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The Needs Assessment and Resource Inventory (NARI) provides an opportunity 
through Mental Health Transformation State Incentive Grant (MHT-SIG) to assess 
needs and resources across the State related to behavioral health in Hawaii. The intent 
is to paint a picture of the current state of behavioral health system, services and 
supports. Through this process the NARI provides the MHT-SIG Leadership and work 
structure data informed information as it develops and implements the Comprehensive 
Mental Health Plan (CMHP). The NARI also lays the ground work for establishing the 
baseline for the federally required reporting measures to evaluate what infrastructure 
changes may occur as a result of transformation activities. This detailed Fiscal 
Resource Inventory Addendum enhances and completes the work of the NARI. 
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1. Introduction 
 
The Mental Health Services, Research, Evaluation, and Training Program (MHSRET) of 
the University of Hawai‘i at Mānoa had the primary responsibility to develop and 
conduct the Hawai‘i Mental Health Transformation State Infrastructure Grant (MHT-SIG) 
Needs Assessment and Resource Inventory (NARI). The purpose of the NARI was to 
identify the behavioral health care needs of the residents of the State of Hawai‘i and 
conduct an inventory of related behavioral health care resources. MHSRET realized that 
a critical part of the NARI was conducting a comprehensive fiscal resource inventory. 
This undertaking, however, was not possible within the original timeline for submission 
of the NARI, and, subsequently, MHSRET sought and was granted permission to 
conduct this comprehensive fiscal resource inventory as an addendum to the NARI. 
Recognizing a lack of expertise in the area of health care financing, MHSRET 
contracted with a Fiscal Analyst to conduct this comprehensive analysis. 
 
The purpose of this fiscal analysis was to identify behavioral health care expenditures 
among all State of Hawai‘i Executive Departments, the State Judiciary, the City and 
County of Honolulu, and the Counties of Hawai‘i, Kaua‘i, and Maui.  Although not under 
the auspices or control of the State or counties, major hospitals, private providers of 
mental health and substance abuse treatment, and medical insurance health insurance 
carriers were also contacted for this analysis. The projected state of the Hawai‘i 
economy was then considered to put the data into a conceptual and contextual 
framework. Finally, analyses were conducted on funding methodology, means of 
financing, and the ability to finance transformation efforts. Based on results from these 
analyses and a detailed examination of data limitations, future directions were explored. 
 
Fiscal policy and funding concerns and resource information from the March 2008 NARI 
Report was also extracted and developed into a narrative and matrix for this addendum. 
The purpose of extracting such information was to include and build on the depth and 
breadth of information sources used within the March 2008 NARI. This information was 
gathered from an archival analysis of approximately 300 referenced reports, 80 Key 
Informant Interviews, 13 State-wide Town Hall Meetings, and 19 focus groups of 
consumers and family members across the State. The methodology used in this 
narrative and matrix is identical to that used in the March 2008 NARI Report and is 
covered in the Methodology Section of that Report.  
 
In the body of the report that follows, the methods and results of the NARI Fiscal 
Resource Inventory will be described. The report adheres to the following 
organizational structure: Section 2: Methodology, Section 3: Results, Section 4: 
Analysis, Section 5: Narrative and Matrix derived from the March 2008 NARI Report 
and Section 6: Discussion. 
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2.  Methodology 
 
The NARI Fiscal Resource Inventory was completed in three stages: Planning, Data 
Collection, and Data Analyses. The sections that follow provide detailed information 
regarding each of these stages.  
 
2.1 Planning 
 
Planning for the Fiscal Resource Inventory began in December of 2007 by MHSRET, 
when it became evident that as a research, evaluation, and training program the faculty 
and staff had very little content expertise in fiscal analysis and proposed the hiring of a 
Fiscal Analyst. The written proposal to contract services with a trained Fiscal Analyst 
was finalized on December 12, 2007. MHSRET Senior Evaluators reviewed the 
proposal and met with the proposed candidate on February 12th, 2008. Once approved 
internally by the MHT-SIG leadership, the proposal was presented to the Director of the 
Department of Health for approval. Following Departmental approval, the contract was 
finalized and on March 3, 2008, the Fiscal Analyst was hired. As the retired Deputy 
Director of Budget and Finance for the State of Hawai‘i, the Fiscal Analyst accomplished 
36 years of service in the area of program budgeting, financing, and administration for 
the State of Hawai‘i and the City and County of Honolulu.  
 
Planning meetings began in March 2008. Internal planning meetings were held by the 
MHT-SIG Evaluation Leadership and Grant Leadership to plan the Fiscal Resource 
Inventory and establish protocols for data collection. Once protocols were established 
internally, a separate meeting was held with the Director of Health and the Director of 
Finance to approve data collection protocols.  
 
From these planning meetings, it was determined that a survey would be conducted of 
all departments, divisions, and agencies that may potentially provide direct or indirect 
mental health and/or substance abuse services, with the intent to query a 
comprehensive array of entities regarding their behavioral health care expenditures. It 
was also determined that fiscal policy and funding concerns and resource information 
from the multiple sources tapped for the NARI would be extracted from that report and 
developed into a supplemental narrative and matrix appendix for this addendum. 
 
2.2 Data Collection Methodologies 
 
2.2.1 Participants 
 
The financial analysis required that a base of resource expenditures be developed. A 
survey of all State of Hawai‘i Executive Departments, the State Judiciary, the City and 
County of Honolulu, and the Counties of Hawai‘i, Kaua‘i, and Maui was performed. 
Although not under the auspices or control of the State or counties, major hospitals and 
providers of behavioral health care treatment facilities were also surveyed. In addition, 
four medical insurance health insurance carriers were surveyed. 
 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

3 

Inclusion criteria: Participants were identified for inclusion in the Fiscal Resource 
Inventory if the entity directly or in-directly received funding for mental health and/or 
substance abuse services. Brainstorming sessions between the Fiscal Analyst, 
MHSRET Policy and Planning Specialist, and MHT-SIG Evaluation Team resulted in a 
list of potential participants. It was determined that two entities were likely to utilize 
funding for mental health/substance abuse services: 1) State-operated Departments, 
Agencies, and Jurisdictions, and 2) Non-governmental agencies that claim behavioral 
health care services, such as private hospitals and insurance health insurance carriers.  
A list of State agencies was retrieved from the Department of Budget and Financing. 
Hospitals and health insurance carriers were identified through a comprehensive 
internet search.  
 
State-Operated Departments/Agencies/Jurisdictions: The major departments, 
agencies, and jurisdictions were surveyed for the NARI Fiscal Resource Inventory are 
listed in TABLE 1. For a detailed listing of Departments and Directors or Personnel 
contacted see Appendix A-1. All of the Departments/Agencies/Jurisdictions responded 
to the request for NARI fiscal survey for a 100% response rate. 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

4 

 
 

TABLE 1 
Departments/Agencies/Jurisdictions Surveyed 

Department of Accounting & General Services (DAGS) 
Department of Agriculture (AGR) 
Department of the Attorney General (ATG) 
Department of Budget & Finance (B&F) 
Department of Business, Economic Development & Tourism (DBEDT) 
Department of Commerce & Consumer Affairs (DCCA) 
Department of Defense (DOD) 
Department of Education (DOE) 

- Hawai‘i State Public Library System  
- Charter Schools  

Department of Hawaiian Homes Lands (DHHL) 
Hawai‘i Health Systems Corporation (HHSC) 
Department of Health  (DOH) 

- Adult Mental Health Division (AMHD) 
- Child and Adolescent Mental Health Division (CAMHD) 
- Developmental Disabilities Division (DDD) 
- Alcohol and Drug Abuse Division (ADAD) 
- Family Health Services Division—Early Intervention Services Branch (FHSD-EIS)

Department of Human Resources Development  (DHRD) 
Department of Human Services (DHS) 

- Med QUEST Division (MQD) 
- Social Services Divisions (SSD) 
- Benefit, Employment, & Support Services Divisions (BESSD) 

Department of Labor & Industrial Development  (DLIR) 
Department of Land & Natural Resources (DLNR) 
Department of Public Safety (PSD) 

- Health Care Division (HCD) 
Department of Taxation (TAX) 
Department of Transportation (DOT) 
University of Hawai‘i (UOH) 
Office of the Governor (GOV) 
Office of the Lt. Governor  (LTG) 
Office of Hawaiian Affairs (OHA) 
The Judiciary  

- Drug Court – First Circuit 
- Family Drug Court – First Circuit 
- Juvenile Drug Court – First Circuit 
- Adult Client Services – Second Circuit 

City & County of Honolulu  
County of Hawai‘i  
County of Maui  
County of Kaua‘i 

 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

5 

 
 
The following is a listing of Departments/Agencies/Jurisdictions that expended funds for 
behavioral health care services (TABLE 2).  
 
 

TABLE 2 
Departments/Agencies/Jurisdictions That Provided Behavioral Health Care 

Services Resource Data 
Department of the Attorney General 
Department of Education 
Department of Health 

• Adult Mental Health Division  
• Child and Adolescent Mental Health Division  
• Developmental Disabilities Division  
• Alcohol and Drug Abuse Division  
• Family Health Services Division—Early Intervention Services Branch  

Department of Human Services 
• Med Quest Division  
• Social Services Division  
• Benefit, Employment, & Support Services Division  

Department of Public Safety 
• Health Care Division  

University of Hawai‘i 
Hawai‘i Health Systems Corporation 
Judiciary 

• Drug Court—First Circuit 
• Family Drug Court—First Circuit 
• Juvenile Drug Court—First Circuit 
• Adult Client Services—Second Circuit 

City & County of Honolulu 
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The following Department/Agencies/Jurisdictions stated that no mental health or 
substance abuse services were provided in FY 2007 (TABLE 3).  
 
 

TABLE 3 
Departments/Agencies/Jurisdictions That Do Not Provide Behavioral Health Care 

Services 
Department of Accounting & General Services 
Department of Agriculture 
Department of Budget and Finance 
Department of Business, Economic Development & Tourism 
Charter Schools 
Department of Commerce & Consumer Affairs 
Department of Defense 
Hawai‘i State Public Library System 
Department of Hawaiian Home Lands 
Department of Human Resources Development 
Department of Labor & Industrial Relations 
Department of Land & Natural Resources 
Department of Taxation 
Department of Transportation 
Office of the Governor 
Office of the Lt. Governor 
Office of Hawaiian Affairs 
County of Hawai‘i 
County of Kaua‘i 
County of Maui 
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Non-Governmental Hospitals and Health Insurance Carriers:  Nine hospitals and 
four health insurance carriers were contacted regarding their provision of behavioral 
health care services and/or the payment for claims [see Appendix A-2]. TABLE 4 
provides a list of those nine hospitals and four health insurance carriers who were 
contacted:  
 
 

TABLE 4 
Hospitals and Health Insurance Carriers Surveyed 

Castle Medical Center 
Hawai‘i Medical Association (HMA, Inc.) 
Hawai‘i Medical Assurance Association (HMAA) 
Hawai‘i Medical Center East 
Hawai‘i Medical Service Association (HMSA) 
Hawai‘i Pacific Health  

• Straub 
•  Kapiolani Medical Center for Women and Children 
•  Kapiolani Medical Center at Pali Momi 
• Wilcox Health 

Kahi Mohala Behavioral Health 
Kaiser Moanalua Medical Center 
Queens Medical Center 
Rehabilitation Hospital of the Pacific 
Tripler Army Medical Center 
Veterans Administration Medical Center 
Wahiawa General Hospital 

 
 
Of these 13 hospitals and health insurance carriers, nine responded to the request for 
information. All nine hospitals replied, with only one stating that they do not have an 
existing mental health program. Of the four health insurance carriers, the two major 
carriers replied while the two smaller carriers did not respond. Please note that Hawai‘i 
Medical Center East did not provide behavioral health care services.  
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TABLE 5 provides a listing of those entities who provided behavioral health cares 
services and resource data.  
 
 

TABLE 5 
Hospital and Health Insurance Carriers That Provided Behavioral Health Care 

Resource Data 
Castle Medical Center 
Hawai‘i Medical Service Association   (HMSA) 
Hawai‘i Medical Assurance Association (HMAA)1 
Hawai‘i Pacific Health  

• Straub 
•  Kapiolani Medical Center for Women and Children 
•  Kapiolani Medical Center at Pali Momi 
• Wilcox Health 

Kahi Mohala Behavioral Health 
Kaiser Moanalua Medical Center 
Queens Medical Center 
Rehabilitation Hospital of the Pacific 
Wahiawa General Hospital 

 
 
TABLE 6 provides a listing of those entities who did not provide behavioral health care 
resource data for this fiscal inventory. 
 
 

TABLE 6 
Hospitals and Health Insurance Carriers That Do Not Provide Behavioral Health 

Care Resource Data 
Tripler Army Medical Center 
Veterans Administration Medical Center 
Hawai‘i Medical Association (HMA, Inc.) 

 

                                            
1 MHAA provided data after the completion of the review copy of this report. That data have now been 
included in Table 7. 
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2.2.2 Data Collection 
 
Step one was the development of a memorandum requesting information for the Fiscal 
Resource Inventory. The Fiscal analyst drafted two letters requesting fiscal resource 
information from participants. One letter targeted Department/Agencies/Jurisdictions 
[see Appendix A-3], the other targeted Hospitals and Health Insurance Carriers [see 
Appendix A-4]. To ensure a high response rate, memorandums and letters requesting 
the fiscal resource information were signed by the State Director of Health and the State 
Director of Finance. The letters requested “a comprehensive and extensive listing of all 
financial resources, including all means of financing, for programs and services that 
provide care for people with mental illness, brain and nervous system disorder, or 
substance use disorder.” Fiscal year 2007 was used as the base year because it is the 
latest year for which actual expenditure data are available.   
 
