be made for the care of such veterans. Any
agency of a BState ({exclusive of a territory or possession)
responsible for the maintenance or administration of a State home
may apply for reccgnition by the Veterans Administration for the
purpose of receiving aid for the care of veterans in such State
home. A State home may be recognized if:

{1) The State home is a facility which exists primarily for the
accommodation of veterans incapable of earning a living and who
are in need of domiciliary or nursing home care, and

{2) The majority of such veterans who are nursing home care
patients or domiciliary members in the home are veterans who
may be included in the computation of the amount of aid payable
from the Veterans Administration, and

(3) The personnel, building and other facilities and improvements
at the home are deveted primarily to the care of veterans, and

(4} In the case of recognition of State homes having nursing home
care facilities the requirements of 17.166a are met.

Cther Federal Regulations Regarding Payments. 38 C.F.R. 17.165(a) teo
{d) prescribe other VA conditions that must be met for payments to be made
tc SHFs. Subsection (a) requires that an application for VA recognition be
filed with the Chief Medical Director of the VA who, after inspecting the
facility, makes a recommendation to the VA Administrator. The Administrator
then notifies the SHF in writing of the result. Subsection (b) requires
separate applications for recognition to be submitted for new annexes,
branches, enlargements, expansions, or relocations of a recognized home not
on the same or contiguous grounds. Subsection (¢) prohibits the payment of
aid during the period before the date of official recognition and before the
receipt of applications for the type of care to be provided. Subsection {(d)
requires state homes to meet VA standards for payments to be made. In the
case of nursing home care, such standards must be no less stringent than
those prescribed by the Administrator for community nursing homes.

Aid for Domiciliary and Nursing Home Care. Aid payments are made to a
designated state official for domiciliary and nursing home care. For
domiciliary care, veterans receiving such care must have been eligible for
domiciliary care in a VA facility. For nursing home care, a veteran must
have been in need of such care and:?

{1) Have a service-connected disability for which nursing home care is
being provided; or

(2) Have a nonservice-connected disability and is unable to defray the
expenses of nursing home care and so states under oath; or
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{(3) Was discharged or released from active military, naval, or air
service for disability incurred or aggravated in line of duty; or

(4} Is in receipt of, or but for the receipt of retirement pay would be
entitled to receive, disability compensation.

38 C.F.R. 17.166 also requires that "The quarters in which the nursing
home care is provided are in an area clearly designated for such care and not
intermingled with those of either hospital patients or domiciliary members."”
That is, combination facilities are permitted except that different types of
care beds must be kept distinctly apart.

Eligibility for Nursing Home and Domiciliary Care. Title 38 C.F.R.
17.166d requires the Veterans Administration to approve the eligibility of
veterans in the SHF. The office of jurisdiction handling the state home
facility evaluates the type of care for each applicant veteran for determination
of eligibility. Generally payments cannot begin until such applications are
received. The office of jurisdiction will allow retroactive payments from the
time care started if it receives such applications within ten days of the start
of care. In the case of Hawaii, the office of jurisdiction would be the chief
of the Honolulu outpatient clinic, there being no VA hospital facility in the
State.?

The eligibility criteria for domiciliary care are codified in titie 38 U.S.C.
£10(b) below and have remained unchanged for many vears:

(b) The Administrator, within the limits of Veterans'
Administration facilities, may furnish domiciliary care to -~

{1}y a veteran who was discharged or released from the active
military, naval, or air service for a disability incurred
cr aggravated in line of duty, or & person who is in
receipt of disability compensation, when such person is
suffering from a permanent disability or tuberculosis or
neuropsychiatric ailment and is incapacitated from earning
a living and has no adegquate means of support; and

{2) a veteran who is in need of domiciliary care if such
veteran is unable to defray the expenses of necessary
domiciliary care.

38 C.F.R. 17.47 entitled "Eligibility for hospital, domiciliary or nursing
hhome care of persons discharged or released from active military, naval, or
air service” expands on criteria for eligibility to receive domiciliary care. In

addition to the above criteria, a veteran must aiso meet all of the following
conditions in subsection (e):

i. Perform without assistance daily ablutions, such as
brushing teeth; bathing; combing hair; boedy eliminations.

ii. Dress himself, with minimum of assistance.

iidi. Proceed to and return from the dining hall withoutr aid.
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iv. Feed himself.

V. Secure medical attention on an ambulatory basis or by use
of personally propelled wheelchair.

vi. Have voluntary contrcl over body eliminatioms or control
by use of an appropriate prosthesis.

vii. Share, in some measure, however slight, in the maintenance
and operation of the facility.

viii. Make rational and competent decisions as to his or her
desires to remain or leave the facility.

These additional criteria do not make the prospects very promising for
establishing an ARCH facility as a state veterans home. They embody several
activities of daily living which ARCH residents cannot perform without
assistance. In fact, Level 1l and Level I}l ARCH residents require at least
some assistance with the activities enumerated in the federal regulations.

38 C.F.R. 17.48(b}(2) defines "no adequate means of support.” An
income of %415 or more per month ($4,980 annually}) received by a veteran
from any source for personal use would constitute prima facie evidence of
adequate means of support. However, the veteran can offer a rebuttal by
showing that all or part of the income is not available for the veteran's care
but must go to the support of a spouse, chiid, or parents. This may be
significant for wveterans currently residing in ARCH facilities and receiving
federal SS| in addition to state benefits. The majority of Hawaii veterans
living in ARCHs in 1988, as indicated in the previous chapter, have annual
incomes over $5,500. This would seem to disqualify them from eligibility for
per diem aid for domiciliary care because it can be shown that they have
adequate means of support. Obviousiy, the critical factor would be the
strength of any rebuttals veterans can offer reducing income available for
personal use (and with which to pay ARCH operators for residential care).

The eligibility criteria for nursing home care is very complex and is
codified in 38 U.S.C. 610(a}.* The corresponding regulations embodied in 38
C.F.R. 17.47 and summarized below capture the essence of these criteria:

. in general, all veterans with service-connected disabilities are
eligible for any disability. This subsumes two other subcategories
of "any other wveteran” with a service-connected disability and
veterans with "a service-connected disability rated at 50 percent or
more. "

. Also eligible are any wveterans discharged or released from the
active military, naval, or air service for a disability incurred or
aggravated in line of duty for any disability.

. A veteran who is in receipt of, or who but for a suspension
pursuant to 38 U.5.C. 351 (or both such a suspension and the
receipt of retired pay), would be entitled to disability
compensation, is alsc eligible, but only to the extent that such
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veteran's continuing eligibility for such care is provided for in the
judgment or settiement described in such section, for any

disability.®
. Any veteran who is a former prisoner of war, for any disability.
. Any veteran exposed to a toxic substance or radiation.
. Any veteran of the Spanish-American War, the Mexican border

period, or World War |, for any disability.

. Any veteran with a nonservice-connected disability, if the veteran
is unable to defray the expenses of necessary care.

Specifically, 38 C.F.R. 17.48(d)(1) provides that if a wveteran
agrees to show an attributable income of $15,000 or less if the
veteran has no dependents, or $18,000 or less if one dependent,
and $1,000 for each additional dependent, and is eligible for medical
assistance under an approved state plan under title XIX of the
Social Security Act, and is receiving a VA pension, that veteran
would be eligible.

. Other veterans with nonservice-connected disabilities may be eligible
if resources and facilities are available and if such wveterans can
show attributable incomes of $20,000 or less if the veteran has no
dependents, or $25,000 or less if one dependent, and $1,000 for
each additional dependent.

. The lowest priority is for other veterans with nonservice-connected
disabilities who are willing to pay a certain fee for care.

It would not be easier to qualify as time goes on because an annual
factor is built in to adjust attributable incomes upward, thus preventing the
income threshold from dropping due to inflation. 38 C.F.R. 17.48 provides
for increasing both sets of the attributabie income amounts listed above on
January 1 of each year after 1986 by the percentage by which the maximum
rates of pension were increased under 38 U.S.C. 311{(a) during the preceding
year.

Part 1l. VA Construction Aid

Authorization for the Veterans Administration to provide aid to states
wishing to construct a state home facility is codified in title 38 U.S.C. 5031
to 5037. According to section 5031(2):

The term "construction’” means the construction of new domiciliary or
nursing home buildings, the expansion, remodeling, or alteration of
existing buildings for the provision of domiciliary, nursing home,
or hospital care in State homes, and the provision of initial
equipment for amny such buildings.
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In contrast to the earlier discussion of the previous 1977 and 1980
studies, the current intent of the law is clearly to allow a state to either
construct a state home facility or to acquire one to be used as a state home
facility for furnishing domiciliary or nursing home care to veterans. It aiso
allows states to expand, remodel, or alter existing buildings for furnishing
domiciliary or nursing home care to veterans in state homes.®

According to section 5031(4):

The term 'cost of construction” means the amount found by the
Administrator toe be necessary for a construction project, including
architect fees, but excluding land acquisition costs.

Accordingly, states can choose to either build a new facility or to
remodel an existing one. It makes no difference whether the facility is to be
a nursing home or a domiciliary. The Veterans Administration has also
confirmed that the VA does not distinguish between skilled nursing and
intermediate care facilities under the category of nursing home.” In effect,
then, a state can build or acquire {and renovate) either an SNF or ICF, or a
combination as a state home. In fact, the VA has indicated that a facility can
have a combination of both nursing home (either SNF or ICF) and domiciliary
beds as long as the different types of patients are not intermingled.?®

Regulations contained in 38 C.F.R. 17.170 to 177 elaborate Veterans
Administration requirements for construction aid. Section 17.170(c) expands
the meaning of "construction:”

The term includes necessary support systems and work performed over
and above that required for maintenance and repair. Generally,
facilities such as parking lots, landscaping, sidewalks, streets,
storm sewers, etc., are excluded except to the extent the work is
inextricably invelved with new construction or the remodeling,
medification or alteration of existing faciiities.

Although it is clear "acquisition” does not include the cost of the land,
17.170(f)} expands the term "acquisition” beyond the mere purchase of a
facility:

The term "acquisition" means the purchase of a facility for use as a
State veterans home for the provision of domiciliary and/or nursing
home care to veterans. An acquisition includes any remodeling or
alteration needed to meet existing standards.

Thus, a state can buy an existing facility and spend the necessary
amounts to remodel or alter the facility in order to bring it up to required
standards and to be approved for recognition as a state home facility.

Authorization of Appropriations. 38 U.S.C. 5033 authorizes “such sums
as are necessary to fund construction for state veterans homes in the
country through September 30, T1988. The VA expends all of its
appropriations. For the period from 1985 to 1888, the VA expended $34.5
million, $20.8 million, $42.4 million, and $40.3 million, respectively. $42.0
million has been requested in the budget for 1989.° In response to the
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question of whether construction aid funding beyond 1989 can be assured, the
VA replied that the State Home Construction Grant Program may be extended
to September 30, 1992 by enactment into law of section 614 of (Senate Bili) S.
2011 which has been proposed. However, passage of the bill would only
provide authorization, and appropriations cannot be assured.?®

in addition, states are no longer limited to receiving one-third of their
total awards in any one vyear. But the VA is proposing a regulatory
amendment to title 38, part 17, of the Code of Federal Regulations to limit a
large project's award in a given fiscal year to no more than 50 per cent of
the total appropriation. But if a state does not use its appropriation within
three years, the award lapses.'?

General Regulations Regarding Construction Aid. 38 U.S.C. 35034
authorizes the VA Administrator to prescribe the number of beds required to
provide adequate nursing home care. VA participation is no longer limited to
at most 2.5 beds per 1,000 veterans in the state. However, according to the
coresponding explanatory regulations in 38 C.F.R. 17.171{(a}, if the number
of nursing home beds exceeds this ratio, the state is required to provide
justification. In making its determination, the VA will take into consideration
the state's demographics, the availability, suitability, and cost of alternative
nursing home beds, the size of the waiting list for existing state nursing
home beds, and any other appropriate criteria to provide adequate nursing
home care.*?

fn the case of Hawali, Appendix A to title 38 C.F.R. 17.175 allows V
participation for up to 396 nursing home beds and up to 198 domiciliary beds
based on a March 31, 1983 estimate of total veteran population of 89,000.
Most new nursing home facilities being built have a capacity of about 120
beds.?® This would be well within the bounds prescribed by the VA for
either a nursing home or a domiciliary.

The VA is authorized to prescribe general standards of construction,
repair, and equipment for facilities by 38 U.S.C. 5034(2) and (3). The VA
can also prescribe general standards of care. In addition, the VA is
authorized by 38 C.F.R. 17.167 to inspect recognized state homes to assure
compliance with its regulations. This regulation allows the VA to inspect "at
such times as are deemed necessary.” A recent addition to the federal
regulations--38 C.F.R. 17.168--requires states to comply with the Single
Audit Act of 1984, Pub. L. 898-502.

Applications for Construction Aid. The most important item to note in 38
U.S.C. 5035 covering state applications for censtruction aid is in subsection
(a) (1} which limits VA participation to not more than 65% of the estimated cost
of construction (or the estimated cost of facility acquisition and construction].

This is a substantial amount running into millions of doilars and presents
any state with a very strong incentive to establish a state home facility.
Current estimates of the total capital cost of a new 120-bed facility in Hawaii
fall in the range of $7 to $9 miliion, including land costs. |In fact, a draft of
the most recent application for a 120-bed facility on Oahu received by the
State Health Planning and Development Agency in September 1988, reflects a
total capital cost of $9,583,000 including the cost of land acquisition.** This
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incentive would be especially strong if the state plan were to target the
elderly veteran subpopulation as a distinct subgroup of the State's overall
elderly population in terms of long-term care. That is, if the State's policy
were to treat elderly veterans as a distinct subgroup of the elderly
population, then any VA construction aid for buiiding a separate elderly
veterans facility would contribute that much more to implementing the overall
state plan for all elderly. Establishing a state veterans home would then be
consonant with overall state policy.

However, it is clear that the SHPDA does not plan separately for elderly
veterans. The SHPDA does not keep separate statistics for veterans as a
group. Neither does the Governor's Executive Office on Aging (EOA). In
fact, the EOA has consciously avoided segmenting the elderly population into
subgroups. This position is reflected in the EOA's Long Term Care Plan for
Hawaii's Older Adults: A First Step in Planned Care which seeks to establish
a foundation of long-term care policies and programs for the State's existing
and future populations of elders. EOA's policy on long-term care for the
elderly is discussed in more detail in the following chapter.

it appears that building a state veterans home, then, would be
consonant with state policy only to the extent that more of the elderly would
be taken care of than would otherwise be the case for the same amount of
resources expended., In effect, this means that care for the elderly who are
not veterans must not suffer because of the State's financial commitment to
the construction of a distinct veterans facility. 1In a nutshell, the greater
the numbers of the eiderly that are provided necessary long-term care the
better, but only insofar as there is no loss of potential state support for
long-term care for the remaining elderly population. The questions to be
asked are: should it be state policy to treat elderly veterans as a distinct
group and would state expenditures for that distinct group be justified?
These questions of policy were raised in the two earlier studies of 1977 and
1980 and are still valid today.

Other requirements include the submission of a description of the project
site and the facility's plans and specifications which are to be in compliance
with general standards of construction. Further requirements as detailed in
38 C.F.R. 17.173 include a handful of "reasonable assurances.” Of these,
the most significant is that a state must give reasonable assurance that the
facility will be used principally as a state home facility and that at least 75%
of beds must be occupied at any one time by eligible veterans, A state must
also provide reasonable assurance that the state:

o Has title to the facility site.
. Has adeguate financial support for the construction project by
July 1 of the fiscal vear for which the application is approved and

for its maintenance and operation when complete.

. Submits VA-required reports and provides access to records
supporting such reporis.

. Pays not less than the prevailing wages for construction laborers
and mechanics in accordance with the Davis-Bacon Act.
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) Is applying for a project in which the estimated cost of acquisition
of a facility and of any expansion, remodeling, and alteration of the
acquired facility is not greater than the estimated cost of
construction of an equivalent new facility.

VA Assignment of Priorities to Various State Applications. 38 U.S.C.
5035(k) authorizes the VA fo rank state applications for construction projects
in the following order:

(1) Top priority for an application with sufficient funds available for
the construction or acquisition so that the project may proceed upon
approval of the grant without further action by the state.

(2) Second priority for an application from a state without a state home
facility constructed or acquired with VA funds.

(3) Third priority based on the VA's determination of a state's greater
need for nursing home or domiciliary beds compared to cther states.

{4) Lowest priority based on other criteria determined by the VA as
appropriate.

Hawaii would be assured of second priority. However, given that the
VA expends all of its appropriations, the competition for funding could be
intense. For Hawaii to obtain top priority, it would be incumbent for the
State to make available its share of construction funding by July 1 of the
fiscal year in which approval is granted. This implies a considerable amount
of preparation and coordination if the expectation is to have an application
submitted and approved in the same year that the legisiature authorized the
establishment of a state veterans home.

Federal Recapture Provisions. 38 U.5.C. 5036 provides for a recapture
of federal funding participation if a facility constructed or acquired with VA
funds ceases to operate as a state home facility principaliy for furnishing
domiciliary or nursing home care to eligible veterans. The federal
government can recapture up to 65% of the then value of the facility from the
then owner if the facility is operated as a state home facility less than 20
vears or 7 years, depending on the magnitude of the project and the grant
amount involved.

38 C.F.R. 17.175 clarifies and expands on this provision. If the
original federal participation is between 50% and 65% of the estimated cost of
construction or acquisition, the recovery period is determined according to
the degree of federal participation and may be set by the VA at the time of
the grant. The less aid given, the earlier the recovery period. That is, the
less a state gets from the federal government, the sooner a state can cease
operating its facility as a state home facility. The recovery period below is
figured in years after completion of the project.
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Aid ('000s) Year Aid ('000s) Year
$ 0 -% 250 7 $1,501 - $1,750 13
251 - 500 8 1,751 - 2,000 14
501 - 750 9 2,000 - 2,250 15
751 - 1,000 10 2,251 - 2,500 16
1,001 - 1,250 11 2,501 - 2,750 17
1,251 - 1,500 12 2,751 - 3,000 18
3,001 + 20

iIf federal participation is below 50%, the VA can authorize a recovery
period anywhere between 7 and 20 vyears depending on the grant amount and
the magnitude of the project. Hawaii would very probably require more than
$3 million in federal participation should a state home facility be built since
the going cost of a new 120-bed facility, excluding land acquisition cost, is
running at about $9 million as mentioned earlier in the chapter. Given these
guidelines, Hawaii has little flexibility for converting from a state home
facility but would need to continue to have the facility operate as a state
home for at least 20 years.

State Retains Control of Operations in the State Home Facility. 38
U.S.C. 5037 excludes the federal government from supervising or controlling
the administration, personnel, maintenance, or operation of the state home
facility constructed or acquired with VA construction assistance.
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Chapter 6

STATE HEALTH POLICY AND A COMPARISON
OF SCURCES OF FUNDING

Objective analysis by itself is not enough. Finding a state veterans
home to be feasible or not requires the making of certain policy choices which
are beyond the scope of this study. The determination of the guestion of
feasibility in this study is restricted and is based on the analysis of the
objective, and not the policy elements of the issue. The cogency of the
objective analysis is diluted to the exfent that state policy is unclear,
fragmented, or incomplete. Insofar as there are inconsistencies and omissions
in state policy, decision makers must resolve such inconsistencies and clarify
existing, or determine new, policy as necessary.

Part | of this chapter attempts to paint a current picture of what state
policy appears to be with regard to long-term health care for the State's
elderly and the State's elderly veterans. The policy decisions revolve around
the following:

{1} Should the State employ an integrated approach to long-term health
care for all our elderly or pursue separate strategies for individual
segments of the elderly population, such as veterans, in response
to funding opportunities?

(2) In the face of the spiraling cost of institutional long-term care, and
given the initiative toward long-term care alternatives which provide
services in less restrictive environments while allowing maximum
independence and connectedness to the community, how high should
the priority be for establishing an institutional state long-term care
facility for veterans?

{3) Assuming a real and increasing need for long-term care for our
elderly, should a state veterans facility be built with state and
federal funds that restricts 75% of its services to veterans?

(4) Does the State feel that the moral debt it owes to our elderly
veterans exceeds that owed by the federal government? That is,
does the State believe the care of elderly veterans is more a state,
and not a federal, responsibility?

Part |i presents an objective analysis of the relative monetary benefits of
VA per diem aid and current federal Supplemental Security Income and
Medicaid payments for domiciliary and nursing home care, respectively. The
ramifications of VA construction aid are aiso reviewed.

Part 1. The State's Long-Term Care (LTC) Policy for the Elderly
Recommendations made in this study are necessarily subordinate to, and

consonant with, state policy regarding long-term care (LTC) for the elderly,
as the previous two studies have also pointed out. However, it is not always
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easy to be sure of what that policy is. This part examines the various
components of that policy as they are given expression through wvarious
governmental bodies.

Which State Health Plan? Which Agency? Nominally, Hawaii has two
health plans--one authorized by federal and state legisiation and the other
authorized by state legislation alone. The State Health Planning and
Development Agency {(SHPDA]) issues the Health Services and Facilities Plan
(HSFP) which is accepted by the Hawaii Statewide Health Coordinating Council
{HSHCC) and approved by the Governor. The HSFP is authorized by federal
and state legisiation and provides guidelines for health services and facilities
in the public and private sectors.

Section 323D-12, Hawaii Revised Statutes, defines the principal function
of the SHPDA as controlling increases in health care costs. However, section
323D-12(3) also requires the SHPDA to:

Conduct the health planning activities of the S3tate in coordination
with the subarea councils, implement the state health services and
facilities plan, and determine the statewide health needs of the
State after consulting with the statewide council.

The HSFP itself hints at fragmentation and the lack of an integrated
approach to LTC: '"Comprehensive planning for long-term care services for
all age groups has not been done in Hawai'i . . . most program plans have
been developed in response to Federal and State funding of specific
programs.”’* The implementation of a state veterans home program in
response to the availability of VA funds would be typical of the pattern of
policy development in the past.

The second health plan is issued by the Hawaii State Department of
Health in the form of the State Functional Health Plan (SFHP}--one of twelve
state functional plans. This latter is authorized by state legislation alone.
The "State Functional Plans Progress Report 1986" provides the most up-to-
date articulation of various elements of the SFHP.

Recommendation 3.335 in the HSFP provides an indication of how LTC
policy is to be formulated in the future:

SHPDA and ES{HJCC [Hawaii Statewide Health Coordinating Council]
will support the Executive Office on Aging in the development of a
comprehensive LTC plan for the elderly, especially in its efforts at
data collection and analysis regarding the condition and status of
patients in LTC facilities as well as provide direction for
alternatives to institutional care.

