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ABSTRACT

The need of frail elders for long term care services is

increasing. Community and home based services are being

developed for this population which are touted as better

quality and less costly than institutional care. Little

work has been done, however, exploring the extent to which

these services substitute for institutional care and the

relative roles of different placement settings in patient

outcomes.

In order to address these unanswered questions, this

dissertation compared preadmission characteristics and six

month outcomes of 352 geriatric patients certified in need

of intermediate long term care who were served in 'two

community based settings--geriatric foster care homes and

their own homes with comprehensive support services--with

those in nursing homes. The research hypotheses were: 1)

the three placement settings serve different subgroups of

the population in need of intermediate level long term

care, 2) controlling for the preadmission differences among

the patients in the three settings, patient health outcomes

after six-months will be similar, and 3) controlling for the
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preadmission differences, well-being scores after six-months

will be higher for the community-based patients.

comparing the capacities of the three settings, nursing

homes were able to provide the most medical and nursing

services while foster homes were able to provide the fewest.

However, the nursing home setting was the most expensive

while the foster home setting was the least expensive. The

comprehensive home care program, called Nursing Home without

Walls/Personal Care Program (NHWW/PCP), had intermediate

capacities and costs compared to foster homes and nursing

homes.

Most of the study variables influenced a patient's

choice of placement setting. For example, patients who were

more physically and mentally disabled: had dementia, cancer,

infections, and/or skin problems: and were taking several

medications were likely to reside in nursing homes.

Patients entering foster homes tended to be relatively

skilled in ADL and mobility skills, responsive to stimulus,

and young compared to patients in the other two settings.

Patients living in their own homes and receiving NHWW/PCP

services were likely to be alert and disabled by muscular/

skeletal and vision/hearing problems. Socially, patients in

the nursing homes were likely to be Caucasians with involved

family, foster home patients were likely to be Filipino with

less immediate family involvement, while NHWW/PCP patients
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were likely to be Japanese widows who had been living with

their children prior to the start of NHWW/PCP.

In terms of patient outcomes, the results indicated

that the patients with poor ADL and mobility scores,

terminal illnesses, and dementia had poor outcomes six

months later. controlling for the differing admission

characteristics of the patients, placement setting was found

to have negligible influence on health outcomes. Patients

in n~rsing homes, however, had lower well-being scores while

patients in the community settings had higher well-being

scores upon follow-up.

Given that the settings served different subgroups of

patients needing intermediate long term care, it is doubtful

that community settings will substitute for nursing home

placement of all patients. For patients appropriate for

community placement, however, they appear to be maintained

as well as patients in nursing homes and seem also to have

better well-being scores after six-months of placement. In

Hawaii, where Medicaid reimburses nursing homes $65 to $80

per patient day, these programs are also less expensive than

nursing homes. Hence, these community settings are viable

alternatives to nursing home placement for some, but not

all, frail geriatric patients.
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PREFACE

Long term care is a complex field with confusing

definitions, eligibility requirements, financing mechanisms,

and achronyms. Because an understanding of this disseration

requires a working knowledge of long term care, the Appendix

to this dissertation presents a review of this field's major

concepts and terms. It is not meant to be a comprehensive

treatise on long term care, but provides an overview of the

field which will be helpful to readers unfamiliar with long

term care and its delivery.

Chapter I provides documentation of the specific pro

blems in long term care service availability, delivery, and

evaluation that led to the formulation of the hypotheses of

this dissertation. Chapter II presents an overview of this

study and its significance. Chapter III presents the review

of the relevant theoretical and empirical literature, while

Chapter IV gives details on the three long term care

settings studied through this research. Chapter V provides

details of the methodology as well as a report of related

work conducted previously by this author. Dissertation

findings are presented in Chapters VI through IX. The

discussion of these findings, and recommendations for future

work appear in Chapter X.
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CHAPTER I

DOCUMENTATION OF THE PROBLEM

Introduction

The growing size and disability level of Americans over

the age of 65 present increasing needs for long term care

services. Home and community-based services are being

developed and touted as less costly, more humane

alternatives to nursing home placement of elders needing 24

hour personal and nursing care. Past evaluations of home

and community-based service programs, however, have not

provided conclusive evidence that non-institutional services

always result in better outcomes and lower costs. They also

have not provided a picture of the types of patients that

are attracted to a particular setting or the relative role

of a setting in patient improvement. In addition, many

studies have been methodologically inadequate due to the

complex nature of long term care and its delivery. Much
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research which evaluates long term care services is not

grounded in theory and, for the sake of focusing the

research, usually examines only part of the more

sophisticated questions facing the inquiry into the care of

frail elders.

This dissertation evaluated three long term care

settings--the nursing home setting and two "alternative"

programs of foster family care and comprehensive home care.

The purpose was three-fold: 1) to compare processes and

patient profiles of the three settings; 2) to compare the

outcomes of patients in the three settings; and 3) to test

an evaluation methodology which controlled for initial

patient characteristics in its examination of patient

outcomes after six months in their respective placements.

The aforementioned problems, which led to the

development of this dissertation's hypotheses and

methodology, are discussed in detail in this chapter.

Our Increasing Longevity

Life expectancy is often used as a health indicator of

a country's quality of life and standard of living. A

higher mean national life expectancy represents a country's
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devotion of resources to public health programs and

practices which benefit citizens residing in all parts of a

country. Old age is considered a great feat of survival and

the survival instinct is one of man's strongest. Old age,

even if accompanied by disability, is preferrable to death.

A common boast in the united states is the fact that our

life expectancy has increased from 47 years of age in 1900

to 76 years of age in 1980 (Butler, 1975).

One consequence of increased longevity for the masses,

however, is the burgeoning numbers of people in the older

age groups. Where in 1900 there were 3 million Americans

over the age of 65, there are now 25 million Americans in

this age group. Citizens 65 and older now comprise 11% of

the U.s. population. Within the 65 and older group are

subgroups that are growing at surprising rates. For example

by the year 2000, the number of U.s. citizens between the

ages of 65 and 74 is expected to increase by 23%, while the

number of citizens between ages 75 and 84 is expected to

increase by 57%, and the number age 85 and older is expected

to double (Brotman, 1980). Old age is no longer a rarity

that inspires awe and respect. It is commonplace; 1 in 14

children now have four living grandparents compared to 1 in

90 children in 1920 (Butler, 1975).
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Disability in Older Americans

Although life extension is considered a good thing, it

is often accompanied by increased morbidity for people in

the older age groups. Antibiotics combat many acute

illnesses, such as pneumonia which was once known as the

friend of the elderly. Chronic conditions are now the more

common killers of our elders, with about 45% of all deaths

over 65 attributed to heart disease, about 20% to cancer,

and about 10% to stroke (American Association of Retired

Persons, 1984).

But death due to these and other chronic diseases--such

as, chronic obstructive pulmonary disease, diabetes, and

kidney disorders--is often preceded by years of disability.

Other chronic diseases, not associated with death, also lead

to increasing disability. These conditions include

arthritis (afflicting 46% of Americans age 65 and older);

hearing impairments (afflicting 28%); cognitive impairment

due to Alzheimer's Disease and related disorders (afflicting

14%), visual impairments (afflicting 14%); and other

orthopedic impairments (afflicting 13%). In all, almost

half of ~~ericans 65 and older report limitation of activity

due to chronic conditions. The proportion of elders who are

severely limited increases with age. In general, however,
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18% of people 65 and older are unable to carry on major

activity due to disability; 22% are limited in the amount or

kind of activity they can perform; and 7% report being

limited but not in major activities of daily living

(American Association of Retired Persons, 1984).

In addition, an elder usually experiences many social

losses, including loss of spouse and peers, one's work role,

authority status, financial well-being, sexual/intimacy

fulfillment, looks, and independence (Butler, 1975). Loss

of self-respect and social status have roots in the social

psychology of America as well as in the functional decline

associated with aging. For example, the American work ethic

and our ideological preoccupation with individualism

conflict with the idea that retirement is earned and that

non-income producing members of society should be supported

by others (Kayser-Jones, 1981). The consumer orientation of

the u.s. marketplace idolizes the young and gullible, not

the less easily swayed elders (though this may change as the

number of elders with spendable income grows). Planned

obsolescence trains us to throwaway whatever is worn or

out-of-date and adopt what is new. Ageism, the bias against

older people, has produced many stereotypes, especially one

that views the growing elderly population as more trouble

than it is worth (Bulter, 1975).



6

The Growing Need for Long Term Care

Disabled people over age 60 are the most frequent users

of long term care services. Long term care is defined as

the range of medical, social, and personal care servcies

provided to a person of any age who needs continuous or

intermittent care on a sustained basis due to limitations in

his ability to function independently. While age in itself

is not a predictor of disability and need for long term

care, older people are more likely to have chronic diseases

and conditions which limit their functional abilities and

are more likely to need long term care services. A review

of long term care definitions, services, and financing is

provided in the Appendix.

The American Family as Care Provider

All levels of long term care can be provided to

patients choosing to live at home. How capable are ~~erican

families, however, of supporting their elderly members who

wish to receive long term care at home? Although most
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people would prefer to remain at home rather than enter an

institution, several social trends are making it harder for

unaided families to provide home care to its disabled

members.

As service providers, family members are usually more

flexible and reliable than are paid providers. within the

family, services are more likely to be delivered with warmth

and personal support (Brody, 1981). The elders have things

to share with the family. They are teachers. They have a

changed sense of time and life cycle. They are reflectors,

no longer in need of proving themselves through material

accomplishments. They desire to leave a legacy, often a

legacy of ideas and "power" and perhaps some clues about the

meaning of life (Butler, 1975). It is within an extended

family structure that the handing down of this wisdom makes

the most sense and often has the most meaning.

In the urbanized society of the United states, however,

children of elderly people are more and more likely to work

outside of the home. For example, between 1950 and 1970 the

proportion of women age 45 to 54 in the work force increased

from 38% to 54% while the proportion of women age 55 to 64

increased from 27% to 43% (U.S. Department of Labor, 1979).

It is the women in these age groups that have parents over

65 who may, at some point, lose their ability to live

independently. To leave the workforce to provide care to a
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disabled parent may not be financially feasible for a family

unit, especially considering the large n~er of women age

45 to 65 who are divorced or widowed and who must support

themselves and perhaps dependent children. In addition,

children of elderly people are more and more likely to be

elderly themselves (Tobin & Kulys, 1980). Research

conducted by Shanas (1980) indicated that 90% of all

elderly people with children are great-grandparents. Thus,

daughters and daughters-in-law over age 65 or 75 may be

increasingly expected to provide, or arrange, care for a

parent who is over age 85 or 95.

The nuclear family of today is much more mobile than

families of the past and grown children often live far from

their parents (Parsons, 1944). Divorce and remarriage are

changing family structures and blurring lines of

responsibility (Maddox, 1975). It has been estimated that

over 42% of all U.S. families are comprised of at least one

remarried adult (Sussman, 1977). In a sample from the u.S.

Midwest, Cicirelli (1983) found that children with disrupted

marriages gave significantly less assistance to aging

parents than did children with intact marriages.

Finally, the value of having children is changing.

Benson (1979) found that over 20% of ~~erican women are

choosing not to have children. Treas (1977) estimated that

in 1975 there were more than 5 million childless older
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Americans (20% of the total population of people 65 and

older). With the increasing life expectancy and decreasing

birth rate, this phenomenon may continue to grow. In

addition, the number of elders 80 and older is growing

faster than the number of offspring available to care for

them (U.S. Bureau of the Census, 1984).

Americans are growing older. with their increasing

age, they are becoming increasingly disabled, and have

increasing needs for long term care. At the same time,

American families are becoming less able to provide for the

increasing numbers and disability levels of their parents

and grandparents. Thus, it follows that institutions exist

which specialize in the care of frail elderly people. Over

the past fifty years, the growth of the nursing home

industry has been phenomenal.

The Growth of Institutionalization

The expulsion of classes of people who are "different"

from the societal norm probably began when people first came

together into communities. Lepers were outcast, mentally

ill people were shunned, criminals were banished, ad

infinitum. Institutions were established to isolate and, in
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some cases to treat, these less normal and less fortunate

people using economies of scale.

Prior to the middle 1800s, almshouses sheltered sick,

crazed, and disabled adults, as well as orphaned children.

Dorthea Dix, a crusader for humane care of the insane,

painted a horrible picture of the treatment of people with

psychiatric disorders in the 19th century. She was a

successful lobbyist for the building of institutions for the

insane, now our system of state psychiatric hospitals, which

could provide safe treatment and housing for this group.

Quakers, appalled by the banishment and cruel punishment

awarded criminals, encouraged the development of

penitentiaries where criminals could have quietude for

thought and penitence regarding their past crimes.

Nursing homes for elders were inititally established in

homes of nurses who could tend to several friends' parents

at the same time. Hill-Burton funding, Medicare payments

for SNF care, Medicaid payments for SNF and IeF care of

indigent people, and the growth of private insurance,

encouraged the development of more nursing homes for elderly

people (Hawes & Phillips, 1986). In 1963, there were half a

million individuals residing in nursing homes in the U.S.,

but by 1977 there were over 1.3 million nursing home

'residents. By the year 2000, this number is expected to

increase by 80% to 2.2 million. By the year 2050, it is
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expected to increase by over 300% to 5.4 million Americans

(American Association of Retired Persons, 1984).

Problems Associated with Institutions

All of these well-intentioned facilities were applauded

at first in their efforts to systematically provide care to

people with similar needs. However, these institutions

spawned a new set of problems for society. It is becoming

more and more apparent that institu~ions are not the panacea

they were hoped to be. As Goffman (1960) pointed out in his

essay, "Characterictics of Total Institutions," people who

were to be protected and treated in institutions often

became more vulnerable to decline and marginality than

before. For example, few prisoners are rehabilitated.

Instead, they often need to sharpen their criminal skills

and "meanness" in order to survive a stay in a peniteniary.

Many mentally ill people do not "graduate" from the state

psychiatric hospital and many cases of abuse and poor care

have been documented in these facilities.

Nursing homes have met with similar criticism. The

isolation of elders in large nursing facilities has led to

many cases of their abuse and neglect. These have been
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documented across the country and include unsafe living

conditions for patients, nursing home fires, billing for

fictious or dead patients, withholding of patient care,

skimping on medications, supplies, and treatments, etcetera

(Moss & Halamandaris, 1977). Nursing homes have been

accused of employing underpaid, underqualified workers, who

are not proud of their jobs and often do not like elderly

people, to provide a minimum of care for a maxim~ rate of

reimbursement for Medicare and Medicaid (Mendolsohn, 1974).

Spasoff et al. (1978) found that institutions tended to be

"long on drugs, especially psychoactive drugs, but short on

personal attention" (p. 291), as did Ingman et al. (1975).

In addition, nursing homes are reimbursed at a higher rate

for more disabled and diseased patients (qualifying for SNF

level care), thus discouraging all-out efforts at patient

rehabilitation and improvmenet (Kane & Kane, 1982).

The institutional personality is anthithetical to the

American philosophy of individualism, as well. For example,

Butler (1975) has written that nursing homes are not

motivated to rehabilitate elders and so functional

independence often decreases among institutionalized elders.

Seligman (1975) called this phenomenon "learned

helplessness" which stems from living in a decision-free

environment and not being able to elicit a wide range of

responses from co-residents and institution managers. other
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researchers have since documented learned helplessness and

its alleviation in patients residing in nursing homes that

establish programs which increase the amount of patient

control over daily activities (Mercer, 1978; Schultz,

1976).

Institutions are also costly. The cost issue has a

number of dimensions. Direct costs are the easiest to

measure. In 1983, $29 billion was spent on nursing home

care (a 9% increase over the previous year). This

represented the third largest personal health care

expenditure. Nationally, expenditures for nursing homes

were about $45 billion in 1985 (Mor et al., 1985). About

half of ,this amount was paid by government programs. It is

estimated that 47% of all nursing home costs are paid by

Medicaid. In most cases, these patients were not eligible

for Medicaid prior to entering nursing homes (Estes, 1979).

In Hawaii, the Fiscal Year 1983 Medicaid expenditure for

nursing home care was $66,159,000 which represented 41% of

the entire amount expended by Medicaid that year. Yet, the

subgroup of nursing home residents 65 and older represents

only 11.5% of all Hawaii Medicaid recipients (DSSH, 1984).

The Fiscal Year 1986 reimbursement rates to Hawaii

nursing homes caring for a single resident averaged $65 a

day for Intermediate Care Facility (ICF) care and $80 a day
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for Skilled Nursing Facility (SNF) care (DSSH, 1987).

Nursing home costs in Hawaii are the second most expensive

in the united States (Alaska is the most expensive). The

great expense decreases the proportion of nursing home costs

that are paid for by consumers (Institute of Medicine,

1986). Based on projected need, however, Hawaii and most

other states need to build more nursing homes. Kaplan

(1983) projected a need for an additional 200,000 nursing

home beds by 1990 if current dem~graphic, programming, and

funding trend~ prevail. Once built, nursing home managers

need to keep their beds filled. To keep them filled, they

need to be able to have a steady source of payment (usually

the state Medicaid fund). Thus, changes in government

financing may be one way by which the construction of new

beds, and the subsequent push to keep them filled, is

halted. In addition, restrictions on the building of

nursing homes may help the u.S. develop more programs which

encourage less expensive home care for patients now in

nursing homes.

Another dimension of nursing home costs is summarized

in the phrase "inappropriate use of resources." Several

studies have documented inappropriate use of nursing home

services which increases dependency of elders who reside in

settings that provide more care than they need, and

escalates the cost of all health services. For example, the
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congressional Budget Office (1977) reviewed 14 studies of

patient care needs and found that 10-20% of the residents in

SNF nursing homes and 20-40% of the residents in ICF nursing

homes did not need those levels of care and were therefore

inappropriately using these resources. In a study of

patients in Detroit nursing homes, Barney (1977) found that

40% of the residents surveyed needed no assistance with ADL

and could probably 1ive in the community if they had family

support.

In addition, once a patient enters a nursing home, it

is hard to "deinstitutionalize" him (Allison-Cooke, 1982;

Miller et ale 1976; Zimmer, 1975). Possible reasons why

professionals hesitate to deinstitutionalize patients were

reported by Allison-Cooke (1982). They included: 1) fear of

potential relocation trauma; 2) possible family resistance;

3) lack of alternative services; 4) limitations in knowledge

of alternative service arrangements; and 5) systemic

fragmentation of services and their financing.

A related problem is the "back up" of nursing home

waitlisted patients in the acute care hospitals. A cross

sectional look at New York City hospitals in 1971 showed

that 10% of the beds were occupied by geriatric patients

waiting to enter nursing homes (Glass et al., 1977).

Shapiro et al. (1980) studied Manitoba hosptial utilization

and found that of patients staying (waiting) in acute
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facilities more than 90 days, 10% eventually went to

rehabilitation centers and 33% went to nursing homes. This

situation represented a loss of revenue to the hospital and

a loss of precious rehabilitation time for disabled

patients. The authors found that the "back up" problem did

not decrease despite the opening of a new rehabilitation

center which was filled with more desirable patients from

the community rather than with the more difficult patients

(for example those with psychiatric problems) remaining in

the acute care hospital.

The Push for Institutional Alternatives

Although institutions may become more acceptable as

social values and demographics change, they have been deemed

a failure by many scholars and policy makers. Humanists

denounce their inhumanity while government workers,

politicians and economists resent their expense to the

state. This section presents the reasoning behind

increasing support for family home care and foster family

care of frail elders.
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Increasing Support for Family Home Care

Due to the escalating numbers of people who are

expected to need long term care in the future, and due to

the problems associated with the continued growth of

institutions, a move is afoot to encourage and expand family

home care of dependent elders. Many policy makers realize

the key role of the extended family in preventing

institutionalization of elders. This movement has gained

some support from the current political regime in

Washington, D.C. which is calling for a strengthening of

family values. In effect, Americans are being asked to take

on more of the burden of caring for their disabled family

members. The expansion of home care services could play a

crucial role in the willingness and ability of families to

keep their frail members at home.

The Development of Adult Foster Care

Even if family care remains the "treatment-of-choice"

for many vulnerable Americans and home care services are

greatly expanded, two factors restrict the feasibility of

substituting home care for all institutionalization. One is

the unavailabilitv of natural family members to provide even

a modicum of home-based support. ~_~other is the inability
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of natural family members to provide the level of care

needed by some elders. Thus, at different times in history,

foster family care has become a popular means for caring for

disabled and/or orphaned citizens who have no natural family

or whose natural family is not able to provide the needed

care.

Most states today have formal systems of care and

boarding homes which supervise some elders with minimal

impairments but without needs for skilled or intermediate

nursing care. Foster care for geriatric patients at-risk of

institutionalization, however, is a relatively new and

unknown modality that may be able to solve several problems

facing the growth of natural family care for elders.

Geriatric foster care is home-based care that is provided by

families who are perhaps more able and willing to perform

this skill.

Because it is home-based, geriatric foster care should

be less expensive than nursing home care and should promote

patient well-being. Because personal and nursing care

services are performed by one foster family and monitored by

one case management agency, it should be better controlled

and less costly than home health care services which are

usually delivered by a variety of service workers from a

variety of agencies. If properly trained and supervised,

foster families should be able to maintain patient function
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and health as well as nursing homes (however, this may

depend on the extent of patient disability and illness).

These assumptions have not been extensively tested due to

the "newness" of this form of care~ While several geriatric

foster care programs are being developed across the country,

few evaluation results have appeared.

Evaluating Institutional Alternatives

Although home and community programs may be preferable

to institutional programs, several programs which claim to

be viable alternatives to institutionalization of vulnerable

groups have been criticized as overstating their "goodness"

without proper evidence. critics have identified several

points that still need study and clarification.

A common fear of policy makers is that many more people

will use community and home services than would use

institutional services. This would increase the absolute

numbers of people receiving public assistance and, in the

end, would increase overall costs. In addition, few studies

of costs take into account the lost wages of family

caregivers who quit work to tend to disabled family

members.
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These and other criticisms associated with the existing

reports of research on home care have been identified and

reviewed by several scholars. A particularly cogent

commentary was provided by Dunlop (1980) who concluded that:

Benefits assumed by those calling for massive
expansion of home health care••• --reduced
institu-tionalization, reduced stress among
family care-givers, and enhanced life
satisfaction for the dependent elderly--have been
the objects of inadequate research and
reflection. Advocates are unable to specify
exactly what kind of person could benefit or who
would seek to use such ser-vices. The little
evidence that exists suggests that these benefits
may be realized only partially and/or only among
select segments of the popula-tion affected. A
significantly reduced rate of
institutionalization appears especially question
able. Only for a relatively small group, those
mildly impaired persons without close kin (who
now sometimes end up in lower level nursing homes
and domiciliary care homes due to absence of this
resource), does expansion of long-term
maintenance services appear at this point to hold
such potential. Local experiments with expanded
home-based programs suggest that there may be a
number of factors which could limit demand for
such services. Carefully designed research to
address these issues is needed. (Dunlop, 1980,
p. 514) •

. There are problems, however, in applying rigourous

methodology in program evaluation, especially of alternative

placement settings for a vulnerable group. Weiler (1983)

and Yordi (1983) have written about these problems~ For

example, political and ethical issues rule out the

possibility of randomizing patients into service and control
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groups. Patients in nursing homes or alternative settings

undergoing evaluation are not "blind," nor are the.
.researchers who assess them within their living

environments. In other words, these researchers are at-risk

of recording their own biases toward a particUlar placement

setting while collecting data on the patient in that

setting. A researcher who attempts an evaluation of a new

placement setting too close to the date of admission of the

patient may be measuring an adjustment process rather than a

placement effect. On the other hand, attrition rates among

disabled older people are high. waiting too long to

interview elders in placement settings may result in

attrition of sample and inadequate sample size.

since randomizing patients into services and control

groups is not always possible, most researchers use quasi

experiemental designs (Campbell & Stanley, 1963). A common

one is a matched pair design. In this type of research,

pairs of similar patients are selected from the two

placement settings based on several matching criteria.

These criteria are patient characteristics which are known,

or thought, to effect patient outcomes. For example,

patients in matched pair designs are often matched on age,

sex, and diagnosis. This methodology, however, cannot

control for all systematic bias. For example, patients have

selected their setting and this selection bias may
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systematically influence patient outcomes. In addition,

patients cannot be matched on more than a few criteria. The

number of matching criteria is dependent in part on the

number of patients available for research, but will probably

be limited to three or four. After matching, the study then

compares these constructed groups of similar patients.

These selected patients, however, may not be representative

of the programs from which they have been choosen, limiting

the genera1izabi1ity of the research findings (Mitchell,

1978).

In addition, there are problems in selecting the types

of outcomes to measure. As a rule, long term care patients

are not expected to make uniform or consistant progress.

Some have good prognoses for recovery of function while

others are expected to lose function and die regardless of

the quality of their care (Kane, 1982). Thus, measures of

function must be very sensitive in order to measure minute

improvements and deteriorations in the function of patients.

Or, measures must be in terms of expectation rather than

objective health status. In other words, in cases where

patients are expected to regain function, they should regain

function. In case where patients are expected to deter

iorate, maintenance of function may indicate high quality

care. Unfortunately, it is difficult to prognosticate

outcomes for many long term care patients. While efforts to .
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develop predictive models of achievable outcomes have been

undertaken by researchers at The Rand Corporation, their use

and usefulness are still quite limited (Kane et al., 1983).

Many instruments used to measure geriatric patient

outcomes include a functional assessment portion as well as

a scale measuring patient well-being. Well-being

instruments for older people, however, are not well

developed. Standards for satisfaction with life and care

are not established for elders, especially for greatly

impaired elders. Most well-being questionnaires depend on

patient response to a number of satisfaction questions. But

many elders in need of long term care are cognitively

disabled, or tire easily, or are in comas. Thus, much of

the gerontological research has been done with the more

involved, better functioning, alert, and vocal seniors

rather than with members of the long term care population

(Streib,. 1983). In addition, impairments in many areas

(including the psychosocial, cognitive, functional, and

medical) may interact and confound each other. A researcher

may not know if an expression of patient unhappiness is

related to the placement setting, to his diagnosis, to pain,

to his frustration at newly developed dependencies, to a

loss of control over life, to the loss of a spouse, to the

nature of a cognitive disability, or to a combination of

causes.
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One thing, however, is clear in evaluative research.

The placement setting in question must be compared with a

placement setting with which it is competing for patients.

While this statement appears obvious, it is crucial to keep

in mind. Long term care includes a range of services

delivered through a variety of modalities to a variety of

patients at a variety of levels by a variety of facilities

and agencies who receive funding from a variety of

government and private sources. For example, home care

programs can provide a range of services, from helping an

ambulatory elder with grocery shopping during the winter to

providing skilled services to a bedbound pati~nt. The

latter type of home care is more likely to substitute for

institutionalization of a patient. Its outcomes should be

compared with outcomes obtained by similar patients in

nursing homes. The former program should be compared to

other programs which provide for ambulatory elders who are

not necessarily at-risk of entering nursing homes.

Hedrick and Inui (1986) provide the most recent, and

most concise, summary of this complex issue. In the

evaluation of home and community based services, several

difficulties work to invalidate, or limit the

generalizability of, the findings. It is difficult to: 1)

randomize elders into experimental and control groups OR

select comparable non-random experimental and control
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groups: 2) assure that home care patients being studied

would definitely otherwise enter institutions: 3) find

programs which offer all the services needed to substitute

for nursing home care (Since many programs just offer one or

two components of care, an elder may need services from

several programs in order to avoid institutionalization.):

4) determine which of a variety of patient outcomes to

measure: 5) consider the influence of patient

characteristics, as well as placement characteristics, on

patient improvement in a care setting: and 6) count all of

the costs incurred in community living versus institutional

living, especially "non-service" costs such as early

retirement of caregiving children, rent, and food stamps.

According to Hedrick and Inui (1986), future

evaluations of home and community-based care should be

comprehensive and should: 1) describe program processes and

clientele in detail: 2) target services and evaluation to

elders most at-risk of institutionalization: 3) test sample

size for statistical power: 4) describe subject attrition,

both before and after experimental and control group

selection: 5) track subject cross-over: 6) control for

initial patient status when analyzing dependent variables:

7) include several measures of outcomes, e.g., service

utilization, cost, mortality, morbidity, physical function,
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well-being, satisfaction, family function, and family

satisfaction.

Summary of the Problem

Several public health problems and related research

problems contributed to the pursuit of this sUbject area and

the design of this research. They are: 1) the growing age

and disability level of elderly Americans: 2) the

disadvantages of increasing the availability of

institutional care for much of this population: 3) the

desire for increased availability of quality, cost-effective

home and community-based care: 4) the demographic trends

which suggest growing constraints on the availability and

the capability of natural families to provide home care to

this increasingly frail group of elders without professional

assistance: and 5) the need for comprehensive evaluations

designed to test the adequacy of "alternatives" to

institutionalization of disabled older American.
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CHAPTER II

OVERVIEW AND SIGNIFICANCE OF THE RESEARCH

Introduction

This dissertation evaluated two home based programs

designed to prevent or delay institutionalization of elders

certified in need of intermediate long term care. These

settings--geriatric foster homes and the patients' own homes

with comprehensive home services--were evaluated by

comparing their processes, their patient characteristics,

and their patients' outcomes with those of nursing homes.

Rather than restrict this comparison to matched triads of

patients entering the three settings, data from all patients

admitted to these three settings were analyzed using

multivariate analysis techniques. This methodology allowed

the examination of hypotheses concerning the variables

associated with placement and outcomes of patients in these

three settings. This chapter presents the research

questions and hypotheses; ~iscusses previous work conducted
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by the author; provides an overview of the research design;

discusses its significance for the fields of gerontology and

public health; and points out the limitations on

generalizing the findings of this research to other u.s.
states.

Hypotheses

The three hypotheses of this research were:

1) the three placement settings--nursing homes, foster

homes, and patient's own homes with comprehensive home care

services--serve different subgroups of geriatric patients in

need of intermediate level long term care.

2) controlling for preadmission differences, the health

outcomes of the patients in the three settings will be

similar after six-months.

3) controlling for preadmisison differences, the

patients in the community settings will have higher well

being scores after six-months than will the patients in

nurisng homes.
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These hypotheses were developed based on previous work

conducted by the author, as well as on theoretical and

empirical reports in the literature. This author's previous

work in described in the next section; theoretical support

for these hypotheses is presented in Chapter IV along with a

review of relevant work reported by other researchers.

Previous Work

Previous work compared outcomes of a limited number of

patients in three long term care settings in Honolulu-

nursing homes, geriatric foster homes of the Queen's Medical

Center Community Care Program, and patients in their own

homes receiving comprehensive home care services from the

state's Nursing Home Without Walls/Personal Care Program

(NHWW/PCP). These three settings are described in detail in

Chapter IV.

To date, two studies of these settings have been

completed. Both utilized "matched subjects" designs. The

matching of patients receiving one intervention with those

receiving another intervention is often used in studies in

which the randomization of patients into interventions is
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not possible. In this method, patients are matched to each

other on a number of characteristics likely to influence the

dependent variable of interest. This matching procedure

constructs "equal" groups and the outcomes of the two

"equal" groups are compared. Any effect on the dependent

variable, then, can be attributed to the intervention.

The two completed studies are summarized here. The

first study constructed 40 matched pairs of patients in

geriatric foster homes and nursing homes. These 40 patients

were matched to each other on three characteristics: age

(within two years), ADL score (within 4 points on a 27-point

scale), and number of body systems involved in disease

(within one point on a four point scale). Serendipitously,

the patient groups were similar in the distribution of their

mental status (orientation) scores. After six months in

their respective placement settings, these patients were

compared on their ADL score and well-being as well as on the

costs accured in caring for them. The results showed that

patients in the foster homes made more improvement in the

mobility items of their ADL, made equal progress in other

ADL items, had greater well-being, and cost 39% less than

equally aged and disabled patients in nursing homes (Braun &

Rose, 1986).

The second study constructed 49 matched triads of

patients in geriatric foster homes, nursing homes, and in
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NHWW/PCP. Slightly different matching criteria were used in

this study. After restricting the sample to patients who

had resided in their respective placement setting for at

least three months, the age distributions of patients in the

three groups were equal. Thus, age was not used as a

matching criterion. The ADL score criterion was divided

into two subscales, providing separate subscales for

mobility and the other self-care skills. Patients were

matched on their self-care score (within two points on an

18-point scale) and on their mobility scores (within one

point on a 9-point scale). In addition, patients were

matched on the orientation score (within six points on an

18-point scale) because orientation was shown to be a

predictor of functional improvement in the previous study.

In the second study, patient scores on self-care

skills, mobility, morbidity, well-being, and cost were

compared after three months of care. The results showed

that the patients in the two community settings made more

improvement in self-care skills and mobility, had similar

rates and types of morbidity, expressed greater well-being,

and cost Medicaid less than did similarly disabled patients

in nursing homes. In addition, patients in the foster homes

made slightly more improvement in self-care and mobility and

cost Medicaid less than did the patients in NHWW/PCP (Braun

& Rose, 1987).
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These studies, while interesting, encountered many of

the methodological problems discussed in Chapter I.

Specifically, placement setting characteristics, patient

profiles, and attrition rates and reasons were not compared:

determinants of placement were not explored: and

determinants of patient outcomes, other than the patients'

respective placement settings, were not calculated. Another

problem with the previous research was that more than half

of the patients in each of the three settings were excluded

from the comparison because they could not be "matched" to

each other. This restriction on the amount of data analyzed

seriously restricted the kinds of conclusions and

generalizations that could be drawn from the results.

Figure 2.1 diagrams the sample of patients included in, and

excluded from, the previous research.

The past research did demonstrate that the three

settings served subgroups of patients who were very similar

to each other. It also showed that among the three

settings, similarly disabled patients could be cared for at

least as well in the community settings as in nursing homes.

These findings could be misconstrued to mean that the three

settings are "substitutive" of each other, e.g., that

patients in one setting could be transferred to, and be

served equally well in, one of the other two settings. This

premise appears to form the basis for many policies and
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programs which support the expansion of non-institutional

care (Dunlop, 1980).

Unmatched /
Foster I
Patients
(N=90)

Unmatched
Nursing
Home Patients
(N=82)

Unmatched
NHWW/PCP
Patients
(N=32)

-,
\

\

Figure 2.1. Patients Sampled in Previous Research

This premise, however, is not an accurate one as shown,

in part, by the inability to match more of the patients

across the three settings. Thus the first hypothesis of

this dissertation states that the settings serve different

subsets of the intermediate care population. The present

research tests this hypothesis by comparing the processes of

the placement settings as well as the characteristics of the
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patients associated with the three placement settings. It

then compared patient outcomes by controlling for those

preplacement differences in a test of the second and third

hypotheses--that the community settings are equally

effective in promoting function, but more effective in

promoting patient well-being, compared to the nursing home

setting.

Design of the Present study

The theoretical model employed in this research was

developed by the author and is derived from work done by

Moos (1980), Hedrick and Inui (1986), and the Kanes and

their colleagues (1982, 1983, 1984), as well as from

findings and limitations encountered in previous work done

by this author. It is shown in Figure 2.2.

In this model, placement setting was both a dependent

and an independent variable. It was a dependent variable

when patient and placement setting characteristics were

examined to test the first hypothesis--that the settings

serve different subgroups of intermediate care patients. It

was an independent variable when patient and placement

setting characteristics were examined to test the second and
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third hypotheses--that the settings are associated with

similar health outcomes but different well-being outcomes.

In testing the second and third hypotheses, placement

setting was treated with the same consideration of all other

variables that mayor may not effect patient improvement.

Characterictics
of Patients~
(medically,
functional,
demographic,
and social)

Placement
setting -------:~

Patient
Outcomes
(function,
length of
stay, and
well-being)

Figure 2.2. Theoretical Hodel of Research

This research examined a large number of variables.

Patient variables collected upon admission to one of the

three settings included: age, sex, ethnicity, marital and

family status, attitudes toward the pending placement,

medical diagnosis, functional status, medication and therapy

needs, mental status, and financial status. Placement

setting variables were also collected; they included the

pOlicies, the capabilities, and preferences of the program

or nursing home facility for serving patients in need of

intermediate care. Outcome variables included: functional
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status, length of stay if less than six months, patient

status at discharge if prior to six months in placement

(discharged to independent living, deteriorated to skilled

or acute level of care, or death), and patient well-being.

The present study employed regression and structural

equation analyses to examine the effect of patient

characteristics on patient admission patterns, and

subsequent patient outcomes in three long term care

settings. These statistical methods enabled this researcher

to enter data from all of the cases, rather than restricting

data analysis to a limited number of matching patients.

Thus, this study analyzed data from all 352 intermediate

care patients who were consecuetively admitted into one of

the three placement settings studied--geriatric foster care,

nursing homes, and their own homes with comprehensive home

services.

Significance of the Study

Findings from this research will add to our knowledge

of the long term care population, service processes, service

effectiveness, and'the degree of "fit" between existing

services and those who need services. Results will provide
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gerontologists and policy makers with information which can

be used to: 1) target existing services to the "best-suited"

elders: 2) reveal inadequacies in existing services in

meeting needs of "inappropriate" applicants: 3) demonstrate

the relative effectiveness of the three placement settings;

and 4) demonstrate the use of a comprehensive evaluation

mechanism which incorporates both placement setting and

patient variables into a mUltivariate analysis of patient

placement and outcomes.

The information produced by this research will provide

a significant contribution to gerontology and to public

health. First, it will articulate from two points of view

the program processes involved in the three types of long

term care studied. The processes as observed by the author

are illustrated through the case studies presented in

Chapter IV. The processes as seen by the program personnel

are presented in Chapter VI. The latter are from a survey

of the placement settings conducted as part of this

research. This survey was developed based on work done by

Moos and Lemke (1984) and was self-administered by the

admissions nurses of the two community based programs and

the ten nursing homes involved in this study. The

presentation of the processes of care will provide a better

picture of the three interventions and provides
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gerontologists with clues as to the capabilities and

limitations of the three settings.

This research will produce information about the

effectiveness of the three placement settings. To do this,

the research model positioned the placement setting variable

as both an independent variable and a dependent variable.

As an independent variable, its effects on the dependent

outcome variables (length of stay, improvement in scores,

discharge status) were calculated while controlling for the

differential values of patient admission characteristics.

This will enable the author to determine the relative impact

of the placement settings on the patient outcomes.

Another significant contribution of this study is its

examination of the degree to which the existing services

meet the needs of intermediate care patients. One goal of

the research is to compare the existing patient profiles, by

settings. Another is to calculate the determinants of

placement in the three settings. These procedures will

provide an idea about the kinds of patients suitable for

these settings. The next step is to compare the

characteristics of the patients in these three placement

settings with the characteristics of the larger long term

care population in order to answer the following questions:

Are there patient groups that are best served by each

setting? Are there patient groups that are not presently
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being served by these placement settings? Are there services

for them? If not, how can existing services be expanded to

accommodate them? What new services need to be developed?

Another aspect of patient "fit" to which these findings

can be applied is the relative utilization of the three

placement settings examined. In other words, what

percentages of the long term care population can the three

settings serve? At present nursing homes serve many more

elders than do community programs. In addition, nursing

homes usually have waiting lists while the community

programs do not. These data may be useful in answering the

following questions: In a community with a given long term

care population, what is the needed number of nursing home

beds and what percentage of this population can community

programs serve? Should communities aim to serve half as

many people in community programs than in nursing homes?

More? Less?

Finally, this research will provide a significant

contribution to gerontological and public health research

methodology. It presents a sophisticated theoretical model

which tests the relative effects of a large number of

variables on choice of placement setting and on patient

improvement. This methodology can be utilized by other

researchers who wish to obtain a more comprehensive picture

of interventions and their relative strengths.
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Generalizability of the Findings

A limitation of this, and every, study is the degree to

which the findings can be generalized to elders residing in

other states. One barrier to generalization 'is that "level

of care" designations differ from state to state. Foley and

Schneider (1980) demonstrated this phenomenon by rating

patients in New York nursing homes using six different

assessment instruments used to designate level of care. The

authors found that the level of agreement between pairs of

the six assessment systems varied from 38% to 91%. Thus,

intermediate care patients in Honolulu may not have the same

characteristics as intermediate care patients in other

communities. The specific description of the care needs of

the population described in this research should guide

comparisons with patients from other states.

A second problem with generalizability concerns the

definitions of the three placement settings. For example,

many states have systems of care and boarding homes, some of

which are called foster family homes. Foster homes in other

states, however, usually serve four or more patients who

need only moderate help with IADL and personal care. Home

care prog~ams also differ from community to community
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depending mostly on program funding. Finally, because

states' interpretations, of the definitions of skilled and

intermediate care vary, the services provided by programs

serving intermediate patients vary among states. Thus,

specific descriptions of the care processes associated with

the three settings should be used to guide comparisons of

the programs evaluated here with programs in other states.

A third problem concerns the costs of the three

placement settings examined in this dissertation. The cost

comparison in this disseration was based on the average

daily expense to Hawaii's Medicaid program. This figure,

however, does not represent the total cost of long term

care. For example, 100% of the patients in the NHWW/PCP

program were financed by Medicaid. Only 90% of the nursing

home and 75% of the foster home patients, however, were

financed by Medicaid. While the cost of foster care is

similar for private and Medicaid patients, the cost of

nursing home care is 20% to .35% higher for private paying

patients. The costs to private paying patients were not

taken into account in the cost comparison in this study.

In addition, other payers are involved in the financing

of patient services. For example, for patients 65 and

older, Medicare pays much of the cost of physician's visits

and hospitalizations. Many elders also have additional

insurance policies to cover the portion of the bills that
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Medicare does not pay. For elders living at home and

receiving comprehensive home care services, the costs of

room, board, and lost working hours of the family caregiver

were not considered.

Finally, the cost of nursing home care varies from

state to state. Hawaii's Medicaid reimbursement rate to

Intermediate Care Facilities is among the highest in the

country. ThUS, it is easier to demonstrate a cost savings

in Hawaii. The alternative services studied here may not be

less expensive to implement in states in which the Medicaid

reimbursement rate to Intermediate Care Facilities is less

than $45 a day.

A word needs to be said about Hawaii's ethnically

diverse population. other states report statistics for

Caucasian, Black, and Hispanic groups. In contrast, only

30% of Hawaii's population is Caucasian, about 1% is Black,

and the Hispanic group (5% of the population) is comprised

of Puerto Rican and Portuguese who were brought to Hawaii as

agricultural laborers in the early 20th century. The

predominant ethnic groups of concern to gerontologists in

Hawaii are Japanese, Chinese, Filipino, HawaiianjPart

Hawaiian, and Caucasian. Each group has a different

history. The Japanese, Chinese, and Caucasians tend to be

wealthier than the Filipino and Polynesian groups. with the

high proportion of mixed race marriages common in Hawaii,
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statisticians are facing increasing problems with ethnic

classification. While this research found ethnicity to be a

predictor of choice of placement setting, this finding may

not be relevant to other states.
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CHAPTER III

LITERATURE REVIEW

Introduction

This chapter reviews the literature relevant to this

dissertation, including literature which provides background

for the research model and justification of the research

variables. It is organized in three sections. The first

section summarizes the theoretical model constructed for,

and utilized by, this research and reviews work of other

researchers upon which this model was based. The next

section presents the literature relevant to the first

hypothesis concerning the factors influencing patient

selection of a particular placement option. specifically,

it documents the work of other researchers on determinants

of institutionalization, use of home care, and use of foster

care. The final section reviews the literature relevant to

the second hypothesis on the relative effectiveness of the

three placement settings. This section includes reports of

evaluations of home and foster care programs, and patient
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outcomes associated with nursing home care. Variables found

to significantly predict placement and outcomes are

ennumerated in summaries following the respective sections.

These variables were included in the research model of this

dissertation.

Theoretical Framework

The theoretical model of this dissertation is depicted

in Figure 2.2 (p. 35). In essence, the model says that a

patient's entry into a specific placement setting occurs

through a process of mutual selection between patients and

placement settings. Subsequently, patient outcomes in long

term care are influenced by some combination of initial

patient characteristics and the placement setting.

This model was developed in an attempt to address the

role of patient/placement setting selection in the final

outcomes of patients. Many evaluations of programs which

propose to substitite for the institutionalization of long

term care patients have utilized models which compare

outcomes of "equal·' groups of patients (selected through

randomization or "matched" subject construction) in
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different settings. The present model attempts to take a

more comprehensive look the factors which influence

outcomes.

Work by three research groups--Moos and Lemke: Hedrick

and Inui: and Kane and Kane--influenced the development of

this model of patient selection and improvement. Their work

is reviewed in this section.

Moos and Lemke

Rudolf Moos and Sonny Lemke work at the Stanford Social

Ecology Laboratory. They noticed that the past few decades

have witnessed the rapid expansion of new living

environments for our growing long term care population.

Yet, comprehensive evaluations based on a uniform model were

not being done. Thus, Moos (1980) developed this model in

response to the need for a conceptual framework on which to

design comprehensive evaluations of specialized living

facilities for elderly people. It is shown in Figure 3.1.

Moos' model depicts two interacting systems: 1) the

placement setting, with its unique pOlicies and processes

for patient selection and treatment: and 2) the patient

system, including the characteristics of the patient which

influence his selection of a placement setting and his

subsequent health, and well-being.



ENVIRONMENTAL SYSTEM
(physical setting, policy
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aggregate, social climate)
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RESIDENT STABILITY

COGNITIVE~ AROUSAL~ COPING ---~J>~ AND CHANGE (health,
APPRAISAL OR EFFORTS activity level,

ACTIVATION well-being, morale)

PERSONAL SYSTEM ~
(socio-demographic variables, J
health and personality factors,
coping skills).

Figure 3.1. Moos Framework for Evaluating Placement
settings for Elders

Moos' work appears to be an extension of work by Lewin

(1951), French et al. (1974), and Kahana (1974). For

example, Lewin (1951) proposed that behavior was a function

of the relationship between a person and his environment.

French (1974) worked with a congruence model, stating that

outcomes and adjustments reflected the "goodness of fit"

between the characteristics of the person and the properties

of his environment. Kahana (1974) presented the congruence

model of person-environment fit as a conceptual approach for

examining adjustment of older people to environments.

In an application of this concept ~n gerontological

research, Kahana et ale (1980) used a person-environment fit
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model to examine morale in nursing home patients. To

quantify "fit," common terms and scales for persons and

environment had to be constucted. In this case, the authors

examined the degree of congruence between the desire for,

and delivery of, several variables, including congregation,

impulse control, stimulation, and segregation. They

examined the impact of this congruence, or "fit," after

removing first the separate impacts of personal and

environmental characteristics on morale. Their findings

indicated that the degree of fit between a patient's desire

for, and the environment's ability to provide, some of these

variables was an important predictor of patient morale.

