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/ STATE OF ILLINOIS

COMPREHENSIVE STATE HEALTH PLANNING AGENCY
“OFFICE OF THE GOVERNOR

HEALTH SERVICES COORDINATION PROGRAM OF SOUTHERN ILLINOIS A

LIFE SCIENCE BUILDING |- ROOM 229

SOUTHERN ILLINOIS UNIVERSITY : v

CARBONDALE, ILLINOIS 62901 °

PHONE 618—549-6113 . : . .
RICHARD B. OGILVIE, GOVERNOR ALBERT W. SNOKE, M.D., EXECUTIVE DIRECTOR

March 15, 1972

E, J. Gillespie, D, D, 8.
320 Ninth Street
Cairo, Illinois 62914 !

Dear Dr. Giliespie-

As a part of our health planning activities we have ‘collected
. considerable information relating to-available health manpower sources
and current need. As ‘a comprehensive health planning organization, we
are not only concerned about assisting communities in alleviating their
immediate needs,

From the'data and information to date,.it appears.that Alexander
and Pulaski counties have acute need for additional physician, dentist,
and professional nurse manpower., We have an opportunity to implement
the existing manpower in these two counties through assignments from
_the National Health Service Corp. . .

In your position as a practicing dentist we need to know 1if
you concur with the assessment of need .and- winh to solicit your active
participation in the project.

If you do concur, please complete the form provided and add any .
comments you wish. vy . o . :

Thank you for your interest and cooperation. ;
' Sincerely,

.ot L, | Maxine Rosenbarger, Ph D._
e T Director .

MR/mr £
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Southern [linois District
~ Dental Soci'ety

#

1970 - 1971 A
COMm'rrm! s o
Memsersare List
1970 - 1971 Orricess

’

. DAmS OF MEETINGS
July 24, 1970 — Benton ............. Picnic -
Qg:tober 22, 1970 .............c...... Salem FJB
January 28,:1971 — Marion V. A. Hospital &
March 11, 1971 — Carbondale ....... SLU. -
a4
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ANTHONY J. J. ROURKE, INC.

HOSPITAL CONSULTANTS . 26 DVERLOOK CIRCLE
NEW ROCHELLE, NEW YORK 10804
914 636-8568

July 14, 1969

Sister M. Michaeleen, C.S.C.
Regional Superior

Health Services Region

5401 Seventeenth Avenue Parkway
Denver, Colorado 80220

Dear Sister Michaeleen:

In accordance with our contract with the Sisters of the Holy Cross, Health
Services Region, under whose auspices we have been retained as hospital
consultants, we submit herewith the report of our findings and recommenda-
tions for the long-range development of St. Mary's Hospital, Cairo, Ilinois.

This report contains a comprehensive long-range plan for the hospital as
well as the basic data and analysis utilized in developing our planning con-
cepts. In essence, these concepts call for continuation of the hospital's
historic role in the community, the implementation of new programs and
a broadening of the scope of others.

The program we present is extensive and we also realize that a substan-
tial amount of capital will be needed to undertake it. Therefore, all plan-
ning must proceed with considerable care. These, though, are the requi-
sites for an up-to-date and dynamic medical care program.

With this report goes our sincere appreciation for the fine cooperation

and hospitality extended by everyone involved in the study. To name each

person who assisted us would be an impossible task. We sincerely hope

that our report will be a valuable aid in your future development.
Sincerely yours,

ANTHONY J. J. ROURKE, INC.
Hospital Consultants

%Mﬁa,)@\

Chairman of'the¥Board

AJJIR:pi
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RECOMMENDATIONS -

General Planning

Master plan St. Mary's Hospital in accordance with the

following concepts:

495-091 O - 74 - 30

a. Recognition that our analysis of bed need indi-
cates that the total number of beds currently provided

by the hospital will be essentially adequate to meet future
needs of its service area. Therefore, our program
basically involves replacement of nonconforming beds.

b. The need to expand, remodel and/or relocate

all existing non-bed areas, except the operating and
recovery suite and the labor and delivery suite, in
order to provide for needed space and more satisfactory
functional relationships.

c. The medical needs of the hospital service area's
aged population indicate that St.Mary's should expand
its role to provide a more comprehensive approach in
areas other than those offered by the traditional acute
short-term hospital and implement an extended care
program, and a physical medicine service while con-
tinuing to offer long-term care.

d. The need to obtain from the city of Cairo approval
to close that section of Cross Street which runs from
Cedar and Walnut Streets, so that the physical require-
ments of our proposals can be implemented.

e, Centralization of local health agencies and ser-
vices at the hospital site.

f. Inclusion of a physicians office building on the
hospital site if interest in such a facility is demonstrated.

g. The growing trend of Catholic health care-facili-
ties to appoint local representatives to their governing
boards, in order that the total community's health care
needs can be more effectively expressed and met.
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2; Consider the substantial impact of these recommendations;

therefore, -undertake programing in an orderly manner by agreement ¢ .~ .-

among members of the governing board, the medical staff, and adminis-
tration. '

i 3. Take steps to implement a logical building program after
studying our findings and recommendations. Also, weigh requests for
new development as to their concurrence with the accepted master plan
and reject those proposals which do not ¢onform to long-range goals.

4. Provide a master financing plan for long-range capital
improvements programs, assuming responsibility for completion of as
many major recommendations as possible.

5. Periodically reevaluate any master plan in accordance
with changing community health needs.

6. Consider the following bed distribution to meet your hos-
pital's needs by 1975:

Planned .Bed Complement:. 1975

.. ....Service Beds
Medicine-Surgery 51
Medicine-Surgery and/or

Extended Care 24
Pediatrics 10
Obstetrics _8.
Subtotal 93
Long-term Care _26
Total 119
Building Planning
7. Consider the Appendix Exhibits as a pictorial translation

of our specific recommendations for the future development of St.Mary's
Hospital, while recognizing that adjustments in departmental sizes may
be necessary as the program develops.
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8. Proceed with your building development by constructing
the following wings and additions to the present hospital complex, and
remodeling the nurses home (Appendix, Exhibits 1-6).

9. Southwest Wing - Construct this wing to the southwest
section of the 1953 structure, with a basement and three floors and
space allocated as follows (Appendlx Exhibits 2-5):

Floor Function

Basement Central stores.

First ' Radiology and part of administration.
Second 22 beds - expansion of current medical-

surgical unit.

Third 18 beds - section of f)roposed medical-
" surgical and/or extended care unit.

10. Southeast Wing - Construct this wing to the southeast
section of the 1953 structure. This location is based on the premise
that Cross Street can be closed from Walnut Street to Cedar Street.
As with the southwest wing, the southeast wing should be constructed
with a basement and three floors and with space allocated as follows
(Appendix, Exhibits 2-5):

Floor Function

Basement Maintenance shops and mechanical.
First ' Administration.

Second ' 16 beds - expansion of current medical-

surgical unit.
Third 10 beds - pediatrics.

11. Third-Floor Addition - Enclose the roof portion of the
south section of the third floor in the 1953 structure. -This will afford
the needed ‘space for our proposed medical-surgical and/or extended
care unit (Appendix, Exhibit 5).
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* 12. - North Addition - Construct an addition to the north section
of the 1953 structure-at its basement and first-floor levels only. We have
provided an elevator in this addition so that goods brought to the receiving
platform, which we have included at the first-floor level, can easily be
transported to the basement where central stores is located. Also, on
the first-floor level of this addition we have allocated area for dietary
storage. :

13. West Addition - Construct an addition to the west section
of the 1953 structure.at its basement and first-floor levels only. We
have allocated space at the basement level for housekeeping and linen,
expansion of central personnel facilities, and expansion at the first-floor
level of outpatient care facilities and the dining area.

14. - Remodeling of Nurses Home - Remodel the second floor
of the nurses home so that it can accommodate a 26-bed long-term care
unit. Also, construct an elevator. shaft from our proposed tunnel (as
mentioned below) to the second floor of the northwest section of this
building. ( This remodeling project is contingent on relocation of the
Sisters' living quarters which do not have to be on the present hospital
site. We do note, however, that another floor could be added to the
nurses home. )

15. Construct an enclosed tunnel to protrude above grade;
this will necessitate the closing of Cross Street between Walnut and
Cedar Streets, from the northeast section of the present 1953 structure
to the northwest section of the nurses home.

16. Proceed with the expansion and relocation of departments,
services, and facilities as follows (Appendix, Exhibits 2-6)...

17. Administration - Expand. administration as illustrated in
our proposed southwest and southeast wings of the 1953 structure.

18. Pathology - Expand pathology into the area now utilized
by radiology- .

19. Radiology - Relocate radiology as Shown in our proposed
southwest wing of the 1953 structure.

20. Physical Medicine and Special Services - Implement a
physical medicine program and use as a base for its operations a
portion of the area in the basement of the 1953 structure which is
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currently utilized by central stores. - Also, integrate a special services
program into the pathology department's functions, for more efficient
and effective staffing and supervision. It should be located contlguous
to pathology in the area now used by radiology.

: 21. Qutpatient Care Facilities - Expand the present outpatient
care facilities to our proposed west addition to the 1953 structure, and
into the adjacent area to the north which is currently allocated to
administration.

22. Operating and Recovery Suite - We propose no major
alterations to this area since it is basically adequate.

23. Labor and Delivery Suite - We propose no major altera-
tions to this suite either, since it is basically adequate.

‘24. Nursing Units ~

1953 Structure and Proposed
Southeast and Southwest Wings of the Structure

Floor ! Function
Second 51 beds - medicine and surgery.
Third 8 beds - obstetrics;

10 beds - pediatrics;
24 beds - medicine and surgery and/or
extended care.

Nurses Home

Floor Function
Second } 26 long-term care beds.
25. Newborn Nurseries - Remodel the present full-term -

nurseries so that the suspect nursery can be integrated into this area.
Allocate area currently used by the suspect nursery to the 24-bed.
nursing unit.

26. Central Supply Department - Expand the central supply
department into corridor No. 8 (as designated by the floor plans of the
hospital as rendered by Long and Underwood, Architects), and the three
patient rooms off this corridor which are also opposite the department.
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217. Pharmacy - Relocate the pharmacy to that area in
central stores in the basement of the 1953 structure which is to the
east of fhe elevator shaft. T - :

28. Dietetics - Maintain the current main kitchen but'relocate
the dietary storage area directly opposite the service elevator in the
basement ‘of the 1953 structure to our proposed north addition to the
1953 structure. Also, relocate employee dining facilities to the area -
current]y allocated to the chapel. Expand this area by utilizing that
portion of corridor No. 6 (as designated in-the above-mentioned set
of floor plans) which now separates the chapel from the-dishwashing
area of the main kitchen and to that portion of our proposed west addi-
tion to the 1953 structure which is adjacent to the present chapel.

29. Laundry, Linen and Housekeepihg —‘Mainta.in the éurrent
laundry but relocate linen and housekeeping to be adjacent to it; as shown
in our proposed west addition. ..

30. Purchasing, Central Stores and Storage - Relocate these
areas to the basement level of our proposed southwest wing of the 1953
structure. Also, relocate-the receiving entrance to the first-floor level
of the north addition to the 1953 structure. (As stated earlier, this addi-
tion is to contain an elevator which will provide easy movement of goods
from the receiving platform to the basement.) '

31. Physical Plant and Maintenance - Maintain the present
boiler plant buf relocate maintenance shops to the basement level of our
proposed southeast addition tothe 1953 structure.

32. Central Personnel Facilities - Maintain the current
central personnel facilities which are in the basement of the 1953 struc-
ture but.relocate those in the 1923 structure to a portion of the base-
ment level of our proposed west addition.

33. On-Call Rooms - Replace the present on-call facilities
with 2 room on the third floor of the 1953 structure.

34. Remove the 1923 structure and the Maintenance Building.

. Site Plan

o 35. Retain the present main entrance but relocate the dietary
and general receiving entrances to the first-floor level of our proposed
north addition to the 1953 structure. Also, relocate the emergency
entrance to the first-floor level of our proposed west addition in the
-area allocated for the expansion of outpatient care facilities.
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36. Provide a minimum of one and one-quarter parking
spaces per acute care pbed and one space for every two extended care

beds in that area vacated by the removal of the 1923 structure and the
Maintenance Building.

