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Introduction  
In July of 2017, the Wyoming Veterans’ Commission requested that the Department of Health conduct a needs 
analysis regarding a new Skilled Nursing Facility (SNF) constructed along the lines of the “Green House”® 
model, and certified as a Veterans Affairs “State Home.” This needs analysis contains five major parts: 
 
 A background section that briefly explains the “Green House” ®  concept and summarizes the VA State 

Home program and its regulatory constraints; 
 

 A demographic analysis of Wyoming’s population of veterans and those requiring long-term care; 
 

 A geographic analysis that evaluates what location in the State would serve the greatest number of 
veterans in need of Skilled Nursing Facility services; 
 

 A market analysis of trends in Skilled Nursing Facility supply and demand in Wyoming and nationally; 
 

 An operational analysis of the proposed State Home model and the implications for cost and revenue. 
 
Executive	Summary 
The results of these five analyses point to the following conclusions: 
 
 Demand for SNF services by Wyoming veterans will decrease. We project that those requiring Skilled 

Nursing Facility (SNF) services will fall from approximately 500 to 320 between 2017 and 2030. This is 
largely from two factors: (1) a slight decrease in the eligible veteran population, combined with (2) a 
strategic shift away from institutional and towards home-based care.  
 

 Geographically, the largest number of veterans requiring SNF services will be in the Cheyenne Veterans 
Affairs Medical Center (VAMC) area, with an estimated 200 to 150 veterans between 2017 and 2030. 
Note, however, that unlike the second-largest VAMC area (Sheridan), there is no existing State-operated 
long-term care infrastructure in Cheyenne. 
 

 SNF market conditions do not favor new entrants. Statewide capacity and occupancy rates have trended 
down since the mid-1990s. At least initially, clients will likely be drawn from existing nursing homes. 
While the model is financially viable due to the VA subsidy, the proposed State Home will have to 
compete on both quality and price.  
 

o Quality. The Green House® model, with its focus on small home-like environments, should give 
a new State Home a high-quality niche in the market. We estimate that a 24-bed facility will cost 
approximately $2.5M (2017 dollars) per year to operate, with an average per-patient day cost of 
$300. 

  
o Price. This analysis proposes that the facility compete on price by using cost-covering Medicaid 

rates and supplemental VA per diem payments to cross-subsidize private pay rates for veterans. 
A 24-bed facility will need to operate with at least 63% occupancy (15 residents) in order to 
offer below-market rates while breaking even. 
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Part	I	‐	Background			
In July of 2017, the Wyoming Veterans’ Commission requested that the Department of Health conduct a needs 
analysis regarding a new Skilled Nursing Facility (SNF) constructed along the lines of the “Green House”® 
model, and certified as a Veterans Affairs “State Home.”  
 
The “Green House”® model 
The proposed Skilled Nursing Facility is to be modeled on the “Green House” ® concept. This was first 
proposed by geriatrician Dr. William Thomas in the early 1990s, with primary goal being to move away from 
the institutional nature of traditional nursing homes and towards a more home-like setting where residents 
could experience greater quality of life.1 Specific differences include: 
 
 Home-like construction. Groups of 6-10 individual rooms are arranged around common areas, to 

include a kitchen/dining area, living space, and easy access to gardens and outside environments. 
 

 Residents have more control over their schedules on recreation, hygiene, and meal-times. Personal 
privacy and space is to be respected. 
 

 “Live-in” workforce. Direct care staff build relationships with a specific group of residents in a 
‘homemaking’ capacity. In addition to providing direct care, staff do laundry, cleaning and meal 
preparation.  

 
The VA State Home program 
The Veterans Administration has operated programs to support “State Homes” for veterans since 1888. Today, 
support generally falls into two categories – per diem for operations, and matching funds for construction: 
 
 The VA will provide the facility a basic per diem for each eligible veteran This per-diem cannot be used 

to offset Medicaid or other public-payer rates, so it comes in as additional revenue.2 The per diem is the 
lesser of: 

o 50% of the cost of care per patient day or; 
o The basic per diem rate for the FY established by the VA [51.40(b)], which is currently $106.10. 