Moos's framework is an application of the person

environment fit concept. It places special attention on the

characteristics and the mutual selection process between the

two systems--personal and environmental--which influence

patient profiles of settings. In other words, placement

settings are selective of new members and patients have

preferences for certain settings. Once in an environment,

patient and setting variables work together to shape patient

outcomes. According to Moos (1980):

The personal and environmental systems interact
to produce cognitive appraisal and activation

• [which] are mediating variables involved in
the process of Derson-environment transaction
• • : they influence efforts to adapt (coping)
and the results of such efforts (outcomes) • • •
[Coping] responses are determined in part by the
personal system (people have different coping
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repertoires; for example some are more inclined
to participate in social-recreational activities
than others) and the environmental system (some
settings reward participation in social
recreational activities more than others) • • •
Efforts at adaptation ultimately affect such
outcome indices as the resident's health, well
being, and level of functioning. These criteria
are also affected directly by personal factors
(residents with higher functional abilities on
entrance to a setting usually function better six
months later) and enviornmental factors
(settings with more opportunities for choice and
control tend to have residents with higher
morale). In turn, changes in these criteria can
influence both personal and environmental factors
(an increase in functional ability may enhance a
resident's self-concept: residents who maintain
higher levels of functioning may create a more
cohesive setting) (pp.77-9).

To indicate differences in environments for elderly

people, Moos and Lemke developed a 5-part instrument called

the MUltiphasic Environmental Assessment Procedure (MEAP).

The HEAP measures four dimensions of a placement setting:

1) its physical and architectural features (space,

permeability, attractiveness, availability of facilities for

activities, availability of safety features and prosthetics,

etc.): 2) its policy and programs (rules about patients'

rights to choose for themselves, decorate their room, sleep

late, refuse medicines, etc.); 3) its resident and staff

characteristics (the character of the environment as

expressed by the ability levels, needs, and expectations of

people living and working there); and.4) its social climate

(freedom of expression in relationships, personal growth,
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and the degree to which the environment is orderly and clear

in its expectations and response to change).

Moos and Lenke have used the NEAP to compare long term

care facilities in California (Moos, 1980; Moos, 1981). The

1980 and 1981 studies report on research on 93 skilled

nursing, intermediate nursing, and residential care home

facilities. The results showed that facility selection of

patients was related largely to residents' functional

abilities. For example, patient function was highest in

facilities with the fewest rules and restrictions and lowest

in the skilled nursing facilities. Patients also differ on

social characteristics, by setting, as well as outcomes.

For example, Moos (1980) found that:

residents who are white, well-educated, married,
and of higher socio-economic status are likely to
be in homogeneous settings with others of similar
background. On the average, these residents are
more active • • • Their living groups provide
more physical amenities, social recreational
aids, privacy, and space, and they enjoy greater
flexibility in scheduling their daily activities.
These settings are more selective, give residents
greater input into decision making, and are seen
as more physically comfortable. Residents also
report more friendly interactions and better
organization and believe they are able to
influence facility policies. settings in which
residents function more poorly have more
prosthetic aids, but staffing levels and staff
richness are no higher • •• facilities that
provide more health services and daily living
assistance are those whose residents have higher
functional abilities and are more active.
Similarly, residents who initiate more activities
on their own are also likely to have more
activities provided by the facility (p~ 86).
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The HEAP was also used in a study conducted to document

behavior changes during a relocation of residents from one

nursing home to another (Moos et al., 1984). In this study,

behaviors of the patients were recorded two months before

the move and again two months and ten months after the move.

Data on the environment of two nursing home settings were

collected using the HEAP instrument, which showed that the

new building had more prosthetic aids but fewer

orientational aids, a more complex floorplan, and increased

distance between the nurses' stations and the social areas.

The behavior records showed that improved accessibility of

the new facility was beneficial to wheelchair-mobile

patients and that the more alert and the ambulatory patients

were drawn to the social areas. The immobile and confused

patients, however, were more isolated.

The HEAP was also used to contrast two skilled nursing

facilities (Moos, 1981). The authors demonstrated how the

information from the survey items could be used to identify

areas of change needed in the facility. For example, they

found that one nursing home scored low on allowing the

residents to structure their own routines. ThUS, a pOlicy

change was recommended. The authors also see use for the

MEAP in educating gerontological practitioners, as a tool

for eliciting future-user expectations about a facility, and
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as a checklist for architects and planners designing new

living environments for elders.

In summary, Moos (1980) presents a model within which

to conduct comprehensive evaluations of specialized living

arrangements for elders. He seems to have limited his

research, however, to the examination of the qualities of

these living arrangements and the identification of

environmental structures and pOlicies that can be changed to

produce "better" environments. The "better" environments

are not defined in terms of patient outcomes as much as in

ideal scores, although some work was done associating

patient behaviors with environmental qualities. No further

exploration of the "interaction" variables (such as

cognitive appraisal, arousal/activation, and coping) or of

patient outcomes other than behavior have appeared.
,.-I i

Despite the fact that Moos has not yet published work

exp~oring all of the aspects of his provocative model, he

has at least presented a model for consideration by

researchers involved in the evaluation of programs and

placement settings. This author used the Moos model in the

development of a similar theoretical model for this

research. In addition, this author used some of the

questions from the HEAP in order to describe the three

placement settings involved in this stUdy. The questions

used are presented in Chapter v.
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Hedrick and Inui

Hedrick and Inui work with the Veterans Administration,

American Lake, washington and the University of Washington,

Seattle, respectively. In a recent work, these authors

reviewed many evaluative studies of home care programs and

outlined their shortcomings. The model developed by this

author was structured to meet the recommendations for future

evaluations of home care programs set forth by these

researchers.

Specifically, Hedrick and Inui (1986) located and

critiqued 12 experimental and quasi-experimental studies

which evaluated home care programs serving chronically ill

people. Across stUdies, home care services were shown to

have no effect on patient mortality, function, or nursing

home admissions. Patients receiving home care services also

had similar or greater costs, hospitalizations, and

ambUlatory service utilization. The authors concluded that

the lack of consistancy and certainty across evaluations of

home care services was partially due to faulty, or limited,

study designs.

The authors ennumerated several recommendations for

future research designs: 1) assure patient comparability

between the settings being stUdied, i.e., if a home care
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program claims to "substitute" for nursing home care, these

home care patients should be comp,ared with similar patients

in nursing homes; 2) describe the services, their

objectives, and the nature of the service clientele; 3)

calculate the sample size needed to indicate significance in

the study (based on the number of variables, size of a

"meaningful" difference between groups being compared, and

method of analysis); 4) track patients and record their

movements between settings and their attrition rates and

reasons; 5) control for the dependent variables, other than

placement setting, which may influence outcomes; 6) measure

a number of outcome variables; and 7) report findings in

unadjusted statistics before reporting the results of

multivariate analyses in order to provide a clearer picture

of results and processes.

This author considered each of these seven points in

the design of the model employed in this research.

specifically, this research compared patients that are

comparable, e.g., they were all certified for intermediate

care nursing home placement at the time of admission into

one of the three settings: foster homes, comprehensive home

care, and nursing homes. The three settings are thoroughly

described in terms of their processes and their patients.

The sample size is SUfficient to yield statistical

significance given set values for "meaningful" differences.
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Patients were tracked and their movements between settings

and their attrition rates and reasons were recorded for six

months after placement.

The type of multivariate analyses employed in this

study controled for the dependent variables, other than

placement setting, which may influence outcomes. In fact,

placement setting served both as an outcome variable in the

first research question (determinants of placement) and as

an independent variable in the second research question

(determinants of patient improvement). Thus, one goal of

this research was to provide a "better" picture of 'the role

of placement setting in the outcomes of patients. Patient

outcomes were measured through a number of variables

including: length of stay, discharge status (improved,

deteriorated, lateral transfer, expired), 6-month ADL score,

6-month mobility score, and 6-month well-being score.

Finally, all descriptive statistics and correlation

statistics are reported prior to the application of the

multivariate analyses.

Kane and Kane

Rosalie and Robert Kane have conducted research in long

term care for many years. During t.lleir tenure at The Rand

Corportation (circa 1979 to 1985), they worked on a project
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funded by the National Center for Health statistics to

develop a method for predicting outcomes of nursing home

patients, and linking paYments to these outcomes. Several

progress reports were published including their widely

quoted books, Assessing the Elderly: A Practical Guide to

Measurement (1981), and Values and Long-Term Care (1982).

In the first book, the Kane's documented their findings of

an extensive review of existing instruments used to measure

function in elders. In the second book, they presented a

compilation of papers by noted researchers, economists, and

psychometricians on measuring health status, value

preferences, and willingness to pay in relation to long term

care services.

The ultimate goal of this project was to test the

feasibility of tying nursing home payments to patient

outcomes. For example, could federal assistance programs

pay nursing homes more money for better-than-expected

outcomes, the current amount of money for expected outcomes,

and less money for worse-than-expected outcomes? In the

words of the Kanes (1982), this reform would:

1) provide an incentive for high-quality care,
defined in broad terms to include social and
psychological health as well as physical health.

2) discourage market skimming whereby certain
patients (usually those needing the least care in
a category) are admitted, while others with
greater care needs are not.
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3) overcome the general tendency toward assuming
that more is necessarily better and especially
the perverse incentive of cost reimbursement that
rewards the development of increased dependency.

4) minimize regulation--i.e., to avoid both the
record-keeping burden and the constraints on
creativity.

5) use the free market as much as possible to
increase the expansion of good homes and the
closure of poor ones (p. 2).

The formula developed was simple: payment to the home

would equal the cost of care multiplied by a prognostic

Adjustment Factor (PAF). "This PAF reflects the extent to

which the actual outcome of care exceeds or falls short of

an expected level. In its simplest form, one might assign a

PAF of 1.5 if the actual outcome is better than expected,

1.0 if it is as good as expected, and 0.5 if worse than

expected" (p. 3). Because of the increased complexity of a

method such as this given several dimensions of patient

function (physical vs. mental vs. social, etc.), the Kanes

and colleagues proposed weighing the different dimensions

and combining scores in a way that would produce one PAF

with which to work. In a test of the PAF on 250 nursing

home patients, Kane et ale (1983) were able to predict

patient functioning in the six domains of the PAF instrument

with between 51% and 93% accuracy. Predictors of discharge

status (better, worse, died) were only 36-39% accurate,

however.
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Several other studies reported by Robert Kane and

colleagues are also of interest. working with researchers

in Baltimore, an attempt was made to develop logistic

regression equations that could predict a patient's need for

either intermediate or skilled long term care (Kane et al.,

1981). These equations were developed using explicit

characteristics of 1,572 patients; they were tested on

another 1,572 patients. In the most simple equation, the

significant predictors of level of care were: 1) total

number of functional patient problems; 2) total number of

skilled nursing procedures; 3) total number of

rehabilitative procedures; and 4) total number of

medications. other equations included the same four

variables with additions or elaborations. The most simple

equation tended to be the best discriminator between patient

levels of care. There was not 100% agreement between the

equations and clinical jUdgements made by a trained

observer/rater of nursing home patients. For example, there

was only 69% agreement in identifying intermediate care

patients and 86% agreement in identifying skilled care

patients. While some consideration of non-explicit criteria

appears necessary in identifying level of care, the authors

suggest that prediction equations can be developed and used

to preliminarily screen geriatric patients.
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The second related study was conducted by Kane and

Matthias (1984) and was very similar to the Baltimore study

(Kane et al., 1981). In order to predict which hospital

patients admitted from home would be discharged to nursing

homes, a logistic regression model was developed on one set

of patients and applied to another sample of elderly

patients in Los Angeles. The authors found that patients

who were female, older, had mental diagnoses, and had

orthopedic surgery were more likely to be discharged to

nursing homes. The formula developed in Los Angeles was

tested on patients in South Carolina and Utah as well as two

other samples of patients in the Los Angeles area. The

formula correctly predicted the discharge status of between

50% and 87% of the patients. Thus, the authors concluded

that findings and formulae from one area could not be

applied with accuracy to patients in other areas of the

country. In addition, the authors found that the proportion

of elderly hospital patients at risk of nursing home

placement was less than 10%. This number was smaller than

expected. The authors suggested that if more time could be

allowed for discharge planning of geriatric hospital

patients, more of them would be able to go home rather than

to nursing homes.

In a third study, Kane et ale (1983) examined

characteristics of 23,557 elderly patients discharged from
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11 acute hospitals (10 community hospitals and one

univerisity teaching hospital) in Los Angeles. Nine percent

went to nursing homes and almost 90% went home. According

to their findings, patients "older than 85 years were 10

times as likely to enter nursing homes as those aged 65:

females were twice as likely as males: and those with a

diagnosis of mental illness were more likely than those with

a diagnosis of physical disease, but the effects were

additive. Even after adjustments for patient source,

patient characteristics, and therapeutic services, the

university teaching hospital was less likely to discharge

elderly patients to nursing homes than were the 10 community

hospitals in the area" (p. 1055).

The Kanes' ambition to develop formulae for predicting

patient outcomes and their use of multivariate analysis to

control for patient characteristics in the evaluation of

health care settings, strongly influenced the present study.

Using their work as a base, this research developed formulae

to discriminate between patients entering different settings

provding intermediate long term care, and to predict patient

outcomes. The documentation of the study and statistical

processes used by the Kanes provided guidance for the

development of the predictive equations in this research.
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variables Associated with Placement

A number of reports have analyzed patient ·profiles in

various placement settings. They include descriptive

studies, cross-setting comparison of program clientele, and

studies utilizing discriminant analysis techniques. Results

from some of these studies are reported here. They provide

background on the complexity of the issue of predicting

placement, as well as insight into the kinds of variables

that should be included in future studies of predicting

placement of long term care patients. Information from home

care and family studies are presented first, followed by

studies of the determinants of nursing home admission, and

then determinants of foster family placement.

Family support for Home Care

Despite the aforementioned demographic changes in

America, there are a surprising number of families who are

providing care to their elderly relatives. Several studies

document the large numbers of elders for whom the family is

a reliable resource of support. For example, 1,609 randomly

selected people over 64 years of age and 118 agencies that
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serve older Americans were surveyed in a Cleveland study

sponsored by the Government Accounting Office (1977). This

study found that 56% of the elders received help from family

and friends: 42% from children, 27% from spouses, 10% from

relatives, and 8% from friends. Nine out of ten seniors

identified a family member as the "responsible other" in

case of an emergency. Costs of services were calculated and

results showed that families paid a much greater percentage

of the cost of the total services received by these elders

than did the agencies involved with elder affairs.

Shanas and Sussman (1977) studied families and

bureaucracies in relation to elderly people and found that

families play an important mediator role in service access

and delivery. Brody (1981) found that families, rather than

professionals, predominate in the provision of health and

social serivces to elders. Researchers have found that

families care for very disabled elders, as well as the more

well elderly living relatively independently. For example,

Maddox (1977) claimed that for every adult in a nursing

home, three other adults with similar disabilities were

being supported in the community, most often by family

members. Similarly, the 1982 Long Term Care Survey

conducted by the Health Care Financing Administration found

that 19% of non-institutionalized elders are f~~ctionally
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impaired, and most of them receive needed help from family

and friends (Macken, 1986).

According to Shanas (1979), gerontology has been

misguided by the hypothesis that elders in industrialized

societies are abandoned by their children. She calls the

myth of intergenerational alienation a "hydra-headed

monster" and dismisses it with the findings from national

surveys conducted in 1957, 1962, and 1975. Although the

proportion of parents and children sharing the same

household decreased between 1957 and 1975, the proportion of

older people living either with, or within ten minutes of,

at least one child remained constant (about 55%), while the

proportion that had seen a child within the week they were

interviewed remained at 80%. In addition, the 1975 survey

indicated no change from the 1962 proportion of bedbound and

housebound elders who were cared for in the community. Of

those elders interviewed in 1975, 33% had seen a sibling

within the week and 50% had seen a sibling within the month

prior to the interview. Shanas refers to a phrase coined by

anthropologist David schneider, the "hour glass effect,"

meaning that contacts with siblings and other relatives are

frequent when young, shrink during the young adult years and

expand again in late adulthood. Shanas noted that more

distant relatives tend to provide care when the elderly

person has no spouse, children, or siblings, This heirarchy
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of caregivers is known as Shanas' "principle of

substitution."

Johnson and Catalano's (1981) research in San Francisco

confirmed this principle of substitution: if a spouse was

not available to provide the needed care of an elderly

person discharged home from the hospital, help would come

from children, siblings, and then children of siblings. In

addition, an elder was more likely to be cared for by one

caregiver rather than by a family unit. Extended family

support for the primary caregiver of a disabled relative,

however, tended to decrease over time. A spouse,

especially, was more likely to provide consistant,

comprehensive care over time with less ambivalence than were

children who are more likely to turn to formal supports for

help. As confirmed by a later study, the level of concern,

reliability, and willingness to provide the actual services

associated with caring for a disabled relative appear to

decrease with the distance of the helper's relationship to

the elder (Johnson & Catalano, 1983).

McAuley and Arling (1984) interviewed 524 elders 75 and

older who were living at home in order to identify

relationships between the characteristics of these elders

and the types of care they received in their homes. They

found that the most common form of assistance received by

this groups of elders was homemaker services (33%) followed
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by meal preparation (21%), continuous supervision (13%),

personal care (12%), and nursing care (10%). In addition,

the authors found that elders utilizing homemaker services

were more likely to utilize it by itself, while elders

utilizing continuous supervision and nursing services were

more likely to be using two or three of the other services

as well. In other words, a pyramid effect was confirmed.

Patients who need more care, need more services to keep them

at home.

Through mUltiple regression, the authors verified that

elders receiving the most types of home care services were

those who were less able to perform self-care skills

independently, had more education, better social resources,

and a poorer mental health rating. Most elders received

care from family and friends, with only 25% receiving

additional care from formal agencies. Of the elders who

were receiving at least one service, four variables

significantly predicted receipt of the service from an

agency. These four variables were: having more education;

living in an urban area; needing more help with physical

activities of daily living such as bathing, dressing,

toileting, walking, and feeding; and needing less help with

instrutmental activities of daily living such as shopping,

cleaning, using the telephone, taking medication, and

handlin~ money. Thus, the authors concluded that services
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provided by formal agencies primarily assisted with physical

activities of daily living and supplemented existing

assistance from families with instrumental activities of

daily living.

For families who do not help functionally impaired

elders, but instead seek their institutionalization, some

gerontologists have suggested providing monetary incentives

to families. When Sussman (1976) interviewed families in

Cleveland, however, 88% gave reasons other financial when

asked what would cause them to consider government or agency

help in providing home care to their aged relative. Sussman

also found that 20% of the family members would not care for

a disabled family member even if given a monetary stipend or

tax credit. Based on this data, Prager (1978) criticized

Senate attempts to legislate financial supports for families

caring for elderly relatives.

caregiver Burden

The amount of time and tasks needed by an elderly

relative can make a significant demand on the lives of

caregivers. Several studies have documented the destructive

nature of the stresses associated with providing home care

to a severely disabled relative. This phenomenon has become

known as "caregiver burden.". caregiver burden has been



67

found to vary directly with the amount of care a relative

needs (Cicirelli, 1983). Frustrations about finding respite

care and other community services, losing sleep, becoming

socially isolated, and seeing daily deterioration of a loved

one can accumulate over time and cause great distress to

families of disabled elders (Cantor, 1980; Zarit et al.,

1980). A growing number of studies relate increased

caregiver burden with the institutionalization of elders

(Eggert et al., 1977; Knight, 1985; Smallegan, 1985).

Three dimensions of caregiver burden have been

identified: 1) objective burden; 2) subjective burden; and

3) symptomatology associated with physical and emotional

stresses. These three dimensions have been used in the

study of stress and disease, particularly with symptoms and

stresses studied by occupational health specialists (Kasl,

1984). In the case of caregiving, objective burden is the

term associated with the amount of time and the tasks

associated with providing care. For example, the objective

burden of a caregiver who spends several hours a day

assisting an elder with bathing, dressing, toileting,

walking, and feeding is much greater than the the objective

burden of a caregiver who spends only a few hours a week

assisting with shopping and transportation needs of an elder

(Montgomery et al., 1985).
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Subjective burden is the term associated with the

emotions, feelings, and attitudes toward caregiving

(Montgomery et al., 1985; Zarit et al., 1980). How much is

caregiving an imposition on the lifestyle and the emotional

health of the caregiver? For some caregivers, proviuing

care to a disabled and deteriorating relative is very

depressing and presents many time management, financial, and

social difficulties. For other, caring for a disabled elder

may be a natural extension of childrearing or a career in

nursing. For these people, caring may provide meaning and

emotional rewards.

The third dimension is stress-related symptomatology

which can be related to the objective and/or subjective

burdens experienced by the family caregiver. For example,

back problems are common symptoms associated with the

lifting of elders who need help with transfers and bed

baths, while headaches and insomnia are common symptoms

associated with higher levels of subjective burden. The

well known consequences of caregiving (such as changes in

lifestyle, restricted ability to plan, limited time and

freedom, isolation, competing demands for attention) have

been linked to several mental health symptoms, including

depression, anxiety, frustration, helplessnesss,

sleeplessness, lowered morale, and emotional exhaustion

(Brody, 1985; Cantor, 1983).
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Rakowski and Clark (1985) investigated the concept of

"future outlook" which refers to a person's ability to plan

and their perception of their future roles and activities.

They found that, for patients, a restricted future outlook

was related to the experience of stress, greater limitation

in activities, and not practicing a religion. Among

caregivers, a restricted future outlook was related to

providing help in a greater number of areas, providing help

for more than 6 hours a week, and not practicing a

religion.

Several other authors have published studies presenting

scales for measuring caregiver burden (for example, George &

Gwyther, 1986; Montgomery et al., 1985; McCUbbin et al.,

1981; Robinson, 1983; Zarit et al., 1980). Many researchers

in the field of caregiver burden are primarily concerned

with the problems facing caregivers of patients with

AlZheimer's Disease and other dementias (for example, George

& Gwyther, 1986; Kahan et al., 1985; Morycz, 1980; Zarit et

al., 1980). Regardless of the population of interest, these

studies report that increased caregiver burden places a

person at greater risk of institutionalization.
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Institutionalization

Lack of family support is one of the primary

determinants of the institutionalization of elders. Barney

(1977) noted that only 10% of nursing home residents in

Detroit were married; most married elders were cared for at

home. In addition, 40% of the Detroit nursing home

residents studied were able to perform their activities of

daily living without assistance. The author suggests that

these elders could be cared for in the community if they had

available family supports.

Lack of family was also a signi~icant predictor of

institutionalization in a study by Wan and Weissert (1981).

The authors followed 1119 elders using adult day care and

homemaker services. They found that social support networks

had a positive effect on patient status over time. Number

of days spend in an institution (nursing home or hospital)

was significantly higher for patients who were living alone

than for patients who were living with others. In addition,

those having social supports had higher levels of physical

and mental functioning.

Prohaska and McAuley (1983) analyzed the role of the

family in patient health status and in the hospital

discharge destination of 3,739 elders. They found that

patients who had been living alone prior to their
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hospitalization had better physical and mental function

compared to the patients who had been living with family

prior to hospitalization, suggesting that elders living

alone need formal intervention at earlier stages of their

illnesses. In addition, more disabled patients with

available family caregivers were discharged to community

living, while less disabled patients with no family entered

nursing homes.

Smyer (1980) compared 33 patients receiving home care

services with 33 similarly disabled patients in nursing

homes. Using discriminant analysis, Smyer found that the

patients in nursing homes had families who reported being

less able to provide needed home care for the elder and

reported more contact with formal service providers prior to

the institutionalization of their family member. In

addition, institutionalized patients had significantly lower

mental health scores than did elders residing in the

community. Therefore, given elders with equal disabilities,

those with stronger social supports and who eschew help from

formal service providers can be cared for in the community

rather than in an institution.

Reports of the influence of caregiver burden on the

institutionalization of elderly people are appearing with

increasing frequency. For example, Eggert et ale (1977)

found that most elders entering Rochester, .New York nursing
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homes for the first time had been cared for by family

members who sought institutionalization only as a result of

overwhelming stress from years of home care of a

deteriorating relative. Smallegan (1985) sampled 288

persons newly admitted into 27 nursing homes in Michigan and

North Carolina. At the time of admission of the relative,

the caregiving needs or the elders ware generally high. For

example, 30% of the caregivers thought that the patient

needed 24-hour care and another 36% believed that the

patient needed 24-hour supervision. In fact, 60% of the

admissions did need some, or total, assistance with bathing,

dressing, toileting, feeding, and walking. In addition, 43%

of the patients were cognitively impaired and/or were

difficult to get along with. While 64% of the patients had

become less well shortly before admission, 20% were admitted

because they were difficult individuals who could no longer

be managed at home. caregiver death or illness affected 7%

of admissions and caregiver exhaustion affected 17% of

admisions.

Many studies of determinants of institutionalization

found mUltiple predictors, rather than just one concerning

family availability or caregiver burden. For example,

Sloane (1980) studied 29 elders who were admitted to a North

Carolina hospital with a need for nursing home care that was

not being otherwise met. Three patient characteristics
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differentiated between the subgroup of these patients that

improved and returned to community living and the subgroup

that subsequently entered nursing homes. Patients who

returned to community living had better ADL scores (needed

help in one or two areas only) and had better mental status

scores in addition to having family willing to care for them

at home.

Branch and Jette (1982) analyzed a statewide

probability sample of 1,625 Massaqhusetts elders. During

the 6-year investigation, 9% entered nursing homes. Five

variables were significant predictors of institutionali

zation: greater age: use of ambulatory aids: mental

disorientation: living alone: and use of assistance with

instrumental activities of daily living including

housekeeping, transportation, personal care, social

activities, shopping, meal preparation, and emergency

assistance.

Vincente et ale (1979) reconstructed medical histories

for 455 persons who had been interviewed initially in 1965

and who had died by 1975. Almost 40% of these elders had

resided in a nursing home at least once before death and 15%

had stayed in the nursing home for six months or longer.

Multivariate analysis of the factors influencing nursing

home admission showed that being unmarried, being older, and

living alone were associated with a higher risk of
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institutionalization. The elders who had longer stays (6

months or more) were more likely to be white and poor, and

to have more chronic conditions and physical disabilities,

in addition to the three factors influencing all nursing

home admissions. A related problem, documented by Eggert et

ale (1977) and Kraus et ale (1976) is the decline in

willingness of family members to consider home care of

relative once they have entered institutions.

Palmore (1976) and McConnel (1984) both studied the

total risk of nursing home residency among the aged.

Analysing data from a 20-year longitudinal study of 207

normal aged persons in North carolina, Palmore (1976) found

that the total risk of entering a nursing home was about

25%. Factors found to significantly predict institution

alization were living alone, being single or separated,

having no children or few children, and being female.

McConnel (1984) used national data and a life table method

of estimation. His work indicated that elders are at a 50%

risk of entering a nursing home before death. His work did

not include a search for predictors of admission.

Based on the growing knowledge of the risk factors

associated with institutionalization, several states have

developed programs which target services to residents most

likely to enter nursing homes without formal intervention.

Branch and stuart (1984) reported on the results of the
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effort by the Massachusetts Home Care Corporation (Hee) to

target services from its 27 local offices to the state's

riskiest patients. The authors found that the elders served

by Hee were significantly more vulnerable that non-users of

Hee services. For example, users were significantly older,

more dependent in physical function, more likely to use

ambulation aids, and had poorer perceived health. Thus,

results from determinant of nursing home placement studies

can be of value to states interested in establishing pre

admission screening programs.

Foster Home Placement

While the literature contains a relatively large amount

of information on the characteristics of elders who receive

home care and those who enter nursing homes, there is very

little literature on the characteristics of elders who enter

geriatric foster homes. This is partly due to the fact that

very few geriatric foster programs exist, especially foster

care programs designed to substitute for nursing home

admission of elderly patients. However, most states support

care and boarding home systems which care for elders who

need supervision and assistance with instrumental activities

of daily living. Many of the care and boarding home

programs for elders have been extensions of the care and
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boarding home programs available to mentally ill and

mentally retarded adults, who are also experiencing longer

life spans than ever before.

The U.S. Veterans Administration (V.A.) has been

particularly supportive of the foster home idea and a large

number of V.A. facilities sponsor foster care for previously

institutionalized mentally ill patients. Several studies

have reported patient characteristics that are associated

with mentally ill patients who have been successfully placed

and maintained in foster homes (which, according to written

description, are similar in level of care to Hawaii's care

and boarding homes). Successful patients were more likely

to: 1) be in their 40s: 2) be capable of relating to others:

3) have a hobby that could be sustained in the new living

situation: 4) be placed in rural homes with caregivers with

similar religous backgrounds who were sincerely interested

in their patient's problems: and 5) have more opportunities

for work and recreation in the foster home (Cummingham et

al., 1969: Lee, 1963: Linn et aI, 1966: Linn et aI, 1982:

Lyle & Trail, 1961: Molholm & Barton, 1941: Simon et al.,

1968: Ullman & Berkham 1959). It is not clear how much, if

at all, the findings from studies of foster care programs

for mentally ill patients can be generalized to programs

providing foster care for frail elders.
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Reports have appeared on geriatric foster care programs

in Wisconsin, New York, Washington, Kentucky, Massachusetts,

and Maryland (Bradshawet al., 1976; Chouinard, 1975; Dale,

1980; Handy, 1968; Linn & caffey, 1977; Oktay & Volland,

1981; Risdorfer et al., 1971; Sherman & Newman, 1977;

Sherwood & Morris, 1983; Talmadge & Murphy, 1983; Wohlford,

1969). Most of these programs serve care home level

patients who do not need nursing home care but who cannot

live alone. Many of these programs serve mentally ill and

mentally retarded elders who were placed in these foster

homes at younger ages. (The numbers of mentally impaired

elders are growing primarily due to better medical care and

better living arrangements available to this population as

young adults.) The programs which most closely resemble the

Queen's geriatric foster care program are sponsored by the

Johns Hopkins Medical Center in Baltimore and the

Massachusett's General Hospital in Boston. No reports have

appeared concerning the characteristics of best-suited

patients for these programs, however.

summary

A review of the literature on determinants of

placement-setting suggests that a variety of factors

influence patients who will enter different long term care
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settings. It also provides suggestions for variables which

should be included in an analysis of determinant~ of

placement setting for elders in need of intermediate nursing

care. Based on this review, the following variables were

included in this research: age, sex, physical function,

mobility, mental status, marital status, family availability

and attitudes toward placement, prior living arrangements of

the patient, diagnoses and medications (representing a need

for medical/nursing procedures and monitoring), and

responsiveness of the patient.

variables Associated with outcomes

This section of the literature review presents findings

from studies of patient outcomes in different long-term care

settings. First, the concept of appropriate length of stay

is discussed followed by some examples of studies which

"tracked" long-term care patients in and out of placement

settings. Next comes a detailed section on studies of

patient outcomes. This section is organized by study

methodology including single setting studies (descriptive,

pre-posttest, and regression analysis), mUlti-setting

(comparing outcomes of similar patients in two or more
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settings), and "combination" studies (utilizing multi

setting comparisons and within-setting analyses).

Length of stay and Patient Tracking

Several criteria have been used to measure patient

improvement. One controversial but commonly used criterion

is length of stay. It is controversial because, while it is

an easy criterion to measure, it is hard to interpret its

meaning. For example, short stays in acute hospitals and

nursing homes are usually interpreted as good while short

stays in a foster care program are bad. However, different

facilities and different levels of care exist because a wide

range of patient needs for services exists. The key to this

puzzle is to look at the appropriateness of service

utilization. Elders who can be cared for safely at lower

levels of care should be able to receive services in the

least restrictive setting for as long as possible. This

attitude, however, should not lead to withholding more

skilled services from older adults when needed.

In reality, people do utilize a multitude of services

throughout later life, depending on financial, social,

family, and personality factors as well as on the elder's

I:level of caretS and nursing/medical needs. Part of the

complexity of the long-term care service system is due to



80

the expected and observed amount of transfering that goes on

between placement settings as an elder is linked and

relinked with the "appropriate" kind of care for his

changing care needs.

To illustrate the complexity, let us consider a case

example. An elderly woman who lives with her single,

working son falls and breaks her hip. She enters an acute

care hospital until her medical condition stabilizes. The

hospital, however, may be ready to discharge her before she

is fUlly independent in self care skills. She may at this

point choose to go home with visiting rehabilitation

services and other supportive services if enough informal

(family and friends) support can be arranged and financially

managed. Or she may enter a Skilled Nursing Facility for a

progressive rehabilitation program (Medicare will pay for

part of this). Her prescribed program of skilled

rehabilitation, however, may still not rehabilitate her to

the point of independent living. She still may need

intermediate care. At this point, she can choose to return

home with supportive services (if available), or she can

enter an Intermediate Care Facilities (for which Medicaid

will pay if she is eligible), or a geriatric foster home (if

she thinks she will stay 6 or more months). If she does not

need intermediate care but still needs supervision and help

with meal preparation and transportion, she can enter a care
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home or a small group home for senior citizens. At any

point, she could return to her son's home if enough support

services are available and the son is willing to have her

return in a dependent state. But, at any point, she could

also fall and break her other hip and have to start over in

an acute hospital.

Length of stay as an outcome variable has different

meanings in each setting. Let us say that our fictional

patient is eligible for Medicaid. If she returns home

directly from the acute care setting and receives NHWW/PCP

services until she is fully rehabilitated and discharged

from NHWW/PCP, this long length of stay would be considered

a positive outcome. If she enters an Skilled Nursing

Facility prior to returning home with NHWW/PCP services, a

short length of stay in the Skilled Nursing Facility is

considered positive. If she enters a foster family home, a

longer length of stay is considered positive. If she is

readmitted to an acute care hospital, a shorter length of

stay is considered positive.

A few studies follow patient longitudinally, in and out

of programs and facilities. Some present this data to help

illustrate the complexity of the long term care service

system and to help gain knowledge for reorganizations of the

system. This was the purpose of Stark et al. (1984) who

tracked 1,653 elders in British Columbia's Long-Term Care
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program for three years. They monitored patients receiving

five levels of care (care home, three levels of intermediate

care, and skilled care) in two settings (either their own

home with supportive services or in facitilities). They

found that of all of the patients under age 76 who were

determined to need personal care (care home level care),

those receiving it in their homes were more likely to remain

unchanged in their level of care than those who received

personal care in a facility. The opposite effect was found

among patients 75 and older: those receiving personal care

in care homes were more likely to remain unchanged in their

level of care than those who received personal care at

home.

The authors were also able to look at outcomes for the

different levels of patients in the different settings. Of

interest is their finding concerning patients who needed

skilled care. Patients who received skilled care in nursing

homes made more changes than did those who received skilled

care at home. Specifically, 20% of patients receiving

skilled care at home were still there after three years

compared to only 5% of those receiving skilled care in a

nursing home. The major difference between the settings was

in the proportion of patients who had died. Of those

skilled-at-home patients who had changed, 30% had died,
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compared to 47% of the patients who received skilled care in

nursing homes.

Stark and Gutman (1986) reported on this population of

1,653 clients after two more years. They found that five

years after admission, "of clients initially admitted to

care at home (N = 1,241) 34.3% were still in the program

(14.5% unchanged: 6.7% at home but at a higher level of

care: and 11.7% in facilities). Of the remainder, 38.9% had

died and 26.8% had been discharged. Findings for those

initially admitted to care in facilities (N = 412) were

remarkably similar" (p. 1312). The authors note that

measuring the appropriateness of length of stay at each

level, quality of care, and efficiency of care were beyond

the scope of their study. They note that clients admitted

to the lowest levels of care were most likely to be in the

long term care system five years later, intimating that some

policy makers may look at restricting admissions to clients

at higher levels of care in order to save money.

In a similar study by Branch et ale (1984) in

Massachusetts, 1,625 non-institutionalized people 65 and

older were selected through a statewide probability sample.

All were interviewed in 1974, 1,317 were reinterviewed in

1976, and 825 were interviewed for a third time in 1980.

The authors used multivariate analysis to determine which

1974 characteristics influenced patient outcomes in 1976 and
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1980. Of patients who were independent in ADL in 1974,

those 85 and older had three times the probability of being

dependent or dead, and nine times the probability of being

in a nursing home in 1976. Of those who were dependent in

1974, about 25% had regained independent function, about 20%

had died, and the rest (55%) had sustained their dependence

by the 1976 interviews. Of the elders who were independent

in 1974 and 1976, 20% had died, 4% had entered nursing

homes, and 4-10% were dependent in ADL but living in the

community, and the rest (66% to 72%) ha~ sustained

independence in ADL by the 1980 interviews.

A common problem, though, in longitudinal studies is

that the patients are not followed closely enough to record

all of their service utilization. For example, in the stark

et ale (1984) study, the authors only studied the patients

at three time points: upon admission, one year later, and

three years later. Long-term care histories were not

reconstructed. Therefore, we do not know if patients who

were called "unchanged" had not changed at all between

interviews or had, in fact, resided in several other

settings during the three years and had returned to the

initial placement setting in time for the interview.

Several researchers used data collected by the 1977

National Nursing Home survey (Department of Health,

Education, and Welfare, 1979) to investigate the traits and
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utilizations patterns of nursing home residents. For

exa~ple, Keeler et al. (1981) differentiated between long

and short-term residents in nursing homes. The short-stay

group had an average length of stay of about two months,

were more likely to be married, were more likely to be male,

and more likely to have diagnoses of fractures or cancer.

The long-stay group had an average stay of about 2.5 years,

were more likely to have diagnoses including mental

disorders and dementia.

Weissert and Scanlon (1984) found that more than 25% of

the nursing home discharges entered community settings.

These patients were most likely to be under 80, married, not

severely dependent, sUffering from fractures, and covered by

Medicare. Conversely, the older, unmarried, severely

dependent, Medicaid patients with cancer or mental problems

were most likely to remain in the nursing home. (Hawaii and

Alaska nursing homes are excluded from this survey due to

cost considerations and the small number of nursing homes in

these two states.)

Thus, length of stay was used as one of the outcome

variables of this dissertation. In addition, discharge

status (patient discharged improved, deteriorated, to

another intermediate care setting, or expired) was

documented for patients staying less than six months in

their settings. The variables found by other researchers to
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significantly influence length of stay were also included in

this study including: patient age, sex, marital status,

family support, patient and family attitudes toward

placement, functional needs, diagnoses, and mental status.

Patient outcome Studies

Many studies report on outcomes of patients in a

particular setting. Some monitor patients at set time

points and compare their pretest and posttest scores.

Others collect data on the characteristics of the patients

in a particular setting and use regression techniques to

understand how baseline characteristics affect outcome

measures collected at a later date. Other studies compare

patient outcomes in two or more settings with varying

amounts of rigor in controlling for differences between the

patients in the two settings being compared. still others

combine methodologies.In an effort to organize studies by

type of methodology, the studies will be reported here under

three headings: 1) single group studies (including

descriptive, prepost-test, and regression analysis studies);

2) comparison (between-group) studies; and 3) studies which

analyze both intra-group changes and inter-group

differences. Under each heading, studies concerning home

care programs will be reported first, foster care studies



87

second, and nursing home care last. Usually, studies which

combine between group comparisons and regression techniques

provide the most accurate picture of the determinants of

patient outcomes.

A similar organizational style was utilized by Hughes

(1985) to examine the many evaluations of home care programs

in an article entitled, "Apples and oranges? A Review of

Evaluations of community-Based Long Term Care." As this

title implies, extant reports have tested different types of

programs and patients, hindering cross-study comparison.

This methodological problem is serious, and this research

utilized an integrative design to overcome these problems.

The following review illustrates the "apples and oranges"

state of the literature, but also provides suggestions about

the variables, other than placement setting, which need to

be considered in a study of determinants of patient

outcomes.

Single Group Tests. Single group tests include

descriptive studies, pre-post test studies, and studies

employing regression analysis. In general, single group

studies provide the least rigorous test of associating

patient changes with a particular program. Campbell and

Stanley (1963) present several threats to the validity of

the results of an evaluation studying only a single group.

For example, studying the outcomes of patients involved in a
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single program or intervention will tell you only if the

patients have changed; it will not tell you if these

patients have changed more than they would have without the

intervention or with a different intervention. In a single

group evaluation of a long term care placement setting for

patients with hip fractures, then, one would not be able to

tell if improvement in walking was due to the placement

setting or due to the natural healing process. One would

have to compare progress made by these patients with

progress made by similar patients in another setting in

order to attribute improvement in walking to the setting

being evaluated. Single-group studies, however, are often

the most feasible type of studies to conduct, especially

concerning areas about which little is known and/or in Which

there are ethical or logistical problems in finding or

constructing comparison groups.

One example of a single-group evaluation of home care

comes from England. Robertson et ale (1977) reported on a

single-group evaluation of a program which maintained

nursing home patients in the homes of their families by

allowing planned and unplanned readmissions of the patient

to the hospital. The readmissions were scheduled in order

to closely monitor the patients and to give the family

caregivers periodic relief from caregiving. Fifty patients

in this program were selected at random for this study. The
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patients were sUfficiently described to convince the reader

that the patients were eligible for admission to nursing

homes. They were maintained at home, however, utilizing an

average of 80 days of hospital care per annum. Assuming

that these patients would have otherwise resided for 365

days in nursing homes, a cost savings was implied. The

program was also evaluated through ratings by the family

caregivers and community health personnel. Almost all

respondents rated the program as essential or very useful,

including the community physicians involved with the

patients. No test of patient improvement was reported.

Another single group study concerns an Ontario chronic

home care program. Kraus et al. (1982) report the

statistics gathered in the first five years of the program's

operation. The 218 patients studied were at high risk of an

early admission to an institution. staff estimated that the

program prevented about 20% of the program participants from

entering nursing homes at all and delayed the entry of

another 40%. In the absense of a control group, however, we

cannot know if these patients who were deemed most-at-risk

of entering a nursing home would have done so in the absence

of the chronic home care program. No tests of patient

outcomes or costs were reported.

Birnbaum et al. (1984) described the process of

implementing New York state's 2176 Medicaid Waiver program,
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Long Term Home Health Care Program (LTHHCP). Although the

authors primarily focused on the procedures used and the

problems encountered in the establishment of this program,

they did report the results of an informal survey of program

participants. The vast majority of clients and their

families were satisfied with the services and reported that

the program had: 1) increased the independence of the

patients; 2) allowed them to remain in their own homes; and

3) decreased anxiety of family caregivers. In addition, the

authors found that associated costs were well under the

fiscal cap imposed by the 2176 regulations, i.e., they were

less than 75% of the state's average Medicaid cost of

institutional care for long term care patients.

Wan and Weissert (1981) studied 1119 patients who were

being cared for at home with supportive services. They

collected patient information and used regression to

determine the relationships of patient variables to two

outcomes measures: 1) mortality and 2) length of stay in

institutions. Three years after the baseline information

was collected, higher mortality rates were found for

patients with severe mental impairment. Patients who had

longer stays in institutions during the 3-year study period

were those with more mental impairment, increased age, and

fewer social supports, who had been living alone and had a

history of hospitalizations.
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Dunkle (1985) collected information on 410 elders

living at home, 209 with spouses and 201 in two and three .

generation households. The outcome variable tested in this

study was degree of depression among patients. Dunkle found

that a dependent elder in a same generation household was

more likely to be a Caucasian male with poorer physical

health but similar mental health compared to a dependent

elder in a two or three generation household. In general,

the elders living in caregiving arrangements were likely to

be depressed. Using regression techniques, the author found

that 1) dependent elders living with their spouses viewed

the caregiver's behavior more negatively than did dependent

elders living in two or three generation households: 2) the

longer the elder lives in a two or three generation

household, the less his degree of depression: and 3) the

more the elder can contribute (non-economically) to the

household, the less his degree of depression.

Several geriatric foster care programs have reported

single group studies conducted on their participants. For

example, Dale (1980) evaluated the Medicaid Foster Family

Care pilot Project of the Massachusetts Department of Public

Welfare. This project began in 1978. Foster families were

trained and supervised to provide room, board, and personal

care services in a family-like setting to a maximum of two

disabled and/or elderly clients who would otherwise require
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care home or Intermediate Care Facility placement. In a

survey of clients and foster families, satisfaction with the

program was high and costs were competitive with the care

home and nursing home rates. No pre-post tests were

reported.

Oktay and Volland (1981) reported on the procedures of

the geriatric foster care program of Johns Hopkins Hospital

in Baltimore. Informal feedback from patients and families

indicated that satisfaction with the program was high. This

article also specified the design of a controlled stUdy of

patient outcomes and costs that was underway. Results of

this evaluation have not yet appeared.

Information about a geriatric foster care program in

Poughkeepsie, New York was presented by Talmadge and Murphy

(1983). Overall, participants reported high satisfaction

with the program. In addition, the average cost of foster

care was lower than the county-wide cost for institutional

care of similarly disabled intermediate care patients. No

reports of patient improvement were included.

A few single group studies in nursing homes have been

conducted. For example, Noelker and Harel (1978)

interviewed a randomly selected sample of 125 nursing home

patients residing on the homes' "self-care" floors (i.e.,

these patients could generally care for themselves but

needed supervision). Almost half of these residents
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expressed a desire to live elsewhere. These patients had

lower life satisfaction and morale scores compared to the

residents who did not want to live elsewhere. Two years

later, 26% of the patients were deceased. The percentage of

deaths among patients who had wanted to live elsewhere was

twice that of patients who did not. Thus, the authors

concluded that perception of the nursing home may be a more

influencial determinant of future well-being, and survival,

than objective characteri~tics of the environment.

Lewis et ale (1985) followed for two years 563 patients

discharged from California nursing homes in 1980. Of these,

30% died in the nursing homes, 28% were discharged home or

to community facilities, and 7% were transferred to other

nursing homes. During the two years, 36% had been admitted

to an acute care facility (11% died there and the other 25%

were transferred back to a nursing home). Mental

orientation, urinary continence, better functional status,

hip fracture, and ineligibility for welfare predicted a

discharge home.

The aforementioned studies focused on elders with long

term care needs, as does this dissertation. The findings of

evaluations of dependent elders, however, are even more

interesting in light of the studies done on well elderly

citizens.
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For example, Palmore (1979) followed 155 well elderly

people for 22 years and regressed their characteristics on

the dependent variable, "successful aging." An elder had

"successfully aged" if he had survived to age 75, had

minimal physical disabilities, and reported being generally

or always happy. About half met these three criteria and

the best predictors of their successful aging were initial

health and happiness, followed by participation in group

activities and physical activities.