Other Planning Factors

317. Commit yourself to an acute short-term inpatient care
program to the degree described in the findings. '

38. Institute a viable home care program and accept, if
feasible, the concept of coordinating this program with the visiting
nurse services of the Public Health Department or other community-
oriented health services; but consider the benefits of basing such a
program at the hospital (by the assignment of some personnel there),
a continuity of interest, and medical administrative supervision.

39. Implement an extended care program. Consider this to
be 2 dynamic program with the accent on rehabilitation and discharge
to the community. Also, consider the advantages which will accrue to
a general hospital with accommodations to:

a. Facilitate the normal flow of patients in accord-
ance with medical need.

b. Prevent congestion which could well develop in
acute care areas with a sudden influx of those patients
who could be satisfactorily cared for in an extended
care accommodation.

.C. Provide the continuity of patient care which will
provide extension of treatment beyond acute care levels
in a general hospital environment, with an immediate
availability of physician, nursing and paramedical ser-
vices.

40. - Restrict the extended care services to those patients who
require regular nursing care under the general supervision of a physician.
Also, recognize that rate differentials and cost structures must be firmly
established and understood. .
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41, Provide an adequate program of physical medicine, par-
ticularly in relation to an extended care program.

42, Support the local mental health and health agencies and
services; coordinate your planning objectives with theirs in order to
avoid duplication of efforts.

43. Maintain your policy of affording space for these agencies
and services at the hospital site.

44. -Discuss .with your medical staff the potential development
of a physicians office building, referring to the advantages of physician-
hospital proximity and not-for-profit sponsorship as descnbed in the
findings. Also:

a. Initiate this program by developing preliminary
-sketch plans and, if there is an-expressed interest by
enough physicians to make the project feasible, proceed
with working drawings and build.

b. Accept as 2 fundamental precept that financing
will be on a self-amortizing basis.

c. In the interest of avoiding public misunderstanding,
plan this project so that it will not coincide with any solici-
_tation of funds for the hospital's development.

45. - Recognize the need to 1mplement a viable, selective phy-
sician recruitment program.

46. Move toward broadening the localcommunity's role in the
development and operation of St. Mary's Hospital. Retain, though, the
right to select and appoint your own auditor and-the right to buy nd/or
sell property.

47. Utilize the findings as a checklist in the review of detailed
plannmg concepts to be considered in your future planmng

48. Retain the services of a qualmed hospxtal consultant to
work for you with the architect of your choice in the detailed planning
of the proposed physical plant development.
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FINDINGS

GENERAL PLANNING AND UTILIZATION

Introduction

1. Changes are occurring both within the hospital field and
the methods of delivery of health care in areas such as Cairo. Any
long-range master plan for the future of St. Mary's Hospital must re-
flect and be responsive to these shifts even though some of them may
currently be rather obscure.

2. The planning focus must include short-range and imme-
diate needs of the single agency; however, there must also be an aware-
ness of the total health needs of the citizens of a given area and the
framework within which quality service can be offered in the most ef-
fective and efficient manner, Therefore, our evaluation mechanisms
must be designed to consider both factors.

3. In order to provide a guide for the scope and aim of this
study, the major reference points of the contract between hospital and
consultant are listed. These include:

a. Determination of the hospital service area, its
present population, utilization rates, and forecasts for
the next fifteen years.

b. A study of the hospital's activity - past, present
and as forecast for the future - as it is related to the
community's past and present needs.

c. A study of the departmental areas occupied by each
of the hospital activities to determine adequacy of space
and functional location.

d. A study of the assignment and use of space within
each-department or activity.

e. A long-range plan for the future, considering
present and future needs and indicating how the hospital
can best meet the health needs of the community.
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4, With these initial comments we proceed to analyze
the trends of activity at St. Mary's Hospital and to prOJect a program
for its future.

Delineation of Hospital Service Area

5. The initial step in determining the future bed needs
of St. Mary s Hospital is delineation of the geographical area it
serves. For this purpose, an analysis of the residence of patients"
discharged from the hospital for 1968 was done. By grouping dis-
charges according to precinets in Illinois and townships in Missouri,
two distinct areas from which the hospital drew 88. 7% of its disc
charges during the study period were defined. The area having the
greatest number of discharged patients accounts for 67% of the total
number of discharges. This area, referred to as the primary area,
includes the precincts of Cairo, Mounds, Mound City, America
Cache No. 1, Cache No. 2, Olmsted, Pulaski, and Villa Ridge —
all in Illinois. A primary area, in general, is geographically
cohesive in that its patients and physicians associate primarily with
the area hospital.

6. The pattern becomes more diffused in the secondary
area which utilizes the hospital less actively. At St. Mary's, the
secondary area accounts for 21.7% of the discharges; this area
includes: the precincts of Grand Chain, Olive Branch, Sandusky,
Tamms, Thebes, Ullin, Santa Fe, Miller and Unity in Illinois; and
the townships of Ohio, St. James, and Tywappity in Missouri. The
inclusion of these townships in the hospital service area is essen-
tially due to the fact that two of the hospital's active physicians
practice in Charleston, Missouri. Discharges from outside these
defined areas amounted to 11. 3%.

7. The primary area had an estimated population of
17,200in 1968 with an admission rate of 75. 1 admissions per
1,000 population. (Note: Because of the insignificant variation
between admissions and discharges, we refer to the rate as
admissions per 1,000 population to permit a continuity in our
usage of terms and comparative analyses in the report.) The
secondary area's estimated population was 20,800, with a lower
admission rate of 20.1 per 1,000 population.
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8. The use of a pritnary and secondary admission rate
enables us to introduce the concept of a weighted hospital service
area population. As was stated, the admission rate of the primary
service area is 75.1 per 1,000 population. We consider the total
population of this area dependent on the hospital. The admission rate
of the secondary area is only 20, 1 per 1,000 population, showing that
only a segment of its population regularly utilizes the hospital. By
relating the admission rate of the secondary area to that of the primary
area and applying the percentage obtained to the population of the sec-
ondary area, we are able to estimate the total weighted population which
comprises the weighted hospital service area. For 1968 we estimate
the weighted population served by St. Mary's Hospital as 22,800 and the
corresponding admission rate as 84.5 per 1,000 population. This is
represented geographically in Appendix, Chart 1, and is documented
in Appendix,Table 1. This rate is low compared to the national rate
of approximately 140 admissions per 1,000 population. While we will
discuss the cause of this substantial variation in a later portion of -
this report, we note here that the local rate indicates a conservative
approach to planning.

9. We point out also that this planning analysis involves
findings from a single study. Outside influences may modify some of
these patterns, and we suggest a periodic reassessment of our basic
theses to make sure that their conclusions remain valid. However, these
delineated areas are clearly defined and they provide a base on which we
can project with relative security, in terms of our planning purposes.

Hospital Service Area Population

10. With the weighted hospital service area defined, we turn
now to an analysis of its population from 1940 to 1985 using the United
States Bureau of the Census figures for the years 1940, 1950 and 1960.
The 1968 estimate and the future projections of the weighted hospital
service area's population residing in llinois are based on figures sup-
plied by the Delta Regional Planning Commission. Past trends were
used to base comparable population projections for those townships
in Missouri included in the service area.

11. The results of this population analysis are as follows
(Appendix, Table 2, Chart 2):
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- Population and Population Projections for the
Weighted Hospital Service Area

Year Population
1940 32,593
1950 29,476
1960 ’ 24,076
1968 . - . 22,800.
1970 22,900
1975 . 23,900
1980 26,000

1985 ' . 31,700

12, The above table shows that the population of the weighted

hospital service.area has steadily declined since 1940, This decline

is described in a report to the Delta Regional Planning Commission
(D.R.P.C.) as being related to "". . , the economic decline of southern
Ilinois. .However, the most significant trend which has taken place in
the region of gouthern Illinois, western.Kentucky, and southeastern
Missouri is the shifting of populatioh from rural areas to urban areas.
This transition in population is the result of changes in agricultural
production, consolidation-of farms, and better community services. "
The report goes on to state that even though the Delta area has expe-
rienced a decline in populationit:"... is surrounded by cities that have
.experienced .economic growth and population increases, such as Metro-
polis and Jonesboro, Illinois; Charleston and Cape Girardeau, Missouri.
This is an indication that there are growth potentials within the area
which evidently have not been explored as'yet."

13. Referring again to the-above table, note that the population
" projections begin to stabilize around 1970 and then actually increase from
that point to the last year for which we have made projections - 1985.
The report to the D. R. P. C. suggests that this pattern can be anticipated
since ". . . future economic developments . . . and new programs being
issued by the federal.and state governments, which include grants for
open space and recreation, highway beautification and programs of the
Office of Economic Opportunity, will have a definite impact on the growth
of the area. Future development of the Ohio and Mississippi Rivers as
natural resources, including the recreational potentials of the rivers

and the industrial potentials of the river valleys, will begin to have a
major impact on the area . . . Recreational and industrial development
within the Delta area will be significant in the encouragement of future

population increases and will accentuate the influence of regional factors. "
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14, The anticipated increase in population will not be an
automatic occurrence but rather the result of an active planning
process. This is recognized by the D.R. P. C. which has premised
the growth of the Deita area on the following basic assumptions as
stated in A Comprehensive Long-Range Development Plan, Delta
Region, Illinois:

"], The high-lift dam proposed to be constructed on
the Ohio River will be located in the vicinity of Mound City.

"2, Interstate Route 57 will be completed between Chicago
and Interstate Route 55 by 1972. Interstate Route 55 between
_St. Louis and Memphis will be completed by 1972 and Inter-
state Route 24 between Interstate Route 57 and Paducah-
Nashville will be constructed by no later than 1975.

"3, Major industrial development will be attracted to the
American Industrial site with smaller supporting industries
locating in the communities and other areas of the Delta area.

"4, Industrial and related development within the general
region (West Virginia Pulp and Paper Company, paper plant
at Wickliffe, Kentucky; Proctor and Gamble, paper products
plant at Cape Girardeau, Missouri; Noranda Mines and Mig. ,
Ltd., Aluminum Refining plant, at New Madrid, Missouri; and
developments in the areas of Carbondale, Illinois, Paducah,
Kentucky, and Sikeston, Missouri) will tend to improve the
industrial potential of the Delta area as well as improving its
status as a place to live and shop.

"5, Recreational developments at Kentucky Lake, Barkley
Lake, Rend Lake, and along the Ohio and Mississippi Rivers
will tend to improve the potential of the area.

ng. Historic attractions in Cairo and in the general area will
be developed-and along with more complete development in the
Shawnee Hills, Horseshoe Lake and Point Defiance State Park,
the tourism potential of the area will be firmly established.
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'"7. Area communities-and the two counties will provide the
full range of municipal services and utilities and will strive to
bring about an upgradmg of housmg conditmns and 1mprovements
to business areas.

8. Scenic routes through the area such as the Great River
Road, Lincoln Heritage Trail, George Rogers Clark Recreation-
_ way (M1551ssipp1 River to Ohxo River route through the Union,
Johnson, Pope, and Hardm County’ areas) as well as other scenic
roads through ‘the Shawnee Hills area and along the Oh1o Rwer
will be fully developed by 1985.

"9. The Cairo Central Business District will be redeveloped
as an attractive shopping area improving the 1mage of the area
as a place to shop.

"10. Highway commercial areas adjacent to the interchanges
on Interstate Route 57 and other major highway intersections will
be carefully controlled and limited to highway oriented businesses
in order to strengthen community business districts.