However, the DOH's SFHP designates the SHPDA as the lead organization
to:
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Determine and update current and projected critical care, acute and
long term SNI and ICF care bed needs throughout the State and assist
public and private hospitals to make changes in types of beds as
needed.

in 1984, the state legislature issued a statement representative of the
general feeling at the time, which called for the designation of a lead agency
responsible for " coordinating the planning, packaging and delivery of
long term care services . . . to eliminate duplication of activities as well as
to identify unmet needs. A clearly expressed set of guidelines defining areas
of responsibilities should be prepared.”?

Lastly, section 349-7, Hawaii Revised Statutes, designates the Executive
Office on Aging (EQA), Office of the Governor, as the State's lead agency
for elderly affairs:

Recognition as responsible state agency. The executive office
on aging shall be the single state agency responsible for programs
affecting senior citizens of this State; provided that those
programs affecting senior citizens now operated by other departments
or agencies shall not be transferred to the executive office on
aging except by executive order of the governor.

Section 349-6 designates the EOA as the agency responsible for the
State's overall plan for the elderly:

State master plan for the elderly. The executive office on
aging shall be responsible for the continued development,
implementation, and continuous updating of a comprehensive master
plan for the elderly which shall include, but not be limited to, the
following:

(1) Compilation of basic demographic data on the elderly in
the State;

{2) Identification of the physical, sociclogical, psycho-
logical, and economic needs of the elderly in the State;

{3) Establishment of immediate and long-range goals pursuant
to programs and services for the elderly in the State;

(4} Establishment of priorities for program implementation and
of alternatives for program implementation; and

{53} Organization of administrative and program structure,
including the use of facilities and personnel.

The state master plan for the elderly shall be developed in
accordance with the reguirements of the executive budget act.

"

Section 348-3(1} empowers the director of the EOA to serve ", . . as
the principal officer in state government solely responsible for the
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performance, development, and control of programs, policies, and activities on
behalf of the elderly.”

Section 349-12(b) requires the EODA to represent the interests of
residents of long-term care facilities including ". . . monitoring the
development and implementation of federal, state, and local laws, regulations,
and policies affecting long-term care facilities in the State.”

In January, 1988, the EOA published the Long Term Care Plan for
Hawan s Older Adults: A First Step in Planned Care. The EOA plan was a
cooperative effort of four specially appointed ad hoc committees, a
Long -Term Care Task Force appointed by the Policy Advisory Board for
Elderly Affairs and the Executive Office on Aging."* The EOA's plan '
represents an effort to establish a foundation of long-term care policies and
programs for our existing and future populations of older adults."®

However, none of the state health plans--the SHPDA's Health Services
and Facilities Plan, the DOH's State Functional Health Plan, and the EOA's
publication--nor the agencies which produced them, segments the elderly
population into distinct subpopulations such as a veterans subgroup for policy

purposes. It is clear that all the agencies support the concept of an
additional nursing home facility to the extent that some part of their elderly
constituency's need for LTC is alleviated. It is less clear whether it is state

policy to expend funds to serve and benefit only a distinct segment of that
elderly constituency's need for LTC. This is especially true in light of the
State's stated policy to delay, and provide alternatives to, LTC
institutionalization for all elderly, and to provide appropriate services in the
least restrictive environment that offer the individual maximum independence.

Ratio of Nursing Home Beds to Population Aged 65 and Over. The
SHPDA continues to endorse, as policy, the established standard of 30 to 40
nursing home beds per 1,000 population over the age of 65 (3% to 4%) in the
1986 HSFP. The figure would approach the 5% reported in the first feasibility
study done in 18977 only if ARCHs are included in calculations as LTC
institutions. However, because ARCHs are not required to obtain CON
approval from the SHPDA as medical LTC facilities, the SHPDA does not
include them so that the 3% to 4% still holds.® The nursing home bed ratio
(number of beds per 1,000 population aged 65 and over) was reported to be
34.5 in 1980 and 27.8 in 1986. The SHPDA projected the ratio to rise to 33.9
in 1988 when additional CON-approved beds were to come into operation.” On
August 5, 1988, the Director of Health contended that the existence of ARCH
facilities in Hawaii was the main reason for the low LTC bed ratio for Hawaii's
elderly because ARCHs keep the elderly from being institutionalized.®
However, the SHPDA projected the ratio to drop to 24.5 in 18990. There are
no SHPDA projections beyond 1990.°

Although not published, with the SHPDA's advice and guidance, a
current ratio has been calculated by dividing the updated nursing home bed
total by the current resident population aged 65 and over. Table 6-1 (A)
projects resident population and elderly population figures to the year 2005,
Part {B) interpolates the elderiy population projections for the years 1986 to
1989. Part {C) calculates the number and per cent of nursing home bed
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increases as well as the nursing home bed ratio for 1986 to 1989.

Table 6-1

Hawaii Projections of Population and
Nursing Home Bed Ratios

LA} Prejections for the Population Ageo &5 and Over
For the Period 1986 to 2005

{70005} 1980 1985 199G 1993 2060 2003

Resident population /1 9s8.9 1,05L.5 1,142.5  1,228.% 1,294.2 1,359.5
Population over &5 /2  76.3 1005 124.1 (2.7 1995 173
Percent 7.9% 7L 10.9% .61 L3 13,01

{B} Interpolated Projections for the Population Aged 65 and Over
For the Period {986 to 1990

(" 000s) 1984 1987 1988 1989 1990
Population over 45 /2 104.0 110.5  115.4 [1%.6  128.1
{Ch Projected Bed Increases and Nursing Home Bed Ratios

For the Period 1986 to 1989

Cumelative Bed

No. Beds Increase Percent Increase Ratio
1988 2,755 - - - 6.1
1987 2,991 222 g.01 8.0 27.%
1988 3,238 244 B.21 16,81 28.t
[98% /3 3,51 &74 20.9% 41.2% 3.7

Source: 1. Hawaii, Departaent of Business and Econceic Developament, 1988,
2. Hawaii, Departsent of Business and Econpsic Developsent, 1984,
3. Including COM-spproved beds to coee on line by 1989.
Legisiative Reference Bureau, 1988,
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In September, 1988, the DOH reported 3,235 nursing home beds in
operation (including Aloha Health Care's 120 beds which came on line in
August, 1988). According to the SHPDA, in October, 38 more beds at Leahi
Hospital have come on line, bringing the total to 3,273 beds. In addition, 38
more beds have been approved for the Queen's Medical Center and are
expected to come on line well before the end of 1988.!% The 638 CON-
approved beds cited in chapter 3 were reduced to 600 by the removal of
Leahi's 38 beds from that list, but have increased back to 8638 with the
addition of Queen's 38 beds. Therefore, the total number of nursing home
beds, including the 638 CON-approved beds estimated to come on line by
1689, is 3,273 + 638 = 3,911 beds.

The resident population aged 65 and over in 1989 has been interpolated
from the Hawalii State Department of Business and Economic Development data
to be 119,580 (see Table 6-1 (B)).!! Therefore, the nursing home bed ratio
in 1989 is estimated to be 32.7 per 1,000 population aged 65 and over, which
is within the SHPDA’s accepted range of 30 to 40 beds. The EOA population
estimates were lower for both 1985 and 1980 and interpolate to 118,485 for
1989, resulting in a ratio of 33.0,1?

However, it is significant that SHPDA projects the ratio to drop to
24.5--below the acceptable range of 30 to 40--by 1980 as indicated above. If
accurate, this signals a definite need for nursing home beds for all segments
of our elderly in the near future. In an interview, the SHPDA felt uncertain
whether there would be a shortage of LTC beds in the next 20 years but
made clear that it believed there wouid be a shortage in the next five years
to 1992 given the current lack of applicants proposing new facilities.!® In
addressing this need, the SHPDA encourages the provision of SNF/ICF swing
facilities whenever possible to facilitate intra-facility transfers of patients as
their levels of care change over time. Facilitating such transfers would
reduce waiting lists for appropriate [ower [evel beds, especially at the ICF
level.

This austere view of the near future must be leavened, however, with
the caveat that various programs which serve to delay or prevent institutional
care have not been accounted for in calculating future need for long-term
care beds.* That is, the need for LTC beds can be discounted to the
degree that alternative programs have not been factored in. Such programs
include Nursing Homes Without Walls, Queen's Foster Family, Project Malama,
Public Health Nursing Case Management Program, day health centers, day
hospitals, and adult day care centers. These programs provide care away
from the home to individuals who require some level of institutional care
provided in SNFs, [CFs, or care homes. However, the magnitude of the
impact of such alternative programs on LTC beds in the future has not been
projected.

Occupancy Rates for Nursing Facilities. The SHPDA mandates, as
policy, the statewide annual average occupancy rate for nursing homes to be
in the 90% to 99% range.!®* The SHPDA feels that high average annual
occupancy, that is, above 95%, in LTC beds is more acceptable than such
rates for acute facilities because there is less fluctuation in bed occupancy in
nursing homes. For example, the average length of stay in 1887 was 204
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days for SNF beds,

almost 2 vyears for ICF beds.!®

Table ©6-2 combines and summarizes occupancy data from three SHPDA
sources for the period from 1980 to 1987.1'7
for the 8-year period is 95.05% statewide.
as having remained relatively stable at about 95% after an upward ciimb in the

early 1980s.

Table 6-2

365 days for SNF/ICF swing beds, and 656 days or

The mean annual occupancy rate
Figure 1T shows the B-year trend

Occupancy Rate by Counties for the Period 1980 to 1886

{11 £2] £33
1980 £1981 1982 1983 1984 1983 19841 1947 Rean
State 91,2 94,7 95.9 95,5 94.2 96,6 8450 94,26 95,05
Bahu 2.4 94,4 94.0 95.4 97.3 97.2 e0. % N/ & 94.60
Hawaii 92.9% 95,3 B2.9 94.6 98,2 95.3 93.8 N/A 92.84
Kaual 94.8 161.2 99.8 95,3 §4.3 91.1 83.0 N/g 94,19
Maui 87.4 93,2 94.9 9.8 32.4 97.0 97.3 H/A 4,20
Source: [1} SHPGA, Health Services and Facilities Flan, 1984, table i3,
2] SHPDA, Long Ters Care Projections for 1990, 1988, table 3.
[31 SHPDA, Annual Suamary by County, 1987, table 5.
Figure 1
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Recent occupancy rate data for the first quarter of 1988 are also
available and are summarized along with data for calendar year 1887 in Table
6-3. 1t can be readily seen that in certain subregions of the State, the
occupancy rate approaches complete saturation. This is so for SNF beds and
ICF beds in the suburban Honolulu and neighbor islands subregion, and for
SNF/ICF swing beds in the metropolitan Honolulu subregion. Table 6-2
reflects a similar situation on the island of Kauai for all its nursing home
beds in 1981 and 1982. Qahu and Maui also experienced very high occupancy
rates for their nursing home beds from 1984 to 1985, and from 1985 to 1986,
respectively. Certain subregions of the State do exhibit a pressing but
irregular need for nursing home beds as availability {supply}) and need
{demand) leapfrog over time although the statewide "availability” falls within
the prescribed range.

Table 6-3

Annual Average Occupancy Rates for SNFs and ICFs
for 1987 and First Quarter, 1988

1987 [{] H 1988 ist Rir {2]
{BNF ILF SNF/ICFD  Tetal [SHF ICF  SHF/ICF]  Total

fetro Honolulu B8.52  B4.2% 99.59 93.36 : 84.93 BE.G0  9B.3%  93.79%
Suburhan Hong~ :
luiu & islands 98,76  97.19 B340  95.40 : 93.72 %30 95,26 94,88

Be.6%  ¥4.81 97.13 94,04

PR T

TOTAL RU.67 9177 9346 L%

Source: {11 Hawail, SHPDA; *State of Hawai'i Anpual Suesary of Acute,
Long Tera Care and Specialty Hospital Utilization by County,
1987 and
{23 Hazwaii, SHPDA, “"State of Hawai't Utilization of Inpatient
Farilities by County, First Buarter [988 (January - March)"

Alternatives to Institutional Long-Term Care for the Elderly as State
Policy. It is state policy to encourage alternatives to institutional care. By
choosing non-institutional care, individuals can retain more control over their
own lives and the environments they live in. First, the HSFP recommends
that the SHPDA monitor aiternatives to LTC projects which seek to postpone,
prevent, or substitute for institutional services. In addition, according to
recommendation 3.337 of the HSFP:

New applicants for imstitutional LTC services will be strongly
encouraged to incorporate plans for alternative services (Day Care,
fay Hospital, Respite, etc.) to facilitate discharge planning as
well as the prevention or postponement of institutional services.
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The SHPDA defines fong-term care as:!®

that care provided to people of all ages, on a continuing
basis, with the goal of restoring, conserving and enhancing optimum
functional ability in the least restrictive environment, and is not
merely nursing home care. [Emphasis added]

In addition, the lLong-Term Care Planning Group, appointed in May,
1981, by the Governor, identified several goals for long-term care for the
elderly. These goals inciuded, among others:?*?®

. maximum feasible independence of the individual;
. provision of services in the least restrictive environment;
. support for the informal sources of care provided by family,

friends, and volunteer organizations.

Moreover, the HSFP reiterates the posture adopted by the State Senate
in 1984 in Senate Resolution No. 126 which called for a similar emphasis on
independence for the individual and on postponing institutional placement by
returning individuals to the community.

The DOH's SFHP also aims to provide alternative health care in the form
of licensing ARCHs, encouraging the establishment of adult day care
programs, the expansion of private home health services, developing long-
term care pilans for integrating medical and social support services, and
studying the feasibility of adult day hospital programs.?® The DHS has
several alternative non-institutional projects in operation including Nursing
Homes Without Walis and supports the trend toward de-institutionalization.

Lastly, the EOA believes that LTC for the elderly must assure the
integrity of the individual by being client-oriented and family supportive, and
by ensuring the dignity, self-determination, and independence of each of our
elderly. The EOA calls for the prevention or delay of the need for
institutionalization by emphasizing " the preference of our eiders for
community-based, in-home care” as opposed to institutionalization and shapes
its plan to attend fo the elements which are requisite for a strong community-
based LTC system.?! The EOA repeatedly makes a case for community-based
and in-home care services as opposed to institutionalization and says the
", . most compelling reason, of course, is that the older adult population
prefers such care almost without exception.”??

The EQA reports that the children of the elderly remain the primary

caregivers in an overwhelming majority of instances. The EOCA further
reports that elderly aduits with no children to provide care are also two to
four times more likely to use community-based services. It estimates that 80%

to 85% of all LTC in Hawaii is provided informally by families and friends
although the trend is declining due to changing social and economic pressures
on informal caregivers. In 1983, a figure of 85.5% as opposed to a national
figure of 65.0% was reported for elderly aged 65 and over living in family
situations in Hawaii.?? A study done by the DHS in 1987 reports that:?®
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Hawaii is unique given the large proportion of participants
who reside with family members (89% vs. 64% nationally} . . . and

the reason for this low nursing home bed ratio is the fact
that Hawaii's families have long been the major source of long-term
care and informal support to the frail and dependent elderly
population. Hawaii's families in comparison to their mainland
counterparts may still be more supportive of their elderly parents.

As caregiving demands grow, the need for formal services--care not
given by family or friends--become increasingly important as a means of
avoiding or delaying institutionalization.?®

The point of all this is that the various strands of state policy make
quite clear the position that great merit inheres to alternatives to institutional
long-term care. It is difficult to consider a 120-bed SNF/ICF state veterans
home & community-based, non-institutional provider of care. The problem
appears to be that the initiative for non-institutional LTC has, in the face of
a widely perceived need for nursing home, and especially ICF, beds, been
more a nudge than & concerted push. For example, there is some skepticism
over the touted cost-effectiveness of certain alternative demonstration
projects. Costs have turned out to be higher than at first thought.?® In
addition, there is a belief in the DHS that the overall need for nursing home
beds is best typified by the perceived lack of ICF beds. That belief is
tempered by the feeling that additional beds would be filled only if they were
provided, but that beds would not be demanded if they were not built.?’
That is, there may be a suppressed demand that has not vyet risen to the
surface.

The 1986 State Functional Health Plan similarly concluded that "There
appears to be a continuing need for long-term care beds. Hospitals and long
term care facilities are continuing to redesignate existing beds for better
utilization and current need.”?® This suggests a somewhat contradictory
consensus of policy that more institutional LTC beds are needed, but that
non-institutional alternatives should be substituted instead. At this stage, it
is not absolutely clear which policy assumes priority.

The EOA recommendations call for action that affects all the State's
elderly but provide no clue for handiing the LTC of elderly veterans as a
specific segment of our eiderly population. The EOA does recommend
stimulating the development of community-based and home care services and
the development of a state funding mechanism to cover the costs of LTC.

Insofar as community services provide an alternative to institutional
LTC, a state veterans home--clearly institutional in nature--is not indicated.
Similarly, an integrated and coordinated state system provides funding for
pro-active long-term care and not re-active patchwork-type programs. The
cost of establishing a state veterans home to remedy a perceived need in one
segment of the LTC system in reaction to available federal funding must be
weighed against the benefits of an overalli plan to address the needs of the
entire LTC system. Again, this is not to say that there is no need for
institutional beds. Nor that there would be dismay in the LTC sector at the



STATE HEALTH POLICY AND COMPARISON OF FUNDING

addition of LTC beds. The issue at hand is whether it is state policy to
provide such beds for only a particular segment of the elderly population.

Part 1. Analysis of Comparative Aid

Whether a state veterans home should be established depends in part on
how much it would cost to maintain veteran-residents and how much the
facility would cost to build. This part first analyzes the monetary benefits
that veteran-residents would be eligible to receive in existing nursing homes
and ARCH facilities compared with those they would be eligible to receive in a
hypothetical Hawaii state veterans nursing home or domiciliary. The amount
of Veterans Administration per diem aid is compared to the amount of federal
and state Medicaid benefits for residents in nursing homes. VA per diem is
also compared to the amount of federal Supplemental Security Income payments
for residents in adult residential care homes. The cost to the State to
operate a nursing home is also examined. A subsequent section analyzes the
cost of building a state veterans home and the ramifications of VA
participation in terms of constructien aid.

Medicaid and VA Per Diem Aid for S$NFs and ICFs. According fo a 1988
Congressional Research Service (CRS) report for the United States Congress,
the asverage annual cost of care per resident for the 1.3 million elderly who
are cared for in nursing homes (5% of all elderly) is in the range of $20,000
to $25,000.%2% The CRS estimates that 680% to 80% of the impaired elderly who
need care live in the community and receive care from families and friends.3?
In 1986, the remaining 30% of the impaired elderly who are cared for in
nursing homes incurred a cost of $38 billion of which private sources
accounted for $20 billion, or about 52%. About 42% or $18.1 biliion of the
cost of care was paid for by public funds.

in 1986, of the $18.1 billion of public expenditures for nursing home
care, the Medicaid program accounted for $15.8 billion or 87.3%. This amount
is almost half, at 41.5%, of all nursing home expenditures, public and
private.*' |If veterans were able to pay totally out-of-pocket for iong-term
nursing home care, there would be no need to analyze which public
resource--VA per diem aid or Medicaid benefits--provides more dollars. The
scope of this study is concerned with those veterans who must rely on public
assistance to some extent. |t is therefore important to determine under which
federal program veteran-residents in a nursing facility can maximize their
benefits.

As discussed earlier in chapter 3, Medicaid is a "spend-down"” vendor
program. That is, after having spent down one's income for the cost of
fong-term nursing home care to the allowable limit, an individual qualifies for
Medicaid to be paid to the facility operator. The State’'s Health Services and
Facilities Plan of 1986 {the source of the most recent data available) reported
the daily cost of nursing care as follows:??

SNE/ICF SNF
$58 - 8105 private $54 - $135
359 - 310 semi-private $42 - %125
$54 - g 81 ward $67 - s110
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The State now wuses a prospective payment system (PPS) of
reimbursement in the Medicaid program, as mentioned in chapter 3.

Table 6-4

Comparison of Medicaid PPS Rates and Veterans
Administration Per Diem Rates for Skilled Nursing
and Intermediate Care Facilities in Hawaii
July 1, 1987 to June 30, 1989

V& Per Glem Federal Share

1987 $17.03 52.70%
1988 $20.35 73,991
1987 BHF (FS) SNF(EP) ICF (F5) IF (0P
FPS weighted average $74.02 $121.12 $45.02 $100. 49
PPS state ceiling $83.40 $1356.43 $74.25 $112.9%
Federal share $43.95 $71.90 $39.13 $59. 55
Fed ¥ of V& Per Dies 25814 4223 2304 349%
1988 SHF (FE) SHF (DF) ILF (F5) ICF 0P
PFS weighted average $30.38 §129.907 §73.71 $106,72
PPS state ceiling $87.90 $145.38 $78. 31 $119.98
Fegeral share $47.45 $78. 4% $42.28 $64.78
State share $40,44 $e6.89 $35.03 $55.29
Fed L of VA Per Dies 233 3B&L 208% 3184
fvg Fed
Average Rverage Average Loof VA
1987 Ceiling fFed Bhare  State Share Per Dize
Ail SHFs {FE} ¢ (DF) §109.92 $37.93 $55.9¢ 3407
Ald ICFs (FS1 + {DP) $93.42 $45.34 $44.7 8%
fvg Tad
fverage fverage fverage 1 of Va
1988 Leiling Fed Share  State Share Per Dien
ALl SHFs (F5; + (DD} $116.564 $62.97 $33. 47 3097
A1 ICFs (F3) + (IR} $99.15 $53.533 $45.42 2633

Source: Hawaii, Departaent of Hupan Services, Septesber 14, 1988,
U.5, Veterans Adeinistration, fAugust, 1986,
Leaislative Referepce Bureas, 1968,
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Table 6-4 details the average PPS reimbursement amounts for free-
standing (FS) SNFs and [CFs and distinct part (DP) SNFs and ICFs for fiscal
yvears 1987 and 1988. The State has also set statewide ceiling amounts for
each of these facility categories. The VA pays the same maximum per diem
rate of $20.35 for both SNFs and ICFs.?? As Table 8-4 shows, in 1988, the
maximum federal share of Medicaid benefits is at least twice the maximum VA
per diem amount for free-standing facilities and more than three times as
much for distinct part facilities.