Palmore et al. (1985) followed 297 survivors from a

community study of elders over 70 in North Carolina to

discover patient characteristics which influenced patients

eight to ten years later. Using regression analysis, the

authors found that change in social rating was predicted by

sex, and by initial mental health. Change in physical

rating was predicted by age (older people had greater losses

in self-care ability); and change in mental health were

predicted by age, income, marital status, and ethnicity.

The importance of "baseline" health and happiness in

predicting later health and happiness is a recurrent finding

in studies using regression analysis. Thus, this research

analyzes baseline variables as predictors of patient

outcomes.

Comparative Studies. Comparison studies are a

preferred method of evaluating placement settings. Common
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problems, however, include finding a valid comparison group

and generalizing the results to other programs. This is

particularly true in the study of home care programs, but

applies to evaluations of geriatric foster care programs and

nursing homes, as well. For example, the phrase "home care"

is used to label several different kinds and combinations of

services delivered to a patient in his home. Thus, to find

an appropriate comparison group, one must understand the

type of home care being delivered. The meaning of home care

has expanded over the years as the funding for home services

has changed and been expanded. This evolution of home care

services is described in more detail in Chapter IV and in

the Appendix. A brief summary is provided here, however,

with reference to the appropriate control groups for the

different types of home care. Details on the particular

studies cited in this summary are provided later in this

chapter.

In the early days of Medicare reimbursement for home

health care, home care was the term used to describe the

prescibed skilled services delivered to a patient in his

home instead of in the acute care hospital or rehabilitation

center. ThUS, an appropriate control group to test this

type of home care would be similar patients receiving

skilled and rehabilitation services in extended hospital

stays or in rehabilitation centers. The few evaluations of
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this type of home care provided mixed findings (Bryant,

1974; Wade et al., 1985).

Home care programs which delivered non-skilled services

began to appear in the 1970s so that home care services

would not be restricted to elders eligible to Medicare.

Many of these programs received additional funding or

special waivers to provide home health aide and personal

care services in the home. Later, fancier services were

added to the list including: day care, homemaker services,

respite care, transportation, meals, alarms, family support

groups, and case management. For the most part, this type

of home care did not substitute for nurisng home placement;

thus, control groups were drawn from home-based elders

living in communities which did not offer these services, or

from a randomization of all applicants. These evaluations

showed similar patient function over time and similar (and

in some cases higher) total health expenditures for patients

receiving the home care services. The studies that tested

patient and/or caregiver satisfaction usually found higher

scores among patients receiving the extra home care services

(Applebaum et al., 1980; Hendrick & Inui, 1986; Hicks et

al., 1981; Mathematica, 1986; Neilson, 1972; Skellie et al.,

1982; weissert et al., 1979; Yordi & Waldman, 1985; Zimmer

et al. , 1985).
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In 1982, the Omnibus BUdget Reconciliation Act

estabished its 2176 Waiver program whereby states could use

Medicaid funds to pay for home and community based services

for elders most at-risk of institutionalization. states had

the freedom to design the programs within some restrictions:

1) only patients who would otherwise enter nursing homes can

be served and 2) the program has to provide the services for

less than the average daily patient cost of institutional

care. (Hawaii's Nursing Home Without Walls program and the

Queen's Community Care Program, ·evaluated in this

dissertation, are both 2176 Waiver programs.) Evaluations

of this type of home care should be made by comparing home

care recipients with similarly disabled nursing home

patients. Using this design, studies may provide findings

which differ greatly from the comparisons made between

recipients and non-recipients (also living at home) of the

earlier home care programs.

Evaluations of home care programs are reviewed below

and are organized according to the kind of home care

services that they provide: 1) skilled services as defined

and reimbursed by Medicare only; 2) skilled, intermediate,

and personal care services; 3) skilled, intermediate,

personal, and social services (social services include day

care services, homemaker services,' case management, escort,

transportation, etc.) and 4) 2176 Waiver programs. This is
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followed by a review of studies comparing patients in

nursing home~ with patients in other settings, and finally

by a review of studies comparing similar patients in more

than two care settings.

Bryant et ale (1974) evaluated a skilled service home

care program. The authors compared the patient outcomes and

costs associated with 25 stroke patients who received

prescribed physical therapy at home and 25 stroke patients

who received physical therapy in the hospital (during an

extended hospital stay). Patients were matched on age and

sex, rather than randomized into the treatment groups.

After nine months, the authors found that the home care

group had shorter hospital stays between the day they were

determined to be "medically stable" and the day they were

discharged from the hospital. The home care group also had

fewer readmissions for recurring strokes and fewer deaths.

In addition, a significantly greater number of home care

patients were still residing in their homes after nine

months, while a significantly greater number of control

group patients were residing in nursing homes. Finally,

home care patients cost almost 60% less than did control

group patients.

A stUdy of a British skilled service home health care

program for stroke patients was reported by Wade et ale

(1985). The authors assigned 440 stroke patients registered
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with 47 physicians to an experimental group which received

home health care services from a specially trained team.

Their outcomes were compared with 417 stroke patients who

were registered with 49 other physicians and received

traditionally availabe services. After six months, the home

care group had slightly higher hospital admission rates, had

longer stays in the h~spital, and did not show better

emotional adjustment to their strokes than did the control

group. In addition, functional status and family caregiver

stress were equal for the two groups. The authors pointed

out, however, that the service 'offered to the experimental

group may not have been sUfficiently different from the

services available to the control group. For example, the

district in which the study was conducted had a domiciliary

physiotherapy service and a stroke unit which accepted

direct referrals from all physicians, including those of the

patients in the control group.

Several home care program providing skilled and

intermediate services have been evaluated. For example,

Nielsen et al. (1972) randomized 100 patients discharged

from a geriatric rehabilitation hospital into two groups.

One group received home aide services delivered by the

hospital while the other group did not. The outcome

variables were survival, contentment, and

institutionalization. They were measured two weeks, six
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months, and one year after discharge. After one year, there

were no significant differences between the groups in

survivial. However, the group which received home aide

services had fewer admissions to nursing homes and shorter

stays in nursing homes. They were also significantly more

content. Differences were most apparent for women and for

non-stroke patients.

Findings from a randomized controlled study of a

hospital sponsored home health care team in Rochester, New

York was reported by Zimmer et ale (1985). The team

included a physician who made house calls. The 82 patients

in the experimental group were served by the home care team,

while the 76 patients in the control group were not. During

the six month study period, the home health care group had

fewer hospitalizations, nursing home admissions and

outpatients visits than did the control group. Although

their functional abilities and their overall costs were not

significanly different upon follow-up, the home health care

patients and their families expressed significantly higher

satisfaction with the overall medical care that the patient

received.

weissert et ale (1979) reported on randomized study

comparing outcomes and costs of 560 patients who were

enrolled in a specially funded program which offered

homemaker services and day care and 593 patients who did not
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receive these special services. A few patient benefits were

found. For example, day care patients had significantly

fewer Skilled Nursing Facility days, made greater

improvement in contentment, mental function, and social

activity, and had lower death rates than did their control

group. Homemaker patients were more likely to improve or

maintain their levels of contentment, mental functioning,

and social activity, and fewer died than in their control

group. Costs, however, were 71% higher for the patients

receiving day care and 60% higher for the patients receiving

homemaker services than for their respective control

groups •.

Finally, Hedrick and Inui (1986) reviewed 12

experimental and quasi-experimental studies of home care

programs which provided skilled and intermediate services

(no case management or day care services). Among the 12

reviewed were the Bryant et ale (1974), Neilson et ale

(1972), and weissert et ale (1980) studies mentioned above;

the Mitchell (1978) study mentioned below; and 8 others with

sufficient methodological rigor (as determined by Hedrick

and Inui). They conclude that the delivery of home care

services appears to have no effect on patient functioning,

nursing home placement, or mortality. In addition, studies

showed that home care has either no impact on the

utilization of other services (hospitals and ambulatory
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care) and thus costs, or that it led to increased amounts of

utilization and costs. This report underscores the lack of

consistency in evaluations of home health care. It also.
presents an excellent critique of the problems associated

with evaluatinq proqrams for the elderly and suqqests ways

in which future research can be made more riqorous and more

meaninqful.

Several programs providing skilled, intermediate, and

social services have been evaluated. For example, Applebaum

et al. (1980) reported on a study of Milwaukee's community

Care Orqanization which "prescribed" and paid for home

nursinq, personal care, and a number of social proqrams

(includinq meals, transportation, respite. and day care) for

elders who were at some risk of institutionalization. In a

randomized study, 283 patients who received a variety of

services from the eeo were compared with 134 patients who

received no special ceo services. Th~ most frequently used

services were transportation and meals. Costs and mortality

rates for the two qroups were similar, however, the

experimental qroup had fewer hospital and nursinq home

admissions and shorter lenqths of stay durinq the study

period.

An evaluation of Connecticut's Triaqe proqram was

reported by Hicks et al. (1981). The Triaqe proqram was

similar to Wisconsin's ceo in that it obtained special
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waivers to pay for home delivered intermediate nursing and

social services not usually covered by Medicare and

Medicaid. Patients were not randomized into the Triage

program. Instead, 195 patients who lived outside the Triage

area were selected who were as similar as possible in age,

sex, living arrangements, and functional status to a sample

of 307 Triage clients. The two groups were re-assessed

every six months for two years. Functional outcomes for the

two groups were similar. Health care costs were higher for

the Triage patients, however, they utilized services much

more efficiently than did the members of the control group.

Skellie et al. (1982) reported on an evaluation of

Georgia's Alternative Health Services project. This program

screened elders and arranged for them to receive one of

three services: 1) Alternative Living Services (ALS); 2)

Adult Day Rehabilitation (ADR); or Home Delivered Services

(HDS). Once services had been "prescribed," patients were

randomized; 575 into the experimental group and 172 into the

control group. All patients were followed for one year or

until death. Function status was similar for survivers in

both groups; mortality and number of nursing home days were

higher for the control group; and overall costs were

significantly higher for the experimental group. However,

for the subgroup of patients in the ALS program (those most
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at risk of entering a nursing home), costs were less than

for the ALB recommendees in the control group.

Yordi and Waldman (1985) presented the results of a

controlled stUdy of San Francisco's On Lok program which

arranges skilled and intermediate nursing and social

services delivered in either the home, community, hospital,

or nursing home to all of the elders in need of skilled or

intermediate care who reside in a defined district of the

city~ Restrained by a per-patient financial cap, the

program is motivated to maintain the elders at home. Each

of 70 On Lok patients in a research sample was matched to an

individual residing outside of the catchment area on four

items: primary diagnosis, age, sex, and living arrangement

(alone versus with others). After one year, the two groups

were similar in most areas of functional impairments. The

On Lok group, however, was significanly less impaired in

homemaking skills, had lower hospital and Skilled Nursing

Facility utilization, and accured lower costs for total

long-term care services received.

Another more comprehensive home care program which has

been evaluated in the National Long Term Care Demontration.

In this demonstration, the u.S. Department of Health and

Human Services (DHRS) funded case management services in ten

commtL~ities through Which existing (and in some communities

specially funded) services to elders could be brokered or
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"channeled." A controlled evaluation of case management was

designed to test its effectiveness: the hypothesis was that

the addition of case management would contain long term care

costs by helping elders access the community services they

needed, thus preventing their institutionalization (seen as

a more costly way to care for elders). The research

compared the outcomes of eligible elders randomly selected

to receive case management services with eligible elders

randomly designated to a control group. (Hawaii was funded

to implement a "channeling project" but was exempt from the

research design. Thus, no references to the Hawaii project

appear in the evaluation reports.)

Results from the evaluation of the other sites have

appeared i.n a series of reports prepared by Mathematica

policy Research (1986) for DHHS. In all, 6,326 elders were

included in the study which found that the added case

management: 1) increased formal community service use: 2)

did not affect informal caregiving: 3) did not affect

patient function: 4) did not affect patient mortality: 5)

did not reduce nursing home use, hospitalization, or

physician use: and 6) did not reduce overall costs of long

term care. On the other hand, added case management: 1)

reduced unmet needs: 2) increased elders' confidence in

receiving care: 3) increased elders' satisfaction with life:

4) increased caregivers' satisfaction with service
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arrangements; and 5) increased caregivers' satisfaction with

life.

Very few evaluations have appeared of home care

programs operating under Medicaid 2176 Waivers. Birnbaum et

ale (1984) reported on New York's 2176 Waiver Home Care

Program. It was not a comparison study and its findings

were reported above under the heading of single group

evaluations. The lack of evaluations of this type of home

care, especially comparison studies, is due to the

relatively recent establishment of the 2176 Waiver Programs.

While this dissertation may be one of the first comparison

evaluations that will appear, it should be followed closely

by other evaluations of 2176 Waiver Programs.

The few studies which compare patients residing in

nursing homes with patients in home settings report poorer

patient outcomes for the institutionalized group. For

example, Leiberman (1969) noted a decrease in longevity of

institutionalized elders when compared to a control group of

elders on a waiting list for nursing home placement. Tickle

and Yerxa (1981) found that elders in a nursing home had

fewer of their belongingness and esteem needs met than did

similar patients residing in the community.

McConnel and Deljavan (1982) used mortality data from

~~e 1977 National Nursing Home Survey and other sources to

test for differences between mortality rates in nursing
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homes versus in the community. unadjusted mortality rates

were 201 deaths per 1,000 nursing home residents compared to

45 deaths per 1,000 community residents. controlling for

age reduced the difference between the rates by 21%.

Controlling for age and functional status reduced difference

between the rates by 78%. Thus, the authors suggest that

the differential mortality rates may be due less to

characteristics of the care setting and more to physical

characteristics of the patients in the setting.

In the field of geriatric foster care, only one

comparison study has appeared to date. It was conducted by

this author on the Queen's Medical Center community Care

Program. In this study, 40 ICF patients admitted to nursing

homes were matched with 40 patients admitted to foster homes

on four criteria measured upon admission to their respective

settings: 1) age; 2) ADL score; 3) number of body systems

involved in disease; and 4) a length of stay in the

placement of at least six months. After six months, the

patients in foster families had made greater improvement in

mobility, equal improvement in other ADL skills, and greater

improvement in well-being. In addition, the total health

care expenditures of the 40 foster family patients were 39%

less than expenditures of the 40 nursing home patients

(Braun & Rose, 1986).
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comparison studies conducted on foster care programs

which were designed to serve mentally ill adults have

appeared. A study by Murphy (1976) found that mentally ill

patients in foster homes made equal improvement in reported

sYmptoms but less improvement in adjustment and social

functioning than did a control group of patients in the

mental hospital. contrary findings were reported by Linn et

ale (1977). These authors found that the 210 randomly

selected mentally ill patients in foster homes made

significantly more improvement in their social functioning

and adjustment than did the randomly selected patients who

remained in the mental institution. As mentioned in a

previous section of the literature review, it is not clear

how much, if any, of the findings concerning foster care

programs for the mentally ill can be applied to the

understanding of foster care programs for elderly people.

A few studies comparing patient outcomes in several

settings have also appeared. For example, Sherwood et ale

(1986) examined outcomes of patients in four different long

term care settings: nursing homes, geriatric day hospitals,

senior centers, and domiciliary care homes. The authors

premise was that these four settings served overlapping

groups of elderly persons. They used a computerized sorting

procedure which selected three sets of similar patients: 1)

49 nursing home patients matched with 49 geriatric day
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hospital patients: 2) 32 nursing home patients matched with

32 senior center patients: and 3) 37 senior center patients

matched with 37 geriatric day hospital patients. Nine-month

follow~up scores showed that patients in the senior centers

and day hospitals did better in independent living skills

than did patients in nursing homes. Tests of patient

satisfaction with life, adjustment, reality orientation,

anxiety, hostility, and psychological dependency, however,

yielded similar results across the three settings. The

authors suggest that, regardless of the placement setting,

patients tend to adjust over time.

To analyze costs, three more couplets were constructed:

4) 31 nursing home patients were matched to 31 domiliciliary

care home patients: 5) 24 geriatric day hospital patients

were matched with 24 domiliciliary care home patients: and

6) 35 senior center patients were matched with 35

domiciliary care home patients. Patients in the day

hospital and nursing home settings entailed higher costs.

Patients in nursing homes accumulated the most nursing home

days, as expected. Among the other three settings, however,

patients spent similar numbers of days in institutions.

Braun and Rose (1987) reported outcomes of 49 matched

triads of patients in nursing homes, foster homes, and own

home with comprehensive services. Patients were matched to

each other on: 1) an ADL score, 2) a mobility score, 3) a
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confusion score, and 4) a stay of at-least three months.

After three months, the patients in the two community

settings had made more improvement in their ADL and mobility

scores, had similar types and frequencies of morbidity,

expressed greater well-being, and accured lower costs.

Intra- plUS Intergroup Studies. Mitchell (1978)

reported on a study which compared the outcomes of 318

Veterans Administration patients in three long term care

settings: 1) at home with supportive services, 2) in

community-based nursing homes, and 3) in hospital-based

nursing homes. Because patients were not randomly assigned

to these placement settings, Mitchell controlled for

baseline differences in the patients in two ways. First,

she restricted the study to patients from four hospitals.

Three of the hospitals discharged all long term care

patients to only one of the three settings. The fourth

hospital offered all three of these placement options to its

discharged patients. Second, she performed regression

analysis using as the outcome variable each patient's 3-

month score on a measure of function.

The results were quite relevant to the present study.

Mitchell found that the three placement settings admitted

patients with significantly different characteristics.

Specifically, the mean scores implied that the youngest

patients.with the best function scores entered home care
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while the oldest patients with the worst function scores

entered the hospital-~ased nursing home. The majority (80%)

of the home care patients were still there after three

months, compared to 64% of the hospital-based nursing home

patients and 49% of the community-based nursing home

patients. Most of the discharged patients had either been

readmitted to the hospital or had died, rather than

improved. Comparing the functional scores of the patients

after three months in their respective settings showed that

the patients receiving home care had made the most

improvement.

Through multivariate regression analysis, one can

control for the initial differences in age and baseline

functional scores between the three groups of patients. In

the study by Mitchell, the strongest predictor of the 3

month function score was the baseline function score. In

other words, patients who were more dependent at baseline

were more dependent after three months, while patients who

were more independent at baseline were more independent

after three months. Overall, a patient's pretest score

accounted for 60% of the variance in the patient's posttest

score. The second most influencial variable was prognosis,

as determined at baseline by hospital social workers using a

3-point scale. The effects of the placement settings on

outcome were small but significant, with patients in home
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care showing the greatest mean improvement and patients in

the hospital-based nursing homes showing the least mean

improvement.

One study on geriatric foster care utilzed comparative

and multivariate statistics. This study surveyed the

natural family members of 40 matched pairs of patients in

foster homes and nursing homes about their satisfaction with

the care their relative received and on their observation of

patient improvement. This information was compared for the

two groups. Natural family members of patients in foster

homes reported seeing many more benefits' to their relatives

and reported seeing more improvement in their relatives

compared to family members of patients in nursing homes.

Pre-admission attitude toward placement was included with

other variables in a regression analysis to determine their

influence on preceived and actual patient improvement.

Patient and family attitudes were the strongest predictors

of a family's perception of patient improvement. Actual

improvment in physical function was not related to any

variables measured, however, actual improvement in anxiety

was predicted by the foster family setting (Braun & Rose, in

press).
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Summary

Several authors present evidence that suggests that the

observed differences in outcomes between patients in

institutions and patients in the community are not predicted

by the type of placement setting. Improvement is often best

predicted by characteristics of the patient prior to

admission a long-term care settings. The patient

characteristics which have been linked to outcome are

attitude, initital functional status, mental status, and

diagnosis. Thus, these variables were included in the

exploration of factors, in addition to placement setting,

which influenced the patients' functional outcomes in the

three placement settings. This review also suggests that

the type of placement setting does affect patient well

being. Thus, measures of patient well-being were included

as outcome variables. The findings on predictors of

functional and well-being outcomes formed the basis of the

second study hypothesis.

In addition, it appears that the finding from

comparative studies are inconclusive and do not firmly

support the expansion of home and community based services.

This is due, in part, to the lack of consistent and

comprehensive evaluations designs utilized. It is also due

to the breadth of services being tested and the difficulty
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in identifying realistic control groups. Both of these

factors hinder the comparison of outcomes across studies.

Thus, this dissertation utilized a more comprehensive design

to evaluate the effectiveness of two programs specifically

designed to substitute for nursing home placement.
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CHAPTER IV

THE THREE PLACEMENT SETTINNG

Introduction

The three Honolulu placement settings examined were: 1)

a comprehensive home care program for Medicaid patients

called Nursing Home Without Walls/Personal Care Program; 2)

a geriatric foster family program called the Community Care

Program; and 3) nursing homes. This section descibes the

three placement settings studied by providing a brief

history of the general development of this type.of service;

the Honolulu manifestation·of this service that is examined

in this dissertation; and case illustrations of the

processes of care associated with each service.
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comprehensive Home Care

History of Home Care Services

Families have provided home care for disabled family

members for centuries without help from organized

professionals. In recent history, families began to receive

limited assistance from professionals such as public health

nurses and county welfare workers. In the last three

decades, however, the united states has witnessed an

unprecidented expansion of professional home care services.

This expansion was intimately linked to the establishment of

federal and state entitlement programs which paid for the

delivery of home care services.

For example, the 1965 Amendments to the Social Security

Act authorized the Medicaid and Medicare programs which

reimbursed certified providers for delivering certain kinds

of health care services to elders. Of the two programs,

Medicare has always been the major funder of home health

care services (albeit limited primarily to skilled nursing

and therapy services) and its enactment encouraged the

expansion of these services. In fact, the "major spurts of

growth [in the delivery of skilled home care services] have

--- ---------
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occurred around Medicare legislative and regulatory

changes ••• " (Williams, 1984).

The two most recent changes in federal regulations

which have stimulating the growth of skilled home health

care services are described here. In 1980, The Omnibus

Reconciliation Act eliminated two prior Medicare

requirements for reimbursement of home care services: 1)

that home care recipients be hospitalized for three days

prior to rece~ving skilled home care services and 2) that

skilled home care benefits be restricted to 100 days. The

second change, occurring in 1983, was the implemenation of a

prospective Payment System (PPS) for Medicare patients.

Under PPS, hospitals are paid a set amount for all patients

within a given diagnostic group. This has encouraged

hospitals to discharge acute care patients earlier than in

the past when hospitals were reimbursed for all reasonable

services provided to patients regardless of their length of

stay. Van Gelder and Bernstein (1984) documented a 45%

increase in skilled home health agency admissions from

hosptials which they attribute to the enactment of PPS.

The Older Americans Act of 1965 fostered the

development of non-skilled home and community based services

to elders, including meal programs, transportation,

information and referral, senior clubs, chore services,

legal services, counseling, case management, and personal
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care. These services are financed under Title III of the

Older Americans Act. In general, these services are

available to any person 60 years of age or older, regardless

of income. Revisions to this Act made in the late 1970's,

however, mandated the targeting of Title III services to

elders with the greatest social and economic need. Most

recently, Title III services were mandated to serve elders

most-at-risk of institutionalization. Title XX of the

Social Security Act also made some money available for

financing home and community care, specifically chore

services and day care. They are available to people who

meet a set income criterion. Other community services for

elders are funded through the Department of Labor, local

governments, universities, churches, and private

foundations.

The result of the development and financing of services

by different entitites with different eligibility criteria

was a fragmentation of services, confusion about

availability and access, and gaps between what was available

and what was needed. Thus, several communities established

programs which case manage, or orchestrate, a package of

services for people who needed some form of home care

service (although these case management programs also

restrict services to patients who meet their specific

program criteria).
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A federal effort to test the effect of case management

in the prevention or delay of institutionalization began in

1980. This project, officially called the National Long

Term Care Demonstration, was sponsored by three units of the

united states Department of Health and Human Services the

Office of the Assistant Secretary for Planning and

Evaluation, the Administration on Aging (AoA), and the

Health Care Financing Administration (HCFA). It was often

referred to as the Channeling Project, however, as this

project tested the effectiveness of channeling available

services to needy elders through the intervention of case

management. The demonstration funded the delivery of case

management in several sites across the country and tested it

by randomizing eligible clients into two groups: those who

received channeling and those who did not.

Two models of channeling were funded and tested. The

first was called the basic case management model through

which case managers would: 1) identify and attract potential

clients who were at high risk of institutionalization: 2)

determine their eligibility for this service by using a

standardized screening instrument: 3) conduct an in-depth

assessment of their condition and needs by using a

standardized assessment instrument: 4) develop an initial

care plan specifying the types and amounts of care required:

5) arrange for delivery of existing services within the
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limitations of existing service financing to best meet the

identified needs of the patient; 6) monitor the delivery and

appropriateness of these services; and 7) periodically

reassess patient status and adjust services accordingly.

Five participating sites utilized this model.

The second model was called the financial control

model. Case managers using this model performed the same

aforementioned duties with one major exception: in arranging

services for the client, they were not limited to existing

services and financing. Instead, they were allowed to

authorize the amount, duration, and scope of services needed

which would be paid for from a fund pool, rather than on the

basis of the existing criteria for service financing. Some

upper limits on expenditures from the fund pool were imposed

and clients were required to share in the cost of services

if their income exceeded a set amount. This model, however,

gave case managers more freedom to arrange services based on

a client's need for services rather than on a client's

eligibility for services. Five participating sites utilized

this model (Mathematica, 1986).

Honolulu also applied for, and was awarded, a grant to

participate in the National Long Term Care Demonstration.

The Honolulu program was administered by the Department of

Social Services and Housing and was named project Malama.

Its case managers utilized the basic case management model.
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Project Malama, however, was excused from the research

design built into the aforementioned ten sites and data from

Project Malama is not included in the federal reports

associated with the demonstration. The findings of this

national study of two case management models were made

available in 1986 and were summarized in Chapter III, the

literature review.

Another effort to prevent or delay institutionalization

of elders through the expansion of home care services

resulted from regulation changes made by the BUdget

Reconciliation Act of 1981. This action allowed the Health

Care Financing Administration (HCFA) to approve applications

by states to use Medicaid funds to pay for the case

management and delivery of comprehensive packages of home

and community based care. Two provisions must be met before

Medicaid money can be used in this way: 1) the patient must

be certified in need of institutional care and ~) the cost

to Medicaid of the non-institutional services must be less

than the cost to Medicaid of institutional care of a

particular patient. This arrangement is called a 2176

Medicaid Waiver and, so far, permission to provide home and

community based care under such a Waiver is granted for

three years at a time on a demonstration basis. Most

states, inclUding Hawaii, have developed programs which

provide home and community ser-vices under the provisions of
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2176 Medicaid Waivers. The two programs examined in this

dissertation--Hawaii's Nursing Home Witho~t Wall/Personal

Care Program and the Queen's community Care Program--are

both financed under this arrangement.

In summary, the development of home care services is

intimately linked to the availability of service financing.

The term "home care" refers to a broad array of services,

from the skilled nursing and therapy reimbursed to agencies

caring for homebound elders, to the personal care and chore

services provided by agencies using Title III and Title XX

funds, to the comprehensive, case managed services provided

through channeling and 2176 Waiver programs. This breadth

and overlap of services and delivery models, all categorized

as home care, creates problems for evaluators of these

services especially in the construction of meaningful

control groups. This problem was discussed further in

Chapter III, the literature review.

Hawaii's Nursing Home without Walls Program

In Hawaii, Nursing Home Without Walls Program/Personal

Care Program (NHWW/PCP) provides comprehensive home and

community-based services to intermediate and skilled

patients living at home. It was established and began

admitting patients in 1983. The 14 services provided under
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NHWW/PCP are: case management, personal care (including

intermediate nursing care and personal care provided by

NHWW/PCP trained personal care aides), skilled nursing

services, homemaker services, home delivered meals, respite,

transportation, adult day health, nutritional counseling,

emergency alarm response systems, moving assistance, home

maintenance, and habilitation. These services are available

to Hawaii residents of any age who are certified in need of

nursing home care; are eligible for Medicaid reimbursement

for skilled or intermediate nursing home care; and can be

cared for at home through a case-managed plan of services

costing no more than 75% of the average per patient Medicaid

cost of institutional care.

NHWW/PCP is administered by the Community Long Term

Care Branch of the Hawaii Department of Social Services and

Housing under a 2176 Medicaid Waiver. Private paying

patients are not accommodated. Because of the high cost of

nursing home care in Hawaii, NHWW/PCP can provide several

services to patients and still stay under its 75% ceiling.

Specifically, the average Medicaid reimbursement rates were

$80 a day for an institutionalized skilled patient and $65 a

day for an institutionalized intermediate patient in fiscal

year 1986. ThUS, in fiscal year 1986 packages of services

could be arranged that cost up to $60 for skilled patients

and up to $49 for intermediate patients
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Patients are referred to NHWW/PCP from a variety of

sources, primarily hospitals, nursing homes, physicians, and

families. An initial assessment is made by the NHWW/PCP

admissions team comprised of a registered nurse, medical

social worker, case aide, and Medicaid eligibility worker.

They review the patient's medical and functional needs, his

eligibility for Medicaid reimbursement for either

intermediate or skilled nursing home care, the safety of his

living arrangements, and the commitment of his family

caregiver. A schedule of services is constructed that must

cost no more than 75% of the cost of institutional care for

that patient. This care plan is authorized by the patient's

physician and the NHWW/PCP medical director.

The most frequently provided of NHWW/PCP are case

management and personal care, received by 100% and 85% of

the clients, respectively. The personal care services are

provided by aides who receive 200 hours of classroom and

field training from the NHWW/PCP training team of registered

nurses and medical social workers. The next most frequently

used services are transportation (by about 35% of the

clients), adult day care (by about 15% of the clients), home

delivered meals (by about 15% of the clients), and

environmental modifications (by about 10% of the clients).

The other services are used by less t-~an 10% of the NHWW/PCP

clientelle.
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Once services are in place, a case is transferred to

one of four case management teams. Each of these teams

consists of a registered nurse, medical social worker, and

case aide. Three of the teams provide intensive case

management to patients and their families who need/request

more supervision of services and the patient's condition.

The fourth team provides primary care management to patients

and families who need less help with supervision of services

and the patient's condition. These teams continue to

monitor the patient's status through regular visits. They

also counsel and train family caregivers, regularly update

the care plan, supervise the delive~ed services, contact the

patient's primary physician as indicated, review the case

with NHWW/PCP supervisors on a regular basis, and review the

case with the NHWW/PCP medical director as needed. For

emergency advice, an NHWW/PCP registered nurse is on-call

24-hours a day, 7-days a week.

During the first two years of the program, 141

individuals were served. About six patients are admitted

each month and about three are discharged each month. The

average length of stay for participants in the first two

years was 113 days (about 3.5 months); however, this

included patients who stayed for one month or less, as well

as one patient who was with the program for 58~ days (about

19 months). Of the 141 admissions, 66% were 60 years of age
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and older, 13% were between the ages of 40 and 59, while 21%

were under 40. Almost three-quarters were female: only 20%

were married: and 73% were intermediate care patients while

the remaining 27% were skilled patients. Ethnically, 34%

were Caucasian, 33% were Japanese: 10% were Filipino: 10%

were Hawaiian or Part Hawaiian: 8% were Chinese: and the

remaining 5% were Korean, Samoan, or from other ethnic

groups. (Only NHWW/PCP participants who were 55 and older

and in need of intermediate, rather than skilled, care were

included in this research).

Case Illustrations

Three cases are presented to illustrate the processes

of care provided to clients served by NHWW/PCP. These

vignettes focus on elderly clients because this research was

concerned with long term care services delivered to frail

elders rather than to other categories of individuals

needing long term care (such as individuals with development

disabilites, or adult para- and quadriplegics).

Case one concerns Mrs. R. She was 86 years old when

she learned that she had Parkinson's Disease. This

diagnosis meant a slow loss of coordination and the need for

more and more assistance with her activities of daily

living. Fortunately, Mrs. R already was living in the home
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of her 66 year old daughter who was committed to care for

Mrs. R at home for the rest of her life. As Mrs. R's

disease progressed, she became more unsteady and more

hesitant to walk and help herself. Her decline in activity

led to further deterioration of her muscle tone, bone

structure, and motivation. Soon she needed help with all

self-care activities including bathing, dressing, toileting,

transferring from her bed to her chair, walking, and feeding

herself. She retained her alertness and her pleasant

personality, however, and was very appreciative of her

daughter's assistance.

The situation was working well until Mrs. R's daughter

developed back trouble and hypertension. Mrs. R's other

children refused to help and suggested that Mrs. R enter a

nursing home. After a series of hospitalizations, Mrs. R

did enter a nursing home. She was so unhappy with the care

and the lack of alert company, however, that she begged her

daughter to take her home. The case was referred to

NHWW/PCP by the social worker at the nursing home.

The NHWW/PCP admissions team conducted a fuli

assessment. They found that Mrs. R's daughter was very

commited to providing home care, although she was limited in

~~e kind and amount of things she could provide to her

mother. The NHWW/PCP admissions team also found that a

schedule of services could be arranged which met the needs
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of Mrs. R and fit the constraints of the service budget.

This care plan was authorized by Mrs. R's physican. Trained

personal care aides were selected for this case, and

oriented to the specific needs of Mrs. R as outlined in her

care plan. In addition, the plan authorized the purchase of

a hospital bed and a gerichair to make caring for her at

home easier. Due to Mrs. R's fragile condition and to the

request of her daughter for frequent case management visits,

this case was assigned to one of .the intensive case

management teams.

Under the supervision of the registered nurse on the

case management team, a personal care aide visited each

weekday to assist Mrs. R with her daily bath, her morning

and afternoon toileting, her breakfast and lunch, her

transfers, and her exercises. The aide also laundered Mrs.

R's bedsheets and bedclothes, and cleaned her room. The

presence of the aide gave the daughter time to run errands,

to visit her own doctor, and to follow her own therapeutic

regime. The NHWW/PCP social worker on the case management

team helped the daughter examine her feelings about

caregiving and helped organize other family members to

provide the needed care on weekends. Mrs. R's physician

agreed to made house calls. When an emergency arose during

the evening or on weekends, Mrs. R's daughter spoke to the

NHWW/PCP on-call .registered nurse. Together they would
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assess the seriousness of the situation and the nurse would

recommend appropriate action. Mrs. R's daughter told the

program, "with NHWW, every body benefits~•• my mother loves

being home, I feel better knowing that I am doing all that I

can for her, we're getting the help that we need, and the

state saves money too."

Mrs. R continued to deteriorate as expected. She died

at home about one year after the start of NHWW/PCP services.

Her daughter, however, was prepared for the death and felt

that, thanks to NHWW/PCP, she had done all that she could to

make her mother's last days comfortable.

Case Two concerns Mrs. S who was a 95 year old widow

hospitalized for a fractured hip at the time of referral to

NHWW. Prior to this hospitalization, she had been living

alone in a senior citizen housing complex in Honolulu. Her

only daughter was in her early 70s and had health problems

of her own. Thus, she could not assist her mother with

transfers, walking, and toileting. The hospital discharge

planner was hesitant to send Mrs. S home until she fully

recovered her self-care abilities. A short stay in a

nursing home was recommended so that Mrs. S. could receive

skilled rehabilitation therapy. Mrs. S., however, was

adamantly opposed to this plan. She wanted to return to her

home.
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Mrs. S. was referred to the NHWW/PCP program by the

hospital social worker. NHWW/PCP was willing to help but

Mrs. S initially refused their services. After one week at

home alone, she found that she had great difficulty getting

in and out of bed, getting to the bathroom, bathing,

dressing, walking, and preparing her own meals. She decided

that she did need help and referred herself to NHWW/PCP.

The program responded quickly; the admission's team visited

Mrs. S in her home and assessed her situation. They found

that Mrs. S was very motivated to stay home, that her

daughter was supportive (although limited in the assistance

she could provide), and that Mrs. S had many friends in the

housing project. They were able to arrange a care plan

which allowed visits by a personal care aide five days a

week to assist Mrs. S with hygiene, meal preparation,

medications, house cleaning, and to accompany her on visits

to her physician. The personal care aide was also

instructed to assist Mrs. S with rehabilitation exercises

that would make her stronger and more independent. They

also organized Mrs. S's friendly neighbors to help out when

the aide was not available.

This case was assigned to an intensive case management

team due to the fraility of both Mrs. S and her aged

daughter. The registered nurse on the case management team

continued to supervise the personal care aide and to
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especially make sure that Mrs. S was getting the proper

amount and kind of exercise she needed. The social worker

continued to help Mrs. S and her daughter organize voluntary

help needed in the evenings and on weekends. The social

worker also supported Mrs. S emotionally in her struggle to

be independent. Mrs. S was encouraged to be as independent

as possible. Her aide helped her take the Handivan to her

physician's office and later escorted her on shopping trips.

After about six months, Mrs. S had improved enough to care

for herself without the help of NHWW/PCP and she was

discharged from the program. She says, "I am so grateful to

this program because it helped me stay home with my things

and my friends. Being at home makes me happy."

A few months later, however, Mrs. S fell and broke her

other hip. This time she agreed to enter a nursing home for

intensive rehabilitation. She was motivated to return home

and had assurance from NHWW/PCP that they would help her.

She stayed only a few months in the nursing home. When her

ambulation improved, she returned home with NHWW/PCP

services which were provided until the time of her death

about one year later.

Case Three concerns Mr. W who was in his 70s when he

had his second stroke. He had been living with his wife,

but now needed considerably more help with self-care

activities. His wife wanted to care for him at home, but
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was not sure if she could guide her husband through his

daily exercise routine in addition to providing other needed

care and taking care of the house and garden. The NHWW/PCP

admissions team recommended that Mr. W attend an adult day

hospital program five days a week. This arrangement was

approved by Mr. and Mrs. Wand their physician.

The Handivan (wheelchair accessible transportation)

arrived each morning at about 7 A.M. to drive Mr. W to the

day hospital program. He stayed there from 8 A.M. to 3 P.M.

where he would participate in a variety of activities, for

example, physical and occupational therapy exercises,

crafts, games, singing, outings, social work group therapy,

reality orientation therapy, and lunch. At first, Mr. W

took a nap after lunch but as he regained his strength, he

participated in the full day's activities. The Vandivan

would bring him home again by 4 P.M. for dinner and evening

care.

This case was assigned to the primary case management

team. Mrs. W was very independent and capable: she decided

she did not need frequent NHWW/PCP intervention. She had

received training from the home health care nurses after Mr.

W's first stroke and felt she did not need the help of

NHWW/PCP personal care aides. She did, however, take

advantage of the program's provision of a wheelchair ramp

leading from the kitchen door to the driveway. Of the
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program she says, lithe best thing about NHWW/PCP is that

they pay for my husband to go to the day hospital program

which allows me the time to take care of my household duties
.

and take care of my own hea1th••• by the time he returns in

the afternoon, I am glad to see him and able to devote

myself to him 100%."

Geriatric Foster Care

History of Adult Foster Care

Foster care for adults has been practiced for

centuries. Saint Dymphna of Gheel, Belgium, however, is

credited with inspiring the establishment of the first

formal foster care p~ogram for adults. The legend of Saint

Dymphna dates to the 7th century A.D. and is quite

interesting. A summarized composite of written records

about her is presented here (Baring-Gould, 1987; Butler,

1924).

Dymphna was an Irish princess whose mother died when

she was quite young. Her father was so grieved at the loss

of his beautiful wife that he ordered a search for an

equally beautifl,ll and loving woman to marry. The search was
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fruitless; however, as Dymphna grew older she grew more and

more to resemble her deceased mother. The king, a pagan,

became desirous of his daughter and asked her to marry him.

Dymphna, a devout catholic, refused her father. Fearing for

her life, she fled to Belgium with her priest confessor.

They settled near the site of Gheel to pursue a quiet life

of religious devotion. The king, enraged by his daughter's

rebellion and flight, followed her to Gheel. He found

Dymphna and ordered her to come home. When Dymphna refused,

he killed her priest; when Dymphna still refused, he killed

her. The bodies of the martyrs and the story of their piety

soon became a legend.

Around the same time, ergot contaminated the grain in

several locales other than Gheel. People who ate bread made

from this grain developed psychotic symptoms and many

traveled to Gheel to pray at the shrine of Dymphna. By the

time they reached Gheel, the effects of the ergot had

passed. Dymphna, however, got the credit for their return

to sanity and was declared the patron saint of lunatics.

'More pilgrims followed. In order to accommodate their

visits, the townspeople of Gheel opened their own homes.

For most pilgrims, st. Dymphna's cure was not instantaneous

and many patients lived in Gheel as boarders, working in the

fields of their hosts. The Catholic Church encouraged the

townspeople in their foster care and eventually built a
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small hospital for patients who could not be managed in

available homes. In 1852, the government of Belgi¥m became

the administrator of the township and clinic, supported the

training and compensation of foster families, and attracted

other mentally ill patients to Gheel. The "colony" became

famous and served as a model for foster family care of the

insane in other countries, including the united states

(Aring, 1974).

Other European countries established foster care

programs for mentally ill adults in the early and middle

19th century (Steinhauer, 1982). The first foster care

program for mentally ill Americans was established in

Massachusetts in 1885. Other u.s. communities followed

suit; these programs were sponsored primarily by acute care

and mental hospitals. The Veterans Administration, which

cared for a large population of mentally ill adults, began

placing mentally ill veterans in foster homes in 1951. The

growing use of psychotropic medications in the 1950's

increased the viability of community care of this

population. The Veterans Administration foster care program

grew 20-fold in the first 16 years of its existence (Handy,

1968). Between July 1975 and July 1976 alone, the VA placed

16,930 psychiatric patients in foster homes (Goldmeier, c.

1977). In a controlled research study of 572 veterans

eligible for foster home placement, Linn et al. (1977 and
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1982) found foster care to be associated with better

outcomes and lower costs than was inpatient care provided to

similar patients.

Despite these positive findings, Handy (1968) and

Morrisey (1967) questioned the feasibility of expanding

foster care for this population. In a comprehensive review

of programs, they found that while the absolute numbers of

patients in foster care had increased over the years, the

proportions of participating patients per hospital remained

steady. In other words, foster care seemed to be

appropriate for only a portion of the psychiatric

population. Handy (1968) attributed this phenomenon to:

1) the difficulties of finding, evaluating, and
supervising foster homes in such a way that the
people who run them (sponsors) receive the
satisfaction and joy that reward them for their
heavy personal investment:

2) interfering relatives who, either because of
guilt for not taking the patient into their own
homes or becasue of resentment about having to
pay for his, block placement:

3) the problem of matching patient's needs with
the resources of the foster home:

4) the relatively small number of spectacular
successes: and

5) the sponsor has to be satisfied with the
patient's minimal improvement and his "happiness"
in being out of the hospital (p. 333)."
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Morrissey (1967) commented further that the problems

blocking the rapid expansion of foster care for the mentally

ill were based on: 1) the view that foster care is custodial

in nature, rather than a transitional living opportunity: 2)

the lack of theory, guidelines, and research findings about

foster care: and 3) society's reluctance to take

responsibility for psychiatric patients beyond supporting

their institutionalization.

In a more recent review of the psychiatric foster care

literature, Coelho and Stoffelmayr (1983) reported that

these issues have yet to be resolved. They observed that

the difficulty is assessing the effectiveness of foster care

for this popUlation partially stemmed from the heterogeneity

of program goals, clientele, and criteria for success. For

example, some administrators and researchers consider foster

care to be a transitional living opportunity which should

increase a patient's social and independent living skills

(Maletz, 1942: Schooler et al., 1967: Schulthrope, 1960).

Others believe that foster care is custodial and that

success is measured by length of stay (Linn et al., 1966:

Lyle & Trail, 1961). To Murphy (1967), the evidence

suggested that foster care provided to psychiatric patients

did provide good custodial care, but did nothing to

rehabilitate patients. Nevertheless, foster care was still
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pursued by many hospitals and was eventually expanded to

care for mentally retarded adults as well as for geriatric

patients. Some of the first geriatric foster care programs

were established to deinstitutionalize the growing numbers

of aged psychiatric and retarded patients. While difficult

when young, some aged patients become less "difficult" in

their later years and can be reconsidered for foster care.

Many states now sponsor care and boarding home programs

for people needing supervision and assistance with personal

care. The label of "geriatric foster homes" is commonly

used to describe a state's system of care and boarding homes

(Bradshawet al., 1976: Sherman & Newman, 197?: Steinhauer,

1982). It is estimated that perhaps 6,000 to 7,000 such

care and boarding homes are licensed in the United States.

The number of residents per home ranges from one to fifty

with a nationwide average of four residents per home. These

homes do not receive Medicare or Medicaid reimbursement for

their care of patients. Many, however, are paid by

Supplemental Security Income and other state assistance

programs. In Hawaii, care and boarding homes are

administered by the State Department of Health and do not

serve patients who need nursing home care.

In addition, some hospitals have developed geriatric

foster care programs which provide skilled nursing,

rehabilitation, and intermediate care to no more than two
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patients per home. These programs target their services to

patients who would otherwise enter nursing homes, and thus,

are grouped with other home care programs which prevent and

delay institutionalization. The first programs of this kind

were developed at the Massachusetts General Hospital in

Boston, Massachusetts; the Johns Hopkins Hospital in

Baltimore, Maryland; the Queen's Medical Center in Honolulu,

Hawaii; the st. Frances Hospital in Poughkeepsie, New York;

and the Hurley Hospital in Flint, Michigan. The processes

of care provided by these five programs are similar and

summarized in the next section of this chapter.

Honolulu's Community Care Proqram

Honolulu's Community Care Program supervises foster

families in the provision of intermediate care to frail

elders who would otherwise enter institutions. The

Community Care Program was established by the Queen's

Medical Center in 1979 with this specific purpose in mind.

It is restricted to patients who are 55 and older, certified

in need of ICF placement, and willing to try foster family

living. The Community Care Program is staffed by two case

management teams each comprised of a registered nurse and a

medical social worker. In addition to patient-oriented case
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management, these teams are responsible for recruiting,

training, and supervising families.

Foster families are recruited primarily through

classified advertisements in the local newspapers and by

word of mouth. Applicants are first screened over the

telephone. A potential foster family must be financially

stable (i.e., the foster family payment cannot be their sole

source of income); must have a safe home with a bedroom

exclusively for the patient, must provide 24-hour

supervision of the patient, must be willing to include the

patients in the family's daily routine; must attend

caregiver training and care for the patient according to the

patient's care plan; must provide transportation to doctor's

appointment, and must not be caring for other patients in

their home (i.e., care and boarding home operators are

excluded).