"11. Housing conditions in the area will be improved through
the direct enforcement of codes and ordinances and redevelop-
ment programs. "

15. Thus we see that the future outlook for the-Delta area,
which encompasses much of the hospital service area, ‘points towards
a level of optimism. It is conceivable, however, that downward adjust-
ments could occur. The point is that planning must be subject to periodic
review; as trends and assumptions change, so tdo must the conclusions
which have been based on them,

16. Besides analyzing the population, it is helpful in planning
to also analyze as many of that population's components as affect the
utilization of the hospital and which can be measured. It is for this
reason that we study the age grouping of the population,

17, Past experience has shown that older age groups use
hospital services to a greater extent and maintain longer stays than -
do younger groups. Also, older populations have a higher occurrence
of chronic disease and a greater need for long-term care facilities.
This is supported by the following table based on data from the Depart-
ment of Health, Education and Welfare publication, "Medical Care,
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Health Status and Family Income, " which included a documentation of
the rate of hospital utilization by age on a national basis for the twelve-
month period ending in 1963, This, coupled with similar data for the
1958-60 period, provided an initial base for our study. Adjustments
were then made to exclude obstetrical admissions and to focus on the
changes in medical-surgical activity.

18. Not only does the H. E. W. study show a substantial vari-
ation in medical-surgical admission rates by age category but the rate
change shows an increase from the first study period to the second
(Appendix, Chart 3):

Patient Admission Ratio Per 1, 000 Population

National Admissions Per 1,000 Population

1958-60 1963 Increase
Total 89.8 100. 8 11.0
Under 15 years 62.9 65.3 2.4
15 - 44 years 85.6 93.7 8.1
45 - 64 years 115.6 138.8 23.2
65 years & over 145.6 169.9 24.3
19. Evidence of varying lengths of stay by age is also shown
as follows:
Percent Distribution of Hospitalized Persons
by Length of Stay for Age Groups
. Length of Stay
ATI 1-3 -7 8-12 15+
Age Group Days Days Days Days Days
Total 100.0% 34.6% 36.2% 18.1% 11.1%
Under 15 years 100.0 54.3 28.7 10.4 6.6
15 - 44 years 100.0 37.8 42.7 14.4 5.1
45 -~ 64 years 100.0 25.0 31.8 25.3 17.9
65 years & over 100.0 14.6 29.0 29.4 27.0
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20. These findings can be applied to your situation since the
proportion of older people in your ‘service area, although only slightly low-

er than that of the Delta area, -is higher than that found in the state and
the nation. Thig is illustrated in the following table (Appendix, Table 3):

Population Distribution

by Age: 1960

Hospital
Service Delta United
Area Area Illinois States

Total 100. 0% 100. 0% 100. 0% 100. 0%
Under 15 years 31.0 29.8 -29.8 31.1
15 - 44 years 30.8 31.1 39.0 39.6
45 - 64 years 23.1 23.8 21.5 20.1
65 years & over 15.1 15.3 9.7 9.2
21. The report referred to earlier (A Comprehensive Long-

Range Development Plan, Delta Region, Illinois) notes that between 1950
and 1960 the 15-44 year age group (which contains the major portion of
the childbearing segment of the population) declined, with substantial
losses in the 25-39 year age group. On the other hand, the 65 year-
and-over group increased with the 70 year-and-over group showing
significant growth. This is a typical trend in an area with a limited
economic base; younger people migrate to urban areas to find better
jobs, and the older citizens who are less dependent on the economic
condition of the community remain.

22, "As a result of the population shifts between 1950 and 1960
we see, as indicated in the above table, that the hospital service area's
“under-15 and 45- 64 year age groups do not differ greatly from the
-other areas they are compared to. But the 15-44 year group, while
somewhat below the similar group in the Delta area, is significantly lower
than this group's total for Illinois and the nation. Conversely, while the
65-year-and - over group approximates that of the Delta area, it is
significantly greater than that for Illinois and the nation.
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23. As for the future, the D.R. P.C. anticipates that the
revitalization of the area will lead to an increase in the 15-44 year
age group.

Inpatient Utilization

24. An analysis of the hospital's inpatient utilization was
made for the period 1960-68. The following summary of acute care
services indicates that although there was an increase in the average
stay and to a degree the percent occupancy, there were decreases in
acute care beds, discharges, and the average census for this period
(Appendix, Table 4, Charts 4-6):

Summary of Acute Care Inpatient Utilization

1960 - 1968
1960 1968 Percent éhange
Beds 125 98 -21.6%
Discharges ‘3,152 1,927 -38.9
Average Census 60.9 48.6 -20.2
Average Stay 7.1 9.2 +29. 6
Percent Occup‘ancy 48.7 49,6 + 1.8
25. Going into the specifics of our utilization analysis, we

find that while pediatric beds remained at 21 and obstetrical beds at

10, medical-surgical beds dropped from 94 in 1960 to 67 in 1968. This
drop, which was the cause of the decrease in total beds, was due to the
conversion in 1862 of a medical-surgical unit to a long-term care unit.

26. In the above table it is noted that total acute caredischarges
decreased; this reflects the experience in each of the specialty units.
Medical discharges were 1,022 in 1960-and dropped to 755 in 1968, a
26.1% loss. The decrease in surgical discharges was even more severe
since they decreased 49.8% — from 1,096 in 1960 to 550 in 1968. Pedi-
atric discharges declined by 24. 1%, from 473 to 359, and obstetrical
discharges dropped to 263 from 561.

495-081 O - 74 - 31
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217, These decreases are related to a2 number of factors; more
important are the general decline in the population,particularly of those
in the 39-and-under-age groups and the loss of four general surgeons
from tHe staff. This latter factor was the primary cause of the excep-
tionally high loss in surgical discharges. As for the sharp decrease in
obstetrical discharges, we regard the nationwide decrease in the birth
rate as having had a compounding effect on the above factors which have
influenced local utilization patterns.

28. While the average daily census for all acute beds de-
clined for the study period, the medical census managed to increase
slightly — from 24. 9 in 1960 to 26.7 in 1968. This is explained by the
fact that the drop in medical discharges was offset by the four-day
increase in the average length of stay for medical patients which went
from 8. 9 days in 1960 to 12. 9 days in 1968. Although the average length
of stay increased for the other services—8.1 to 8.8 days for surgical
patients; 5 to 6 days in pediatrics; and 3.4 to 3.7 days in obstetrics -
the average daily census dropped from 24, 3 to 13.3 in surgery; from
6.5 to 5.9 in pediatrics; and from 5.2 to 2.7 in obstetrics. In other
words, the effect of the decrease in discharges from these services
outweighed the effect of the increase in the average length of stay.

29. Turning to the occupancy rate, we find that the rate for.
all acute care services increased slightly (from 48.7% in 1960 to 49. 6%
in 1968). This is related to the rate increase in the medical-surgical
services which went from 52.3% in 1960 to 59.7% in 1968, The increase
for these services was due to the fact that even though their census de-
creased, the number of allocated beds was decreased to an even greater
proportion. With 21 beds designated for pediatrics and 10 for obstetrics
during the entire study period and with the decreases in the censuses for
these services, their occupancy also decreased. The 1960 occupancy
was 31% in pediatrics; this declined to 28.1% in 1968. The decline was
even more severe in obstetrics since it dropped to 27% in 1968 from 52%
in 1960,

30. At this point it is helpful to analyze the occurrences of
occupancy for the individual acute care clinical services, revealing
the number of days on which given census ranges occurred and, thereby,
giving us a deeper insight into utilization patterns. For this purpose
we used daily patient census statistics (less newborn) for the fiscal year
May 1, 1968 to April 30, 1969 (Appendix, Table 5, Chart 7).



' 477

Exhibit No. 20—Continued

SMC 1-11

31. The study reveals that the occupancy rate for medical-
surgical beds was over 80% on only 12 days of the-year. In other
words, for about 97% of the year the occupancy rate for these beds was
80% or less. Moreover, for about 30% of the year this rate was less
than 60%. ’

32, In pediatrics we find that on only two days of the year
was the occupancy rate above 60%. Lastly, in obstetrics the rate was
60% or more for only about one-quarter of the year.

33. It is apparent that all of the acute care services have
been underutilized and we do not anticipate a change in this phenomenon
until the current trend of a declining population is reversed and, equally
important, until more physicians are added to the hospital's staff. This
latter point is discussed in greater detail in a subsequent section of this
report.

34, For the same twelve-month period as in the ahove study
we have studied the average patient cénsus in relation to its monthly
fluctuations. Monthly averages for the period were calculated and
expressed as percent variations from the average census, thereby
indicating the months in which the various census fluctuations occurred
(Appendix, Table 6). - - :

35. From a percent variation of +1.4% in May the census rose
to its high for the year in June when the variation was +8.7%. From this
point the census reversed its path and declined to its low for the year in
October, when the variation was -13,9%. We would usually expect a
summer decline and then some increase in census in the fall months.
From the October low the variation rose to +3, 2% in November and then
declined to +1.1% in December. This sudden drop is due to effects of
the holidays. For the first three months of 1969 the variations ranged
between +8. 1% and +5.5%. This is typical of the increases in utiliza-
tion we anticipate for these months. Lastly, in April, its variation
was again below the average, at -6.1%.

36, While the monthly fluctuations are somewhat atypical
of that which we would normally expect to find, they are not significant
to the extent that they would alter our planning concepts.
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3a1. The final measurement of hospital utilization in a service
area compares local utilization rates with national experience. A sum-
mary of short-term general hospital utilization on a national basis since
1960 reveals that the national admission rate has increased steadily with
only the most recent year indicating a tendency toward stabilization.
Patient days per 1,000 population have also increased, with no sign of
basic slowdown or reversal indicated. We are inclined, then, to con-
sider the stabilization in admission rates as a short-term phenomenon
caused by a combination of high- occupancy in the medical-surgical
services in our nation's hospitals; and increased selectivity of patient
admissions due to this high degree of utilization which is in part related
to the influence that longer-stay cases have had on use patterns. With
the expansion and addition of facilities, the return of past growth in
admission rate patterns is predicted (Appendix, Table 7):

38. While the national admission rate has increased from
126. 1 admissions per 1,000 population in 1960 to 139.9 in 1968, the
local rate has declined from 130.9 in 1960 to 84.5 in 1968 (Appendix,
Table 8, Chart 8). Thus, whereas the local rate was 103.8% of the
national rate in 1960 it was only 60.,4% of it in 1968. This was brought
about by the fact that even though the weighted hospital service area's
population declined during the study period, discharges during this
period fell at an even faster rate than the population.

39. Since the use patterns are not high for the acute care
services, the decline in the admission rate cannot logically be based on
the fact that the degree of selectivity of patients is increasing. The low
admission rate, however, does suggest that the service area's popula-
tion is seeking hospital care outside of the service area and also that the
proportion of doctors to the total service area's population is abnormally
low. This latter point is statistically illustrated in the following section
of this report. :

40. Lastly, we have also analyzed long-term care services
of St. Mary's Hospital. As mentioned above, a medical-surgical unit
was converted into a 33-bed long-term care unit in 1962. The statistical
data on which our analysis of this unit is based represents fiscal years
ending May 31, except for 1968 where only the eleven months ending
April 30, 1969 were included.
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41. While discharges for the long-term care unit fell off slight-
ly from 25 in 1962 to 20 in 1968, the census rose from 23.9 to 29.7.
The census increase is related to the substantial increase in the average
length of stay, which went from 34.9 days in 1962 to 54.3 in 1968. As-
for the occupancy rate, we find that whereas it was 72.4% in 1962, it
had increased to 90% in 1968. Although this latter rate would be con-
sidered relatively high in relation to acute care beds, it is not uncommon
to find rates of 90% or more in long-term care units.

Medical Staff Activity

42. The previous analysis showed community and hospital
trends in terms of hospital utilization. However, the hospital's case-
loadisalso significantly affected by the availability and referral pat-
terns of physicians using the hospital. Future community health care
and hospital growth is dependent, to a great extent, on the availability
of physicians and is particularly true in your case. The establishment
of a recruitment program to add to your present staff and by so doing
assure the replacement of your older physicians is vital. This is
discussed in detail in a subsequent section of the report.