Figure 2

Medicaid Versus VA Per Diem
SNFs & ICFs (FS)}/{DP), 1888

$100 5 ;
% Madicaid
@ vA Per Dlem
$80
§60 - §78
P ; $85
$47 o
$40 - §42
$20 - \\
§ N
\
#0 N\

T T P P
SNF—FS SNF-DP ICF~F3 ICF-0P
Comparison of Federal Benefiis

Figure 2 graphically depicts the situation in detail (rounded to whole
dollars}. For an SNF (FS) in 1988, Medicaid pays a maximum per diem of
$87.90. The federal share {53.99%) of this amount is $47.46.3%% Figure 2
compares the federal shares of Medicaid among the four types of facilities.
These federal shares are also contrasted against the fixed VA per diem
maximum of $20.35. For an SNF (FS), the maximum federal share under
Medicaid is $27.11 more, or 2.3 times the maximum VA per diem amount. The
federal Medicaid share for an SNF (DP) is $78.49 which is $58.14 more, or
3.9 times the maximum VA per diem. For an ICF (FS), the federal share is
$42.28 which is $21.93 more, or 2.1 times the maximum VA per diem. Lastly,
for an {CF (DP), the federal Medicaid share is $64.78 which is $44.43 more,
or 3.2 times the VA maximum.
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The statewide Medicaid ceiling for the average SNF (both free-standing
and distinct part facilities) is $116.64. The federal share is $62.97 and the
share borne by the State is $53.67. The corresponding ceiling for the
average {CF {(FS & DP) is $99.15, with the federal share amounting to $53.53
and the state share, $45.62. The potential annual loss for the average SNF
(FS * DP) can be $42.62 x 365 days = $15,556.30. Similarly, the potential
annual loss for the average ICF (FS * DP) can be $12,110.70.

Figure 3 graphically compares the relative doilar benefits between

maximum VA per diem aid and the combined maximum federal and state
Medicaid shares for the average SNF and |CF for 1988.

Figure 3

Medicaid Versus VA Per Diem
Average SNF & ICF, 1988

:: < ”M?\\ \“SM \ $48.62
S
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VA Fad /SNF State /SNF Fed /ICF Slate/ICF
Comparison of Federal & State Benefits

It is obvious that VA per diem aid is grossly inferior to Medicaid
benefits. In 1988, if only VA per diem were used, a veteran in a state
nursing home could stand to lose $15,556.30 for SNF care and $12,110.70 for
ICF care. The calculations are as follows:

SNF {CF
Federal share $62.97 $53.33
VA per diem - 20.35 - 20.35
$42.62 $33.18
x 365 x 365
$15,556.30 $12,110.70
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The potential losses are clearly unacceptable. Can the State opt for
Medicaid benefits in lieu of VA per diem? The VA will not force a state
veterans home to apply for and accept VA per diem aid for its veteran
residents. However, the VA fully expects a state to apply for VA recognition
in order to qualify for VA per diem aid if a state were to establish a state
veterans facility.?® There would be no incentive to build a distinctly state
veterans home if there were no need to maintain a distinct veteran population
in the facility: at least 50%, for VA per diem aid, or at least 75%, for VA
construction aid. However, if the State were to choose Medicaid benefits as
the only source of federal funding, would it be justifiable for the State to
build a facility meant only for veterans if it could build a nursing facility
that admitted all types of elderly residents? Again, this is a question that
needs to be addressed by policymakers and the public,

The best possible situation would be to make use of both VA per diem
aid and Medicaid benefits. The VA replied as follows to an LRB query:3®

If a state veterans facility is established, can the State apply
hoth Medicaid and VA per diem aid for NURSING HOMES (skilled nursing
facilities and intermediate care facilities)?

Yes

In reply to the same question a decade ago, correspondence from the
VA advised that "VA per diem aid cannot exceed ome-half of the cost
of care to the state. In addition, total VA aid payments to a state
for a fiscal year may not exceed the difference between the total
amount collected by the state for maintenance from all veterans for
whom aid is claimed and from all other sources on their behalf and
the total costs in the aggregate for their maintenance for the year.
The above does not bar use of Medicaid as far as the VA is
concerned."

Has the situation changed?
The above statement remains the same.

The Hawaii Department of Human Services feels that Medicaid benefits
would continue to be paid even if VA per diem aid were also applied. The
reasoning is that the cost of care in a nursing facility would be so great that
it would not be fully covered even after first applying VA per diem aid and
any other private sources of income.?’ However, the DHS .warned that a
state veterans facility, if considered a “public institution,” may render its
residents ineligible from receiving the federal share of Medicaid payments or
"federal financial participation” (FFP}.?*¢

42 C.F.R. 435.1008 states that:

(a)y FFP [federal f{inancial participation] is not available in
expenditures for services provided to--
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{1} Individuals who are inmates of public institutions as defined
in section 435.1009;

Similar to the discussion of an ARCH as a state veterans facility later in
this chapter, an SNF/ICF as a state veterans facility would also be considered
a "public institution.” 42 C.F.R. 435.1009 defines a "public institution” as
follows:

"Public institution' means an institution that is the responsibility
of a governmental unit or over which a governmental unit exercises
administrative control. The term '“public institution" does not
include

{1} A medical institution as defined in this section;

(2) An intermediate care facility as defined in sectioms 440.140
and 440.150 of this chapter;

{3) A publicly operated community residence that serves no more
than 16 residents, as defined in this section; or

(4) A c¢hild care institution as defined inm this section with
respect ToO

(i) Children for whom foster care maintenance payments are
made under title IV-E of the Act; and

(ii) Children receiving AFDC--foster care under title IV-A of
the Act.

The Hawaii Department of Human Services has not determined whether or
not a state veterans facility can be exempt from FFP ineligibility. However,
the U.S. Department of Health and Human Services' Health Care Financing
Administration (HCFA) in Baltimore, which is responsible for federal
participation in the Medicaid program, has verbally indicated that a state
veterans SNF/ICF may be exempt as a "medical institution.”?®

42 C.F.R. 435.1009 defines a "medical institution” as follows:
"Medical institution' means an institution that--

(1) Is organized to provide medical care, including nursing and
convalescent care;

(2) Has the necessary professional personnel, equipment, and
facilities to manage the medical, nursing, and other health
needs of patients on a continuing basis in accordance with
accepted standards;

(3) Is authorized under State law to provide medical care; and

(4) Is staffed by professional personnel who are responsible to the
institution for professional medical and nursing services. The
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services must include adequate and continual medical care and
supervisien by a physician; registered nurse or licensed
practical nurse supervision and services and nurses' aid
services, sufficient tc meet nursing care needs; and a
physician's guidance on the professional aspects of operating
the institution.

The HCFA indicated that the definition of "medical institution” was meant
to be broad and certainly not intended to require hospital-level services.
The HCFA opined that, generally speaking, an SNF/ICF would qualify as a
"medical institution.” However, it warned that there was no guarantee that
any particular state veterans SNF/ICF facility could be certified to meet the
requirements of 42 C.F.R. 435.1009. The relevant state agency would have
to make that determination by properly certifying and licensing the SNF/ICF
facility. However, the HCFA felt that the State would, in all likelihood, make

that determination.

Because of the uncertainty at both the state and federal levels and
because of the large amounts at stake, the matter should be clearly resolved
before any final decision is made. Specific recommendations concerning this

are made in chapter 7.

Only if it is assumed that a state veterans SNF/ICF would be exempt
from being designated as a "public institution” would the following analysis
show that constructing and operating a state veterans SNF/ICF would be

fiscally palatable,

Table 6-5
Veteran Cost of Care

Estimated annual cosy of care $36,000.00
Less median efderiy veteran Income ~ 8,609 .50
27,350,50
0% YA Per Diem Aid 7 VA Per Diem Aig 0% VA Per Diem Aig
Less VA per diem $ 2;,3?2.22 $ 2?,3;0.50 $ 27,1350.50
- L7137, = _5,57n.81 = L.h27.71%
23,630.75 21,779.69 515,522,775
o X A601 X LA60T x L5601
gg%te medicaid share 10,575‘55 8716, 620 8% $THTE6. U6
veterans X x o0 x 4
Totat state cost 8978, 774. 30 5961,875.60 §aau,ga1.gﬁ
Givilian Cost of Care
Escimated annual cost of ecare 536,000,600
tess median elderiy male income - 7,356 0G0
578, 84500
x LHE01
State medicald ghare 13.271.12
50% VA Per Diem Ald 7 VA Fer Diem Ald 1G0% YA Per Diem Ajd
State civ share § 13,271, 12 $ 13,271.12 S 13,271.12

State vet share -1 in.21 ~ 13.0240.84 i 166, 06
%g;%ngi an e, %95 ES 573,250,328 [ ﬁ,edﬂfég
veter E]

® GG . 95 X
Total state cost $Z75 656,50 292,525, 20 3369, K19 ko
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The annual cost of care per resident in a nursing home in the State is
estimated to be about $36,000.%% The current weighted average PPS rates for
the average SNF and ICF are $104.83 and $80.22, respectively. Annually,
these amount to $38,261 for the average SNF and $32,928 for the average
ICF. The current state share per year would then be $17,604 and $15, 150,
respectively. The overall average state share for both types of facilities is
estimated to be $16,377. Unrelated individual veterans--the most likely
candidates for admission to a state veterans nursing facility--have a median
income of $8,649.50 (the average of $10,143 and $7,156: see chapter 4).
The VA per diem maximum amount is $7,427.75 annually ($20.35 x 365). The
analysis assumes 50%, 75%, and 100% VA per diem aid in estimating the
magnitude of the State's potential Medicaid share.

If both VA per diem and Medicaid payments are used, the cost of
operation would cost the State from $9,166 to $10,875 annually for each
resident who is a veteran, depending on the amount of VA per diem aid
received. This range is below the current weighted average of the state
share of Medicaid of $16,337. It would cost the State more for the non-
veteran contingent because no VA per diem can be obtained for them. The
median civilian income for elderly civilian males aged 65-plus is $7,156 (see
chapter 4). Applying this income to the cost of care, Medicaid would have to
account for the balance: $36,000 - $7,156 = $28,844. The State's Medicaid
share would then be $13,271 annually for each civilian resident, which is still
below $16,377.

Depending on the amount of VA per diem aid received, the State could
save from $2,396 to $4,105 per veteran resident annually because of the
availability of VA per diem aid. At full capacity, and with veterans
occupying 75% of the beds, the total savings to the State are estimated to be
between $215,627 to $369,419 annually.

As the cost of care continues to rise, there is no guarantee that the
State can maintain these savings. Although Medicaid payments are adjusted
automatically each vyear, VA per diem rates can be increased only by United
States Congressional action. The likeiihood, then, is that these savings will
contract with time at an unknown rate as the cost of care increases while the
VA per diem contribution, which reduces the State's Medicaid share, stays
the same.

The type and extent of other public and private resources that either
veterans or civilians can apply to their cost of nursing care is unknown. For
example, the amount of private insurance in use is unknown. An effort
should be made to coliect this type of data (see general recommendations in
chapter 7). For lack of data, the comparisons made here assume that all
other resources are equally distributed between veterans and civilians so that
the only variable is the amount of VA per diem aid available to veterans only.

One of the questions brought up by the two earlier studies on the
feasiblity of establishing a state veterans home is whether or not the State
should accept the amount of the VA share, historically in the range of 30%.
In response to the Bureau's question: "lIs the federal 'fair share' for per
diem aid still at about 30 percent 'for total operating costs?'’ the VA
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replied: *?

The per diem rate increase for State home (P.L. 100-322)
effective January 1, 1988 has kept the VA share at 25% of total
veteran cost for nursing home care, and 18% for domiciliary
care. The Department of Medicine and Surgery of the VA would
like to maintain between a 25% to 30% share of the total
veteran cost.

The State will have to decide whether or not to accept the even lower
federal share, in terms of VA per diem aid, of 25% for nursing home care and
18% for domiciliary care--and thus a correspondingly higher state share. In
effect, who does the State feel should bear the burden of care for our
veterans, the state or the federal government?

in fact, if the estimated cost of care is $3,000 monthly, the VA per diem
share of the cost of care would only reach 20.6% for nursing home services.
In order for the VA federal share fo reach the stated 25%, the monthiy cost
of care would have to be no higher than $2,475 monthly: $618.98 monthly VA
per diem aid divided by $2,475 monthly cost of care = 25%.

Federal Supplemental Security income and VA Per Diem for ARCHs. The
annual cost of care in ARCHs is about $15,000 or one-third to one-half less
than that for long-term nursing home care.*? This works out to a daily cost
of care of about $471 as opposed to the $116.64 and $99.15 average Medicaid
ceiling for all SNFs and |CFs, respectively (see Table 6-4j.

As discussed in chapter 3, effective on January 1, 1989, the federal SSI
base for ARCH residents qualifying for assistance will be 3369 per month, or
approximately $12.13 per day for each of the three levels of care. The VA
per diem for domiciliary care is $8.70 retroactive to January 1, 1988. The
SS1 base payment exceeds the maximum VA per diem by almost 40%--$3.43 per
day or $1,252.50 annually. State supplemental payments, as discussed in
chapter 3, remain the same regardless of the source of federal assistance.

The discussion is academic, however, because veterans in a state home
are limited to applying for only VA per diem. Veteran-residents cannot
receive both VA per diem and S581. They would thus be worse off by $3.43
per day, or $1,251.95 yearly--because they are categorically ineligible for
federal SSi payments. Title 20 C.F.R. 416,211 disqualifies residents of
"public institutions” from receiving SSI| benefits. 20 C.F.R. 416.201 defines
a public institution as " an institution that is operated by or controlled
by the Federal government, a State, or a political subdivision of a State such

as a city or county.” Furthermore, an ARCH cannot escape the designation
of a public institution as an SNF or ICF could by virtue of being a "medical
care facility." The Bureau received confirmation from Social Security

Administration headquarters that the designation of a state veterans ARCH
tacility as a public institution would be a foregone conclusion.*® Given the
ineiigibility for SSI, it is aiso important to realize that civilian-residents in a
state home facility would be additionally penalized for being a resident in a
public institution since they would be ineligible to receive either VA per diem
or S5} benefits. Veterans could receive VA per diem, but not enough to
offset the loss of their 58I benefits as detailed above. Civilians, however,
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would lose both types of aid. Both veteran and civilian residents would be
worse off.

Furthermore, an ARCH would probably find it difficult to fulfill the
definition of a "domiciliary” in VA terms despite initial verbal assurances from
the VA (see chapter 3). For example, a VA domiciliary is required to "
maintain[s] an organized nursing service with nursing personnel qualified to
meet the nursing care needs of the domiciliary patient.”** This is spelled out
in terms of a full-time qualified registered nurse responsible for the primary
care nursing services provided.*® The VA suggested the possibility of
working out arrangements so that an ARCH can upgrade its services or
otherwise purchase under contract those VA-required domiciliary services that
it cannot itself provide such as the nursing services discussed above and
rehabilitation and certain medical care services. This involves some risk
because there is no guarantee that the Veterans Administration will uitimately
approve such arrangements even if an ARCH were willing to make them.*®

According to DOH figures, only 16 of some 548 ARCHs in Hawaii are
classified as large: Type Il serving six or more residents. The average bed
capacity in a Type I ARCH is 31 (503/16 = 31.4, see Table 3-1). It also
appears highly uniikely that an ARCH serving a relatively small population of
31 residents, as opposed to a new 120-bed SNF/ICF facility, would deem it
feasible to provide--on a contract basis or otherwise--the special rehabilitation
and medical care required of a VA-defined domiciliary. For all these reasons,
a state veterans ARCH facility is not indicated.

Veterans Administration Construction Aid and Federal Recapture. The
various conditions and regulations pertaining to VA construction aid are
detailed in chapter 5. A state home facility must operate as such for a
minimum number of years from the date of project completion to avoid federal
recapture of that portion financed by VA participation. The schedule
presented in chapter 5 is used to calculate the necessary number of vyears of
operation (recovery period) keyed to the maximum 65% of VA participation.
However, if the VA contributes fess than 50%, the VA may set a recovery
period anywhere between 7 and 20 vyears., Because of the high cost of
construction and lengthy recovery periods, there would be no point in

applying for less than the 65% maximum VA participation. [t appears a
foregone conclusion that the State would need to operate the facility as a
state veterans home for at least 20 vears. It must be remembered that the

facility's population must comprise at least 75% eligible veterans, that is, at
most 25% of the beds can be occupied at any one time by civilians.

Ht is instructive to use as an example of construction cost the most
recent certificate of need application received by the SHPDA in late 1988 for a
120-bed SNF/ICF swing facility. The application listed a total cost of
$9,583,000.*7 This results in a cost per bed of $79,858. The facility's cost
estimates~--done by an architect and the volunteer Hospitals of America--are
based on construction costs for a multi-story building of approximately 42,000
square feet on a 2-acre site with the normal array of ancillary and support
areas. The subtotal for construction, land, and equipment amounts 1o
$9,208,000. The $1,513,000 for land acguisition is deducted from the subtotal
to yield $7,695,000 because VA construction aid does not pay for buying the
land. The financing costs subtotal is listed at $375,000.
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If total VA construction aid exceeds $3 million, the facility is required to
operate the maximum 20 years as a state veterans home. [t is not clear if
financing costs can be reimbursed under VA construction aid. To be
conservative, even if the VA disallowed this item, the resulting $7,320,000
would still push the 65% VA participation beyond the $3 million mark to $4.76
million. The net cost to the State would then be $4,8253,000, resulting in a
greatly reduced cost per bed of $40,208. In this particular example, to stay
below $3 million and thus allow a shorter operation/recovery period of 18
yvears, VA participation must remain below 40.9836%. It does not appear
reasonable, however, to trade $1.76 million or 40% of the maximum total award
for a 2-year reduction in mandatory state home operation.

Construction Cost Index. Construction costs for Honolulu high-rise
buildings have been indexed by economists from the First Hawaiian Bank and
quoted by the DBED. The index has recently been re-based from 1967 to
1982. As Table 6-6 shows, the index has increased steadily since the new
1982 base year. From 1982 to 1987, the index has gained a cumulative 20.7
points, averaging a 3.88% gain annually. Figure 4 graphically depicts the
steady upward movement in fthe index. The prospects do not seem
particularly bright for controlling spiraling construction costs. This should
be kept in mind when estimating the total cost of constructing a state
veterans home.

Table 6-6

Honolulu Construction Cost Index
for High-Rise Buildings 1982-1987

Base Year = 1982 = 100

3-Year Moving Average
Year index increasse Index Increase

1984 110.9 1.8 e 19BZ-B4 104,90 ---
1985 113.5 2.4 e 19A3-8D 110.5 4.8%
1984 116.,8 2.9% :; {9B4-B4 113.8 3.0%
1987 120.7 I8 rr o 198587 117,06 2.9
20,7 domemmmmmmeee fusulative gain
3.B8% {-- Average asnual increase

Source: Depariment of Business and Fronowic Developaent, "Quarterly
Statistical & Econosic Report ist & 2ad Quarters 1988,° tebie 7-3.
Legiclative Reference Burean, 1988,

95



= 100

1982

Percent Increase

Figure 4

Honolulu Construction Cost index
for High-Rise Buildings 1982-1887

125
1307
120
115 4
110~
105 -
100 q T ; H
1982 198z 1884 1985 1986 1987
Figure 5
Honolulu Construction Cost Index
for High-Rise Buildings 1983-1987
1032
B% -
5%
[ IRET = Avg
mm— 3O 242
3%
g% ;
198385 198486 1985 =87

3—Yeor Moving Averuge Increases

96



STATE HEALTH POLICY AND COMPARISON OF FUNDING

Lest the inflationary outlook appear altogether forbidding, a 3-year
moving average, which depicts the actual trend more accurately by smoothing
out any sharp annual variances, is graphed against the average annual 3.88%
increase in figure 5. Some slight comfort can be gained from knowing that
index gains have been moderating since the new base year of 1982. The two
most recent 3-year average increases of 3.0% and 2.9% have registered below
the 3.88% annual average increase. Even so, it is reasonable to expect
construction costs to continue their upward march.

As the cost to build increases, VA construction aid appears more
attractive because the VA's 65% share would increase. However, this increase
is not a proportional increase. That is, as the VA's constant 65% share
contributes a greater absolute dollar amount, the State's constant 35% share
requires a correspondingly greater absolute dollar amount contribution.
Therefore it would not be correct to say that rising construction costs would
be kept constant by the unchanging 65% VA contribution. What remains
constant is the proportional amount of VA aid, not the total cost to the State.
In terms of mitigating the effects of inflationary construction costs, a facility,
if judged feasible, should be built as soon as possible.
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Chapter 7

SUMMARY AND RECOMMENDATIONS

Public Policy: the Predominant issue. The central issue in this study is
one of making public policy, not a determination of feasibility. Whether a
state veterans home is “feasible” or not cannot be determined without certain
policy choices first having been made.

Establishing a state veterans facility before establishing a clear policy
direction would be putting the cart before the horse. Indeed, doing so would
constitute a de facto policy decision of the first order: that the long-term
care of veterans is more a state, rather than a federal responsibility. This
is the first of four broad areas of policy which require decisions by
policymakers and the public. Who bears the burden of long-term care for
veterans? This same question of policy has been posed, and has remained
unanswered, since the first "feasibility” study in 1977. Arguments in each of
the four unresoived policy areas are summarized below.

Policy Area 1

Long-Term Care (LTC) of Veterans is a State Responsibility--"If we
don't do it, no one will." The State owes a moral debt to Hawaii’'s veterans,
especially to those who suffered such enormous casualties in World War 1.
The VA in Honolulu is contracting for skilled nursing facility (SNF),
intermediate care facility (ICF), and residential care for 10, 3, and 140
veterans, respectively.? As veterans age, the potential demand for LTC
services may grow. It has been long-standing VA policy to locate VA-
operated nursing homes on the grounds of a VA medical center . . . [and]

.The medical center would have a nursing home care unit.”? However,
Hawaii does not have a VA medical center. The State's debt to its veterans
requires that Hawaii, like many other states, shoulder the burden for the
long-term care of its rapidly aging veteran population in view of the iack of a
federal, VA-operated facility.