This per-diem has historically grown with inflation, and expected to continue doing so. 
 

Per 38 CFR §51.41, a State Home may receive additional revenue for a subset of veterans3 by entering 
into a VA provider agreement or contract with the VA. This additional revenue would likely cover all 
costs associated with care. 

 
 The VA will provide grants for a significant portion – up to 65% -- of initial construction costs. Since 

1986, these grants have been funded on a priority basis. Recently, the VA has explored increasing 
priority rankings for rural areas.4 

 
The statutory authority for the VA State Home Program derives from Subchapter V (§1741-1745) to Title 38 
of the US Code. Federal rules for the per diem payments to State Homes are found in 38 CFR Part 51.  
 
                                                 
1 http://www.npr.org/templates/story/story.php?storyId=4713566 
2 Per 38 USC 1741(e), per diem payments cannot be considered a Third Party Liability or used to offset or reduce other payments 
made to the State Home (e.g. Medicaid rates). 
3 Those whose need for nursing home care is the result of a VA adjudicated service-connected disability or those with a 70% or more 
singular or combined rating and are in need of nursing home care. 
4https://www.washingtonpost.com/national/health-science/va-seeks-to-funnel-more-nursing-home-money-to-rural-
areas/2017/08/21/733ae44c-86c0-11e7-96a7-d178cf3524eb_story.html 
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Aside from SNF construction requirements, the statute and rules have some important and non-obvious 
regulatory constraints. These include: 
 
 The State must document that the site is “in reasonable proximity to a sufficient concentration and 

population of veterans that are 65 years of age and older and that there is a reasonable basis to conclude 
that the facility when complete will be fully occupied.” [59.30]  

 
 If a facility is constructed with VA assistance, 75% of the residents must be veterans, and all non-veteran 

residents must be spouses of veterans or parents whose children died while serving in the Armed Forces 
[51.210(d)]. The Veterans’ Commission has expressed interest in serving this population as well. 

 
 The maximum number of nursing home care and domiciliary care beds for veterans in Wyoming is set 

at 154 [59.40(a)]. Less the 114 beds at the Veteran’s Home in Buffalo, this means that any new facility 
would have a maximum of 40 beds, unless the existing Veteran’s Home is scaled down. Since the census 
at Buffalo has averaged 70 residents in the last few fiscal years, it is likely that an additional 25 beds 
could be freed up under this option. 

 
 A building with a facility recognized as a State Home must only provide nursing home care to veterans 

in the areas of the building recognized as the State Home [51.210(u)]. 
 
 Recognition of a State Home is conducted by survey only after the facility has at least 21 residents or 

the total number of residents consist of 50% of the new bed capacity [51.30(a)(1)]. 
 
 If management is contracted out by the State, the State must assign a State employee to monitor 

operations on a full-time on-site basis [51.210(e)]. 
 
The 24-bed facility proposed by the Veteran’s Commission appears to fall within these statutory constraints.  
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Part	II	‐	Demographic	projections	and	long‐term	care	requirements	
 
According to the VA model, there are approximately 47,000 veterans in the State of Wyoming today. This 
number is projected to steadily decrease to approximately 42,000 by 2030 as the large number of veterans 
who served in Vietnam gradually pass away. This trend is illustrated in Figure 1, below, which categorizes 
veterans by major service area. 
  

Figure 1: Estimated number of veterans in Wyoming, categorized by service in major conflict5 

 
 
While the total population of Wyoming veterans is projected to decrease, the population most at risk of 
needing long-term care services will likely increase. Figure 2, below, illustrates demographic trends by age 
group. Note that while the total population of veterans under 79 years of age decreases from approximately 
42,000 to 35,000, the population over 80 is projected to increase from 5,000 to 7,000. 
 