43, In order to evaluate the admitting patterns of the medical
staff, discharges by physicians were documented for 1968. This study
excludes radiologists, the pathologist, dental staff and those on the
honorary, courtesy and consulting staffs of the hospital since these
physicians do not routinely admit patients to the hospital. With these
exclusions, seven physicians remain. Their age, place of office and
discharges (excluding newborn) are listed below:

Anmalysis of Age, Office Residence and Work-
load of Physicians: 1968

Physician Age Office Address Discharges
A 48 Cairo, Illinois 307
B 62 Cairo, Illinois 318
C 53 Cairo, Illinois 292
D 36 Mounds, Illinois - _1_/
E 57 Mounds, Illinois 313
F 54 Charleston, Missouri 351
G 42 Charleston, Missouri 316
Other - - 30

l/ At the time of the study, this physician was new in the area and on
the staff and was working in conjunction with physician C. His dis-
charges are therefore included in those credited to physician C.
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44, The above analysis reveals that casework is relatively
evenly distributed among those physicians who actively and routinely
utilize the hospital's beds. This is evidenced by the fact that the great-
est number of discharges by a physician was 351 and the least, 292; the
average number of discharges per physician was 316.

45. Of the seven physicians, three have their offices in Cairo,
two in Mounds, and two in Charleston, Missouri. The two physicians
from Missouri use St. Mary's as their primary hospital although there
is a hospital in Sikeston, Missouri of approximately the same size and
equal distance from their offices.

46, As for the ages of the staff members, we find that of those
in the study, two are over 55 (one is 57, the other 62). As these men
approach retirement and begin restricting their own activity, younger
physicians should be on hand to take over their patient load.

47. In order to see how the number of physicians in the hos-
pital service area compares with similar data for Alexander and Pulaski
Counties in Illinois; Mississippi County in Missouri; the state of Illinois;
and the United States and its possessions, we formulated ratios which
relate physicians to population for these areas. Information pertaining
to all but the service area was derived from a report of the American
Medical Association: Distribution of Physicians, Hospitals, and Hos-
pital Beds in the U.S., 1967. Only those physicians rendering patient
care in non-federal hospitals are included in the study, the results of
which follow:

PhysicianDistribution by Population
1967

Area One Physician for Every

Hospital Service Area 3,257 persons
Alexander and Pulaski Counties,

Itlinois;and Mississippi County,

Missouri 2,606 persons

Illinois 809 persons

United States and its Posses-
sions 791 persons
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48. We thus find that while there is a physician for approxi-
mately every 800 persons in Illinois and the nation, there are about three
times as many persons per physician in Alexander, Pulaski, and Missis-
sippi Counties in relation to Illinois and the nation, and about four times-
as many when we compare the hospital service area to the same base
figures,

49, Rural areas have traditionally had low physician-population
ratios, but we consider the ratio for your hospital service area to be ab-
normally low. This study then gives further evidence of the need for the
community to actively recruit physicians for the hospital,

Acute Care Bed Needs

50. At this point we can project the acute general hospital bed
needs of St. Mary's Hospital by applying population and utilization pat-
terns of the past to our projections for the future. These projections are
based on a given set of planning assumptions which include an. estimate
- of. your future role as the primary provider of hospital care in your ser-
vice area. Following are the components of our planning formula for
determining bed need (Appendix, Table 9, Chart 9):

a, Population - We anticipate a reversal of the
downward trend in the weighted hospital service area's
population and have thus projected a population of 23, 900
for 1975 and 31,700 in 1985.

b.. Admission Rate - To reflect local trends we have
projected the local admission rate at 80% of the projected
national rate which will continue to increase.

c. Average Length of Stay - Although the local length
of stay has historically been longer than that of the national
average stay, it may change in the future. As a hedge
against these changes we have used the projected national
average stay and a stay projected at 107% of the national

in order to create low and high bed projections.

d. Percent Occupancy - Allowances for daily and
seasonal fluctuations are considered in the formula which
states that occupancy should be at a level approximating
three times the square root of the average daily census
plus the average daily census.
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51, Bed Need - The resultant bed needs for St. Mary's Hos-
pital,based on the above planning assumptions, are shown in the Ap-
pendix, Table 9, Chart 9, and are summarized below. Of course, as
the design features of the nursing units are developed, the actual num-
ber of beds may vary somewhat from these figures.

52, In addition to the acute care beds, we suggest that you
also provide a long-term care unit of approximately 30 beds. Our
planning concepts of this unit will be discussed in a subsequent section
of the report. :

53. We emphasize 1975 as the first target date for our plan-
ning objectives because of the time needed to plan, construct, and
activate new facilities:

St. Mary's Hospital
Acute Care Bed Needs

19% 1975 1980 1985
Low Projection 83 92 104 132
High Projection 88 98 110 140
Consultant's Recom- ~
mendation 85 95 105 135
Departmental Utilization
54. We analyzed workloads of the major diagnostic and

treatment services of the hospital for the period 1960-68 (Appendix,
Table 10, Chart 10). Based on this statistical material, trends and
planning criteria were established so that future workloads for these
services could be projected. The following is a summary of the
analysis of patients:
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) Departmental Utilization
I 1960 - 1968
Percent Change
Activity 1960 1968 1960-68
Laboratory Tests 37,809 41,7417 + 10.4%
Electrocardiograms 677 1,105 + 63.2
Radiological Pro-
cedures 1/ 3, 906 4,264 + 9.2
Surgical Procedures -936 270 - T71.2
Emergency Room
Visits 861 2,829 +228.6
Deliveries 441 231 - 46.3

l/ Excludes therapeutic procedures.

55. In describing the above table, we note that laboratory
tests, which we were unable to break down into inpatient and outpatient
tests due to the method of recording, rose steadily from 37, 809 in 1960
to a peak of 57,454 in 1966. Since this occurred even though discharges
were on a downward trend, it appears that this increase was related to a
greater number of examinations per patient and the substantial increases

- in total emergency room visits during this period. Although surgical
procedures tend to influence laboratory workloads, they were not of a
magnitude that would alter the volume of tests significantly.

56. In 1968 laboratory tests totaled 41,747, a substantial
decrease from the 1966 peak. This happened even though total emer-
gency room visits continued to make substantial increases. This de-
crease is even more puzzling since discharges, which continued to
decline, did not however, decrease at a faster rate than they did in
previous years ~ their loss, in fact, was less pronounced. We have
found, though, that variations of this type are often related to changes
in the methods used in the counting and/or recording of tests, if
further evidence does not indicate otherwise.
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57. While laboratory tests per inpatiént increased on the
average of about 1.2 tests per year for the study period, we have modi-
fied this rate to reflect the recent downward path of the laboratory work-
load. With this in mind we have projected tests on the basis of an
average annual increase of . 9 tests per inpatient. Thus, by 1975 we
anticipate 28 tests per inpatient or approximately a total of 80,400
laboratory tests.

58. In 1960 there were 677 electrocardiograms and by 1968
these had risen to 1,105 for about a 63% increase. We suspect that
some of this growth was a result of the medical care program in the
long-term care unit.

59, Diagnostic radiological procedures remained relatively
stable between 1960 and 1962 since they increased only to 3,948 from
3,906; in 1964 they jumped to 4, 364, and stabilized through 1966 when
they were 4,329. However, in 1968 procedures declined somewhat to
4, 264.

60. A more detailed look at diagnostic radiological procedures
reveals that whereas inpatient procedures rose from 2,603 in 1960 to
3,035 in 1964 and then decreased to 2,817 in 1968, outpatient procedures
remained relatively stable from 1960 to 1964 (1,303 procedures in 1960
and 1,329 in 1964) and then increased to 1,447 in 1968. This indicates
that the decline in total diagnostic procedures between 1964 and 1968
was related to the decline in the inpatient procedures.

61. In projecting diagnostic radiological procedures we have
adjusted the average annual increase of about 1.2 procedures per in-
patient experienced between 1960 and 1968, to reflect the recent decline
in inpatient procedures. We thus anticipate 2, 8 diagnostic procedures
per inpatient by 1975 or approximately 8, 050 procedures.

62, Although the radiology department has deep therapy
equipment, it is not effectively utilized. No therapeutic procedures
are recorded for 1960. In 1962 there were 37. These declined to 7
by 1968. The nominal workload for this equipment suggests that there
are patients utilizing hospitals outside of the service area for radio-
logic therapy.

,/(.
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63. Surgical procedures have decreased steadily from 936
in 1960 to 270 in 1968. This phenomenon is directly related to the loss
of four general surgeons from the staff between 1960 and 1968. Because
of the steady decline in surgical procedures during the study period and
since the future number of surgical procedures is related to the success
of the hospital in augmenting the present number of physicians having
surgical privileges, there is little substance from which accurate pro-
jections can be made. However, by basing our projections on the
assumption that surgical procedures per inpatient will not be more than,
.30, which is the high for the 1960-68 study period, we feel there is
little chance of the workload to go much higher than 850 procedures.
We note, moreover, that the hospital currently has two general-use
operating rooms which are satisfactory for future use. Using our plan-
ning standards of a maximum of 1,000 surgical procedures per room we
find that there are more than ample facilities to handle any future in-
crease in the surgical workload.

64. Total emergency room visits, which include both emer-
gency and non-emergency (convenience) visits, were 861 in 1960. These
rose to 2,829 in 1968 for a 229% increase. This is not unusual since
emergency department activity has been accelerating sharply in our
nation's hospitals.

65. Further analysis of fotal emergency visits reveals that
whereas true emergency visits rose from 619 in 1960 to 1,851 in 1968
for an overall increase of 199%, convenience visits have increased by
about 304% — from 242 in 1960 to 978 in 1968. Again this phenomenon
is not atypical since the emphasis of emergency service, on the national
scene, is now on the convenience and non-emergency visit rather than
the true emergency. This has come about because of:

a. Sociological factors related to increased mobility
of the population and the resultant lack of continuing
ties with a "family" physician.

b. The declining availability of the "family" physician,
twenty-four hours a day, seven days a week.

c. The convenience to physicians when their offices
are closed, when they are at the hospital, or when con-
sultations may be indicated.
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d. The trend toward considering the hospital as the
focal point of health care in the community and the avail-
ability there of complex diagnostic tools.

66. = In your case we project the future workload of the emer-
gency room on the basis of a rate measuring total emergency room
visits per 1,000 population. Since the local rate has in the past been
about 66% lower than the national rate, we have adjusted our projected
1975 national rate to reflect local conditions. Thus by 1975 we project
178 visits per 1,000 population or a total of approximately 4, 300 emer-
gency room visits.

67. Lastly, deliveries decreased from 441 in 1960 to 237 in
1968, This decrease is related to the drop in the birth rate which has
been experienced nationally since 1961. There is evidence on the
national level, though, that the decrease is stabilizing. This indicates
that some increase in the number of births can be expected in the future
due to an increase in the childbearing population. Since, as was mention-
ed previously, an increase in the population is anticipated on the local
level as the socio-economic characteristics of the area are revitalized,
the hospital should expect a gradual, long-range increase in births.
Since we feel that a delivery room can handle up to 1,000 deliveries
per year, the hospital is well equipped, with its two delivery rooms, 'to
handle increases which may occur inasmuch as deliveries in 1968 totaled
only 237.

68. In conclusion, we note that as with any projection, our
predictions are not to be considered infallible. They should serve
rather as planning tools which, since based on current data, will require
adjustment if our present planning bases are changed in the future.
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_SITE, PARKING AND PLANT EVALUATION

Site and Parking

1. The hospital is located about three-fourths of a mile
west of the central business district of the city of Cairo. The relative-
ly flat plot on which the hospital complex is located approximates three
acres. Bordering this site to the northeast is Walnut Street; to the
southwest (the side which the front of the hospital faces), Cedar Street;
and to the northwest, Center Street; andto the southeast, Cross Street.
N
2. Besides the above plot, the hospital has a corner plot
on the northwest corner of the junction of Cedar Street and Cross Street.
On this property of about .41 of an acre is located the nurses home.
This property is also relatively level. Also, on the northwest side of
Center Street the hospital owns a single residential-sized plot.

3. As for off-street parking, the hospital has a total of 12
spaces on its own property. These spaces are reserved for doctors
and are located adjacent to the emergency entrance. Furthermore,,
through an agreement with the Illinois Central Railroad, the hospital
is able to utilize a piece of the railroad's property for parking. This
property is diagonally south of the main entrance of the hospital which
runs parallel to Cedar Street. This strip of property can accommodate
. only about 15 automobiles. It was reported that the future availability
of this property is not assured due to plans for it which the railroad
hopes to implement in the near future. Therefore, in relation to our
desirable goal of one and one-fourth off-street spaces per bed, the
present number of spaces is inadequate as it also is in relation to our
minimum standard of one space per bed.