Long-Term Care of Veterans is a Federa! Responsibility--"It should not
be the State’'s job to bail out the VA." The United States Veterans
Administration exists for the purpose of providing care for a very wide range
of veterans, including those with nonservice-connected disabilities, in all
states. Elevation of the VA to cabinet status as the Department of Veterans
Affairs, effective March 15, 1989, shows executive support for the VA. VA
relief may also be in the offing: a special Veterans Administration " .
departmental Task Force on the health care needs of veterans in Hawaii has
recommended the establishment of a VA medical center in the State. The
medical center would have a nursing home care unit.”"? Furthermore, the
federal VA "fair share” for per diem aid for total operating costs has dropped
from 30% to 25% for nursing homes and to 18% for domiciliaries.® With a state
veterans home, the State would be assuming an even greater share of the
fiscal responsibility.
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Policy Area 2

A State Home Facility to Admit Primarily Veterans as a Distinct Segment
of the Eiderly--"I'm all right, Jack.” Unlike many other states, there are no
VA-operated LTC facilities for Hawaii's elderly veterans. Why not create
additional LTC beds for wveterans, which otherwise would not come into
existence, to accommodate at least one distinct segment of the elderly
population? These additional beds would free up beds for other segments of
the elderly population. At least veterans will be taken care of and the more
LTC beds the better (especially ICF beds) to meet the current shortage. In
fact, the definition of an eligible veteran has expanded under federal law so
that more veterans than ever before are now eligible for admission to a state
veterans home.

Facilities to Admit All Elderly Without Differentiating Among Subgroups
of the Elderly--"We're all in the same boat.”" No state agency currently
segments the elderly population into subgroups. Doing so now could
precipitate unnecessary and harmful conflict among subgroups for State
funding for LTC services. |f a state veterans home is built partially with
state funds, at most 25% of the beds can be occupied by non-veterans.
Assuming that the demand is great enough for a state facility meant primarily
to accommodate veterans, there is littie likelihood that even the 25% beds
would become available for non-veterans.

However, there is evidence that elderly veterans make less use of LTC
beds in proportion to their numbers. In addition, Hawaii has the lowest
number of elderly veterans in proportion to the overall elderly population.
There is also evidence that elderly veterans have more income than elderiy
non-veterans.

As the elderly continue to age, their need for nursing home care
increases. But because most nursing home residents are women, who live
longer than men, and most veterans are men, a state nursing home for
veterans should not be built.

Policy Area 3

State Plan for Long-Term Care for the Elderly: Taking Advantage of
Available Federal Funding--"Take the money and run.” Federal VA funding,
otherwise available, would be lost if the State does not build a state veterans
facility. To the extent that elderly veterans are part of the overall elderly
constituency, building a state veteran's home facilitates the State's overall
plan for elderly long-term care.

State Plan for Long-Term Care for the Elderly: Establishing an
integrated Approach to Long-Term Care for the Elderly--"Let Peter know
what Paul is doing.” The State needs to order its departmental, health, and
long-term care priorities and appropriate expenditures accordingly. LTC
plans for elderly veterans should be incorporated and made to fit into the
overall plan for long-term care for all eiderly citizens in the State even
though the proportion of Hawaii's elderly veterans to the State's total elderly
population is the lowest in the country. Before appropriating state funds for
a state wveterans home, the State must be clear that the funds for a state
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veterans home will provide little, if any, benefit for other elderly requiring
LTC who are not veterans. Fiscally, building a state veterans home also
perpetuates the patchwork pattern of response to funding that makes for
uneven and possibly internally inconsistent state health policy for long-term
care.

Policy Area 4

Alternatives to Institutional Long-Term Care: Building a State Veterans
Home Should Be Given Priority Over implementing Alternative LTC Care--
"Plug the hole in the dike first before overhauling it." The approaching
need for nursing home beds, and ICF beds in particular, requires immediate
action. A state veterans nursing home with SNF/ICF swing beds will help to
alleviate the pressure for acute facilities to release patients to facilities
providing inappropriate levels of care due to a shortage of ICF beds. The
cost-effectiveness of some alternative models for community-based long-term
care does not appear to be as promising as at first thought.

Alternatives to Institutional Long-Term Care: Impiementing Alternative
LTC Care Should Be Given Priority Over Building a State Veterans Nursing
Home--"Design a better dike.”" The direction of state policy has been
consistently to encourage the delay of, or provide alternatives fo,
institutional long-term care. "The preference of older adults for community-
based long-term care over institutionalization is clear and undisputed.”® The
State, therefore, needs to consider how state funds can best be used to
provide elderly patients requiring long-term care maximum independence while
receiving services provided in the least restrictive environment. According
high priority to the addition of institutional nursing home beds in a state
veterans facility and not to increasing non-institutional LTC facilities runs
counter to the direction state policy has taken on this issue.

In addition to the policy cheoices outlined above, an analysis of the
objective aspects of the issue is summarized below. Arguments are presented
for and against the establishment of an ARCH as opposed to a SNF or ICF
and the relative benefits of the use of VA per diem aid. The use of VA
construction aid is also examined.

Although the study's objective analysis uses a plethora of available facts
and statistics, it could have benefitted enormously from data that were more
relevant and up-to-date than merely available. In many cases, data were not
even available. In others, data had to be re-worked--sometimes by combining
data from several sources that could not be matched exactly--in order that
more relevant patterns could emerge. Many attempts were made to make the
best use of the data that were available. Consequently, inferences made on
the basis of the objective analysis should be viewed accordingly. More direct
data is needed and a recommendation to that end is included in the final
section on general recommendations.

An Adult Residential Care Home (ARCH)} as a State Veterans Facility.
An ARCH is not recommended for either construction or renovation as a state
veterans facility. ARCHs do not appear to qualify as a VA-defined
domiciliary, either in the VA's Manual or in the opinion of the VA's Chief
Medical Officer. There is an oversupply of ARCH beds currently which could
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mean either that a demand exists for ARCH beds, but not a very strong one,
or that there is a demand for residential LTC services but not for ARCH-type
services.

Furthermore, establishing a state veterans ARCH would disqualify all
residents from receiving federal Supplemental Security Income benefits while
only veterans can apply for VA per diem aid. The SS| monthly base payment
of about $12.13 exceeds the maximum VA per diem amount of $8.70 by about
40%, or $1,252.50 per resident per year. That is, in a 120-bed facility where
the veteran to civilian resident population ratio is 75% to 25%, it is conceivable
that the 890 veterans will each lose $1,252.50 annually by receiving VA per
diem in lieu of SSI benefits for a net annual loss of $112,725 for the 90
veterans. Similarly, the 30 civilians each stand to lose the $4,428 annual SS|
benefit for a combined annua!l loss of $132,840. Total losses could amount to
$245,565 annually.

Finally, fewer elderly veterans use ARCHs in proportion to their
numbers, Elderly veterans comprise 8.8% of the total state veteran
population. But according to the Bureau's survey, only 2.9% of elderly
veterans were residents in ARCHs.

A Skilled Nursing or Intermediate Care Facility as a State Veterans
Facility. A state veterans nursing home in the form of a swing SNF/ICF
facility is conditionally recommended. There appears to be a consensus that
ICF beds are in short supply and that there will be a definite shortage in
five years. The prognosis beyond five years is uncertain. Providing more
SNF/ICF swing beds for acute facility dischargees should reduce wait-lists for
other-facility ICF level nursing beds while facilitating intra-facility transfers
for residents requiring different levels of care. They would also tend to
reduce inappropriate placements in lower level ARCHs. Because construction
costs are likely to exceed $10 million for a 120-bed facility, the potential 65%
VA contribution would be a wvery substantial sum. As construction costs
continue to spiral, it would be best to build as scon as possible.

in the two earlier feasibility studies, it was reported that combining both
VA per diem and Medicaid to pay for residents’ cost of care was not possible.
The 1977 study reported that only New York's veterans appeared to have
used Medicaid.® In addition, receipt of VA per diem aid would have
excessively increased a veteran's unearned income under the eligibility
statutes of the Social Security Act, and would have rendered the veteran
" ineligible to receive Medicaid because of an excess of income.”’

However, the Department of Human Services--which administers the
State's share of Medicaid payments--has indicated that there presently is no
fixed income threshold above which a person would become ineligible for
Medicaid benefits, as discussed in chapter 3. The crucial factor is the cost
of care relative fo a person’s income. For example, if a person's monthly
cost of nursing care were $3,000 and the person's annual income $24,000
(62,000 a month), that person would be eligible for Medicaid after having
"spent down'” the monthly $2,000 income toward the cost of care. The
balance of $71,000 would be paid by the federal and the state portions of
Medicaid.
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The conditional recommendation requires three broad assumptions:
(1} That all policy issues can be favorably resolved;

(2) That VA per diem aid can, in fact, be used in conjunction with
Medicaid--specifically, the Office of Veterans Services, the
Department of Human Services, and the Department of Health (see
general recommendations below) should clarify whether a state
veterans SNF/ICF could escape designation as a "public institution”
by virtue of being a "medical institution” and thus avoid the
withdrawal of federal financial participation in Medicaid; and

(3) That the State is willing to expend funds to construct and operate
a 120-bed state veterans nursing facility in addition to existing
state facilities.

The analysis in chapter 6 estimates the potential annual "savings" to the
State to be between approximately $215,600 and $369,400 depending on the
amount of VA per diem aid received. The amount of the savings results from
a reduction in the state share of Medicaid payments for veterans. That is,
the presence of veterans would reduce the State's total Medicaid payments due
to the prior application of VA per diem aid where no such per diem aid would
be avaiiable to an all-civilian facility population.

However, it is uncertain that all veterans could receive the maximum VA
per diem since all other sources of support, public and private, are also
factored in by the VA. The VA will not pay more than half of the veterans’
cost of care. it also will not allow its per diem payments in the aggregate
for any fiscal year, in combination with all other resources, to exceed the
total cost of care of eligible veterans in a state home.

There are arguments against building a state veterans SNF/ICF. Insofar
as an SNF/ICF swing facility is not an alternative to institutional long-term
care, the building of such a facility would run counter to a heretofore
consistently articulated statewide long-term care policy.

In addition, building a veterans nursing facility may not appropriately
address the intended purpose of caring for elderly veterans. As pointed out
earlier, 96% of all veterans in Hawaii are male but 75% of nursing home
residents are female. Elderly veteran occupancy in nursing homes is also
low. 8.8% of the State's elderly population are elderly veterans but only
2.37% are residents of nursing facilities. Elderly wveterans, as a whole,
appear more able to afford long-term care than the elderly popuiation in
general.

Finally, as the cost of nursing home care continues to rise, it is highly
unlikely that VA per diem rates will keep pace because they can be increased
only by irregular and unpredictable action of the United States Congress.
This means that annual savings to the State due to the prior application of
VA per diem aid will tend to contract over time at an uncertain rate.

[f, in the end, VA per diem aid and Medicaid cannot be combined, there
would be no possibility of opting for VA per diem in lieu of Medicaid as the
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analysis in chapter 6 clearly shows. {f the State were to forego VA per diem
aid in favor of Medicaid~-and behave like all other nursing facilities in Hawaii
save one which accepts more well-to-do clients--can the State justify
restricting the admission of civilians to at most only 25% of facility capacity?
The facility would not need to receive VA recognition as a state home facility
if VA per diem aid were not sought. Although VA recognition only requires
at least 51% of the population to be eligible veterans, the use of VA
construction aid would require the proportion to be at least 75%. Because it
is inconceivable to build a state veterans home without the benefit of the
greatest financial incentive, VA construction aid, the minimum proportion of
veteran residents must be at least 75%.

Furthermore, under this option, it is not clear whether the facility would
still be required to comply with all other relevant VA regulations. A certain
element of risk is invoived due to the uncertainty of the VA response because
this would appear to be the first instance of a state opting for Medicaid in
lieu of VA per diem aid for a state home facility.

VA Construction Aid. VA construction aid of up to 65% of the estimated
cost of construction can amount to a very large sum. Using the example of a
new 120-bed SNF/ICF swing facility costing $9,583,000 cited in chapter 6, the
cost per bed would be $79,858 without construction aid. Subtracting the cost
of land acquisition {and $375,000 of debt service costs), the State could apply
for 65% VA participation of the adjusted eligible cost of $7,320,000. The VA's
share would amount to a substantial $4,758,000. The net cost to the State
would then be $4,825,000, halving the cost per bed to $40,208. The financial
generosity of VA construction aid is the single most attractive element in the
consideration of feasibility.

In the same hypothetical 120-bed facility, the State's cost per bed after
discounting a full 65% VA participation in construction is estimated to be
$40,208. The maximum of 30 beds available to all in the State regardless of
veteran status is then estimated to cost a total of $1,206,250. The minimum
of 90 beds available to veterans only is estimated to cost $3,618,750.

Table 7-1

Amount of VA Construction Aid, State Cost for Civilian
and Veteran Beds, and Approximate Breakeven Points

Construction Cost

Cost Per Bed

Esgimated construction cost for

hypothetica! 120-bed faclifty 89,593,000 $79,9L1, 87
Estimated eligible cost 57, 3°20,000 N/A
659% VA participation 5S4, 758,000 H/A
Estimated Finaf state share S4, 825, 360 S40,208.33
Stat?gcosg ger bed $ 40,208.33 §  40,708.33
Civiltian beds X 30 Vetaran beds X
1,766, 245.90 83,618, TS Fo
50% V& _Per Diem Ajd 753 YA Per Diem Ald 100% YA Per Diem Ald
Cost of 90 veteran beds 3.618. 789,70 3,618,749, 10 33.6§§,132,70
Total state savings 215,626.50 292,525 20 363,415 40
Bragkeven { s yerars) 16.78 12,37 %79
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Table 7-1 analyzes the approximate length of time for the State to
"recoup” its costs. The breakeven calculations above are not conservative
because they do not account for inflationary factors. For the purposes of the
analysis, the breakeven points are defined as the length of time required for
the State to recoup its share of the construction cost, or $3,618,750, by
applying its annual cost of care savings accruing from the receipt of varying
amounts of VA per diem aid. Keeping in mind that the increasing costs of
care--which reduce state savings--are not accounted for, the savings are
estimated to cover the cost of construction of the 80 veterans-only beds in
roughly 10 to 17 years according to the amount of VA per diem aid received.
That is, it will take longer to reach the breakeven points as the cost of care
increases while the VA per diem amount remains at the current level for an
unknown period of time.

The State's annual savings accruing from the reduction in state share of
Medicaid as a result of the prior application of VA per diem aid is estimated
to contract over time but at an unknown rate as the cost of nursing care
increases while the VA per diem rate for nursing care remains unchanged.
Because the rate at which savings is estimated to contract over time is
unknown, an optimistic full amount of savings in the first vear is also used
for all subsequent years in the calculations.

A second very important caveat regarding the number of years to reach
the breakeven points: the cost of construction may be much higher than
initially estimated and in any case is projected to rise over time. The higher
the cost of construction, the higher the state share of construction costs and
the State’'s cost per bed. This will, in turn, lengthen the time needed to
"break even." The breakeven calculations are of limited use because changes
in the magnitude of certain variables, such as the actual eventual cost of
construction, would affect the time required for the State to recoup its
construction costs. The calculations are done in the spirit of making the
analysis more manageable by quantifying factors in a situation where the
circumstances are very uncertain and are apt to vary over time.

VA construction is attractive also because the State has the flexibility to
construct an entirely new facility, or to renovate an existing one, In
addition, the VA's cap for Hawaii of 4 nursing home beds per 1,000, or 396
beds, would seem to be more than sufficient. Requests for more than 2.5
nursing home beds per 1,000 veteran population, or 247.5 beds, require state
justification. However, even this appears to be more than sufficient.

However, the State would have to adhere to the federal recapture
schedule. Because of the large amount invoived, the state veterans facility
must continue to be operated as such for at least 20 vyears before it becomes
possible tc be converted to other uses. Again, if Medicaid is used instead of
VA per diem aid, what it takes to operate the facility as a state home
principally for furnishing nursing home care to veterans remains uncertain.

The VA now assigns priorities to state applications for VA construction
aid and no ionger processes requests on a first-come first-served basis. The
State would fare badly under third priority which is based on the VA's
determination of relative need for beds among states. The State would be
assured of second priority because it does not already have a state home
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facility funded by VA construction aid. However, in order to receive first
priority, the State must have sufficient funds available for construction or
acquisition and renovation at the time the application is approved so that the
project can proceed without further action. To do this, the State must have
the will to resolve the various policy questions raised if it is to continue to
consider the question of feasibility.

General Recommendations

It is recommended that the state Office of Veterans Services (OVS)
assume the role of lead agency in pursuing the question of establishing a
state veterans home in Hawaii, The OVS and the Advisory Board on Veterans
Services {Board) were created by Act 115, Session lLaws of Hawali, 1088,
effective July 1, 1888. The OVS was created to centralize the delivery of
veterans' services heretofore administered by wvarious state agencies. The
new agehcy is responsibile for the performance, development, and control of
programs, policies, and activities relating to veterans statewide. The Board's
function is to advise on policy including:®

(1) The identification of issues and alternative approaches to solutions;
(2} The development of position statements and papers;

(2} Advocacy and legislative actions; and

(4} Program development and operations.

The OVS, in conjunction with the Board, is the logical agency to
coordinate any statewide initiative for the building of a state veterans
facility. in accordance with its mandate as the central state agency dealing
with veterans affairs, the OVS is in a unique position to provide ongoing
support to the legislature on the question of & state veterans home. The
OVS is well positioned to gather the necessary resources, establish the
necessary contacts, and collect the necessary data.

In order to establish a clear state policy on long-term care health where
elderly veterans are concerned, any OVS plan of action must be a cooperative
effort involving the Executive Office on Aging (EOA), the Department of
Health (DOH), the State Health Planning and Development Agency (SHPDA),
and the Department of Human Services {DHS).

Recommended Steps to be Taken. It is recommended that the OVS take
the following steps:

(1) The OVS, in the roie of lead agency, should immediately request
the EQA, DOH, SHPDA, and DHS to join in & smail working group
whose twin goals are to work out any policy differences in approach
to statewide long-term heaith care for the elderiy--as they apply to
elderly veterans--and to collect relevant data detailed below in
paragraph 4.

{2) The OVS should notify the Governor and the Legislature of its
initial] plan before the end of the 1988 regular legisiative session.
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The OVS should keep the Governor and the Legislature informed
through annual written progress reports.

In the event that mutual priorities cannot be agreed upon, the OVS
should recommend that the lLegislature call upon the Governor to act
as final arbiter in the following areas of policy:

(A} Should it be state policy to treat elderly veterans as a distinct
segment of the State's elderly population? How would a state
veterans home fit into the overall program for the State's
elderly? This question should be posed in the light of the
objective findings of this study regarding, among other
things, the State’'s demographics, available and projected LTC
bed ratios and utilization rates, and any further data that the
OVS can gather {paragraph 4 below).

(B} Assuming that a need for long-term care beds exists, which
has higher priority: providing institutional LTC beds for
elderly veterans or pursuing an integrated and comprehensive
approach to long-term care for the elderly including providing
alternatives to institutional LTC beds for all elderly? Do the
benefits of implementing programs in a re-active manner on the
basis of available federal funding outweigh those of a pro-
active plan for comprehensive care?

{C) Should the State partialiy fund the construction of a facility
meant primarily for veterans? |s it acceptable to expend state
funds amounting to 35% of the estimated cost of a state
veterans facility if at most 25% of the facility's beds can be
occupied by non-veterans for at least 20 years? This question
should be posed in the light of the objective findings of this
study regarding the relative monetary benefits of VA per diem
aid versus federal Medicaid payments and the uncertainty of
federal Medicaid participation.

(D) Should the burden of caring for the State's veterans fall on
the State or on the federal government? Should the State limit
its responsibility to only the long-term care of elderly
veterans? If so, how far should it go in providing this long-
term care? The federal share of 30% for per diem aid for
operating cost has decreased to 25% and 18% for nursing home
and domiciliary care, respectively. Should the State accept
the increase in state share?

The OVS should coordinate the effort to collect and analyze the
following data. if the data are not available, the OVS should seek
the Governor's support to ensure that they are made available.

(A} The OVS should contact the network of veteran-related
organizations, the U.S. Veterans Administration, and the
Honolulu VA Regional Office to update information about the
veteran population in Hawail focusing on the characteristics of
veterans listed below. Based on the data collected, the OVS
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should be able to determine the current need of elderly
veterans for LTC beds in general, and in a state veterans
facility in particuiar, the degree to which veterans receive
needed LTC and can meet their cost of LTC, and veterans'
actual and stated preferences for the type of LTC.

Number of veterans by age group, income, sex, and
marital status or residence in a household (whether a
veteran has a spouse or family members or friends who
may be potential or actual providers of LTC);

Number of wveterans (all subsequent references to
"veterans” in this section include identification by age
group, income, sex, etc., listed above, that is, cross-
tabulated) who need long-term formal or informal care;

Number of veterans who need LTC but are not receiving
it.

Number and locus of veterans receiving formal or informal
long-term care: at home, in an institutional LTC facility
(SNF, ICF, SNF/ICF swing), or in a community-based
alternative to an institutional care facility;

Preference of veterans for the type of LTC including, but
not limited to, at-home, institutional SNF, ICF, or
SNF/ICF, state veterans SNF/ICF, or community-based
non-institutional care facility;

Number of veterans preferring certain types of LTC but
are receiving a different type;

Number of wveterans who need LTC who would seek
admittance to a Hawaii state veterans home providing
long-term care, if one were established, over other types
of LTC.

Length of LTC residence of veterans in any care facility
(including at home) since the start of care;

Total cost of LTC for veterans in institutional or
alternative long-term care facilities;

Amount of veterans' own or other private contributions to
the cost of care in institutional and alternative long-term
care facilities;

Type and amount of public resources used by veterans to
meet the cost of care including, but not limited to, VA
pension, disability compensation, Medicaid, and
Supplemental Security Income benefits;

107



(5)

(6)

FEASIBILITY OF ESTABLISHING A STATE VETERANS FACILITY

The OVS should seek ways to have such questions
included in the upcoming 1990 census which could provide
a convenient opportunity to obtain the data outlined
above.

As discussed in chapter 4, the LRB mailed a brief survey
on September 30, 1988, to twenty-seven veteran and
military organizations in Hawaii expressing concern for
the well-being of elderly veterans. Five responded and
two provided helpful data. Despite the very limited time
avaifabie to conduct the survey, the two positive
responses received show that it is possible to collect
relevant direct data of the kind needed to accurately
assess the demand and need for long-term care facilities
and services for veterans. Given enough time, the OVS
with its professional expertise and directly relevant
experience, should be able to carry out an expanded
version of this survey.

(B} The OVS should work with the EQA, the SHPDA, and the DOH
to collect data comparable to those listed in paragraph 4(A) for
the State's elderly population in general (with the exception of
preference for admission into a state veterans facility, |if
established, although it is conceivable that some non-veterans
may wish to enter a veterans facility}. In addition, the OVS
should provide current and projected statistics to at least the
year 2005 for the items detailed below. Based on the data
collected, the OVS should be better able to determine the
relative need for LTC beds now and in the future, of the
State's elderly wveteran population--compared to the State's
overall elderly population--and their relative capacities to meet
. TC costs.