Figure 2: Estimated number of veterans in Wyoming, by major age group 
	

 
                                                 
5 Data from the VA Veteran Population Model 2016. VA service era categories are consolidated based on the last major conflict for 
that group; i.e., group “(k) WWII, KC, VNE” would be categorized as ‘Vietnam War’ in the graph. Service eras in between conflicts 
are colored in light blue. Note that the VA uses an actuarial model to project the total number of veterans by state, county and age 
group based on best-available census data.  While anecdotal information indicates that the model tends to undercount veterans, it is 
the best available tool for trends, particularly when looking at detailed age groups and county-level data. 
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These demographic projections are combined with Wyoming Medicaid long-term care enrollment data (and 
certain simplifying assumptions, detailed below) to estimate the current number of veterans who are receiving 
care in a Skilled Nursing Facility (SNF).   
 
Table 1(a), below, details the methodology for this estimation. Since there is no data to indicate otherwise, it 
assumes that veterans are at equal risk for needing long-term care services as the general Wyoming population. 
 

Table 1(a): Calculation detail for estimated ~500 veterans in Wyoming SNFs in 2017 
(A) 
Age 

group 

(B) 
Est. 

veterans 
in age 
group 
(2017) 

 

(C) 
Avg. Medicaid 
long-term care 

(LTC) member-
months per 

person in age 
group6 

(D) 
Est. 

Medicaid  
LTC 

member 
months  
(B x C) 

(E) 
Est. 

Medicaid 
LTC 

individuals 
(D/12) 

(F) 
Est. total 

LTC 
individuals 

(E/0.7)7 

(G) 
Est. total 

SNF 
individuals
(F x 0.50)8

17-44 11,554 0.008 92 8 11 5 
45-64 15,267 0.069 1,053 88 125 63 
65-84 17,672 0.243 4,294 358 511 256 
85 + 2,727 1.098 2,994 250 356 178 
Total 47,220  8,434 703 1,004 502 

 
From this analysis, we estimate that in 2017, approximately 500 Wyoming veterans are currently receiving 
Skilled Nursing Facility care. Trends out to 2030 are calculated by geographic region in Part IV of this 
assessment, but summarized in Table 1(b), below 
 

Table 1(b): Calculation detail for estimated ~320 veterans in Wyoming SNFs in 2030 
(A) 
Age 

group 

(B) 
Est. 

veterans 
in age 
group 
(2017) 

 

(C) 
Avg. Medicaid 
long-term care 

(LTC) member-
months per 

person in age 
group9 

(D) 
Est. 

Medicaid  
LTC 

member 
months  
(B x C) 

(E) 
Est. 

Medicaid 
LTC 

individuals 
(D/12) 

(F) 
Est. total 

LTC 
individuals 

(E/0.7) 

(G) 
Est. total 

SNF 
individuals
(F x 0.34)10

17-44 10,754 0.008 90 8 11 4 
45-64 14,707 0.069 1,013 84 121 41 
65-84 13,913 0.243 3,386 282 403 137 
85 + 3,104 1.098 3,408 284 406 138 
Total 42,478  7,896 658 940 320 

 
 
 
 

                                                 
6 Based on historical Medicaid member months by age group / Census population totals for each age group. 
7 Medicaid pays for an estimated 70% of SNF bed days in the State. This correction estimates the total inclusive of private pay and 
Medicare. 
8 Approximately 45% of Medicaid long-term care members are currently in SNFs. The remainder are in home- and community-based 
alternatives (e.g. Assisted Living Facility or at home). This estimate is more conservative to account for non-Medicaid members. 
9 Based on historical Medicaid member months by age group / Census population totals for each age group. 
10 Note that this ramps down from 50% to 34% between 2017 and 2030. This represents the projected longer-term shift away from 
institutional care settings. Home-based care is often better for the individual as well as more cost-effective for the State. 
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Part	III	‐	Geographic	analysis	
 
The next step at estimating demand for a State-operated nursing facility for veterans requires analyzing the 
geographic distribution of veterans across Wyoming and their proximity to VA-funded medical care.  
 
Table 2, below, shows the estimated number of Wyoming veterans by county. Laramie County has the single 
largest group of veterans, and Laramie and Campbell counties are the only counties with a population that is 
projected to increase between 2017 and 2030. 
 