Physical Plant

4. The following comments refer to the hospital's structure:

5. 1923 Structure - This building has a basement and three
floors, and has the following construction ckaracteristics:
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Foundation and Excavations: Concrete footings and piers.

Basement:
Frame: Reinforced concrete and wood columns
and girders, load-bearing wall.
Floor: Concrete on ground, some asphalt tile
cover.
Ceilings: Flat, finished plaster in finished areas.

Exterior Walis:

Interior Partitions:

Superstructure:

Frame:

Floors:

Ceilings:

Roof Structure:

Roof Cover:

Interior Construction:

Extension Walls:

20" concrete and brick walls, plaster
and finished wall interior.

Wood and masonry partitions.

Reinforced concrete frame for halls,
wood beams and posts, load-bearing
walls.

Reinforced concrete in corridors; hard
and soft wood in other sections; ordinary
joists, soft wood in attic.

Flat, plastered.

Gable and valley roof, wood rafters
and sheathing.

Composition shingles.
Wood and masonry partition walls.
8', 12" and 16" brick walls, double-

hung wood sash, interior plastered
and finished, brick porte cochere.
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6. This building has been rated as being of nonfire-resistive
construction by the State of Illinois Department of Public Health. Thus,
all the beds in this structure are nonconforming. We concur with the
department's rating and suggest that this building be removed.

7. Maintenance Building - To the northwest of the 1923
structure is the two-story maintenance building. The following are
some of its construction features:

Foundation and Excavation: Concrete footings.

Superstructure:
Frame: Open steel frame.
Floors: Concrete on ground, reinforced

concrete top floor.

Ceilings: Plastered top floor.
Roof Structure: Flat roof, wood rafters and sheathing.
Roof Covering: Composition.

Interior Construction: Wood and concrete block.

Exterior Walls 12" common brick and some concrete;
wood windows.

8. 1953 Structure - The State of Illinois Department of
Public Health rates this structure, which has a basement and three
floors, as being fire-resistive. We agree with this finding and add that
the building is relatively modern and structurally sound.

9. Because of poor soil conditions the building required the
flotation design of the entire basement floors and walls as an integral
unit. The structural framing system of the upper floors is of reinforced
concrete columns, beams, and floors, with nonload-bearing masonry
walls. It was also reported that this building was not designed for ad-
ditional floors except for the exterior of the southwest portion of the top
floor. This was constructed incompletely at the time of its construction
because of budgetary limitations. '
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10. Nurses Home - This building, which has two floors, is
of reinforced concrete construction with a brick veneer. With this type
of construction the building is considered to be fire-resistive.

11. An inventory of the functions and departments located
within the structures described above follows:

1923 Structure
Floor Function
Basement Housekeeping, subsidiary sections of
central stores and storage, central

supply department, central personnel
facilities, linen, and mechanical.

First 21 beds - pediatrics,

28 beds - medicine and surgery.
Second 33 beds - geriatriés.
Third Pharmacy, subsidiary sections of

administration and dietetics (sisters’
dining facilities). :

Maintenance Building
Ground Mechanical

First Maintenance shop.

Nurses Home

First Tri-County Health Department, Commu-
nity Service Center and unassigned areas.

Second Sisters' living quarters.
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1953 Structure
Floor Function

Basement Boiler room, main sections of laundry
and linen, central stores and storage;
subsidiary portions of pathology, dietet-
ies, radiology, central personnel fa-
cilities, and mechanical.

First Outpatient care facility, main portions
of administration, pathology, radiology
and dietetics.

Second . 31 beds - medicine and surgery; operat-
ing and recovery suite and main portion
of central supply department.

Third 8 beds - surgery.

10 beds - obstetrics; newborn nurseries.
Labor and delivery suite.

Penthouse Mechanical.

Departmental Analysis

12, Introduction - Administrative and patient care areas,
diagnostic and treatment facilities, and service departments were
analyzed in terms of space adequacy, location, logical work flow, oper-
ating efficiency, and interdepartmental relationships. Departmental
areas have been compared with recognized size standards. These were
further studied and modified to meet the specific needs of your hospital.
The existing and recommended departmental areas are detailed in the
Appendix, Table 11, Chart 11. These are, of course, gross calcula-
tions of approximate net square footage, eliminating corridors, circula-
tion space, etc., and are subject to intensive study in detailed archi-
tectural planning. They do, however, offer a valid basis for determining
overall departmental space adequacies. Specific findings concerning each
department and function will be found in the following paragraphs.

495-091 O - 74 - 32
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13. For purposes of this report, we have included in this

category the following: public areas, administrative and fiscal offices,
admission area, medical records, and medical staff facilities. The
total combined space of these facilties approximates 103% of current
and future space needs. But while there are space overages in certain
areas in this category, there are space shortages in others. Along with
-a critique of space we also note other design features:

14, Public Areas - This category includes the public waiting
area, the public rest rooms, and the chapel. All these facilities are
convenient to the main entrance and to each other. The elevator leading
to the nursing unit on the second floor of the 1953 structure is in the
immediate vicinity of the public waiting area and the elevator leading
to the nursing units is easily accessible from this latter area. The
space allotted to these individual areas is also adequate.

15, Administrative Offices - Included in this category is the
administrator's office, the personnel office, and the social service
office (vacant at the time of the consultant's visit but which is to be
utilized for social service or a related function in the near future).

16. Although we find the space and location of the adminis-
trator's office and the social service office satisfactory, we note that
the location of the personnel office is unsatisfactory. Because of its
location on the third floor of the 1923 structure it is not easily accessi-
ble to job applicants. It should be situated in an area near the main
entrance of the hospital. The total space currently allocated to the
office, though, appears adequate in relation to our standards except
that no area is provided for the completion of applications within the
office. Job applicants currently use a lounge adjacent to the office.
This lounge, is also available for use by maternity patients.

17. Nursing Office ~ The nursing department utilizes the
services of, and is related to, most hospital departments. 1t also o
accounts for a substantial part of the hospital budget. It needs quick,
frequent, and direct contact with top administration for policy and
decision making. With the nursing office close to the administrator's
office, nursing becomes a part of general administration and any tendency
to become a separate entity is obviated. We therefore endorse the pres-
ent location of the nursing office but note that its current space assign-
ment is inadequate for present and future needs.

e
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18. Fiscal Services - The location of the main business office
is satisfactory but, taken as a whole, the facilities in this category have
inadequate space. The shortage of space has necessitated designating
the room behind the service elevator, which was originally provided for
storage, as a posting room. This room is unsatisfactory since it is
relatively distant from the main business office and poorly ventilated.

19. The credit office, too, is decentralized from the main
business office. This is unfortunate since the two should be contiguous
to each other because the credit office utilizes the records of the business
office to a great extent. With the current situation much time is wasted
in traveling between the credit and business offices.

20. Admitting - In its first floor location, the admitting office
is easily accessible from the main entrance. We note, however, that
steps have to be traversed to gain access to the office from this entrance
or to leave the hospital via this means. Since this situation creates dif-
ficulties, particularly for the non-ambulant and those having trouble
walking, the ramp at the emergency entrance is now used by these types
of patients when admitted or discharged. But this ramp itself is some-
what of an obstacle since it is relatively steep. Also, once on the plat-
form at the top of the ramp, maneuvering those in wheelchairs and
particularly those onstretchers, is difficult because of the limited
amount of space in this area. However, one advantage of the admitting
office's present location is its proximity to the laboratories, making
the collection of blood specimens from the admitted patient easier.

21. As for space, we feel that the office, which is poorly
ventilated, is too small and lacks its own waiting area.

22. Medical Records and Medical Staff Facilities - These
facilities are currently located on the third floor of the 1923 structure.
A record storage room which is shared with the business office is also
located in the basement of the 1953 structure. Our primary planning
factor in relation to medical records is locating it close to medical
staff facilities, particularly the medical staff lounge. While this cri-
terion has been fulfilled, we note that the poor location of the medical
staff facilities has adversely affected the effective operation of medical
records. Because of their out-of-the-way location, the facilities are
only occasionally used. Thus the physicians are not routinely in the
area of medical records. We plan medical staff lounges adjacent to
medical staff entrances, thus making them convenient for the physician.
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23. It was reported that medical record personnel were
experiencing difficulty in getting physicians to complete their records.
This, no doubt, is to a great extent due to the locational aspects of the
department as described above.

24, We note that while the medical staff facilities have more
than adequate space for current future needs, medical records has
insufficient space, particularly for work areas., Also lacking isa
physician dictating. area in a section of the department or adjacent to
it.

Pathology

25. This department is housed on the first floor of the 1953
structure and is conveniently located in relation to the outpatient care
facility. It is also easily accessible to the nursing units and operating
and recovery suite since the service elevator is close to the department.

26. As a preface to our space analysis of the department,
we indicate that there are procedures used in the planning of this de-
partment which can be applied to. arrive at a gross identification of
its space needs. In concept, the volume of activity is translated to
personnel and equipment needs which are in turn converted to required
space. Caution and close periodic evaluation must be applied in plan-
ning future pathology facilities since we are currently in an era of
changing approaches to laboratory work, with a significantly greater
degree of automation. Thus, planning formulas are constantly being
adjusted. Automation has led to a greater.degree of productivity per
technician, thus reducing the number needed for a given volume of
. work but leading to a greater space need for equipment. In addition,
as laboratory work becomes more comprehensive there is the influence
of more tests which are constantly being introduced. Hence, our
measurements, although based on anticipation of change, may be con-
servative,

27. Our departmental space analysis indicates that pathology
as a whole approximates 64% of the space currently needed and of that
which we have planned for the future. Looking more closely at the
.current space situation, we note that all the areas of the department
are allotted insufficient space.
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Some of the more specific inadequacies of the department

are as follows:

Radiology
29,

a. There is no space allocated for the clerical func-
tions of the department. Such an area could be so situ-
ated that it could also function as a reception/control
area. Furthermore, the waiting area, which is a parti-
tioned section of a corridor, has inadequate space.

b. No office is provided for the pathologist or chief
technologist.
c. Storage space for supplies, equipment and records

is generally inadequate.

d. Laboratory space is inadequate for current needs
and for the future needs of the department.

e. The morgue and autopsy area lacks a shower and
dressing facilities. Furthermore, the area lacks a
mortuary refrigerator. Bodies are now kept on a stretche
in the autopsy room, which is not air-conditioned,until the
autopsy.

f. There are no lounge and locker spaces for per-
sonnel. We plan these facilities within the department,
or-if practical, in an area which allows sharing of fa-
cilities with another diagnostic or treatment department.

g. Lastly, a small room at the end of the corridor,
off which the department is located, is currently used for
electrocardiograms, basal metabolism rates and the
Master two-step procedure. This room also lacks
sufficient space, and further comment is made ina
subsequent section of this report.

In terms of specific space needs, we project the number

of diagnostic units on the basis of 6,000 examinations per unit per year
as a normal operating level. While this presumes a balance’ of types of
work requiring varying amounts of time, we do not feel that your balance
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is significantly different from the average. Applying these criteria to
the projected workload results in a need for two diagnostic units by
1975. There may be pressures on hospitals in general to extend the
hours and days during which some diagnostic and treatment services
are offered; however, even with these modifications of policy, we fore-
see only a minimal adjustment in the projection of need.

30. The department currently has two diagnostic rooms and
a therapy room. These rooms, plus the remaining space of the depart-
ment, approximate 53% of what is needed at this time and in the future.
This, according to our standards, consists of a department with two
diagnostic rooms, both equipped with image intensification devices for
fluoroscopy, but with no therapeutic facilities. With two rooms set up
for fluoroscopy, the department is made more efficient since the radi-
ologist can work back and forth between the rcoms. While he is working
in one, the patient in the adjacent room can be prepared; thus, less time
is needed per patient for procedures. Furthermore, an emergency case
needing radiography can always be accommodated in the room where the
radiologist is not immediately engaged.-

31. The shortage of space is, in part, due to the fact that
neither diagnostic room meets our minimum space standards for the
two rooms we recommend. Rooms with fluoroscopy equipment should
have minimum dimensions of 16' x 18' excluding the control area. These
dimensions allow for the easy maneuvering of stretchers into, out of,
and within the rooms.