Step two was the creation of a fiscal survey instrument called the Needs Assessment 
and Resource Inventory (NARI) Form. The purpose of this form fill-able, 3-page 
template was to provide participants with a uniform method of delivering fiscal resource 
information. Two NARI survey instruments and instructions were created, one for 
Departments/ Agencies/ Jurisdictions [see Appendices A-5.1-5.4] and one for hospitals 
and health insurance carriers [see Appendix A-6]. The NARI form sent to Hospitals and 
Health insurance carriers requested information from Fiscal Year 2007, while the form 
sent to Departments/Agencies/Jurisdictions asked for their biennium budget. The NARI 
form sent to Hospitals and Health insurance carriers also included the coding schemes 
used for billing the mental health and substance abuse disorders found within the 
Diagnostic and Statistical Manual [see Appendix A-7.1: DSM Codes for Mental Health 
& Appendix A-7.2: DSM Codes for Substance Abuse]. The purpose of these two 
attachments was to limit the range of identified behavioral health care services provided 
by Hospitals and Health Insurance Carriers. 
 
The following information outlines the details found within both NARI forms:  
 
NARI Form p. 1 [see Appendix A-5.1] 

1. Type of Disorder (e.g. mental health, nervous system, or substance use) 
2. Department/Agency & Jurisdiction 
3. Program Name/Title 
4. Department/Agency Contact 
5. Phone Number 

 6-8. Operating Budget 
9. Capital Improvement Budget 

 10. Program Objectives 
 
NARI Form p. 2 [see Appendix A-5.2] 

11. Scope of Services 
12. Target Group 
13. Program Assessment 
14. Fiscal Policies and Statutes Governing Allocation and Expenditure 
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NARI Form p. 3 was a blank addendum sheet [see Appendix A-5.3] 
 
In order to create the NARI fiscal survey instrument, the Fiscal Analyst began by 
reviewing materials on fiscal program evaluation. These materials helped to inform the 
Fiscal Analyst on the pre-existing terminology, acronyms, and organizational structure 
typically utilized by fiscal personnel. The Fiscal Analyst conducted an on-line search 
and gathered documents put forth by the Department of Budget and Finance. The 
following four documents served as reference materials:  

1) Economic Analysis Primer: Benefit—Cost Analysis (retrieved from  
http://www.fhwa.dot.gov/infrastructure/asstmgmt/primer05.cfm),  

2) Supplemental Budget Instructions, 
3) Program Structure and Performance Measures, 
4) and FB07-09: Budget Instructions. 

 
The final version of the NARI Fiscal Survey Instrument was reviewed by the Director of 
Budget and Finance, in addition to two key contacts at HMSA and Kaiser Permanente 
Hospital.  
 
The Memorandum requesting fiscal resource information and the NARI Fiscal Survey 
were disseminated to Departments/Agencies/Jurisdictions by mid-March 2008 and 
included deadlines for completion. Forms were sent via email and mail to the program 
Director/Departmental Head, in addition to the Administrative or Fiscal Officer of each 
department or agency. For the Judiciary, information was sent directly to the Chief 
Justice. During this time, the Fiscal Analyst was available for phone consultation. If 
participants did not respond within the time-frame allotted, the Fiscal Analyst followed-
up with a telephone inquiry. Several participants did not meet the submission deadline 
and requested an extension. Data submissions came in as late as the end of June. This 
delayed the completion of the NARI Fiscal Resource Inventory. As a result, the 
Evaluation Team requested that the Fiscal Resource Inventory be submitted as an 
addendum on July 7, 2008. 
 
2.2.3 Data Analyses 
 
Data were entered directly into a Microsoft Excel Worksheet by the Fiscal Analyst, 
where it could be sorted and organized into charts and graphs.  
 
Three meetings were held between the Fiscal Analyst, MHT-SIG Evaluation Team, and 
MHT-SIG Grant leadership regarding the presentation of data and the structure of the 
analyses. This group also met with two representatives from Medicaid, who were able to 
give an educational overview of the Medicaid system. This information resulted in a 
clearer understanding of funding streams which helped guide the fiscal analyses.   
 
In order to put the data into a conceptual framework and then summarize the results, 
the Fiscal Analyst researched the projected state of the economy. The Fiscal Analyst 
consulted with the Administrator of Budget, Program Planning, and Management, who 
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provided the “State Financial Plan and Legislative Budget”. The Fiscal Analyst also 
consulted with the State Economist, who provided him with a report on the “Council of 
Revenues.” In this meeting, an estimate of the State’s financial outlook was provided.  
The Fiscal Analyst also requested the “Highlights of Conference Adjustment to 
Governor’s FY 09 Supplemental Operating Budget Request” from the Administrator of 
Budget and Financing. An on-line search resulted in the “Conference Committee 
Report. No 135-08: A bill for an act relating to the State Budget,” which provided 
detailed information on State budget information for fiscal year 2009 (retrieved from 
http://www.capitol.Hawai‘i.gov/session2008/CommReports/HB2500-CDI-CCR135-
08.htm) These three documents helped to create a contextual framework for the raw 
data in terms of the anticipated economic condition. The Fiscal Analyst also consulted 
“TABLE 1.03-Resident Population by Military Status: 1990-2006” for ideas of how to 
measure expenditures.  
 
Based on these meetings and background research, it was determined that 
expenditures would be measured per capita of unduplicated clients of behavioral health 
care services. The data from various entities would be synthesized and presented within 
pie charts organized by the major service funders. It was decided that a more detailed 
analysis would be conducted within the Department of Health, which oversees the Adult 
Mental Health Division, Child and Adolescent Mental Health Division, Developmental 
Disabilities Division, and Alcohol and Drug Abuse Division.   
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3.  Results 
 
3.1 Overview 
 
The survey indicated that nine State departments or agencies and the City and County 
of Honolulu provide mental health and substance abuse assessment and treatment. Of 
the nine agencies, four State departments provide the majority of programs: the 
Department of Education, the Department of Health, the Hawai‘i Health Systems, and 
the Department of Human Services.  The other four departments (Department of 
Department of the Attorney General, Department of Public Safety, University of Hawai‘i, 
and Judiciary) and the City and County of Honolulu account for only one percent of total 
expenditures. 
 
3.2 Departments, Agencies, and Jurisdictions 
 
3.2.1 Department of Health (DOH) 
 
The DOH is the major provider of behavioral health care assessment and treatment 
services. The major programs within the department are the Adult Mental Health 
Division, the Child and Adolescent Mental Health Division, the Developmental 
Disabilities Division, the Alcohol and Drug Abuse Division, and the Early Intervention 
Services program. Together, these programs expended a total of $351.3 million in 
Fiscal Year 2007. CHART 1 illustrates the means of financing these programs as 
appropriated by the legislature with the General Fund covering 74 percent of the cost, 
Inter-departmental Transfers covering 13 percent, and Special Funds covering 10 
percent. 
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CHART 1
Department of Health

By Means of Financing
Fiscal Year 2007

Expenditures in Millions of $

TOTAL $356.5 Million

Inter-
Departmental 

Transfers; 
$46.1; 13%

Federal Fund; 
$12.3; 3%

Special Fund; 
$37.2; 10%

General Fund; 
$260.9; 74%

General Fund

Special Fund

Federal Fund

Inter-Departmental
Transfers
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3.2.1.1 Adult Mental Health Division (AMHD) 
 
The AMHD provides a comprehensive, integrated mental health system supporting 
the recovery of adults with severe mental illness. AMHD’s vision is for adults living 
with mental illness to have access to treatment and support essential for living, 
working, learning, and participating fully in the community. The AMHD served 14,576 
unduplicated clients in fiscal year 2007. CHART 2 illustrates the allocation of 
resources by the AMHD. AMHD expended a total of $160.9 million in fiscal year 
2007. AMHD’s programs are as follows: 
 
1. Inpatient - $56.6 million; 35% 

• Inpatient psychiatric treatment serviced approximately 440 individuals during 
fiscal year 2007. The majority of those individuals, approximately 400 of 440, 
were due to court orders stemming from criminal charges.  

• Community hospitals on the four major islands were also provided funding for 
inpatient psychiatric care.  These psychiatric hospitalizations were primarily 
provided to consumers experiencing an acute phase of severe mental illness. 

• Specialized residential services are provided on Oahu primarily for individuals 
discharged from Hawai‘i State Hospital (HSH) who are unable to maintain 
recovery without 24 hour care; but, also for those with physical disabilities, 
serious co-morbid medical conditions. Specialized residential dual diagnosis 
programs provide intensive support and treatment on a 24 hour basis for 
those with severe mental illness and co-occurring substance abuse. 
 

2. Outpatient – Community Mental Health Centers (CMHC) - $18.4 million; 11% 
• CMHCs provided outpatient treatment consisting of treatment and 

psychotropic medications, case management and associated support 
services to the majority of AMHD consumers in fiscal year 2007. The Centers 
are spread throughout the State with five on Oahu, two on the Big Island, one 
on Maui and one on Kaua‘i. 

 
3. Outpatient – Purchase of Service (POS) - $75.5 million; 48% 

• Intensive outpatient hospital services on Oahu provided stabilization of 
psychiatric impairments for ambulatory consumers and allow individuals to 
return and reside in a less restrictive community setting. 

• Day treatment programs are located in four counties and are targeted for dual 
diagnosis consumers. 

• Assertive Community Treatment (ACT) provided an evidence-based practice 
to consumers with high service needs. These services were provided on 
Oahu and the Big Island and provided treatment and support to 631 
individuals. 

 
4. Court and Corrections - $0.6 million; less than 1% 

• Funds for court ordered examinations of competency to stand trial, 
dangerousness, and criminal responsibility for mentally ill defendants 
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statewide. Provided over 900 court-ordered metal health examinations in 
fiscal year 2007. 

 
5. Administration - $10.0 million; 6% 

 
 

 
 

CHART 2 
Department of Health 

Adult Mental Health Division
Fiscal Year 2007 

Expenditures in Million of $ 
TOTAL $160.9 Million 

Outpatient 
CMHCs; 

$18.4 ; 11%
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3.2.1.2 Child and Adolescent Mental Health Division (CAMHD) 
 
CAMHD’s objective is to improve the emotional well being of children and 
adolescents and preserve and strengthen their families by assuring easy access to 
focused, family centered community based coordinated system of care that 
addresses the children’s and adolescents’  physical, social, emotional and other 
developmental needs.  The program ensures timely and accessible mental health 
services, with continuous monitoring and evaluation for effectiveness and efficiency.  
The CAMHD served 1,430 unduplicated clients in fiscal year 2007. 
 
CHART 3 illustrates the allocation of resources by the CAMHD. CAMHD expended a 
total of $58.9 million in fiscal year 2007 for services such as crisis response, 
intensive care coordination, intensive home and community based services, and out 
of home services. In cases where CAMHD needs to complete a mental health 
assessment or provide direct outpatient services, they may be provided by either the 
Family Guidance Center psychiatrist or psychologist or procured off the Hawai‘i 
State Purchase of Service treatment list. 
 
Services available through CAMHD include the following major programs: 

 
1. Emergency Crisis Intervention Services - $0.6 million; 1% 

• 4-Hour Crisis Telephone Stabilization that offers support, counseling, and 
referral services. 

• Mobile Crisis Outreach provides mobile services in emergency situations, 
where an outreach worker can transport a youth to a safe place if needed. 

• Crisis Stabilization can transport clients to placement in a brief (up to seven 
days) stay out of home placement in a home-like setting with close 
supervision.  The clients are then referred to outside resources for follow-up 
care. 

 
2. Intensive Treatment Services - $7.6 million; 13%  

• Intensive Home and Community Based Intervention services are provided in 
the home, school, or community.  Therapists work closely with the youth and 
family to teach new skills that will help youth address their emotional and 
behavioral problems.  

• Multisystemic therapy helps youth who are living in a family-like setting and 
have behavior problems in the home, school, or community. This program 
works with caregivers, teachers, and others involved with the clients so they 
can remain in the family home and be more successful in the community.  It 
also provides caregivers with strategies for coping with clients’ behavior. 

 
3. Community Based Treatment Services - $34.2 million; 59% 

• Foster Homes with Therapeutic Services trains foster parents to help the 
youth learn skills on how to live with their emotional and behavioral issues.  
Youths in this program attend community schools while in the foster home. 
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• Therapeutic Group Homes provide home-like settings where three to eight 
youths live together.  Youths in these programs usually remain in their regular 
school, recreational and occupational activities. 

• Community Based Residential Programs provide more structure and 
supervision than home-like services.  This program manages needed 
medications and school is provided. 

• Hospital Based Residential Programs provides services in the hospitals for 
youths with severe emotional problems.  Doctors and nurses provide around 
the clock care, examine clients and decide type of help required, prescribe 
medications as required, and monitors effects.  School is provided and 
diagnostic and assessment services are offered. 

 
4. Outpatient Services (for Medicaid-eligible Youth) - $0.1 million; less than 

1% 
• Provides comprehensive and annual emotional behavioral assessments, 

individual, group and family counseling/training; psychiatric 
diagnostic/evaluation and medication management; and, intensive 
consultation. 

 
5. Support - $0.6 million; 1%   

• Intensive Mental Health Services provide ancillary services that are not 
available through existing contracted mental health services.   Respite 
support provides temporary short-term planned or emergency relief to families 
of eligible youth with serious emotional/behavioral challenges. 

 
6. Other Cost Categories - $1.3 million; 2% 

 
7. Federal Grants - $1.9 million; 3%  

• Alternative Seclusion & Restraint, Data Infrastructure Grant, Community 
Block Grant #25, and Project Hoomohala. 

 
8. Administration - $12.6 million; 21%  

• Provides CAMHD Administration support in research, training, and 
consultation to operations. 