A family meeting these criteria comes to the Queen's

Medical Center for an interview which is based on

information provided by the family through a four page

application form. This application collects data on the

composition of the family; the structure of the home; the

educational, experiencial, and employment background of the

primary caregiver; their motivation for becoming a foster

family; the family members' current responsibilities; their

preferences for a patient (sex, religion, ethnicity,

\ .
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smoker/non-smoker, and so forth): their ability to manage

incontinent, non-ambulatory, diabetic, confused, contracted,

or other difficult patients: and names of two references.

The references are asked to answer several questions about

the abilities, motivations, and reliability of the potential

foster family.

The primary caregiver in each potential foster family

must complete a 12-hour training course on home management

of functionally limited elders. Topics in. the training

include: home health and personal care delivery: hygeine:

physical therapy and maintenance exercises: equipment needs

of disabled adults: nutrition; psycho-social aspects of

aging: and program pOlicies and procedures. Of the 99

caregivers ever participating in the Community Care Program,

47% had cared for a disabled family member or friend in

their own home: 20% had worked in a care or boarding home:

36% had worked as Nurse Aides in nursing homes: 4% had

worked as Licensed Practical Nurses (LPNs); 8% had worked as

Registered Nurses (RNs): and 19% had worked in a health

related field such as nutritionists, health educators, and

medical technicians. Thus, for many of the foster

caregivers, the Community Care Program training provides a

review. In addition, each foster family receives

individualized training on-the specific procedures,

exercises, diet, and medications needed by their patient.
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All patients referred to the community Care Program are

revi~wed by one of the two case management teams. Over 95%

of foster care patients are referred for care while in acute

care hospitals. The remainder are referred from nursing

homes, care homes, and group homes by program social

workers. To be eligible, a patient must be interested in

foster family care (if mentally competent) or have

relatives/friends interested in foster family care:

certified in need of ICF placement: age 55 years or older:

intending to stay with the foster famiy for at least six

months: and able to bear weight and assist in moving from

bed to wheelchair to toilet. In addition, the patient must

have medical, nursing, personal care, and social problems

that can be managed by one of the available foster families.

If the patient meets these criteria, the appropriate foster

family will visit him in the hospital. The decision to

place the patient depends on the mutual agreement of the

patient, the foster family, and the case management team.

In general, only one patient is placed per home. In rare

cases, however, two patients can be placed in the same home

if the foster family is exceptionally strong, capable, and

has a second empty bedroom: if it appears that the two

patients will benefit in some way from each other's company:

and if one of the two patients is able to evacuate the home

without human assistance.



143

The foster family/patient system is maintained through

regular home visits and telephone calls by the case

management team. The program nurse communicates with the

physician, family, patient, and home health care providers

(if involved) to assure that the individaul care plan is

followed. The program social worker facilitiates the

adjustment process for both the patient and the foster

family. On monthly home visits, the nurse reviews the

patient's vital signs, medication chart and physician

contacts while the social worker explores potential psycho

social and financial problem areas.

The program served 145 patients in its first seven

years. The mean age of patients was 77 years: 21% were 85

and older while 70% were between the ages of 65 and 84: and

9% were under 65. These patients had mUltiple medical

conditions and impairments in their self-care abilities.

Specifically, at the time of placement, more than three

quarters needed human or mechanical assistance with

ambulation and more than half were incontinent of urine

and/or bowel at least once a day. While only half needed

24-hour supervision due to chronic confusion, 95% needed

supervision with medications, and 78% needed special diets

prepared for them.

Between 1979 and 1984, program funding came from The

Queen's Medical Center (primarily for program staff) and
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private Hawaii foundations. The King's Daughter' Foundation

alone provided over $170,000 in supplemental payments to

foster families. A 3-year 2176 Home and community Based

Waiver under the Health Care Financing Administration (HCFA)

was approved on August 1, 1983 although the contract with

the Hawaii Mediaid office was not signed until May 1984. A

second 3-year waiver was approved on August 1, 1986.

In fiscal year 1986, foster families received a monthly

stipend ranging from $700 to $1,000 depending on the extent

of disability of, and the hours of care needed by, their

intermediate care patient. Three services are provided by

the foster family. For room and board, the family was paid

$280 which is the maximum allowance provided by Hawaii's

Supplemental Security Income program to eligible state

residents. For homemaker services (including housekeeping,

meal preparation, transportation and escort to appointments

and on outings) the foster family was paid $113 a month.

For personal care services (including personal and

intermediate level care), the foster family was paid between

$300 and $600 a month. The exact amount paid for personal

care services is determined based their patient's need for

assistance in five areas: continence; ambulation; mental

confusion; bathing and dressing; and special treatments such

as injections, oxygen administration, dressing changes,

special diet, tube feeding, colostomy care, diapering more
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than once a day, and catheterization. Of these services,

homemaker and personal care can be paid by Medicaid, while

room and board must always be paid by the patient.

An additional sum ($375 in Fiscal Year 1986) is paid to

the Queen's Medical Center for its case management services

which include the recruitment, training, and supervision of

the foster families as well as patient-oriented case

management tasks. These responsiblities are extensive. The

patient-oriented tasks extend from the patient's application

to the program to the patient's discharge from foster care

and include: assessing patient applicants: matching patients

and foster families: developing the patient care plan:

arranging financing for the patient's care (including

quardianship if needed): monitoring and reassesses the

patient: assisting with access to other services as needed

(such as medical, dental, mental, and social services):

advocating for the patient: solving problems that may arise

in the patient/foster family system: and facilitating

communication and interactions with any natural family

members that may be involved. In addition, the cases are

reviewed with the community Care Program staff and

supervisor in weekly meetings and with the program's Medical

Consultant as needed. Case management is also reimbursed by

Medicaid for eligible patients.
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The total monthly cost of geriatric foster family care

as provided by the Community Care Program is $1,075 to

$1,375. While this may seem expensive to gerontologists in

other states, this represents a significant cost savings

over intermediate nursing home care in Hawaii which averaged

$2220 a month in fiscal year 1986. Thus, it continues to

meet the cost effectiveness requirement of the 2176 Medicaid

Waiver. Private paying patients are also accommodated if

they can afford the price of services, including case

management. Some local foundation funding is still

available for patients on a case-by-case basis (Community

Care Program, 1986).

Case Illustrations

Case One concerns Mr.C who was born in HonolUlu in 1902

int~ an immigrant farming fami~y. He had to quit school

after the lOth grade in order to work and help support his

younger brothers and sisters. In 1925, he married and sired

six children. His goal in life was to see that all six

children complete college. He also pledged to provide each

with property as a wedding present. To do this, Mr. C

worked 45 years at Oahu Ice and Cold storage, retiring in

1975. His wife died of cancer in 1959, which saddened him
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greatly. He recovered and resumed his busy life but never

remarried.

In 1969 Mr. C suffered his first stroke which left him

paralyzed on his left side. He moved in with a daughter who

only worked part-time. Although he gradually regained much

of his function, he continued living in his daughter's home

for 10 years. He had a second stroke in 1979. This time

his prognosis for recoving his self-care skills was poor

because of the left-side paralysis and some contractures.

His children, all working to send Mr. C's 19 grandchildren

to school, felt they could not provide Mr. C with the fuII

time care he needed. He required assistance with getting

out of bed and into his wheelchair, going to the toilet,

getting bathed and dressed, and preparing his special diet.

It was decided that he enter a nursing home. Mr. C and his

children were approached by the Community Care Program staff

in 1979, the program's first year of operation. The staff

explained this new concept in long-term care and asked if

the patient and family were interested.

Since Mr~ C was not eligible for Medicaid, one of the

influencing factors was cost. The price of nursing home

care was twice that of foster home care. Another factor was

the family's experience with nursing home care of Mr. C's

mother. She had been very unhappy in the nursing home and,

although she had had a stroke and was diabetic, Mr C and his
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children took her home soon after her admission to the

nursing home and worked together to provide her needed care~

Thus, the' family had some negative feelings about nursing

home placement for Mr. C and they agreed to give foster care

a try. Mr. C become the program's third client in November

1979. He is still with the program today, living with his

caregiver, Edith. He is very alert and oriented, however,

he is dependent in most of his activities of daily living.

Every morning, he waits for Edith to come help him with

his routine. She helps him with a bed bath and into his

clothes. Because Mr. C can only bear weight on one leg, she

helps him transfer to his commode, and returns in a few

minutes to help him tranfer into his wheelchair. In the

living room, Mr C watches and gives advice to Edith as she

helps her six children off to school. Then, Edith and Mr C

sit down to a leisurely breakfast together. Although, Mr

C's left arm is completely contracted, his right arm is

strong enough to spoon-feed himself bite-size pieces of

food.

Later in the morning, Mr. C reads his news magazines.

After lunch, he takes a nap. When the children return from

school, they play with "grandpa" and tell him about their

activites. Mr. C is on a low sodium and low fat diet.

Sometimes Edith prepared special foods for him but often she

cooks meals low in sodium and fat for her entire family and
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lets the children add salt at the table. Edith's husband's

blood pressure has also decreased since Mr. C joined the

family.

Mr. C says, "I think the foster program is a wonderful

thing. Edith has seven children and babysits other kids

while their parents work. They all call me grandpa! And I

have 19 real grandchildren and 6 great-grandchildren. And I

am only 84 years young! I give Edith advice about the

children. We like to share and talk. I can even tell her

if I think she is doing something wrong. But I am not

blunt; I use diplomacy which is very important. We are good

friends. II Mr. C's children also appreciate Edith. His son

says, "Whenever I visit, I can tell that my father is being

well cared for and that he is happy living with Edith. I

could never have provided this kind of care for him due to

my work commitments and this arrangement is so much better

than a nursing home."

Case Two concerns Ms. S who is a 70 year old Japanese

woman who was retarded from birth. She has always been a

ward of the state and has lived in care homes and

institutions most of her life. In addition to this

diagnosis, Ms. S also has hypertension, congestive heart

failure, psychiatric and behavioral problems, diabetes, no

teeth (Which makes her speech almost unintelligible) and a

history of falling and fractures. She was referred to the
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community Care Program by an acute care hospital in Honolulu

where she had been staying for the past twelve months. No

care home or nursing home would accept Ms. S because of her

mUltiple medical conditions, her behavior, and her need for

posey restraints.

The Community Care Program staff decide to try to find

a foster family for Ms. S because of two factors. First,

the doctors and nurses familiar with Ms. S noticed that she

did better when given more attention and when behavior

modification techniques were used. Second, the program had

two foster families who were able and willing to provide all

the care that Ms. S required. A caregiver named Marie was

selected because her family was very warm and demonstrative

in their affections. Marie and her family visited Ms. S at

the hospital several times to get to know her and to be

trained to provide her specific care. Upon discharge, Marie

was instructed to use the posey restraints and told that Ms.

S must eat by herself due to her inappropriate eating

behavior. However, Marie soon learned how to talk to and

understand Ms. S and how to bargain with her. For example,

if the patient agreed to call Marie when she wanted to use

the commode at night, Marie promised not strap the posey

restraint on Ms. S's bed. If Ms. S agreed to eat nicely,

she was allowed to dress in her favorite clothes and eat
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with the family at the table. To date, the family and

patient are adjusting well to each other.

In terms of ADL, Ms. S still needs a lot of assistance.

Presently, she does not walk at all; however, she is gaining

strength in her transfers. Although she does use to toilet

and/or commode appropriately much of the time, she is

incontinent at least once a day and thus must be diapered.

She needs complete assistance in bathing and dressing. She

food must be specially prepared for her and her medications

monitored. She is disoriented as well as retarded mentally;

however, she does recognize Marie and her family and the

case managers who visit monthly. She does not express,

herself well but her State worker comments that Ms. S locks

brighter, cleaner, and happier than ever before.

Nursing Homes

History of Nursing Home Care

The following history of nursing home care is a summary

of materials published in a report by the Institute of

Medicine, 1986). According to this report, in the years

prior to 1935 poor elders without family could receive
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shelter in public poorhouses. The Social Security Act of

1935, established a federal-state public assistance program

for older Americans called Old Age Assistance (OAA).

Because this money could not be used to pay for the care of

elders in public instititions, voluntary and proprietary

nursing homes were built to care for elderly Americans with

no other source of care. The first national nursing home

survey, conducted in 1954, counted 9,000 skilled nursing and

personal care home; only 4 percent of these were public

facilities.

PaYments were extended to pUblic institutions through

amendments to the Social Security Act in 1950. In addition,

new rules required that state's license nursing homes.

Amendments in 1954 to the Hill-Burton Act (passed in 1946 to

provide funds for the construction of hospitals) provided

funds to nonprofit groups for the construction of skilled

nursing facilities that met defined standards. Other

legislative actions taken in the late 50s also supported the

development and operation of nursing homes. OAA payments

were increased in 1956 and another assistance program, this

one targeting the indigent, was developed which also paid

for nursing home services. By the end of the 1950s $280

million of public funds were spent supporting between 50 and

60% of all nursing home patients in the United States.
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The Medicare and Medicaid programs were enacted in

1965. These programs were to provide even more public money

for nursing home care. Today, Medicare funds a portion of

the skilled services provided in nursing homes to Americans

over age 65 needing extended therapy following an acute care

stay. Medicaid reimburses nursing homes for the care of

indigent people of all ages who need SNF or ICF care, once

extant insurance coverages lapse. In 1985, there were about

1.5 million nursing home beds in 15,000 nursing homes in the

u.s. that were certified to receive Medicare and Medicaid

funds for eligible patients. About 1,000 more nursing homes

which did not participate in the Medicare and Medicaid

programs were also licensed. Occupancy rates for these beds

average 90% (Institute of Medicine, 1986).

The growing numbers and disability levels of older

Americans and the decreasing availability and ability of

their families to provide care have led to a increased

demand for nursing home beds. These issues were discussed

in Chapter I. Another factor has also contributed to

expanding the population which is competing for nursing home

beds. That factor, the move to deinstitutionalize patients

in mental hospitals, was stimulated by three things. First,

many patients in mental hospitals were elderly and could no

longer benefit from the active psychiatric treatment

provided by mental hospitals. Second, these older patients
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were not receiving adequate long term care services in these

institutions. Third, it was thought that these patients

could be cared for at less expense in nursing homes rather

than mental hospitals. Thus, public assistance programs

were discouraged from reimbursing mental hospitals for

patients receiving only skilled and intermediate nursing

care and many of these patients were discharged from mental

hospitals into nursing homes. By 1970, only 10% of all

institutionalized aged people were in mental instit~tions,

down from 24% in 1949 (Johnson & ~rant, 1985).

Skilled Nursing Facilities (SNFs) and Intermediate Care

Facilities (lCF) are recognized in federal regulations.

According to these regulations, SNFs must be equipped to

care for patients needing skilled services and lCFs must be

able to provide for patients needing intermediate nursing

and personal care services. In practice, however, the level

of care provided in these home and the needs of the patients

cared for in these homes varies from state to state.

According to research conducted by the Institute of Medicine

task force on nursing homes (1986):

some states have almost no SNFs; others have
almost no lCFs ••• The mix of characteristics and
service needs of the residents found in SNFs in
those states that have few lCFs do not appear to
differ significantly from those found in lCFs in
states that have few SNFs (pp. 9-10).
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Hawaii (and Oahu) Nursing Homes

Hawaii licenses three types of beds in its nursing

homes: skilled (SNF) beds, intermediate (lCF) beds, and

SNF/lCF (Swing) beds. (Swing beds are recognized in other

states as well). A Swing bed can accommodate a patient

needing either skilled or intermediate care. The level of

care of the patient is determined by a number of state

criteria for level of care. The advantage of a swing bed is

that it can be occupied by a patient who may be admitted

with SNF care needs but later stabilizes and needs only lCF

care. Thus, patie~ts can change in their level of care

needs (a very common occurence among long term care

patients) without having to be transferred to another

facility or to another bed within the same facility. This

issue is discussed in more detail in the Appendix which

reviews long term care.

As with nursing homes in other states, Hawaii's nursing

homes are occupied primarily by people aged 60 and older.

According to the 1986 State Health Plan prepared by the

State Health Planning and Development Agency (SHPDA), Hawaii

has 33 nursing homes with 621 SNF beds, 959 lCF beds, and

1168 Swing beds (SHPDA, 1986). What makes Hawaii different

from the other states is its number of beds per its number

of elderly residents. While most states have an average of
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55.8 beds per 1000 people 65 and older, Hawaii has only 29.3

beds per 1000 people 65 and older. only three other states

have lower proportions of beds: wyoming has 28 per 1000

elders; Florida has 24 per 1000 elders; and Arizona has 22

per 1000 elders (Institute of Medicine, 1986). Coupled with

the fact that Hawaii's life expectancy is the longest of all

u.s. states (U. S. Bureau of the Census, 1984) it is not

surprising that nursing home occupancy rates average 96% in

this state. Oahu nursing homes have slightly higher

occupancy rates averaging 97.3% in 1984 (SHPDA, 1986).

Another difference between Hawaii and mainland nursing

homes is in their staffing patterns. For example, Hawaii

has the second lowest ratio of SNF and ICF beds per licensed

nurse, 4.8 compared to a national average of 9.8 (HCFA,

1981). Hawaii state regulations require the highest number

of nursing hours per resident-day (American Health Care

Association, 1985). With these strict staffing

requirements, it is understandable that Hawaii's nursing

homes are the second most expensive in the United states

(Institute of Medicine, 1986). Interestingly, Hawaii also

had the third highest percentage of facilities without A-key

deficiencies (which are violations of primary "Conditions of

participation in Medicare and Medicaid as defined by a 1981

HCFA study). Eighty-two percent of Hawaii's facilities did

not have A-key deficiencies compared to a national average
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of 64% of a state's facilities (Institute of Medicine,

1986).

This research was restricted to patients residing in

the city and county of Honolulu (the entire island of Oahu);

there were 20 licensed facilities on Oahu during the time of

the study. This research was further focused on patients

who were in need of intermediate (rather than skilled) care;

the four nursing homes licensed to serve skilled patients

only were excluded. In addition, only patients who were

discharged into nursing homes from The Queen's Medical

Center were included in this research. The nursing homes

connected with retirement communities and rural hospitals

were also excluded as they do not generally accept long term

care patients discharged from Queen's. Thus, only the ten

nursing homes to which patients were most frequently

discharged from Queen's were approached to participate in

this research. The ten participating facilities were:

Crawford's Convalescent Home ICF, Leeward Nursing Home, Hale

Malamalama ICF, and Ann Pearl Home (licensed as Intermediate

Care Facilities); and Hale Nani Health center, Beverly Manor

Convalescent Center, Maluhia Hospital, Kuakini Geriatric

Care, Maunalani Hospital, and Convalescent Center of Hawaii

(licensed as swing Facilities).

The four Intermediate Care Facilities involved in this

study were all investor owned. At the time of the study,
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Ann Pearl had 86 beds, Crawford's had 68 beds, Hale

Malamlama had 31 beds, and Leeward had 50 beds. Of the six

Swing Facilities involved in ·this study, Beverly Manor,

Convalescent Center, and Hale Nani were investor owned:

Kuakini and Maunalani were nongovernment, not-for profit:

and Maluhia was operated by the State of Hawaii. Beverly

Manor had 108 beds, Convalescent Center had 182 beds, Hale

Nani had 232 beds, Kuakini had 100 beds, Maluhia had 150

beds, and Mauna~ani had 101 beds.

Most patients entering nursing homes are admitted from

an acute care hospital. Many patients are wait listed for

admission by hospital social workers and discharge planners.

The length of time between wait listing and admission varies

per type of patient: those who can pay privately for nursing

home care are often admitted immediately upon referral while

patients who must arrange for Medicaid financing of their

care can wait up to two months in the acute care setting.

Due to the high nursing home occupancy rates and the

competition for beds, patients with severe medical,

functional, or behavioral problems can wait in acute care

hospitals for months and in extreme cases for years (Braun,

1982-86).

All of these facilities provided to intermediate

'patients the following general services: 1) room, 2) board,

3) personal care, 4) intermediate nursing services and

---~------



159

therapies, 4) homemaking services, 5) case management, and

6) recreational opportunities. Because the specific

processes of care in these Oahu nursing homes were not

articulated through reports available to this researcher, a

survey of the capacities of these nursing homes was included

in this research. The capacities of the two community based

programs were also collected for comparison.

In Fiscal Year 1986, the average Medicaid reimbursement

rate to ICFs was about $2,000 per patient per month. (To

SNFs, the average Medicaid reimbursement rate was about

$2,400 per patient per month.) Private patients paid more,

depending on the price set by the administration of each

home. The more expensive homes cost upward of $3,000 a

month.

Case Illustrations

Case One concerns Mrs. F who had been living with her

son's family since the death of her husband. She became

more forgetful over the years and the doctor suspected that

Mrs. F had Alzheimer's Disease. Sometimes Mrs. F even

forgot to eat. In the summer of 1982, her grandson was in a

motorcycle accident and faced a long stay in a

rehabilitation hospital. During the weeks that followed,

Mrs. F's son and daughter-in-law could not give her as much
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attention as she needed and Mrs. F was hospitalized for

vertigo and dehydration. Although Mrs. F was not eligible

for Medicaid, it was decided that Mrs. F enter a nursing

home. Foster family care was not considered because the

family thought that Mrs. F's nursing home stay would be

brief and that a foster family would not be able to give

Mrs. F enough attention. Mrs. F was pleasantly confused

and agreeable to whatever her children recommended for her.

In the nursing home, Mrs. F continued to deteriorate

mentally. Because of her propensity to wander, she was

poseyed in her wheelchair or her bed when not being

exercised or involved in activities. Her functional skills

began declined through non-use. The nursing home staff did

everYthing for her. They bathed and dressed her in the

morning; brought her breakfast in bed and helped her to eat;

diapered her so that she would not wet the bed; transferred

her to her wheelchair and brought her to the Exercise Room;

helped her with walking and range of motion exercises; and

then took her to the Dining Room where she and the other

residents participated in activities before lunch. After

lunch, all the patients took a nap in their beds and were

awakened by the afternoon staff when it was time for dinner

in bed, bathing, and bedtime.

Although Mrs. F adjusted well to the nursing home, the

staff felt she could have been managed at home and hoped
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that the family would arrange for private home care. Mrs. F

was very loving and cooperative, and she did not weigh very

much (thus, she was easy to lift, transfer from bed to

chair, etcetera). In addition, the staff felt that Mrs. F

would gain strength if she could receive individual

attention. However, even after Mrs. F's grandson was

discharged from the rehabilitation hospital the family was

reluctant to bring Mrs. F home. After a year, Mrs. F's son

was transferred abroad. By this time Mrs. F had spent all

of her assets and was eligible for Medicaid. The family

decided to leave her in the nursing home in Hawaii. They

still visit annually although Mrs. F does not recognize

them.

Case Two concerns Mrs. T. She had osteoarthritis and

had lived with her daughter's family in downtown Honolulu

for many years. She had migrated to Hawaii when she was a

young girl but worked on the plantation with other

immigrants and never bothered to learn English. Her 1982

stroke (at the age of 90) left her aphasic. Coupled with

the arthritis, Mrs. T was virtually bedbound. In the

hospital, Mrs. T also developed a small decubitus ulcer for

which she required daily dressing changes. Although Mrs. T

had been alert and responsive prior to her stroke, her

mental status after the stroke could not be determined due

to her nonresponsiveness. She could not make her needs
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known, was totally dependent in her ADL, and needed daily

nursing attention for her decubitus ulcer.

Although Mrs. T was eligible for Medicaid, the NHWW

program did not exist in 1982. A foster family could have

been located to provide the needed personal and nursing

care. None of the available foster families, however, spoke

Japanese and none lived in downtown Honolulu. The daughter

and her family decided that Mrs. T should enter a nursing

home in downtown Honolulu that was on the bus route. This

way the family could visit every day and help Mrs. T~ they

hoped she would regain some capacity for speaking.

In the nursing home, the nurses and aides did

everything for Mrs. T. They bathed her, dressed her, and

often fed her. Due to Mrs. T's weakness, they did not get

her out of bed for many hours at a time. Even when she was

transferred into her chair, she rarely left her 4-woman

ward. In bed or in her chair, the nursing staff was careful

about repositioning her every two hours. Mrs. T lived in

the nursing home for only a few months before her death.
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CHAPTER V

METHODOLOGY

Introduction

This chapter provides details of the study methodology,

including sections on the study sample and sampling method;

the research design; the limitations of the previous work;

the measurement of the variables; and the methods of data

analysis.

Sample and Sampling Method

The research sample consisted of 352 patients, age 55

or older, who were certified by Hawaii's Medicaid

Eligibility unit (DSSH) to need intermediate long term care

at the time of admission to one of the three placement

settings studied here. These placement settings were

described in detail in the preceding chapter. The 352
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intermediate care patients in the sample consisted of: 138

patients admitted to the Queen's Community Care (geriatric

foster care) Program between September 1, 1979 and March 31,

1986; 131 patients discharged from the Queen's Medical

Center into intermediate care nursing home beds in one of

ten Oahu facilities between September 1, 1982 and March 31,

1986; and 83 geriatric patients admitted into the Nursing

Home without Walls and Personal Care Program (NHWW/PCP)

between January 1, 1985 and March 31, 1986.

Equivalent data were collected on each of the 3~2

patients, however, the time periods during which data were

collected varied for each group. The reasons for the

inequivalent data collection periods are as follows. The

Community Care Program instituted data collection in 1979,

when that program began. Because of the innovative status

of this program, it was foreseen that these data would be

useful to the gerontological community. In 1982, The

Queen's Medical Center received a grant from the Henry J.

Kaiser Family Foundation (Menlo Park, California) for the

evaluation of its Community Care Program. The evaluation

design extended data collection to all patients, age 55 and

older, who were discharged from The Queen's Medical Center

into intermediate care nursing homes beds on Oahu

(beqinnninq in September 1982). In 1985, a second grant

from the Henry J. Kaiser Family Foundation continued the
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collection of data on intermediate care patients entering

Oahu nursing homes. Also in 1985, a new contract was

awarded which extended the collection of data to patients,

age 55 and older, who were admitted to Nursing Home Without

Walls and the Personal Care Program (NHWW/PCP). ThUS, the

time periods over which data were collected for patients in

the three settings were different and the time periods were

based on available research funding.

Limitations of Previous Research

As mentioned previously, several problems are inherent

in the evaluation of geriatric populations. This research

was designed to control for some of these problems.

A major problem with evaluative studies of programs for

frail elders is the lack of theoretical constructs guiding

research. For example, most reports of evaluative research

cite the empirical evidence behind a particular research

question but not the theoretical models upon which the

questions and design of the research are based. This is

especially true of research conducted by health care

providers, such as physicians, nurses, and social workers.

Studies conducted by sociologists and psychologists are more
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likely to present a theoretical base for the research design

and hypothesis. A great deal of the literature reviewed in

Chapter III, however, does not.

Hence, comprehensive evaluations of "institutional

alternatives" are not consistent in their designs or

presentation. They do not share a common base in theory, or

if they do, this base is not articulated in much of the

literature. This dissertation, therefore, approaches the

evaluation of two "institutional alternatives" from a

conceptual framework developed by the author and based on

work by Moos (1980), Hedrick and Inui (1986), and Kane and

Kane (1982, 1984). The framework advanced by Moos is based

in the sociological precept that outcomes are shaped through

interactions between people and their environments. Kane

and Kane (1982, 1984) also pointed out the role of patient

variables, as well as environmental variables, in the

prediction of patient outcomes. Although this is a very

simple precept, the implications of this precept have not

been articulated in many evaluations of long term care

services.

Methodologies which consider this sociological precept,

that outcomes are shaped through interactions between people

and their environments, are recommended by Hedricks and Inui

(1986), although these authors did not explicitly cite Moos

or other sociologists in their paper. Regardless of how
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they arrived at their recommendations, Hedricks and Inui

(1986) advocated the use of a more comprehensive evaluatiye

model. Specifically, research comparing placement-settings

must: describe patient variables that influence entry into a

particular placement setting: describe and compare program

processes: monitor and describe patient attrition rates: and

control for initial patient status when comparing patient

outcomes. The comparison of patients becomes comprehensive

only when factors beyond patient outcomes are considered,

described, and controlled in the evaluation of a placement

setting.

Another problem is that very little research outside of

the state of Hawaii has been done on the comparison of

geriatric long term care patients being cared for in the

three settings of interest. This is particularly true for

geriatric foster care programs which divert elders from

nursing home placement because: 1) few programs of this

nature exist and 2) very little formal study has been done

on those that do exist. This is also true for comprehensive

home care programs which are attempting to divert elders

from nursing home placement. As discussed in the review of

the literature, the early non-skilled (non-Medicare) home

care programs did not claim to substitute for institution

alization of patients. Thus, the control groups with which

early non-skilled home care participants were compared were
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not nursing home residents but other community residents.

It was not until the passage of Medicaid's 2176 Waiver (in

1981) that comprehensive non-Medicare home care programs

were mandated to target services to people most at-risk of

institutionalization. outcomes of patients in 2176 programs

can, and should, be measured against an institutional care

standard. Few evaluations of 2176 programs, however, have

appeared.

In this research, two programs serving geriatric

patients who would otherwise reside in institutions are

being compared with nursing home care of similar patients.

In order to follow the conceptual model of Moos (1980), the

recommmendations of Hedricks and Inui (1986), and the

findings from the studies of Kane and Kane (1984) a large

number of variables on patients and on the placement

settings should be considered. Therefore, this dissertation

utilizes all of the data collected between 1979 and March

1986 on 352 patients in the three settings of interest.

This dissertation departs from previous work done by

this author in several ways. First, the design of this

dissertation required that some new data be collected. New

data collected included the policies and procedures of the

three placement settings that influence their selection of

patients. Preferences in patient selection can lead to

differences in the patient profiles of the three settings
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and can be an explanation for differential outcomes seen

among patients in the three settings. For example, if one

setting generally accepts less diseased and disabled

intermediate care patients, we may expect patients in this

setting to show more improvement over time than patients in

settings that generally accept more diseased and disabled

intermediate care patients. In past analyses of the 352

intermediate care patients in the study pool (from which

matched subjects were selected for comparison), the patients

who entered the community settings appeared to be less

disabled than the patients who entered nursing homes. A

look at the policies and the procedures of the three

placement settings may explain this difference in patient

profiles among the three settings.

A matching procedure, used in the earlier analyses of

data, was done to control for the difference in disability

and disease between the patients in the settings. Briefly,

one study matched 40 patients entering Intermediate Care

Facilities with 40 patients entering foster homes. They

were matched on age, ADL score, and number of body systems

involved in disease. Six-month outcomes in ADL, well-being,

and cost were more favorable for the foster care patients

(Braun & Rose, 1986). In a second study, 49 matched triads

of patients in nursing homes, foster homes, and own homes

with NHWW/PCP services were selected. These 49 triads were
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similar in age and diagnoses, and were further matched on

ADL score, mobility score, and a mental status (confusion)

score. Three-month outcomes in ADL, mobility, well-being,

morbidity, and cost were more favorable for the patients in

the two community settings (Braun & Rose, 1987).

This matching procedure did alleviate differences in

the characteristics that were most likely to influence

patient improvement. However, the matching procedure could

not control for the possibility of regression-to-the-mean as

an explanation for greater improvement of patients in the

community settings. Regression-to-the-mean refers to the

following phenomenon in research. When extreme scorers are

retested, they have a large probability of scoring closer to

the mean score of their parent population. If all patients

are exactly the same, regression-to-the-mean would effect

them all equally and not bias the results. If the parent

populations from which the matched patients are selected are

not equal, however, there is a chance that regression-to

the-mean will bias the results. The following example from

past research conducted by this author will illustrate this

phenomenon.

In the matched triads study, the matching procedure

resulted in the selection of the "best·· nursing home

patients and the ··worst·· foster home as matches for the

NHWWjPCP patients. (Since the parent population of NHWW/PCP
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patients was the smallest of the three patient groups,

patients from the foster home and nursing home settings were

selected to match the NHWW/PCP patients.) Regression-to

the-mean would suggest that, upon follow-up, the "best"

nursing home patients would score closer to their group's

mean score, which was lower than the group means in the

community settings. Thus the nursing home patients would

appear to deteriorate. At the same time, the foster home

patients would score clo~er to their group's mean which was

higher.than the group means in the nursing home and NHWW/PCP

settings. Thus, the patients in foster homes would appear

to improve relative to the patients in the other groups.

The matching procedure was the correct methodology to

use in the past studies, even with the threat of regression

to-the-mean. This is because other common methodological

considerations were present, for example, this author was

ethically and programmatically unable to randomize patients

into the placement settings of interest. Because it is

almost impossible to control for regression-to-the-mean in

non-randomized comparison group studies (and even in

randomized comparison group studies, especially with small

samples) many researchers do not mention the problem in

presenting their results. Regression-to-the-mean, however,

remains a· possible confound in matched pair studies. The

research design and multivariate data analyses techniques
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were utilized in this dissertation to control for this

problem.

A related problem with the matching procedure utilized

in the past studies was that it constructed non

representative groups of patients for comparison. In other

words, the matching procedure constructed "equal" groups,

however, it did not assure that members of the "equal"

groups were representative of all the patients in their

respective placement settings. Selecting the "best" nursing

home patients to be compared with the "worst" community

patients tests the hypothesis that the three programs can

serve similar patients. However, this methodology does not

address the differences in the profiles of the patients in

the particular programs, nor the differences in the program

processes and procedures which influence the composition of

the patients who enter the different settings. Thus, the

previous research provided little information about the

programs other than their abilities to provide care for

subgroups of comparable patients within the three programs.

Another problem with the matching procedure was that it

limited the size of the sample available for study. The

previous work restricted the data set first to 40 matched

pairs of patients and later to 49 matched triads of

patients. In both analyses, a large number of patients for

whom data was available could not be included in the
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comparison of the settings. A small sample size limits the

power with which inter- and intra-group differences could be

calculated, so this dissertation used a design that could

include all 352 patients. In general, using a design and

analytical techniques suitable for a larger number of

patients increases the power of the study in several ways:

1) smaller inter-group and intra-group differences will

yield significance; 2) a larger number of variables can be

included in regression equations; and 3) patient profiles

per setting will provide a more accurate picture of the

diffe~ences between the three settings.

New data collected for this dissertation included

policy and procedural information from the three placement

settings studied. These data were collected through a

survey instrument mailed to the people responsible for

admission to the two community programs and the ten nursing

homes involved in the study. These data added to the past

research by providing a description of each setting based on

policy and procedure (in addition to patients served).
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The Research Design

The theoretical model upon which the design of this

research was based, displayed in Figure 2.2 (p. 35),

proposes an integrated look at the role of placement setting

in patient outcomes after controlling for initial patient

difference, which influence choice of placement setting.

The present study utilized data from all 352 patients, as

well as new information on the placement settings. Three

hypotheses were tested:

1) the three placement settings--nursing homes, foster

homes, and patients' own homes with comprehensive home care

services--serve different subgroups of geriatric patients in

need of intermediate level long term care.

2) controlling for preadmission differences, health

outcomes associated with patients in the two community

settings will be similar.

3) controlling for preadmission differences, patients

in the community settings will have higher well-being scores

after six months.
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Based on a review of the theoretical and empirical

literature, a number of variables needed to be examined in

testing these hypotheses. These include: patient and family

demographics and attitudes; patient preadmission function;

diagnoses; and several outcome variables. Figure 6-1 shows

an expanded version of the research model which better

illustrates the possible relationships between study

variables, as suggested by the literature.

Patient
Characteristics

Patient
outcomes

Well-Being
Scores

Length of stay

Function
Scores

Placement Setting

Orientation Score

Diagnoses~--------~~------~~~------~~Discharge
status

Function
Scores

Patient and Family
Demographics

Figure 5.1. The Expanded Research Model including
Hypothesized Relationships among Study Variables
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Measurement of Variables

The data collected in 'this study is presented here with

the variable codes. This section is divided by the two

groups of variables collected: placement setting variables

and patient variables. Because of the number of questions

and issues being studied, some variables will appear as

dependent variables in one equation and as independent

variables in other equations. Therefore, the specification

of the relationships between the variables is presented

under the analysis section of this chapter rather than in

this section.

Placement Setting Characteristics

All of the placement setting characteristics were

collected using one survey instrument which was distributed

in August 1986. The survey collected information in five

categories: background and facilities of the setting; rules

affecting patient lifestyle; tolerance of patient

disability; tolerance of patient behavior; and medical

management.

The survey was developed by modifying slightly the

MUltiphasic Environmental Assessment Procedure (HEAP) of
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Moos and Lemke (1980, 1984). The HEAP has been tested and

utilized in studies of long term care settings in California

and other U.S. states. In local pretests with the HEAP,

this author found that it needed to be changed slightly in

order to discriminate between facilities serving severely

disabled people. Thus, some questions were deleted (such

as, how often does the patient go marketing by himself?) and

some were added (particularly in the patient management

section). The questions on background and facilities,

tolerance of patient disabilities, and tolerance of patient

behaviors were not modified.

The surveys were mailed to the admission's coordinators

of the two community programs and the ten participating

nursing homes. In all cases, the admission's coordinator

who responded to the instrument was also a registered nurse.

All twelve surveys were returned.

Background and Facilities. The type of setting was

coded: 1 = NHWW/PCP home care setting, 2 = geriatric foster

home setting, and 3 = nursing home. The cost data compared

were the mean daily rate of reimbursement paid by Medicaid

in Fiscal Year 1986 for the routine services provided by the

setting. These figures were compiled from Health Care

Financing Administration reports 2080 and 372 and were

reported in the 1987 Annual Report of the Nursing Home

Without Walls Demonstration Project (1987). The percent of
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patients who pay privately was collected, as was the

percentage of single rooms. The approxima~e number of

patients on the waiting list for admission, if any, was

collected, as was the number of patients who could be served

at one time. Finally, the approximate percentage of

patients who did not have family visiting regularly and the

approximate percentage of patients who did not have family

involved in decisions about patient care were collected.

Rules Affecting Patient Lifestyle. This section

included 10 questions concerning the rules which affect

patient lifestyle. The 10 lifestyle items included: 1)

drinking liquor in one's room: 2) having one's own

furniture: 3) moving furniture in the room: 4) keeping a pet

in the room: 5) keeping a hot plate or coffeemaker in the

room: 6) washing and hanging one's underwear or socks in the

bathroom: 7) drinking wine or beer at meals: 8) Skipping

breakfast to sleep late: 9) closing the door to one's room:

and 10) locking the door to one's room.

The 10 behaviors were scored as follows: 1 = encouraged

- this kind of behavior or activity is encouraged (when not

contraindicated for the patient): 2 = allowed - this kind of

behavior is expected: no special attempt is made to change

it (when not contraindicated): 3 = discouraged - an attempt

is made to discourage or to try to stop this behavior (even

if it is not contraindicated): 4 = not tolerated - a patient
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who persists in this behavior is not welcome in this

setting; 5 = regulations prohibit this behavior. The items

were summed to produce a total lifestyle score for each

setting. The total lifestyle score could range from 10 =
all items are encouraged by the setting, to 50 = all items

are against the setting's regulations.

Tolerance of Patient Disabilities. Eleven items

comprised the scale measuring a setting's tolerance of

patient disability. The eleven items were: 1) inability to

make one's own bed; 2) inability to clean one's own room; 3)

inability to feed oneself; 4) inability to bathe or clean

oneself; 5) incontinence of bladder or bowel; 6) inability

to help with transfers: 7) not getting out of bed: 8)

confusion or disorientation: 9) depression (frequent crying

or sadness): 10) refusing to participate in activities: and

11) complaining all the time. These items were scored: 1 =

this disability is allowed: 2 = this disability is tolerated

but patient improvement to perform this function is

encouraged: 3 = this item is discouraged: and 4 = a patient

with this problem is not welcome in this setting. These

items were summed into a total score for a setting's

tolerance of patient disability. This total score ranged

from 11 = all disabilities were allowed, to 44 = none of

these disabilities are tolerated by the setting.
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Tolerance of Patient Behaviors. Eight patient

behaviors were scored by the settings. These eight behavior

items were: 1) administering own medications: 2) being

drunk: 3) wandering at night: 4) leaving the setting without

letting anyone know: 5) refusing to bathe or clean oneself

regularly: 6) creating a disturbance: being noisy or

boisterous: 7) verbally threatening another resident: and 8)

refusing food, drink and/or medications. These items were

scored: 1 = this behavior is allowed: 2 = this behavior is

tolerated: 3 = this behavior is discouraged: 4 = this

behavior is not tolerated: and 5 = this behavior is against

regulations. These items were summed to provide a total

behavior score which ranged from 8 = all behaviors are

allowed, to 40 = none of these behaviors are allowed.

Medical Management capabilities. Seventeen items were

included which measured the medical management capabilities

of the settings. The setting was asked if it could manage

patients with the following conditions or needing the

following procedures: 1) patients with life expectancies of

less than six months: 2) patients with a tendency to

aspirate: 3) patients needing daily injections due to

infection: 4) ventilator patients: 5) patients needing

suctioning: 6) patients needing two people for transferring:

7) patients needing a Hoyer lift for transferring: 8)

patients needing pump feeding; 9) patients with indwelling
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catheters; 10) patients needing IV therapy; 11) patients on

diabetic, low-protein, low potassium, or other special

diets; 12) patients on oxygen; 13) patients needing insulin

injections; 14) obtunded or comatose patients; 15) patients

needing monitoring or repositioning every two hours; 16)

patients needing ileo conduit, colostomy, or ileostomy care;

and 17) patients needing care of tracheostomy cannulas.

These 17 items were scored using the following

categories: 1 = a patient with this need would be admitted

and could be managed without problem; 2 = a patient with

this need could usually be admitted and managed without

problem; 3 = a patient with this need.would not usually be

admitted because we have a limited capacity for managing

this need; and 4 = a patient with this need could not be

admitted because we would not be able to manage this need.

A total medical management score was obtained by summing the

17 items and ranged from 17 = all items manageable without

problem, to 68 = none of the items are manageable in this

setting.

Patient Variables

Patient and Family Demographics. The demographic

information collected upon admission included: gender,

ethnicity, age, and financial status (Medicaid or private).



182

Data were also collected on the patient's family. The

availability of a patient's family on Oahu was coded: 1 =
spouse only, 2= spouse and children, 3 = children only, 4 =

other relatives, and 5 = none. In the multivariate

analyses, these categories were collapsed into two groups: 1

= immediate family members, 2 = all other responses. For

previous living arrangements, the variable was coded: 1 =

alone, 2 = with immediate family members, 3 = with other

relatives or friends, and 4 = in an institution. Since most

patients in this study were hospitalized immediate prior to

placement in one of the three settings, this question

referred to the living arrangement of the patients prior to

their hospitalization.

Family and Patient Attitudes. Data on the family's

attitude toward placement was also collected. This variable

was coded: 0 = no family involved or the family does not

care what happens to the relative, 1 = family does not want

the relative to enter this setting, 2 = family is resigned

to having the relative enter this setting, and 3 = family

desires to have the relative enter this setting_ Most of

the patients had family: however for the few that had no

family on Oahu, this question referred to the attitude of

any person who was identified as the patient's IIresponsible

other. II Thus, unless specified as II immediate family" the

word IIfamily" is used in a broad sense and includes some
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non-relatives. These data were collected from the patients'

social workers who had the most contact with the family

regarding each patient's health and social status, each

patient's discharge options, the feelings and abilities of

the patient's family, and the placement decision making

process. Thus, it was determined that a patient's social

worker had the best grasp of a family's true attitude toward

the pending placement of the patient.

Data was also collect on the patient's attitude toward

placement. This variable was coded: 0 = patient does not

care, is too confused to care, or is in a coma: 1 = patient

does not want to enter this placement setting: 2 = patient

is resigned to entering this placement setting: 3 = patient

desires to enter this placement setting. This item was

collected just prior to the patient's admission to one of

the settings. It was obtained from the patient's social

worker who had the most contact with the patient and had the

best grasp of the patient's attitude toward the placement

setting.

Admittinq Diagnoses and Medications. Admitting

diagnoses were collected from each patient's chart. They

were coded as follows: 1 = stroke: 2 = heart disease: 3 =

diabetes (insulin dependent): 3.5 = diabetes (non-insulin

dependent): 4 = dementia ( IIsenil i ty ,.. Al zheimer' s Disease,

and so forth): 5 = chronic pulmonary disease: 6 = cancer:
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7 = osteoporosis, arthritis, gout, fracture; 8 = neuro

logical disorder (Parkinson's Disease, epilepsy, seizures);

9 = mental retardation; 10 = psychiatric or psychological

disorder (from depression to schizophrenia); 11 = hearing,

speech, or vision loss; 12 = malnutrition, 13 = urinary,

kidney, prostate problems; 14 = stomach, colon problems

including colostomies; 15 = constipation or diarrhea; 16 =

infection; 17 = pain; 18 = hormone imbalance; 19 = allergy

or cold; 20 = skin problem (rash, ~ecubitus ulcer); 21 =
nonresponsivene~s.

Medications were also collected from each patient's

chart. They were coded as follows: 1 = heart disease

medication; 2 = diuretic; 3 = injectable insulin; 3.5 = non

injectable insulin; 4 = Hydergine; 5 = pulmonary

medications; 6 = cancer medications; 7 = gout medications,

pain medications, and anti-inf1amatories for muscu1ar/

skeletal disorders; 8 = neurological disorder medications;

10 = for psychiatric and psychological disorders; 11 = eye

or ear drops; 12 = vitamins, minerals, supp1imenta1

nutrition; 13 = urinary, kidney, and prostrate medications;

14 = gastrointestinal and colonic disorder medications; 15 =
laxatives and stool softeners; 16 = antibiotics; 17 = other

pain medications; 18 = hormones; 19 = cough syrups and

antihistamines; 20-= Atarax and skin preparations.
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Functional Characteristics. The Index of ADL developed

by Katz et al. (1963) was used to collect data on patients'

physical functioning upon admission and after six-months in

placement. This scale measures a patient's ability to

perform six self-care skills': bathing, dressing, toileting,

transfer, continence, and feeding. These six skills are

rated: 1 = independent in this item, 2 = needs some

assistance in this item: or 3 = is dependent on another

person to perform this item. For example, ability to

transfer can be rated: 1 = can get out of bed, and in and

out of chairs, without any human assistance, 2 = can get out

of bed but needs human assistance, or 3 = does not get out

of bed at all.