32. The following are some of the more specific inadequacies
of the department:

a, Besides the therapy room being too small, it
was reported that when it is in use, x-rays leak through
the floor to central stores. Before therapy procedures
can start, personnel in central stores are therefore
told to leave this area so that they will not be exposed
to the stray rays.

b. The doors to both diagnostic rooms are not lead
lined.
c. The control area in Room #2 is not adequately

protected. :
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d, The waiting area is too small, Furthermore,
good public relations requires some differentiated
space for inpatients in wheelchairs and on stretchers,
for gowned outpatients and for the reception and con-
trol of other patients,

e, Record file storage space is inadequate within
the department. Currently, 1968's files are stored in
the therapy room, Our standards call for a minimum
of two years of active files to be stored within the de-
partment to help lessen the time spent traveling between
the department and the file storage area,

f. There is insufficient storage space for supplies
and equipment, particularly for the portable x-ray
machine, wheelchairs, and stretchers. This equip-
ment is stored in the diagnostic rooms or, when these
areas are in use, in the corridor. Furthermore, linen
must be stored in Room #2.

g. The water closet for Room #1 is poorly designed
since access 1o and egress from it can be had only by
going through the diagnostic rooms. This hinders the
optimal operatjon of the room.

h, There is no lounge or locker area in the depart-
ment. Such an area is not merely a convenience; with
it there is less reason for personnel to leave the de-
partment during the day. It is sometimes possible to
plan such a facility in conjunction with other diagnostic
and treatment departments, thereby cutting back on

the need to duplicate these areas.

i The department. lacks separate areas for clerical
functions, file viewing, and radiologist's office space.
Currently, only one room is utilized for all these func-
tions and activities,

While the present location of the department affords

proximity to elevators and the outpatient care facility, we suggest the
relocation of the department to an area of relative convenience which
would also provide the space needed for the department’s expansion.
We also suggest that the therapeutic program and facility of the de-
partment be eliminated as it relocates. In 1968 there were seven
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therapeutic procedures. Such a workload simply does not justify a
facility at the hospital for this purpose. Patients needing such ser-
vices can utilize hospitals in surrounding areas which are better
equipped and staffed for such a program. :

Physical Medicine and Special Services

34, Physical Medicine - Although the hospital currently
-does not offer physical medicine, the potential need for such facilities
is significant particularly in light of your commitment to a program
of aged-care. We have, therefore, provided space for this service
in our proposals.

35. Our planning concepts for physical medicine, which
should be provided with strong physician direction, include space
provisions for the following:

a. A waiting area with a toilet. If possible, the
waiting area should be used by other services to avoid
duplication and to effect maximum utilization of this
facility.

b. A general office for use by the department's
staff and physicians.

c. A hydrotherapy room incorporating materials
providing water protection and humidity contro).

d. A large treatment room providing treatment
cubicles for different modalities.

e. A functional exercise room within the general
treatment area. This arrangement will allow a therapist
to work simultaneously with several patients,

f. A patient training toilet.
g. Utility and storage space.
h. Locker and toilet facilities which can be shared

with adjoining services.
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36. Special Services - As with physicial medicine, special

services (which in the hospital's case relates to electrocardiography,
_inhalation therapy and pulmonary function) have a potential for growth.
Currently, a room at the southeast end of the corridor where the laboratory
is located is used for special services. The size of this room is al-

ready inadequate and prohibits further growth. Our proposals for the
hospital include enough space and a satisfactory location for the efficient
and effective operation of these services.

Qutpatient Care Facilities

317. The outpatient care facility is close to radiology, pathol-
ogy and the elevators; thus, its present location is satisfactory. Further-
more, although this facility lacks sufficient space to meet current and
future needs, this location allows for expansion with a minimum of
effort. We therefore suggest that the facility remain in its present
location and expand by taking over space now used by administration.

38. Some of the specific inadequacies of this facility are as
follows:

a. An adequate waiting area is lacking. This should
be adjacent to a control area where the clerical functions
of the facility are based.

b. Space is lacking in relation to treatment and
examining areas. With the growing acceptance of the
concept of outpatient care as a community service,
there will predictably be an increase in non-emergency
outpatient visits. The increase in this type of activity
calls for the expansion of these examining and treatment
facilities.

c. Adequate utility areas and storage areas for
supplies, equipment and linen are lacking.

d. The facility lacks piped oxygen and suction.

e. Entrance to the emergency room lobby with a
stretcher via the single door adjacent to the ramp is
difficult because of the limited amount of space pro-
vided.
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f. It was reported that the air-conditioning system
for this facility does not effectively keep the temperature
at desirable levels.

Operating and Recovery Suite

39. The operating and recovery suite is located on the second
floor of the 1953 structure. Although this location places it on a different
floor from the diagnostic and treatment services, it is near the service
elevator which makes travel to and from these areas relatively convenient.

40. Currently,the suite has two general-use rooms and a
fracture room. There is no cystoscopy room (cystoscopic work is
generally referred to hospitals in Paducah or Cape Girardeau), and
the two rooms which were originally designed as minor operating rooms
are used for other functions - one as the recovery area and the other
as an equipment storage room. Qur projections indicate that these
facilities will be adequate to accommodate the workload to at least
1975. While the suite is modern and the operating rooms are adequate
in number, there are a few deficiencies primarily related to the design
features of the suite. We note the following examples:

a. The operating rooms have single-thickness
windows which can be opened, thus adversely affecting
the degree of antisepsis strived for in these rooms.
Furthermore, it is often difficult to maintain proper
temperature and humidity levels with single-thickness
windows. Infact, it was reported that the suite was
experiencing this latter difficulty.

b. The operating lights in each of the operating
rooms are stationary and are recessed into the ceiling,
Thus, to focus the lights on the surgical field, the
operating table must be moved. Adjustable ceiling-
hung lights would be more effective and easier to work
with.

c. The suite lacks a voice communication system.
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d. It was reported that the results of conductivity
tests, which are done monthly, are often not withia the
currently accepted range of 25,000 ohms to 1 megohm.
We suggest that the source of the problem be uncovered
and remedied. Often housekeeping techniques are re-
sponsible for unacceptable conductivity levels.

e. We note that the louvered radiator grills need
cleaning. All grill and air-handling vents should be
routinely cleaned since they are breeding places for
contaminants.

f. The substerile room which connects the operat-
ing rooms in use is not separated from these rooms by
doors. Thus, airborne contaminants in one room can
easily contaminate the substerile room and the adjoin-
ing operating room.

g. The location of the administrative area for sur-
gical scheduling, patient and personnel control, and
other related functions is inadequate. This area should
be located at the entrance.to the suite where it would

be more effective.

h. The nurses lounge and locker areas are located
outside the suite off a public corridor. Desirably, such
an area should be designed to allow a nurse in proper
surgical attire to enter directly into the suite.

i Currently, anesthesia gas cylinders are stored in
the equipment storage room (formerly a minor operating

room). Furthermore, cyclopropane cylinders are stored
in the suite's office area; they should be stored in a prop-
erly vented room provided solely tfor this use.

j. The suite lacks a janitor closet.

In addition to its above deficiencies there are space

inadequacies within the suite. For instance, none of the operating
rooms meet our minimum space standard of 18' x 20' (360 square
feet) or the desirable dimensions of 20' x 20' (400 square feet). In
your case, the two general-use operating rooms are about 14.5' x
17.5' (254 square feet). The recoveryroom (a former minor surgery room)
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is also inadequate in size. Using our standard of 1.5 recovery beds
per operating room, there should be three recovery room beds. Fur-
thermore,. 80.square feet per recovery room bed and 120 square feet
for nursing service areas are called for by our -standards. While we
do suggest that changes:be made to remedy the inadequacies we have
listed, we do not think that the space deficiencies are of such a serious
nature as to warrant a major remodeling of the suite. This approach
Seems even more logical when we consider the fact that these space
inadequacies do not appear to adversely affect the functional operation
of the suite to any significant degree. The suite is relatively modern,
-conveniently located, and has what is basically needed in respect to
facilities. e

Labor and Delivery Suite

42, The labor and delivery suite is located on the third floor
of the 1953 structure and is easily accessible to the service elevator,
the nurseries, and the obstetrical unit. It has two delivery rooms, one
of which is used on rare occasions as a labor room; and a labor room
having two beds. ‘We generally, plan delivery rooms on the basis of
1,000 deliveries per room per year. Since deliveries have gone from
441 in 1960 to 237 in 1968, the two delivery rooms are more than ade-
quate for current needs. Since we do not foresee the number of de-
liveries outstripping the ability of the two delivery rooms to accommo-
date them, it appears that they will be adequate for future needs.

. 43, Our standards call for one labor bed for every ten
obstetrical beds. There are currently ten such beds, which seems
sufficient at least until after 1975. Thus, the number of labor beds

is adequate for current and future needs. As we stated above, these
two labor beds are situated in a single room, whereas we prefer
private labor rooms. Patients not having difficulties in labor are often
‘made anxious by being in a semi-private labor room with a patient
having such difficulty. Also, as the demand increases for allowing
husbands to remain with their wives in the labor room, so too will

the need for private labor rooms. The occasions, though, when there
s more than.one patient in labor at a time are not great enough to
warrant the change of its present arrangement. Furthermore, in the
case of the hospital, there has been little interest exhibited on the part
of fathers wishing to be with their wives in the labor room.
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44. The following problems were found to exist in the suite,
many of them similar to those found in the operating and recovery suite:

a. Those inadequacies common to the operating and
recovery suite are:the lack of a voice communication
system; the fact that the delivery rooms have single-
thickness windows which can be opened; louvered radiator
grills in need of cleaning; and an’'ineffective air-conditioning
system.

b. The delivery rooms are without ceiling-hung
operating room type lights. A portable light is used for
deliveries. This is unsatisfactory since the floor space
around the obstetrical table should be kept as clear as
possible to allow easy accessibility to the patient.

c. Gloves are powdered in the cleanup room. This
activity should be centralized in an areaof the central sup-
ply department where anyairborne powder particles

would not contaminate other rooms, equipment and
supplies in the vicinity of the powdering operation.

d. We note that the delivery rooms approximate
14.5' x 18' (261 square feet) as opposed to our standards
of 18' x 20" (360 square feet). However, since it was
reported that these space inadequacies do not lower the
effectiveness of these rooms, we do not advocate their

expansion.

e. Although the suite has a janitor closet, it is used
as a storage area and is thus not functioning as it was
designed to.

Nursing Units and Newborn Nurseries

45, The nursing units are divided between the 1923 hospital
complex and its 1953 addition. In the 1923 structure are a 28-bed
medical-surgical unit and a 21-bed pediatric unit on its first floor, and
a 33-bed geriatric unit on its second floor. As previously mentioned,
the State of Illinois Department of Public Health has rated this complex,
and consequently its beds, as nonconforming primarily because of the
building's nonfire-resistive construction.
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46. The 1953 structure contains a 31-bed medical-surgical
unit on its second floor and a nursing unit on its third floor with 10
obstetrical beds and 8 beds for clean gynecological patients.

47, Since our bed projections do not reflect the need for an
additional number of beds over and above the present bed complement,
our planning objectives will be concentrated on replacing the noncon-
forming beds in the 1923 structure and providing sufficient space for
the professional and operational service patients. Furthermore, there
are.certain inadequacies of the nursing unit in the 1953 structure which
should be .corrected in the hospital's modernization process.

48, Although we have based the writing-off of the units in
the 1923 structure on the single premise of their being located in a
nonfire-resistive building, there are other deficiencies in these units
which make them substandard. We feel that by mentioning some of
these specific deficiencies, you will have a better basis on which to
plan your future nursing units. Hence, taking the nursing units by
specialty division and building, we make the following comments.