. The overall state nursing home bed ratio (number of LTC
beds per 1,000 population aged 65 and over) by county;

. The overall state utilization rates for nursing homes
(SNFs, ICFs, and SNF/ICFs) and ARCHs.

. The impact on long-term care in terms of the degree to
which the inclusion of alternative non-institutional LTC
facilities in calculations would reduce the nursing home
bed ratio.

The OVS should ensure that the question of federal financial
participation in Medicaid is resolved. Among other conditions, a
state wveterans SNF/ICF is recommended only if it can qualify as a
"medical institution” in order to avoid federal non-participation in
Medicaid by virtue of being a “public institution” as discussed in
chapter 6.

The OVS should monitor the progress of the renovation at the
Tripler Army Medical Center {TAMC) E-Wing to determine when the
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facility will be transferred to the VA, when the VA will be ready to
begin construction, when the facility can begin operation, what the
facility configuration will be, and what effect this may have on the
need for LTC beds in a state veterans home.

The OVS should monitor the VA's proposal to recommend the
building of a full-fledged medical center in Hawaii, the probability
of its approval, when construction can begin, when the facility can
begin operation, what the facility configuration will be, and what
effect this may have on the need for LTC beds in a state veterans
home.

Assuming that all policy questions can be resolved favorably and
that the data to be collected will indicate a need for a state
veterans home, the OWVS should investigate potential sites for the
construction of a new, or the renovation of an existing, facility
including the cost of land acquisition, if necessary.
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SFATE OF AW AL

OOMTE COURRENT RESELLTE

REQUESTING A STUDY OF THE AVAILABILITY AND ACCESSIBILITY OF ADULT
RESIDENTIAL CARE HOMES, INTERMEDIATE CARE, AND SKILLED
NURSING BEDS FOR VETERANS THROUGHOUT THE STATE OF HAWAII.

WHEREAS, the valuable contributions made by veterans toward
protecting this country's ideals were first recognized in the
early 1600's through the initiation of community-sponsored health
care services in the Plymcuth Colony; and

WHEREAS, government awareness and appreciation for veterans'
efforts were further recognized with the establishment of the
first federally sponsored special health facility for veterans in
Philadelphia, Pennsylvania in 1833, which was expanded following
World War I to encompass the present veterans' hospital system;
and

WHEREAS, Senator Spark Matsunaga and Senator Alan Cranston
have sent a letter to the Veterans Administration asking for
"immediate action" on the following health care issues:

(1) Creation of a Hawaii Veterans Health Care Task Force
that would study health care alternatives for veterans,
including the possibility of a Veterans Administration
medical center for Hawaii;

(2) Making additional psychiatric beds available at the
Queen's Medical Center for veterans, including some
space specifically for veterans suffering from
post-traumatic stress disorder; and

{3) Expanding permanent "readjustment" counseling services
to the neighbor islands;

and

WHEREAS, the veterans population represents over ten per
cent of the State's total population, or over 100,000
individuals, whose geographic distribution in 1986 was 4,090 in
Kauai county, 79,830 in the city and county of Honolulu, 7,48C in
Maui county, and 10,530 in Hawaii county; and
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Wi RFEAS, the Strate of Hawall is the home of 15,700 veterans
over the age of sixty-five; by the year 1930, the number of
veterans age sixty-five and over will increase to 23,900; and by
the year 2000, the total number of veterans age sixty-five and
over residing in the State will climb to more than 35,700; and

WHEPEAS, many of the veterans were members of the esteemed
442nd Regiment and the 100th Battalion during World War II, the
most decorated unit in the history of the United States; and
since World War II, many other Hawaiil residents served during
other periods of conflict--the Korean Conflict, Vietnam, and
Grenada; and

WHEREAS, the number of adult residential care homes,
intermediate nursing, and skilled nursing beds available to this
sizable portion of the State's population have been below the
average available for veterans in other states; and

WHEREAS, the State of Hawail is one of eighteen states
without a state-supported veterans home; and

WHEREAS, thirty-two state veterans homes provide domiciliary
care and thirty of these homes include nursing care units and six
have hospitalization or acute care services available to
veterans; and

WHEREAS, the Veterans Administration provides grants to
states with veteran homes, where one grant pays per diem and
another provides money to support the construction of a state
home; and

WHEREAS, the State of Hawail shares in the naticn's
commendation and dedication to the care of veterans as witnessed
by the efforts of the following agencies and groups in the State:

(1) Hawaii State Veterans Affairs Advisory Council;

{2) Hawall State Veterans Organizations Council;

(3} AJA Veterans Council;

(4) American Legion;

{5y AMVETS;
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(6)

(71}

(8)

(9)
(10)
(11)
(12}
(13)
{14}
(15)
(16)
(17)
(18)
(19)
(20)
(21)
(22)
(23)
{24)
(25)
(26)

(27)

China-Burma-India Veterans Association;
Club 100;

Disabied Americans Veterans;

Fleet Reserve Association:

442nd Veterans Club;

Marine Corps Leaque;

M.I.S§. Veterans Club;

Military Order of the Purple Heart:
Military Order of World Wars;

Naval Enlisted Reserve Association;
Paralyzed Veterans of America;
Pearl Harbor Survivors Association;
Reserve Officers Association;
Retired Officers Association;
Sameoan Veterans Organization;
Special Forces Associlation;

The Forty and Eight;

Veterans of Forelign Wars;

Vietnam Veterans Leadership Program;
Vietnam Veterans of America;
Veterans of World War I, USA; and

139%th Veterans Club;

now, therefore,
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BE IT RESOLVED by the Senate of the Fourteenth Legislature
of the Stare of Hawaii, Regular Session of 1988, the House of
Representatives concurring, that a study be conducted by the
Office of the Legislative Reference Bureau to analyze the
availability and accessibility of adult residential care homes,
intermecdiate care, and skilled nursing facilities for veterans
throughout the State of Hawaii; and

BE IT FURTHER RESOLVED that this study should specifically
address the need for beds, availability of beds, and identify who
is currently providing, and who should be providing beds; and

BE IT FURTHER RESCLVED that this study include whether the
State should consider establishing a facility for veterans as a
distinct group of the elderly population in the form of a state
veterans home which would insure that the residents of such a
home could remain independent and in the least restrictive
environment for as long as possible; and

BE IT FURTHER RESOLVED that the Legislative Reference Bureau
consult with the United States Veterans Administration, the
Executive Office on Aging, the Department of Health, the State
Health Planning and Development Agency, the Department of Human
Services, and other appropriate organizations, and that all of
these named organizations are requested to provide full
cooperation and support to the Legislative Reference Bureau; and

BE IT FURTHER RESOLVED that in order to facilitate the
conduct of this study, the Department of Health and the
Department of Human Services are reguested to provide the
Legislative Reference Bureau not later than May 15, 1988, with
the names and addresses of the operators of every adult
residential care home, intermediate care facility, and skilled
nursing facility licensed to operate in this State; and

BE IT FURTHER RESOLVED that the Office of the Legislative
Reference Bureau submit its findings and recommendations to the

Legislature prior to the convening of the Regular Session of
1989; and

BE IT FURTHER RESOLVED that certified copies of this
Concurrent Resolution be transmitted to the President of the
United States Senate, the Speaker of the United States House of
Representatives, the Director of the United States Veterans
Administration, the Director of the Executive QOffice on Aging,
the Director of Health, the Acting Administrator of the State
Health Planning and Development Agency, the Director of Human
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Services, and the Director of the Legislative Reference Bureau.
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Appendix B

HOUSE OF REPRESENTATIVES 2 O
FOURTEENTH LEGISLATURE, 1988 ]

STATE OF HAWAL . .

Ll

REQUESTING A STUDY OF THE AVAILABILITY OF RESIDENTIAL CARE,
INTERMEDIATE CARE, AND SKILLED NURSING CARE FOR VETERANS.

WHEREAS, military veterans have made valuable contributions
to our country by protecting our Nation’s ideals, and today the
veterans population represents over ten percent of the State's
total population, or over 100,000 individuals distributed
throughout the State; and

WHEREAS, of this population of Hawaii’'s veterans, 15,700 are
over the age of 65, and by the year 2000, the total number of
veterans age 65 or older is expected to exceed 35,700; and

WHEREAS, to care for veterans, thirty-two states operate
veterans homes providing domiciliary care, with thirty states
also offering nursing care and six offering hospitalization or
acute care services as well; and

WHEREAS, the Veterans Administration makes grants available
to states with veteran homes to provide financial support for
services rendered in the care of veterans and also for the
construction of state veterans homes; and

WHEREAS, however, the State of Hawaii is one of eighteen
states without a state-supported veterans home, and the number of
adult residential care homes, intermediate nursing and skilled
nursing beds available to this sizable portion of the State’s
population have been below the average available for veterans in
other states; now, therefore,

BE IT RESOLVED by the House of Representatives of the
Fourteenth Legislature of the State of Hawaii, Regular Session of
1988, that the Legislative Reference Bureau is requested to
conduct a study to analyze the availability of residential care,
intermediate care, and skilled nursing care for veterans
throughout the State of Hawaii; and
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BE IT FURTHER RESOLVED that said study include, but not be
limited to, the following:

(1) An assessment of the need for various levels of care at
the present time and for the following 20 years;

(2) A projection of the availability of such care during
the same period;

{3) A determination of the agencies regponsible for
providing such care, including the consideration of
whether the State should establish a veterans home; and

{4} An identification of services which will allow
residents of such a home to remain in the least
restrictive environment should a determination be made
that the State establish a veterans home; and

BE IT FURTHER RESOLVED that this study incorporate the
efforts and concerns of the U.S. Veterans Administration, the
Executive Office of Aging, the Department of Health, the State
Health Planning and Development Agency, the Department of Human
Services, the various veterans organization of the State; and

BE IT FURTHER RESOLVED that the Legislative Reference Bureau
submit the requested report with its findings and recommendations
to the Legislature 20 days prior to the convening of the Regular
Session of 19%89; and

BE IT FURTHER RESOLVED that certified copies of this
Resolution be transmitted to the Director of the Legislative
Reference Bureau, Hawaii’s Congressional Delegation, the Director
of the U.8. Veterans Administration, the Director of the State
Executive Office on Aging, the Director of the Department of
Health, the Executive Director of the State Health Planning and
Development Agency, and the Director of the Department of Human
Services.
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Cereiina !Barrieniss) Halrazsr 94-38% ¥zhusisns 5%,
Angelita Baiualua Fu-373 Apii Bi.
Harilyn (Revnatoi Balupar #5-%%6 Pilizar 5}
Cangdida (3alvads~) Zanazan P. 0. Bex 58?
¥yras {Gienn! Fantisis F. 3.

Visia B, {Diemicie) Bagtista
Beipa A. Baris

Aosaiia tSptere) Rafazan
hdela Bzutizta

élice Hautista

Doisres Bautista

Yicky (Victerics Baxa
fesita {Lidarafec! Hayrayan
Juara Bavsa

Rilagros (Ariemiz? Beiran
Prisca (Ricardsi Ben

zerita dacuia

Bertra Berg. LPN irred)
Oliva (Prudencial Bersudes
Virginia Rigornia

Mathiida F., {Irenec) Billena
Mieves {Michael} Binder
Editha {Maxiso} Blance
Andrea Bolosan

carselifa olosan

Gosiz Eolosan

#aria Zolosan

Nely Bolosan

Nossi Bolosan

Claud:a Bonmills

Beanie {Apolinarie’ Zales
Eleanar {Joseoh} Erown
Temasa [Irinepi Brunme

Flerg (Felige! Buens
Visieta diiariv} Busarglag
Caridag (Eugenio) Jutac
Coraton Debacungan

Esther Cabacongan

Francisca fﬁfbggé“iﬂi Dabalar
Biria {fusencicl Zabaiden
Billiana Labana

Ingcencia (abanada

Baura [John} Cabatu

Biiceria (Prisitivol Cabbat,
LPN

122

92 92ﬁ “aiaky £t

S84 Laiawal 5%,

94-1362 Henoiea 3%,

329 § caalh 5t.

P, Hox 228

P 3. Eﬁn 12156

94-1184 Xahuains 2%

96-116% Halelehua 3

F4-1147 Limshans 3%,

Y4828 Lueikuke Lp.

148 {azevien i,

1 20~ Kas 1Y Rd.
F4-0F7 Waikele Loop

94-03% datkeie (2.

2324 Fis Fl.

94~k Kanuapiil 33,

2135 Acao E%,

3000 Anc Ln.

67218 Kaui Gt

*Eﬁé Akasa: Bf.

S-701 Kuskua PI.
iSHﬁ ia Lam 8%
2152 4. Schonl S,
2042 Ny Pl.

1945 Hapu Ln.

F4-1085 Lusiaiem Bt
B, 0, Jox 418

38 kulisuou Rd.

1035 Ihiih: Ave.

1609 Kaweleka St
3584 Hianano 3%
2302 Kalih: sSt.

.
W
s

Kaunakagai, Hi 9e74%
Walanag, Bl 95792
Henoluly, HI Go81%
Jokala, 41 92775
Wargahu, k] 96797
Lihua, H] 947Ls
Walgahu, 41 38797
Waipahu, Bl 98797
Walpahy, M 4797

Hoaay, d 98743
Fepeekes, B 346733
Pearl City, 41 94732
Lihue, Bl %h7h¢
Beari City, HI 9878C
Kapaau, 4] 94753
Fearl Dity, HI 98732
Hemolulu, H1 94B19
Waipahu, Hl %&77
Eag Bearh, Hi 74706
wahlawa, HI 9478t
Waipahu, HI 98797
Pearl City, BI 96732
Fapaikoy, Rl 947B!
Horoluly, HI 948l
Waipahu, #1 797
Kaipahku, KI 95797
Waipahu, HlI 94797
Waipanu, Hf 92797
Wahiawa, HI 96736
Honclulu, HI 984139
kaipahu, #1 94797
Waipake, HI 94747
Honolulu, %1 24819
Waipahu, HI 3797
Honolulu, HI 788317
Homoluly, HI 94813
Welalua, HI 95791
Kaiiua, HI 96734
Kaneche, H] 94744
Feapluly, HI 96318
Honelulu, H1 94819
Hargluly, 4T 98317
Homolulu, A 96519
waipahu, HI 94797
Pagaikou, HI %8781
deneluly, HI 96321
Hahiawa, H] 9478¢
Pearl City, H] 9788
Honoiulu, HI 95815
Honolulu, W1 948{9
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RAME OF FACILITY

{aberts, Antomiz
Casien, Aurord
{abice, Milazres
Cakingabang, Delis
Csblay, fe

Catai, Eyvelyn
Cachero, Golsres
Cechere, Josephine
Lachela, fugenid
Cacheia, Yeromica
facpal, Resaric
Czaiente, Encarmacion
£adiz, Cecilia
Ladiz, Evelyn
Laliva

Caisa, Encernacion
Camanga, Marietta
Capariila

Lamoe, Juarnita
Capagas, Esteia
Eardona, Elena
Cariaza, Luisd
Carlos, Encarnacion
Larmelita’s

Larpie, Petranila
Carranche, Fiers
Cast)

Castsnaga, Imelda
fastilie, Fnricueza
Castro, Dorinda
fasiro, Maria
Catbagan, Pauline
{elering 4rresia
Choy Beth

Clarin, Florenting
Clemente, Lolita
Loioma, Larmpilta
feloaz, Flerends
Colesa, Presentagicn
Conmig's

lora's

Corazon Manarpass
ferbilla‘s

Corpuz. Basiiisa
Corpuz, Cristina
Corpuz, Eriinda
Lorpuz, dlivia
Costello, Esperanza
Countryside

Lruz, Eofesia

AR
allic

T ORESIDENTIAL IARE HOHES
state

of Hawail

fniomia Daberic

~yrars (lisel Qadics
Milagres (Willie Cabico
felis {(Aniando: Cabingadang
Fe Cabley

fyelyn R, Cacpal
Jalores Lecherg
Joszarine iDeay)
Eugenic {achola
Yeroniza Cathola
#zsaris Cazpal
Encarnacien {Silvino. fadients
ferilia fadiz

Evalvs Ladiz

Josephing Caliva

Ercarnacion Calsa

Harietts Caganga

Lerazon Ralapit

Jianita (Genei fante

£3iela Lassnas

Elery Largana

iLuisa iBenigno? feriaga
Encarnacion iMelehar) [arlos
Cormslita {Biibert. (asil
Patroniia Largis

“lora Carrarcho

Terasita Lasil

Tmeida {luanita; lastandga
Eorigueta {Paulingd Castills
Porinda {Alberts) Zastre
#ariz {fodrige) fastro

Pauline fathagan

Celering (Geovged #rresla
Elizaheth A, Ubalde

Ficrentina Clarin

Lolity tMarzela) Clezente
faraelita Tpioaa

Flerengs Soloza

Frezeptacion Coloxs

{ion Battulavan

terazon (Alejandrel Ingel
Corazon (Benarc; Mararcast
Levicia B, fPacifice! Dpriilla
Basiiiss {Juligy Zorpur
Cristina Corpus

Eriinda Cerpuz

Blyvia Dorpuz

Esoeranza (Alfredoi Costells
Anita Corraa

Eufemia (Felix) Cruz

Zatnets

123

FEORESS

1063 ala Lehua 3.
{721 Aerkie 55,
F4-35E Feke L5,
Sa-11gY daspate $4.
1876 A.a Yzhasoe 3t
161 dinaea %,
24 Mihi Bt
4-1155 Haleienus zt.
1911 Hanu Lnm,

#, U, Box 2253

2807 “amanaiki 3%,
1550 Violst 3%,

147 Hoegaiu 5t
J4-1144 Kahuaina £i.
R4-147% Hiapo St.
34-2%5 Xahuaheie
&5-.96 Hukilau Lp.
F. 0. Fox 454

£408 Als Hahamos 5%,
4238 kaula St
G4-272 Kahuslena 5t,
2020 Lolburn 3¢,
1113 Maruwa Dr.
4-1620 Hapapa 3%.
88 Pakalana &1,

1198 3ulick Ave,

P, 0. Bex 411

F4-972 Lukisze 5t
1667 Ala Lilikei G
4404 Hiahia Fl.
1484 4la Iolarp 3%,
£1i8-A Maunaica Ave.
4% Funy Pl

941329 Kahuanui 5t.
85 Aikane Lp.

94~35% miaky Pl,

#. 0. Bos 313
94-233 Kahuansni Pl
95-2:5 Kaunale Bf.
94-{040 Kuhaoiua 5%,
1948 ¥alihy 3.

F. 0. Box 1114
31-1046 Hanalos Pl
2400 Mahaes Fi,
Fi-E02 raiasu 5%,

&6 Kaki Pl

b64-1 Wainaku Ave.
2417 Notley §¢.
$4-1137 ¥ahuahale Gt.
S4é Kagani 8%,

-

s
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Henolutu, HI 943
Horolgly. HI 34815
Haipanu, HI d
Waipahu, Hi
Honolulu, HI 94819
Nainahu, Wl 9797
Hemoluiu, HI %4819
Waipahu, Hl 35797
Honolulu, #1 95519
Likve, HI 94748
Henelulu, HI 94819
Henoiulu, HI J88I%
Pearl City, HI 967BE
Waipahu, HI 98797
Waipahu, HI 94797
Haipahu, HI 94797
Waiatua, Hi 96791
Kaloa, HI 94753
Honplulu, HI 95819
Lihue, H 94784
Waipahy, HI 94797
Honelula, Hl 94819
Homoiulu, HI %818
Waipahu, A1 96797
Hile, Hl 9472%
Henolule, #I 98EI9
Pepecken, HI 96783
Waipahu, HI 4797
Homoluly, W1 94818
Waipahu, #1 94797
Honplulu, HI 94819
Ronolulu, HI 98E[4
Xahylui, HI 94732
Waipahu, HI 94797
Rila, HI 94720
Waipahu, HI 98797
Raragaulu, Bl 9&7i2
¥aipahu, HI 9&757
Aiea, HI 9478!
Haipahu, HI 96797
Honpjule, HI 92819
Hilg, HI %4782

Ewa Beach, H] #57Ch
Hongplula, HI 94819
Ewa Beach, HI 94704
Kihei, HI 9%a753
Hile, K1 94780
Horoluly, Hl 94819
Waipaha, HI 94797
Pahala, W1 94777
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NAME 3F FACILITY

fua, Lilia
{uaresasa, Lacita
Dacarsv, Margie
Dagdag, Vaigriana
Baguisol,Shirley
Baisre, Frampisca
Jasaso, Piiar
Dasang, Agusiing
Barisav, Thelas

e Vera, Loreita
[eByzean, Lydia
Legala, Florenting
pela Pena, Visifation
Dvcares, Escarnacion
Bizom, Raguel
Domings, Loretta
Jokinge-fanda
Joris Buicsan
Gowrey, Harss
fuldelas, Zarinz
duidulac, Erlinga
Jenlap, Ester
Bucue, Paz

Juran, Coraven
Eosier Sesl
Eliazar, Estaia
£llen’s

Egaa Fose

Enrics, Consuels
Ezperito, Elvira
Esta‘s

Esteban, Veronica
Estioko's
Estrelita’s
Estreila Argyines
Etrata. fserit
Eugenia, Jare
Fabia, Ninfa
Fabrz, MNercedes
Fa;arﬁa, Celia
Feiarca, Isabeliza
Felipe. Tessie
Feride’s
Fernandez, fariina
Ferzande, Ferlita
Fiesta, Inhnny
Fiesta, Teresa
Flauts, Laz
Florendo, Eleaner
Flores, Perificacion

AOULT REBISENTIAL CARE #0MES
Stats of Hawail

BPERATIR

Litia v iTen ¢ Lua
Lucits Eda’esa

Marciz P, {Feynalon) Dacanay
‘ajzriana (Kager; facdag
Shiriey (Wilfreco) Daguiscl
Francisca Dalers

Piizr Dawaso

fgusting (Ferdirang) [acang
Thalaa (Ernesti Darizasy
Loretis De vVers

Lydia (Sonzaio) DeBusren
Flerentina Degais
Visitatien {(Aifreds) Dels Pena
Encarnacion Glocaras

Raguel Bizen

Lorette (Consfanti) [eminge
Gusan (Feliy) Deainge

Garis (Thegdsre: Bulosan
Neraa 3, {Thesss 4.0 Downev
Carina Duldulsze

Iriinda (Andresi Duldulap
Ester {Hoiands) Dumiac

Paz (Feranande! Dugus
Carazen Duran

Secai Kuboyass, P56,
Estala &, Zilzzar

Ellen Hasanaks, LPN
Adeiaida Angeles

Censuelo {Pio) Enrite

Elvira Esperits

Linz (Mar Ning! fstia
Yeronica {Mexieci Esfedban
fesalia (Literato! Estioxa
Estrelita {Doainader! Corpuz
Estrells {Joss! Arguines
Eearita Etrats, AN

Jane (Rorendo! Eugenio

Ninfa {Moiseg) Fablg
Mercedes (Erauiie’ Fadbrs
Ceiza Fajardn

jsabelita U, (Disag; Falarca
Tessie Felipe

Jiztoring (Juan) Feride
Cariina !Megertg) Fernande:
Perlita {(Renato: Ferngnds
Johnny iBeairiz) Fiesta
Teresa Fiests
Luz 4, Flauts
£lzaror {Josesh!
Furificacion (Paul

Fiorerdn
ingi Fiores

124

448 Kap fve,
Fe-hE1 Malakyna ip.
303-# Kulans R,
F8-1282 Eaiiks Pl
1805 sHahine Pi,
4%-371 Xaraka 3¢,
$4-2363 Mokuahl St
944293 Kzhealena %,
2502k Pyaaia Gt
F4-3b4 Here 5t
39-327 Hakina 3%,
45-711 Kalamals FY.
14% als Lelenw 5.
94-39% {ahuswai 5t.
99~2%1 Puaali: St.
4538 3alt Lake Hivd.
417 thehzne PI.
15E5-8 Adslaide 5%,

0

99-1079 Halawa His, Or

G4-1117 Kahuanui Zt.
3924 Woomuki 3%,
718 Green Street

P. B. Box 334

452 wekuanaoa 51.
47-44¢ pialii PL.
1358 Ala deloa Lp.
94-1135 ¥ahuailan: &,
94-§110 Hinaea 3%,
3007 Kusana Rd.