 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

18 

CHART 3 
Department of Health

Child and Adolescent Mental Health Division
Fiscal Year 2007 

Expenditures in Millions of $ 
 

TOTAL $58.9 Million

Community Based 
Treatment 
Services; 

$34.2; 59%

Intensive Treatment 
Services; 
$7.6; 13%

Crisis Stabilization; 
$0.6; 1%Administration; 

$12.6; 21%

Outpatient; 
$0.1; 0%

Support Services; 
$0.6; 1%

Other Cost 
Categories; 

$1.3; 2%

Federal
 Grants;$1.9; 3%

Crisis Stabilization

Intensive Treatment
Services
Community Based
Treatment Services
Outpatient

Support Services

Other Cost Categories

Federal Grants

Administration



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

19 

 
3.2.1.3 Developmental Disabilities Division (DDD) 
 
The DDD provides a comprehensive system of supports and services for persons 
with developmental disabilities or mental retardation. Services are based upon a 
person-centered plan based on individual choice and decision making which 
respects the principles of self-determination. In addition, the DDD is designated as 
the lead agency to implement a system of supports for persons with neurotrauma 
injuries that include traumatic brain injury, stroke and spinal cord injury. The DDD 
does not provide direct services for persons with neurotrauma injuries but focuses 
on public education, resource information, needs identification and system planning 
with other agencies. The DDD served 3,548 unduplicated clients in fiscal year 2007. 
 
CHART 4 shows the allocation of $95.4 million to the DDD. The Medicaid Home and 
Community-Based Services (HCBS) waiver program is for individuals with 
developmental disabilities. The program offers the following services: 
 
1. Adult Day Care - $18.9 million; 20% 

• Service is offered to participants to provide opportunities for meaningful 
participation in community activities, developing associations with community 
members, discovering avenues for participants to contribute and participate in 
leadership and partnership roles within their community. 

 
2. Chore - $0.8 million; 1% 

• Chore services maintain the home as a clean, sanitary and safe environment.  
Services include heavy household chores. These services are provided only 
when the individual or anyone else in the household, or other relatives, 
caregiver, landlord, community/volunteer agency, or third party payer is not 
capable or responsible for performing or financially providing for them. 

 
3. Personal Assistance - $50.2 million; 53% 

• Provides services or training to enable participants to accomplish tasks that 
they would normally do themselves if not disabled. Assistance includes active 
supervision and interaction with participants that may take the form of hands-
on assistance, training, or multi-step instructional cuing to prompt participants 
to perform a task. Personal care services may be provided on an episodic or 
continuing basis. 

 
4. Residential Habitation - $16.6 million; 17% 

• Services used to cover participants’ physical care and training above and 
beyond the general care and supervision under the State Supplemental 
Payment/Level of Care for certified and licensed residential settings. 
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5. Respite - $0.9; 1% 
• Emergency out-of home placement for individuals over the age of eighteen 

(18) years with potential for danger to self or others and their significant 
support systems due to the individuals challenging behaviors. 

 
6. Supported Employment - $0.7; 1% 

• This service consists of intensive, ongoing supports that enable individuals for 
whom competitive employment at or above minimum wage is unlikely and 
who, because of their disabilities, need supports to perform in a regular work 
setting. 

 
7. Skilled Nursing - $2.9 million; 3% 

• Services within the scope of the State’s Nurse Practice Act, provided by a 
registered professional nurse or licensed practical nurse under the 
supervision of a registered nurse, licensed to practice in the State of Hawai‘i. 

 
8. Training and Consulting - $0.8 million; 1% 

• Services for individuals who provide support, training, or supervision to 
individuals. Training includes instruction about treatment regimens and other 
services included in the Individual Service Plan and /or Wellness Action Plan, 
use of equipment specified in the service plan, and included updates as 
necessary to safely maintain the individuals at home. 

 
9. Consumer Directed Chore Services, Consumer Directed Personal 

Assistance, and Consumer Directed Respite - $3.6; 3% 
• Consumer directed services provided only when the individual or anyone else 

in the household, or other relatives, caregiver, landlord, community/volunteer 
agency, or third party payer is not capable or responsible for performing or 
financially providing for them. 
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CHART 4
Department of Health

Developmental Disability Division
 Medicaid Home & Community Based Services

 Fiscal Year 2007
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3.2.1.4 Alcohol and Drug Abuse Division (ADAD) 
 
The ADAD program provides leadership in reducing the severity and disabling 
effects related to alcohol and other drug use, abuse, and dependence by ensuring 
the implementation of current needs assessments, policy formulation, and quality 
assurance functions by assuring an effective and accessible public/private 
community-based system of prevention strategies and treatment services to 
empower individuals and communities to make health-enhancing choices regarding 
the use of alcohol and other drugs. 
 
The ADAD expended a total of $21 million in fiscal year 2007 for alcohol and drug 
abuse treatment programs. Of the total, $15.9 million was funded by the State 
General Fund, $300,000 from the Drug Demand Reduction Assessments Special 
Fund, and $4.8 million from the federal Substance Abuse Prevention & Treatment 
Block Grant.  
 
Approximately two-thirds of the total, or $14 million, was allocated for adult treatment 
and $7 million was allocated to adolescent treatment. Adult treatment services 
included residential, outpatient, day treatment and therapeutic living services. 
Adolescent treatment services included residential, outpatient, and school-based 
outpatient services.  
 
The ADAD provided services to 4,569 unduplicated clients in fiscal year 2007.  
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3.2.1.5  Early Intervention Section (EIS) 
 
The EIS program is responsible for development and implementation of a family-
centered, community-based, comprehensive, coordinated and culturally relevant 
system of early intervention services for infants and toddlers under age three with 
developmental delays and at-risk for developing developmental delays due to 
biological and environmental concerns. The EIS provided services to 6,389 
unduplicated clients in fiscal year 2007. 
 
The EIS expended a total of $19.9 million in fiscal year 2007, comprised of $15.8 
million in State general funds, $2.2 million in federal funds and $2.0 million in 
Medicaid funds. 
 
Services are provided to eligible children through Purchase of Service contracts with 
private providers. The contracted providers are required to provide the following 
services: 
 
• Accept and process referrals from the EIS statewide Hawai‘i Keiki Information 

Services System (HKISS) and other Part C referral sources. 

• Identify an interim care coordinator for each child/family at the time of referral to 
the early intervention program and an on-going care coordinator at the initial 
Individualized Family Support Plan (IFSP). 

• Provide intake services. 

• Provide Comprehensive Developmental Evaluation (CDE) and Annual 
Comprehensive Developmental Assessments. 

• Develop an IFSP for all eligible infants and toddler and their families. 

• Provide or link children and families with required services. 

• Provide opportunities for family support services. 

• Assist families to access a medical home for preventive care, anticipatory 
guidance, and well-child care. 

• Implement activities to support the transition of a child from IDEA, Part C into the 
DOE or a community-based preschool or day care. 
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3.2.2 Department of Human Services (DHS) 
 
The Department of Human Services provides programs, services and benefits for the 
purpose of achieving the outcome of empowering the most vulnerable in our State to 
expand their capacity for self-sufficiency, self-determination, independence, health 
choices, quality of life and personal dignity. 
 
Three divisions provided mental health and/or substance abuse treatment programs 
during fiscal year 2007. DHS expended a total of $102.3 million for mental health and 
substance us disorders in fiscal year 2007. CHART 5 provides a breakdown of the 
funding among its programs and also by means of financing. Descriptions of the 
divisions are as follows: 
 

3.2.2.1 Med-Quest Division (MQD) - $98.2 million; 96% 
 
The MQD provides health coverage through managed care plans for eligible lower 
income Hawai‘i residents. The MQD is the major funding source for behavioral 
health care programs within DHS, providing a total of $98.2 million, comprised of 
$92.5 million in federal Centers for Medicare and Medicaid Services (CMS) funds 
and $5.7 million in State general funds. While Med-Quest funds are currently 
matched on a 56.50 federal medical assistance percentage to 43.50 percent State 
share ratio, federal funds expenditures amounted to 94% of the total. This un-
balanced division of expenditure resulted from DOH’s programs using $62.2 million 
of its general fund appropriations to match the federal Med-Quest funds.  

 
3.2.2.2 Social Services Division (SSD) - $3.9 million; 4% 
 
The SSD provides protection from abuse and neglect for children and dependent 
adults. It also provides safe living arrangements with the goal or reducing abuse, 
neglect and maltreatment. The Department did not provide any additional 
information on this program. No information on the number of unduplicated clients 
was provided by SSD. 
 
3.2.2.3 Benefit, Employment and Support Services Division (BESSD) - $0.2 million; 
less than 1% 
 
BESSD provides services aimed at providing clients with monthly benefits to assist 
them with essentials such as food, shelter and child care, as well as employment 
support, work training and dependency diversion and prevention. The program 
funded three substance abuse contracts in fiscal year 2007 for programs on Oahu, 
Kaua‘i, Maui, and Hawai‘i. The contracts covered services such as Intake and 
Assessment, Individualized Service Plan, Continuum of Treatment Services 
(Residential Treatment, Day Treatment, Intensive Outpatient, Outpatient, and 
Follow-up Treatment), and Urinalysis. The BESSD provided services to 978 
unduplicated clients in fiscal year 2007. 
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CHART 5  
Department of Human Services 

Expenditures by Program 
Fiscal Year 2007 

Expenditures in Million of $  

Total $102.3 Million

Social Services 
Div_Gen Fund; 

$2.1; 2%

Social Services 
Div_Fed Fund; 

$1.8; 2% BESSD_Fed 
Fund; $0.2; 0%

Medicaid_Gen 
Fund; $5.7; 6%

Medicaid_Fed 
Fund; $92.5; 90%

Medicaid_Gen Fund

Medicaid_Fed Fund

Social Services Div_Gen Fund
Social Services Div_Fed Fund

BESSD_Fed Fund

 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

26 

3.2.3 Department of Education (DOE) 
 
CHART 6 shows the allocation of resources to the DOE’s Student Support Services 
Branch. The Student Support Services Branch expended a total of $79.7 million in fiscal 
year 2007 for the provision of services and support for students with mental illness and 
nervous system disorder. The DOE’s programs for students with mental illness are as 
follows: 
 

3.2.3.1 School Based Behavioral Health Services (SBBH) - $28.3 million; 35% 
 
This program provides services to students needing services under Chapter 56 of 
the Individuals with Disabilities Education Improvement Act of 2004 (IDEA) and 
Chapter 53 (Section 504 of the Rehabilitation Act of 1973) of the DOE’s 
Administrative Rules. The School Based Behavioral Health (SBBH) program 
provides an array of services to students identified as having special needs under 
IDEA or Section 504. Services include but are not limited to: Counseling (Individual, 
Group and/or Parent); Medication Management: Intensive Programs such as 
Community-Based Instruction/Intensive Learning Centers, Therapeutic Classrooms, 
or Enhance Learning Classrooms. This program serves approximately 4,265 
students. 
 
3.2.3.2 Title VIB Special Education for IDEA - $10.6 million; 13% 
 
State and federal laws require the DOE to make available free appropriate public 
education (FAPE) to all children with disabilities, ages 3 to 20, regardless of the 
severity of their disabilities. The determination of eligibility and the provision of 
special education and related services are directed by Chapter 56, Provision of a 
Free Appropriate Public Education for a Student with a Disability, and the IDEA. The 
IDEA emphasizes students with disabilities participation and progress in the general 
education curriculum. Through accurate assessment and provision of appropriate 
services, as identified in each student’s Individualized Education Plan, students with 
disabilities will be supported as they strive to achieve the DOE’s standards. This 
program provided services to 21,964 unduplicated clients in fiscal year 2007. 
 
3.2.3.3 Services for Children with Autism - $40.9 million; 52% 
 
This program’s objective is to ensure student learning takes place for children with 
Autism Spectrum Disorder (ASD) within an educational, social, and emotional 
context that supports each student’s success in achieving the Hawai‘i Content and 
Performance Standards III and conforms to the requirements of the federal No Child 
Left Behind (NCLB) Act of 2001. Provides individualized services based on specific 
needs identified in each student’s Individualized Education Program (IEP). Services 
are designed to provide personalized support necessary to assist to successfully 
engage in standards-based educational opportunities through over-coming individual 
barriers to learning. This program provided services to 1,167 unduplicated clients in 
fiscal year 2007. 
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CHART 6
Department of Education
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3.2.4 Hawai‘i Health Systems Corporation (HHSC)  
 
Chapter 323F, Hawai‘i Revised Statutes, established the HHSC as “a public body 
corporate and politic and an instrumentality and agency of the State.” The HHSC’s four 
major hospitals on the neighbor islands provide mental health services. The HHSC 
reported expending $10.3 million in special funds in fiscal year 2007 for mental health 
and substance use treatment. 
 

3.2.4.1 Maui Memorial Medical Center - $2.9 million 
 
The Maui Memorial Medical Center provides nursing care for patients in the Adult 
Behavior Health Unit (18 years and older) and Adolescent Behavior Health Unit (13 
to 17 years). Patients may be voluntary, involuntary, or court committed. Patients are 
treated and assisted with the goal to return them to their communities at their highest 
level of independent functioning. The adult unit is licensed for eleven beds and the 
adolescent unit is licensed for seven beds. No information was provided on the 
number of unduplicated clients served. 
 
3.2.4.2 Hilo Medical Center - $3.5 million 
 
The Hilo Medical Center has twenty acute behavioral health beds. They provide care 
for adult and geriatric clients who require acute and chronic behavioral health 
intervention that require acute hospitalization. They also provide services for at least 
two forensic clients under the Adult Mental Health Division. No information was 
provided on the number of unduplicated clients served. 
 
3.2.4.3 Kona Community Hospital - $1.6 million 
 
The Kona Community Hospital provides acute inpatient behavioral health care – 
both for mental illness and substance abuse disorder. The hospital has eleven 
inpatient beds licensed for behavioral health. The hospital targets adults with mental 
health illness episodes such as: alcohol dependency, alcohol withdrawal, bipolar 
affective, depressive psychosis, depressive reaction, drug depressive syndrome, 
manic-depressive, paranoid schizophrenia, psychosis and schizoaffective disorder. 
This program provided services for 300 unduplicated clients in fiscal year 2007.  
 