1923 Structure
First Floor

49, Medicine-Surgery - All the patient rooms are adequate
in size in relation to U. S. Public Health Service Standards (U.S.P.H. S.)
which require a minimum of 80 square feet per bed in multi-bed rooms
and 100 square feet per bed in single-bed rooms. (These measurements
exclude vestibules and water closets.) However, according to our
planning standards for patient rooms, which are more stringent than
those of the U. 8. P. H. 8., your sizes are not satisfactory.

50. We consider the following space criteria: ease of move-
ment of patients on wheeled equipment (including beds) in and out of
a room without moving other beds or furniture; free access to both
sides of the bed; and allowance for extra patient monitoring and sys-
temic support equipment to be moved into the room as needed. There-
fore, we set minimum room dimensions at 12.5' in width and 21' in
depth, including the toilet and-lavatory we provide for every room, or
12, 5' by 16' excluding the toilet and vestibule area.
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We design all rooms with the above dimensions so that

they may accommodate two beds at the most. Thus, in times of emer-
gencies or abnormally high census, the private: rooms cam be easily
converted into two-bed rooms.

52.

Following are some of the other inadequacies of the unit:

a. The majority of the patient rooms are without
toilets or lavatories. While the convenience aspect of
lavatories is obvious, their desirability is primarily re-
lated to proper antisepsis technique. As for toilets, the
U.S.P.H.S. requires that they shall be directly accessi-
ble from each patient room without going through a general
corridor. Furthermore, we recommend that toilets be
equipped with bedpan flushers, thus increasing operating
efficiency. We also note the inadequate number of bath-
tubs and showers on the unit. Our standards call for a
minimum of one bathtub or shower for every eight beds.
If a bathtub and shower are provided in this ratio, they
should be in separate areas to allow for simultaneous use.

'b. Although the width of the unit's corridor is satis-

factory, it is partially obstructed by a refrigerated water
fountain. This is in violation of safety codes of regulatory
agencies (e.g., U.S.P.H.8.).

c. Patient rooms are inadequately lighted and have
exposed steam pipe radiators. Radiators of this type are
hard to keep clean, are breeding places for contaminants,
and subject patients to the danger of being burned.

d. Nursing service facilities are generally inadequate
since the unit lacks: a conference room; a nurses lounge
and locker area; sufficient storage area for supplies,
equipment and linen; and a clean utility room separate
from a soiled utility room.

e. The unit lacks a janitor closet. Currently, house-
keeping equipment and supplies must be stored in a water
closet in the unit.
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. All the dvors to the patient rooms have perma-

nently opened louvers; they should be of the solid wood
type. Furthermore, the door widths of the patient rooms
are below the U.S. P.H.S. standard of 3'8" and our stan-
dard of 4'.

g. '~ The U.S.P.H.8. has set four patients as a maxi-
mum for one patient room. The unit currently has a seven-
bed room.

h. Although the unit is equipped with an audiovisual
nurse-call system, it is not of the type designed for voice
communication — such capability would increase the ef-
ficiency of the nursing staff. We also note that none of the
toilet rooms of both areas in the unit are equipped with
nurse-call systems,

i. The unit lacks an examining/treatment room.
Pediatrics - Besides having inadequacies which are com-

above medical-surgical unit, pediatrics has unique major
The following is a list of our findings on the unit:

.a. Foremost is the fact that the unit fails to meet

current standards governing dead-end corridors. The
National Fire Protection Association’s (N. F. P.A.) Life
Safety Code states that "every exit shall be so arranged
that no corridor has a pocket or dead-end exceeding 30
feet in which occupants might be trapped." Exits should
be situated so that they are accessible directly from a
corridor and not within 'a patient rqom or .nursing
service area.

b. - The corridor doorway leading to the unit is too
narrow to permit the easy movement of beds, wheelchairs
and other such equipment in or out of the unit,

c, The location of the nurses station is unsatisfactory
since it does not provide for the optimal control and
observation of the unit. This is particularly relevant

in relation to pediatrics, and for this reason an attempt
was made to create a substation in the main corridor of
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the unit. This area, however, is useful for charting
purposes only.

d. As with the adult units, the U.S.P.H.S. states
that the maximum room capacity should be for four
patients. Currently, the unit has an eight-bed room and
a seven-bed room.

e. The unit lacks a janitor closet, a playroom, a
clean utility room, and a soiled utility room, an adequate
examining/treatment area (whereas it is now located
within the eight-bed room, a separate room should be
provided for this purpose), a nurse-call system with
voice communication capabilities, sufficient bath and
shower facilities and adequate lighting.

f, The unit has exposed steam pipe radiators. As
previously mentioned, these are hard to keep clean, are
breeding places for contaminants, and subject patients
to the danger of being burned. The latter situation is
particularly relevant in this unit.

g. There is only one water closet to service those
rooms without their own. One toilet room should be
provided for each sex with a minimum ratio of one for each
eight beds excluding bassinets, .

h. None of the patient rooms have piped oxygen or
suction,

Second Floor

54,

Geriatrics - We compliment the hospital on its geriatric

program; it is the only local organization which has recognized the
shortage of these types of beds in the area and has instituted a program
to ameliorate the problem.

55.

While the unit provides certain of the required features

(a recreation area, a dining area, handrails in the corridors) it has
many substantial inadequacies. We have listed these as follows:

495-091 O - 74 - 33
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a. Some rooms are without lavatories.

b. The majority of the rooms do not have adjacent
water closets accessible directly from the room.

c¢.  Thé lighting in the unit is poor.

d. The unit has exposed steam pipe radiators.

e. None of thg rooms have piped oxygen or suction.
f. Some of the patient rooms are without a nurse-

call system. Furthermore, none of the toilet rooms are
equipped with such a system.

g. As in pediatrics, an exit is not provided at the
north section of the unit directly off the corridor to con-
form tothe N. F.P. A.'s code - "every exit shall be so
arranged that no corridor has a pocket or dead-end
exceeding 30 feet . . ." These exits should be situated
so that they are accessible directly from a corridor and
not within ‘a patient.room .or. nursing service area.
Currently, passage through the dining room is required
to reach the fire escape.

h, The unit lacks an adequate number of bathtubs
and/or showers.

i. Nursing service areas are inadequate; an
examination/treatment room is lacking; a clean utility
area, separate from a soiled utility area is lacking; and
the unit lacks adequate storage areas for supplies, equip-
ment and linen, and for a conference room,

j. The doors of the patient rooms are louvered and
not of the solid wood type.

As we have noted, the 1923 structure is nonfire-resistive;

there is much wood in its frame, floors, and roof. Furthermore, the
building is far from modern with its high ceilings, poor lighting, and
insufficient plumbing equipment. Lastly, the nursing units within the
structure have numerous major deficiencies. With this, we strongly
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recommend that this building be removed as the beds in it are replaced
as depicted in our proposals and recommendations.
1953 Structure
Second Floor
57. Medicine and Surgery - Although this unit is relatively

modern and is in a fire-resistive structure, it nonetheless has short-
comings. We make the following comments:

a. Although all the pétient rooms in the unit have
lavatories, the majority are without water closets.

b. All the patient rooms have piped oxygen but
none have piped suction.

c. All the patient rooms have audiovisual nurse-calls
but the system is not capable of voice communication.
Furthermore, none of the central patient toilets or bath
areas have nurse-call equipment.

d. All the doors of the patient rooms have louvered
grills whereas they should be of the solid wood type.

e. The unit lacks adequate isolation facilities for
those prone to infections as well as for those suffer-
ing from infections. The U.S.P.H.S. states that
they should be provided on the basis of one for each
30 beds or major fraction thereof, if the hospital does
not have a separate contagious disease unit. Each
isolation room should have:

1) Only one patient per room.

2) A lavatory within the patient room or
toilet room.

(3) A view-window for nursing observation.

4) A separate toilet room with bath or
shower.



SMC

510

Eahibit No. 20—Continued

2-24

5) An anteroom with adequate facilities to
maintain aseptic conditions, including lavatory or
sink (one anteroom may serve several isolation
rooms).

f. The unit lacks its own patient lounge. Although

the lounge in the connecting-way between the 1953 structure
and the 1923 structure is available, a ramp must be trav-
ersed in order to gain access to it.

g. The unit also lacks: a lounge and locker area for
nurses; an examination/treatment room; an adequate
ratio of bathtubs and/or showers per bed; adequate
separation between clean and soiled utility areas.

Third Floor

Obstetrics/Gynecology - This nursing unit, which has ten

obstetricalbeds and eight clean gynecological beds, is similar in its de-
sign features to the medical-surgical unit on the second floor. The more
significant inadequacies of the unit are as follows:

a. The medication area,which is too small, is not
connected to the nurses station.

b. Although a lounge area is provided, it is deficient
in space and rather sparsely appointed.

c. The ratio of bathtubs and/or showers to beds is
too low.

d. Although the patient rooms have piped oxygen, they
do not have piped suction.

e. All the patient rooms have audiovisual nurse-calls
but the system is not capable of voice communication.
Furthermore, none of the central patient toilet or bath
areas have nurse-call equipment.

f. The clean and soiled utility areas are inadequately
separated.

g. The majority of the rooms lack adjacent toilets.
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59. Except for the above inadequacies inthe mursing units of
the 1953 structure, we feel they are otherwise satisfactory. We thus
suggest that these units be integrated with our proposals for the mod-
ernization of the hospital.

60. Newborn Nurseries - The newborn nurseries are located
on the third floor of the 1953 structure and thus are convenient to the
labor and delivery suite, the obstetrical unit and an elevator. Further-
more, according to our space study the nurseries have more than ample
space to meet current and future needs.

61. Qur planning standards call for a minimum of one term-
nursery bassinet for each obstetrical bed and an additional ten percent
for suspect cases. A minimum of 24 to 30 square feet should be allocated
for each term-nursery bassinet and a minimum of 40 square feet for each
suspect bassinet. Thus, with our recommendation for eight obstetrical
beds there should be eight full-term bassinets with at least 192 square
feet provided for them; and one suspect bassinet with at least forty
square feet allocated in a separate nursery for its specific use. In
addition, a utility and examination area is needed for the full-term nursery
and a small examination and work area should be provided within the sus-
pect nursery. According to our space study, the present nurseries have
more than enough space to meet current and future needs. Two full-
term nurseries now available have about 224 square feet apiece plus
space allocated for utility and examination areas which are conveniently
located between these nurseries. In addition to these facilities there is
an adequate suspect nursery.

62. In conclusion, in relation to our planning concept we
suggest that the nurseries be left basically intact.

Central Supply Department

63. The central supply department is currently located on the
second floor of the 1953 structure and is convenient to the service ele-
vator and the nursing units. Also included in the space study of this
.department is the solution storage room in the basement of the 1953
structure and the equipment storage rooms in the basement of the 1923
structure. Taking all the areas into consideration, we find that the de-
partment has approximately 63% of the space needed for now and in the
future. This space shortage is primarily related to the lack of work area.
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Furthermore, there is inadequate space provided for the administrative
functions of the department. Currently, the director of the department
has an office area which is not satisfactorily separated from the work
area.

64. With additional work area, activities such as instrument
and linen packing which are now done in the operating and recovery suite
and the labor and delivery suite could be centralized in the department
for a more efficient operation. Our proposals call for the department
to expand at its present location,

Pharmacy

65. The pharmacy is located on the third floor of the 1923
structure and as such will have to be replaced in light of our recom-
mendation to remove this building. Since no drug compounding is
currently done or is anticipated, the concept of providing only storage
space for the dispensing of drugs is sound. We suggest that approxi-
mately the same amount of space be provided for the future pharmacy
as the present one now has, Furthermore, we suggest that the service
be located in an area adjacent or at least near central stores and re-
ceiving, Such an arrangement will make for a more efficient flow of
supplies with reduced man-hours spent traveling between the pharmacy
and receiving and central stores areas.

Dietetics

66, Included in this category are the kitchen, storage areas
and dining areas — which include the Sisters’dining facilities on the
third floor of the 1923 structure. While the space allotted to the de-
partment as a whole is more than adequate for current and future needs,
there are specific areas which lack sufficient space, primarily the
employees’ cafeteria. Furthermore, with the food for the cafeteria
being supplied by the main kitchen, we note a poor functional relation-
ship between the two due to their physical separation. The same situ-
ation also applies to the Sisters'dining facilities. These situations can
be overcome by relocating the chapel to an area within the space allotted
for administrative functions in our proposals. In turn, the cafeteria
and Sisters'dining facilities could then be relocated to the area vacated
by the chapel.. With the dining areas located as proposed, there will
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be an effective and efficient work flow between the kitchen and dining
areas due to their proximity.