1438 Akuleana PL.
94-371 Zahuawai 5t.
99-604 Pohue 31,
S4-5h4 fnaaina Pl
1609 Faz 1v 74,
4-301 Hilthua Hay
RR 1, Dax 42

F4-1114 anuamo 5%,
#67% Likini 5%
3{-4B0 Prhakupuna R4,
360-8 Karsten Br.

F. G, Boy &%4
F4-1351 daipahy 8%,
1411 Bulick Ave,
1ba6 Xalaepaa Dr.
96-432 Ppailant {ir.
571 Hoosoans St
2319 Kshs Pl

Hils, BI 92780
Waigea, Hl F479%
fiea, HI 3877
Rshuiul, HI 95?52
Ewa Beach, Al
Hilp, HI ?5"“’
Aiea, 41 94701
Homoiulu, KI %889
Kaneche, HI 9E744
Waipahu, HI 98797
Waipanu, HI 7L7%7
Henolulu, HI 94819
Halpahu, HI 96797
Riea, HI 98701
finecne, HI S&74
Henolulu, HI 94318
Naigahe, HI 94797
Aiez, HI §&701
chniu’u, HI 98Bi3
Hilp, HI 96730
Henplule, HI 94819
Bies, HI 98701
Waipahu, HI 94797
Lihug, Wl 98786
Heroluiu, 31 9A8i3
Keaau, Hi 98749
Hilo, HI 9872C
Kaneghe, Hi 94744
Homoluiu, BI 96819
Waipaha, H1 96757
Waicahu, Hi 96797
Homoiulu, HI 968:1%
Cailuz, HL 94734
¥a1pahy, HI 9797
Riea, #I F5701
Haipshu, BRI 94797
Honeluiu, HI 98519
dalgahu, Hi 94797
Lifue. #] 94734
Wzigahu, HI 98797

Henoiulu; H] 34818
Ewa Beach, HI 3£70h
Hahiawa, HI 95780
Papeekes, ¥l 78I
waipahy, 4] 94797
Hempluju, HI 94815
Homaiufu, HI 92819
Maipahu, HI %8797
Fearl Lity, #1 98782
Honolulu, A 9581%
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NENE OF FACILITY

1an Fiprita, Joesfina
Fronda
faba, Estelita
pagriai, {laire
gabrief, Jullet
facula. Jesusita
farugan, Hleria
Balas, Poily
falasgam, Lrescercia
balaris, Aselia

1w Belaric, Elena
Galario, Vicleta
faidones, Haxizina
Gamuis, tucl
Sanircn, Fresnaida
Bamiron, Juliana
Sarce, Virainia
Barcia, Acela
garcia, Beatriz
Barria, fe

+-q Barcia, Juamita
Bascar, Eiend
Belacin, Josiga
Gerarde, Helen Marie
Bila, Blorita
Bonzales, Erlirda
Gonnetilleke, Patricia
Suerrero, Mirias
Buillermo, Hilaria
Guillersn, Rhoda

4w Suting, Linda
A.A.R.0,
HAB.R.C, A
d.A.R.L. B
H.ER.C, Helawa
H.A.R.0. k2 Hoee Pulama
H,5.R.0. fadlua

H.A.R.0, Kaieski |

H.A.R.L, Rateuk: |1

H.4.8.0. ¥aile Zf.
qu 4,480, Xaiis Fanes

Hzbom, Paciencis

Hale Malane

Hale 0 fupura

Hale Funanms

Harusi's

Hawaii Kai Manor

Henion, Loretta

Hernandez, Margarita

T REGIDERTIAL CARE HOKES

State of Hawai:

OFERATCY

Jrsefing (Facificager: Flemits
Byrna (Juliss) Fronda
gaselive (Ricsdor) bade
Claire Zabriel

Juiiet dabried

Jesusita P, {Frag) Zaruls
Bioria Gatusan

Prily R, Ealss

{rescencia Galargae

fmelia Salario

Eiena ifnvigts} Galaris
Vicleta faiarie

Xa:iaing {(Franpiscod Baldones
Luci Basuwls

Freenzida tJaise) daniron
Juliaps Banirea

Virginia (Fablo} 5arce

hoeis (Basueir Sarcia
Beatriz Barcia

Fo iVicenta) Barcia

Juanita {Mariarpl Barcia
Zlena Baspar

Zosisa (Fablo) B2lacie
Helen Marie {Cavetans) Berardg
pierita (Arturc) Bilo
Eriinda iHipeiita) Sorzales
Batricia ‘Regney! Boometillexe
Miriam Suerrers

Hijaria 5, seiilerse

Rhoda {Jovito; Suillerme
Linda {Areing; Bubing

Lynn Haunakes

Harry L 8esilivan Waa

[aviz Keil: Helokad

Rev & Sandv falaray

Lyan Maznakez

Eliea Reynelds, Larolin
Suyveid

Renecoa tstes, Fasels Xiller
Jack & frace Estes

Joyce $fBrien

Rese Spraghing

Paciencia Habon

Zapt. Erengie Navarro

Lily K, {Josenh) Mshi

Emaa [(¥iveshi} Tul

Haruasi {Sapuel! ¥amashiro
Lotraine (Rasifa} Vicente
toretta (Russell) Henion
Margarita Heroandez

125

ALORISS

94-571 finaaina 1.
F4~371 4pii Pl
4-253 dahuile B,
F. B. Box 287
F4-1034 Awanar: st.
33 Ahong Fl.

P, 0, Scx 2287
1654 So. Kihet &4,
%-{273 Ppee F
Fa-4ah Hahae 3¢,
34-%29 Kuakahi 5t
Bh-1430 4iapp 8%,
13%6-A dinacia Or.
F8-3217 Kaluames Dr.
P, 4. Box 2288

4184 Kuis Fl.

31z Erseluth Ln,

3064 Holuz Fl,

£, 0, Ber 24

$9-548 Yuavanu 5.
1921 Uis St.

94-5%8 dlieo §E.

1745 Ala Aglani Pl,
F. 0. Bex 322

2921 Laelae Way

1427 Kaa [Y R4,

ik Auhubu B,
2i32-4 Kinecole B4,
335 8. Lehus 5.

284H Dole 5t

41032 Lumikuia 5.
1499 Walanuenug Ave.
3989 Liamand Head Rd.
3989 Jiasond Head Rd.
3989 Jisaond Besd Rd.
19%% Waianuenuz Ave,
3389 Diampnd Head Rd.

3989 Jisannd Heas Rd.
3367 Diasonc Aesd R4,
3969 Diasond Head 34.
3989 lisapnd Aezd R4,
Ei45 Hocviebus B4,

*, 0. Box &

#.0, Box 13

{343 Kukana PL,
45-210 Mokuiele Or,
782 Halaula PI.

1929 Huea PI,

57-011 Naiuani St

F4797
§4727
3197

Waipahu, HI
Waipanu, Hi
#aipany, Hl
Fapaikou, HI 9878i
Waipahu, HI 96757
Hile, Hawaii ¥67ED
Lihue, Hl 94754
Kikel, HI 94753
Waipahu, HI 56797
Naipahw, HI 98797
Waipahu, HI 98797
Wainahu, HI %6797
Hifo, HI 98720

Pearl City, HI 94782
Lihue, ¥1 36700
Lihue, HI 98764
Horplule, H1 98817
Honolulu, HI 9581%
Kealiaz, HI 9475)
Alea, #1 94701
Aonelulu, HI 98819
¥atpahu, HI 98737
Honolule, HY F8B1%
Koloa, HI 94738
Honolulu, #1 98B19
Henelulu, HI 95819
Pearl City, Wl 95782
Hile, HI 98720
Kahulai, HP 94722
Henelulu, HI 9482
Naipary, Bl 96797
Bilo, H1 9&780
Henolulu, HI 98Bk
donolulu, HL 94814
Hopoiule, HI 94814
Hile, HI 94720

Homoiulu, Bl 96815
Honolule, W1 GhHLG
Honolulu, Al 9881
Honplulu, dl 9a8ia
Honclulu, HI 9e81E
Fearl City, HI 9&7EZ
Harpkaay Hi 94727

Kailua-Kena, HI 94745
Kailua, HT 94734
Kaneshe, Hl 94744
Honsiulu, Kl 94825
Honoluly, HI 94819
Waialua, HI %4791
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NAME 7¢O FALILTTY

digalys, Fely
Roiv Faaily |
Holy Family 11
Hoxe Lami
fughes, Helen
ibarra, Blanche
Tbera, Ereriings
fiar, ¥onsueta
Iidefonse, Cariina
indei‘s
Ishizary, Susiko
F&L Care Hoae
Jacinta’s

Jerald Jav

Jo Anns

Jp %iguel
Jeanita’s

Judy's

Juiianm, (larita
Julietis

Justy, Charing
¥3laupana

£alihi

Kaual

Kona drafts
korean

Kuaxini

Labuguen, Juanifa
Lacensay, Victoria
Lagadon, Rosal:ia
tagmay, Diege
tagunov, Anita
Lanimar’s

Lanicly

Leane, Slenda
Lee, Emsly
Letnila Nuesca
Letizia‘s
Letite's
Liberato, Diana
Lises, Leon
Lelita Suga
Lolita Yalde:
Longpoy, Regine
Longbey, Valentina
Logez, Perfacts
Lorenzo, Eailia
Larie's

Lourdes

Fely #idaign
irginia dYicserd
Yirginia (Yigsers
vielet {Robert) Morrew
Heien (Ishn) Hughes

Blancre (Virgilis) Iharra
Eaeriinds i{Anares) [berz
Monsueta iGirilai lier
Carlira £, Hldefones
irpeiicis driliante

Sumike (Heous) [shinarn
Eriinda {Danilic; Ramos
Jacinta (Raveond) Raaos
Joris (Thesdorel Ragds
konie (Jose) Lacud

Jozefina A, Miruel

Juanita {Pea:tos Fazaris
Judita freci Dapdag
Clarita Julien

Jultet Quijane

Charing lusto

Sister Eligis. Act. Bir. of
Kurs

Estreiia {ignacic) Dosi-go
farzie Yentura

Yash 1. Deguchi

Martha Chung, RN

Masaichi Tasaka, Presigent
Jusnita Labuguen

Victoria (Silverip; Laconsay
Acsatia (Brauly) Lagaden
Diegz (Paraita) Lagsay

knita Lagunoy

dirpinia (Tesfile: Eenicia
Kis Line-Doil

3lenda Benjasin) Leanc
Emily X, Lee

Lecnila ibeorge) Nuesca
Leticia (Bscar) Fermands
teticia (Hermeniyilide) Tesaro
f1ana (Esilic) Ligerats
Leon {Prudencial (iscs
Lolita [Rudelph) Suga
Lolita Valdesz

kegina (Manny? Longho
Valeatina 2. Lomgboy
Perfecty Lopez

Baiiia B. Lerenzo

Leurdes (Richard) Castills
Leurdes (Ben;amin! Hasos

126

spuREs:

fuui

1308 #iodiz 54,
46-210 Fhulrzanu Rd.
44-410 Ahuizanu A3,
Si-0a% Jlohy B,
91-33% facwily BE,
&) Zalifernia Ave,
3015 Halin: 3%
4453 Hiskia Lp.
F9-37% dranalua M.
Z8-109 aunaiz 5%,
94495 Hiagpaisie L9,
¥8-063 Fuscle P,
1214 Al #lzalc Bt
Fu-1§76 Ypoaakea 3.
§9-444 Pupckes BL.
%6-439 Hiapaioie Lp.
1942 Faiomei 2i.

934 Anshea Hey

2354 Hzumana Pl,

453 favigns 3t.

7, 0. %ox 323

Kalzupapa, Molowal 9474E

2009 Manage PL.

P O, Bpy 507

B, 0. 3ox 127
152b-F Liiiha St.
357 ¥, Kuaxini St.
4354 Pyaole S,
{118 Yaweloka Gt
¥3-130 Zaiike P1,
P. 3. Bex T4l
F1-894 Hailaiii 8%,
F4-371 fahyapza Pl.
333 Lewers 5%,
94-43 ¥uhauiva 8%,
P. 0. dox 1281
94-%hk Marala P1.
1375 Ala doig PLL
75354 Jucd Girset
1472 5t. Louis Dr.
P. G, %ox 54
Fi-41s dAiapakig 3%,
1819 dkone Pl
#-76% Ponavepuna R4,
47-205 ¥uhi 8%,

P 0. Bex 1614

tkh fAni Bt.

94-365 Hilihus Wav
R4-358 Kahuawai §%,

wonclulu, HI “eci?
Kaneohe, Hl Jt74%
Kansphe, H1 9&75a
Kaaawa, HI 94720
Fua Beach, 4 9&71e
Haniawa, H[ %57%¢
Henolula, HI 96817
Waipahy, #I 94797
hiea, HI 3474¢
Halelma, Rl Ha7ic
Waipahu, HI 96797
Alea, HI 9£701
Honslule, WL 76E18
Waipahu, B[ 98737
Halgiwa, HI 9471
Kaipahu, 1 96757

Fearl Zity, HI 24786
Wailuxu, Al 96792
Honolulu, HI S8Bi9

Kahului, #1 94732
Fepeekec, HI 94782

Kongiulu, #1 9813
Maimea, HI 96753
£palarekua, HY 94750
Honolulu, HE 9aE17
Honolulu, HI 94817
Lihue, HI 9476k
Pearl City, Hl 94782
Aiea, HI 36701
Lihue, HI 36754

Ewa Seach, HI 96704
Waipahu, HI 96797
Homoluly, HI 94Ei3
Waipshu, HE 94797
Kailua-Kona, HI 9474
Maipahu, HI 97537
Hoaolule, HI %6G:%
Honelulu, HI 94817
Honolula, HI 9tGis
Kaunakzkay, HI 94748
Naipahu, HI 94797
Horolulu, HI 9631%
Ewa Beach, HI 94705
walalua, HI 9879
Kaunakaki, HI 96748
Kahului, 81 973
Waipahu, HI 94797
Waipahu, HI 98797
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HARE GF CACILITY

Lucas, Friscille
Lucers, Lourdes
Lu{iﬁa, Feiiza
Luczzn, {ipridrna
Lﬁf;vﬂ, Xify

Lugar Baser
Lunalzls

Lydis Juepads
Kahini, Lolisa
Micazangoang, #ngrsa
Kacadangdang, Leemiia
Mzcrina Castilis
Aadansa, Deneciacian
Madriaga, Felicidad
Mapasay, Leonards
Magacay, Shirigy
¥aikai He Meume
Malag, Jossering
Baldonade, Slizacet
Aalingdan, Mary
Hanuad, Juap
Manpla, Llarifs
Marue!, Felicifas
Marcy's

Mariana’s

Mariane, Bioria
Barie Yiduya
Mariiyn's

Karing ¥anuel
Narguesz, lLuz
¥artin, Msrina
Martinez, Isabel
Hariiner, Balvacion
Mary frostz

Maui KRC

Yeav's

Kicuel, Frances
Micuel, Johacna
¥irer

Mining

Kivampip, Kise
Mivarong

Aplina, Domsclacion
¥oni Liza

Rones, Felicidad
Motas, Felicitas
Munsz, Erlinda
NOBE

Hagaichi #)
Nagaishi #2

"

iEligrs Pl L
fhcse'o‘ Lecat:
Fnlandp) Lutina

o
:nyi Eaoec
#arzanng Klinenks, K
Lydiz Buersoo

Lofita (Beniagint Mafind
Angrex P, Hdacacangdang
Legrila Mscadangdany
Macrina (Jaise) Caztillo
Benjasin Watasba
Felicidad (Honeriz) Mads
Lagrarda {Pedra} Magacay
Shirley Magasav

Louise tﬁif'nd) Rodrigues
Jeseahine ¥, iMichael! Malag
Eiizabeth ﬁ;char 3) Msldonagn
Mary (Juan; Malingdan

Juan i{Essenial Mzauad

Clariia Ransjs

Felizitas {Lorenzei tanue]
¥arcelina (Abrahas) Castrs
Erxxa #arians

Giaria Mariane

Rose Harig Viduva

Mariiyn {Redriga) Castiile
Aarina iRolambo F. Wanuel

Luz (iessie) %arjuez

Narina {Faple) Martin

Isabel ifomings’ Martipe:z
Sglvacion {Feiiy, Martins:z
Marv {iariaea {Teafilo? Acosta
Susan Mle

Mediasrix De Lara

Frances Riguel

Jokanma (lcsni Miguel

Feiisa Miner

Herainia (&kifrede’ Vamave

Vigse (Waillace; Nivasots
Shiriey Mivazone
Conseiacian Boling
Fresentacian [Hgrmand
Falividad .Bernarde!
Felicitas Hotes
Eriinda Munpz

Nancy Sads

Saizee Lucers

Shirue Lucers

riags

"
i
2

Jaientin
Xones
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REZICENTIAL CPRE RES
tate oF Hawaii

& *&i: Yikea TiT.
93-225 Algz #tz, I,
24 Puaganl 8%,
20604 dmo Ln.
Gu-g32 hahuahe

-

iz 3.
1931 Jiana 8t

1304 ghiiani 5%,
152% Laiian: 3%,
1323 H4alzke 5t

1708 ¥ai ie;e at.
371h fera on.

1198 Ala Nzpuaaml 5¢%.
21 Kealaloa Ave,

#. 0. Bex Ci%

1985 ¥aweicka St
95-416 Kaluame: FL.
1415 daoiana 3t
{614 Mereie Sh.
94-1177 Haleiehus 5.
2110 Calsfernia Ave,
94-211 fahuanani St,
G4-708 Kemuas 5%,
1214 Kag IV 3d.

15%7 £ilchans Z%.
2052 Ylana 8L,

1922 Lakilant BE.

9% Mahalsni 8%,

1447 Ala Leley 2%,
118 Buiick Ave.
B4TH M, 3choeri 3K,
185 Flua 3t

94~537 Hiahiz Lg.
§6-345 veera 5t,

4¢ Hoclaulea Siree:
1PiU ¥aiihi 3,
F4-455 Kghualeng Bt
1370 Ais fuis Bt

B, 3. Hox 234
F6-1I08 wWaipahu 5%,
489 Holus Dr.

1896 Kirocle 5t.
18%6 Kirosle St.

Waiganu, H:
Haipahu, HI
Ewa Beach, HI 9a73s
Hongluiu, HI
Faunakakai, HI 98745
Fahuiui, A1 98732

me=r

desplulu, HL 96823

Waipahu, H1 34797
Naialua, Wl 98751
Atea, HI 96705

Kahului, Hl 94732

Homplulu, HI 9812
Waipahu, 1 St
Yonaludu, HI %egi3
Horoiulu, HI 96Bi%
Honoluly, HI 76319
¥ailua, HI 94724
Honoluly, Hi 988L%
Hemoluig, HI 946619
Hotoluelu, RI 94815
Makawao, HI 58758
Fagaikou, HI 94751
Feari Eity, HI 98782
Paarl City, HI 95782
Paar} City, HI 94782
Honoluiu, HI %8519
Waipahu, HI 98757
Wahiawa, HI 9576:
Waipahe, BRI 967%7

Waipahu, HI 54797
Henolulu, HI 94819
Homolglu, #I 96819
Honolulu, HI 94617
Hemoluly, HI 94819
Watluku, HI 96773
Honalule, HI 96818
Honolulu, HI 9819
Homaluly, HY JEE1?
Wahiasa, Hi 9&7H4
Waigahu, HI 94797

Laneche, HI 94744
Hiig, H[ 96%75¢

Honslulu, HI 98819
waipahy, HI 96797
Hilz, HI 9§72

Kaunakakai, H1 94758
Waipshu, H] 94797
Kahuylui, Bl 98732
Hila, H] 96720

Hilo, HI 94720
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NAYE OF FRCILITY

¥amocs, felis
Nasis. Laureta
> Havarro, Pacifa
Nzvarra, Peheces
¥ebroja, Rayeunda
Nemedez, Biory
Rerida, Isidre
Niets, Corazon
Hita's
Hono, Esteiita
Wuesca, Elarits
Nuesca, Margarifa
W@ Nusang lani
(Osail, Resedios
Ubrers, Esperanza
Qieria, Alsa
fiegarin, Sicris
Gitnares, leiesting
Jealza #1
Opaiza 42
Ordors, Leticia
frial, Rosemarie
o Dribie, Jovita
Oya Ke-ka
Pacleb, Isabel
Pacieh, Prigitiva
Paga, Hororata
Padaca, Victerina
Fadasdae, Rosana
Padre, Nerma
Padron, Martina
Pagzduan, Bemta
D Palacel, dicria
Palole Chinezs
Fantii, Fortunals
Paransda, tszenia
Parony, Raguel
Farubrub, valentin
Pascug, Elena
Fascua, Salvasion
Pastuz, ‘Yiclets
Pascual's
1ag fascual, Esther
Fascual, Soiedad
Paaling, Alberts
Pauline, {larits
Pagling, Purifizacion
Pedre, Rpsarie
Pihana, Thelss
Pilien's

SPERATER

felis Haspca

Layreta Nasis

Pacita Navarra

Rebecrs Mavarrs

Raysunda (Fernands: “ebre:s
Glory Negede:

isidre Yerida

Corazen Hieto, LPY (Richard)
fnita Doaings

Estelits Yone

£laritas iBernard) Nuesca
Margariva Nuesca

fan Jacoki

Resedles (Barnard’ Dagil
Esgeranza Jhrero

Alaa Rogelic) Drerie
iloriz dlecario
Lajesting Giipares
Feliciana [Reger: Daalra
%oger Feliciana) Uaalza
igtizia Grdono

Roszmarie Orial

Jovits (Dorateat Oribis
Yaeifon Hoe

Isabe! Parlsh

Prigitiva Pacleh
Honoraia Pada

Victorina Pagsca

Rzaana Padasdas

Horez 3. Padre

Rariina Pardon, LEN
Benita Richard} Pagacuan
Bloria Paiacoi

Rena £.4, Hu

Fertunata (Christine: Pamtil
Espenia Paranads

Raguei (Pedringi Parowag
Yalentira Farubrub

Elena Pasrua

Balvacion Pazcus

Yisleta Pascya

Tring (Arihur) Pascusi
Eather Pascual

Soledad Pascuel

Aiberta Paulineg

Elarita 1. Pauiimp
Purificacion Pauling
Rosaric Pedre

Theles (Edward) Pihana
fufing (Royl Pilizn

128

1675 Hovhiames b,
294% Alcala

1833-3 vaz IV &d.
F4-153% Hiaal PL.
423 patlani 8.
32h dainshia F1,

3 dAuaalend Or,
296% Ala Punanz P1.
3454 Lixin: 8%
F4-532 Eusuae St.
907 Als ¥opikos P,
(EED-A kzp IV RY,
9% Kawaranakoa Pl.
Fi- 1087 dubaulus 5t
150% Balie &%,
$5-%4% Awaiar St
¥4~ 108 Fahuanul 8.
45-573 Kerneke Th.
117 Lakeviaw Dir,
117-4 Lakevieq ir,
[&1f Hoohiases 8t
o, 9, %oz 1481

2% Lircie Ir,

£i4d Ezlaniamicle Huy.