3.2.4.4 Samuel Mahelona Memorial Hospital - $2.4 million 
 
Samuel Mahelona Memorial Hospital Psychiatric Unit has a locked, nine-bed, short 
stay, acute unit.  The Psychiatric Unit is designed to service adult patients with a 
variety of psychiatric and behavioral problem, including anxiety disorders, 
depression, bipolar disorder, schizophrenia and substance abuse. This unit has an 
average daily census of four clients.  This program serviced 292 unduplicated clients 
in fiscal year 2007. 
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3.2.5 Other Departments/Agencies/Jurisdictions 
 
This category includes the Department of the Attorney General, the Department of 
Public Safety, the University of Hawai‘i, the Judiciary, and the City and County of 
Honolulu. 
 
CHART 7 shows the amount of funds and percentage that each agency expended for 
behavioral health care in fiscal year 2008. Descriptions follow: 

 
3.2.5.1 Department of the Attorney General (ATG) - $0.4 million; 5% 
 
The ATG does not directly serve clients with mental illness or substance abuse, but 
provides timely and effective legal support to the DOH’s AMHD and the CAMHD. 
The ATG’s program is funded through Interdepartmental Transfers from the DOH. 
 
3.2.5.2 University of Hawai‘i (UOH) - $0.6 million; 8% 
 
UOH provides counseling and psychotherapy to individuals and group intervention 
with individuals with DSMV-R disorders and developmental issues affecting major 
life areas. The program also provides the following: psychiatric services including 
evaluations, medication evaluations, and management; crisis response and 
management including walk-in and phone sessions leading to crisis response, 
continued treatment, referral, hospitalization, or resolution; and, assessment and 
testing. The program served 1,233 unduplicated clients in fiscal year 2007. This 
program is funded primarily with State General Funds and a small portion of special 
funds. 
 
3.2.5.3 Judiciary - $2.1 million; 27% 
 
The Judiciary provides substance use disorder assessment and treatment services. 
Depending upon the court, the following types of services are provided: 
 

3.2.5.3.1 Drug Court, First Circuit - Channels nonviolent, pretrial and post 
conviction defendants, who would otherwise be incarcerated, into a 
comprehensive and integrated system of judicial and treatment services. 
 
3.2.5.3.2 Family Drug Court, First Circuit - provides a coordinated response to 
child welfare cases in which either or both parents have been assessed and 
diagnosed as chemically dependent. 
 
3.2.5.3.3 Juvenile Drug Court, First Circuit - enhances the effectiveness of the 
Juvenile Justice system and substance abuse service delivery system and 
treatment through: early intervention and increased diversion from incarceration; 
individualized assessment; increased access to continuum of drug treatment 
options; and, judicial tracking and involvement in monitoring treatment 
participation. 
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3.2.5.3.4 Adult Client Services, Second Circuit – meets monitoring and 
enforcement needs as required by court order and provides social and 
professional services. 
 
3.2.5.3.5 Drug Court/Family Court, Second Circuit – provides education, 
treatment, tools and resources to clients diagnosed as chemically dependent. 

 
3.2.5.3.6 Juvenile Probation, Juvenile Client Services, Second Circuit - provides 
substance abuse treatment to juveniles under their jurisdiction. 
 
3.2.5.3.7 Drug Court, Third Circuit - provides comprehensive integrated program 
of drug treatment and rehabilitative services to non-violent substance abusing 
adults and juveniles. 

 
3.2.5.4 City and County of Honolulu (C&C) - $1.7 million; 25% 
 
The C&C supports a Shelter Plus Care program that provides decent, safe, and 
sanitary housing for disabled homeless persons. This program served 259 
unduplicated clients in fiscal year 2007 and is entirely federally funded. 
 
3.2.5.5 Department of Public Safety (PSD) - $3.0 million; 39% 
 
Through its Health Care Division, Mental Health Branch (MHB), PSD delivers 
behavioral health care assessment and treatment in coordination with security and 
other correctional units for persons detained in or sentenced to State correctional 
facilities. Over 11,000 individuals were brought into custody and screened for mental 
health in 2007. The program is funded entirely with State General Funds. This 
program provided services to 5,474 unduplicated clients in fiscal year 2007. 
 
The PSD’s Mental Health Care Reform is currently in the early development stage. 
As the U.S. Department of Justice’s (DOJ) Oahu Community Correctional Center 
mental health program recommendations are implemented, additional positions and 
resources will enable the PSD to improve and audit its statewide correctional mental 
health care system and meet the DOJ’s Civil Rights of Institutionalized Persons Act 
minimum standards.  
 
The MHB expended a total of $3 million in fiscal year 2007. MHB’s programs are as 
follows: 
 
1. Screening and Assessment, $0.6 million; 19%. 

• The Screening and Assessment program begins with initial mental health 
intake screens for all persons who enter into DPS custody. In fiscal year 
2007, over 11,000 individuals were brought into the custody of PSD and 
screened for mental health needs. 
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CHART 7
Statewide Expenditures

Breakdown of Other Departments
Fiscal Year 2007

Expenditure in Million of $
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2. Treatment, $2.5 million; 81%. 
• Clinically trained mental health personnel perform a more detailed evaluation 

on individuals identified by screening as having potential difficulties. The 
availability of services is dependent upon the PSD facility. All jails and prisons 
provide mental health evaluations and crisis intervention. Detainees or 
inmates with more substantial mental health need are transferred to facilities 
that provide psychological diagnostic work ups, master treatment planning, 
individual, group and milieu based treatment, discharge planning, and, if 
needed, psychopharmacological therapy. Approximately 5,474 patients 
received treatment in fiscal year 2007. 

 
CHART 8 shows the allocation of resources to the MHB. 

 

CHART 8 
Department of Public Safety

Health Care Division 
Fiscal Year 2007 

Expenditures in Million of $
TOTAL $3.1 Million Screening & 

Assessment; 
$0.6 ; 19%

Treatment; 
$2.5 ; 81% 

Screening & Assessment

Treatment 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

33 

 
3.3 Hospitals and Insurance Health Insurance Carriers 
 
The evaluation team requested a resource inventory of the major private hospitals and 
insurance health insurance carriers. TABLE 7 is the result of the survey. For a full 
explanation of the acronyms used in this table, see Appendix A-6. 
 
TABLE 7 shows that the Hawai‘i Medical Service Association, the State’s largest health 
insurance carrier, expended $53.9 million for Neurological, Psychological, and 
Substance Abuse services. The top two providers of behavioral health care services 
were Kahi Mohala Behavioral Health with $18.6 million in provided services and Queens 
Medical Center with $13.7 million in provided services. The two major medical facilities 
serving armed forces’ active members (Tripler Army Medical Center) and retired 
members (Veterans Administration Medical Center) were not able to provide information 
on costs or the number of clients served. 
 
It should be noted that major portions of funds for these hospitals’ and health insurance 
carriers’ expenditures or services were provided by the State or federal government. 
While a finer breakout of the source of funds was not available, funds were derived from 
AMHD, CAMHD, MedQuest, and Medicare programs. 
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TABLE 7 

Hospitals and Insurance Health insurance carriers 
Mental Health & Substance Abuse Expenditure in Thousands of Dollars 

Fiscal Year 2007 
Castle Medical Center HMSA MHAA 

 
Mental 
Illness 

Substance 
Abuse 

Neurological 
Primary Dx 

Psychological 
Primary Dx 

Substance 
Primary Dx 

Kahi 
Mohala 

Behavior-
al Health 

Kaiser 
Moanalua 
Medical 
Center 

Queen's 
Medical 
Center 

Rehabilit-
ation Hos-
pital of the 

Pacific 
Mental 
Illness 

Substance 
Abuse 

DOD   277 977 75       

EA   1,086 4,164 292  1,636     

ER   610 1,274 53       

EG   3,798 14,965 2,013   1,777 51 1,441 205 

Mcaid 1,942 85 373 9,728 3,213   3,908 13   

Mcare 1,385 32 2,023 1,741 22   3,439 48   

POS   1,250         

O 1,261 95 14 5,247 648 18,622  4,540    

VA    42        

Total 4,588 212 9,431 38,138 6,316 18,622 1,636 13,664 112 1,441 205 

Hawaii Pacific Health 

Kapiolani 
Medical 

Center at 
Pali Momi 

Kapiolani 
Medical 

Center for 
Women and 

Children 

Straub 
Clinic & 
Hospital 

Wilcox 
Memorial 
Hospital 

Kapiolani 
Medical 

Center at 
Pali Momi 

Kapiolani 
Medical 

Center for 
Women and 

Children 

Straub 
Clinic & 
Hospital 

Wilcox 
Memorial 
Hospital 

 Mental Illness Substance Use Disorder 

Wahiawa 
General 
Hospital Total 

DOD 2 70 6 5 1 4 1   DOD 1,418 

EA 1 1        EA 7,180 

ER          ER 1,937 

EG   1       EG 24,251 

Mcaid 21 131 93 131 5 10 5 43  Mcaid 19,701 

Mcare 201 24 364 76 2  2 7 1,785 Mcare 11,151 

POS          POS 1,250 

O 52 200 201 104 10 13 10 30  O 31,047 

VA 1  17 19    1  VA 80 

Total 278 426 682 335 18 27 18 81 1,785 Total 98,015 
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4. Analysis 

 
4.1 Fiscal Analysis 
 
lf summarized, the total of all fiscal year 2007 behavioral health care expenditures listed 
in Section 3, Results, amounts to $556.7 million. CHART 9 shows that the State and 
C&C expended a total of $484.0 million on behavioral health care treatment.  The 
differential of $72.7 million between CHART 9 and Section 3, Results, is due to 
reducing DOH expenditures to eliminate double counting DHS’ Medicaid expenditures 
and DOH’s expenditures in programs that Medicaid funds were transferred to and from 
where the funds were ultimately expended for behavioral health services.  Negative 
adjustments were made to the following DOH programs:  a)  AMHD reduced by $12.2 
million in Special Funds;  b)  CAMHD reduced by $12.5 million in Special Funds;  c)  
DDD reduced by $46.0 million in Inter-departmental Transfer Funds; and, d)  EIS $2.0 
million in Special Funds. 
 
CHART 10 illustrates the Means of Financing (MOF) for behavioral health care 
treatment programs. The major MOF is the State’s General Fund that accounted for 71 
percent or $343.3 million. The second greatest source was federal Medicaid funds that 
amounted to 19.0 percent or $92.1 million in fiscal year 2007. 
 
The burden on the General Fund is a cause for concern, especially if transformation or 
expansion of services is recommended. 
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CHART 9
Statewide Expenditures

by Departments
Fiscal Year 2007

Expenditure in Million of $

TOTAL $484.0 Million

Education;  $79.7 
; 16%

Others;  $7.8 ; 2%

Human Services; 
$102.3 ; 21%Hawaii Health 

Systems;  
$10.3 ; 2%

Health;  $283.8 ; 
59%

Education
Health
Hawaii Health Systems
Human Services
Others
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CHART 10
Statewide Expenditures
By Means of Financing

Fiscal Year 2007
Expenditure in Millions of $

TOTAL $484.0 Million

General Fund; 
$343.3 ; 71%

Special Fund;
$21.0; 4%

Federal Fund; 
$119.3 ; 25%

Inter-departmental 
Trans;  $0.4 ; 0%

General Fund

Special Fund

Federal Fund

Inter-departmental
Trans
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4.2 State General Fund 
 
General fund revenue growth is projected by a Council on Revenues (Council). The 
Council was established as an independent and unbiased body by Chapter 37-111, 
Hawai‘i Revised Statutes, to prepare revenue estimates for the State government for 
the fiscal year in progress and each of the ensuing fiscal years in the six-year program 
and financial plan. Based on the contention that the State’s economy is softening, the 
Council has continuously reduced the State’s general fund revenue projections’ rate of 
growth over the past fourteen months. CHART 11 shows that from March 15, 2007 to 
May 30, 2008, the Council decreased the total actual and projected general fund 
revenues for fiscal year 2007 to fiscal year 2013 by $2.51 billion, from $38.20 billion to 
$35.69 billion. 
 
The reduction in actual and projected revenues has already influenced the 2008 
Legislature in developing the fiscal year 2009 budget. The Legislature reduced the 
Executive Branch’s fiscal year 2009 budget by $44 million. Included in the reductions in 
the Administration’s budget were funds for the Department of Education, the University 
of Hawai‘i, the Department of Human Services, Department of Health, and Department 
of Taxation. The Legislature also reduced previous fiscal years’ appropriation levels for 
grant-in-aids to non-profit non-governmental agencies by approximately $10 million. 
 
The current fiscal position of the State will affect the ability of both the Executive and 
legislature to provide funds for transformed programs without strong justification and/or 
program evaluations to show benefit-cost gains. 

$38,199

$37,483
$37,225

$37,061
$36,756

$35,693

$34,000

$34,500

$35,000

$35,500

$36,000

$36,500

$37,000

$37,500

$38,000

$38,500

15-Mar-
07

23-May-
07

31-Aug-
07

10-Jan-
08

14-Mar-
08

30-May-
08

CHART 11
Total General Fund Revenue Projections 

for the period FY 2007 - FY 2013 
In Millions of Dollars
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4.3 Unduplicated Clients - Number and Costs 
 
TABLE 8 shows the total fiscal year 2007 expenditures for the assessment and 
treatment of mental health and substance abuse. It is noted that the expenditures in this 
table include the total amounts in the DOH, because it is needed to meaningfully show 
the total cost per client. 
 
Although the number of unduplicated clients and number of duplicated service episodes 
were specifically requested in the survey, not all programs provided the data. Although 
only partially filled, the table provides valuable information and an overview of the range 
of cost per unduplicated client by program. The cost per client ranges from the high of 
$35,055 per client for the DOE’s Services for Children with Autism and $27,561 per 
client for the DOH’s Developmental Disabilities Division to the low of $234 for the DHS’ 
Benefit, Employment and Support Services Division and $481 per client for the DOE’s 
Title VIB Special Education for IDEA. 
 