The validity and reliability six item Katz Index of ADL

was tested by Katz et al. (1963) in a study involving 1,001

disabled individuals and again by Katz et al. in 1967 and

1970 in other studies conducted in Cleveland, Ohio. It was

also tested by Gresham et al. (1980) in a study which rated

148 stroke patients using this, and two other, ADL indexes.

In addition, it has been used successfully by other

researchers in studies of long term care patients (Smyer,

1980: Spasoff, et al., 1978). An aggregated score which

ranged from 6 = independent in all items, to 18 = dependent

in all items, has been used by this author.
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Katz et al. (1972) modified the Index of ADL be adding

two more items which measure mobility. Scores on these

items were collected as well. The walking item is rated: 1

= can walk without human or mechanical assistance, 2 = walks

with a straight cane but does not need human assistance, 3 =
walks with a quad cane or walker but does not need human

assistance, 4 = needs human assistance to walk with or

without mechanical devices, 5 = does not walk but utilizes a

wheelchair, 6 = does not walk or use a Wheelchair, confined

to bed or gerichair. The house confinement item is rated: 1

= has been outside on 3 or more days in the past week, 2 =
has been outside on 1 day in the past week, 3 = has not been

outside in the past week. Katz et al. (1972>" used this

expanded scale in a study funded by the Government

Accounting Office. An aggregate score, ranging from 2 =

independent in both items, to 9 = dependent "in both items,

has been used by this author.

Mental status. The Orientation portion of the Vigor,

Intactness, Relationship, Orientation scale developed by

Kastenbaum and Sherwood (1972) was used to measure a

patient's level of confusion upon admission. It was

designed to yield a range of scores in very disoriented

patients. It asks eight questions of a patient coded as

follows: a) What is your age or date of birth? 3 = correct
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answer, 2 = within 2 years, 1 = within 10 years, 0 = all

other answers: b) What year is it now? 3 = correct answer,

2 = within 2 years, 1 = within 10 years, 0 = all other

answers: c) What month is it now? 3 = correct answer,

o = incorrect answer: d) What day of the week is it now?

3 = correct answer, 0 = incorrect answer: e) Where are you

now (in what facility or in whose home)? 3 = correct answer,

o = incorrect answer: f) What street is it on (or in what

part of town)? 3 = correct answer, 0 = incorrect answer:

g) What is my name (the name of the interviewer)? 3 =
correct answer, 0 = incorrect answer: and h) About how long

do you think we have been talking? 3 = reasonable estimate,

o = all other answers.

Pretests of this instrument were conducted in the

summer of 1982 on 20 intermediate care patients just prior

to their discharge from The Queen's Medical Center. This

pretest showed that many patients could not answer the

questions or tired before answering all eight questions on

this instrument. The last two questions were particularly

confusing. They were deleted, leaving six questions. This

six-item scale proved to be more manageable for patients.

An aggregated score was obtained by summing the scores on

the six items. The total mental status score ranged from 0

= no correct answers given, to 18 = all correct answers

given.
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Patient Well-Being. Patient well-being after six

months in placement was measured by simple questions

compiled by the author. The ten questions asked patients

were the ten questions that were most frequently answered by

patients during pretests of three established well-being

instruments. The pretested instruments were the Bradburn

Affect-Balance Scale (Moriwake, 1974), the Emotional

Bondedness Scale (Snow & Crapo, 1980), and the Mental

Functioning Portion of the Clinical Assessment Instrument

used by the National Long Term Care Channeling Demonstration

project (Mathematica, 1981). Of the 50 patients involved in

the pretests (conducted during the summer of 1982), only 4

were intellectually and physically intact enough to

understand and respond to all of the questions without

becoming frustrated or exhausted. Obviously, these scales

were not appropriate for measuring well-being in our

population and were not used in their entireties. Because

the research instrument finally used in this study was

comprised of questions from these pretested scales, however,

they are reviewed here.

One pretested instrument for measuring well-being was

the Bradburn Affect-Balance Scale (Bradburn, 1969).

originally used on young populations, Moriwaki (1974) found

that this scale measured well-being with validity in older

people. She suggested, however, that differential age norms
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be developed to increase the scale's utility in comparing

age group differences and intra-age group changes. This

scale asks the interviewee if he has ever felt: excited

about something, restless, proud, lonely, pleased about an

accomplishment, bored, on top of the world, depressed, like

things were going your way, or upset because of criticism.

Only two responses are possible: yes or no. In Hawaii

pretests, interviewers found that patients had a hard time

distinguishing between feeling upset, feeling depressed, and

feeling bored. Similarly they could not distinguish between

feeling prOUd, pleased, on top of the world, or like things

were going their way. Although none of these questions were

used in our final instrument, this pretest gave us insight

into the problem with using scales originally developed for

well popUlations on a long term care patient popUlation.

The second instrument tested was the Emotional

Bondedness Scale by Snow and Crapo (1982). These authors

developed this scale to measure the relationship between

emotional bondedness and other health and well-being

measures. It asks the interviewee to identify the person he

trusts and confides in the most. The interviewee is then

asked to rate on a 3-point scale 12 statements about this

person: I can count on this person to stand by me, he

sometimes makes me angry, he is sensitive to my feelings,

listens to my problems, hurts my feelings, thinks highly of
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what I know, makes me feel discouraged, often cheers me up,

we see eye to eye on most things, we have trouble getting

along, we enjoy spending time together, and we get along

better when we keep our feelings to ourselves. Internal

consistancy for the scale was high (Cronbach's alpha = .83).

Validity was assessed by correlating the total score from

this scale with scores from established well-being scales

and selected health indicators. The findings suggested that

subjective well-being is strongly related to a person's

extent of emotional bondedness.

The therapeutic function of emotional bondedness is a

major component of the philosophy of foster care. Thus, we

were interested to document the extent of emotional

bondedness present in foster family patients in comparison

to nursing home patients. However, pretests of this

instrument revealed that this scale was too long and asked

for too many fine distinctions to be made between a variety

of positive feelings and a variety of negative feelings.

Our population was not capable of this. Thus, the only

question used from this instrument was, "who can you count

on here/how much can you count on this person?"

The third well-being instrument tested was Form G,

measuring Mental Functioning, of the Clinical Assessment

Instrument (CAl) of the National Long Term Care Channeling

Demonstration Project of the DHHS (Mathematica, 1981). The
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CAI was developed by Mathematica, a private research and

consultation firm in Princeton, New Jersey. The goal of the

National Long Term Care Channeling Demonstration Project was

to test case management of existing home and community

services as a way to prevent or delay more costly institu

tionalization of elders. Therefore, the project team at

Mathematica conducted a thorough review of the literature on

the determinants of institutionalization of elders, as well

as on existing assessment tools, and incorporated this

information into the development of the CAI and the follow

up instruments used in this nation-wide research project.

Form G of the CAI measured mental function in terms.of

well-being. It consisted of 19 questions about the

patient's satisfaction, expectations, anxiety, suicide

ideation, feelings toward nursing home entry, outside

contacts, eating and sleeping ability/desire, etcetera.

Tests of the CAI including its Form G were conducted by

Mathematica and they reported high usability and validity.

However, in our pretests locally, we found that most of the

questions were too sophisticated and that the intrument was

too lenthy for our patients. For example, Form G included

the following question: How confident are you of figuring

out how to deal with your problems? In pretests,

interviewers found they had to ask this question in several

steps, by first asking if the patient had problems, then if
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he thought the problems could be solved, then if the patient

could figure out how to solve the problem, and then how

confident they felt about being about to figure out how to

solve the problem. With 19 questions like this, patients

and interviewers tired quickly.

The most frequently and reliably answered questions

were: 1) are you happy here/how happy? 2) are you worried

about where you are staying (or will stay)/how worried? 3)

are you eating good/how good? and 4) are you sleeping

good/how good? These were used in the final instrument.

The "who can you count on" question was added. The other

questions used in the final well-being instrument were

developed by the author to measure items that would

distinguish between community based care and nursing home

care. These questions measured the extent to which the

patient felt at home, had a nickname, interacted with

children, felt aloha, and wanted to live elsewhere. The

scoring of these ten questions is described below.

Thus, patients were asked to answer ten questions about

their well being. The ten questions were coded as follows:

a) Are you happy here? 1 = rarely, 2 = sometimes, 3 = often;

b) Would you rather live elsewhere? 1 = often, 2 = some

times, 3 = rarely; c) What do your caregivers call you?

1 = patient is addressed as Mr. or Mrs. , 2 = patient is

addressed by first name or by -san, 3 = patient is
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addressed by a familial name (mother, tata, uncle, nana) or

by a nickname (such as smiley, Doc, or diminuatives of first

names): d) How often do you see children under 20?

'1 = monthly or less, 2 = weekly, 3 = daily: e) Do you feel

at home here? 1 = rarely, 2 = sometimes, 3 = often: f) Is

their someone here you can count on? 1 = no one in

particular, 2 = yes, sometimes, 3 = yes, I can point out

that person to yoc: g) Do you feel aloha here? 1 = rarely,

2 = sometimes, 3 = often: h) Do you worry about your future

care? 1 = often, 2 = sometimes, 3 = rarely: i) Do your sleep

well at night? 1 = rarely, 2 = sometimes, 3 = often: j) Are

you eating well? 1 = rarely, 2 = sometimes, 3 = often.

Because a number of the patients studied were confused,

asphasic, or otherwise impaired in providing reliable

answers, their caregivers were asked ten questions

concerning their observations of patient well-being. These

questions were developed by the author. They are similar

to, but not exact counterparts, to the ten well-being

questions asked of the patients.

The ten questions were coded as follows: a) Does the

patient appreciate your care (smile or say thank you)?

1 = rarely, 2 = sometimes, 3 = often: b) Does the patient

know his way around the setting? 1 = not well, 2 = some

times, 3 = well; c) Does the patient say he likes it here?
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1 = rarely, 2 = sometimes, 3 = often; d) Does the patient

say he hates it here or would like to live elsewhere?

1 = often, 2 = sometimes, 3 = rarely; e) Does the patient

interact with children under 20? 1 = monthly or less,

2 = weekly to bi-week1y, 3 = daily; f) Does the patient have

his own room? 1 = no, 3 = yes; g) How do you address the

patient? 1 = by his last name (Mr. or Mrs. ), 2 = by his

first name or -san, 3 = by a familial name or nickname

or diminuitive of his name; h) Does the patient have ~ task

here? 1 = no, 3 = yes; i) Does the patient say he feels at

home here? 1 = rarely, 2 = sometimes, 3 = often; j) Is the

patient adjusted to living here? 1 = rarely, 2 = sometimes,

3 = often.

Length of stay. This variable was the actual number of

months (rounded up) that a patient remained in the placement

setting at the intermediate care level. Patients who were

hospitalized or who needed skilled care for less than one

month and returned to their original placements were not

considered discharged. Patients who were hospitalized or

who needed skilled care for more than one month were

considered discharged from the placement setting even if

they eventually returned to their original placement

setting.
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Discharge Disposition. This variable was coded:

o = patient sti~l in placement at ICF level at the end of

six months: 1 = patient improved and was discharged to a

lower level of care (care home or independent living) :

2 = patient deteriorated and needed skiled care: 3 = patient

died in placement (or was still in the hospital within one

month of discharge from the placement): 4 = patient still

needed intermediate care but had been transferred to another

intermediate care setting (for example, from a foster home

to an intermediate care bed in a nursing home, or from a

nursing home into their own home with NHWW/PCP services).

Methods of Analyses

Descriptive statistics

The characteristics and admission criteria of the

placement settings were compared across the settings. The

nursing homes surveyed included four Intermediate Care

Facilities (providing intermediate care only) and six Swing

Facilities (providing both skilled and intermediate care).

In the analysis of the placement-setting data, it became

clear that the nursing home settings could not be considered
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homogeneous. The four Intermediate Care Facilities had

policies similar to each other and the six swing Facilities

had policies similar to each other. The two types of

nursing homes, however, differed from each other in several

ways. Therefore, in the description of the settings and in

the analysis of their differences, the two types of nursing

homes were treated as separate settings and four-way tables

were constucted.

Only one instrument was completed for each of the two

community programs, i.e., the admission's coordinator for

each program was asked to complete the intrument for the

program as a whole rather than completing one form for each

patient's or foster family's home. In contrast, each

nursing home completed one instrument yielding ten completed

nursing home instruments for analysis. Thus, the placement

setting characteristics could not be included in the

multivariate analyses, due to lack of variance in the

community setting data.

Patient characteristics upon admission were compared

across the two community and two nursing home settings.

These data included continuous and discrete variables which

could be compared statistically. The continuous variables

included age, ADL score, mobility score, orientation score,

well-being scores, and total number of diagnoses and

medications. These variables were compared using ANOVA.
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Discrete admission variables included sex, ethnicity, living

arrangements prior to placement, marital status, financial

status, family on Oahu, family attitude toward placement,

patient attitude toward placement, diagnoses, and medi

cations. These data were compared using chi-square tests.

Creation of Indicator Variables

Researchers often wish to use discrete variables in

more sophisticated kinds of analysis such as correlation,

regression, discriminant analysis etc. Most of these kinds

of analysis are designed to test continuous variables rather

than discrete variables. However, when discrete variables

influence the dependent variable, their exclusion is not

desirable. Thus, indicator variables can be created which

provide a means by which the relative influences of discrete

variables can be measured.

For example, the variable IIplacement setting ll was

transformed by creating three indicator variables. This

variable was originally coded 1 = foster care, 2 = nursing

home care, and 3 = NHWW/PCP. From this varaible, three new

variables were created. For the new variable "ff-place,1I

all patients in foster care were coded 1 and all other

patients were coded o. Coding for the new variable IInh-
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place" was 1 = nursing hoine care, 0 = all others. Coding

for the new variable "nhww-place" was 1 = NHWW/PCP care,

o = all others.

The five indicator variables created for testing

ethnicity were: Hawaiian/non-Hawaiian, Caucasian/non

Caucasian, Japanese/non-Japanese, Chinese/non-Chinese, and

Filipino/non-Filipino. The four indicator variables created

for prior living arrangements were: alone/not alone, with

family/not with family, with non-family/not with non-family,

and institution/not in an institution. The four indicator

variables created for marital status were: single/not

single, ma~ried/not married, divorced/not divorced. and

widowed/not widowed. Although five discrete categories

existed for the variable, family on Oahu, only one variable

was created: immediate family on Oahu/no immediate family on

Oahu.

Four indicator variables were created for both attitude

variables (family attitude toward placement and patient

attitude toward placement). These variables were:

apathetic/not apathetic, negative/not negative, resigned to

placement/not resigned to placement, and positive/not

positive. Patient discharge status at six months was

transformed into three variables: discharge improved/not

discharged improved, discharged deteriorated/not discharged

deteriorated, and expired/alive. Finally, each diagnosis
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and the medication become its own variable; each patient was

classified for each diagnosis and medication: 1 = this

diagnosis or medication appeared in the patient's admission

summary, and 0 = this diagnosis or medication did not .

appear.

Correlation Analysis

To find the correlation between two variables means to

find the relationship between two variables. In this

research, for example, we wanted to find out the

relationship between entering a particular placement setting

and various patient variables like patient age. Correlation

statistics also allow us to find the relationship between

two variables like age and orientation score, or family

attitude and patient attitide. variables can be correlated

through several procedures. The type of ~tatistical

procedure used depends on the nature of the two variables

being correlated. The correlation between two continuous

variables is tested through a Pearson's product-moment

correlation. The correlation between two dichotomous (or

indicator) variables is expressed by a phi coefficient. The

correlation between a dichotomous and a continuous variable

is calculated as a point biserial correlation. However,

according to Tabachnick and Fidell (1983) "there is no true
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distinction among these three forms of correlation. Given

zero or one coding of the dichotomous variables, any of the

correlations can be calculated using the equation for

Pearson product-moment correlation" (p. 447-8). Thus, the

Pearson test was used to calculate all correlations in this

research.

Logistic Regression

Logistical regression is a statistical test which can

identify which of a number of variables (continuous and

dichotomous) influence a particular dichotomous dependent

variable. In this research, the technique was used to

identify the patient characteristics which distinguished

patients who entered one setting from patients who entered

another setting. Three equations were tested:

Entering NHWW/PCP = a + bXl + bX2 + bX3 +

Entering Foster Care = a + bXl + bX2 + bX3 + • • •

Entering a Nursing Home = a + bXl + bX2 + bX3 + . . •

The variables represented the x's in the equations

above were identified by the logistic regression technique

from a number of variables entered into the computer. As

with all regression analysis, the number of variables that

can be tested depends on the number of cases availabe for
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analysis. "A suggested minimum requirement is to have at

least 4 to 5 times more cases than independent variables"

(Tabachnick & Fidel1; 1983, p. 92). Therefore, logistic

regression was performed in two steps. First, all

variables which correlated significantly with the dependent

variable were tested using a stepwise logistic regression

procedure. This reduced the number of significant variables

by 50% to 65%. Variables still significantly related to the

depende~t variable were then tested in a full logistic

regression model. Only the results of the full model are

presented in this dissertation.

Logistic regression was also used to determine which

patient characteristics influenced the three dichotomous

discharge status variables. The following equations tested

the relative weights of variables influencing the placement

status of patients at the end of the six month study

period:

Patient Discharged Improved = a + bXl + •

Patient Discharged Deteriorated = a + bX1 +

Patient Died within six Months = a + bX1 • • •

Ordinary Least Squares Regression

ordinary least squares regression is used when the

dependent variable is continuous. Ideally, the independent
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variables entered are also continuous, however, indicator

variables can be used. In this research, ordinary least

squares regress10n was used to identify the variables which

influenced five continuous dependent variables representing

patient outcome: 1) six-month ADL score: 2) six-month

mobility score: 3 and 4) the two six-month well-being scores

(as reported by the patient and observed by the caregiver):

and 5) length of stay (number of months up to six) in the

placement setting. The following equations were tested:

Six-Month ADL Score = a + bX1 + . . .
SiX-Month Mobility Score = a + bX1 + .
Six-Month Well-Being Score (by patient) = a + bX1 +

Six-Month Well-Being Score (by caregiver) = a + bX1 +

Length of Stay = a + bX1 + . . .

Structural Equation Models

According to Fox (1984), linear structural equation

models enables lithe researcher to examine simultaneous

relationships among a number of variables, some of which may

exert mutual influence on each other • • • [O]ne of the

great virtues of structual equation models is the light they

shed on the process of causal interpretation of

correlational data, making explicit the assumptions

underlying causal inference" (p. 221).
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In other words, this procedure was designed to

statistically sort out the various effects of many

independent and dependent variables at the same time. As

explained previously, regression techniques can provide

information on the kinds of variables influencing choice of

placement setting as well as information on the variables

influencing patient outcomes. But these two questions can

only be answered as two separate questions using regression.

using structural equation analysis, however, both questions

can be asked at the same time. In this case, structural

equation analysis was used to better understand the

variables influencing the choice of placement and how they

work further to influence patient outcomes.

computer Packages

Most of the computer work was done on a personal

computer using MICROSTAT (1983), including: entry, recoding,

ANOVA, t-test, chi-square, correlational analyses, and

ordinary least squares regression. The MICROSTAT data file

was uploaded to an IBM Mainframe computer for further

computations including logistic regression using SAS PROC

LOGIST (Harrel, 1983) and structured equations analysis

using SPSSX PROC LISREL (Joreskog & Sorbom, 1986).
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CHAPTER VI

FINDINGS: DESCRIBING AND COMPARING SETTINGS AND PATIENTS

Introduction

The next four chapters present the study findings.

This chapter presents the findings which describe and

compare the placement settings and the preadmission

characteristics of patients associated with this research.

The placement settings are desribed and compared in terms of

the five dimensions tapped on the placement setting

questionnaire: the placement settings' costs and capacities;

their rules affecting patient lifestyle; their tolerance of

patient disabilities; their tolerance of patient behaviors;

and their ability to manage patient conditions and

treatments. The patients in the three settings are compared

on: demographic and social variables, function scores,

diaqnoses and medications, and attitudes toward placement.

A final section summarizes the similarities and differences

among the settings and the patients.
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Chapter VII presents the variables associated with

being a resident in each of the three settings--nursing

homes, foster homes, and patients' homes with comprehensive

home services. Chapter VIII presents the data on the impact

of the placement on patient outcomes after six months in

placement. Finally, Chapter IX presents the path diagrams

from the structural equation analyses. Discussion of these

findings are provided in the chapter summaries, as well as

in the Chapter X.

Placement Setting Characteristics

Tables 6.1 through 6.5 display the characteristics of

the placement settings included in this study. Table 6.1

shows the cost, capacity and family involvement in the

settings; table 6.2 shows the rules affecting patient

lifestyle; table 6.3 shows the tolerance of patient

disability by setting; table 6.4 shows the tolerance of

patient behaviors by setting; and table 6.5 shows the

ability to manage patient conditions and treatments by

setting. In all of these tables, the variables are compared
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between four, rather than three, settings: NHWW/PCP, foster

homes, and the two types of nursing homes which accepted

intermediate care patients participating in this research-

Intermediate Care Facilities and Swing Facilities.

Variables for the two types of nursing homes were analyzed

separately because the two types of nursing homes were found

to differ from each other on the variables measured by the

questionnaire. These differences were not surprising as the

federal and state licensing criteria differ for the two

types of nursing homes, as explained in Chapter IV and the

Appendix.

As shown in Table 6.1, the two community settings and

the two types of nursing homes differed from each other on

several variables. The community settings were less

expensive than nursing homes. Specifically, the mean daily

costs to Medicaid in Fiscal Year 1986 were $45 per NHWW/PCP

patient, $30 per foster family patient, $65 per Intermediate

Care Facility patient, and $80 per Skilled Nursing Facility.

In addition, the foster care program served the highest

percentage (23%) of private (non-Medicaid) patients.

Between 2% and 15% of the patients in the two types of

nursing homes paid privately. (None of the NHWW/PCP

patients paid privately because NHWW/PCP services were

restricted to Medicaid patients: private paying patients

were not accommodated). The community settings also had
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much higher proportions of single rooms. However, the

occupancy rates and the waiting lists to enter the community

settings were much smaller than the occupancy rates and the

waiting lists for nursing homes.

Table 6.1. Cost, capacity, and Family Involvement in
Community settings and Nursing Homes

Community Settings
NHWW/PCP Foster Homes

Nursing Homes
ICF Swing

Mean daily $45
cost to
Medicaida

% Private pay
patients 0

# on wait list None

Total capacity/
beds 135

% Occupancy 75

% Single rooms 95

% Patients with
family visiting
regularly 95

% Patients with
family involved
in decisions 95

$30

23

0-5

80

50

100

63

70

$65 $80

7-10 2-15

20-80 80-100

31-86 108-232

98-99 98-100

0-60 0- 33

25-90b 25-90b

a Fiscal Year 1986 figures.
b The more rural homes and the state facility reported less
family involvement and visiting than the other homes.

The percentages of patients who had family that visited

regularly and family involved in decision-making varied
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widely. As expected, most (95%) of the patients in the home

care program had involved, family. About two-thirds of the

foster care patients had family that visited and were

involved in decisions about patient care. Estimates by

Swing Facilities and the Intermediate Care Facilities of

patients with families that visited regularly ranged from a

low of 25% to a high of 90%. Estimates by swing Facilities

of patients with family involved in decision making ranged

from a low of 15% to a high of 90%, while estimates from

Intermediate Care Facilities ranged from a low of 50% to a

high of 90%. A closer examination of family involvement by

setting revealed that the more rural nursing homes and the

state-run facility reported less family involvement and

visiting than did the other homes.

As shown in table 6.2, the community settings offered

patients more freedom in their lifestyles. For example, the

community settings were more likely to allow patients to:

have their own furniture, rearrange their rooms, keep pets

in their rooms, lock their door, administer their own

medications, and skip breakfast to sleep late. Total scores

were examined: possible total scores ranged from 10 = all

items encouraged, to 50 = all items against regulations.

Accordingly, the home care and foster care programs allowed

the most freedom, with scores of 20 and 24, respectively.

Between the two types of nursing homes, the Intermediate
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Care Facilities allowed more freedom than the swing

Facilities with scores of 32.4 and 43, respectively.

Table 6.2. Scoresa on Rules Affecting Patient Lifesyle in
Community Settings and Nursing Homes

community Settings
NHWW/PCP Foster Care

Nursing Homes
ICF Swing

Drinking liquor
in own room 3.0

Having own
furniture 1.0

Moving furniture 1.0

Keeping pet 2.0

Keeping hotplate 2.0

Washing/hanging
clothes in bath 2.0

Wine/beer w/meals 2.0

Skipping breakfast
to sleep late 2.0

Closing room door 2.0

Locking room door 2.0

Total score 20.00

4.0

1.0

1.0

3.0

5.0

2.0

2.0

2.0

2.0

3.0

24.00

3.8

2.6

2.4

5.0

5.0

2.5

2.0

2.8

2.0

4.3

32.4

5.0

3.4

3.8

5.0

5.0

2.6

2.0

3.4

3.8

5.0

43.0

a Items scored: 1=encouraged, 2=allowed, 3=discouraged,
4=not tolerated, 5=against regulation: total scores from
10=all items encouraged, to 50=all items against regulation.

Table 6.3 displays the setting scores in their

tolerance of patient disability (in function and

personality). The eleven items were summed into a total
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score ranging from 11 = all disabilities tolerated, to 44 =
none of the disabilities tolerated. The most tolerant

program was NHWW/PCP which allowed patients to be disabled

in all items and had a total score of 11. The next most

tolerant setting was the Swing Facility. All of the nursing

homes in this group tolerated completely a patient's

inability to make his bed and clean his room. Half of them

tolerated completely a patient's inability to feed, bathe,

and transfer himself while the other half tolerated these

disabilities but encouraged patient improvement. About half

of the Swing Facilities tolerated completely a patient's

incontinence, confinement to bed, and confusion while the

other half tolerated these disabilities but encouraged

patient improvement. All of the Swing Facilities tolerated

but encouraged patient improvement in depression and

refusing to participate in activities, while most of these

nursing homes discouraged chronic complaining on the part of

residents. The total disability tolerance score for swing

Facilities was 18.4.

Intermediate Care Facilities rated themselves similarly

to the Skilled Facilities. They were equally tolerant of a

patient's inability to make his bed and clean his room.

More of the Intermediate Care Facilities, however, reported

that they were more likely to encourage patient improvement

in ability to feed, bathe, toilet, and transfer himself as

well as bed confinement, confusion, and depression. They
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were more likely to tolerate chronic complainers and equally

likely to encourage patient improvement in participating in

activities. The total score for Intermediate Care

Facilities was 20.9.

Table 6.3. Scoresa on Tolerance of Patient Disability in
Community Settings and Nursing Homes

Community Settings
NHWW/PCP Foster Homes

Nursing Homes
ICF Swing

Inability to:
Make bed

Clean room

Feed self

Bathe self

1.0

1.0

1.0

°1.0

1.0

1.0

2.0

2.0

1.0

1.0

2.0

2.0

1.0

1.0

1.5

1.5

Help w/transfer 1.0

Get out of bed 1.0

Incontinence of
bowel and bladder 1.0

Confusion 1.0

Depression/crying 1.0

Refusing to partici
pate in activities 1.0

complaining all
the time 1.0

Total score 11.0

2.0

3.0

2.0

2.0

3.0

3.0

3.0

24.0

2.0

2.3

2.0

2.0

2.3

3.0

2.3

20.9

1.6

1.8

1.6

1.6

2.0

2.0

2.8

18.4

a Items scored: 1-allowed, 2-tolerated but improvement
encouraged, 3=discouraged, 4=not tolerated; total scores
from 11=all items allowed, to 44=all items not tolerated.
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Finally, the least tolerant setting was the foster home

program. Specifically, the foster home program discouraged

patient disabilities such as: chronic complaining, refusing

to participate in activities: depression: and bed

confinement. It encouraged patient improvement in feeding,

bathing, toileting, transfering, and confusion. The foster

care program was completely tolerant of only two

disabilties: inability to make the bed and inability to

clean the room. The total score for the foster care setting

was 24.

The settings' tolerances of patient behaviors are shown

in table 6.4. In this dimension, NHWW/PCP was the most

tolerant with a total score of 18 (within a possible range

of 8 = all items allowed, to 40 = all behaviours against

regulations). The foster care program, the Intermediate

Care Facilities, and the Swing Facilities all reported

relatively similar total scores, respectively 26, ~8.1, and

29. Both the NHWW/PCP and the foster care settings allowed

patients to administer their own medications. In addition,

the NHWW/PCP setting reported the lowest scores in all other

behavioural items. Specifically, they were more likely to

tolerate a patient's wandering at night: refusal to bathe

regularly: and refusal to take food, drink, and medications.

They discouraged (but did not refuse to treat) patients who

were drunk: left the setting without letting i\lnyone know;
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created a disturbance; or verbally threatened another

resident.

Although the total behavior scores of the foster care

program and the two types of nursing homes were similar,

there were item differences. For example, the foster care

setting was the least tolerant of a patient being drunk;

leaving the setting without letting anyone know; and

Table 6.4. Scoresa on Tolerance of Patient Behaviors in
community Settings and Nursing Homes

community settings
NHWW/PCP Foster Homes

Nursing Homes
ICF swing

Administering
own medications 1.0

Being drunk 3.0

Wandering at night 2.0

Leaving setting
w/out letting
anyone know 3.0

Refusing to bathe 2.0

Disturbing others 3.0

Verbally threatening
others 3.0

Refusing food, drink,
or medications 1.0

1.0

4.0

3.0

4.0

3.0

4.0

4.0

3.0

4.0

3.3

3.0

3.8

3.5

4.0

3.5

3.0

4.3

3.8

3.3

4.5

3.5

3.3

3.3

3.0

Total score 18.0 26.0 28.1 29.0

a Items scored: l=allowed, 2=tolerated, 3=discouraged, 4=not
tolerated, 5=against regulation; total scores from 8=all
items allowed, to 40=all items against regulation.
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verbally threatening another resident. The foster care

setting was more tolerant of a patient refusing to bathe

regularly. Between the two types of nursing homes, the

Swing Facilities were less tolerant of a patient

administering his own medications; being drunk; wandering;

and leaving the setting without letting anyone know. The

Swing Facilities were more tolerant of a patient creating a

disturbance and verbally abusing another resident.

Finally, ta~le 6.5 compares the abilities of the

settings to manage patient conditions and treatments. In

general, the Intermediate Care Facilities and the foster

care programs are more restricted in the kinds of medical

problems and procedures they can manage. In contrast, the

Swing Facilities and the NHWW/PCP program reported being

better able to manage intermediate care level patients who

needed certain skilled services on an intermittent and/or

limited bases without having to send them to a hospital or

another long term care setting. The skilled services

reported deliverable by swing Facilities and by NHWW/PCP

included: IV therapy, indwelling catheters, tracheostomy

cannula care, colostomy/ ileostomy care, repositioning a

patient every two hours, and supervised bolus feedings. The

total medical management scores illustrated this finding.

out of total scores ranging from 17 = all items manageable,

to 68 = no items manageable, the swing Facilities scored
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Table 6.5. Scoresa on Management of Patient Conditions and
Treatments in commun~ty settings and Nursing Homes

community settings Nursing Homes
NHWW/PCP Foster Care ICF Swing

Patients needing:
Injections for
infections 2.0 4.0 3.0 1.0

Ventilators 2.0 4.0 4.0 4.0

Suctioning 1.0 4.0 3.3 1.0

2-person transfer 2.0 4.0 1.8 1.2

Hoyer lift 1.0 4.0 4.0 1.2

Pump feeding 2.0 3.0 4.0 1.8

Indwelling
catheter 1.0 2.5 3.5 1.0

IV therapy 2.0 4.0 4.0 1.0

Special diets 1.0 2.0 1.3 1.0

Oxygen 1.0 2.0 4.0 1.2

Injected insulin 1.0 3.0 1.0 1.0

2-hour reposition 1.0 3.0 3.0 1.4

Colostomy or i1i-
ostomy care 1.0 2.0 3.0 1.0

Tracheostomy
cannula care 2.0 3.0 3.0 1.0
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Table 6.5 (continued). Scoresa on Management of Patient
Conditions and Treatments in Community settings and Nursing
Homes.

Patients who:
Have <6mo. 1.0 3.0 2.3
to live

Aspirate 2.0 2.0 4.8

Are comatose 1.0 4.0 3.0

Total score 26.0 56.0 55.0

1.2

1.4

1.2

23.6

a Items scored: l=manageable, 2=usually manageable:
3=usually not manageable: 4=unmanageable: total scores from
17=all items manageable, to 68=all items unmanageable.
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23.6; NHWW/PCP scored 26; the Intermediate Care Facilities

scored 55; and the foster care program scored 56.

Although the total scores of the foster homes and

Intermediate Care Facilities were similar, some differences

were shown. For example, foster homes were more likely to

be able to manage patients: needing colostomy and iliostomy

care; on oxygen; with indwelling catheters; on pump feeding;

and with a tendency to aspirate. Intermediate Care

Facilities were more likely to be able to manage patients:

with less than six months to live; needing daily injections;

needing suctioning; needing two people for transferring; on

special diets; and obtunded or comatose patients.

Between the NHWW/PCP program and the swing Facilities,

the following differences existed. The NHWW/PCP program was

more likely to be able to manage patients: with less than

six months to live; on ventilators; needing Hoyer lifts; on

oxygen; needing repositioning every two hours; and obtunded

or comatose patients. The Swing Facilities were more likely

to be able to manage patients: with a tendency to aspirate;

needing daily injections; needing two people for

transferring; needing pump feeding; needing IV therapy; and

needing tracheostomy cannula care.
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Patient Characteristics

Tables 6.6 through 6.23 display the characteristics of

the 352 patients involved in this research. In all cases,

two tables are included for each group of characteristics,

one comparing the characteristics for the patients in

NHWW/PCP, foster homes, and nursing homes and the second

comparing the same characteristics for the patients in the

two types of nursing homes.

Specifically, tables 6.6 through 6.9 show the

functional data upon admission of patients into each of the

settings, one table per setting. Tables 6.10 and 6.11

compare the functional "mean scores" of the patients in the

settings, while tables 6.12 and 6.13 compare the

distributions of actual patient function among the settings.

(Tables 6.10 through 6.13 present the same data, but in

different forms.) Tables 6.14 and 6.15 compare the

diaqnoses of the patients and tables 6.16 and 6.17 compare

the medications of the patients. Tables 6.18 and 6.19

compare the social data by setting: and tables 6.20 and 6.21

compare the attitudinal data by setting. A summary is

presented at the end of this section.

As seen in Table 6.6, patients residing in their own

homes and receiving NHWW/PCP's comprehensive home care
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Table 6.6. Functional Scores of NHWW/PCP Patients (N = 83)

Mean Standard Minimim Maximum
Deviation

Age 80.63 11.92 57 100

ADL total scorea 13.24 2.86 6 18
Bathing 2.70 0.51 1 3
Dressing 2.71 0.55 1 3
Toileting 2.13 0.62 1 3
Transfer 1.87 0.53 1 3
continence 2.02 0.88 1 3
Feeding 1.81 0.75 1 3

Mobility scorea 6.47 1.93 2 9
Walking 4.08 1.36 1 6
Going outside 2.39 0.80 1 3

Orientation scoreb 9.20 7.86 0 18

a A lower score indicates better function.
b A higher score indicates better function.

services ranged in age from 57 years to 100 years old.

Their mean age was 80.63 years. They had a mean ADL total

score" of 13.24, a mean mobility total score of 6.46, and a

mean orientation score of 9.20. As seen by the minimum and

maximum values reported for these variables, the NHWW/PCP

patients included people who were totally disabled as well

as people who were totally independent in these areas.

Table 6.7 shows the same characteristics for the foster

home patients. They ranged in age from 52 to 97 years old
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Table 6.7. Functional Scores of Foster Care Patients
(N = 138)

Mean Standard Minimum Maximum
Deviation

Age 77.20 8.98 55 97

ADL total scorea 12.66 2.98 6 17
Bathing 2.59 0.61 1 3
Dressing 2.55 0.68 1 3
Toileting 2.03 0.62 1 3
Transfer 1.78 0.48 1 3
continence 2.04 0.82 1 3
Feeding 1.67 0.66 1 3

Mobility scorea 6.04 1.59 2 9
Walking 3.60 1.32 1 6
Going outside 2.44 0.78 1 3

Orientation scoreb 10.32 6.93 0 18

a A lower score indicates better function.
b A higher score indicates better function.

and had a mean age of 77.20. Their ADL total score was

12.67, their mean mobility total score was 6.03, and their

mean orientation score was 10.31. The patients in this

setting also included people with varying scores on these

items.

Nursing home patients were separated by type of nursing

home: Intermediate Care Facilities and swing Facilities.

Table 6.8 shows that the patients in the Intermediate Care

Facilities had a mean age of 79.23 with a minimum age of 57

and a maximum age of 97. Their mean ADL total score was.
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14.43, their mean mobility score was 6.31, and their mean

orientation score was 5.6.

Table 6.8. Functional Scores of Intermediate Care Facility
Patients (N = 35)

Mean' Standard Minimum Maximum
Deviation

Age 79.23 11.12 57 97

ADL total scorea 14.43 2.20 9 18
Bathing 3.00 0.00 3 3
Dressing 2.97 0.17 2 3
Toileting 2.34 0.68 1 3
Transfer 1.89 0.40 1 3
continence 2.31 0.76 1 3
Feeding 1.89 0.80 1 3

Mobility scorea 6.31 1.78 2 9
Walking 3.94 1.30 1 6
Going outside 2.37 0.97 1 3

Orientation scoreb 5.60 6.53 0 18

a A lower score indicates better function.
b A higher score indicates better function.

Table 6.9 shows that for nursing home patients in Swing

Facilities, the mean age was 80.23 (minimum 61 and maximum

99), their mean ADL total score was 14.45, their mean

mobility total score was 6.89, and their mean orientation

score was 6.69. Again, the patients included people with a

wide range of scores on these items.
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Table 6.9. Functional Scores of Swing Facility
Patients (N :I 96)

Mean Standard Minimum Maximum
Deviation

Age 80.23 8.96 61 99

ADL total scorea 14.45 2.51 6 18
Bathing 2.82 0.41 1 3
Dressing 2.83 0.41 1 3
Toileting 2.29 0.64 1 3
Transfer 1.99 0.34 1 3
continence 2.45 0.72 1 3
Feeding 1.97 0.77 1 3

Mobility scorea 6.89 1.50 2 9
Walking 4.24 1.20 1 6
Going outside 2.65 0.92 1 3

Orientation scoreb 6.69 7.32 1 18

a A lower score indicates better functioning.
b A higher score indicates better functioning.

Comparing these admission characteristics of patients

in the three settings (NHWW/PCP, foster care, and all

nursing homes), table 6.10 shows that the patients differed

significantly on age, mean ADL total score, mean mobility

total score, and mean orientation score. On the average,

patients entering the NHWW/PCP program were older than the

patients in the other two settings. Patients entering

nursing homes had worse ADL total scores, mobility total

scores, and orientation scores. Patients entering
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Table 6.10. comparison of Function among Patients in
NHWW/PCP, Foster Homes, and Nursing Homes (N = 352)

NHWW/PCP
Program

Foster
Homes

Nursing
Homes

Sign.
Probe

(ANOVA)

Mean age 80.63 77.20 79.97

Mean ADL scorea 13.24 12.67 14.44
Bathing 2.70 2.59 2.87
Dressing 2.71 2.55 2.86
Toileting 2.13 2.03 2.37
Transfer 1.87 1.78 1.96
continence 2.02 2.04 2.41
Feeding 1.81 1.67 1.95

Mean mobility scorea 6.47 6.04 6.73
walking 3.08 3.60 4.16
Going Outside 2.39 2.44 2.56

Mean orientation
scoreb 9.21 10.32 6.40

a A lower score indicates better function
b A higher score indicates better function

* p < .05
** P < .01

*** P < .001.

foster homes were younger and had the best mean ADL,

mobility, and orientation scores.

*
***
***
***
***
*****
**

*****

***

Table 6.11 shows the comparison of the patients in the

two types of nursing homes. There were no statistical

differences between these patients on mean age, mean ADL

total score, and mean orientation score. Patients in the

Intermediate Care Facilities homes, however, had

significantly better mobility scores than did the

intermediate care level patients in the swing Facilities.
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Table 6.11. Comparison of Function between Patients in
Intermediate Care and Swing Facilities (N = 131)

ICF
Nursing
Homes

Swing
Nursing
Homes

Sign.
Probe
t-test

Mean age 79.26 80.23

Mean ADL 'scorea 14.43 14.45
Bathing 3.00 2.82 *Dressing 2.97 2.83 *Toileting 2.34 2.39
Transfer 1.89 1.99
continence 2.31 2.45
Feeding 1.89 1.97

Mean mobility scorea 6.31 6.89 *Walking 3.94 4.24
Going outside 2.37 2.65 *

Mean orientation scoreb 5.60 6.69

a A lower score indicates better function.
b A higher score indicates better function.
* p < .05

The age, ADL, mobility, and orientation items were used

in past research as criteria for matching patients ~rom one

setting with patients from another setting. This matching

procedure was done in order to control for variables, other

than placement setting, which might influence the dependent

variable, patient improvement over time. It is clear,

however, from tables 6.10 and 6.11 that the three placement

settings served patients with different means for these
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critical variables. This explains why the matching

procedures used in previous research restricted the sample

of research subjects: only a portion of patients in the

three settings overlapped in terms of their age and

disability scores. The present research allows the

inclusion of all 352 patients. Baseline differences in

these variables were controlled through use of multivariate

procedures, rather than matching, when testing outcomes

after six-months.

While the ADL and mobility total and item scores

provided continuous measures of function, they are not

easily translated in this form. Therefore, comparisons of

the distributions of ADL and mobility item scores of the

patients are displayed in tables 6.12 and 6.13.

Table 6.12 shows that greater proportions of the

nursing home patients were completely dependent in bathing,

dressing, toileting, and continence than were patients in

the two community settings. A greater proportion of the

NHWW/PCP patients was completely dependent in transfer.

Smaller proportions of foster care patients were completely

dependent in all of the items. Smaller proportions of the

nursing home patients were completely independent in all of

the items except going outside and walking. As indicated by

the astericks, the distribution of ADL and mobility scores

among the patients in the three settings were signific~ntly



Table 6.12. Comparison of Self-Care Abilities among Patients in NHWW/PCP,
Foster Homes, and Nursing Homes (N = 352)

Foster Homes Nursing HomesNHWW/PCP

1 2 3 1 2 3 1 2 3

Sign.
Probe

x2

Bathinga

Dressinga

toiletinga

Transfera

continencea

Feedinga

Going outsideb

2

4

11

20

31

32

18

21

15

49

51

19

33

13

59

63

22

11

32

17

51

9 38 91

15 32 91

24 86 28

28 106 2

43 46 49

61 62 15

17 44 77

1 15 115

1 16 114

12 58 61

12 112 7

19 39 73

43 52 36

15 28 88

***

***

***

***

***

*
*

WalkingC

1 2 3 456

6 4 12 28 19 14

1 2 3 4 5 6

19 6 25 61 21 7

1 2 3 4 5 6

10 1 14 53 39 14 *
a l=independent, 2=needs some assistance, 3=dependent.
b 1=3 or more days in 2 weeks, 2=1-2 days in 2 weeks, 3=less than biweekly.
c l=independent, 2=cane, 3=walker, 4=human assistance, 5=wheelchair, 6=bedbound

* P < .05
*** P < .001

N
N
0\
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different for all items except going outside, i.e., on

admission to their respective programs/facilities, similar

proportions went outside with similar frequency.

Table 6.13 compares the distribution of ADL and

mobility item scores between patients in the two nursing

home settings. Item score distributions were more similar

between these two groups of nursing home patients. A

greater proportion of patients in the Intermediate Care

Facilities, however, was c~mpletely dependent in bathing and

dressing than were patients in the Swing Facilities. On the

other hand, a smaller proportion of the Intermediate Care

Facility patients was confined to their residences prior to

entering this placement setting than were patients entering

Swing Facilities.

Tables 6.14 through 6.17, compare the prevelance of

diagnoses and medications by type, as well as the mean

number of different diagnoses and medications, for patients

in the research. Table 6.14 compares the diagnoses for

patients in the three settings: NHWW/PCP, foster homes, and

all nursing homes. Several differences were revealed.

Specifically, significantly more patients in nursing homes

had dementia, infections, skin problems, and were unable to

respond appropriately to questions. Significantly more

NHWW/PCP patients had vision or hearing problems, and

significantly more NHWW/PCP patients were disabled by



Table 6.13. Comparison of Self-Care Abilities between Patients in Intermediate
Care and Swing Facilities (N = 131)

Bathinga

Dressinga

Toiletinga

Transfera

continencea

Feedinga

Going outsideb

WalkingC

Intermediate Care Swing
Facilities Facilities

1 2 3 1 2 3

0 0 100 1 16 83

0 3 97 1 16 83

11 43 46 8 45 47

14 83 3 7 86 6

17 34 49 13 28 58

37 37 26 31 41 28

23 17 60 7 23 70

1 2 3 4 5 6 1 2 3 4 5 6

3 1 6 13 9 3 7 10 14 31 23 11

Sign.
Probe

x2

*
*

*

a l=independent, 2=needs some assistance, 3=dependent
b 1=3 or more days in 2 weeks, 2=1-2 days in 2 weeks, 3=less than biweekly.
c l=independent, 2=cane, 3=walker, 4=human assistance, 5=wheelchair,6=bedbound
* p < .05

N
N
0)
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osteoporosis, arthritis, rheumatism, and/or fractures.

There was no difference, however, between the mean number of

diagnoses of patients in the three settings.