F4-1077 Yahuanui 5%,
F. 0. Box 904

F5-543 Mahae 3t.

739 Pyykala St
79-753 Kealaluina Br,
F4-607 Mahoz 8.
§7-631 Farrington Hwy,
1538 Rla Aoioa Lg.

F. G, Box 287

245% 10th Ave.

43%5-F Jizhena Ré.

16 Hoplauiea 5%,
F4-114] Halzlerua St.
G4-11C8 Hina 8¢,
34-301 ¥ahualens 51,
34-1£30 Hinaes 5t.
355 lameippa PI.
{521 Bla lelani P1,
{802 ¥ahize PI,
91-714 Fort #eaver R4,
F%-1172 Ralelehas Bt
1974 Machade 3%,
95-389 Ikeponos P,
§7-18% Kubi 5%,

438 Rihapar Bt,

2488 Kalihi 8%,

Pearl [igy, W1 6732
Litua, 31 %67&b
Homolulu, HE F6ELY
Walgahg, H1 94797
Maipaha, 41 96797
Hile, B 9872¢
Hile, HI 94780
Honoluiu, HI 96818
Henoivig, I FLB1E
Waipahu, HI 34797
Horoluiu, #] 96BIE
Honelulu, #1 76819
Horolulu, HI 96817
#aipapu, HI 94797
Henolulu, HI 94819
Waipahe, HI 94597
Waipahu, HI 94797
Kaneohe, MI 94744
Nahiawa, HI 96784
Hahiswa, HI 946784
Paarl City, HI 94782
Lihue, HI 9678

dshiawa, Hl 94784
Heneluly, HD 94821
Haipahu, K1 96797

Kaunzkakal, HI 94748
Waipahu, HI 54797
Pearl City, HI 94782
Riea, HI 96701
Waipahy, HI 967%7
Maialua, HI 96791
Honolulu, HI 9eBi%
Fapaikou, HI 76751
Honelulu, H! 9aBle
Kapaa, 41 9674p
Hilo, HI 98720
Waipahy, BI 94797
Waipahu, HI 94797
Malpary, Bl 98797
Waipshu, HI 95757
Hengiuiu, BI 9bBlA
Homelule, HI 94217
Honolulu, Wl 94B1¢
Ewa Beach, HI 94744
Naigahu, H] 98797
Homeluie, HI 98819
Naipahu, HI 94797
Wazalua, HI 96791
Katlua, HI 94724
Horolulu, HI 94819
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Fonee, Crecenclang
Pagig, Esteliia
Brecila’s

Friets, Glsria
Puiefua, Heien
Fuga, Yirginia
Purganan, Pesria
fueaats, Irene
Quevedn, Lelita
Quidilla, Virginia
Bujschs, Lolita
Buischo, Respdies
Buisisoe, Julla
Buitevis. Elena
Buiten, Caciliz
Suitan, Felicidad
Quitorianc, Leticia
Ragons, Agrigira
Kamire, Lydia
Ramiszal, Estrells
Rzacletta, Eusebic
Raass, Arsenis
Ramos, Lonsclacion
Raggs, Doloves
Ramos, Luciia
Ramos, Macaria
Rasos, Virgiaia
Raguecan. CresCancia

Raguel, Perlita

Raval, ¥ilea

fesves, Rhoma

Requjus, Consuels
AeRy's

Resgarch Canser (hies!

Racearch lenter (¥alihit
Research lenter iWaipahul
Fesearch Cepterikapaiseal

Resciciy, flarita
Retpicis, Maria
Resyeile, Carpelits
Rptuts, Blendina
Ravilla, Mila
Reyes, Lezilis
Reyes, Cesaria
fleves, lorazsn
Rilveria, Luisa
fisands, Elnpra
Riopta, &loria
Fosario Yiloria

ARULT RESIDE
Stata

Promeptt 1o R
LTBIENNI3N: FORCE

tstelita Posis, RN ihlberic
Preciia (Faster? Hadolirs

Eloria Priete
Helea Pu'efua

Virgiria {HanmiBal) Puaz

Feariz A. Purganan
Irene (Marvind Buensdc

Leiita (Aveling} Tuevede

Virginia Quicillis
folita Suiochy
Resedios Bulsche
Juiia Quisispe

Eisna Quitsvis
Cecilia Buiton
Felicidad Juiten
tetizia Buitorians
Agripima ‘Jezed Ragpna
Lvdia 5. Haaire, uPM
£syraila Ramiscal
Eusebiz Aamplztie
ATSERIS Ramps

Consclacion {Estanislacl Razos

Joicres (Freddy) Haacs
Luelds Famps

Macariaz Rames

Virginia Kaaos
{rescencia {Polecartes
Raguedan

Poriity {Loretic) Raguel

Hilaa Raval, AN
Ehona Reeves
Consuglo Regujus

fieasdies (Lirilie) Basue:

8. Oaura/¥aren Diavan

3. Jawrasiilia Salicinao
B, Jeura/Ezerita keselar

Gegrze Y. Tmura

Clariza {Jaiasacis! Respigis

Maria iRoxas) Respicio
Darzelita Resysllc
Blandina Yetuta
Kiia Revills
Terilia Feves
fpeariy Reves
Cprazon feyes

Luisa Rijveria
Einprz Rinande, LPH
Gloria Ricpta
Rpsaris Vileria

&L CARE 4QuE:
Hawai:

ARDREEE

94-1155 Raieishus §E,
F4-1447 yaipahu St
S4-5%81 “ahoalea 9.
3587 Likim: 3.
F4-1117 Waipaky Bt
1557 Lailany 8%,
Fu-1135 Hilihus FL.
G4-1217 Haielehua &t.
P. 0. Box 172
#1-1432 Kalspu 8,
4193 Likini 8%

1589 Elua 5t

P, O, Box 287

G4-431 Habuanani St.
1630 Yisled 3t

36-5E4 Farrington Hav,

1287} Kazieku 3¢,
94-1104 Kahyamo St
F4-531 Kuslug PI.
F4-343 Api: 3,
F4-432 Kahuslena 5t,
4008 faly Lake Elvd.
1742 Ala fplan1 PL.
94-1273 Waizahu 8¢,
7-282 Manuu St
55-0&B Pakes R,
F4-257 fois 84

232{ Amocaos 3.

{432 Kam IV R4,
4305 Kailewa 5t.
ehbh Fulioupu R4,
F4~£3% Kahuaizna §E,
Fo=447 Lahyalos Fl.

2579 Paa Street, Ra. 207
£R79 Paa Strest, %, 207
287% Paa Street, Re. 207
287% Faa 3treet, Re, 207

3080 Baliky BE,

3E8 Kainghis Fi.
2338 daopape 5e,
1115 Fabuailani 5§,
F, 0. Box 1817

1925 Walkzhe PI,

202 Nik; 5t.

F4-1041 Luaikula 8%,
1333 Ala Napuram 5%,
{758 Hoolanz St.

P, 0. Boy 178
-1085F Kunaulfua S8,

Waipahu, ¥ 96797
daipanu, HI 96797
Waipshy, ¥l 98797
Honoplaly, HI 9h3!E
Walpahu, HI 94797
Honolulu, HI 946819
Waipahu, H] 9&797
Wainabu, HI 94797
Facaikou, HI 94781
Ewa Beach, R 94706
Horolulu, HI 94812
Hongluly, HI 96819
Papatkou, HI 96781
Waipahu, Hf 96797
HWonoluiu, A1 96819
Waipahu, KI 24797
Honpiunle, HI 96823
Waipahu, HI 94797
Waipahu, HI 98797
¥aipahu, HI 94797
kaipahu, HI 94797
Henolulu, HL 94812
Homolulu, HI 94819
Waipahu, HI 94797
Waiznae, HI 96792
Haleiwa, R 94712
Waipahu, H1 96797
Feari City, HI 94782

Honelulu, HI 94819
Lihuye, HI 94756
Honolulu, W1 9hBE}
Haipahu, HI 94757
Adipahu, HI 96797
Hompluly, HI 95819
Hongluiz, Hi  96EL9
Honoluiu, HY G4BI9
Hemeluiu, HI 98819
Homolulu, #l 96819
Hile, HI 94720
Peari Ciby, HI 94782
Waipahu, HI 97697
Hongkaa, HI 98787
Hongiuiu, H1 9eE1Y
Henolulu, HI 96819
Weipshy, H1 94797
Honoluluy, HI 94818
Pearl City, HI 94738
Hanazauly, HI %715
Baipahu, HI 94797
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NAME OF FACILITY

Resaris, Trinidad
fase s
Ruiz, Estreilita
Sablav, Cerazer
Sagang, Jusniis
Sadey, Jusnita
Sagsvsay, ¥akrina
Bagisl, Edit
Saguibe, Veronica
Jaite, Btelia
Saleedn, Helen:ta
Saienda, Violeta
Sales, Filipinas
Saily's
Saiudares, Florentina
Salvadn, Letizia
Salvader, Ciemita
Samanieqy, Aaelits
Samdaion, Resecios
5:3L”Ea; Zlena
Sarardi, Maria
Sardan, Mariz
Sehaatian, Acelina
Jecretario, Margarits
Seguerra, thirley
Seiga, Natividad
Serapitn, Bhirley
Shibuys, Rarbara
Sidiarem, Magdalena
Sinfuege, Anneivn
Srouffer, Cely
Soiger:n, Ofel:a
Subia, Spiegad
Zunshing
Tacsian, Prisifive
Tabiit, Elpidio
Facterar, losechine
Tacub, Dalores
Tacub, Feliridad
Tagavilis‘s
Tesave, Cres
Tasayn, Magdaiems
Tangonan, Sesivne
fapadan, Terdarica
Tagec, Gioria
Tatson, hngeles
Teresita Gomings
Toienting, Leonila
Toass, Cristina
Torgpalan, Adelina

AT

FESIDENTIAL [RRE HIME

£

State of Haway:

QFERETOR

Trimidag Rpzaric
123

Roze Zaar:s

Estrellista ilswrensz) Ruiz
Zorazoer Zapias

Juaniva 3adang

Juanita (fariito! Cedoey
Mairina Sagavsay

Edith iRaiph: 5 H
Yersni guilis
Stgila 5. M nl 3aits

He vin
Hplenita Salcaeds
Yizleta Salenda
Filipinas (Manuel’ Saies

8ally Kaiams

Florenting Saludarss
Leticia E. 3aivade

Cionita ihecr; Salvader
Aneliti hlandal} Semanjers
Remediss Sasbalon

fiara Sanchez

Haria . Sarand:

Haria Sardon

fgelina Sebastian

&

Margarita (Juapi Scnaffer
Skirley (Tesfilei Zequerre

Nativided Seiga
Shirley {Dosinader! Serapiorn
Barpara Shibuya
Magdalena Gidiaren
Anneiyn Sinfupgs
Cely U. (Thosas W.) &r
Ofsiia (Wimsioni Soimerin
Soiecad Subia

Ann Lou §, Cordern
Frisitive Tabaian
Eipidis Taplit
Josephine [Canatss
dsiores Tacub
Felizidag Tarub
Susana ‘Maruel!

Yacderan

Tazaviila

Cres Tasays
Mzgdalena Tamavo
Cesiona Tanganan
TEeCoriza Tapasin

Flcria Tapec

Angaies Tagsen

Teresita Amanta) Deaingo

tectila Toientina
Cristina Tomas
Agelina Tongpalan

130

o
[
wgr ik ok

=315k Hilihua Hay
4240 xpa<a Dr.

712 Hospaiimall 3%,
36b Kaggaian: 5t

74l Haona 3,
*akalii &1

se4 ¥alibl 8%,

-34% Hishia Lg.
Fapali Pl.
Pudks Mauks B,
Iai’;e 5.

Likim 5%,

i O
O3 h
L I 74
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P
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3

1418 lap im.

4 Glopaina 5,
2853 wolake

1577 kaweloxs 3¢,
6 A Faw ot

P, 0. Box 32

F4-1069 Kahuameku 5t
F6-1047 Kuhaulua 8%,
368 Circle Nauka 5t
6175 May Way

330~4 Kalana R,

dahizma, 4l %6734
Watpany, HI 4797
Hrreluiu, HI 78Bi3
4apa3, HI 4748
;Cuaadlﬁ, Hi 958{:
% ialua, HI 96791
Honol }J 4] 9k319
¢ 8

Henoluiu, HD %6
Walpany, #1 &7
daipahu, Al %6797
Waigshe, Bl 94797
Homolulu, HI 94Bi%
Walpahy, HI 96797
Kanulei, H] 9673
Hils, HI 94720
Kpzau, HI 36759
Heneluja, A1 92819
Wargahu, HI %4797
Waipahu, HI 9&7%7
Kaunakakai, HI 94748
Waipahu, H1 94737
Haipahy, B 96797
Henolulu, HI 98819
Waipahy, BI 94797
Honglulu, 41 9819
kareche, HI 78744
Waipahu, HI 98797
Captain Cook RETLG
Waipany, HI 96797
Henoluiu, HI 94819
Fearl Dity, Wi 96732
Hile. BI 76724
Waitalua, HI 94731

Kahuiul, I 36732
Henglubu, HI 95819
kaipzhu, HI 36797

Honelidu, HI 958
Honolaly, HI %6
Honolaly, HI 34
Honalulu, HI 56
Honolulu, Hi
¥aslua, HI %6734
Lihue, Hl %4745
feari Lity, i
Waidiva, HI 84794
Waipahy, HI 987%7
Waipahu, R 95797
Wahiawa, HI 947E4
donpluly, HD 9AEZ!
Hile, HE §6728

§u73c
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HANE OF FAZILLTY

iprsa, Shiiziia
arres, Loursa
TF;F;CQL, Marira
'sara. wallace
ygade, Lydia
Tuilgo, Qereyie
Tugsreng, Macrins
Tusbage, i{ren
Tuspap, Lendegracia
ligaiza, Fely
doaling, Juszfina
Hganiza. Angelz
$ianoca, Monic
Hep, £s3anis
Bign, Juenita
Uneiane, Martira
iruereta, Medesta
yraenste, Rosalina
Ursglua, Tomass
jsen, Lyila
dtrers, Noraz
Valhuera, derersea
Valder, Eufeaia
Yaldez, Evelyn
Jaider, Karceling
Jaldes, Minca
valdez, Tarcels
Yalentin, Herginiz
Yallente, Lolita
Vargas
Vez, breta
Jenenriane, Nalie
Viagn, felia
dicente, Enriguets
Yitky's
vidal, Julie
ditlabrille, Trimdad
Vilialur, Iriztsta
Yilizars, Lareen
yillar, Marylin
diilana, Erlinea
Yiloria, Tutiguia
Y12luan, Estreila
Viziv's
firgil's
Yirainia Sels fruz
Yolibrazht, Mariiyn
Kallua
White, Deorae
Hiliiams, Felipa
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Louisa Torres

Marina {Joza} Trinicag
waiiare (Kismicer Tsuha
Lydis {Franciscai fugade
feneviz Tulias
“agrina Tumaneng
{renes Tutbaga
Lecdegracia Tusdap
Fely (Frark; Ugaliz
Jrsefina iCandids)
Angels UYganiza
Fonica Ulangoa
Ezmania (Baturning) Llea
Juanita Ulen

Ugaii
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Harvina (Testisp! unciang
Mudesta Urzenels
Kﬁgaazﬁﬂ Lrﬁeﬁet:

Temasa L, Ursdluz
Lydia Usan

Neres Jirera
Gererpsaz flLepn!
Eufemia Jalder
Evelyn Valgez
Barceiing Valger
Wirds Valcer
Tarcals Yaloey

Vaizuema

Hersinia (Lagni Valentin

Lalita Vallente

tevy (Josech) Balile
Greta {Fenjasin: Vea
Halie Venenciamna
Ofelis iLauriamot Viade
Enriguets Vicente
Victoriz Eischan, AR
Jutie Vidal

Trintdad Yillanrille
Cristets (Magdai
Carsen Viilas:n
Marvi:im Viilar
Eriinda 5, Yillsra, RN
Eatigura Vilor:a
Estrells ¥inluan
Visiety Bernargine, RY
Matilda (Virgil) Zarzus
Virginia (darlifo! gz
Marilyn Vellbracht
Ursuia Pagador
Eiien White

giiza dilliaes

nyb diiiaian

Jruz
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2128~k Waiboae 3¢,
£155 Makangnt Ir.
2817 Yint 5%,

F4-127 Awaiav 5%,
TEY taalo Gt

2929 Laglap way

748 Aaliu Si.
24T Kahuzeal 5%,
77-5509 Leialuha 5t
66947 Kiskonea day
94544 Kahyarani St.
§1-1127 Kiw1 5t
34882 ruhaviua 5%,
F4-734 Lumihoabu 5%,
P, 0, Bex 53¢

1423 dachur 3%,
F4-1341 Maipahu 5t.
54-1227 Kahuanui 8.
1636 Lterlani 5.

P. 0. Bex 187
94-p£5 Laenui 5%,
2413 Kula Kolea Dr.

99-1002~3 Puumakant St

124 Pihana 5t
$152 Havaais Ra,
2. 0. Box 53
c4ba-3 N, Sechesl 5%
%1 106 faurki 3t

i Peng 5%,
33?%—# Maunaice fve,
F4-37¢ Fratlan: Cir,
1378 Ala Lamd 2t
36! Ala Lehua 3%,
P4-850 fusuas 5
F. 0. Bex 434
4484 (paekaa Rd.
4§-207 Kas. Rav,
S6-543 Makana Re.

-

.

Waizapu, HI 097
Kaunakakszi, 4 S&7<8
denoiulyy ¥ #6813
Wiipahu, HI 98737
Horolulu, HI 94813
Hile, I %4720
Horoluiu, HI 963:i%
Honeluic, B O9EBIG
Lihue, HI 94758
Walpahu, d] 6797
Wahlawa, HI 96785
Homolulu, HI 96817
Henolulu, HI 9819
Henofulu, HI 94817
Honplula, HI 94BL9
Waigahu, HI 947%7
Kahuluy, Hl F473F
Henoiuly, HI 988:9
Boncluiu, HI  9461%
Waipahu, 1 797
Kaiiza-Xpna, d41 96740
daialua, HI 98791
Waigahu, H1 %8797
Ewa Beazh, BI 34748

Waicahu, Hl 98797
Waipahu. Hi 96797

Pepeekea, H] F4783
Pear] City, HI 94782
Naipahu, HI 347497
Waipahu, HI 9£797
Homoluiu, HI 94819
Yagnakakai, HI 38748

Waipahu, ¥l 95797
Homolulw, HI 948:%
fiea, HI 94701
Honolulu, HI 9LE2S
Kapaa, Al 7474
Pageeser, HI 94783
Heaolulu, HI 94219

£wa Beach, Al 5&704
Hile, HI 957E0
Honoluly, HI 948l
Waipahu, HI 94797
destigiu, HI 9REIS
Horoiuiu, HI 96513
Waipahu, HI 387%7
Kailua-Xpnma, i 8743
Kagas, AL 94746
Kaneohe, HI 94744

Haleiwa, HI 94702



Fage Ne. 12
0472388
ADULY RERITENTIAL CARE AGnIS
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Yage, Feris Perly Yage AR #1, Box 378 Lidue, HI 9&TEb
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Appendix C-2

SKILLED NURSING FACILITIES

STATE OF NAWAKT

DEPARIMENT OF ALY

MEDICARE ADMINISTRATION

HOSPITAL AND MEDICAL FACILITIES BRANCH

SKILLED WURSING FACILITIES

MEDICARE
MEDICATD

FACILITY ADMINISTRATOR(S) PROVIDER NO. NO. OF BEDS
ONI
ARCADIA flelen Meredith X 12-5014 58
1434 Punahou Street
Honolulu, Hawaii 96822
BEVERLY MANOR CONVALESCENT CENTER Virgi_nia Hueftle X X 12--5020 108 {SNF/ICF)
1930 Ramehameha IV Road
Honolulu, Hawaii 96819
CONVALESCENT (ENTER OF HONOLULU Abe Sakai X X 12-5019 182 (SNF/ICE}
1900 Bachelot Street
Honolulu, Hawaii 96817
HALE NANI HEALTM CENTER Jerald C. Minson X X 12-5011 24
1677 Pensacola Street 208 {SNF/ICF)
Honolulu, Hawaii 96822
ISLAND NURSING HOME Leland Yagi X X 12-5005 42 (SWF/ICF)
1205 Alexander Street
Honolulu, Hawaii 96822
KAHUKU HOSPITAL Rikio Tanji X X 12-5030 11
Box 218 ) 15 (Acute/SNF)
Kahuku, Hawaii 96731
KURKINI GERIATRIC CARE Masaichi Tasaka X X 12-5026 50

347 North Kuakini Street
Honolulu, Hawaii 96817
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SKILLED NURSING FACILITIES {(CONT.)