Table 2: Estimated number of veterans in Wyoming, by county11 
 

 
Since many veterans, particularly the aged and disabled, receive their medical care through the Veterans 
Health Administration, this geographic distribution of veterans must be considered along with the distance to 
major VA medical facilities. 
 
Figure 3, on the next page, shows the drive time across Wyoming to the nearest Veterans Affairs Medical 
Center (VAMC), denoted by red stars. Note that four of the nearest VAMCs in some Wyoming counties are 
out-of-State.  

                                                 
11 Data from the VA Veteran Population Model 2016. 

County 
Year 

2017 2020 2025 2030 
Albany 2,190 2,084 1,882 1,730 
Big Horn 883 830 735 642 
Campbell 2,894 2,978 3,074 3,138 
Carbon 1,061 962 822 707 
Converse 1,198 1,157 1,068 973 
Crook 570 556 528 496 
Fremont 2,815 2,695 2,491 2,288 
Goshen 1,188 1,101 975 860 
Hot Springs 504 464 408 361 
Johnson 869 782 650 538 
Laramie 12,085 12,633 13,214 13,682 
Lincoln 976 933 856 772 
Natrona 6,222 6,017 5,678 5,369 
Niobrara 235 214 181 155 
Park 2,622 2,517 2,334 2,133 
Platte 852 808 735 672 
Sheridan 2,758 2,592 2,333 2,096 
Sublette 561 518 463 419 
Sweetwater 3,190 3,097 2,900 2,721 
Teton 945 890 787 680 
Uinta 1,239 1,192 1,112 1,034 
Washakie 709 640 541 462 
Weston 653 627 587 551 
Total 47,220 46,287 44,355 42,477 



Figure 3: Drive time to a Veterans Affairs Medical Center (VAMC)
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The drive times on Figure 3 logically divide Wyoming counties into VAMC “catchment areas”, defined in 
Table 3, below. 
 

Table 3: Assigned VAMC catchment area, by county 
Closest VAMC County 

Cheyenne 

Albany 
Carbon 

Converse 
Goshen 
Laramie 
Platte 

Cheyenne/Sheridan Natrona 

Sheridan 

Big Horn 
Campbell 

Hot 
Springs 
Johnson 

Park 
Sheridan 
Washakie 

Salt Lake City 
Lincoln 

Sweetwater
Uinta 

Hot Springs 
Niobrara 
Weston 

Ft. Meade Crook 

None 
Fremont 
Sublette 
Teton 

 
Note that, because Natrona County is equidistant from Cheyenne and Sheridan, its veteran population is split 
equally between the two catchment areas. 
 
When combined with the demographic projection in Table 1, and trended over time, the total estimated 
population of veterans in Skilled Nursing Care is shown in Figure 4, on the next page. Note that: 
 
 The total population of veterans requiring long-term care is expected to drop only slightly (from 

1,000 to 940 in 2030). While the overall population of veterans will drop more significantly, there will 
be some growth in higher-risk demographics. 
 

 Of the VA catchment areas, the Cheyenne area has the largest estimate of veterans requiring long-
term care (~400 in 2017 vs. ~350 in Sheridan). While the Sheridan VAMC catchment area is 
projected to decline to ~300 by 2030, the Cheyenne VAMC catchment area is projected to remain 
stable. 
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 As the percentage of long-term care clients in home and community based settings increases, the 
total number of veterans requiring SNF services declines from ~500 in 2017 to ~320 by 2030.   

 
 In the Cheyenne VAMC catchment area, the total expected number of veterans requiring SNF care 

will decline from ~200 to ~140 by 2030. In the Sheridan VAMC catchment area, the same figures are 
~170 and ~100, respectively. 

 
Figure 4: Estimated number of veterans in Wyoming requiring long-term care and SNF care, respectively, by 

VAMC catchment area12 
 

	
 
 
Note, however, that there is currently no State-operated long-term care infrastructure in the Cheyenne area. 
The Sheridan area has two existing locations that might make construction and operation of a State Home 
simpler: 
 
 The private non-profit Green House Living for Sheridan has experience in the Green House® model 

and has expressed interest in constructing a separate VA State Home on its campus. 
 