Table 6.14. comparison of Diagnoses among Patients in
NHWW/PCP, Foster Homes, and Nursing Homes (N = 352)

Stroke
Heart disea~e .
Diabetes w/1nsul1n
Diabetes w/out

insulin
Dementia
Pulmonary disease
Cancer
Muscular/skeletal
Neurological dx
Mental retardation
Psychiatric/psycho-

logical disorder
Vision/hearing

impairment
Unresponsiveness
Malnutrition
Urinary/prostate
Gastrointestinal
Infection
Skin rash/decubitus

NHWW/
PCP
N(t)

28 (34)
56(67)
10(12)

15(18)
20(24)
15(18)
12(14)
43(52)
12(14)
1( 1)

9(11)

23(28)
4 ( 5)
9 (11)

18(22)
10(12)

2 ( 2)
4 ( 5)

Foster
Homes
N(t)

41 (30)
84(61)

8 ( 6)

17(12)
39(28)
35(25)
17(12)
52(38)
19(14)

6( 4)

17(12)

19(14)
10 ( 7)
30(22)
26(19)
23(17)

3 ( 2)
12 ( 9)

Nursing
Homes
N(t)

41(31)
73(56)

7 ( 5)

16(12)
59(45)
33(25)
24(18)
31(24)
18 (14)

3 ( 2)

14 (11)

14 (11)
30(23)
29(22)
30(23)
20 (15)
14(10)
22(17)

Sign.
Probe
x2 t-

test

**

***

**
***

*
*

Mean number of
diagnoses

* p < .05
** P < .01

*** P < .001

3.48 3.23 3.47

As shown in Table 6.15, patients in the three settings

also differed in the types of medications they were
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prescribed. Specifically, signicantly more NHWW/PCP

patients were taking heart medications and medications for

osteoporosis, arthritis, gout, and fractures (primarily,

pain medications and anti-inflamatories). Significantly

more nursing home patients were prescribed psychotropic

Table 6.15. comparison of Medications among Patients in
NHWW/PCP, Foster Homes, and Nursing Homes (N = 352)

Heart medications
Diuretics
Insulin injections
Oral insulin
Dementia medications
Pulmonary medications
Cancer medications
Pain and anti-inflama-

tories for musc/skel
Neurological meds
Psychotropics, tran-

quilizers, etc.
Eye or ear drops
Vitamins
Urinary/prostrate meds
Gastrointestinal meds
Laxatives
Antibiotics
Other pain medications
Skin creams and meds

NHWW/
PCP
N(%)

55(66)
27 (33)
10(12)

7 ( 8)
2 ( 2)
8 (10)
o --

22(27)
3 ( 3)

40(48)
6 ( 7)

18(22)
33(40)
16(19)
32(39)

5 ( 6)

Foster
Homes
N(%)

75(54)
30(22)

7 ( 5)
10 ( 7)

4 ( 3)
23(17)

4 ( 3)

15(11)
15(11)

46(33)
7 ( 5)

59(43)
3 ( 2)

23(17)
47 (34)
23(17)
35(25)

7 ( 5)

Nursing
Homes
N(%)

62(47)
28 (21)

7 ( 5)
9 ( 7)
1( 1)

23(18)
7 ( 5)

1~(1~l

58(44)
5 ( 4)

81(62)
7 ( 5)

24(18)
71(54)
38(29)
43(33)
21(16)

Sign.
Probe

x2 t
test

*

***

*
***

**
*

**
Mean number of

medications

* p < .05
** P < .01

*** P < .001

3.84 3.28 3.78 **
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drugs, vitamins, laxatives, antibiotics, and skin creams.

Patients in foster care were taking significantly fewer

types of medications than patients in the other two

settings.

Comparing the patients in the two types of nursing

homes, table 6.16 shows that significantly more patients in

Table 6.16. comparison of Diagnoses between Patients in
Intermediate Care and Swing Facilities (N - 131)

ICF Swing Sign.
Nursing Nursing Probe

Homes Homes
N(%) N(%) x2 t-test

Stroke 15(43) 25 (26) *Heart disease 20(57) 53(55)
Diabetes with insulin 1 ( 3) 5 ( 5)
Diabetes w/out insulin 4 (11) 12(13)
Dementia 17(49) 42(44)
Pulmonary disease 8(23) 40(27)
Cancer 3 ( 9) 21(22) *Muscular/skeletal 9(26) 22(23)
Neurological disease 6(17) 12 (13)
Mental retardation 2(6) o -- **Psychiatric/psycho-

logical disorder 6 (17) 8 ( 8) *Vision/hearing
impairment 1 ( 3) 13(14) *Unresponsiveness 17(49) 27(28) **Malnutrition 9 (26) 20 (21)

Urinary/prostate 6(17) 24(25)
Gastrointestinal 5(14) 15(16)
Infection 2 ( 6) 10 (10) *Skin rash/decubitus 4 (11) 18 (19) *
Mean number of

diagnoses 3.40 3.50

* P < .05
** P < .01
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the Intermediate Care Facilities had strokes, were mentally

retarded, had psychiatric or psychological diagnoses, and

were unable to respond appropriately. Significantly more

patients in the Swing Facilities had cancer and had vision

and/or hearing impairments.

As shown in table 6.17, patients in the Intermediate

Care Facilities were also more likely to be taking drugs for

Table 6.17. Comparison of Medications between Patients in
Intermediate Care and Swing Facilities (N = 131)

Heart medications
Diuretics
Insulin injections
Oral insulin
Dementia medications
Pulmonary medications
Cancer medications
Pain and anti-inflama-

tories for musciskel
Neurological meds
Psychotropics, tran-

quilizers, etc.
Eye or ear drops
Vitamins
Urinary/prostate meds
Gastrointestinal meds
Laxatives
Antibiotics
Other pain medications
Skin creams and meds.
Mean number of

medications

* p < .05·

ICF
Nursing

Homes
N(%)

14(43)
8(23)
1( 3)
3 ( 9)
1 ( 3)
7 (20)
2 ( 6)

5(14)
5(14)

15(43)
1( 3)

22(63)
1( 3)
2 ( 6)

19(54)
8(23)

10(29)
4 (11)

3.83

swing
Nursing

Homes
N(%)

47(49)
19 (20)

6 ( 6)
6( 6)
o --

16(17)
4 ( 4)

4 ( 4)
13(14)

42(44)
4 ( 4)

59 (61)
6( 6)

21 (22)
52 (54)
10 (31)
33 (34)
17 (18)

4.03

Sign·
Probe

x2 t-test

*

*
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osteoporosis, arthritis, rheumatism, and gout, and less

likely to be taki~g medications for gastointestinal

disorders, than were the patients in the Swing Facilities.

Tables 6.18 and 6.19 display the social characteristics

of the patients in the research, including: sex, ethnicity,

prior living arrangements, marital status, and existance of

family on Oahu. Table 6.18 compares these characteristics

for patients in the three settings (NHWW/PCP, foster homes,

and all nursing homes) while table 6.19 compares these data

for the patients in the two types of nursing homes·

As shown in Table 6.18, the patients in the three

settings differed dramatically from each other on these

social characteristics. Specifically, NHWW/PCP patients

were more likely to be female, Japanese, and widowed than

were patients in the other two settings. NHWW/PCP patients

were more likely to have children on Oahu with whom they had

been living prior to receiving NHWW/PCP services. Patients

in foster care were more likely to be Caucasian or Filipino.

They were more likely to be single, have limited family on

Oahu, and to have lived alone prior to entering a foster

home. They were most likely to not have any family involved

in their decision to enter foster care and they had the

largest proportion of private paying patients. Patients in

the two kinds of nursing homes were primarily caucasian,

were widowed, and had lived with family prior to entering

the nursing home.
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Table 6.18. Comparison of Social Characteristics of Patients
in NHWW/PCP, Foster Homes, and Nursing Homes (N = 352)

NHWW/ Foster Nursing Sign.
PCP Homes Homes Probe
N(%) N(%) N(%) x2

Sex Male 15(18) 66(48) 50 (38)
Female 68(82) 72(52) 81(62) ***

Ethnicity Hawaiian 11(13) 15(11) 14(11)
Caucasian 14(17) 48(35) 52(40)
Japanese 15(43) 12 ( 9) 28 (21)
Chinese 5 ( 6) 14(10) 14 (11)
Filipino 11(13) 40(29) 18 (14)
Other 7 ( 8) 8 ( 6) 4 ( 3) ***

Lived Alone 12(14) 52(38) 23(18)
W/family 64(77) 22(16) 54 (41)
W/others 5( 6) 17(12) 16(12)
Institution 3( 3) 47(34) 38(29) ***

Marital Single 5 ( 6) 40(29) 21(16)
Married 16(19) 10( 7) 17(13)
Divorced 10(12) 35(25) 29(22)
Widowed 53(63) 54(39) 64(49) ***

Family Spouse 4 ( 5) o -- 7 ( 5)
Sp & ch 13(16) 10( 7) 12 ( 9)
Children 57(69) 51(37) 79 (60)
Other rels 5 ( 6) 51(37) 25(19)
None 5 ( 6) 26(19) 9 ( 7) ***

Medicaid 83(100) 99 (72) 103(79) ***

*** P < .001

Table 6.19 compares the same information for the

patients in the two types of nursing homes. The patients in

the two kinds of nursing homes were similar in sex, prior

living arrangements, and marital status. They differed on
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only three of the social characteristics shown in table

6.19. Specifically, the patients in the Swing Facilities

were more

Table 6.19. comparison of Social Characteristics of Pa-
tients in Intermediate Care and Swing Facilities (N = 131)

ICF Swing Sign.
Nursing Nursing Probe

Homes Homes
N(%) N(%) x2

Sex Male 14(40) 36(37)
Female 21(60) 61(63)

Ethnicity Hawaiian 4 (11) 11(11)
Caucasian 6(17) 47(49)
Japanese 11(31) 16(17)
Chinese 3 ( 9) 11 (11)
Filipino 9 (26) 9 ( 9)
Other 2 ( 6) 3 ( 3) **

Lived Alone 6 (17) 47(49)
W/family 10(29) 44(46)
W/others ·8(23) 8 ( 8)
Institution 11 (31) 27(28)

Marital Single 8(23) 13 (14)
Married 3 ( 9) 17 (18)
Divorced 6(17) 21(22)
Widowed 18(51) 44(46)

Family Spouse 1 ( 3) 6 ( 6)
Sp & ch 2 ( 6) 10(10)
Children 20 (56) 59(61)
Other rels 3 ( 9) 22(23)
None 9 (26) o -- ***

Medicaid 33(93) 70(73) ***

** P < .01
*** P < .001
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likely to be Caucasian while more patients in the

Intermediate Care Facilities were Japanese. Second, the

patients in the swing Facilities were more likely to have

some kind of family on Oahu while a significantly greater

proportion of the patients in the Intermediate Care

Facilities had no family on Oahu. Finally, the Intermediate

Care Facility had a greater proportion of patients on

Medicaid than did the Swing Facilities.

Tables 6.20 and 6.21 display the patient and family

attitudes toward placement. The attitude ratings were given

by the medical social workers assigned to the patient and

family prior to the patients admission to one of the

settings in this study. These ratings were taken after the

choice of placement setting had been made and the transfer

arrangements were underway. Thus, these rating refer to the

specific placement setting to which the patient was

admitted.

Table 6.20 compares the attitudes toward placement of

patients in NHWW/PCP, foster homes, and nursing homes. It

shows that prior to being admitted to NHWW/PCP, most (87%)

of the patients in NHWW/PCP viewed that placement option as

positive. A small percentage (12%) has no opinion about

this placement (they were comotose or too confused to give
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an opinion). None of the NHWW/PCP patients had negative

pre-admission attitudes.

About half of the patients who entered foster homes had

positive preadmission attitudes toward foster care, while

38t were resigned toward this placement and 12% had no

opinion. No patients who entered foster care had negative

attitudes toward it. This is because a positive, or at

least a resigned, attitude toward foster care is one of the

criteria for admission.

Table 6.20. Patient and Family Attitudes toward Placement
in NHWW/PCP, Foster Homes, and Nursing Homes (N = 352)

NHWW/ Foster Nursing Sign.
PCP Homes Homes Probe
N(t) N(t) N(t) x2

Patient attitude to
placement:

None 10(12) 17(12) 17 (31)
Negative o -- o -- 41 (31)
Resigned 1( 1) 52(38) 36(26)
positive 72(87) 69(50) 16(12) ***

Family attitute to
placement:

None 6 ( 6) 46(33) 8 ( 6)
Negative o -- o -- 7 ( 5)
Resigned 11(13) 12 ( 9) 16(12)
positive 67 (81) 80(58) 100 (77) ***

*** P < .001

Almost one-third of the patients entering nursing homes

had no attitude toward this placement: they were either
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comotose or too confused or unresponsive to express an

opinion. Another 31% had negative attitudes toward this

placement and 26% were resigned toward this placement. Only

12% had positive attitudes toward entering nursing homes.

Family attitudes toward the pending placement of their

disabled relative also differed among the three placements.

Specifically, most of the families of patients entering

NHWW/PCP were positive about this placement option. This-is

not a surprising finding because in the NHWW/PCP program,

most patients live at with their families who provide the

24-hour supervision they need. Similarly, most of the

families of patients entering nursing homes were positive

toward this placement. While the majority of families of

patients entering foster homes were positive toward this

placement, almost one-third of the families had no opinion

toward placement, e.g., there were no family members on Oahu

(about 19%), there were family members but they were not

involved in the decision (about 9%), or there were family

members who felt it was up to the patient to decide and

would support whatever the' patient wanted (about 5%).

Table 6.21 compares the patient and family attitudes

toward placement between patients entering the two types of

nursing homes: Intermediate Care Facilities and swing

Facilities. The distributions of the attitudes of patients

and families did not differ between these two types of
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facilities. For the most part, families were positive

toward this placement while few patients were positive

toward this placement.·

Table 6.21. Patient and Family Attitudes toward Placement
in Intermediate Care and swing Facilities (N = 131)

Patient attitude to
placement

None
Negative
Resigned
Positive

Family attitude to
placement

None
Negative
Resigned
Positive

ICF
Nursing

N(%)

14 (40)
8(23)
8(23)
5(14)

3 ( 9)
4 (11)
4 (11)

24(69)

Summary

Swing
Nursing

N(%)

26(27)
33(34)
25 (26)
12 (13)

5 ( 5)
4 ( 4)

10 (10)
78 (81)

Sign.
Probe
x2

These data provide insight into the kinds of patients

that the three settings--NHWW/PCP, foster homes, and nursing

homes--attracted and served. From the comparisons of the
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descriptive data on the patients and their placement

settings, some preliminary conclusions can be drawn.

It appears that, as a group, '''the foster care program

attracted and served intermediate care patients who were the

least physically and mentally disabled. This finding was

supported by the patient characteristics, and by the

placement setting characteristics which showed that the

foster care program was the least able to manage complicated

medical procedures and conditions, and was least tolerant of

patient disability. On the positive side, foster homes

allowed a lot of freedom in lifestyle and had a relatively

high tolerance for patient behaviors. This also may reflect

the Community Care Programs emphasis on patient

rehabilitation. Payments to foster caregivers do not

decrease if their patients improves in self care skills;

thus, there is no disincentive to rehabilitate patients. In

addition, foster homes attracted patients with limited

family support which made them, perhaps, more at-risk of

institutionalization at younger ages and lower levels of

disability, than the patients served by the other settings.

Patients in the NHWW/PCP program had extensive family

support. They were more similar to patients in nursing

homes in physical disability (their mobility score is equal

to that of nursing home patients in Intermediate Care

Facilities). The NHWW/PCP patients, however, were
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significantly more oriented than nursing home patients. In

addition, the disabling diagnoses of NHWW/PCP patients were

different than the disabling diagnoses of nursing home

patients. NHWW/PCP patients were more likely to be disabled

by diagnoses that limited physical strength and mobility

(bone, vision, and hearing problems) while nursing home

patients were more likely to be disabled by diagnoses that

impaired mental function, ability to respond appropriately,

and terminal illnesses such as cancer.

NHWW/PCP was also most tolerant of patient behaviors

and lifestyle. After all, these patients were living in

their own homes and NHWW/PCP was "invited-in" to provide

long term care services. According to NHWW/PCP managers,

these patients are free to do whatever they want, as long as

the services can be provided without endangering the service

workers. In addition, NHWW/PCP can mange most patients

conditions, disabilities, and treatment regimes, as long as

the cost of needed services does not exceed the cost of

institutional care for the patients. NHWW/PCP was more

expensive than foster care but less expensive than nursing

home care.

Between the two types of nursing homes, patients who

entered the Intermediate Care Facilities were a little less

physically disabled than nursing home patients in the Swing

Facilities. The Intermediate Care Facilities had greater
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proportions of the intermediate care patients with stroke,

mental retardation, psychiatric and psychological diagnoses,

and patients who were unable to respond appropriately. The

Swing Facilities had greater proportions of the intermediate

care patients with infections, skin problems, and cancer.

The placement setting characteristics also supported

the conclusion that Swing Facilities cared for more

medically disabled patients. The swing Facilities were

better able to provide a variety of skilled nursing

procedures to intermediate care patients if needed, they

were slightly more tolerant of patient disability, and they

had more restrictive rules affecting the lifestyle of their

patients. Both types of nursing homes were more expensive

than the two community settings, with the Swing Facilities

being the most costly of all.

It is worth noting that the foster homes and

Intermediate Care Facilities had similarly less ability to

manage patient conditions and treatment regimes, While

NHWW/PCP and the swing Facilities had similarly greater

ability. This can be explained in part by the fact that the

foster care program and the Intermediate Care Facilities

only serve intermediate level patients. The NHWW/PCP and

swing Facilities served skilled patients as well as

intermediate care patients. While the 352 patients in this

study were all intermediate level patients, the reports from
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the programs on their capacities reflected their abilities

to serve all their patients.

The implication for intermediate level patients is as

follows. For those in NHWW/PCP and Swing Facilities, a

temporary need for a skilled nursing service can be managed

without transferring a patient to an acute hospital or

Skilled Nursing Facility. For patients in foster care and

Intermediate Care Facilities, a temporary need for a skilled

nursing service may not be manageable, necessitating that

the patient be transferred to another facility. It appears

that program managers consider, prior to patient admssion,

the potential of each patient to develop a medical or

skilled nursing need that cannot be met by the program.

This was reflected in the types of intermediate care

patients served by the three settings.

The attitudes of the patients and their families toward

entering the chosen setting also differed. Patients

.entering nursing homes were most likely to be apathetic or

to feel negatively toward the setting. In contrast, no

patients entering foster care or NHWW/PCP felt negative

toward this type of care. For the foster care program, a

non-negative attitude is a requirement for admission.

Program managers will not consider accepting a patient for

whom there is little chance for a positive adjustment for

both patient and foster family. About a third of foster
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care patients were reported to be "resigned" to entering a

foster home, which usually meant that they would give it a

try in order to avoid entering a .nursing home. Similarly,

patients wno were negative about receiving services in their

own homes were not accepted into NHWW/PCP. Most NHWW/PCP

had positive preadmission attitudes.

Of all patients, those entering foster care were most

likely to have families who were apathetic toward choice of

setting. Patients with negative families were not accepted

into either community program. The majority of families

were positive about the setting their elder was to enter,

which raises an interesting question about the influence of

family attitude on a patient's future.

In addition, the proportion of patients eligible for

Medicaid reimbursement of care differed among the settings.

More patients entering swing Facilities and the foster care

program paid privately for their care, compared to patients

in the other two settings. For NHWW/PCP patients, their

Medicaid eligibility was a prerequisite for program

admission. For the patients in the other settings,

financial status may be associated with choosing between

nursing home and foster care.

From the data in this chapter, it appears that the

three placement settings have varying capacities to serve

patients in need of intermediate care, and that this fact is
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reflected in the types of patients accepted into the three

placement settings. This finding supports the first

hypothesis of this dissertation. To determine the relative

strengths of these differences in influencing patients to

choose a particular setting, the study variables were

further examined using logistic regression. The results are

presented in the next chapter.



246

CHAPTER VII

FINDINGS: VAlUABLES ASSOCIATED WITH PLACEMENT

Introduction

This chapter presents the findings of the logistic

regression analysis of the variables associated with

residing in the three placement settings. A two-step

procedure was used. First, all variables that correlated

significantly with the indictor variable for each placement

setting were tested in a stepwise logistic regression

equation. Those dependent variables still significant were

tested in a full logistic regression model. The

correlational analyses and the full logistic regression

models are displayed in this chapter. A summary of the

findings is included.
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Findings

The bivariate relationships between the dichotomous

placement setting variables and the other research variables

were examined through correlational analysis. Variables

which correlated significantly with the placement settings

were identified: these variables were then tested further

using multivariate techniques. Thus, correlational analysis

had two functions: 1) it provided clues as to which

variables were associated with each placemen~ setting, and

2) it was useful in selecting which variables, of the many

included in this research, to included in the multivariate

procedures. This second use of correlational analysis is a

form of data reduction.

The statistic used to determine correlational

significance is called the Pearson's coefficient, or

Pearson's r. The Pearson's r is always expressed as a

fraction within a range of -1 (a total but inverse

relationship between the variables), through 0 (no

relationship between the variables), to +1 (a total and

direct relationship between the variables). The farther

away from zero, the greater the association between the

variables. The significance of the association is dependent

on the value and the size of the population sample. The
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bigger the sample, the smaller the critical value for

significance of the Pearson's r. In this analysis, with a

sample size of 352, the critical values for a one-tailed

test of significance were ±.088 at the p = .05, ±.105 at the

p = .01, and ±.138 at the p = .001 level. The Pearson's r

only indicates that a relationship exists between the

variables, however: it does not indicate causality (that one

variable leads to another).

The values, direction of the association, and the level

of significance of the Pearson's coefficients for the

bivariate relationships of the research variables are

displayed in table 7.1.

The results obtained through this analysis confirmed

those obtained through the analyses presented in Chapter VI.

For example, the correlations suggest that NHWW/PCP patients

are likely to be female, Japanese, not Caucasian, widowed,

living with family prior to admission to NHWW/PCP, and

positive toward NHWW/PCP care. They were likely to have

muscular/skeletal diagnoses and vision/hearing loss and they

were unlikely to have skin problems, dementia, or a

nutritional deficiency. Patients in foster care were likely

to be oriented, relatively skilled in all ADL and mobility

items, male, Filipino, not Japanese, single, not have

immediate family on Oahu, and living alone prior to

admission to foster care. Patients in nursing home were
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Table 7.1. Pearson's Coefficients of Association Between
Placement settings and other study Variables (N=352)

NHWW/
PCP

Foster
Homes

Nursing
Homes

Age .077 -.147*** .073

Orientation score .067 .183*** -.235***

Total ADL score -.045 -.224*** .266***
Bathing -.034 -.195*** .224***
Dressing .009 -.216*** .217***
Toileting -.046 -.189*** .233***
Transfer .026 -.158*** .136**
continence -.115** -.128** .224***
Feeding .014 -.152*** .148***

Total mobility score .051 -.183*** .145**
Walking .085 -.207*** .135**
Going outside .050 -.037 .093*

Female .235*** -.178*** -.016

Race: Hawaiian .022 -.029 -.008
Caucasian -.178*** .033 .125**
Japanese .285*** -.232*** -.010
Chinese -.062 .027 .016
Filipino -.095* .195*** -.111**

Lived: Alone -.127** .247*** -.135**
W/family .424*** -.388*** .028
W/nonfamily -.099* .027 .041
Institution -.282*** .172** .074

Marital: Single -.175*** .209*** -.056
Married .096* -.135** .056
Divorced -.109** .081 .015
Widowed .161*** -.139*** -.006

Immediate family
on Oahu .258*** -.361*** .149***
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Table 7.1 (continued) Pearson's Coefficients of Association
Between Placement Settings and other Study Variables
(N=352)

NHWW/ Foster Nursing
PCP Homes Homes

Medicaid .284*** -.171*** -.079

Patient Attitude:
None -.120** -.130** .238***
Negative -.198*** -.294*** .471***
Resigned -.295*** .246*** .011
Positive .480*** .083 -.508***

Family Attitude:
None -.154*** .355*** -.222***
Negative -.079 .114** .185***
Resigned .040 -.042 .010
positive .128** -.223*** .111*

Diagnoses
Stroke .034 -.033 -.005
Heart disease .091 .005 -.077
Diabetes w/insulin .118** -.033 -.068

w/o insulin .075 -.031 -.032
Dementia -.138*** -.084 .195***
Pulmonary disease -.067 .026 .035
Cancer .002 -.074 .075
Muscular/skeletal .191*** .033 -.195***
Neurological .011 .005 -.012
Mental retardation -.039 .072 -:038
Psychiatric/

psychological -.007 .024 -.016
Vision/hearing Loss .165*** -.039 -.117**
Unresponsiveness -.046 -.247*** .278***
Malnutrition -.130** .062 .053
Urinary/prostate -.004 -.043 .035
Gastointestinal -.040 .034 .003
Infection -.060 -.101* .155***
Skin rash/

decubitus -.105** -.054 .149***
Total number .036 -.075 .042
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Table 7.1 (continued). Pearson's Coefficients of Association
Between Placement settings and Other study Variables
(N=352)

NHWW/
PCP

Foster
Homes

Nursing
Homes

Medications
Heart meds .139*** -.003 -.112**
Diurectic .108** -.029 .061
Insulin injections .118** -.055 -.045
Oral insulin .024 -.004 -.015
Dementia meds .018 .052 -.067
Pulmonary meds -.089* .039 .041
Cancer meds -.094* .003 .081
Pain and anti-inflama-

tories .238*** -.059 -.147***
Neurological meds -.049 -.013 .058
Psychotropics and

tranquilizers -.113** -.038 .140***
Eye or ear drops -.043 -.045 -.006
Vitamins -.029 -.128** .161***
Urinary/prostate .073 .091* .029
Gastrointestinal .049 -.022 -.018
Laxatives .033 -.136** .171***
Antibiotics -.043 -.104* .131***
Other pain meds .092* -.102* .026
Skin meds/creams -.062 -.118** .176***
Total number .061 -.180*** .138***

* P < .05
** P < .01

*** P < .001
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likely to be disoriented, relatively unskilled in all ADL

and mobility items, and Caucasian. They were likely to have

pulmonary disease, infections, and skin problems, and they

were likely to be nonresponsive upon admission to nursing

homes.

The dependent variables which had significant bivariate

relationships with each of the placement settings were

explored further through the use of logistic regression, a

multivariate techn~que. MUltivariate analysis is useful

,because often more than two variables are related to each

other at a time. For example, in the above data, several

variables related to nursing home placement may also be

related to each other, such as: 1) the patient is

nonresponsive, 2) the patient has a diagnosis of dementia,

3) the patient has a low orientation score, and 4) the

patient is apathetic toward his pending placement. A

patient with dementia would also have a low orientation

score and may also be unresponsive and, thus, may be

apathetic or unable to express an opinion about his future

placement setting.

Multivariate techniques can help sort out the

independent impact of variables that mayor may not be

related to each other as well as to the dependent variable.

In-this research, all of the variables which correlated
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significantly with the dependent variables (the three place

ment settings) were included in multivariate analyses.

The form of multivariate analysis used to further test

the determinants of placement was logistic regression. As

in any regression procedure, logistic regression examines

the effect of a number of independent (or predictor)

variables on a dependent variable. Logistic regression is

the recommended procedure when the dependent variable is

bipolar (as in this case where the dependent variables are

coded 1 = one particular placement setting, 0 = any other

placement setting) and the independent variables are both

continuous and bipolar (Walker & Duncan, 1967). In

addition, the logistic regression model is recommended over

the linear discriminant model as it has fewer assumptions of

normality (Press & Wilson, 1978). The LOGIST procedure in

SAS was used (Harrell, 1983).

Because a large number of independent variables

significantly correlated with each of the three placement

settings, the logistic regression analysis was performed in

two steps. First, all of the significant variables were

entered into a stepwise logistic regression analysis, in

which the independent variables are entered into the

calculations one by one. The first variable entered is the

one with the largest "Q statistic" (Harrell, 1983). The

maximum likelihood estimates (MLE) are computed for the
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remaininq variables not in the model and the one with the

larqest "Q-statistic" is entered and the process continues.

Accordinq to specifications of this author, each variable

must make a contribution to the model which is significant

at the .10 level in order to remain in the model.

Variables found to be significant through the stepwise

procedure were then entered into a full (non-stepwise)

logistic regression procedure to test their effects on the

independent variable. Although stepwise regression is a

rather controversial procedure (Tabachnick & Fidell, 1983),

it is useful in examining a large number of variables and in

further reducing the number of variables to be entered into

the full regression equation, as done in this dissertation.

The three placement settinqs were analyzed separately.

The results of the full logistic regression procedures are

displayed in tables 7.2 through 7.4. Included in the tables

are the variable names, their standardized regression

coefficients (betas), the standard error of the reqression

coefficients; the maximum likelihood estimate chi-square for

each variable; and the signigicance probability of each chi

square. In SAS, the predictive ability of the model is

assessed by counting "the number of pairs in which the

predicted probabilities are concordant with t.~e dependent

variable values. This fraction of concordant pairs of

observations is printed and denoted by "c" (Harrell, 1983,

p. 184).
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As shown in table 7.2, ten of the variables which

correlated significantly with use of NHWW/PCP services were

found to be significant and independent predictors of the

Table 7.2. Logistic Regression Coefficients of Association
Between Receiving NHWW/PCP Services and Selected Variables

Independent
Variable

Beta Standard
Error

Chi
Square

p

Intercept 0.893 0.400 4.98 0.026

Japanese 1.072 0.389 7.57 0.006

Caucasian -0.680 0.400 2.88 0.090

Male -1.198 0.382 9.84 0.002

Previously:
Lived alone -1.156 0.396 8.51 0.004

Institution-
alized -3.325 0.769 18.69 0.001

Diagnosis:
Malnutrition -0.930 0.468 3.95 0.047

Vision/hearing
impairment 0.924 0.410 5.08 0.024

Dementia -0.601 0.354 2.88 0.090

Medications:
Musc/skel 1.372 0.422 10.57 0.001

Heart 0.919 0.339 7.37 0.007

C = 0.868
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use of NHWW/PCP services. These calculations suggest the

following situation. compared to patients entering foster

homes and nursing homes, patients using NHWW/PCP services

were likely to be Japanese and not caucasian: to be female:

to have not lived alone or in an institution prior to

admission into NHWW/PCP: to not have dementia or a nutri

tional deficiency: to have vision and hearing impairments:

to have muscular/skeletal diagnoses; and to be taking medi

cations for muscular/skeletal diagnoses: and to be taking

medications for heart disease. (Medicaid eligibility was

not entered as it is required for all NHWW/PCP patients.)

This model correctly reclassified 86.8% of the cases.

As shown in table 7.3, nine of the variables that

correlated significantly with foster family placement were

found to be significant and independent predictors of

entering a foster home. These calculations lead us to

propose the following statement. compared to patients

entering nursing homes and NHWW/PCP, patients who entered

foster homes were likely to be ambulatory: to be Filipino

and not Japanese: to have no immediate family members on

Oahu: to not have lived with family prior to the hospitali

zation preceeding this placement into foster care: to have

relatives who were apathetic about the patient entering

foster care: to be "responsive" to stimulus (rather than

comotose or otherwise nonresponsive); to pay privately for
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Table 7.3. Logistic Regression Coefficients of Association
Between Entering Foster Care and Selected Variables

Independent Beta Standard Chi- p
Variables Error Square

Intercept 1.907 0.606 9.90 0.002

Walking -0.207 0.109 3.64 0.057

Japanese -0.979 0.415 5.58 0.018

Filipino 0.882 0.355 6.17 0.013

Immediate
family here -0.765 0.297 6.62 0.010

Lived before
with family -0.981 0.286 11.78 0.001

Family apathetic
re placement 1.101 0.400 7.58 0.006

Medicaid -0.676 0.333 4.11 0.043

Nonresponsive -1.517 0.418 13.19 0.001

Number of
medications -0.202 0.084 5.75 0.017.

C - 0.844

care (non-Medicaid); and to be taking relatively few

different kinds of medications. This model correctly

reclassified 84.4% of the cases.

As shown in table 7.4, eight of the variables which

correlated significantly with nursing home placement were

found to be significant and independent predictors of
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nursing home placement. These calculations suggest the

following statement. Compared to patients who entered

foster homes or NHWW/PCP, patients who entered nursing homes

were likely to have relatively poor ADL scores; to be

Table 7.4. Logistic Regression Coefficients of Association
between Entering a Nursing Home and Selected Variables

Independent
Variables

Beta Standard
Error

Chi
Square

p

Intercept -3.682 0.878 17.58 0.001

continence 0.537 0.252 4.56 0.0327

ADL (on adm.) 0.254 0.077 10.99 0.001

Caucasian 0.793 0.272 8.49 0.004

Family apathetic
re: placement -1.548 0.445 12.10 0.001

Diagnosis:
Musc/skel -1.011 0.277 13.28 0.001

Nonresponsive 1.182 0.325 13.20 0.001

Infection 1.215 0.625 3.77 0.052

Number of
medications 0.163 0.073 5.01 0.025

C = 0.784
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incontinent; to be Caucasian; to have relatives who are not

apathetic concerning placement decis~ons~ to have

infections~ to be nonresponsive to stimulus (or comotose)~

to not have muscular/skeletal problems~ and to be taking

several different kinds of medications. This model has the

least predictive power of the three, classifyinq correctly

only 78.4% of the cases.

Summary

Loqistic regression was employed to identify the

variables that were associated with resid~g~n each of the

three settings. To this end, all of the study variables

which correlated significantly with each of the three

placement settinqs were tested through regression analyses.

The three models were quite efficient, and were found to

correctly reclassify between 78% and 87% of the cases.

The results of these analyses confirmed the findinqs

from the previous chapter and supported the first hypothesis

of this dissertation--that the three settings serve

different subgroups of the intermediate care population. It

added to our knowledge, as well, by identifyinq the relative
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importance of the many variables which influenced choice of

placement settings.

For example, the three variables most strongly

associated with receiving NHWW/PCP services were: not being

previously institutionalized: having a muscular/skeletal

disorder: being female. The three variables most strongly

associated with entering foster care were: not being

nonresponsive: not living with family prior to entering

foster care (having lived instead either alone or in an

institution): and having family apathetic about the patient

entering foster care or not involved in the patient's 0

decision. The three variables most strongly associated with

entering a nursing home were: being nonresponsive: not

having a muscular/skeletal disorder: and having family

involved in patient rl~cision-making concerning placement.

This analysis confirmed the importance of family

opinion in a patient's choice of placement setting.

Families must be very commited to home care to have patients

admitted to NHWW/PCP and they are likely to be involved with

patients entering nursing homes. But, this research

suggests that families, for whatever reason, are not

involved with patients entering foster care. It may be that

families may not prefer foster care over nursing home care

if they have been caring for the patient and new feel a need

to place the patient elsewhere. In this case, they may feel
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less guilty about nursing home placement than having another

family provide care. Thus, if foster care is to be expanded

to patients with involved family, program managers may

benefit from focusing educational efforts toward families of

long term care patients.

Related to family involvement in decision-making is a

patient's previous living arrangements. For example, not

having been institutionalized was strongly associated with

receiving NHWW/PCP services. Conversely, not having lived

with family prior to this placement decision was associated

with entering foster care. This suggests that families

commited to providing home care may continue to do so

without services. Patients entering foster care were likely

to have no family or to have family who had already "given

up" providing home care.

It is interesting that some of the variables were

significant predictors for more than one placement setting.

For example, being Japanese was associated with entering

NHWW/PCP and with not entering foster care. Being Caucasian

was associated with entering a nursing home and not entering

NHWW/PCP. These findings concerning ethnicity and choice of

placement may be somewhat biased given that all of the

patient in this research who entered nursing homes were

discharged from the Queen's Medical Center. While Queen's

serves patients of all ethnicities, many Japanese elders
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prefer to receive medical care through the Kuakini Medical

center. Kuakini is within one mile of Queen's but has more

staff who speak Japanese. Thus, Japanese elders entering

nursing homes may be underrepresented in this research

sample. This same bias was not present in the NHWW/PCP

sample, which contained all elderly patients served by this

program. The predominance of Japanese elders in NHWW/PCP

may reflect the extensive family ties of most Japanese in

Hawaii. Due to the different in-migration patterns of the

ethic groups, caucasians and Filipino elders have less

family on Oahu compared to Japanese elders.

Taking relatively few medi~ations and being responsive

were associated with entering foster care while taking

several medications and being nonresponsive were associated

with entering a nursing home. This finding implies that
'Cv

patients entering nursing homes were sicker and less able to

function in a home situation compared to patients entering

foster care. It also reflects the different abilities of

these two settings to manage medical conditions and treat

ments of patients. Nonresponsive patients are difficult for

foster families because the goal of the foster care program

is to help create a patient/family bond. The quality of

foster care improves with the strength of the bond,

according to program managers. This bond is less likely to

develop between caregivers and nonresponsive patients.
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Having a muscular/skeletal disorder was associated with

receiving NHWW/PCP services while not having a muscular/

skeletal disorder was associated with entering a nursing

home. This finding may suggest that elders in NHWW/PCP who

were severely disabled by muscular/skeletal problems did not

have complicating diagnoses impairing their cognitive

functioning or requiring skilled nursing procedures. This

is not to say that muscular/skeletal problems and other

diagnoses (such as dementia, infections, cancer, and

pUlmonary disease) are mutually exclusive, or that patients

in nursing homes did not have muscular/skeletal problems. A

patient whose most pressing problem is muscular/skeletal,

however, may be easier to care for in a home setting than

one who has other diagnoses. This hypothesis could be

tested in future studies if an indicator of severity of

diagnosis, as well as patterns of diagnoses occurring

together, were included in the data collection.

The findings from this analysis are useful in that they

make explicit the selection tendencies of the different

settings. For example, hospital discharge planners can use

this information to better direct patients to the settings

most likely to accommodate them. Based on these findings,

they should not expect an alert, Japanese widow, who has

been living with her children but is now hospitalized for a

hip fracture, to enter foster care. On the other hand, ~hey
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should not be surprised if a nonresponsive, incontinent

patient with cancer, a complicating infection, and lots of

medications enters a nursing home. At the same time, these

findings reveal which patients are not yet managed in the

community settings. In other words, the two community

program studied here appear unable to manage several kinds

of patients even though they are able to substitute for the

nursing home placement of some elders. Nursing home care

appears to be necessary for a portion of the long term care

population and new facilities may have to be constructed to

meet growing needs for skilled care, especially of

terminally ill and nonresponsive patients.

The next chapter explores the relative importance of

the study variables associated with patient outcomes. Of

particular interest is the role of the three placement

settings.
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CHAPTER VIII

FINDINGS: VARIABLES ASSOCIATED WITH OUTCOMES

Introduction

six ~easures of outcome were examined in this study.

They were: 1) length of stay of the patient in the setting,

up to six months; 2) discharge status (discharged improved,

deteriorated, or expired) if the patient left the placement

during the six month study period; 3) Activities of Daily

Living (ADL) score after six months in placement; 4)

mobility score after six months in placement; 5) patient

well-being score as reported by the patient; and 6) patient

well-being as reported by the caregiver after six months in

placement. The variables which correlated significantly

with each of the outcomes variables were further tested

using regression. Of particular interest was the role of

placement setting in patient outcomes.
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Length of stay and Discharge status

In this study, patients were followed for six months.

If they were discharged within the first six months of stay

in their respective placement settings, their length of stay

and discharge status were noted. Specifically, patients

were discharged for four reasons: 1) because they improved

and no longer needed the intermediate care services provided

by the setting; 2) because they deteriorated and needed

skilled or acute services that could not be provided by one

of the settings; 3) because they did not like this setting

and wanted to enter another setting offering intermediate

care services; or 4) because they died.

comparisons of the lengths of stay and discharge status

of patients are presented in tables 8.1 and 8.2. As shown

in table 8.1, similiar proportions of patients were

discharged from their settings within the first month of

placement, between one and three months, and between three

and six months. The proportions of patients remaining in

each placement six or more months were also similar, ranging

between 54% and 65% of those originally placed there. Thus,

patients in the three settings appear to have similar rates

of attrition.
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Table a.a, Length of stay, by Setting

NHWW/ Foster Nursing Sign.
PCP Homes Homes Probe
N=83 N=138 N=131
N(t) N (t) N(t) x2

Discharged:
W/in one month 11(13) 25(18) 22(17)

Between one and
three months 12(14) 15(11) 11( 8)

Between three
and six months 7 ( 9) 15(11) 13(10)

Remaining six or
more months 53(64) 83(60) 85(65)

Table 8.2 compares the discharge status of patients in

the three settings. It shows that, of all patients

discharged, similar proportions of patients in each setting

were discharged improved and discharged deteriorated (in

need of acute or skilled level care). It also shows that

significantly greater proportions of patients in the

community settings were transferred into other ICF settings

(mostly nursing homes) than vice versa. Finally, it shows

that a significantly greater proportion of patients in the

nursing home setting expired compared to patients in the two

community settings.
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Table 8.2. Discharge status, by Setting

NHWW/ Foster Nursing Sign.
PCP Homes Homes Probe
N=83 N=138 N=131
N(t) N(t) N(t) x2

Discharged w/in
six months:

Improved 9 (11) 27(19) 14 (11)

ICF transfer 6 ( 8) 6( 3) 1( 1) *
Deteriorated 8 (10) 12 ( 9) 10( 8)

Expired 6 ( 7) 13 ( 9) 19 (15) *
Remaining six or

more months 53(64) 83(60) 85(65)

* P < .OS

Regression analysis was used to determine which

variables, in any, influenced length of stay. Because

length of stay is a continuous variable, the ordinary least

squares method of regression was used. To determine which

independent variables to include in a regression analysis of

length of stay, the first step is to examine the bivariate

correlations between length of stay and the other variables

in the research. The values of the Pearson's correlations

are shown in table 8.3.
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Table 8.3. Pearson's Correlations of Association Between
Length of stay and Other study Variables

All NHWW/ Foster Nursing
Settings PCP Homes Homes
(N=352) (N=83) (N=138) (N=131)

Placement: NHWW/PCP .052
Foster home -.090*
Nursing home .042

Age .096* .017 .180* -.001

Orientation score -.205*** -.161 -.223** -.229**

Total ADL score
Bathing .223*** .265** .202** .195*
Dressing .278*** .330*** .273*** .219**
Toileting .242*** .236* .285*** .171*
Transfer .197*** -.276** .323*** -.065
Continence .245*** .311*** .230** .122
Feeding .143* .189* .124 .114

Total mobility score
Walking .268*** .393*** .318*** .112
Going outside .024 .345*** -.123 -.047

Female .009 -.037 -.006 -.059

Race: Hawaiian -.054 -.040 -.061 -.123
Caucasian -.009 -.002 .129 -.073
Japanese .045 .081 -.022 .024
Chinese .021 .051 .042 .086
Filipino .009 -.168 .021 .210**

Lived: Alone -.113* -.214* -.081 .070
W/familly .119* .187* .182* -.088
W/nonfamily -.049 -.081 -.163* .071
Institution .013 .103 .048 -.017

Marital: single .057 -.109 -.046 .074
Married .095* .044 .078 .038
Divorced -.038 -.099 -.026 .025
Widowed .032 -.157 .022 -.100
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Table 8.3 (continued). Pearson's Coefficients of Association
Between Length of stay and Other study variables

All NHWW/
Settings PCP

Foster
Homes

Nursing
Homes

Immediate family
on Oahu .163** .319*** .216** .066

Medicaid .135* .019 -.284***

Patient attitude
None .082 -.150 .063 .144
Negative -.031 .083
Resigned .002 .072 .085 -.042
positive -.050 .119 -.120 .015

Family attitude
None -.076 -.242* -.093 .164*
Negative -.002 -.017
Resigned -.074 -.298* -.005 -.050
positive .108* .371*** .071 -.052

Diagnosis:
Stroke -.078 .071 .058 .102
Heart -.035 .112 -.037 .103
Diabetes w/ins. -.024 -.115 -.031 .049

w/o insulin -.014 -.012 -.027 -.064
Dementia .149** .015 .185* .112
Pulmonary disease -.050 -.062 .044 -.135
Cancer -.142* -.228* -.110 -.144*
Muscular/skeletal .089 .075 .091 .108
Neurological .015 .104 .072 -.099
Mental retardat'n .069 .073 .074 -.071
Psychiatric/

psychological -.160** -.121 -.197* -.053
Vision/hear loss -.072 -.018 -.067 -.244
Unresponsiveness .010 -.195* .122 .095
Malnutrition -.145* -.010 -.176* .132
Urinary/prostate -.008 -.095 .036 -.014
Gastrointestinal .006 -.056 .132 .071
Infection .024 .103 .122 -.034
Skin rash/sore -.004 -.005 -.074 .140
Total number -.039 -.054 .038 -.144*
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Table 8.3 (continued). Pearson's Coefficients of Association
Between Length of stay and Other study Variables

All
Patients

Medications
Heart meds -.003
Diuretics -.001
Insulin injections-.001
Oral insulin -.030
Dementia meds .069
Pulmonary meds -.078
Cancer meds -.205***
pain/antiinflams .007
Neurological meds .031
Psychotrop/tranqs -.107*
Eye/ear drops .040
Urinary/prostate -.004
Gastrointestinal .095*
Laxatives .200***
Antibiotics .049
Other pain meds .080
Skin meds/creams -.004
Total number .076

* p < .05
** P < .01

*** P < .001

NHWW/
PCP

.034
-.018
-.110
-.030
-.022
-.067

.040
-.077
-.160

.104
-.192*

.172

.172

.101

.089
-.054

.058

Foster
Homes

-.031
.109
.019

-.119
.132

-.105
-.259***
-.047

.089
-.104

.035

.020

.035

.150*

.121

.036
-.019

.056

Nursing
Homes

-.011
-.117
-.072

.181*

.014
-.183*
-.120
-.019

.048
-.023

.056

.085

.105

.231**

.061

.129

.076

.077
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Based on the values and the directions of the Pearson's

coefficients in table 8.3, some preliminary c~nclusions can

be drawn about the relationships between patient variables

and the length of stay of patients. For example, a longer

length of stay was associated with patients who were

relatively old, disoriented, unskilled in ADL and mobility

skills, and eligible for Medicaid. They were also likely to

have immediate family, to have lived with family prior to

admission to one of the three settings, and to have

dementia.

Regression analysis was used to control for the

redundant effects of the many independent variables found to

have significant bivariate relationships with the dependent

variable, length of stay. The variables which correlated

significantly with length of stay were entered into a

stepwise regression analyses. The variables which were

still significantly associated with the dependent variable

were then entered into a full regression model. The result

of the full regression analyses of length of stay for the

four groups--all patients, NHWW/PCP patients, foster care

patients, and nursing home patients--are displayed in tables

8 • 4" through 8.7 , respectively.

Table 8.4 suggests that, in general, patients in this

study were likely to stay longer in their setting if they

were: disabled in dressing, and walking: incontinent:
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Table 8.4. Regression Coefficients of Association Between
Length of stay and Selected variables, All Patients

Independent Regression Standard p Partial
Variables Coefficiant Error r 2

Constant 2.122

Dressing .108 .061 .062 .010

continence .156 .045 .012 .019

Feeding -.131 .049 .031 .014

Walking .154 .027 .009 .020

Immediate .092 .061 .060 .010
family on Oahu

Dementia .096 .064 .059 .011

Cancer -.148 .083 .003 .026

Malnutrition -.121 .072 .012 .018

Psych diagnosis-.174 .091 .001 .034

Laxatives .152 .059 .002 .028

Medicaid .114 .071 .017 .017

Adjusted r 2 = .205
F-Ratio = 9.27 P < .0001

disabled in feeding; had immediate family on Oahu; had

dementia; did not have cancer, malnutrition, or a

psychiatric/psychological disorder; were taking laxatives;

and were eligible for Medicaid payment for their care.