FACILITY

ADMINISTRATOR(S)

MEDICARE

MEDICATD

PROVIDER HO.

NO. OF BEDS

ORIU_(CONT. )

LEAHI HOSPITAL
3674 Kilauea Avenue
Honolulu, Hawaii 96816

MALIHIA HOSPITAL
1027 Hala prive
Honolulu, Hawaii 96717

MAUNALANT NURSING CENTER
5113 Maunalani Circle
Honolulu, Hawaii 96816

NUUANL HALL
2900 pali Highway
Honolulu, Hawaii 96817

POHAT NANI CARE CENITR
45-090 Napoku Street
Kaneohe, Hawaii 96744

ST, FRANCIS HOSPITAL
2230 Liliha Street
Honolulu, Hawaii 96817

WAHIAWA GENERAL HOSPITAL
128 Iehua Street
Wahiawa, Hawaii 96786

WAIMANO TRAINING SCHOOL & HOSPITAL
Pearl City, llawaii 96782

1/87

Abraham Choy

Gilbert Gira

Kemneth Halpenny

Sallie Miyawaki

Larry Van Hunnik

Michiael Matsuura

Kenam Kim

Lois Suenishi

X

>

X

[
i

12-5010

12-5009

12-5013

12-5024

12-5023

12-5025

12-5015

12-G013

98

158 (SNF/ICF)

101 {SNF/ICF)

75 (SNE/L(F)

42 (SNF/ICF)

52

93 (SNF/ICF)

60 {SNE/ICF)
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INTERMEDIATE CARE FACILITIES (CONT.)

MEDICARE
MEDICAID

FACILITY _ BOHINISTRATOR(S)

PROVIDER 1O, NO. OF BEDS

KAUAT (CONT.)

=

SRUEL MAHELONA MEMORIAL HOSPITAL John 1. nglish X 12-EG04 6
4800 Kawaihau Road 61 (3NF/ICF)
Kapaa, Kauai 96746

G.N. WILOOX MEMORIAL HOSPITAL DND Phil Palrer S X 12-E005 80 (5NF/1ICH)
HEALTH CENTER
3420 Kuhio Hidghway
Lihue, Kauai 96766

LANAT

LANAT COMMUNTTY HOSPITAL Monica Borges X X 12-E006 8 (SIF/ICF)
P.0O. Box 707
Lanai City, Lanal 96793

MALT

HALE MAKUA Anthony J. Kreig X 12-E016 124
1540 East Main Street
Kahului, HMaul 96793

HALE MARUR Mnthony J. Kreig X X 118 (SNF/ICF)
472 ¥auvlana Street
Kahului, Mawd 96732

12-1:024 95 {SNF/1CT)

e

KULA HOSPITAL Rorel DelaCruz X
204 Kula Highway
Kula, HMaui 96790

MOLOKAL

MOLOKAT CGENERAL HOSPITAL Connie Wilerski X He 12-1019 14 (W /)
P.{. Box 408
Kaunakokal, tolokai 96748



Appendix D-1

LETTER TO ARCH OPERATORS

Samuel B. K. Chang ;—'} l f

Director i

LEGISLATIVE REFERENCE BUREAU
Siate ¢f Hawau

. State Capitot

Monolulu, Hawai: $6813

Phone (808} 548-6237

July 29, 1988
3852-A

Dear ARCH Operator:

The legislature has asked the Legislative Reference Bureau to do a study to
see if the State should build a state veterans home.

If a state veterans home is established, it could take many forms including
an adult residential care home.

it is important that we find out how many veterans are currently staying in
your facility.

A veteran is any person who has served in any branch of the United States
armed forces.

Please answer the questions on the back of this letter. When you are
finished, please return it in the enclosed envelope as scon as possible. We hope
you can send it back before August 15, 1988.

if you have any questions, please call me at 548-8237. Thank you very
much for your help.

Respectfully yours,

Peter G. Pan
Researcher

PGP:at
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Please check the appropriate spaces below for any veteran residents In your facility.

If thers are no veterans In your faci!iity, check here {No veterans

LRB SURVEY QUESTIONNAIRE

No names are needed,

) snd return the questionnaire anywsy,.

Veteran

vateran's Age

veteran's Annual

Income

VA Benefits

65-69

10-T4

75-79 80-84

85+

Under
$4, 000

54,000~
§5,500

$5,500+

Disability
Pansion Compensation

No,

Ho,

No.

No,

Ro.

No,

o,

No.

No.

No.

10

HNo,

11

No,

12

Ko,

13

No.

L1

No,

15




Appendix D-2

LETTER TO SNF/ICF OPERATORS

Samuel B. K. Chang
Director

LEGISLATIVE REFERENCE BUREAU
State of Mawaii

-State Capitol

Hongiulu, Hawali 56813

Phone (808) 548-6237

July 29, 1988
3952-A

Dear SNF/ICF Operator:

The legislature has asked the Legislative Reference Bureau fo do a study on
whether the State should build a state veterans home. Copies of SCR 49 and HR
320 are enciosed for your information.

1f a state veterans home is established, it could take the form of a skilled
nursing facility, an intermediate care facility, or an adult residential care home.

it is important that we find ocut how many veterans are currently in your
facility.

A veteran is any person who has served but is not currently serving on
active duty in any branch of the United States armed forces.

Please answer the few brief questions on the reverse side and return it to
us in the enclosed self-addressed envelope as soon as possible. We would greatly
appreciate it if you could do so before August 15. If you have any questions,
please call me at 548-6237.

Thank you very much for your help with this study.

Respectfully yours,

s
et T
Peter G. Pan
Researcher
PGP:at
Enes.
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Appendix E

INDICATION OF PROPORTION OF VETERANS IN
ARCHS FROM THE DEPARTMENT OF HEALTH

JOKEN WAIREE
GOVERNOR OF rawAi

JOHN C. LEWIN, M.O.
DIRECTOR OF HEALTH

STATE OF HAWAHN
DEPARTMENT OF HEALTH

B, O. BOX 3378

HONGLULLL, HAWAN 96301
in reply, pjease refer tor
File: MedH-HMF

June 28, 1988

Tos The Honorable Samuel B.K, Chang
Director, Legislative Reference Bureau

From: Director of Health

Subject:  Veterans' utilization of adult residential care homes, intermediate
care facilities, and skilled nursing facilities

For your additional information, a survey of 225 of our 549 aduit residential
cgre facilities reveals that of the 851 residents, 34 (49%) have Veterans Administration
clients. By the year’s end, we should have the total ARCH caseload classified,
but the breakdown for v obably not vary much from the 4%,

OHN C. LEWIN, M.D.
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Appendix F

LETTER FROM THE DIRECTOR OF HEALTH TO
THE LEGISLATIVE REFERENCE BUREAU

JOHN WAIHEE
GOVEANOR OF HAWA#L

JOHN C. LEWIN, M.D.
EFRECTOR OF HEALTH

STATE OF HAWAI
DEPARTMENT OF HEALTH

P, @, BOX 3378
HONOLULLL HAWAIL 98801

June 24, 1988 ﬂ@@@ﬂwgt-uffim

JUN 25 195

Mr. Samuel B.K. Chang

Director LEGISLATIVE
Legislative Reference Bureau REFERENCE BUREAU
State Capitol

Honolulu, Hawaili 26813

Dear Mr. Chang:

Re: SCR 49 Study on the Feasibility of a State Veterans Home

Enclosed please find a listing of Adult Residential Care
Homes, Intermediate Care Facilities, and Skilled Nursing
Facilities licensed to operate within this State, pursuant to SCR
49,

The extent to which veterans utilize these facilities is
probably better known by the Veterans Administration and the
Department of Human Services.

If we can be of Ffurther assistance, please do not hesitate
to let us know.

Very truly yours,

C;/Cji_ | AJ/‘\.//f‘\\\ww//fﬁxxuﬂx’“*
JOHN C. LEWIN, M.D.
Director

Enclosure
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Appendix G

LETTER FROM THE DIRECTOR OF HUMAN SERVICES
TO THE LEGISLATIVE REFERENCE BUREAU

WINONA E. RUBIN

mgawv;:g-;ﬁs DIRECTORA
ALFRED K. SUGA
BEFUTY DIRECTOR
MERWYN 5. JONES
DEPUTY DIRECTOR
STATE OF HAWAH
DEBARTMENT OF HUMAN SERVICES
P. O. Box 339 fa) -
Honolulu, Hawaii SGSOQQE@EQ \yg@
July 1, 1988 Jur o -
- N
LEGISI AT
R TivE
MEMORANDUM EFERENCE BUREAY
TO: Samuel B.X. Chang, Director
Legislative Reference Bureau
FROM: Winona E. Rubin, Director

SUBJECT: &S.C.R. 43, STUDY ON THE FEASIBILITY
OF A STATE VETERANS HOME

This is to inform you that we have sent a copy of your
letter to the Department of Health, Hospitals and Medical
Facilities Branch who would he the most appropriate office to
provide you with the names and addresses of the uperators of
every adult residential care home, intermediate care facility,
and skilled nursing facility licensed to operate in the State.

Although the Department of Human Services' recipients are
the major occupants of these facilities, the Department of Health
is the agency which is responsible for the certification or
licensure of adult residential care homes, intermediate care
facilities and skilled nursing facilities. Therefore, they would
be able to furnish you with the most current listing of certified
or licensed facilities.

We apologize for the delay in responding to your request and
hope that you will receive the necessary information from the
Department of Health.

Director

¢e: Presgident Richard §.H. Wong
Speaker Daniel] Kihano
Governor John Waihee
John Lewin, DOH

AN EQUAL OPPORTUNITY AGENCY
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Appendix H

LETTER FROM THE LEGISLATIVE REFERENCE BUREAU TO SENATOR
SPARK MATSUNAGA REQUESTING ASSISTANCE WITH THE STUDY

July 23,

Peter G.

i988

Pan, Researcher

Legislative Reference Bureau

Roon Q04

Capital Building
Henolulu, Hawaii 96813

The Honorabie Spark M. Matsunaga
United States Senate

189 Hart Senate Of+ice Building
Washington, D.C. 20510

Dear Benator Matsunaga,

Study ot the Feassibility of 3 State Veterans Home in Hawsii

The state legislature, through 8.C.R. 49 and H.R. 320, is requesting

the Legislative Reference Bureau to conduct a study into the feasibility aof
establishing a state veterans hope in Hawaii.

w2 that

The Regional Office of the Veterans Administration in Hawaii informed
you had canducted VA Task Force hearings here in Hawaii last April and

that a wealth of data had been collected.

Hawaii,

1.

I am particularly interested in seeing updated data on veterans in
specifically:

What is the current veteran population in Hawaii by age group and
income?

What is the projected veteran population to the year 20107

How many veterans are turreatly living in:

&) skilled nursing facilities (SNF)

) interpediate care facilities (IEF)

¢} adult residential care homes (ARCH)

14 a state veterans howme is established, it could take the fors of any

of the three types of facilities listed above, The Veterans Administration
provides two types of financial assistance ~- per diem aid and construction aid
-~ tp states wishing to establish such homes. We need to clarify and confira
with the Department of Medicine and Surgery pf the Veterans Adeinistration

various

conditions that need to be met for the award of such aid.

Further queries are divided into questions concerning per diem ald,

construction aid, and guestions of a general nature.

! wouid greatly appreciate a response froms the VA as spon as possible.

Respectfully yours,

e

Peter 6. Pan, Researcher
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Appendix -1

LETTER FROM DR. GRONVALL TO THE LEGISLATIVE REFERENCE BUREAU

Department of Meadicina Washington D.C. 20420
and Surgery

‘V'\ Vetet:ar}s ]
\-C- Administration L R 8:52

in Repty Reter To:

Honorable Spark Matsunaga
United States Zenate
Washington, DC 20510

Dear Senator Matsunaga:

This 1z a followup to my August 25, 1988, letter to you regarding
information you requested on behalf of the Hawail Legislative Reference
Bureau.

Enclosed is the completed questionnaire which you requested regarding the
State veterans home construction and per diem programs. Also, enclosed is
the available data you requested regarding the current veteran population
in Bawszil and the projected veteran population by age and income.

There are no VA skilled nursing home care facjlities Iin Hawail. The VA
contracts with 10 community nursing homes. There aze 10 veterans
recelving care in community skilled oursing home care facilities and 3
veterans receiving care in community intermedlate nuraing home care
faeilitvies. There are B4 VA-approved community residential care
facilities and 140 veteraus receiving care in these facilities in Hawaii.
VA4 does not have authority to operate residemtial care facilities.

We hope this lnformation will be helpful to the Hawail Legislative
Beference Bureau in determining the feasidbility of a State veterans home

in Hawail.
Sincerely,

g Loy D)
OHN A. CGRENVALL, M.D,

Chief Medical Director

Enclosures

RE@E&VE@

aerT 27 ™

LEGISLATIVE
REFERENCE BUREAU
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Appendix -2

INFORMATION FROM THE VETERANS ADMINISTRATION
TC THE LEGISLATIVE REFERENCE BUREAU

PER DIEM AID

1. We need to conflrm that the following two conditiong are all that need
be met for per diem payments to veterans Iin State home facilities:

(a) VA recognition of the state home facility im which “eligible
veterans” are claimants;

Yes

(b) "The faciliry's population must comprise greater than 50 per cent
of eligible veterans.

Yes

2. If a State veterans facility is established, can the state apply both
Medicaid and VA per dlem aid for NURSING HOMES {(skilled nursing
faciiities and intermediate care Ffacilities)?

Yes

In reply to the same questlon a decade ago, correspondence from the VA
advised that "VA per diem aid cannot exceed one-~half of the cost of
care to the State. In addition, total VA ald payments to a state for a
flscal year may not exceed the difference between and total amount
collected by the state for maintenance from all veterans for whom aid
is claimed and from all other sources om thelr behalf and the total
costs In the aggregate for their meintenance for the year. The above
does pot bar use of Medicaid as far as the VA is concerned...”

Hag the situation changed?
The ahove statement remains the same.

3. Can the state choose Medicaid in lleu of (rather tharn in addition to)
VA per diem for nursing homes? If so, will the state home facility
still require a greater than 50 per cent eligible veteran population
for VA recoguition?

By law, any State home that 1s recognized by the VA is obligated to
maintain at least a 511 veteran occupancy rate. If a State home was
not constructed with VA assistance, and did not wish te elalm per diem
payments, there would be no inmcentive to request recognition by the VA.

And if VA construction aid is involved, does the facility need to have
a 75 per cent or greater population of eligible veterans?

If the VA participates in the construction of a4 State home, by law, the
State home must maintain at least a 751 veteran occupancy rate.

4, Similar to question 2, can veterans in DOMICILIARIES benefit from both

851 and VA per dlem aid at the game time? RE@EQVEB

Yes
OCT 27 1oy

LEGISLATIVE
REFERENCE BUREAU
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5.

6.

&.

0.

Is there any longer a distvinction between "peacetime” and “war”
veterans regarding elligidbility for VA aid in state home facilities?

No. Each State develops its own admission criteria. The VA does not
distinguish between peacetime and war veterans for per diem eligibility.

Does the VA give per diem aid to non-veteran dependents when admitted
to & state home facility, e.g. wife, widow, father/mother of veteran?

No. The VA will pay per diem for eligible vetarsus.

Is there aay limit on the anumber of domiciliary beds or oursing beds
for which per diem aid is claimed 4n a state home facility?

The VA will officially authorize the number of beds in a State home
after the recognition inspection is completed. BRed authorization may
increase or decrease as per request of the State home and 1f all VA
requirements are met. State aursing home beds In a State cannot exceed
4 peds per thousand veteran population. State nursicg home beds over 2
1/2 beds per thousaad veteran population must be justified. State
domiciliary beds cannot exceed 2 per thousand veteran population.

If a veteran-resideant of a state home facility uses VA hospital/medical
services, will the veteraun-resident lose per diem beneflits on admiseion
to & VA hospital? What is the responsidility of the VA, if amy, if the
veteran remaing Iin a state home facility?

If & veteran is admitted to a VA hospital, per diem payment would be
withheld. Alsoc, 1f & veteran is admitted to a community hospital frem
& State home for more tham 36 hours, per diem will not be paid after %6
hours. Per diem will resume when the veteran returns to the State
home, 7The VA's responsibility is to provide care to all eligible
veterans as requested. If a veteran remains in a State home facilivy,
the VA will pay per dlem for an eligible veteran and assure that
quality care is given to all veterans through ansual inspections of the
State home.

Will there be a merging of "SNF/ICF" Ffacilities lato cme category om
the federal level soon?

In relation to the State home, the VA has uever distingulshed between
SNF/ICF patients. The per dlem rate of §20.35 is the same for both
levels of care.

Iz the federal "fair ghare” for per diem aid still at about 30 per cent
“"for total operating costs?”

The per diem rate increase for State homwe (P.L. 100-322) effective
January 1, 1988 has kept the VA share at 25% of total veteran cost for
nursing home care, and 18% for domiciliary care. The Department of
Medicine and Surgery of the VA would iike to majntain betwsen a 257 to
30Z share of the total veteran cost.
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1i.

12.

For domieciliary care in a State home facility, i{s the VA per diem paid
to the veteran-resident directly, or to the provider?

Per diem 13 reimbursed to the State responsible for providing care.

Can eligible veterans stay indefinitely in a nursiag facility? Does
length of stay depend on whether a veteran has a service—connected
disability as opposed to a non—service~connected disability?

Yes, Eligible veterans <¢aun stay indefinitely in a State nursiag
faciliry if there ls a need for nursing home care. Length of stay in a2
State home does not depend on service conmectad or wonservice~comuected
digabilities.

CONSTRUCTION AID:

1.

According te 38 USC Sec. 5031 {whleh defines "comstruction™ to include
remodeling of existing facilities), and repeal of Sec. 644 (which
provided for remodeling only of domiciliaries), can you confirm that
states can BOW coustruct or remodel both nursing homea and
domiciliaries?

The VA may participzte in up to 65% of the cost of constructicn or
acguisition of State home facilities to provide domiciliary or anursing
home care and for the remodeling of existing facilities. VA camnot
participate in the cost of land.

Is a combination nursing home/domiciliary facility allowed? What about
a combination SNF/ICF/adult residential care home facility?

The VA can participate in a combinatlon of sursing heome and domeiliary
beds. The VA does not distinguish between SNF/ICF and cannot
participate in adult residentiazl care home faciiities. Patients may
not be iatermingled. The VA is proposing a regulatiorn to require that
all new future construction of domiciilary beds be built to nmursing
home care standards for convertible beds.

Sec. 5032 provides for the acquisition of facilities to be used as
state home faciliitles. Can you confirm that “"acquisition” includes the
buying of existing buildings although the acquisition of land ls still
excluded?

Acquisition means fhe purchase of a facility for use as a State
veterans home for the provision of domiciliary and/or nursing home care
to veterans. An acquisition includes any remodeling or alteration
needed to meet existing standards. The cost of acquisition pilus
renovations cannot exceed the cost of new construction of a State home.

How much did the VA spend/is expected to spend on state home facility
construction {"susch sums as are necessary”) for the period from 1985
through 19897

The ¥4 spends all of its appropriations for State Home Construction.
Appropriations are as follows:

1985 = $34.5 million
1986 - $20.8 million
1987 ~ $47.4 million
1988 - $40.3 millicn
1389 -~ $42.0 milliom

What amsurance ig there that approprilations for construction aid
provided by 38 USC Sec. 5033(a) will be renewed beyoad $/30/837

Section 614 of §, 2011 provides Ffor extensicn of the State Home

Construction Grant Program to September 30, 1992, If enacted into law,
this will provide authority but appropriations cannotr be assured.
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According vo 38 USC Sec. 5032{(4)(2), states receiving construction aid
are no longer limited to receiving 1/3 of the total award in any 1
year. Can you confirm this?

The 1/3 Iimit was repealed by P.L. 99-376. The VA is proposing a
regulatory amendment to Title 38, Code of Federal Regulationms, Parv 17
to limit a large project's award im a given fiscal year to no more than
50 percent of the annual appropriation.

Is there a time limit after which VA funds would lapse 1f not used?

Appropriations for State home comstruction grants will lapse after 3
years 1f not uasged.

Can you confirm, for comstruction aid, that receipt of VA aid precludes
the state’s receipt of other federal aid for the scope of same project?

Tne VA may provide up to 65 percent of cost of construction,
acquigition, or renovation. The applicant {(Stare) must provide the
remaining matehing share. Cther Federgl ald in construction could not
be considered as the State’s matching share.

DEMOGRAPHIC ESTIMATES:

1.

2.

What are the VA's most recent population sstimates for veterans In
Hawaii?

{a} By age group!

Enclosed yvou will find information from the 0ffice of Information
Mansgement and Statisgics to answer gquestiocns 1 and Z.

{v} By income?

What are the projections for the next 20 years?

GENERAL:

1.

What is an "eligible veteran” for purposes of receiving VA per diem aid
and for coustruction aid?

The veteran must be eligible for care in a VA facility to be eligible
for care in a State home. Eligibility criteria is defined In Title 38,
Uaited State Code. Section 101.

Why are there zo VA nursing or residentrial facilitles in Hawail?

It has been long-standing VA policy to locate VA-operated anursing homes
on the grounds of 2 VA medlical center. Currently, the nursisg home
needs of vetarans in Hawail gre met through comtracts with community
nursisg homes. A departmental Task Force on the health care needs of
veterans in Hawail has recommended the establishment of a VA medical
center in the State. The medical center would have a nursing home care
unlt.

The VA has no authority to operate residential facilities.
Are there any VA minimum staffling or other requirements for state

pursing homes/domiciliaries? Does the VA Operating Manual contain this
ianformation and is a copy available?

Enclosed iz a copy of VA standards of care for State nursing homes and
domiciliaries which the States must meet to he eligible for per diem
pEyments.

Does the VA have information on other states' admissions criteria for
State Home Facilities (SHFs), e.g. do they grill require "war” vereran
status?

Encloged is a copy of the Directory of the Natiomal Assoclation of
State homes which provides a brief svuoposis of admission criteria for
each State home.
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