The Chart does provide leads to where further review and evaluations of programs can 
derive the most benefits. However, it is imperative that reviewers look beyond numbers 
and into their basis. For example, simple calculations of CAMHD’s Average Expenditure 
Per Client indicate an average cost of $22,104 per client. CAMHD believes that it would 
be more appropriate to use service expenditures rather than total cost, or to look at cost 
per registered youth ($16,638) and cost per youth with procured services ($30,881). 
They would also explain the high cost to the fact that only youths with intensive mental 
health issues and involved in multi-agencies are served.
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TABLE 8 
Total Expenditures, Number of Unduplicated Clients, Average Expenditure Per Client 

Fiscal Year 2007 

 
Total 

Expenditures 
Unduplicated 

Clients 
Average 

Expenditure
Department of Education       
          School Based Behavioral Health    28,283,453       4,265      6,632 
          Title VIB Spec Ed for IDEA    10,554,279     21,964         481 
          Services for Children with Autism    40,909,203       1,167    35,055 
Department of Health       
          Adult Mental Health Division  160,989,316     14,576     11,045 
          Child and Adolescent Mental Health 
Division    58,707,578       2,656     22,104 
          Developmental Disabilities Division    97,786,204       3,548     27,561 
          Alcohol and Drug Abuse Division    18,869,743       4,569       4,130 
          Early Intervention Section    17,948,493       6,389       2,809 
Hawaii Health Systems    
          Kona Community Hospital      1,549,158          300       5,164 
          Hilo Medical Center      3,447,728 N/A - 
          Maui Memorial Medical Center      2,910,231 N/A - 

Samuel Mahelona Memorial Hospital      2,412,670          292       8,263 
Department of Human Services    
          MedQuest Division    98,247,000 N/A - 
          Social Services Division      3,866,000 N/A - 
          Benefit, Employment and Support 
Services Division         229,000          978         234 
Department of the Department of the 
Attorney General    
          Health and Human Services Division         356,236        N/A - 
Department of Public Safety    
          Health Care Division, Mental Health 
Branch      3,045,333       5,474         556 
University of Hawaii       
          Counseling/Student Development Center        608,000       1,233         493 
Judiciary       
          Drug Court - First Circuit        791,774 N/A - 
          Family Drug Court - First Circuit        326,400 N/A - 
          Juvenile Drug Court - First Circuit        377,656 N/A - 
          Adult Client Services - Second Circuit             - - - 
          Drug Court/Family Court - Second Circuit               296 N/A - 
          Juvenile Client Services - Second Circuit          13,324 N/A - 
          Drug Court - Third Circuit        306,004 N/A - 
City and County of Honolulu     1,649,942          259      6,370 
Total 554,185,0212   N/A3 N/A4 

                                            
2 Includes duplicated funding (e.g., same funds but in separate department budgets) 
3 Not calculable as it is not currently possible to identify clients duplicated across departments 
4 Not calculable given missing values 
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5. Fiscal Narrative and Matrix Derived from the March 2008 NARI Report 
 
As noted in the March 2008 Needs Assessment and Resource Inventory (NARI) Report, 
the vision of mental health transformation as set out in the New Freedom Commission is 
not predicated upon the expectation of increased funding. Rather, it emphasizes how 
fragmented funding structures and restrictive funding streams can prevent access to 
needed services. The New Freedom Commission supports financing strategies that 
reduce funding duplication, braid funds, and make existing funding streams more 
flexible. Given the economic realities at the Federal and State level, these strategies 
allow for more direct control among stakeholders to change financing policies. 
 
The archival reports, key informant interviews, focus groups and additional sources 
used in the March 2008 NARI Report identified numerous concerns of their authors and 
participants (collectively referred to as respondents) regarding fiscal policies and 
funding and some potential resources. Among these were requests for additional 
funding, often exceeding current and potential resources. Reviewing this data, it 
becomes clear to the NARI authors that there is a core need for accurate and practical 
fiscal accounting tied to service costs and outcome measures to foster data-informed 
decisions as to allocating and restructuring funding to best address mental health in 
Hawai‘i. This is true for both State of Hawai‘i and federal funding. 
 
The following narrative pulls together into one context the fiscal policy and funding 
concerns identified in the March 2008 NARI Report as well as the fiscal policy data 
information that were available at the time. The narrative is followed by a summary 
matrix of the most pertinent data bits from the 30 matrices of the March 2008 NARI 
Report. This analysis is not intended by the NARI authors to be laundry list of new 
funding requests, rather it serves as a collective voice of key stakeholder sources and 
informants, gathered through the needs assessment and resource inventory process 
described earlier, as to where funding might be better directed. 
 
5.1 Analysis 
 
NARI respondents felt that mental health system transformation requires that mental 
health care and primary medical care achieve a parity of resources. While few would 
contend that the private and public primary healthcare system is exemplary, it clearly is 
far better resourced than the behavioral healthcare system. NARI Report data sources 
propose full parity between mental health and primary care coverage. 
 
Related to parity are the scope, breadth, and depth of mental health insurance 
coverage. Respondents, in slightly different ways, call for policies that expand health 
care insurance coverage, both private and public, to the entire spectrum of mental 
disorders. Too often there exists inadequate or no coverage by insurance plans for 
disorders not deemed serious enough, nor for an array of needed behavioral health 
services. Mental health and illness are on a continuum and the neglect of less severe 
disorders and the services needed to address them may have costly long-term 
consequences for both the individual and society at large. 
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Respondents felt expansion of coverage should include mental health screening and 
prevention activities to the same extent that they are covered in primary care. While the 
most valuable tool to improve early mental health intervention for children is screening 
for symptoms or risk factors, third party payment for screening and prevention seems to 
be insufficient. As such, mental health screening is not typically incorporated as part of 
regular pediatric evaluations. Lack of insurance payment also poses barriers for parents 
seeking services. It has been estimated that there are 14,000 uninsured children who 
are not enrolled in the State’s Children’s Health Insurance Program (SCHIP) although 
they qualify for such coverage. The Hawai‘i Uninsured Project is a blueprint for 
understanding and addressing some of these problems and should serve as the 
foundation of any further analyses in this regard. The state has also received several 
grants that have helped identify current needs and foster collaborations between 
agencies in hopes to expand early intervention efforts. For instance, the Early 
Childhood Comprehensive Systems (ECCS) Planning Grant, the Early Learning 
Opportunities Grant, Hawai‘i Early Childhood Education and Care (ECEC) Coordination 
Committee and the School Readiness Taskforce are all working on these endeavors. 
The DOE and the CAMHD are also collaborating to expand the system to help ensure 
comprehensive service delivery. 
 
Respondents expressed another major area of concern involving the need to pay 
mental health providers salaries comparable to primary care providers. Not only would 
this action attract and retain a quality behavioral care work force, but it would also 
demonstrate that mental health and physical health are equally important. Of particular 
concern are the rates at which providers are reimbursed. It is noted that many providers 
are refusing Medicaid patients or leaving Hawai‘i because current reimbursement rates 
do not appear to take our high cost of living into consideration (a trend that seems to be 
occurring in the physical health care sector as well). 
 
Respondents mention that having continuous mental health care coverage that follows 
people, regardless of their employment status or income level, is important. Many report 
that their coverage stops when certain income limits are reached and that this loss can 
cause disruptions in care because replacement coverage is not always available. 
 
The NARI Report identified multiple sources expressing concern as to the impact of 
State and Federal restrictions on how funds can be combined and spent. Innovation and 
infrastructure change will be more difficult under such existing constraints. Money needs 
to be braided across flexible funding streams to follow the person to the most 
appropriate and preferred setting and supports. 
 
For such continuity to occur it appeared to respondents that more treatment resources 
and supports are needed within the community. NARI Report sources called for 
increased funds for a variety of best practice and evidence-based practices (EBPs), 
including school based and in-home care for youth, and psychosocial services such as 
early intervention, housing, case management, and employment. Although Hawai‘i has 
engaged in delivering several EBPs through demonstration grants, a particular deterrent 
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to implementation occurs when some EBPs are not fully reimbursable by public or 
private insurance. Funding also becomes an issue as financing for demonstration 
projects beyond the life of their grants have not always been available. Financing and/or 
policy support for projects to continue has not always been available. 
 
Supported employment is one such EBP and serves as a good example. Given that not 
all of the functions within AMHD’s employment services are eligible for reimbursement 
by Medicaid, and currently there is no funding through the Medicaid Rehabilitation 
Option for employment services at AMHD, financing policies need to be addressed. 
These include looking at ways to maximize the existing partnership between AMHD and 
Vocational Rehabilitation and Services for the Blind (VRSBD) to utilize federal VRSBD 
funds to support employment services provided within AMHD services. This benefits 
consumers by allowing them to access employment assistance within one service 
agency (i.e., AMHD), presumably as part of their overall treatment team. 
 
Although the state recognizes the benefit to establishing a Medicaid Buy-In option to 
improve incentives for consumers to return to work, respondents felt that current 
provisions for benefit protections while working under the Social Security 
Administration’s (SSA) 1,619 program are vastly underutilized. In 2006 only 2-2.9% of 
those receiving disability benefits utilized the 1,619 program in Hawai‘i, and only 338 
people took advantage of the provision to protect Medicaid (1619(b)), a very small 
fraction of those eligible. Current funding for one-on-one benefits counseling is 
extremely limited (i.e., one individual available for an entire county). Greater access to 
individualized benefits’ counseling appears to be hampered by a lack of funding to 
reimburse this service. Other states have developed reimbursement for this through 
Medicaid, and in Hawai‘i the Medicaid Infrastructure Grant (MIG) is exploring possible 
funding opportunities. Now, halfway through the grant, agencies are working to improve 
work incentives within Medicaid and SSI/SSDI programs, including work to establish a 
Medicaid Buy-In option in Hawai‘i. 
 
Respondents felt there is an increasing demand for co-occurring mental illness and 
substance abuse (MI/SA) services in Hawai‘i, another EBP. The current system of care 
is having difficulty keeping up with rising service and resource demands. The use of 
crystal methamphetamine has also placed a strain on existing MI/SA programs, which 
have had to adjust services to meet the needs of this growing population. Rural and 
remote areas do not have the resources needed to accommodate the rise in drug 
usage. Resources that are helping to lay the groundwork to address these rising needs 
include Strategic Prevention Framework State Incentive Grant (SPFSIG) to prevent and 
reduce substance abuse and dependence awarded the Office of the Governor. AMHD 
and ADAD are collaborating to improve service provisions to persons with MI/SA, 
including the Co-Occurring State Incentive Grant (COSIG) Strategic Plan, which has 
made a series of recommendations for the integrated treatment of co-occurring 
substance use and mental disorders. Such efforts require sustained fiscal support. 
 
An emerging EBP is self-help and peer-to-peer services and supports. AMHD has a 
goal of expanding consumer-operated services and stipulates the hiring of consumers in 
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its funding contracts with providers. CAMHD uses block grant funds to support Hawai‘i 
Families As Allies (HFAA). There are no consumer-run programs on the neighbor 
islands, however, and across all the islands consumers and youth find a dearth of self-
help groups. Specifically, support groups are under-funded, especially in rural areas, 
and under-supported, such as keeping facilitators from burning-out. Given the benefits 
gleaned from support groups, their full potential seems unrealized. Consumers and 
youth also cite the need to fund logistical support to these efforts (e.g., transportation). 
There is also no clear funding support for peer-to-peer workers. Regardless of whether 
one is a BRIDGES graduate, a support group facilitator, a peer mentor or a peer 
specialist, there are no career development ladders that move a consumer out of non-
paying or low paying independent contracting or entry-level positions, which leads to 
these individuals living in poverty. A revision of the Medicaid Rehabilitation Option to 
allow for reimbursement of peer specialist services would seem to be a strong starting 
point for needed changes. 
 
A core element of the NFC Report is the essential role of individualized treatment 
planning and consumer and family involvement – involvement from treatment planning 
to service design and evaluation. However, respondents felt that there are few 
incentives, especially financial, to help engage youth, family members and adult 
consumers in treatment planning as well as agency and system level planning activities. 
In particular, families struggling with mental health and substance issues are often over 
taxed, parents are struggling to make ends meet – they do not have time and resources 
to participate. Financial supports like childcare, respite care, transportation and stipends 
are examples of addressing some of these barriers. In addition, staff and provider 
involvement in individualized planning will continue to be stymied if financing polices are 
not flexible to allow billing for such participation. 
 
Hawai‘i is unique for its embracing of the Hawaiian value of ‘ohana, which emphasizes 
the collective well-being over individual well-being, and which serves as the foundation 
from which many natural support networks are based. Often it is these natural supports 
that provide the bulk of mental health care and support, especially in rural and remote 
areas. Respondents felt that mental health programs and services need to provide both 
psychoeducational and fiscal support to enhance, enrich, and maintain these supports. 
Other needs include funding for interpreter services, alternative interventions and 
indigenous forms of treatment such as Ho`oponopono and Chinese medicines. 
Availability of specialized programs and interventions do not keep up with such needs 
for many reasons, not least of which include lack of funding and geographic dispersion 
of various ethnic groups. 
 
Some NARI sources demonstrated a sense of discrimination as to mental health 
financial resources not being fairly allocated to the neighbor islands in comparison to 
O‘ahu. This is especially felt in rural and remote areas, where access to services is 
limited, often because providers live off-island or recipients have to travel long distances 
to access services. Molokai and Lana‘i, for example, have substantial needs that they 
prefer to be met by local providers. For this to occur, however, there must be flexibility 
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with formulas that determine allocation of positions or funding within agencies and 
departments. 
 
Respondents felt the lack of affordable housing in Hawai‘i was the primary contributor to 
the problems faced by those with psychiatric disabilities in obtaining desired, affordable 
residences. People with psychiatric disabilities do not have the income to compete in 
the rental market. The demand for affordable housing far exceeds the availability and 
leaves little flexibility and very limited options for those needing housing, especially 
immediately. In addition, federally-funded housing supports such as Section 8 rental 
assistance or public housing units have long wait lists lasting many years. Consumers 
also face stigma and discrimination that present barriers even when they have access 
to needed supports. Of particular concern are the gaps in the available housing options 
on the neighbor islands. For example, certain specialized programs are currently only 
available on O‘ahu: residential treatment, Expanded-care Adult Residential Care Homes 
(E-ARCH), and community-based forensic programs which offer residential options. 
 