These variables taken together explained 20.5% of the
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variance in the length of stay variable for all patients.

None of the variables were particularly outstanding,

contributing relatively equally to the explanation of the

variance in length of stay. Placement setting was not

significantly associated with patient length of stay.

Table 8.5. Regression Coefficients of Association Between
Length of stay and Selected Variables, NHWW/PCP Patients

Independent Regression Standard p Partial
Variables Coefficient Error r 2

Constant 2.283

Continence .147 .006 .098 .035

Walking .225 .045 .056 .046

Family
positive .311 .142 .002 .118

Cancer .022 .154 .019 .069

Adjusted r Z = .271
F-Ratio = 8.61 (p < .0001)

Table 8.5 displays the full regression model of the

variables associated with length of stay for NHWW/PCP

patients. It suggests that for NHWW/PCP patients, those

with longer stays were likely to: be incontinent; disabled

in walking: have families that were positive toward this

form of intermediate nursing care for their patients; and

not have cancer. Of these variables, family attitude was

the most stongly associated with length of stay for NHWW/PCP
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patients. These variables taken together accounted for

27.1% of the variance.

Table 8.6. Regression Coefficients of Association Between
Length of stay and Selected Variables, Foster Care Patients

Independent
Variables

Constant

Regression Standard
Coe~ficient Error

2.202

p Partial
r 2

Bathing -.154

Transfer .192

Continence .204

Walking .271

Immediate .146
family on Oahu

Psychiatric/psych
ological dx -.261

.108

.118

.070

.051

.096

.147

.108

.046

.033

.016

.055

.001

.021

.030

.034

.043

.028

.079

Malnutrition -.148 .171 .196 .013

Adjusted r 2 = .209
F-Ratio = 6.181 (p < .0001)

Table 8.6 displays the results of the full regression

analysis of the variables associated with length of stay for

foster family patients. These results suggest that the

foster family patients with longer lengths of stay were

likely to be: relatively skilled in bathing; relatively

unskilled in transfers and walking; incontinent; without

immediate family on Oahu; and not having a nutritional
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deficiency or a psychiatric/psychological diagnosis upon

admission. The absense of a psychiatric/ psychological

diagnosis was the most strongly associated with length of

stay for foster patients. Taken together, the variables

explained 20.9% of the variance.

Finally, table 8.7 displays the results of the full

regression analysis of variables associated with length of

stay for nursing home patients. These results suggest that

long stays for nursing home patients were associated with

patients who were confused; disabled in dressing; not

impaired in vision and hearing; had relatively few

diagnoses; and eligible for Medicaid payment of services.

Being a Medicaid recipient was the variable most strongly

Table 8.7. Regression Coefficients of Association Between
Length of stay and Selected Variables, Nursing Home

Patients

Independent Regression Standard p Partial
Variables Coefficient Error r 2

Constant 1.714

Orientation -.148 .007 .100 .021

Dressing .248 .140 .063 .028

Eye/ear -.193 .159 .051 .030
impairment

Total diagnoses-.015 .040 .104 .021

Medicaid .247 .112 .001 .080

Adjusted r 2 - .155
F-Ratio = 5.763 (p < .001)
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associated with length of stay for nursing home patients.

These variables taken together accounted for 15.5% of the

variance in the of stay for nursing home patients.

Many of the study variables were found to influence

length of stay. They did not, however, explain a large

proportion of the observed variances in length of stay. In

fact, the study variables only accounted for about 16% to

27% of the variances. This suggests that patient length of

stay in a placement is influenced by other variables that

were not included in this research, or that length of stay

is not associated in. a systematic way.

Patients who did not stay at least six months in their

respective placements were discharged four possible ways.

They could be discharged: 1) improved (to a lower level of

care); 2) deteriorated (to an acute or skilled level of

care); 3) to another intermediate care settings; or 4)

expired. Three of these four possibility discharges were

examined further to investigate which patient variables were

associated with discharge status. Since too few patients

for analysis (13 or less than 5%) were transfered between

intermediate care settings, variabled associated with

lateral transfer were not examined. Discharge status was

recoded into three indicator variables for the three other

three options. Table 8.8 displays the bivariate relation

ships between discharge status and other study variables.
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Table 8.8 Pearson's Coefficients of Association Between
Discharge status and Other study variables

Discharged Discharged Discharged
Improved Deteriorated Dead

N=51 N=30 N=39

settinq: NHWW/PCP -.074 .088* -.082
Foster care .128** .013 -.033
Nursing home -.067 -.088* .108**

Aqe -.105** -.030 .025

Orientation score .208*** .076 .057

Total ADL score -.305***. -.013 .015
Bathing -.260*** .024 -.033
Dressing -.280*** .033 -.033
Toiletinq -.231*** -.038 .044
Transfer -.212*** -.009 .023
continence -.216*** -.050 -.026
Feeding -.202*** -.023 .051

Total mobility score-.171*** -.051 .005
Walking -.238*** -.010 -.033
Goinq outside -.013 -.053 .069

Male -.045 .005 .127**

Race: Hawaiian -.011 .032 .032
Caucasian .010 .036 -.021
Japanese .073 -.019 .041
Chinese -.033 .011 -.001
Filipino .061 -.004 -.030

Lived: Alone .160*** .015 -.036
W/family -.065 -.049 .019
W/nonfamily .053 .093* -.072
Institution -.125** -.026 .067

Marital: Single .049 .024 .069
Married .019 -.049 .064
Divorced .009 -.014 .025
Widowed -.058 .025 -.009
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Table 8.8 (continued). Pearson's Coefficients of Association
Between Discharge status and Other study Variables.

Discharged
Improved

Discharged
Deteriorated

Discharged
Dead

Immediate family
on Oahu .119** -.136*** .075

Medicaid -.138*** .115** -.127**

Patient Attitude
None -.188*** .051 .067
Negative .011 -.010 -.001
Resigned -.014 -.045 .049
positive .155*** .008 -.093*

Family Attitude
None .053 -.056 -.006
Negative .049 .015 -.053
Resigned .032 .098* -.098*
positive .077 -.023 .089*

Diagnosis:
Stroke -.055 .012 -.043
Heart -.047 .106** -.054
Diabetes w/ins .036 .084 -.066

w/out ins -.031 -.082 .029
Dementia -.092* .045 .116**
Pulmonary -.008 .024 .116**
Cancer -.037 -.013 .186***
Muscular/skeletal -.016 -.004 .079
Neurological -.045 -.061 -.028
Mental retardat'n -.014 .054 -.057
Psych/psych .138*** .016 .003
Eye/ear impair -.045 .075 .047
Unresponsive -.178*** .074 .034
Malnutrition -.017 -.004 .234***
Urinary/Prostate -.015 -.027 -.001
Gastrointestinal -.076 .016 -.037
Infection -.062 .009 .037
Skin rash/sore -.026 .111 .010
Total number -.110** .075 .066
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Table 8.8 (continued). Pearson's Coefficients of Association
Between Discharge status and Other study Variables

Discharged
Improved

Medications
Heart meds .023
Diuretics .047
Insulin inject. .042
Dementia meds -.062
Pulmonary meds -.016
Cancer meds -.113**
Pain/antiimflams .058
Neurological meds -.045
Pyschotrops/tranqs .021
Vitamins -.044
Urinary/prostate .054
Gastrointestinal -.086
Laxatives -.175***
Antibiotics -.062
Other pain meds .075
Total number -.055

* p < .05
** P < .01

*** P < .001

Discharged
Deteriorated

.031

.024

.096*

.015

.048
-.060
-.059

.080

.100
-.075

.034
-.098*
-.052

.026

.016

.041

Discharged
Dead

-.078
-.068
-.064

.009

.055

.097*
-.019

.015

.018

.103*
-.040
-.021
-.010

.011
-.064
-.023
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These coefficients suggest that patients discharged

improved within six months of placement were likely to be

young, relatively skilled in the ADL and mobility items,

living alone previous to this placement, and not eligible

for Medicaid. They were also likely to have immediate

family on Oahu. Patients discharged deteriorated were

likely to not have immediate family on Oahu, be eligible for

Medicaid, and have insulin-dependent diabetes. Patients who

dies within the first six months of placement were likely to

be male, not eligible for Medicaid, and have cancer,

pUlmonary disease, dementia, and a nutritional deficiency

upon admission to their settings. In the correlation

analysis, being in foster care was associated with being

discharged improved, being in NHWW/PCP was associated with

being discharged deteriorated, and being in a nurisng home

was associated with dying within the first six months of

placement.

These variables were entered into logistic regression

analyses (first stepwise and then full) to determine their

multivariate effects on the three indicator variables for

discharge status. The results of the full regression

analyses are displayed in tables 8.9 through 8.11.

Table 8.9 shows the variables associated with being

discharged improved within six-months of placement. The
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Table 8.9. Logistic Regression Coefficients of Association
Between "Discharged Improved" and Selected Variables

Independent Regression Standard Chi-
Variables Coefficient Error Square p

Intercept 0.762 0.727 1.10 .294

NHWW/PCP -1.578 0.491 10.35 .001

Feeding
skills -0.440 0.236 3.47 .0625

Lived in
institution -1.532 0.508 9.11 .0025

Patient
positive 0.994 0.395 6.32 .0120

Psyc~ dx 1.696 0.487 12.14 .0005

Laxatives -.0996 0.372 7.15 .0075

C - 0.821

results suggest the following. Compared to the other

patients in the study, patients likely to be discharged

improved during the six month study were: not NHWW/PCP

patients; relatively able to feed themselves; not previously

institutionalized; and positive toward the placement

setting. They were also likely to have a psychiatric or

psychological diagnosis and not likely to be taking

laxatives. The three variables most strongly associated

wi~~ being discharged improved were: 1) having a

psychiatric/psychological diagnosis; 2) not being a NHWW/PCP

patient; and 3) not having been previously
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institutionalized. This model reclassified 82.1% of the

cases correctly.

Table 8.10 shows the relative influence of variables on

the indicator variable for "discharged deteriorated." These

findings suggest that patients who are discharged

deteriorated were more likely to: be NHWW/PCP patients: not

Table 8.10. Logistic Regression Coefficients of Association
Between "Discharged Deteriorated" and Selected Variables

Independent Regression standard Chi- p
Variables Coefficient Error Square

Intercept -2.160 0.342 39.96 .0001

NHWW/PCP 1.155 0.436 7.03 .0080

Immediate fam
on Oahu -1.158 0.400 8.37 .0038

Skin dx 1.019 0.473 4.64 .0313

Insulin 1.274 0.552 5.32 .0211

Psych meds 0.718 0.363 3.91 .0479

GI meds -1.129 0.636 3.15 .0757

C = .718

have immediate family on Oahu: have a skin problem: need

injectable insulin: taking medications for a psychiatric or

psychological problem: and taking medication for

gastrointestinal problems. The two variables most strongly

associated with being discharged deteriorated were: 1) not

having immediate family on oahu and 2) being a NHWW/PCP
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patient. This model reclassified 71.8% of the cases

correctly.

Finally, table 8.11 displays the mutual effects of

selected variables on the indicator variable "discharged

expired." The results suggest that patients who died during

the six month study period were likely: male; reside in

nursing homes; to have cancer; and to have a nutritional

deficiency upon admssion. The presence of cancer and

nutritional deficiencies were most stongly associated with a

patients death within six months of placement. This model

correctly reclassified 76.8% of the cases.

Table 8.11. Logistic Regression Coefficients of Association
Between "Discharged Expired" and Selected Variables

Independent Regression Standard Chi-
Variables Coefficient Error Square

Intercept -3.351 0.371 81.78

Nursing home 0.577 0.349 2.74

Male 0.638 0.351 3.31

Cancer 1.203 0.396 9.24

Malnutrition 1;471 0.363 16.45

C - .768

p

.0001

.0982

.0689

.0024

.0001
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Six-Month Function and Well-Being Scores

Table 8.12 displays the six-month scores in Activities

of Daily Living (ADL) and mobility for the 221 patients who

remained in placement for at least six months. The ADL

score used as the dependent variable was the sum of scores

on six ADL items--bathing, dressing, toileting, transfer,

feeding, and continence. The possible scores ranged from

Table 8.12 Six-Month ADL and Mobility Scoresa,
by setting (N = 221)

NHWW/ Foster Nursing Sign.
PCP Homes Homes Probe

ADL score 12.51 11.93 13.78 ***

Mobility score 5.72 4.76 6.30 ***
a A lower score indicates better function
*** p < .001

6 = independent in all items, to 18 = dependent in all

items. The mobility score is the sum of scores on two

mobility items--walking and going outside. The possible

scores ranged from 2 = independent in both items, to 9 =

dependent in all items. As shown in table 8.12, the foster

family patients were the most independent in ADL and
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mobility while the nursing home patients were most dependent

in ADL and mobilty. The NHWW/PCP patients had intermediate

scores in ADL and mobility.

On the surface, these figures suggest that foster home

patients have better outcomes in ADL and mobility after six

months. As reported in Chapter VI, however, the foster care

patients had better scores upon admission to foster care

while the nursing home patients had poorer scores upon

admission to nursing homes. ThUS, regression analyses were

performed to examine the relationships between the 6-month

scores and other variables while controlling for the

differing admission scores. As in preceding regression

analyses, the variables were first examined through correla

tional analyses, as shown in table 8.13.

The values and directions of the Pearson's Coefficients

suggest that patients who were relatively skilled in ADL

skills after six months in placement were likely to be:

residing in foster homes and not nursing homes, relatively

young, oriented, and relatively skilled in ADL and mobility

upon admission to the setting. They were also likely to

have lived alone prior to entering this setting, have a

positive attitude toward the setting, and not have dementia,

not be nonresponsive, and not have a lot of diagnoses.

These correlations suggest that patients who relatively
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Table 8.13. Pearson's Coefficients of Association Between
Six-Month ADL and Mobility Scores and other Study

Variables (N = 221)

Placement: NHWW/PCP
Foster home
Nursing home

Age

orientation score

ADL score (adm)

Mobility score (adm)

Male

Race: Hawaiian
Caucasian
Japanese
Chinese
Filipino

Lived: Alone
W/family
Institution

Marital: Single
Married
Divorced
Widowed

Immmediate family

Medicaid

Patient Attitude
None
Negative
Resigned
positive

Six-Month
ADL Score

-.027
-.210***

.225***

.197***

-.522***

.714***

.461***

.017

.097
-.040
-.087

.050
-.028

-.248***
.179**
.031

-.050
.001

-.007
.044

.007

-.058

.375***

.037

.085
-.199***

Six-Month
Mobility Score

.025
-.344***

.307***

.125*

-.327***

.610***

.565***

-.058

.028

.001
-.026

.089
-.100

-.206***
.158**

-.016

-.147**
.042
.002
.082

.102

-.133

.117*

.196***

.076
-.126*
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Table 8.13 (continued). Pearson's Coefficients of
Association Between Six-Month ADL and Mobility Scores and
other Study Variables (N=221)

Six-Month
ADL Score

Six-Month
Mobility Score

Family Attitude
None -.010 -.187***
Negative .022 .027
Resigned -.046 -.048
Positive .105 .177**

Diagnosis
Stroke .135* .100
Heart -.089 -.052
Diabetes w/insulin -.122* -.023

w/o insulin .172** .068
Dementia .187*** .012
Pulmonary -.092 -.046
Cancer .132* .141*
Muscular/skeletal .025 .111
Neurological .032 .023
Mental retardation -.040 .003
Psychiatric/psychological .050 .025
Eye/ear impairment .065 .143*
Unresponsive .312*** .280***
Urinary/prostate .040 .023
Gastrointestinal .106 .084
Malnutrition -.069 -.005
Infection -.032 .016
Skin rash/sore .075 .174**
Total number .191*** .242***

Medications
Heart meds -.001 .042
Diuretics .019 -.044
Insulin injections -.122* -.023
Dementia meds .085 .064
Pulmonary -.109 -.049
Cancer -.038 -.059
Pain meds and anti- -.024 -.067

imflamatories
Neuroloqical -.025 .021
Urinary/prostate .060 .091
Gastrointestinal .024 .106
Psychiatric/psych-

ological meds .028 -.009
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Table 8.13 (continued). Pearson's Coefficients of
Association between Six-Month ADL and Mobility Scores and
Other Study Variables.

Vitamins
Laxatives
Antibiotics
Total number

* P < .05
** P < .01

*** P < .001

Six-Month
ADL Score

.070

.080

.050

.056

Six-Month
Mobility Score

.062

.226***

.098

.180**
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skilled in ADL, mobility, and cognitive function have

functioning better in ADL six months later.

Patients who were relatively skilled in the mobility

items after six months in placement were likely to: reside

in foster homes and not in nursing homes; be relatively

young, oriented and skilled in ADL and mobility skills upon

admission; have lived alone prior to entering this setting;

and not have cancer, not be nonresponsive, not have skin

problems, and not have a lot of diagnoses.

Again, regression was used to sort out the multivariate

effects of all of the variables found to have significant

bivariate relationships with the six-month ADL and mobility

scores. Table 8.14 presents the full regression model of

the variables influencing 6-month ADL score. The results

suggest that patients with better functioning at six months

were: relatively young, oriented, and skilled in ADL items

upon admission; likely to have lived alone prior to

placement; likely to have had an opinion regarding the

placement setting they entered; unlikely to have dementia,

cancer, or diabetes; unlikely to be a nursing home patient.

Together, these variables explained 58.7% of the variance in

6-month ADL score. The variable which was most strongly

associated with better ADL function after six months was ADL

function upon admission, alone accounting for about 60% of

the explained variance. Being in a nursing home accounted
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for about 3% of the explained variance in six-month ADL

score.

Table 8.14. Regression Coefficients of Association Between
6-Month ADL Score and Selected Variables (N = 221)

Independent Regression Standard p Partial
Variables Coefficient Error r 2

Constant .057

Nursing home .098 .343 .057 .017

Age .110 .016 .021 .025

orientation -.159 .028 .009 .032

ADL/admission .542 .065 .001 .351

Lived alone -.077 .361 .093 .014

Patient has
no opinion .162 .413 .002 .045

Dementia .090 .352 .087 .014

Cancer .107 .479 .018 .027

Diabetes .069 .430 .033 .022

Adjusted r 2 = .587
F-Ratio = 35.32 (p < .0001)

Table 8.15 presents the full regression analysis of

variables associated with six-month mobility score. These

results suggest that better mobility at six months was

associated with patients who were: in foster care; not in

nursing homes; relatively oriented and skilled in mobility
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upon admission: not taking laxatives: having only a few

diagnoses. Togeth~r, these variables explained 47.6% of the

variance in 6-month mobility score. Admission mobility

score was the variable most stongly associated with six

month mobility score, explaining about 57% of the total

variance. Being in foster care accounted about 5% of the

explained variance in the six-month mobility score and being

in a nursing home accounted for about 11% of the explained

variance in the six-month mobility score.

Table 8.15. Regression Coefficients of Association Between
SiX-Month Mobility Score and Selected Variables (N = 221)

Independent Regression Standard p Partial
Variables Coefficients Error r 2

Constant 1.433

Foster care -.120 .219 .031 .022

Nursing home .223 .246 .001 .056

Mobility score/
admission .460 .062 .001 .274

Number of
diagnoses .123 .078 .015 .028

Laxatives .112 .192 .027 .023

Adjusted r 2 = .476
F-Ratio = 33.84 (p < .0001)

well-being of the patients in the research was measured

using two scales. One scale was administered to patients
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and the other was administered to the caregivers of the

patients. Due to the large number of patients who were not

able to respond to direct questions, the caregiver

questionnaire was developed to provide an alternate measure

of patient well-being. The questions on the two well-being

scales were presented in Chapter V.

To facilitate analysis of well-being, total scores were

calculated. The item scores in the patient questionnaire

were summed into a patient well-being score and the item

scores in the caregiver questionnaire were summed into a

caregiver well-being score. For both scales, the possible

scores ranged from 10 (negative responses to all questions),

to 30 (positive responses to all questions). The mean

scores on these scales for the three settings are shown in

table 8.16. After six months, the patients in the two

community settings had significantly higher scores in both

measures of well-being, compared to the patients in the

nursing homes. Note that the number of responding

caregivers was 221, While the number of responding patients

was only 170. This illustrates the problem of sample

attrition and the problem of working with the frail elder

population which included many people who are unable to

respond to survey questions.
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Table 8.16. Six-Month Well-Being Scoresa, by Setting

HHWW/ Foster Nursing sign.
PCP Homes Homes Probe

Patient report: 27.16 26.92 21.39 ***
(N=170)

Caregiver report: 26.04 26.19 18.51 ***
(N=221)

a A higher score indicates greater well-being•
*** p < •001

Table 8.17 displays the correlation coefficients of the

bivariate relationships between the two 6-month well-being

scores and the other study variables. The values and

directions of the Pearson's coefficients suggest that

patient's who had higher well-being scores after six-months

were likely to: reside in the community and not in nursing

homes; have had a positive attitude toward the placement

setting upon admission six months previously, and to not

have had a psychiatric or psychological diagnosis upon

admission. caregivers were likely to report relatively high

well-being scores for patients who were in the community and

not in a nursing home, and relatively oriented and disabled

in ADL and mobility upon admission. They were also unlikely

to be nonresponsive, have dementia, a psychiatric or

psychological diagnosis, or skin problems.
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Table 8.17 Pearson's Coefficients of Association Between
Six-Month Well-Being Scores and Other Study Variables

Six-Month Well-Being. Reported by:
Patient Caregiver

N=170 N=221

Placement: NHWW/PCP
Foster care
Nursing home

Age

Orientation

ADL/admission

Mobility/admission

Male

Race: Hawaiian
caucasian
Japanese
Chinese
Filipino

Lived: Alone
W/family
Institution

Marital: Single
Married
Divorced
Widowed

Immediate family

Medicaid

Patient attitude
None
Negative
positive

.238***

.389***
-.620***

.038

.009

-.038

-.009

-.018

.088
-.111
-.007
-.042

.065

-.012
.053

-.089

-.070
-.061
-.042

.131*

-.003

-.022

-.017
-.420***

.384***

.332***

.496***
-.784***

-.043

.305***

-.280***

-.125*

-.016

.015
-.033
-.024
-.064

.091

.092

.014
-.104

-.069
- •.022
-.081

.132*

.019

-.023

-.348***
-.355***

.510***
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Table 8.17 (continued). Pearson's Coefficients of
Association Between Six-Month Well-Being Scores and Other
Study Variables.

Six-Month Well-Being. Reported bI:
Patient caregiver

Family attitude
None
Negative
Resigned
positive

.058

.052
-.056
-.029

.121*
-.057

.048
-.114

Diagnoses
Stroke .015
Heart .214**
Diabetes w/insulin -.017

w/o insulin -.001
Dementia -.010
Pulmonary -.010
Cancer -.077
Muscular/skeletal .011
Neurological .100
Mental retardation .033
Psychiatric/psychological-.159*
Eye/ear impairment .070
Nonresponsive -.124
Urinary/prostate .054
Gastrointestinal .102
Malnutrition .039
Infection -.021
Skin rash/sore -.103
Total number .110

.021

.245***

.015
-.081
-.270***

.113
-.049

.113

.063

.035
-.203***

.093
-.331***
-.014

.010
-.045
-.113

. -.203***
.003

Medications
Heart meds
Diuretics
Insulin
Dementia meds
Pulmonary meds
Cancer meds
Pain meds and anti-

inflamatories
Neurological meds
urinary/prostate
Gastrointestinal
psychiatric/psych-

ological meds

.148*

.280***
-.017

.005
-.097
-.181**

.009

.072
-.014
-.067

-.249***

.224***

.220***

.014

.053

.012
-.090

.065

.043
-.132*

.046

-.200***
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Table 8.17 (continued). Pearson's Coefficients of
Association between Six-Month well-Being and Other Study
Variables

Six-Month well-Being, Reported by:
Patient Caregiver

Vitamins
Laxatives
Antibiotics
Total Number

* P < .05
** P < .01

*** P < .001

-.075
-.184**

.008
-.085

-.177**
-.147*
-.070
-.055
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Table 8.18 presents the full regression analysis for

the six-month well-being score as expressed by the

responding patients. The results suggest that patients

with higher well-being scores at six months were: not in

nursing homes; not negative about the placement setting they

entered; were taking diuretics; and did not psychiatric or

psychological diagnoses upon admission. Taken together,

these variables explain 39.8% of the variance in the six

month well~being score as expressed by

Table 8.18. Regression Coefficients of Association Between
Six-Month Well-Being Score as Expressed by Patients and

Selected Variables

Independent
Variables

Regression Standard
Coefficients Error

p Partial
r 2

Constant 27.464

Nursing home -.398 .648 .0001 .250

Patient negative
to placement -.115 .904 .105 .012

Psych dx -.110 .999 .067 .019

Diuretics .113 .601 .066 .029

Adjusted r 2 = .398
F-Ratio = 20.63 (p < .0001)
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the patients. Residing in a nursing home accounted for 63%

of the explained variance in well-being score.

Table 8.19 displays the full regression analysis for

the six-month well-being score as observed by the caregivers

of the patients. The results suggest that patients of

caregivers who reported higher patient well-being scores

were likely to: not reside in nursing homes: be have been

positive toward their placement setting: and have heart

Table 8.19. Regression Coefficients of Association Between
SiX-Month Well-Being Score as Observed by caregivers and

Selected Variables

Independent
variables

Regression Standard
Coefficient Error

p Partial
r 2

Constant 24.520

Nursing home -.568 .642 .0001 .419

Patient positive .126 .464 .009 .027

Heart .120 .404 .005 .059

Adjusted r 2 = .562
F-Ratio = 58.71 (p < .0001)

disease. Together, these variables explained 56.2% of the

variance in the six-month well-being scores as reported by

the caregivers. Being in a nursing home accounted for 75%

of the explained variance in well-being.
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Summary

six outcome measures were collected on the study

patients. They were: 1) patient length of stay in a

placement setting, up to six months~ 2) discharge status

(improved, deteriorated, expired) if length of stay was less

than six months~ 3) six month ADL score~ 4) six month

mobility score~ 5) six-month well-being score of the

patients, as reported by the patient~ and 6) six-month well

being score of the patient, as observed by the caregiver.

For the first two outcomes, data were available for all 352

patients in the study. For the next three outcome measures,

data from the 221 patients who resided in placement for at

least six months were analyzed. For the last outcome

variable, data were available for 170 patients who stayed at

least six months in placement and were alert enough to

answer the well-being questions.

These outcomes variables were analyzed using

multivariate techniques in order to determine the relative

effects of the study variables on patient outcomes. Of

specific interest in this study was the association between

placement setting and patient outcomes.

The regression models for length of stay were not very

effective. Although all of the variables that correlated
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significantly with length of stay were entered into

regression analyses, they could account for only 16% to 27%

of the variance in length of stay_ Thus, length of stay was

either effected in a random manner for patients, or it was

effected in a systematic way by variables which were not

included in this study_ Placement setting played no

significant role in patient length of stay_ In other words,

controlling for differences among the patients, being in a

specific placement setting did not seem to effect how long a

patient would stay in that placement setting_ This finding

implies that none of these placement settings kept patients

for unusually longer or shorter lengths of time (within the

six month study period) commpared to the other settings.

The study variables were more successful in explaining

the discharge status of patients who left their placement

setting during the six month study period_ Using the

logistic regression equations to reclassify cases, between

70% and 82% of the cases were reclassified correctly. Of

the variables studied, patients entering their settings with

cancer and/or malnutrition were most likely to die within

the first six months of placement, regardless of placement

setting_

Medical variables were strongly associated with being

discharged deteriorated, but so was receiving NHWW/PCP

services. For example, controlling for other study varibles
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NHWW/PCP patients were unlikely to be discharged improved

and were likely to be discharged deteriorated within six

months. In a practical sense, this is an obvious

consequence of a program like NHWW/PCP and the strongly

positive attitudes toward home care held by the NHWW/PCP

patients and their families. An NHWW/PCP patient is

probably discharged only if he deteriorates to the point

where the family feels they cannot manage his care at home.

The two regression models for six-month ADL and

mobility scores wre moderately efficient, explaining 59% and

48% of the respective variances. Six-month scores in ADL

and mobility were most stongly associated with patients'

admission scores in ADL and mobility scores. Other

variables strongly associated with six-month ADL and

mobility were medical and mental function variables.

Placement setting was weakly associated with mobility score.

Specifically, patients in nursing homes were likely to have

poorer scores while patients in foster homes were likely to

have better scores in mobility even after controlling for

other variables. This finding may be explained in part by

the fact that patients in the community are more likely to

leave their placements to visit physicians while most

patients in nursing homes have physicians visit them.

The two patient well-being equations were moderately

efficient. The patient-expressed well-being equation
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accounted for 40% of the variance in this score, while the

caregiver-observed well-being equation accounted for 56% of

the variance in this score. In both cases, nursing home

placement was associated with reports of lower well-being

scores.

These analyses supported the second and third

hypotheses of this dissertation. First, placement setting

was not strongly associated with length of stay, discharge

status, or six-month ADL score. There was some association

between placement setting and six-month mobility score, how

ever, this difference may be explained by the fact that the

community patients take outings to physicians while nursing

home patients do not. ThUS, health outcomes of patients

appeared similar. Second, placement setting was associated

with patient well-being, with higher well-being scores

associated· with residing in a community settings.
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CHAPTER rx

Fl:NDINGS: THE PATH DIAGRAMS

l:ntroduction

Linear structural equation models (referred to in this

dissertation as path diaqrams) were constructed in order to

obtain the tlbiq picture" of the relationships between the

many variables included in this study. Accordinq to Fox

(1984), "structural equation models enable the researcher to

examine simultaneous relationships amonq a number of

variables, some of which may exert mutual influence on each

other" (p. 221). These path diaqrams were tested using the

computer package, LISREL (Joreskoq & Sorbom, 1986), through

SPSS-X on an IBM mainframe computer.

Three path diaqrams are included in this chapter, each

with different dependent and independent variable sets and

usinq varying sample sizes. For example, data from all 352

patients were available for testinq the three dependent

variables, placement setting, length of stay, and discharge

status. l:n the diaqram testing the six-month ADL and



305

mobility scores, data from only 221 patients (those

remaininq in placement for s~x or more months) were

available for analysis. The diaqram testinq six-month well

beinq score, as reported by the patient and as observed by

the careqivers, data from only 170 patients (those remaininq

six or more months and alert enouqh to respond to the well

beinq questions) were analyzed. Patient and family

attitudes toward placement were not included in these

diaqrams due to of restrictions in the LISREL proqram.

The interpretations of the path analyses are presented

with each diaqram. One of the problems of structural

equation models is the difficultly in interprettinq them,

especially in cases where the independent and dependent

variables are cateqorical rather than continuous. As noted

by Fox (1984), however, "one of the qreat virtues of

structural equation models is the liqht they shed on the

process of causal interpretation of correlational data"

(p. 221). Thus, the interpretations of the diaqrams were

·'enliqhtened" by the results of the correlational analyses

presented in earlier chapters of this dissertation.
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Testing Placement Setting, Length of Stay,

and Discharge Status

Figure 9.1 displays the path diagram testing three

dependent variables--placement setting, length of stay, and

discharge status. This diagram was constructed from data on

all 352 patients in the study.

The most striking thing about this diagram was its

nonsignificance (p = .136) which implies that the variables

entered into this model did not work together in a

systematic way to explain the variance in the three

dependent variables--placement setting, length of stay, and

discharge status. The variables in this model explained 54%

of the variance in discharge status, but only 33% of the

variance in placement setting and 28% of the variance in

length of stay.

Some of the relationships among the variables were of

interest, however. For example, length of stay and

discharge status were highly correlated with each other

(beta = -674), which is logical given the definitions of

these two variables, i.e., patients discharged within six

months had shorter lengths of stay.

Of variables significantly related to placement

setting, this analysis confirmed that patients entering
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LOS DC
Placement
setting beta= -.026 -.026
(r2 = .333)

Place

LOS
Malnutrition gamma= -.179

Place
Age gamma= .126
Musc/skel dx -.0264

DC
(r2=

.541)

LOS
(r2=
.281)

If'
beta=
-.674

DCLOS

LOS
.168

-.'219
.177

-.238

DC
-.150
-.098

LOS
.144
.158

Place
.233
.149
.187
.138

Place
.158

-.098

gamma=

gamma=

gamma=

Dementia
Medicaid

Gender
Ethnicit

ADL (adDl.)
Psych med
Laxative
Cancer

Family on
Oahu gamma= -.224 -.107 -.147

Figure 9.1. Path Diagram Testing Placement setting (Place),
Length of Stay (LOS), and Discharge status (DC), N=352



308

nursing homes were likely to have relatively poor ADL

skills. Of the variables significantly related to length of

stay, this analysis confirmed that patients staying longer

were likely to have dementia, relatively poor ADL skills,

and to be eligible for Medicaid. Of the variables

significantly related to discharge status, this analysis

confirmed that patients who died within six months were

likely to be have been admitted to the setting with a

nutritional deficiency and to not have immediate family on

Oahu. Finally, this analysis confirmed that a patient's

placement setting was not significantly associated with the

patient's length of stay, and this model suggested that

placement setting was not associated with the patient's

discharge status.

Testing Placement Setting, Six-Month ADL Score,

and Six-Month Mobility Score

The diagram presenting the results of the LISREL

calculation using placement setting, six-month ADL score,

and six-month mobility score as dependent variables is shown

in Figure 9.2.
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Mob6
.117
.105

ADL6
gamma= .568

.238

gamma =

gamma=
ement

thnicity
alnutrition

ADL (admission)
Cancer

ADL Mo
Placement
setting beta= -.078 .414
(r2=.390)

Place
Medicaid gamma= .316
Psych med .247

ADL6
(r2=

Place ADL6 .607)

Marital state gamma=-.056

Place Mob6
Family on

Oahu gamma=-.172 -.076
Mobility (adm. ) -.059 .222
Dementia .226 -.102
Laxative .074 .162

Place ADL6 beta=
Musc/skel dx gamma=-.145 .163 .501

Orientation
Prior Livin

Figure 9.2. Path Diagram Testing Placement setting (Place),
Six-Month ADL Score (ADL6), and Six-Month

Mobility Score (Mob6), N = 221
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This model was significant (p = .018) which means that

the study variables worked toqether and were systematically

associated with the three dependent variables--placement

settinq, six-month ADL score, and six-month mobility score.

This model explained only 39% of the variance in placement

settinq, but 60% of the variance in six-month ADL scores and

64% of the variance in six-month mobility scores. This

model confirmed the strong association between the six-month

ADL and mobility scores (beta = .501). Of the variables

associated with placement setting, this analysis again

confirms that patients in nursing homes were likely to have

dementia, be taking medications for psychiatric or

psychological disorders, and were eliqible for Medicaid.

It also confirmed the strong association between the

six-months and the admission scores in ADL and mobility,

i.e., patients with poor function upon admission were very

likely to have poor function six months later. Placement

setting was not associated with six-month ADL score, however

it was weakly associated with six-month mobility score.

Specifically, being in foster care was associated with

qreater mobility while being in a nursinq home was

associated with poorer mobility upon follow-up. This

findings is similar to the findinq of the reqression

analysis of the previous chapter.
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Testing Placement setting and six-Month Well-Being Scores

Two measures of patient well-being after six months in

placement were included in this study. The first measure

was patient well-being as observed by the patient's

caregiver. The second measure was patient well-being as

expressed by the pa~ient himself. Due to the high level of

mental impairment among elders in this study, well-being

data for only 170 of the 221 patients staying six months

could be analyzed.

This model was also significant (p = .004) which means

that the study variables worked together and were associated

with the three dependent variables--placement setting, well

being as expressed by the patient, and patient well-being as

reported by the caregiver. This model explained only 32% of

the variance in the caregiver scores, but 78% of the

variance in patient scores, and 72% of the variance in

placement setting.

Of interest was the extremely strong correlation

between the well-being reports of the patients and the

caregivers (beta = .903), suggesting that t.~ese reports were

in agreement with each other. This model confirmed that
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Figure 9.3. Path Diagram Testing Placement setting (Place),
Patient Well-Being as Reported by the Caregiver (CGWB), and

Patient Well-Being as Expressed by the Patient (PT".m),
N=17 0
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being in a nuring home was associated with having lower

well-being scores.

In addition, this model confirmed that patients

entering nursing homes were likely to have relatively poor

ADL skills, to be taking medications for psychiatric or

psychological disorders, and to be eligible for Medicaid.

Three path diagrams were constructed to obtain a

picture of the interactions of the study variables. The

first diagram examined all 352 cases and tested placement

setting, length of stay, and discharge status. The second

model analyzed data from the 221 patients who resided in

placement six or more months in order to calculate the

influence of the independent variables on placement setting

and the six-month scores in ADL and mobility. The third

model, in which placement setting and the two well-being

measures were tested, utilized data from the 170 patients

who stayed six or more months and were alert enough to

answer ~~e well-being questions.

The model exploring the relationships· between the study

variables, placement setting, length of stay, and discharge
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status was not significant. This means the study variables

were not systematically associated with these dependent

variables when viewed as a system. In addition, the effect

of placement setting on a patient's length of stay and

discharge status was not significant. Thus, this model

confirmed the findings from the previous regression

analysis, suggesting that a patient's placement setting has

nothing to do with when and why he may be discharged from

that setting.

The second diagram explored the relationships between

the study variables, placement setting, and six-month ADL

and mobility scores. This model was significant, and the

study variables were systematically associated with these

dependent variables. In confirmation of the regression

analysis findings, a patient's placement setting was not

associated with his six-month ADL score. Placement setting

was associated with six-month mobility score: specifically,

being in a community settings was associated with better

mobilty function upon follow-up. The variables most

strongly associated with the six-month ADL and mobility

scores, however, were the admission scores in these items.

The final diagram explored the relationships between

the study variables, placement setting, and the six-month

well-being scores. In this model, placement setting was

associated with well-being: specifically, patients in the
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community settings reported higher well-being scores.

Having cancer, however, was strongly associate~ with poorer

patient well-being regardless of where the patient was

receiving care. This concurred with the findings of the

regression analysis.

The three diagrams confirmed earlier findings about the

variables associated with entering the three different

placement settings. As suggested by the analyses in the

previous chapters, patients entering nursing homes were

likely to have dementia and/or be taking medications for a

mental health disorder: have relatively poor ADL scores: be

older: be taking laxatives: have cancer: and be eligible for

Medicaid. These structural equation models attempted to

control for these preadmission differences when comparing

patient outcomes six months later. They showed that

placement setting had little impact on the health outcomes

of patients but had some impact on their well-being.

These analyses added little new information to the

previous findings. They were useful, however, for a graphic

presentation of the variables and how they are associated

with a patient's choice of placement setting and his

subsequent health and well-being outcomes.
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CHAPTER X

SUMMARY, DISCUSSION, AND FUTURE RESEARCH

Introduction

This dissertation explored the effects of several vari

ables on the placement and outcomes of geriatric patients in

three long term care settings--nursing homes, foster homes,

and own homes with comprehensive home care services. This

research was conducted to further understanding about the

processes of care in these three settings and about the

types of intermediate care patients served in these three

settings. The second goal was to test the effect of these

three placement settings on patient health outcomes and

well-being after controlling for preadmission differences

among the patients in the three settings. A third goal was

to utilize a more comprehensive research design, which

included structural equation (path) analysis, to test the

relative effects of variables on receiving care in one of

the placement settings and on six-month outcomes.
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This chapter summarizes the problem, literature and

method upon which this research was based, as well as the

major findings and their implications. It concludes with

recommendations for future research in this area.

Summary of Problem, Literature, and Method

The number and proportion of older Americans is

increasing (Butler, 1975). More dramatic, however, is the

expected increase in the population over 85 years of age

(Brotman, 1980). It is this group of "old-old" who have the

greatest needs for long term care services (American Asso

ciation of Retired Persons, 1984). American demographic

trends may work against the maintenance of very old and

frail elders in the homes of unaided family members

(Cicirelli, 1983; Maddox, 1975; Shanas, 1980; Tobin & Kulys,

1975; Treas, 1977). The nursing home industry has expanded

to meet these needs, however, many problems are associated

with nursing home care, including its great expense and its

institutional structure (Estes, 1979; Goffman, 1960; Hawes

and Phillips, 1986; Institute of Medicine, 1986; Kaplan,

1983; Moss & Halamandaris, 1977).
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Home and community based services are being designed to

prevent and/or delay nursing home placement of frail elders.

The results of evaluations to date, however, have been

inconclusive, and the quality and cost-effectiven ~s of

these alternative services are still in question (Hughes et

al., 1985: Hendrick & Inui, 1986). Much of the problem may

be methodological: for example, the alternative services and

the groups which they serve vary greatly, making comparison

of findings across studies virtually impossible (Hughes et

al., 1985). Researchers have proposed ways in which these

problems could be avoided by future researchers (Hedrick &

Inui, 1986: Moos, 1980).

Following these recommendations, this dissertation

employed a comprehensive evaluation design which examined

two community programs--geriatric foster family care and a

comprehensive home care program--by comparing their pro

cesses, patient profiles, and patient outcomes with those of

nursing homes. In all, data from 352 geriatric patients

were analyzed in order to test three hypotheses: 1) the

three placement settings--nursing homes, foster homes, and

own homes with comprehensive home services--serve different

subgroups of patients in need of intermediate level long

term care: 2) controlling for initial differences, patient

health outcomes in the three settings are similar: and 3)

controlling for initial differences, well-being scores will
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be higher for patients in the community settings compared to

those of patients in nursing homes. The data were subjected

to multiple analyses to produce a better understanding of

the rules and management capabilities of the three placement

settings, the patients served in the settings, and the pre

dictors of patient outcomes after six months in placement.

Summary of Findings and their Implications

What is an Intermediate Care Patient?

In the Honolulu sample, geriatric patients deemed

eligible for intermediate level long term care did not com

prise a homogeneous group. They ranged in age from 55 to

100. Some were alert and oriented, some were confused, and

others were completely nonresponsive. Some were relatively

independent in Activities of Daily Living (ADL) and mobility

skills, while others were completely dependent and bedbound.

Some were disabled by muscular/skeletal disorders, others by

psychiatric disorders, and others by terminal illnesses such

as cancer. Thus, the label "intermediate level patient" was

applied to a wide variety of Honolulu elders who had a

variety of long term care needs.
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The breadth of the definition of "intermediate care

patient" is not only troublesome in Honolulu. Because

intermediate care is usually financed by state-operated

Medicaid programs, states are free to interpret the criteria

for intermediate care based on the pressures and needs with

in their states. Thus, an intermediate care patient in one

state is unlikely to have the same disabilities and needs as

an intermediate care patient in another states. This was

demonstrated by Foley and Schneider (1980). While it may

not be feasible to standardize the definition of inter

mediate care, cross-state comparisons of the patients and

programs examined here should be based on actual needs and

services rather than on the intermediate care label.

The Settings: Their Capacities, Costs, and Clientele

The three placement settings designed to serve the

intermediate level long term care patients differed in their

capacities to serve intermediate care patients. Of the

three settings examined, foster homes could manage the

fewest patient conditions, disabilities, and treatment

regimes. On the other hand, foster homes imposed very few

rules governing patient lifestyle and were more tolerant of

patient idiosyncrasies than were nursing homes. This

setting was also the least expensive of the three, with a
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mean daily charge to Medicaid of $30 in Fiscal Year 1986.

About 75% of foster care patients are Medicaid eligible and

about 25% pay privately for this care.

The Nursing Home without Walls/Personal Care Program

(NHWW/PCP) was the most tolerant of patient behaviors and

lifestyle. After all, these patients were living in their

own homes and NHWW/PCP was lIinvited-inll to provide long term

care services. According to NHWW/PCP managers, these

patients are free to do whatever they ~ant, as long as the

services can be prov~ded without endangering the service

workers. In addition, NHWW/PCP can manage most patient

conditions, disabilities, and treatment regimes, as long as

the cost of needed services does not exceed the cost

ceiling. NHWW/PCP care was more expensive than foster care

but less expensive than nursing home care, with a mean daily

charge to Medicaid of $45 in Fiscal Year 1986. All patients

served by this program are Medicaid eligible.

Nursing home care for intermediate level patients was

provided in two types of nursing homes--Intermediate Care

Facilities and Swing Facilities. The former served only

intermediate level patients while the latter served skilled

and intermediate level patients. The analysis of the

capacities of these two types of nursing homes revealed that

the Swing Facilities· could manage more patient conditions

and treatment regimes than could the Intermediate Care
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Facilities or the other two settings. Thus, patients who

might aspirate or need services such as trachea cannula.
care, IV therapy, daily injections for infections, and 2-

person transfers would best be served in a swing Facility.

In addition, the nursing homes had the most rules governing

patient lifestyle (the Swing Facilities had more rules that

the Intermediate Care Facilities). They were more tolerant

of patient disabilities than foster homes, but less than

NHWW/PCP. They were also least tolerant of patient idio-

syncrasies. Finally, both types of nursing homes were more

expensive than the two community settings, with a mean daily

charge to Medicaid of $65 for Intermediate Care Facilities

and $80 for Swing Facilities in Fiscal Year 1986. About 20%

of the newly admitted patients in nursing homes paid

privately for care.

The cost figures presented above represent the base

costs of services in the three settings. For the two

community programs, their costs for services to Medicaid

patients must be at least 25% less than institutional costs

for Medicaid patients. This is a requirement of the

Medicaid Waiver under which these two programs operate.

Thus, it was not a surprising finding that the routine ser

vices provided by the community programs were less expensive

than those provided in nursing homes. Unlike many alter

native programs evaluated in the literature, however, the
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two community programs studied here were targeted to

patients certified eligible for nursing home care. This

fact strengthens the claim of these programs that they are

saving money, for without these programs the patients in the

community would qualify for nursing home entry.

Not all long term care patients are eligible for Medi

caid. In the foster care program, 25% were private paying

patients and the money these people saved is of little

interest to Medicaid. Given that the cost of foster care

was 60% less than nursing home care, however, the existence

of the foster care program may have prevented some patients

from needing to apply for Medicaid assistance at all. For

nursing home patients, few can afford to pay privately for

very long and Medicaid becomes the primary payer for their

care. Thus, without alternative programs, Medicaid's long

term care costs may be greater still.