 The State-operated Veterans’ Home in Buffalo has an existing Assisted Living Facility campus that  
could be expanded, as well as State staffing infrastructure. 

                                                 
12 SNF care calculations begin at 50% of all long-term care clients in 2017, and taper to 34% by 2030. This is extrapolated from the 
current trend line of Wyoming Medicaid long-term care clients in SNFs, which has fallen from 52% in 2013 to 45% today. 
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Part	IV:	SNF	market	trends 
The gradual substitution of long-term care services from SNF care to home- and community-based 
alternatives has been reflected on the supply-side. Table 4, below, shows the gradual decline in Wyoming total 
bed capacity, average census, and occupancy rates since 1996.  
 
Note that the average total census in Wyoming nursing homes has decreased by approximately 7%. In 
response, Wyoming SNFs have reduced total licensed bed capacity by approximately 5% in the same period.  
Occupancy rates in Wyoming have also trended downwards, though at a slower rate than the US average.  
 

Table 4: Statewide SNF capacity totals13 
Year Beds Residents Occupancy Occup. (US Avg.) 

1996 3,124 2,611 83.6% 88.9% 

1997 3,132 2,640 84.3% 87.9% 

1998 3,144 2,637 83.9% 87.1% 

1999 3,144 2,600 82.7% 86.1% 

2000 3,110 2,600 83.6% 85.6% 

2001 3,061 2,527 82.5% 85.6% 

2002 3,061 2,518 82.2% 85.4% 

2003 3,061 2,463 80.5% 85.4% 

2004 3,061 2,490 81.3% 85.3% 

2005 3,051 2,465 80.8% 85.2% 

2006 3,049 2,492 81.7% 85.2% 

2007 2,993 2,401 80.2% 84.5% 

2008 2,993 2,420 80.8% 84.3% 

2009 2,974 2,388 80.3% 83.7% 

2010 2,922 2,409 82.4% 83.2% 

2011 2,969 2,392 80.5% 83.0% 

2012 2,983 2,415 80.9% 82.6% 

2013 2,983 2,406 80.7% 83.2% 

2014 2,969 2,389 80.5% 82.3% 

2015 2,950 2,324 78.8% 82.3% 

2016 2,950 2,296 77.8% 81.5% 

2017 2,957 2,422 81.9% 80.8% 
 
Both declining demand and supply have three main implications for a new State-operated nursing home: 
 
 Any facility should avoid overbuilding by starting small. 

 
 Initial clients will likely be diverted from existing SNF facilities. Given the occupancy rates, it is unlikely 

that there are veterans who need SNF care but are not receiving it.  
 

 Since public rates (Medicaid, Medicare and the VA) are essentially fixed, the SNF will have to compete 
on quality (i.e., as the Green House® model is positioned to do) as well as on price for private-pay 
residents. 

                                                 
13 Data from CMS Nursing Home compare archives. 1996 – 2013 are annual totals. 2014 – 2017 are June point-in-time snapshots. 
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Part	V	‐	Operations	estimates	
In order to estimate how a new entrant might compete in this market, we model potential revenue and 
expenditures through the following steps: 
 

(1) Estimate the average cost per patient-day based on available national data from existing State Homes. 
 
(2) Allocate total cost into cost categories based on the Green House® model of care. 
 
(3) Based on those cost categories, estimate fixed and variable costs.   
 
(4) Estimate the private-pay prices required to cover costs, as a function of occupancy. 
 
(5) Compare private-pay prices with the existing market in order to estimate the required minimum 
occupancy. 
 
(6) Develop a five-year profit and loss statement based on the model. 

 
Throughout these steps, the model makes several key assumptions: 
 
 The SNF will operate on a cost-neutral basis. Any net income (revenue in excess of cost) will be used 

to subsidize private-pay rates for veterans. 
 