The State recognizes the critical shortage of affordable housing in Hawai‘i and even 
convened an Affordable Housing Task Force, which made specific recommendations in 
January 2005 regarding infrastructure and financing issues to address this problem. A 
strength within this area has been the emphasis which the Hawai‘i Public Housing 
Authority (PHA) places in prioritizing those with disabilities and who are homeless. PHA 
has applied for special-purpose vouchers targeted to families of disabilities, and it also 
offers priority on their waitlists for homeless individuals. AMHD has nearly doubled its 
available housing options in recent years. These housing options have been made 
possible in large measure because of the strong partnership which has developed with 
the PHA. Additionally, AMHD spear-headed the initiative to assist people in maintaining 
housing options through the “Operation Building Bridges” project. Yet, due to the current 
housing market, the housing demand far outstrips what the AMHD can provide. 
 
Respondents further identified a critical need to finance mental health services fully 
within the criminal and juvenile justice systems. Among these challenges is the 
provision of required mental health services within detention and correctional facilities. 
Significant cross-agency partnerships and infrastructure development is needed. The 
MOUs that have already been developed with PSD and partner agencies provide a start 
to this process. 
 
Respondents felt the current supply of mental health resources is unable to meet the 
demands of the increasing aging population in this state. Collaboration among current 
providers has helped to leverage the existing resources as well as provide 
improvements in service access, such as the Aging and Disabilities Resource Center 
(ADRC) project in Hilo. But financial shortages limit existing resources, and these 
limitations are compounded by geographic dispersion. 
 
A number of factors clearly support a strong need in Hawai‘i to provide fiscal support in 
developing and promoting telehealth and computer based technologies to facilitate 
access to and coordination of mental health care. Geographic dispersion and isolation, 
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a smaller than needed mental health workforce, expensive inter-island travel, and 
limited to non-existent public transportation resources on the neighbor islands all 
converge to limit severely consumers’ and their loved ones’ access to information and 
services. 
 
According to a number of NARI sources, workforce development issues in Hawai‘i have 
reached crisis levels, especially on neighbor islands and in rural and remote areas. A 
collaborative, well-funded, research-based, recruitment and retention program needs to 
be developed. Hawai‘i Workforce Development Council (WDC) does not have a specific 
focus on behavioral healthcare, and other state agencies and university-based training 
programs have developed separate plans. Workforce training policies need to align 
state and provider organization certification and credentialing requirements and build 
career ladders that have financial incentives to advance. These need to impact 
university training programs to support workers who desire to turn their mental health 
jobs into careers. Financial resources seem limited to providing entry-level training 
through higher education programs in the university system. But financial resources are 
also needed in supporting retention initiatives. 
 
A summary matrix of the most pertinent data bits from the March 2008 NARI Report 
follows. In large part, they capture the respondent data that underlies the analysis 
above. Please refer to the detailed narratives and matrices of the March 2008 NARI 
Report for further substantiation of the needs and resources identified in this section as 
well as related critical needs and the resources currently available to address those 
needs. 
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5.2 FISCAL RESOURCE INVENTORY MATRIX (Source: March 2008 NARI) 
Fiscal Resource Inventory 

Matrix 
Needs Justification of need (include 

evidence or source) 
Inventory of Resources 

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.2 Address mental health with the same urgency as physical health 
1. Full coverage through public entitlements 
for illness prevention activities, medications, 
therapy, and living expenses [141, F502, 
F504, F505, F506, F511, F512, F514, F515, 
F518, K1027, K1507, K2028] (NFC Goal 
1.2) 

1. To improve consumers’ quality of life and 
recovery [F502, F505, F512, F514, F515, 
F518] {NFC Goal 1.2) 

 

2. Sustainability planning because of 
dependence on existing federal grants 
[K1019] (NFC Goal 1.2) 

2. To continue funding important program 
once external funding expires [K1019] (NFC 
Goal 1.2) 

 

3. State and Federal policies restricting  
allocation of funding creates barriers to 
collaboration [K1011, K1026] (NFC Goal 
1.2) 

3. Prevents better coordination of care 
among funding authorities [K1011, K1026] 
(NFC Goal 1.2) 

 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.2 Involve consumers and families fully in orienting the mental health system toward recovery. 
4. Revise Medicaid Rehabilitation Option to 
specify reimbursement of peer specialists 
[270] (NFC Goal 2.2) 

4.1 Current, pay scale does not provide a 
living wage [K2028] (NFC Goal 2.2) 

4.2 Compensation for peer mentors, 
coaches, helpers is insufficient [F504, 
K1508, K2005, K2019, K1508] (NFC Goal 
2.2) 

2.5 Protect and enhance the rights of people with mental illnesses. 
5. Fully finance mental health services within 
the criminal justice and court systems 
[K1514] (NFC Goal 2.5) 

5. Civil Rights Division DOJ Findings Report 
found OCCC conditions of confinement and 
treatment of inmates with serious mental 
illness need of immediate attention [12]; 
Criminal justice and court systems do not 
have the staff and infrastructure to fully 
implement the steps necessary to ensure 
that people with mental illness receive fair 
justice [K1514] (NFC Goal 2.5) 

 

NFC Goal #3: Disparities in Mental Health Services are Eliminated 
3.1 Improve access to quality care that is culturally competent. 

a. Policies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Need policies to allow for reimbursement 
of indigenous forms of treatment such as 
Ho’o pono pono [K1504] and Chinese 
medicines [FC514] (NFC Goal 3.1) 

6. Funding is needed [S3519558] (NFC Goal 
3.1) 

6. Federal funding was established for using 
traditional practices in anger management 
treatment with some research for support 
[K1504] (NFC Goal 3.1) 
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NFC Goal #4: Early Mental Health Screening, Assessment, Referral to Services are Common Practice 
4.1 Promote the mental health of young children. 
7. Need more third party payment for mental 
health screening and treatment [K1504] 
(NFC Goal 4.1) 
 

7.1 Hard to find a medical home for children 
without insurance [100] (NFC Goal 4.1) 
7.2 Hawai‘i  has 14,000 uninsured children 
who qualify for SCHIP but are not enrolled 
[134] (NFC Goal 4.1) 
7.3 Working families may not be able to 
afford a family plans under employer’s 
health insurance [134, K1049] (NFC Goal 
4.1) 
 

7.1 Federal government contributes 71 
cents for every dollar of coverage for 
children [134] (NFC Goal 4.1) 
7.2 2007: DOH received emergency 
appropriation for early intervention services 
[218] (NFC Goal 4.1) 
7.3 Hawai‘i Covering Kids: creates seamless 
health insurance [138, 34] 
7.4 DDD 2006: Obtained Medicaid eligibility 
and HCBS Waiver admissions for 171 
children [92] (NFC Goal 4.1) 

a. Policies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8. More funding for early childhood system 
[100] (NFC Goal 4.1) 
 

8.1 Hard to invest money on prevention 
because it is difficult to demonstrate effects 
[K1060] (NFC Goal 4.1) 
8.2 Stagnant economy in Hawai‘i  after 9/11 
which limits funds for prevention [100] (NFC 
Goal 4.1) 
8.3 Funding dedicated to early childhood 
system is inadequate and should be 
expanded [100] (NFC Goal 4.1) 
8.4 Subsidized system of childcare is 
primarily supported by federal funds and 
more state money is needed to achieve 
state’s mission for children [100] (NFC Goal 
4.1) 
8.5 In Hilo the Open Door subsidy program 
is closed for the year [100] (NFC Goal 4.1) 

8. 1 Federal government has increased 
funding for early education efforts in Hawai‘i  
[162] (NFC Goal 4.1) 
8.2 ALI’s Childcare Assistance Program 
provides childcare subsidy [162] (NFC Goal 
4.1) 
8.3 Early Childhood Education and Care 
Think Tank Project produced a study on 
financing an expanded early childhood 
system [100] (NFC Goal 4.1) 
8.4 CAMHD reallocated federal block grant 
funds to support prevention and early 
intervention [100] (NFC Goal 4.1) 
8.5 2006: CWS increased number of 
partnerships with non-profit agencies [95] 
(NFC Goal 4.1) 8.6 DHS invested additional 
$5 million to expand early childhood 
education [95] (NFC Goal 4.1) 
8.7 DHS funded the ‘Ohana Conferencing 
program [95] (NFC Goal 4.1) 
8.8 Childcare Connection Hawai‘i [95] (NFC 
Goal 4.1) 
8.9 DHS childcare subsidies are $60 million 
annually [138] (NFC Goal 4.1) 
8.10 2007: DOH’s legislative request for 
biennium funds for EIS was approved [218] 
(NFC Goal 4.1) 
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4.2 Improve and expand school mental health programs. 
9. Develop flexible or blended funding 
mechanisms [60, K1060] (NFC Goal 4.2) 
 

9.1 Funding streams fall into silos making it 
more difficult for youth transitioning between 
systems and agencies [60] (NFC Goal 4.2) 
9.2 EDN150 allocations [217] (NFC Goal 
4.2)  
9.3 CAMHD carries forward special funds 
from Medicaid from year-to-year [60] (NFC 
Goal 4.2) 
9.1 DOE has adequate funding to provide  
comprehensive system of care [217] (NFC 
Goal 4.2) 
9.2 Special education accounts for quarter 
of the overall budget for instructional 
services [ 217] (NFC Goal 4.2) 

9.3 EDN150 allocations [217] (NFC Goal 
4.2) 
9.4 CAMHD carries forward special funds 
from Medicaid from year-to-year [60] (NFC 
Goal 4.2) 
9.5 Strong State ‘parity’ laws for mental 
health insurance coverage [60] (NFC Goal 
4.2) 

10.  Advocate for a Medicaid fee schedule 
reform [60] (NFC Goal 4.2) 
 

10.1 The current Medicaid fee schedule 
does not keep up with costs of care [60] 
(NFC Goal 4.2)10.2  Medicaid is lost when a 
youth is incarcerated [60] (NFC Goal 4.2) 
10.3 There is a Medicaid coverage gap for 
young adults age 21 and up with mental 
health needs [60] (NFC Goal 4.2) 

10. Services to youth who are QUEST-
eligible and have a Serious Emotional and 
Behavioral Disturbance (SEBD) occur by 
virtue of a Memorandum of Agreement 
(MOA) with the Med-QUEST Division. [220] 
(NFC Goal 4.2) 

11. Introduce Legislation to fully fund the 
Federal IDEA [P401] (NFC Goal 4.2) 

11. Public Law 94-142 promised to fund up 
to 40% of costs incurred by the States; 
currently, Congress only funds ~17% [P401] 
(NFC Goal 4.2) 

11. Federal IDEA law ensuring services to 
children with disabilities [W402] (NFC Goal 
4.2) 

4.4 Screen for mental disorders in primary health care, across the life span, and connect to treatment and supports 

a. Policies 

12. Need 3rd Party payment for mental 
health screening [K1504, K2021, K2026] 
(NFC Goal 4.4) 

12. Inadequate insurance coverage 
decreases incentive to screen [K2021, 
K2026, K1063, 186] (NFC Goal 4.4) 

 

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.2 Address mental health with the same urgency as physical health 
1. Funding for hospitals should be allocated 
to improving programs, not security [F518] 
(NFC Goal 1.2) 

1. To improve the quality of hospital services 
[F518] (NFC Goal 1.2) 

 

2. More funding for evidence based 
practices [K1027] (NFC Goal 1.2) 

2. To provide proven interventions [K1027] 
(NFC Goal 1.2) 

 

b. Practices/Services 

3. Consider funding alternative healthcare 
like acupuncture and massage [K2003] 
(NFC Goal 1.2) 

3. To give more treatment alternatives 
[K2003] (NFC Goal 1.2) 
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4. More funding for case management and 
ACT [K2008] (NFC Goal 1.2) 

4. To serve more people [K2008] (NFC Goal 
1.2) 

 

5. Need more funding for rural areas [F504, 
F507, F509, F511, K1041, K1058, K1063, 
K2010, K2016, K2019, K2021, S4345151, 
S5184754] (NFC Goal 1.2) 

5. They are underserved and staff living 
there now are underpaid [F507, F509, F511, 
K1063, K2010, K2016, K2019, K2021, 
S4345151, S5184754] (NFC Goal 1.2) 

5. Transportation and other supports getting 
better on the Big Island [F513] (NFC Goal 
1.2) 
 

6. More funding needed for housing,  
employment, and other support  services 
[F509, K1506, K2011, K2012, K2022] with 
over $650 million needed over 20 years to 
maintain HUD supported public housing [5] 
(NFC Goal 1.2) 

6. To provide people with shelter, 
meaningful work, and other supports [F509, 
K2012] (NFC Goal 1.2) 

6.1 DVR has provided support for 
employment related matters [F511] (NFC 
Goal 1.2) 
6.2 HCDCH receives $22 million annually to 
maintain and improve the living conditions of 
federal housing residents [5] (NFC Goal 1.2) 
6.3 SSI/SSDI pays for housing [F502, F508, 
K2003] (NFC Goal 1.2) 

7. Telephone assessments should be made 
reimbursable [K1063] (NFC Goal 1.2) 

7. Helpful for rural and remote areas where 
number of professionals limited [K1063] 
(NFC Goal 1.2) 

 

8. Limits to in-home services for youth 
consumers restrictive to treatment [F512] 
(NFC Goal 1.2) 

8. Time and billing limits do not allow for 
successful treatment [F512] (NFC Goal 1.2) 

 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.1 Develop an individualized plan of care for every adult with a serious mental illness and child with a serious emotional disturbance. 
9. Modify contracts allowing participation in 
individualized planning [268] (NFC Goal 2.1) 

9. To promote continuity and coordination of 
care [268] (NFC Goal 2.1) 

 