The differing abilities of the settings were reflected

in the types of patients they attracted and served. While

they were indeed certified intermediate care patients, as a

whole the foster care patients were relatively young,

skilled in ADL and mobility, and oriented to person, time

and place; had relatively few diagnoses and medications;

were 1ik1ey to be single, Filipino, and male; to have

limited family on Oahu; to have lived alone or in institu-



324

tions prior to entering foster care; and to pay privately

for their care than patients in the other two settings.

NHWW/PCP patients, on the average, were more aged,

disabled, and disoriented than patients in foster care, but

less disabled and disoriented than patients in nursing

homes. They were likely to be Japanese widows who had

extensive family on Oahu with whom they had lived prior to

receiving NHWW/PCP services. They were also likely to be

disabled by muscular/skeletal disorders and by vision or

hearing impairments. Due to the structure of the NHWW/PCP

program, all of these patients were Medicaid eligible.

As a whole, patients in nursing homes were quite dis

abled and disoriented of all the intermediate care patients

studied. They were likely to have admitting diagnoses of

dementia, infection, and skin problems, and likely to be

nonresponsive. They were likely to be taking medications

for psychiatric and psychological disorders and for skin

problems, as well as vitamins, laxatives, and antibiotics.

About 20% paid privately for nursing home care.

Thus, it appears that the three placement settings had

varying capacities for serving patients in need of inter

mediate level care. Correspondingly, they served different

subgroups of the intermediate care population, as proposed

by the first hypothesis. The degree of fit between the

capacities of the placement settings and the needs of the
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patients was not tested. Earlier work implied that there is

some overlap in the kinds of patients served in the three

settings. Specifically, about one-third of the patients in

the three settings were similar in age, orientation, and ADL

and mobility skills (Braun & Rose, 1987). This disserta

tion, however, demonstrated that the three settings and the

patients they served were significantly different despite

the fact that all the patients were certified in need of the

same .level of care--intermediate.

variables Associated with Placement

Logistic regression was employed to identify the vari

ables associated with patients who resided in each of the

three settings. To this end, all of the stUdy variables

which correlated significantly with each of the three place

ment settings were entered into stepwise, then full, regres

sion analyses. These models were quite efficient, and were

found to correctly reclassifying between 78% to 87% of the

cases. The results of these analyses confirmed the findings

from the descriptive and comparative statistics summarized

previously. It added to our knOWledge, however, by identi

fying the relative importance of the variables associated

with choice of placement setting.
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For example, the variables most strongly associated

with receiving NHWW/PCP services were: not having lived

previously in an institution; having a muscular/skeletal

disorder; being female; not having lived'alone prior to

start of services; and being Japanese. The variables most

strongly associated with being in foster care were: not

being nonresponsive, not having lived with family prior to

entering foster care (having lived instead either alone or

in an institution); not being Japanese; and taking few dif

ferent kinds of medication. The variables strongly asso

ciated with residing in a nursing home were: not having a

muscular/skeletal diagnosis; being nonresponsive; having

family with a definite opinion about the placement setting;

and being relatively disabled in ADL skills upon admission.

Thus, a variety of demographic, social, functional, and

medical variables are associated with entering the different

placement setting. The fi~dings from this analysis are use

ful in that they make explicit the selection tendencies of

the different settings. For example, hospital discharge

planners can use this information to better direct patients

to the setting most likely to accommodate them. Based on

these findings, they should not expect an alert, Japanese

widow who has been living with her children but is now hos

pitalized for a hip fracture, to enter foster care. On the

other hand, they should not be surprised if neither of the
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community programs can manage a nonresponsive, incontinent

patient with cancer, a complicating infection, and lots of

medication (though there is a chance that this patient can

be served by NHWW/PCP if all other requirements are met).

These finding can also be used to help identify the

limitations of the two programs designed as "alternatives"

to institutionalization. According to these data, there are

some patients who are not yet manageable in the community

settings. If policy makers are serious about providing more

alternatives to nursing home care, new community programs

need to be designed which can manage the more difficult,

more disabled, more disoriented, and more diseased patients

found in nursing homes.

For example, this research found that patients likely

to enter nursing homes were nonresponsive, had families with

strong opinions about nursing home placement, were disabled

and incontinent, had infections, and were taking several

kinds of medications. It is not surprising that nonres

ponsiveness was associated with institutionalization. Many

dementing disorders cause nonresponsiveness and other

behavioral difficulties. Patients who wander, are easily

frustrated and angered, who may forget their relationship

with the caregiver, and who eventually withdraw into their

own world are very hard to care for in a home setting.

Extensive documentation exists on the relationship between
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caregiver burden, institutionalization and dementing

disorders (see for example Branch & Jette, 1982: George &.
Gwyther, 1986; Kahan et al., 1985; Morycz, 1980; Zarit et

al., 1980). Other causes of nonresponsiveness among

patients in this study were stroke and psychiatric dis

orders. In these cases, the patient was not able to provide

the caregiver with information about his needs and some

could not even smile or provide the caregiver with a gesture

of appreciation. Thus, the rewards of home care are dimi

nished further for caregivers and these nonresponsive

patients are often institutionalized.

New programs, designed to provide for nonresponsive

elders may further increase the numbers of elders who can be

cared for in the community. For example, programs could

develop special training of caregivers for demented and non

responsive patients, with special mechanisms for supporting

caregivers and providing them with the appreciation they

deserve. Zarit et al. (1985) recommend caregiver support

groups.

Incontinence was associated with institutionalization,

as well. This finding was not surprising. Sophistication

in the diagnosis of the underlying causes of incontinence,

however, are leading to advances in its prevention and

treatment. One new product under study is a bladder pace

maker, designed by Dr. Emil Tanagho of the university of
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California at San Francisco to control incontinance caused

by nerve damage (Honolulu Star-Bulletin & Advertiser, 1987).

Other new products, including super absorbent diapers, and

focused study on the problem of incontinence may continue to

reduce its impact on where a patient receives care.

In addition, community programs may be developed which

could manage sicker patients, perhaps through the addition

of special funding for daily nursing visits. With increased

attention to living wills and hospice care options, more

elders themselves may decide that home care is preferable

and pressure alternative programs into providing more ser

vices. Finally, family preference for nursing home care may

be changed by increased awareness of, and access to, alter

native programs. These strategies, once employed, should be

tested for their impact on patients, families, and long term

care costs.

On the other hand, these data identify the profiles of

patients whom the community settings can serve at this time.

Patients with these characteristics need not enter insti

tutions. They could be diverted into the less costly com

munity settings. Two possible reasons why some patients who

could be served in the community reside in institutions are:

1) payment arrangements and 2) family and patient attitudes

toward the placement settings. For example, a patient may

be "ideal" for NHWWjPCP placement but may not qualify for
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Medicaid. Thus, this patient may enter a nursing home as a

private paying patient, spend his resources on nursing home

care, and eventually apply for Medicaid. By that time, the

patient's family may be unwilling to take the patient home,

even though they are now eligible to receive NHWW/PCP

services. This problem may be alleviated by changes in the

financial arrangements of NHWW/PCP or the development of a

similar program for non-Medicaid patients.

It is also true that patients who may seem "ideal" for

foster family care do not enter this setting due to a nega

tive attitude toward foster care held by their own family.

In this case, it may be more acceptable to a family to see

their patient in an institution than someone else's home.

This problem may be alleviated over the years as the concept

of geriatric foster care becomes better known and the popu

lation of elders who could benefit from foster care grows.

Of all the variables considered, several variables

influenced patient entry into more than one settings. Being

Caucasian, for example, was negatively associated with

entering NHWW/PCP and positively associated with entering a

nursing home. Being Japanese was positively associated with

entering NHWW/PCP but negatively associated with entering

foster care. The ethnic differences may be byproducts of

the fact that this research was conducted through the

Queen's Medical Center. Had it been conducted at another
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medical center, the ethnicity profiles of patients entering

nursing homes may have been different. Being nonresponsive,

taking many different kinds of medications, and having

family who were involved in the placement decision were all

negatively associated with entering foster care, but

positively associated with entering a nursing home. These

variables deserve special attention, perhaps, by

researchers, program developers, and policy makers in

Hawaii.

variables Associated with Patient outcomes

Six outcome of patients were measured. They included:

1) length of stay in the placement setting (up to six

months); 2) discharge status (improved, deteriorated, died)

of patients who stayed less than six months; 3) six-month

ADL score; 4) six-month mobility score; 5) six-month well

being score of the patient as observed by the caregiver; and

6) six-month well-being score of the patient as expressed by

the patient. Regression equations were contructed and ana

lyzed for each of these outcome variables. They provided a

relative ordering of the association between the study

variables and patient outcomes. Of specific interest in

this study was the association between placement setting and

patient outcomes.



332

The analyses confirmed the second hypothesis of this

dissertation, suggesting that placement setting had little

effect on patient health outcomes. In terms of ADL and

mobility, the six-month scores of patients were strongly

associated with their admission scores, suggesting that

health outcomes were primarily influenced by admission

status. Residing in a nursing home was associated with a

higher six-month score on the mobility items, indicating

poorer function in walking and going outside. The strength

of this association, however, was not as strong as the

assocation between admission and follow-up mobility scores.

In addition, the mobility finding was somewhat biased in

favor of the community patients as most left home to visit

physicians while most nursing home patients did not. Taken

together, these findings suggest that the health outcomes of

patients in the three settings were similar. From another

perspective these findings suggest that for the overlapping

groups of similar patients in the three settings, the

community settings can maintain the health of patients as

well as can nursing homes.

The third hypothesis was also confirmed. Residing in

the community settings was associated with better six-month

well-being scores. This finding was not surprising. It

confirmed what most practitioners and lay people feel is

common sense. Primary relationship impact as positively on
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the well-being of frail elders as on other age groups (Dono

et al., 1979: Litwak, 1985: Litwak & Szelenyi, 1969:

Parsons, 1944: smalley, 1950).

Past research has been piecemeal and has produced

inconclusive findings regarding the effect of alternative

services on patient outcomes. Part of the problem has been

methodological in that different studies tested different

types of programs for different types of patients. This

lack of comparability across studies has led to a confusion

which is best illustrated by the title of a paper by re

searcher Hughes (1985), "Apples and Oranges? A Review of

Evaluations of community-Based Long-Term Care."

By confining this research to programs specifically

designed to substitute for nursing home care of frail elders

certified eligible for such care, one of the major metho

dological issues was addressed. By employing multivariate

analysis techniques, this study was able to control for

initial patient differences between settings, meeting

another recommendation for producing more meaningful re

search results. Even by using an integrated approach to

evaluation, however, this research found that placement

settings were still very selective in the patients they

accepted. Controlling for that fact, patient health

outcomes appeared similar.
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This study also found that the routine services pro

vided by the community programs were less costly than those

provided in nursing homes. Past studies have produced

findings on both sides of the cost issue. In fact, Weissert

(1985) entitled his review of this problem, "Seven Reasons

Why It Is So Difficult To Make Community-Based Long-Term

Care Cost Effective." He recommended that "a refocusing of

public policy to target specifically on the functionally

dependent rather than the aged per se may be the. best hope

for public support for community care" (p. 423). The

programs studied here were designed for a defined group of

functionally dependent elders, those certified for nursing

home entry. ThUS, for this very frail group, routine com

munity care services were less costly than Hawaii nursing

homes.

As documented in Chapters III and IV, this cost savings

may not have appeared had this study been conducted in

another state. Hawaii nursing homes are among the most

expensive in the country. In states where the average daily

Medicaid reimbursement rate to nursing homes is less than

$45, community based programs may not be less costly.

According to the Institute of Medicine's (1986) exploration

of nursing home quality issues, the average daily Medicaid

reimbursement rates per resident day in 1982 were $36 to

Intermediate Care Facilities and. $43 to Skilled Nursing
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Facilities. It may be that 1986 costs were higher across

the countrx, but perhaps not enough to warrant the start-up

costs of new community programs.

other issues that complicate cross-state comparison of

cost-effectiveness include differences in the criteria for

skilled and intermediate care, availability of nursing home

beds, and population pressures. For Hawaii, however, these

alternative services are less costly than nursing homes.

Path Diaqrams

Three path diagrams were constructed in order to

graphically conceptualize the interrelationships among the

many variables included in this research. They added little

new information: however, they confirmed the previous

findings. Specifically, many variables were associated with

a patient's choice of a placement setting: initial patient

health was strongly associated with later health outcomes:

and higher well-being scores were associated with living in

the community.
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Recommendations for Future Research

Although this research utilized a comprehensive

evaluation design, some areas could benefit from further

study. For example, the cost comparison of this research

was based on Medicaid figures for routine cost of services

for Fiscal Year 1986. It did not compare all costs for the

patients, such as, the cost of physician's visits, medi

cations, rehospitalizations, ambulance charges, all supplies

and special therapies.

Such a cost analysis was done for the sample of 40

matched pairs of patients in nursing homes and foster homes.

That analysis found that even after considering all of the

other expenses involved for the 40 pairs of similarly dis

abled patients in the two settings, expenditures for the

foster care patients were 39% less than expenditures for the

nursing home patients (Braun & Rose, 1986). A similar

analysis is planned for the 49 matched triads of patients in

nursing homes, foster homes, and NHWW/PCP. No such analysis

was done for all 352 patients in this sample. Given the

amount of concern about total health care costs, however, a

large sample analysis of all costs is recommended for future

evaluations of alternative services.



337

Another approach to the problem of comparing costs is a

possible relationship between increasing disability of

patients and increasing cost of services. In other words,

perhaps the higher costs associated with the nursing homes

are justified because they serve the most disabled, diseased

and medicated of all intermediate care patients. A way to

test this hypothesis would be to obtain a monthly cost of

care for each of the 352 patients, based on a consistent set

of cost items for each patient. The effects of patient

characteristics and of the placement setting on this figure

can be tested through multivariate analysis. The following

equation would test the influence of placement setting on

cost while controlling for initial patient differences:

y = a + b1x1 + b2x2 + b3x3 + •••
where y = cost of care

a = intercept
xl = placement setting
x2 = patient characteristic
x3 = patient characteristic

Another area that was not fully explored in this

research is that of person-environment fit (see for example

Carp, 1985: Kahana, 1974: Kahana et al., 1980: Sherwood et

aI, 1975). In other words, how well are patients matched to

the available care settings? What is the role of the

placement setting managers in the selection of appropriate

patients? This research could have tested this question had

it administered the placement setting questionnaire to all
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the individual foster family homes and collected full infor

mation of the package of services received by each NHWW/PCP

patient. Then, the placement setting scores on the four

dimensions measured (rules affecting patient lifestyle,

tolerance of patient behaviors, tolerance of patient

disabilities, and ability to manage patient conditions and

treatments) could have been included in the multivariate

analyses to test the effect of the "matching" procedure

performed by the program admissions' teams.

Adding this variable may have resulted in better

predictive ability of the multivariate tests concerning

choic~ of placement setting. As shown in the regression and

path diagrams, not all of the observed variance in choice of

placement setting was explained given the variables entered.

The logistic regression equations constructed for each

placement setting correctly reclassified 78% to 87% of the

cases, and the path diagrams accounted for only 33% to 72%

of the variance in placement setting.

The attitude variables were not included in the path

diagrams. They were excluded after it was found that their

inclusion produced covariance matrices that cound not be

analyzed, i.e., there was some redundancy in the variables

entered. Removing the two attitude variables solved the

problem. Future research, however, may find a better way to
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measure patient and family attitudes (perhaps using a con

tinuous scale rather than categorically) so that they can be

included in structured equation analysis. This is an impor

tant issue as other researchers have shown that positive

preadmission attitudes are related to better patient out

comes (Beaver, 1979; Ferraro, 1981; Harel & Noelker, 1982;

Noelker & Harel, 1978).

The logistic regression models provided clues about

which patients were likely to enter the three placements.

The patterns of characteristics associated with the patients

in the particular settings, however, cannot be considered as

absolute. The logistic regression analyses identified the

patterns that fit the most patients within each setting. In

using these patterns to reclassify cases into settings, only

80% of the patients were correctly reclassified into their

acual setting. What about the 20% who were classified in

correctly using the regression model? Does this imply that

they were inappropriately placed into their setting? If so,

did this inappropriate placement affect their outcomes? To

test this question, a comparison could to be made between

the outcomes of the patients "appropriately placed" and the

outcomes of the patients who were II inappropriately placedII

according to the logistic regression classification.

As this study was concerned with outcomes, a critque of

one of the outcome variables, length of stay, is in order.
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As analyzed in this study, length of stay was not well

predicted by either the regression or path analyses. It is

unclear what variables were left out of the analyses that

could systematically account for more of the variance in

patient length of stay. Perhaps length of stay needs to be

analyzed by discharge status. In other word, what variables

where associated with patients discharged expired within the

first month of placement? after three months in placement?

Unfortunately, this classification would limit the number of

cases per category and restrict the number of variables

which could be analyzed. It is interesting that length of

stay, such a commonly used measure of patient outcome, was

so "unpredictable" in this study. Another interesting issue

concerning length of stay is its relationship to costs.

What if future research found that patients lived longer in

community settings, even after controlling for initial

differences? Would this extended longevity be figured into

analyses of the cost-effectiveness of community settings?

Another question that was not answered by this research

was the extent to which the differences in outcomes were

based on differences in baseline characteristics, within

settings. In other words, was six-month ADL score asso

ciated with different variables for ~dWW/PCP patients com

pared to the variables associated with six-month ADL score
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of patients in the other two settings? To test this ques

tion, the outcome variable could be analyzed for patients in

each of the three settings to identify variables associated

with the outcomes of patients in NHWW/PCP, in foster care,

and in nursing homes. The degree of overlap can then be

compared. This information may pro7ide insight into the

ways that the different processes of the individual settings

effect patients in terms of their six-month outcomes.

Another concern for future researchers is the

comparison of patient characteristics and outcomes in the

two types of nursing homes. More data would need to be

collected for this analysis, however, as the small number of

patients in Intermediate Care Facilities in this sample

(N=35) would limit the number of variables that could be

included in regression analysis.

Such a comparison would be quite interesting,

especially in light of the fact that the Institute of

Medicine (1986) supports the consolidation of the two

levels of care into one, applying the current Skilled

Nursing Facility standards to all nursing homes. The

establishment of the Swing Facility, which serves both

skilled and intermediate level patients, is a step in this

direction. Both levels of patients are housed in the same

facility. One major advantage is that a change in their

care needs can be managed within the facility, thus avoiding
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the trauma of relocating the patient to another facility.

In addition, this merging of patients may help alleviate

some of the "mushiness" in intra-state certification and

inter-state comparison of long term care patients.

The role of ethnicity deserves further work. It is

clear that ethnicity was an important predictor of service

use among the three long term care settings studied here.

In addition, ethnicity plays a large role in the provision

of long term care services in Hawaii. For example, the

majority of the foster family caregivers, of nurse aides in

nursing homes, and of the personal care attentants of the

NHWW/PCP program were of Filipino and Polynesian (Hawaiian,

Part-Hawaiian, and Samoan) descent. A study of the extent

to which ethnicity affects caregiving skills, as well as

economic opportunities for these workers (long term care is

not known as a high-paying field, at least not for the

direct care providers), would be of interest to the field of

long term care.

Finally, a comment must be made about the usefulness of

mathematical models for identifying associations among

patients, placement settings, and outcomes in long term

care. While statistical analysis can discern patterns among

large numbers of variables, people do not operate according

to mathematical laws. Identifying variables associated with

entering foster home, nursing homes, and a comprehensive
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home care program are interesting and provide administrators

with information about patterns and biases that may exist in

their admissions. There will always be exceptions to the

patterns, however, and the results of these analyses should

not be used to restrict patient admissions to programs or

public education about long term care options.

The patterns uncovered here were intended to further

our understanding of these two community programs and their

ability to substitute for nursing home entry of some elders.

The findings suggest that these two programs will not

replace nursing home care, for there are categories of

patients who these community programs cannot manage. There

are other patients, however, who can be managed well in

community settings. The results of the patient outcome

analyses suggested that one placement setting may not be any

better than another in effecting patient health. In Hawaii,

however, the routine costs of the two community programs

studied here were at least 25% less than the routine costs

in nursing homes. Together, these findings support the

continued development of institutional alternatives in this

state.
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APPENDIX

REVIEW OF LONG TERM CARE

A working Definition

T~-.e following definition of long term care was provided

by Kane and Kane (1982) after an extensive review of many

definitions and concepts put forth by long term care pro-

viders and researchers:

Long term care is a range of services that
addresses the health, personal care, and social
needs of individuals who lack some capacity for
self-care. Services may be continuous or inter
mittent, but are delivered for a sustained period
to individuals who have a demonstrated need,
usually measured by some index of functional
dependency (p. 4).

Because long term care is provided to people with

functional limitations, one's need for long term care is

usually established by functional assessment instruments

which considers one's abilities to perform normal self-care

skills. Several categories of functioning exist which are

commonly measured to determine patient status. These
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categories are: physical functioning, mental functioning,

and social functioning (Kane & Kane, 1981).

Physical functioning is further deliniated into two

"classes." One, Activities of Daily Living (ADL), includes

bathing, dressing, toileting, feeding, ability to transfer

(i.e., get in and out of bed, or from wheelchair to toilet),

and ambulation. The second, Instrumental Activities of

Daily Living (IADLS), includes meal preparation, cleaning,

using the telephone, making appointments, taking medica

tions, going to the doctors, etcetera. Knowing a patient's

level of physical functioning is crucial in the assessment

of his need for long term care. Many scales exist which

measure patient abilities in these two classes of physical

functioning.

Mental functioning refers to the cognitive abilities of

a patient. It is often measured by an orientation scale

which tests a patient's awareness of person, place, and

time, although some mental functioning scales include

questions about a patient's affective functioning and mental

health status. A more vague category is social function.

It can include patient morale, well-being, independence,

autonomy, adjustment, and measures of his participation in

meaningful relationships and leisure activities. Changes in

any of these three categories--physical, mental, and social

-can lead to an inability to care of oneself. In addition,
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functioning in these three areas are closely interrelated.

They can be categorized conceptually, but in reality a

limitation in one area affects the ability to function in

the other two areas.

Elderly people are more likely to need long term care

because they are more likely to have conditions which lead

to limitations in functioning. For example, the prevelance

of chronic disease is higher among older members of the

population than among younger members of the population.

Chronic conditions common among older people which often

result in limitations in physical functioning and a need for

long term care include: stroke, cancer, Alzeimer's Disease

and related dementing disorders, Parkinson's Disease,

chronic obstructive pUlmonary disease, diabetes, osteo

porosis, arthritis, and fractures.

Some of these same chronic conditions can lead to

disabilities in mental functioning as well. For example,

Alzheimer's Disease and related dementing disorders affect a

person's memory. In very early stages of dementia, only

one's mental function is impaired. Later, however, a

patient loses social function, and may eventually forget how

to perform the self-care activities categorized under

physical functioning. A social handicap can also lead to a

need for long term care. For example, the loss of a spouse
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can lead to depression which can decrease mental func

tioning. Decreased mental functioning can lead to a loss of

appetite, and eventually to malnutrition which can have

serious effects on physical function. Social losses are

also more common among older people than younger people.

Age, however, is not in itself a predictor of

disability. The group denoted by the term elders, like the

term children, includes people within a given age range but

does not it itself tell us about the abilities and needs 9f

a particular individual in this group. . Most elders are

independent; elders who need some type of long term care are

a minority of all elders. Greater proportions of people

over 85, however, are disabled and are institutionalized

than are people between 75 and 84. Greater proportions of

people over 75 are institutionalized and disabled than are

people between 64 and 74. The need for long term care,

however, is based on disabilities in self-care rather than

age.

The word "sustained" in our definition of long term

care does not have a fixed meaning. Different people need

long term care services for different lengths of time

depending on their disability and their potential for

recovery. For example, a person who breaks a hip and needs

daily assistance with health, personal care, and social

services is someone who needs continuous and sustained long
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term care while convalescing, perhaps for only three months.

On the other hand, m~ny elders have multiple problems which

complicate each other and which are expected to lead to

further deterioration and death. In this case, someone who

presently needs only a few hours of assistance each week

with shopping, cleaning, going to appointments, and managing

finances may eventually need 24-hour assistance with

walking, toileting, bathing, dressing, and feeding.

Because long term care connotes a range of health,

personal care, and social services, levels of long term care

have been established to distinguish between people with

varying needs within this range. The exact names and

definitions of these levels vary between states although

they have been grossly defined by u.s. governmental agencies

for purposes of nursing home certification and financing.

In this study, the levels are called the skilled, inter

mediate, and personal care levels. These levels are

considered heirarchical with skilled care being the highest

level of long term care, followed by the intermediate care

and personal care levels. In general, people who need

skilled care need more assistance and demand more time from

their caregivers than do people who need intermediate care,

and so on. Specific definitions and criteria associated

with these levels of long term care, as well as the criteria
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associated with acute medical care, are provided in the next

section.

Levels of Care: A continuum

The levels of care pertinent to long term care include

the acute level, the skilled level, the intermediate level,

and the personal care level. These levels of care comprise

the continuum of care needed by a patient affected by, and

recovering from, an acute medical problem. In theory, every

individual who has any acute problem will need acute care,

then skilled care, then intermediate care, and then personal

care before being able to live independently. For example,

a person who fractures his hip will receive acute care (for

hip pinning or replacement), skilled care (for rehabili

tation nursing and therapy services), intermediate care (for

maintenance of rehabilitation gains and increasing

endurance), and personal care (help with meal preparation,

shopping, cleaning, etc.) before returning to complete self

sUfficiency.
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Acute Level of Care

A patient of any age needs a level of care called

"acute" when he has conditions which demand 24-hour

monitoring by physicians, nurses, technic~ans, and other

medical center personnel. Hospitalizations for older

Americans usually follow traumatic events such as strokes,

heart attacks, aspirations, and falls or infections such as

pneumonia, urinary tract infections, and cellulitis.

Scheduled surgeries can also require acute hospitalization.

While the acute care level in not within our continuum of

long term care, acute hospitalization usually precedes an

individual's entry into the formal system of long term care

services and financing. In fact, until 1983, Medicare

payments for long term care services were limited to

individuals who had been hospitalized for at least three

days. In addition, the growth of the nursing home industry

and its financing resulted in part from the idea that

nursing homes would care for convalescing patients for lower

costs than acute care hospitals, and the hope that the

expansion of nursing homes would reduce overall health care

expenditures (Hawes & Phillips, 1986).
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Skilled Level of Care

Skilled care is the care that must be provided by

registered nurses, therapists, and social workers. The need

for prolonged skilled care often follows an acute episode,

especially in elders. A patient of any age needs skilled

care when he no longer needs 24-hour access to physicians

but does require 24-hour access to registered nurses and

therapists who can preform skilled procedures on the

patient. Examples of skilled procedures are: 1) perenteral

therapy for hydration and nutrients; 2) short term infusion

of chemotherapy; 3) sterile debridement and dressing changes

of large open decubitus ulcers; 4) tube feeding if there is

a danger that the patient will aspirate; 5) frequent

suctioning of tracheotomy stomas (usually with concurrent

respiratory therapy services); 6) adjustment of medications,

for example, for pain; and 7) intensive physical and

occupational therapy that results in measurable patient

improvement in self-care and walking skills according to a

rehabilitation plan prescribed by a physician. Unless a

patient needs to receive one or more of the skilled

procedures outlined above, he will not be certified eligible

for skilled care.

Skilled care is also called SNF care. SNF is an

abbreviation for Skilled Nursing Facility, which is the type



352

of nursing home licensed to provide 24-hour registered nurse

coverage for patients who need physician-prescribed skilled

services that can be administered only by registered nurses,

therapists, and social workers. Skilled care can also be

delivered by licensed professionals to patients in

rehabilitation hospitals or outpatient programs as well as

to patients living at home. Skilled care can also be

delivered to patients in acute care hospitals: however, if

the patient does not need acute care as well as skilled

care, reimbursement arrangements encourage the acute care

hospital to transfer the patient to another setting as soon

as possible.

Intermediate Level of Care

Intermediate care is care that needs to be monitored by

registered nurses on a regular basis. Intermediate care is

provided to patients who need extensive help with self-care

tasks and with taking their medications. It is oriented to

maintain and supplement patient function, rather than to

provide skilled treatments as in the case of skilled care.

An intermediate patient does not require any skilled care

services. His needs are usually chronic and predictable,

rather than short term and unstable. Some examples of

intermediate care services include: 1) care of a wound that
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is healing and does not require sterile technique; 2)

routine care of ostomies; 3) routine tube feeding; 4)

straight drainage from a Foley Catheter requiring only

routine irrigation; 5) routine and/or infrequent suctioning

of tracheotomy stomas; 6) non-progressive physical and

occupational therapy (provided for recreation and

maintenance of patient function only); 7) routine

administration of pills and insulin; and 8) routine

assistance with all ADLs (bathing, dressing, toileting,

feeding, transfer, and walking).

Intermediate care is also known as ICF level care.

ICF is an abbreviation for Intermediate Care Facility, which

is the type of nursing home licensed to provide 8-hour

registered nurse coverage to patients who need intermediate

care services as outlined above. Again, although a patient

is certified for intermediate level care, he does not have

to reside in an ICF nursing home. An intermediate care

patient can be cared for in a hospital (at a loss of income

to the hospital), or in an SNF nursing home (if the SNF home

can document that an ICF nursing home will not take this

patient, or if the patient is paying privately for his care

in the SNF), or in a home situation with family or

professional caregivers providing the needed services.
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Personal Care

Personal care is care delivered by family or

professional caregivers to people who need some help with

bathing, dressing, and getting in and out of bed. (Patients

who cannot walk, are incontinent, and need to be fed are

usually considered to need intermediate level care). In

addition, they may need some help with meal preparation,

house cleaning, laundry, financing, taking medications, and

other IADL.

In Hawaii, the personal care level of care is also

known as the care home level of care. This is because

Hawaii licenses Adult Residential Care Facilities (AReHs) to

provide care to people with personal care needs. Care home

level patients need some supervision of behavior, encourage

ment to participate in activities, and encouragement and/or

supervision in bathing, dressing, eating, and taking medi

cations. They usually need assistance with making and

keeping doctor's appointments. Personal care, however, is

often provided by family members to many people living at

home who never enter the institutions licensed to provide

personal care.
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Levels of Restrictiveness: A Continuum

The concept of the continuum is also used to describe

the levels of restrictiveness of the settings within which

long term care services can be delivered. "Least

restrictive environment" is a phrase used to describe the

least confining, and therefore most appropriate, setting for

an individual in need of long term care. In general, any

level of long term care is less restrictive when provided in

a community setting compared to an institutional setting.

In turn, any level of long term care is less restrictive

when provided in a home setting compared to a community or

institutional setting. There is an assumption that the

least restrictive setting will also be the least expensive

setting, although the evidence is not conclusive. Patient

and family satisfaction with care, however, are usually

higher when services are provided in less restrictive

settings. The literature review provided in Chapter III

presents details of these findings.
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Long Term Care Services: The continuums Combined

Each long term care service can be described by its

place on the Level of Care continuum and the Level of

Restrictiveness continuum. When combined, a matrix is

formed with the continuum of Care defining the columns and

the continuum of Restriction defining the rows. This matrix

is displayed in Figure 11.1 and this section presents the

common long term care services in terms of their relative

positions within this matrix.

Institutional Care

Institutional long term care services are provided in

rehabilit~tionhospitals, in nursing homes, and in adult

residential care homes.

A rehabilitation hospital provides skilled nursing and

therapy services to people disabled though diseases and

accidents who have a measurable potential for regaining some

vocational and independent living skills. In Hawaii, this

service is provided by the Rehabilitation Hospital of the

Pacific to people who have caregivers (family or friends)
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with which to live when they complete their intensive

course of rehabilitation. If a disablep person has no

family caregiver with which to live and plans to enter a

nursing home, he will probably not be allowed to receive

rehabilitation services through the Rehabilitation Hospital

of the Pacific. Instead, this person will be recommended

for admission directly into a nursing home which provides

skilled care. He can receive the same skilled nursing and

rehabilitative services as available in the Rehabilitation

Hospital; however, they are provided in nursing homes on a

less frequent and less intensive schedule.

As explained previously, Skilled Nursing Facilities

(SNFs) are the institutions licensed to serve long term care

patients who need skilled services and are the primary

institutional settings delivering skilled care. Inter

mediate Care Facilities (ICFs) are the institutions licensed

to serve long term care patients who need intermediate

services and are the primary institutional settings

delivering intermediate care.

Despite the neat definitional divisions between skilled

and intermediate long term care patients, the patients

themselves are not stable. They change levels of care, both

in the expected direction (from acute care to independent

living) and in the opposite direction (from personal care to

intermediate, skilled, or acute care). For example, a
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patient may need skilled services immediately following an

acute episode, but for only a few weeks. A patient no

longer requires skilled care once he stops needing skilled

services and/or monitoring, e.g., once he stops making

documentable rehabilitation advancements or no longer needs

IV antibiotics or 24-hour monitoring of a cardiac condition.

He may need intermediate care, however, and should transfer

to an ICF. Conversely, once in an ICF, the patient may

contract pneumonia and require IV antibiotics and

respiratory therapy for a few weeks. He would then need

skilled services and should transfer to an SNF. It is not

uncommon for long term care patients to change level of

care, depending on their diagnoses and recoverability.

To avoid the frequent transfers of patients between

facilities, the state of Hawaii has certified some nursing

homes as "Swing" facilities. "Swing" is a designation given

to a nursing home which can care for both skilled patients

and intermediate patients. Individual patients can change

levels without having to transfer between nursing homes.

Because long term care patients usually do not require

skilled services for long periods of time, Hawaii has few

free-standing skilled facilities. Most of the facilities

providing skilled services also provide intermediate

services. Long term care patients, however, may need, and

can receive, intermediate care services for extended periods
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of time (because, by definition, intermediate care patients

are more stable than skilled care patients). Thus, Hawaii

has several free-standing ICFs which do not offer skilled

services. When a patient in a free-standing ICF needs

skilled care, he must be transferred to an acute care

hospital or to an SNF.

Adult Residential Care Homes (ARCHs) are the

institutions which serve long term care patients who need

personal care and supervision. In Hawaii, ARCHs provide

residents with daily help with some self-care tasks, but

usually not with toileting and ambulation. Care home

personnel are not necessarily licensed nurses, however, care

home operators must have worked previously in a nursing home

or hospital. The degree of restrictiveness of an ARCH

depends in part on the number of patients served. In

Hawaii, most ARCHs serve four or five patients although a

few ARCHs serve up to 50 patients.

Finally, institutional based respite care is provided

by some nursing homes to skilled and intermediate care

patients ordinarily living with family members. A family

can arrange with a nursing home to institutionalize a

disabled member for a week or two while the family takes a

vacation from caregiving. Institutional hospice services

provide skilled care to patients in the last six months of

life who do not desire life saving procedures.
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Community Based Services

community based services include outpatient

rehabilitation programs, day health programs, day care

programs, meal sites, and other organized programs to which

a long term care patient travels from his home. Other

services often classified in this category are the "linking"

services of transportation, escort, information and

referral, case management, legal aid, and family support

groups. These "linking" services help disabled individuals

and their families access needed services.

outpatient rehabilitation programs primarily provide

skilled services to skilled patients who live at home with

family caregivers and travel to the outpatient program. Day

health programs (also known as day hospital programs)

provide services to patients who primarily need skilled or

intermediate rehabilitation services and intermediate

nursing care. Elders in these programs also live at home

and travel to the program as outpatients. Day care programs

are similar except that they provide only personal care

services to patients living at home. While outpatient

rehabilitation programs provide short term services to

patients who show documentable progress toward recovery, the

day hospital and day care services can be used for extended
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periods of time. In addition to the supervised social

stimulation and exercise the day hospital and day care

programs provide, they also play a large role in the

provision of respite to family members who care for skilled

and intermediate patients. Thus, these two services are

sometimes referred to as community based respite programs.

Meal site programs cater to more independent elders who

travel from their homes to have a hot meal and participate

in some organized leisure and consumer education activities.

other community programs which serve well elders include:

group health screening, health education, health

maintenance, and social programs operated by federal, state,

church, and private funds. Elders who can attend these

types of activities may need personal care but do not

usually need intermediate or skilled care.

Linking services are very important community based

programs which assist long term care patients access other

needed services. Two forms of transportation for handi

capped individuals are available in Hawaii. Handivan

provides curb-to-curb service, while Handicab provides door

to-door service, to wheelchair dependent or otherwise

handicapped individuals who need transportation assistance

to medical and social appointments. Case management,

another important linking service, is defined as lithe

assignment of a single case responsible person to
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orchestrate the provision of multiple services to clients in

need" (Kemp, 1981, p. 212). Many organizations in Hawaii

provide their own form of case management to long term care

patients living in the community.

There are three other linking services which are

commonly provided by community organizations to long term

care patients. Information and referral services provide

telephone assistance to elders and their families with

questions about long term care services and their access.

Family support groups help family caregivers cope with the

confusion of the long term care system and with burdens and

stresses associated with caregiving. Legal aid services

help elders, their family caregivers, and case managers

advocate for needed services and financial assistance.

Home Based Services

Any long term care patient can choose to live at home.

The safety of such a patient will depend on the availability

of the needed assistance with ADL and IADL. Many elders

receive this assistance from family members. In addition,

more public services are being made available to long term

care patients and their families who need assistance with

home care. These services include: home-delived skilled and

intermediate nursing and therapy, personal care, chore
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services, counseling, meals on wheels, alarms, home

modifications, respite care, hospice care, and others.

Certified home health care agencies can provide skilled

nursing and therapy services in the home to patients

eligible for them. These skilled services must be

prescribed by a physician and delivered by licensed

professionals. Home health care agencies can, but rarely,

provide intermediate and personal care as traditional

financing mechanisms do not reimburse these agencies to

provide these services. Intermediate and personal care are

delivered to patients at home by family members and/or by

professionals sponsored by specially funded programs.

Chore services provide assistance with household tasks.

Counseling services are usually provided as part of the case

management services or can be provided by a state mental

health worker. Meals-on-wheels are nutritious meals,

usually lunches, which are delivered to the patient at home.

Alarm systems, often worn around the neck of a patient

living alone for all or part of the day, are becoming more

popular. In emergencies, the patient can summon help by

pushing the alarm button. Home modifications include the

installation of wheel chair ramps, grab bars in the bathtub

and by the toilet, and the widening of doorways which will

help a disabled person care for himself.
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Home based respite care is usually provided by personal

care workers or volunteers who can supervise and/or

socialize with a home-bound patient allowinq the family

careqiver to take care of personal tasks and run errands.

Home based hospice care is usually provided by professionals

and volunteers who monitor and visit the home bound patient

who is expectinq to die within six months.

Aqain, case manaqement proqrams are important to assist

in the packaqinq and supervisinq of the many home based

services available to lonq term care patients. One proqram,

Hawaii's Nursinq Home Without Walls/Personal Care Proqram

(NHWW/PCP), provides case manaqement and 12 other home and

communtiy based services under one administration and

fundinq mechanism (Medicaid). This proqram is open to

Hawaii residents of all aqes eliqible for Medicaid financinq

of skilled or intermediate level care who wish to avoid

institutionalization. NHWW/PCP is one of the proqrams

evaluated in this dissertation. It is more fully described

in Chapter IV.

The role of the family in home care of all lonq term

care patients. is crucial. The more disabled the patient,

however, the more critical the availability and commitment

of a family careqiver. Most home care services are provided

durinq business hours, while most lonq term care patients

need 24-hour supervision. Thus, family careqivers play a
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major role in whether or not a disabled person will enter an

institution.

For long term care patients who would like to live in

the community but who have no home or family caregiver able

to help them, some states have developed foster family

programs. Foster family programs recruit, train, and

supervise unrelated family caregivers in the provision of

skilled and intermediate long term care services to disabled

people without natural family supports. While the term

"foster family" is used by some states to refer to their

system of ARCHs, in this dissertation it refers to

intermediate level long term care provided to one or two ICF

patients in the home of an unrelated caregiver who is

trained and closely monitored in the provision of this care.

The Queen's Medical Center community Care Program, Hawaii's

geriatric foster care program, is one of the program's

evaluated in this dissertation. It is more fully described

in ChapterIV.

Financing Long Term Care Services

Financing of long term care services plays a very large

role in the availability of and access to services.
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Therefore, a few more definitions must be introduced here.

These definitions are of the major public assistance

programs which fund long term care service delivery,

primarily Medicare and Medicaid (administered by the Health

Care Financing Administration or HCFA), Title XX of the

Social Security Act, Title III of the Older Americans Act,

and the Veterans Administration.

Medicare

Medicare is a national health insurance program for

Americans who are elderly (65 and older), disabled, or with

certain end stage diseases. It was established in 1965

through an amendment to the Social Security Act (Title

XIII). It finances 80% of reasonable acute care costs of

elders as well as 100 days a year of institutional skilled

care (in a nursing home or rehabilitation hosptial) if it is

ordered by a physician. It also will reimburse home health

care agencies for a limited number of days of prescribed

skilled nursing, therapy, and social work services delivered

on an intermittent basis to skilled patients confined to

their homes. There is great variability across states on

the amount of home care services that are reimbursed. This

is because determinations of eligibility are made by

regional offices appointed as fiscal intermediaries for HCFA
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who· are free to interpret federal standards for their

regions. For example, the federal criterion of

"intermittent" was interpreted by one fiscal intermediary as

being less than three weeks in duration, making ineligible

services to patients who needed home care for longer periods

of time (Spohn, et al, 1986).

Some relatively new programs have qualified for

Medicare reimbursement. For example, institutional and home

based hospice care are covered by Medicare for eligible

patients with six months or less to live. Expanded

outpatient rehabilitation services as provided by certified

CORFs (Comprehensive outpatient Rehabilitation Facilities)

can now receive Medicare reimbursement as well.

Medicare does not cover intermediate care in any

setting. A few states have applied to and received from the

Health Care Financing Administration (HCFA) "waivers" of

specific Medicare rules which allow Medicare reimbursement

for other services or longer periods of time. To the

knowledge of this author, no Hawaii services are funded

through Medicare waivers. Even with the financing of these

new servcies and with the existance of waivers in other

states, Medicare pays a very small proportion (only 2%) of

our nation's total long term care bill (Meiners, 1983).
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Medicaid

Medicaid covers the costs of medical care and SNF and

IeF nursing home care for indigent people of all ages. A

person can become eligible for Medicaid assistance if his

household income is always below a certain amount (in

Hawaii, $350 for a single person and $450 for a couple) or

would be below this amount after paying for medical and long

term care. Medicaid was established by a 1965 amendment to

the social Security Act (Title IX) and is financed jointly

by federal and state governments. It is administered,

however, by single state agencies which independently

interpret federal standards and establish eligibility and

benefit levels. Thus, even greater variation exists across

states in Medicaid, than in Medicare, practices.

Medicaid finances much of the long term care provided

in nursing homes due to the limitations on Medicare payment

for nursing home and the expense of nursing home care. It

is not uncommon for an elder to enter a nursing home as a

Medicare patient, then pay privately for services after his

Medicare benefits run out, and then apply for and receive

Medicaid benefits when his assests are exhausted.

Nationally, 48% of the total cost of nursing home care is

paid with funds from the Medicaid program (Meiners, 1983).
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In Hawaii, Medicaid also pays for some long term care

patients to attend day hospital programs. In addition,

states can apply to HCFA for waivers of the Medicaid rules.

Medicaid waivers are more common than Medicare waivers.

They allow states to spend Medicaid funds on a variety of

home and community based services for skilled and

intermediate level patients who choose to live at home. It

is under such waiver agreements that the two home based

programs reviewed in this dissertation--The Queen's

community Care Program and the state's NHWW/PCP--are

financed. Under these waivers, both programs assure that

they will target services to people who would otherwise

enter nursing homes and that the cost of home based care for

a patient will not exceed the cost of his

institutionalization.

Title XX

Title XX of the Social security Act pays for some long

term care services. Eligibility· is determined by income,

rather than level of care. In Hawaii, Title XX funds are

available to pay for chore services and for a limited number

of people to attend day care programs. A waiting list

usually exists for Title XX financing of these services,

especially day care.
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Title III

Title III of the Older Americans Act pays for a variety

of home and community based services to people 60 and older.

Services are to be targeted to elders who are the most

vulnerable to institutionalization. In Hawaii, people

living at home may be able to receive some of the following

services funded through Title III money (and supplemented by

state funds): chore services, escort, transportation,

information and referral, legal aid, case management,

personal care, home delivered meals, congregate meals,

counseling, friendly visits, individual advocacy, housing

assistance, telephone reassurance, health education and

recreation activities, health maintenance programs, leisure

activities, and nutrition education. Waiting lists exist

for most of the in-home services (meals, chore, and personal

care services).

Veterans Administration

The Veterans Administration (V.A.) administers and

finances some long term care services for eligible veterans.

VA hospitals exist in many communities and most have long

term care wings attached to them. The V.A. also administers



372

a home health care program and was a pioneer in the

development and use of foster family care for mentally ill

veterans.

Hawaii has no V.A. hospital but does have a large

military medical center (TripIer) and a VA outpatient

clinic. Veterans in need of long term care, however, are

accomodated by civilian nursing homes and other community

services. VA funds are used to reimburse nursing homes and

services following criteria similar to those of Medicare.

Veterans compete for non-Medicare reimbursed services along

with civilians. Social workers in the VA outpatient Clinic,

however, are available to act as case managers.

Summary

Long term care is a range of medical, social, and

personal services provided to people who are limited in

their ability to function independently. Levels of long

term care are defined by the type and skill level of

assistance needed; skilled care must be delivered by

registered nurses and therapists, intermediate care by

trained providers monitored by a registered nurse, and

personal care by family members or trained aides. Any long
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term care patient can receive his appropriate level of care

in an institution, through community programs, or through

home based programs. Services provided in home and

community based settings, however, are considered less

restrictive, more desirable, and hopefully less expensive,

than those provided in institutional settings.

Access to long term care services is inconsistent

across states and depends on the availability of services in

a community as well as on local financing practices.

Medicare funds are usually restricted to pay for a limited

number of days of skilled services provided in nursing

homes, outpatient rehabilitation programs, and by home

health care agencies. Medicaid financing is usually

restricted to skilled and intermediate care provided in

nursing homes. Through obtaining Medicaid waivers, however,

the Hawaii Medicaid program is allowed to finance home and

community based services provided to prevent or delay the

institutionalization of eligible skilled and intermediate

patients.
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