 As a State-owned and operated SNF, Medicaid will pay a cost-based rate, similar to that received by the 
Wyoming Retirement Center. This would require a State Plan Amendment. While this rate would be 
higher than one used for other nursing homes, it would both maximize federal matching funds, and 
allow VA per diem payments to cross-subsidize private-pay veterans. 
 

 The model uses 2015-16 data to model costs. Inflation is assumed to affect costs and revenue equally. 
 

 Occupancy, census, and public payer rates are estimated in Table 5, below: 
 

Table 5: VA State Home Model assumptions 
Assumption Factor Source Value 

A Beds Provided 24 
B Occupancy Cost reports14 95% 
C Avg. Census A x B 22.8 
D Staff: Client Ratio Cost reports15 1.3 
E FTE C x D 29 
F Medicaid rate Cost-based $300.00 
G VA per diem VA16 $106.10 
H Avg. Medicare rate Cost reports17 $252.79 
I Percent veterans Minimum statutory 75% 

 
 
 

                                                 
14 Current Green House Living is 99% occupancy; given Statewide average occupancy of 82%, this assumption is adjusted downward 
15 FTE / (total patient days / 365)  from Worksheet S3 Part I 
16 https://www.va.gov/COMMUNITYCARE/programs/veterans/statehome/SH_Payment_Rate.asp 
17 Medicare payments from Worksheet E divided by Medicare days from Worksheet S3 Part I 
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(1) Total cost per patient-day is estimated at $300. 
 
Since there is no existing VA State Home SNF in Wyoming, data from cost reports for existing State Homes 
was used to estimate the national median.   
 
As shown in the box-plots in Figure 5, below, the median for existing State Homes nationally has increased 
from approximately $264.56 in FY 2011 to $295.11 in FY 2015. Extending this average annual growth out to 
2016, we would expect a median cost of approximately $300 per patient day.  
 

Figure 5: Average cost per patient-day for ~55 CMS-certified State Homes18 
 

 
 
Note that this cost per day is significantly higher than the cost per day for the existing Green House® model in 
Wyoming (approximately $256). Reasons for this difference might include: 
 
 Veterans may have higher acuity and staffing requirements than the clients at the existing Green House® 

in Wyoming. 
 

 VA SNF regulations may require additional costs. In particular, there is the requirement for a State 
employee to monitor the SNF on a full-time on-site basis. 
 

 The additional stream of revenue from the VA may encourage cost growth. 
 
 
 
 
 
 
 

                                                 
18 Data: CMS Cost Reports for 52 to 57 State Homes (number depends on FY). 
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(2) The State Home will rely largely on Medicaid and private pay, not Medicare. 
 
Generally speaking, nursing home care falls into two broad models: 
 
 Short-term “rehabilitative” care, with a focus on Medicare revenue. 

 
 Long-term “custodial” care, with a dominant mix of Medicaid and private-pay. 

 
According to CMS cost reports, virtually all State Homes fall into the second category, with Medicare patient 
mixes rarely exceeding 4-7%. In addition, the only existing Green House® SNF in Wyoming also has a very 
low Medicare patient mix (see Table 6, below). 
 
In terms of Medicaid reimbursement, State Homes appear to cluster into two groups – those that take 
Medicaid reimbursement, and those that don’t. For those that do accept Medicaid, the average patient mix 
appears to be 40-50% Medicaid, and the remainder private-pay.  

 
Since all nursing homes in Wyoming accept Medicaid, this model assumes that any new State Home will as 
well. Table 6, below, summarizes the patient mix for two existing SNFs in Wyoming, as well as the proposed 
model. 

Table 6 – Patient mix for three different nursing home models19 

Payer 
Percent of total patient-days 

Rehabilitative Green House® Model 
Medicare  39.8% 1.9% 5% 
Medicaid 38.6% 53.5% 45% 
Private 21.6% 44.6% 50% 

 
Note that VA is not included as a payer in the table above, since the per diem payments from the VA 
supplements those from all payers equally, as long as the client is an eligible veteran. 
 