10. Allow in-home therapist services beyond 
6 month cap and billing for their participation 
in IEP meeting, not count as direct service 
hours to family [F512] (NFC Goal 2.1) 

  

2.2 Involve consumers and families fully in orienting the mental health system toward recovery. 
11. Increase funding for supports groups 
and facilitators, especially in rural areas 
[K2026, K2019, K1508] (NFC Goal 2.2) 

11.1 USH support groups have lost funding 
for food, which served as a strong incentive 
for consumer participation [K2026] (NFC 
Goal 2.2) 

11.2 USH primarily operates on Oahu, very 
limited services to the neighbor islands 
[K2026] 

2.3 Align relevant Federal programs to improve access and accountability for mental health services. 

b. Practices/Services 

12. Develop funding stream for benefits 
counseling [P206] (NFC Goal 2.3) 
 

12.1 Increase consumer understanding and 
planning around benefits and work [P206] 
12.2 Could offer another employment 
opportunity for consumers who have 
understanding and training in area of 
benefits [P206] (NFC Goal 2.3) 

12. MIG has identified this as a goal [P206] 
(NFC Goal 2.3) 
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NFC Goal #3: Disparities in Mental Health Services are Eliminated 
3.2 Improve access to quality care in rural and geographically remote areas. 
13. Funding for service limited [FC507] 
(NFC Goal 3.2—Lanai) 

13. Alu Like provides financial assistance for 
Native Hawaiians [P301]  (NFC Goal 3.2—
Lanai) 

 

14. Increase funds to providers serving 
individuals experiencing  homelessness [90, 
5] (NFC Goal 3.2—Big Island) 

14. Homeless experts agree that one of the 
most prominent need of service providers in 
Hawai‘i County was additional funding for 
housing services [90] (NFC Goal 3.2—Big 
Island) 

 

15. Fully fund dental and vision services for 
mental health consumers [F511] (NFC Goal 
3.2—Big Island) 

15.1 Routine dental visits are not covered 
under Medicaid and there is no eyeglass 
coverage under Medicare  [F511] (NFC Goal 
3.2—Big Island) 

 

NFC Goal #4: Early Mental Health Screening, Assessment, Referral to Services are Common Practice 
4.2 Improve and expand school mental health programs. 
16.  Increase funding resources available to 
the DOE and CAMHD to serve non-
IDEA/504 students [P401] (NFC Goal 4.2) 

16. Lack of resources to promote programs 
and services for transitional youth [P401] 
(NFC Goal 4.2) 

 

4.3 Screen for co-occurring mental and substance use disorders and link with integrated treatment strategies. 
17. Increase funding to support the 
integration of cultural values, beliefs and 
practices in MI/SA services [133] (NFC Goal 
4.3) 

17. Treatment services are not culturally 
competent and should include traditional 
Hawaiian healing practices and cultural 
adaptations of Western evidence-based 
practices [133] (NFC Goal 4.3) 

17. COSIG has developed Native Hawaiian 
partnership to improve research and 
treatment for Native Hawaiian community 
[RS3] (NFC Goal 4.3) 

4.4 Screen for mental disorders in primary health care, across the life span, and connect to treatment and supports. 
18. Leverage DHS funding to develop a tool-
kit for Primary Care Providers/Pediatricians 
to improve adherence to mental health 
screening requirements for recipients of 
Medicaid age 0-21 [P406, P408,  K1019] 
(NFC Goal 4.4) 

18. Adhere and improve mental health 
screening in EPSDT protocols [P408] (NFC 
Goal 4.4 

18. Strength: Top leadership support for 
effort at DHS (Director) [P406] (NFC Goal 
4.4 

b. Practices/Services 

19. Reimburse telephone assessments 
[K1063] (NFC Goal 4.4) 

19. To reimburse the 90% of medical 
specialists calls from O‘ahu [K1063, 282] 
(NFC Goal 4.4) 

19. 431:10A-116.3, 432:1-601.5, 432E-23.5: 
Tele-health: recognizes tele-health as a 
reimbursable benefit [242] (NFC Goal 4.4) 

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.1a Advance and implement a national campaign to reduce the stigma of seeking care 

c. Workforce/Training 

1. Pay mental health providers comparable 
to primary care providers [K1026] (NFC 
Goal 1.1a) 

1. Reduce stigma and achieve parity 
[K1026] (NFC Goal 1.1a) 
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1.2 Address mental health with the same urgency as physical health 
2. More funding and higher salaries for 
mental health care providers [F504, F511, 
K1002, K1024, K1027, K1030, K1060, 
K1501, K1504, K1506, K2019, K2022, 
S4346306, S4737437, S5184754] (NFC 
Goal 1.2) 

2. To attract more and better workers and 
stem flow of workers out of Hawai’i to higher 
paying positions on mainland [K2019] (NFC 
Goal 1.2) 

2.1 Consumers have advocated for 
increased staff funding [K2022] 
 2.2 AMHD has been successful in getting 
more staff funding and legislature has been 
responsive to requests [K1013, K1506] 
(NFC Goal 1.2) 

3. Providers should be paid at a higher rate 
and in a more timely fashion [F501, K1064, 
K1504, K1506,  S4735367, S5184754] (NFC 
Goal 1.2) 

3. Reduce financial risks for contractors 
[S4735367, S5184754] (NFC Goal 1.2) 

 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.3 Align relevant Federal programs to improve access and accountability for mental health services. 
4. Higher wages for a better quality of life in 
Hawai‘i [K1507, K1521]; livable wages [15] 
(NFC Goal 2.3) 
 

4. 65% of all jobs on Kaua‘i pay less than 
$30,000 per year [174] (NFC Goal 2.3) 
5. Services like ARC hires consumers to 
drive other consumers, but does not pay 
enough need to earn livable wage [F513, 
K1507, K1521] (NFC Goal 2.3) 

 

5. Mental health programs within prisons 
requires substantial funding to provide 
mental health treatment [12] (NFC Goal 2.3) 

5. Staffing inadequate to meet minimal 
mental health treatment required under 
CRIPA [12] (NFC Goal 2.3) 

 

NFC Goal#5: Excellent Mental Health Care is Delivered and Research is Accelerated 
5.2 Advance evidence-based practices using dissemination and demonstration projects and create a public-private partnership to guide 
their implementation. 

c. Workforce/Training 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Need for funding EBPs [18, K1002, 
K2008] (NFC Goal 5.2) 
 

6.1 There is a lack of funding and legislative 
support for EBPs [18, K1002, K2008] (NFC 
Goal 5.2) 
6.2 Without funding it is difficult to staff and 
sustain evidence based services [121, 
K1027, K1058, K1061] (NFC Goal 5.2) 
6.3 Some EBPs are not reimbursable by 
Medicaid [K1036]  (NFC Goal 5.2) 

6. The DOH Behavioral Health Agencies 
(BHA) have been awarded numerous 
SAMHSA grants in last 6 years to implement 
EBPs and develop infrastructure [252, 
K1007] (NFC Goal 5.2) 
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5.3 Improve and expand the workforce providing evidence-based mental health services and support. 
8. Need to create competitive wages for 
mental health workforce to recruit and retain 
qualified personnel [60] (NFC Goal 5.3) 
 

8.1 Harder to retain people with low pay. 
Younger generation won’t stay when more 
high-paying alternatives [K1030, O5184754] 
(NFC Goal 5.3) 
8.2 Pay a differential, better perks for people 
to work in remote communities [K1028, 
K1035] (NFC Goal 5.3)  
8.3 Private psychiatrists have difficult time 
here because fee structure inadequate 
[K1064] (NFC Goal 5.3) 
 

8.1 WDC strategy includes financial support 
for upgrading skills of current workforce [11] 
8.2 WDC strategy includes financial support 
for hiring people underrepresented in the 
workforce [11] (NFC Goal 5.3) 
8.3 DOH-BHSA increased salary range of 
nurses and psychiatrists at the state 
hospital, medical directors of the Community 
Mental Health Centers, and psychiatrists 
working on island of Hawai‘i [135] (NFC 
Goal 5.3) 

9. Need to provide financial support for 
undergraduate and graduate students 
seeking careers in the mental health 
profession(NFC Goal 5.3) 
 
 

9. Young people coming out of college can’t 
afford to live and work in Hawai‘i [K1504] 
(NFC Goal 5.3) 
 

9. WDC strategy includes financial support 
for Healthcare workers in higher ed STEM 
programs, upgrading skills of current 
workforce [11] (NFC Goal 5.3) 
 
 

10. Need to provide financial support to 
upgrade knowledge and skills of current 
workforce [11] (NFC Goal 5.3) 

10.1 Higher education is too expensive; 
need mechanism for MH professionals to 
get more skills and training [K1042] (NFC 
Goal 5.3) 
10.2 AMHD funds tuition waivers for 
students in nursing, medicine, social work, 
an psychology at UH [K1005}(NFC Goal 5.3 

10.2 AMHD funds tuition waivers for 
students in nursing, medicine, social work, 
an psychology at UH [K1005}(NFC Goal 5.3 

11. Better compensation and incentives for 
providers to fill neighbor island, rural/remote 
locations [K1036, 138, 100] (NFC Goal 5.3) 

11.1 On Kaua`i not enough staffing—need 
more pay to attract qualified people [K509] 
(NFC Goal 5.3) 

11.2 Recruitment and retention in Kona is 
difficult because of cost of living [F513] 
(NFC Goal 5.3) 

NFC Goal#6:  Technology is Used to Access Mental Health Care and Information. 
6.1 Use health technology and telehealth to improve access and coordination of mental health care, especially for Americans in remote 
areas or in underserved populations.  

c. Workforce/Training 

12. State should increase its investment in 
training technology workers [11] (NFC Goal 
6.1) 

12. To support enhanced technological 
capabilities [11] (NFC Goal 6.1) 

 

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.2 Address mental health with the same urgency as physical health 
1. Shift money away from contracted 
providers to CMHCs [S3877490] (NFC Goal 
1.2) 

1. Provide more support for CMHCs 
[S3877490] (NFC Goal 1.2) 

 

d. Organization/ 
Collaboration 

2. Decrease administrative costs system 
wide [S3877490] (NFC Goal 1.2) 

2. Have more money for services 
[S3877490] (NFC Goal 1.2) 
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3. More funded resources in the schools for 
students who have mental illnesses [K1514] 
(NFC Goal 1.2) 

3. Needs of students who have mental 
illnesses not adequately met [K1514] (NFC 
Goal 1.2) 

3. Influx of funds for school based 
behavioral interventions [K1060] (NFC Goal 
1.2) 

4. Centralized and co-located funding 
needed within DOH [K1030] (NFC Goal 1.2) 

4. To avoid costly duplication of services 
[K1030] (NFC Goal 1.2) 

4. State law (Chapter 334) requires 
coordination of mental health services within 
DOH [K1030] (NFC Goal 1.2) 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.2 Involve consumers and families fully in orienting the mental health system toward recovery. 
5. There is a need for a local community 
mechanism - that includes consumers - to 
provide oversight of mental health funds, 
(e.g. MHTSIG funds), coming to that 
community to ensure that the funds are used 
as intended (F511) (NFC Goal 2.2) 

  

2.3 Align relevant Federal programs to improve access and accountability for mental health services. 
6. Maximize existing partnership between 
DVR and AMHD to utilize VR funds within 
AMHD supported employment services 
[P206] (NFC Goal 2.3) 

6. Supports for employment offered within 
treatment team often more effective than 
brokering from another agency (i.e., DVR) 
[P206] (NFC Goal 2.3) 
 

6. MOA between DHS-DVR and DOH-
AMHD to allow AMHD to draw on VR funds 
for those who have been assisted to 
become employed according to VR 
standards [P206] (NFC Goal 2.3) 

2.5 Protect and enhance the rights of people with mental illnesses. 
7. Allocate funds equally between Oahu and 
the neighbor islands [F511] (NFC Goal 2.5) 

7. Resources  for adults with mental illness 
are allocated such that neighbor islands are 
discriminated against in comparison to Oahu 
[F511] (NFC Goal 2.5) 

 

NFC Goal #4: Early Mental Health Screening, Assessment, Referral to Services are Common Practice 
4.3 Screen for co-occurring mental and substance use disorders and link with integrated treatment strategies. 

d. Organization/ 
Collaboration 
 

8. Align or braid ADAD and AMHD funding 
for consumers in need of both substance 
abuse and mental health treatment [133, 
RS3] (NFC Goal 4.3) 

8. Continuity of providing care blocked by 
insurance reimbursement or funding 
regulations under the principle of 
“duplication of services” [133] (NFC Goal 
4.3) 

8. COSIG Strategic Plan addresses funding 
[RS3] (NFC Goal 4.3) 

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.2 Address mental health with the same urgency as physical health 

e. Data 

  1. Hawai’i Uninsured Project report provides 
analysis of problems of inadequate 
insurance and proposes  recommendations 
[134] (NFC Goal 1.2) 
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NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.2 Involve consumers and families fully in orienting the mental health system toward recovery. 
2. Demonstrate routine financial reporting to 
community stakeholders [299] (NFC Goal 
2.2) 

2. Lack of CAMHD and AMDH financial 
reporting to community stakeholders [299] 
(NFC Goal 2.2) 

 

NFC Goal#5: Excellent Mental Health Care is Delivered and Research is Accelerated 
5.1 Accelerate research to promote recovery and resilience, and ultimately to cure and prevent mental illness. 
3. Adequate funding is needed for mental 
health research [K1504] (NFC Goal 5.1) 

3.1 Most mental health research is not grant 
funded [P504] (NFC Goal 5.1) 
3.2 Most Federal mental health grants are 
for infrastructure and technical assistance 
[508, K1007, W507] (NFC Goal 5.1) 

3. Numerous non-mental health intervention 
research receive federal funding [W502, 
W507, 508] (NFC Goal 5.1) 
 
 

4. Funding is needed for conducting 
research [74] (NFC Goal 5.1—ethnic 
disparities) 
 

4. Native Hawaiian adaptations and 
indigenous practices currently have little 
empirical support [74] (NFC Goal 5.1—
ethnic disparities) 