Because the proposed State Home payer mix aligns with both national data and the existing Green House® 
SNF in Wyoming, the model takes the $300 estimated cost per patient-day and allocates it proportionally to 
the Green House® cost categories, shown in Table 7, below.  Note, per the rows highlighted in blue, how the 
cost allocation between the Green House® is weighted more towards direct care, vs. providing ancillary 
services like the rehabilitation-focused model. 

 
Table 7 – Adjusted average cost areas for two different nursing home models20 

Cost Area 
Cost per patient-day 

Rehabilitative Green House® Model 
Direct care $92.68 $75.38 $88.34
Ancillary services (e.g. PT/OT/Lab) $50.03 $4.41 $5.17
Employee benefits $35.17 $35.20 $41.25
Capital $27.63 $28.25 $33.11
General services (e.g. plant, laundry) $44.23 $48.18 $56.46
Supplies (drugs/equipment) $19.04 $2.96 $3.47
Administration $56.50 $48.78 $57.17
Other $8.33 $12.83 $15.04
Total $333.62 $255.99 $300.00

                                                 
19 Data: CMS Cost Reports for two Wyoming SNFs (Cheyenne and Sheridan) with each model, averaged over SFY 15 and 16. 
20 Data: CMS Cost Reports for two Wyoming SNFs (Cheyenne and Sheridan) with each model, averaged over SFY 15 and 16. 
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(3) An estimated one half of total costs (~$2.5M) are fixed instead of variable. 
 
Multiplied by the expected average annual census, total expected operating costs are shown in Table 8, below. 
The table also makes assumptions as to what percent of each category represent fixed vs. variable costs, and, in 
the last column, projects the total fixed costs for the 24-bed facility. 
 

Table 8: Est. total costs, by area, based on Green House® model and assumptions 

Cost Area 
Est. Annual 
Cost (2017) 

Assumed % variable 
vs. fixed costs 

Est. fixed 
costs 

Direct care $735,160 90% $73,516
Ancillary services (e.g. PT/OT/Lab) $43,010 90% $4,301
Employee benefits $343,296 75% $85,824
Capital $275,514 0% $275,514
General services (e.g. plant, laundry) $469,886 50% $234,943
Supplies (drugs/equipment) $28,868 75% $7,271
Administration $475,738 25% $356,803
Other $125,127 50% $62,564
Total $2,496,600  $1,100,683

 
Figure 6, below, illustrates the fixed and variable costs noted in Table 8, above. As occupancy increases, the 
average cost per patient day decreases. 
 

Figure 6: Modeled total cost and average patient-day cost 
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(4) Given relatively conservative assumptions, the State Home will need to maintain at least 63% 
occupancy to be able to offer a private rate for veterans under the median market rate of approximately 
$250 per patient-day.21 
 
Figure 7, below, illustrates how the minimum “break-even” private pay rates for veterans and non-veterans 
will need to change in order to cover costs, inclusive of the VA per diem. 

  
Figure 7: Estimated break-even private-pay rates 

 

 
 
 

Put together, the profit and loss (P&L) projection in Table 9, on the next page, illustrates how a below-market 
private-pay rate for veterans ($150 per day) would result in long-term break-even cash flow, once the facility 
fills up. 
 
Note, however, that all of the figures and implications of Table 9 are derived from the assumptions noted in 
this analysis. Particularly key assumptions include: 
 
 A cost-based Medicaid rate ($300/day) that is written into the Medicaid State Plan; 

 
 An emphasis on keeping private-pay rates low for veterans, both as a matter of State policy, and to enter 

the market in a competitive position regarding price; and, 
  

 Maintaining a high occupancy rate (95%) in out years. 
 

 A fill rate of 3 new veterans per month, leading to an average occupancy of 66% in the first year. 
 

                                                 
21 Genworth cost of care survey. Daily rate for a private nursing home room in Cheyenne is $261; in Casper, $245, in the rest of the 
State, $243. https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-
care/118928WY_040115_gnw.pdf 
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Table 9: Projected profit and loss statement for first five years of operation 
 

Item Year 1 Year 2 Year 3  Year 4 Year 5 
Beds 24 24 24 24 24 
Occupancy 66% 95% 95% 95% 95% 
Average Daily Census 15.84 22.8 22.8 22.8 22.8 
% Veteran 75% 75% 75% 75% 75% 

Patient Days 
Medicaid 2,602 3,745 3,745 3,745 3,745
Medicare 289 416 416 416 416
Private Pay - Veterans 2,168 3,121 3,121 3,121 3,121
Private Pay - Non-Veterans 723 1,040 1,040 1,040 1,040
Total 5,782 8,322 8,322 8,322 8,322

Rates 
Medicare $252.79 $252.79 $252.79 $252.79 $252.79
Medicaid $300.00 $300.00 $300.00 $300.00 $300.00
Private Pay - Veterans $150.00 $150.00 $150.00 $150.00 $150.00
Private Pay - Non-Veterans $300.00 $300.00 $300.00 $300.00 $300.00
VA Per Diem $106.10 $106.10 $106.10 $106.10 $106.10

Revenue 
Medicare $73,077 $105,186 $105,186 $105,186 $105,186
Medicaid $780,516 $1,123,470 $1,123,470 $1,123,470 $1,123,470
Private Pay $542,025 $780,188 $780,188 $780,188 $780,188
Veterans Affairs $460,071 $662,223 $662,223 $662,223 $662,223
Total $1,855,688 $2,671,067 $2,671,067 $2,671,067 $2,671,067

Expenditures 
Direct care $533,185 $735,160 $735,160 $735,160  $735,160 
Ancillary services $31,193 $43,010 $43,010 $43,010  $43,010 
Employee benefits22 $264,699 $343,296 $343,296 $343,296  $343,296 
Capital23 $275,514 $275,514 $275,514 $275,514  $275,514 
General services $398,167 $469,886 $469,886 $469,886  $469,886 
Supplies  $22,259 $28,868 $28,868 $28,868  $28,868 
Administration20 $439,432 $475,738 $475,738 $475,738  $475,738 
Other $106,029 $125,127 $125,127 $125,127  $125,127 
Total $2,070,478 $2,496,600 $2,496,600 $2,496,600  $2,496,600 
 
Net Income -$214,790 $174,467 $174,467 $174,467 $174,467

 
 
                                                 
22 The cost of a full-time on-site State employee (among other costs) is effectively built into these items by using the $300 cost per 
patient-day median State Home figure instead of the $256 cost per patient-day of the existing Sheridan Green House SNF. In these 
two categories (administrative costs and benefit costs), the difference totals approximately $120,000 at full occupancy. 
23 Construction costs are amortized as fixed capital expense in this category, and estimated using the $300/day cost allocated into the 
Green House SNF cost categories. 
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Addendum	–	Notes	from	the	Veterans’	Commission	
	
In reviewing this draft, the Veteran’s Commission noted several points  
 
(1) The need for nursing home services for veterans may be higher than the general population, due to several 
factors: 

 
- Agent Orange exposure and the growing Vietnam veteran population. 
- The increase in service-connected disability claims from 30% in 2000 to 47.7% in 2015.  
- The increase in wounded vets who survived what would have been fatal injury due to improvements 
in battlefield medicine. 
- The VA estimates that 38% of all living Vietnam Veterans have a service connected disability rating 
of 70% or higher.  
 
Response. The Department of Health acknowledges that this may be true, but it might also be true 
that certain veteran demographics (i.e., largely male) also make them less likely to receive long-term 
care. In the absence of definitive statistics, this analysis assumes that the probability of receiving long-
term care at any age is equal to that of the general population. 
 

(2) VA catchment areas differ from those presented in Figure 3. 
 
Response: This is true; the analysis presented here is purely on drive time, and ignores administrative 
boundaries. 
 

(3) While many individuals may prefer to continue to live at home, veterans may actually prefer living 
amongst their peers, i.e., the camaraderie of living in a VA State Home. 
 

Response: Anecdotally, this may be true. There is no data either way to model this preference in this 
analysis. 

 