4. There are several potential sources of 
funding for Native Hawaiian research [P505] 
(NFC Goal 5.1—ethnic disparities) 

5. Funding is needed for conducting 
research [74] (NFC Goal 5.1— long-term 
effects of medications) 

  

6. Funding is needed for conducting 
research [74] (NFC Goal 5.1— trauma) 

  

e. Data 

7. Funding is needed for conducting 
research [74] (NFC Goal 5.1— acute care 
settings) 

  

NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.1b Advance and implement a national strategy for suicide prevention. 
  1. AMHD and CAMHD have allocated funds 

from Federal Block Grant to Suicide 
Prevention training for FY 2008 [299, P101] 
{NFC Goal 1.1b) 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.3 Align relevant Federal programs to improve access and accountability for mental health services. 
  2. “Reward to Work” Initiative allows 

recipients to retain 100% of their welfare to 
work checks [95] (NFC Goal 2.3) 

f. Financing 

  3. Portion of AMHD’s housing budget used 
to leverage HUD funds for program 
development [64] 
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NFC Goal#1: Americans Understand that Mental Health Is Essential to Overall Health 
1.2 Address mental health with the same urgency as physical health 
1. Increased funding for consumer 
organizations [F504, F513, K1508, K2001, 
K2004, K2026, S4714802] (NFC Goal 1.2) 

1. To reach more people and provide more 
positive activities and support groups 
[K2001, K2026] (NFC Goal 1.2) 

1.1 United Self Help has received grants to 
dispel stigma and fund the warm line 
[K2019] (NFC Goal 1.2) 
1.2 State support for consumer run 
organizations like Hawai’i Families as Allies 
and United Self Help [K1061] (NFC Goal 1.2 

2. Need to clarify Medicaid Rehabilitation 
Option [K1501] (NFC Goal 1.2) 

2. Not clear of coverage and its limits 
[K1501] (NFC Goal 1.2) 

 

3. Better pay for peer mentors [K1508, 
K2028] (NFC Goal 1.2) 

3. Current pay scale insufficient to meet 
living expenses [K2028] (NFC Goal 1.2) 

3. Support for consumers to attend Best 
Practices Conferences [F504] (NFC Goal 
1.2) 

4. More respite and other support resources 
for families [K1029, K1504] (NFC Goal 1.2) 

4. Provide much needed break from caring 
for loved ones [K1029, K1504] (NFC Goal 
1.2) 

 

NFC Goal #2: Mental Health Care is Consumer and Family Driven 
2.2 Involve consumers and families fully in orienting the mental health system toward recovery. 
5. Develop financial supports for engaging 
youth, consumers, families in agency/ 
system planning efforts [K1508] (NFC Goal 
2.2) 

  

6. Increase funding for consumer and family-
operated organizations [227, K1508, K2001] 
] (NFC Goal 2.2) 

6. Only 2 - Hawai‘i Families as Allies [299] 
and United Self Help (which does not have a 
statewide presence) [F504] ] (NFC Goal 2.2) 

 

NFC Goal#6:  Technology is Used to Access Mental Health Care and Information. 
6.1 Use health technology and telehealth to improve access and coordination of mental health care, especially for Americans in remote 
areas or in underserved populations.  

g. Consumer/Family 
Involvement 

7. Consideration should be given to 
subsidize consumers’ access to technology, 
including education in its use [K1504] (NFC 
Goal 6.1) 

7. Poverty and lack of education limit access 
to latest technology [K1504] (NFC Goal 6.1) 

 

NFC Goal#5: Excellent Mental Health Care is Delivered and Research is Accelerated 
5.3 Improve and expand the workforce providing evidence-based mental health services and supports. Special Consideration: Natural 
Supports 

i. Other 

1. Need to address high cost of living in 
Hawai‘i, and its impact on low income 
population groups with family members with 
mental illness [K1061] (NFC Goal 5.3—
Special Consideration: Natural Supports) 

  

 



State of Hawai‘i NARI Fiscal Resource Inventory Addendum 
Approved Final Report, August 20, 2008 

57 

6. Discussion 
 
6.1 Funding Transformation 
 
The purpose of the Substance Abuse and Mental Health Services Administration’s (SAMHSA) 
Mental Health Transformation State Incentive Grant program (2005) is to “advance the vision 
and goals of the final report of the President’s New Freedom Commission on Mental Health in 
order to transform the Nation’s mental health system.” The mental health transformation goals 
set forth in the Commission’s Achieving the Promise: Transforming Mental Health Care in 
America (2003) to achieve this vision are as follows: 

 
Goal 1: Americans understand that mental health is essential to overall health.  
Goal 2: Mental health care is consumer and family driven. 
Goal 3: Disparities in mental health services are eliminated. 
Goal 4: Early mental health screening, assessment, and referral to services are common 
practice. 
Goal 5: Excellent mental health care is delivered, and research is accelerated. 
Goal 6: Technology is used to access mental health care and information. 

 
From Hawai‘i’s perspective, the MHT-SIG Comprehensive Mental Health Plan for the State of 
Hawaii identified the following five overarching themes for transformation that emerged from the 
Sub-Work Groups and through community feedback: 

1. Educating the Public 
2. Systems Integration 
3. Consumer and Professional Workforce Development and Training 
4. Research, Evaluation, and Dissemination 
5. Financing and Sustainability 
6. Criminal Justice. 

 
Hawaii already provides a myriad of services for clients that require mental health and 
substance abuse treatment. The State and the City and County of Honolulu expended a total of 
$484.0 million in fiscal year 2007. This computes to $407 cost per capita of the Hawaii’s resident 
population less armed forces members and military dependents. Of the total, the State’s general 
fund covers 71 percent or $343.3 million. This computes to $289 cost per capita. These are 
significant numbers and costs. Under the State’s current financial condition, it may be difficult to 
allocate new funds to new or transformed programs.  
 
6.2 2008 Legislative Session – Budget Increases 
 
There were some bright lights for mental health and substance abuse programs in the 2008 
Legislative session. The Governor proposed several additional budget increases and the 
Legislature concurred with the Governor’s request by appropriating additional funds in the fiscal 
year 2009 for behavioral programs. The following list describes the additional funding. 
 

• Department of Health, Adult Mental Health Division, provided an additional $9,000,000 in 
general funds and $1,000,000 in special funds for purchase of services that will allow 
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adults with severe and persistent mental illness to live in community settings. Services 
include case management (targeted, intensive), residential services, crisis outreach, and 
supportive services for individuals discharged, transferred, and diverted from the Hawaii 
State Hospital and those at risk of hospitalization. 

• Department of Health, Adult Mental Health Division, provided $3,000,000 in general 
obligation bond funds for repairs and improvements to the Hawaii State Hospital. The 
project includes design and construction for repairs and improvements, which may 
include reproofing, structural work, and various other improvements.  

• Department of Health, Development Disabilities Division, provided an additional 
$1,224,206 in general funds for Title XIX Home and Community Based Services. These 
are matching funds for the Home and Community Based Services (HCBS) waiver 
program for the unanticipated delay of prior year expenses. The delay occurred because 
federal CFR 42, allowed providers up to bill up to twelve months after the date of 
services. 

• Department of Health, Development Disabilities Division, provided an additional 
$1,194,301 in general funds for Title XIX HCBS. These are matching funds for the waiver 
program due to a reduction of the federal medical assistance percentage (FMAP). 

• Department of Public Safety, Health Care Division, provided 21.00 additional positions 
and $662,250 in general funds for mental health care positions to address the 
Department of Justice (DOJ) findings at the Oahu Community Correctional Center 
(OCCC). The positions were recommended by both the DOJ and the State’s expert to 
provide a required level of services based on OCCC’s present mental health inmate 
population.  

 
6.3 Data Gaps and Limitations  
 
A number of limitations in this current analysis and gaps in available data were encountered in 
preparing this report and should be taken into account when reviewing this fiscal analysis. 
 

• The timeframe for the initial request for fiscal data, the response rate and actual data 
provided by the entities, and the subsequent deadline for the fiscal inventory addendum 
inhibited the ability to seek additional information or clarity on certain responses. Fiscal 
data collection occurred over a relatively brief period of time. State Departments and 
other fiscal entities surveyed here were asked for information that would have been 
difficult to collect and organize if they did not already have such data at hand. The short 
timeframe for this report did not allow a systematic and thorough follow-up with entities 
when the data they provided was incomplete or unclear.  

• Untimely, incomplete, or non-responses from certain key departments and divisions 
therein resulted in gaps of fiscal data and analysis. There are clearly gaps here in 
accounting for all of the funds spent in Hawaii on behavioral health care. The biggest 
gaps appear to be within the military, federal, and private sector domains. For example, a 
complete analysis would benefit from knowing the number of Hawaii residents receiving 
care who are veterans and active military or who are paying for their private care out-of-
pocket. We were also unable to get even approximate estimates of the number of people 
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served for some entities who did, at least, report the amount of funds spent on behavioral 
health care. 

• If provided more time and full-cooperation by key departments with access to detailed 
fiscal data, the fiscal analysis would seek to more completely review and analyze service 
data in specific high-use departments and divisions. The data that are available point to a 
few core Departments that fund the largest share of behavioral health care costs. More 
detailed analyses of these entities could identify more clearly the patterns of services that 
are available across these high-use departments. 

• There are often large amounts of missing data that can seriously limit the validity and 
generalizability of analyses. Departments and other entities need to establish and enforce 
data integrity standards and make submission of complete data a part of all service 
contracts that they write. 

• The lack of a uniform state-wide electronic data records system tracking and identifying 
individuals seriously limits any comprehensive service use analysis. Currently, 
departments have different data collection methodologies, data-bases, data integrity 
checks, and key variables. Thus, meaningful service user and service use analyses 
across funders is impossible. The development of a state-wide, linked or at least 
compatible, behavioral health care services data base, that might include universal 
identification numbers for clients, is needed to stabilize data collection.   

• Related to the previous limitation, the ability to account for duplicated and unduplicated 
clients and services across systems is critically needed. Specifically: 

- The inability to account for people who receive services in multiple systems 
generally results in an oversimplification and likely overestimate of the accounting 
for persons with severe and persistent mental illness (SPMI). 

- The inability to account for duplicated and unduplicated clients and services also 
translates to a limited ability to identify individuals who access multiple systems of 
care across the State. 

If persons could be readily identified across systems, services could be identified, 
consolidated, de-fragmented, made more cost effective and efficient, and improve overall 
quality of care. 

• An example of a multi-system integrated database developed for the State of Washington 
MHT-SIG can be found at http://www.dshs.wa.gov/pdf/ms/rda/clientdata/CSDB-
CODB_05.pdf .This shows how such a database can be of benefit to mental health 
transformation activities. 

 
6.4 Program Evaluation and Cost-Benefit Analysis 
 
Considering the enormous task of realistically and sustainably transforming mental health 
services, program assessments that show whether programs have met their objectives and 
benefit-cost analysis to indicate their relative worth will help the decision making process. 
Financial analysis is used to determine how much a project or program will require, how it will be 
funded, and the adequacy of current and future revenues. However, benefit-cost analysis is not 
the same as financial analysis. Especially when governments are facing tight finances and 
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budgets, it is extremely helpful that programs develop and implement tools that result in benefit-
cost analysis. Benefit-cost analysis is a tool that helps measure the worth of a program in 
economic terms. Benefit-cost analysis attempts to secure all benefits and costs that accumulate 
to a project or program. Programs can then be measured and compared to each other as 
related to its cost-benefit to the public. 

 
In the current MHT SIG process, it would be very helpful to practice financial analysis. Such 
analysis might be completed on every proposal that is developed under the MHT-SIG. Task 
Group #5: Financing and Sustainability was established in the State’s Comprehensive Mental 
Health Plan. This Task Group might be of assistance in performing or helping the other task 
groups develop financial analysis on all proposals or it assisting the staff of the MHT-SIG with 
such financial analysis. 
 
6.5 Summary 
 
MHT-SIG is a Federal grant awarded to the Office of the Governor. The Constitution of the State 
of Hawaii provides for a strong Governor, with the executive power of the State vested in the 
Governor. The Governor is responsible for the faithful execution of laws. The Governor is the 
commander in chief of the armed forces of the State and appoints the head of and supervises 
each principal department. The Governor is also responsible for the submittal and allotment of 
appropriations and the administration of all agencies and departments in the Executive Branch, 
including human services, corrections, and health and community hospitals. The Governor is 
also responsible for the submittal of budgets and allotment of funds for the Department of 
Education and the University of Hawaii. Depending upon the fiscal, administrative, and statutory 
requirements for transformation, the Governor is responsible for evaluating programs and 
reallocating funds through the budgetary process and to transfer authority and responsibilities 
through the administrative and/or legislative process. 
 
The MHT-SIG task before the Office of the Governor will not be easy as bold transformation 
comes at a cost. Given the State’s shrinking revenue projections (see Chart 11), it seems 
remote that cost could be met through the appropriation of additional general funds by the State 
Legislature; in fact, we are likely to have to prioritize and do more with less. Other means of 
financing, i.e. federal funds, private grants, or special funds may be worth pursuing. 
Collaborative or braided funding may yield efficiencies. Finally, costs might be met through the 
reallocation of resources from current programs to transformed or priority programs. However, 
such reallocation between programs is painful. As programs have their own constituency and 
supporters, it may be very difficult for decision and policy makers to reallocate resources from a 
program, unless this action is clearly demanded by a transformational consensus or by objective 
evidence showing such steps are needed. 
 
Hawaii already makes a significant investment in mental health. The financial picture of the state 
is changing at the same time as we are transforming our service system. The Fiscal Resources 
Inventory is intended to support this critical aspect of mental health transformation It is important 
to realize and remember that any proposed transformation will  need to be feasible in the current 
fiscal climate of the State if it is to get  the buy-in and approval of the Governor and if it is likely 
to succeed. 
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