67. Besides the above inadequacies, we note that the hoods
over the cooking ranges and ovens are not equipped with a fire extinguish-
ing system or heat-actuated fan controls. However, the kitchen is sat-
isfactorily located since it is easily accessible to the service elevator
and the dietary receiving area, and the department is relatively modern,
Its space problems can be remedied with relative ease; therefore, we
suggest that the kitchen remain where it is but that the dining areas be
relocated as described above.

68. These comments are based on the premise that the hos-
pital will continue to operate in a similar manner and will not implement
a convenience-food system to a significant degree. Basically, a con-
venience-food program entails less food preparation area and equipment
but warrants additional storage space for the convenience foods. We
suggest, then, that an effort be made to keep the department as flexible
as possible so that, if feasible and desirable, a transition from the
present food service operation to a convenience-food operation could
take place with little difficulty.

Laundry, Linen and Housekeeping

69. According to our space standards the total space assigned
to the laundry and linen areas is adequate. Housekeeping areas, on the
other hand, are deficient in space. The location of the laundry is satis-
factory since it is close to the service elevator. Furthermore, while
the linen room is on the opposite end of the corridor from the laundry,
our proposal calls for its relocation to an area adjacent to the laundry.
With this arrangement the transfer of clean linen from the laundry to the
linen room will be made more efficient. Also, since we recommend
that the 1923 structure be removed, the storage areas for the laundry
will have to be replaced. These can be relocated in an area adjacent
to the laundry as indicated by our proposals.

70. Some of the more specific inadequacies relating to the
laundry and linen facilities follow:
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a. The linen chutes, which are located in the cor-
ridor of the 1953 structure leading to the 1923 structure
open onto the corridor. Service openings to chutes should
be located in a room or closet specifically designed for
this purpose.

b. It was reported that ventilation in the laundry and
linen rooms is poor.

c. It was reported that there is a problem in control-
ling lint in both the laundry and linen rooms.

d. The office area for the director of the laundry,
linen, and housekeeping services does not provide
sufficient privacy.

1. As in other recent consultations, we suggest that you
plan flexibility into the laundry so that a change in the laundry opera-
tion will not drastically disrupt the service. We mention this since
there has been a trend toward the use of disposables in hospitals -
more and more items are being provided in disposable form. It seems
evident that research will improve these products, and mass production
will reduce their unit cost to the extent that hospitals will find it more
economical to use these items than at present. Furthermore, auto-
mated equipment is now being marketed that permits a single handling
of linen for the complete processing function. As these innovations
gain acceptance, there will be a totally new approach to the design and
space needs of a hospital laundry.

72, Housekeeping lacks adequate space for the storage of
its supplies and equipment. Storage spaces are currently decentralized
throughout the basement of the 1923 structure. As these areas are re-
placed in conjunction with the removal of the 1923 structure, they
should be centralized. Another major housekeeping-related deficiency
of the hospital is the fact that the second- and third-floor nursing units
of the 1953 structure and the first~floor units of the 1923 structure are
without janitor closets. Currently, hoppers in the soiled utility rooms
or hopper rooms are used to fill utility pails and as a receptor for :.
thedirty water from them. A janitor closet large enough to accommo-
date the storage of the housekeeping supplies and equipment needed to
maintain the units and equipped with a floor receptor or floor sink
should be provided on each nursing unit.
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Purchasing and Central Stores and Storage

73. The total space afforded these areas is below our stand-
ards — about 89% of the space for current and future needs is being
provided, Desirably, planning standards indicate a need for 20 square
feet of central stores and storage per bed. I is sometimes contended
that as more sophisticated inventory policies are implemented, reduc-
tions can be made in relation to this planning standard. However, the
increasing use of disposable items and the resultant impact on central
stores and storage areas lead us to a contrary conclusion. Therefore,
we do not deviate from the projected need of 20 square feet per bed.

4. In relation to our recommendation to remove the 1923
structure, the storage areas in the basement of this building should be
relocated to an area adjacent to central stores. Also affected by the
removal of the 1923 structure will be the present entrance used for
receiving (the former main entrance to the 1923 structure). Our
proposals call for a receiving dock to be built on the first-floor level
in the area where the 1923 structure connects with the 1953 structure.
The receiving facilities, originally designed adjacent to the kitchen,
are inadequate since the ramp from grade level to the basement is
too steep and no platform is provided to ease the unloading of supplies
and equipment from delivery trucks. Furthermore, the location of
this receiving entrance is unsatisfactory since the delivery trucks
using it tend to block the ambulance driveway.

Plant Operation and Maintenance

5. Although the maintenance shops have more than adequate
space for present and future needs, they are located in a building which
is separate from the main hospital complex. The Maintenance Building
is located off Center Street to the rear of the 1923 structure, Further-
more, stairs must be traversed in order to reach the maintenance shops
which are above grade. This situation is not only inconvenient in rela-
tion to the transporting of equipment and furniture needing repair: from
the hospital building to the Maintenance Building area, but it precludes
the mbving of larger pieces of equipment and furniture to the shops
for repair. . : .
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76. Located in the Maintenance Building is a 40 kw. automatic
switchover generator. It appears that the emergency electrical service
provided by the generator supplies electricity to the necessary circuits
as described in Section 824 of the U.S. P.H.S's manual: General Stan-
dards of Construction and Equipment for Hospital and Medical Facilities.

. Two boilers, whose maximum working pressures are 160
pounds per square inch, are located in the boiler room which is adjacent
to the laundry in the basement of the 1953 structure. It was reported
that one boiler not operating at capacity can service the entire hospital
on the coldest days of the year. This complies with our standard which
calls for one fire boiler to act at all times as a back-up in emergencies.

8. Qur proposals provide maintenance shop space in the base-

ment of one of our proposed new additions. This arrangement would
eliminate the inadequacies of the shops as described above.

Central Personnel Facilities

79. More than enough space to meet current and future needs
is currently provided for central personnel facilities. However, the
male and female lounge and locker areas in the basement of the 1923
structure will need replacing because of our recommendation to remove
this wing. The male and female lockers and water closets in the base-
ment of the 1953 structure, however, are adequate. Our proposals call
for the personnel facilities in the 1923 structure to be relocatedadjacént to
those in the 1953 structure, thus centralizing them. We recommend cen-
tralized lounge, toilet, and locker facilities for departments such as
dietetics, housekeeping, laundry and maintenance since this group of
employees is generally expected to be uniformed. By centralizing these
facilities their duplication is minimized and their usefulness is maxi-
mized.

On-Call Rooms

80. Currently, on-call facilities consist of a bed which has
been placed in the doctors' lounge and locker room in the labor and
delivery suite plus a bedroom located on the third floor of the 1923
structure. Since the lounge and locker room was not designed with
enough space to accommodate a bed and since we have called for the
removal of the 1923 structure we have recommended an on-call room on
the third floor of the 1953 structure.
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OTHER PLANNING FACTORS

1. At this point we will attempt to conceptualize the acute
care program which we feel St. Mary's Hospital should develop. We
will also discuss other health services which should be considered in
future planning and the extent the hospital should commit itself to each.

2. Historically, the emphasis in general hospitals has been
on the expansion of acute, short-term service. Pressures of demand
from both community and medical staff have consumed a high percent-
age of available financial resources. Shortages of acute beds, avail-
ability of Hill-Burton and related financing, community interest, and
demand for acute services have relegated other programs to second
priority. Times are changing, however, and certain factors suggest
a more active participation’in new programs:

a. The philosophy of hospital services to the commu-
nity is broadening.

b. The interests of medicine are changing, with in-
creasing emphasis on total medical services.

c. The economics of hospital care have been a
source of national concern, with spiraling costs raising
questions as to the most effective method of meeting need
within a broad spectrum of community services.

d. Community pressures are focusing on the evident
imbalance of facilities and services between acute and
other hospital-oriented services.

3. Priorities for construction must always focus attention
on eliminating deficiencies and meeting the hospital's primary obliga-
tion to the community. However, it is necessary to consider the long-
range services which may be needed and the impact of board decisions
on all planning,

4, The first grouping of programs to be considered is re-
1ated to the concept of progressive patient care which has received
much recent attention in hospital literature. The total concept involves
divisions of patient care by degree of illness and type of nursing care
within the hospital, with coordinated extension of these services to
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extended and long-term care facilities, and outpatient and home care.
These divisions include: intensive care, intermediate care, minimum
care, extended and long-term care, outpatient care, and home care.

Intensive-Coronary Care

5. The hospital currently has no nursing areas assigned
for the specific use of patients needing intensive or coronary care.
Patients needing close observation are normally assigned to rooms
proximal to the nurses’ station. However, when a patient requires
constant observation and nursing care, he is assigned a private nurse.
This arrangement exists primarily because of the shortage of regis-
tered nurses in the area. With the limited number of these nu.'ses,
the hospital cannot justify staffing a separate intensive-coronary care
unit. Since this situation is expected to continue, we feel that the
present method of caring for the seriously ill should be continued.
Specifically, we suggest that these patients be assigned to a room
directly adjacent to the nurses' station. Preferably, it should be ac-
cessible directly from the station. Furthermore, the wall between
the nurses's station and the room should be partially filled with glass
to afford the adequate visibility of the patient. Besides these features,
life supportive and monitoring equipment should be stored in close
proximity to the room to permit quick accessibility.

6. In the event that local nursing shortages subside we
provide you with the following information relative to our planning
concept for an intensive-coronary care unit.

7. Our rule of thumb planning standard for such beds is
5% - 7% of total adult medical-surgical beds. However, if medical pol-
icies which have a significant effect on planning should change — such
as length of stay in coronary care — these percentages may need ad-
justment,

8. The design of these units has undergone some changes
which have improved upon facilities planned a decade ago. Our design
concepts call for:

a. Patients assigned to individual cubicled areas,
while maintaining visibility throughout the patient areas
and nurses station.
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b. Supportive areas, i.e., storage for special
equipment, clean and soiled utility, immediately avail-
able.

c. Oxygen and suction available to each patient,
d. Nurses station, which includes the charting

area and nurses toilet, centrally located.

e. Supplies delivered to the unit so that the nurses
do not have toleave the area.

f. Patient toilets conveniently available.
g. Adequate waiting area for relatives.
h. On-call space in immediate proximity.
9. We are seeking the separation of cubicled areas Qith

appropriate environmental control; visibility throughout the patient
areas and from the nurses station; and necessary utility, service -
and supporting areas.

10. There is sometimes a tendency to think of, and plan, a
coronary care unit as a separate entily. We concur in the need, but
believe that with the design features described above there is adequate
separation of patients on the basis of specific medical or surgical con-
ditions. If we then consider the design in terms of multi-bed modules,
there can be assignment of sections to either coronary or intensive
care. Adjacency provides flexibility for census fluctuations, and the
total operation can be under the administrative umbrella of an ICU-
CCU supervisor. There is a need for both separation and interrelation
of these sections.

11, Finally, there is sometimes the temptation to develop
an intensive care section adjacent, or close, to the recovery room.
We oppose this concept for the following reasons:

a. The recovery room experience is a short emer-
gency episode while intensive care may last several
days.
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b. The recovery room is oriented to anesthesiology
while ICU~CCU is nursing oriented.

c. The recovery room is a surgical unit, while we
believe in centralization of surgical and medical services
in the ICU-CCU.,

d. ICU-CCU introduces possible infection in the
operating room area from visitors, etc. Conversely,
surgeons and anesthesiologists should not be tempted
to enter ICU-CCU in operating room dress.

e. Nursing and physician assistance is more readily
available at night when the unit is not isolated.

Intermediate and Minimum Care

12, In planning future intermediate care nursing units we
have provided a total of 93 beds in our proposals. These beds are dis-
tributed among a 51-bed medical-surgical unif; a unit with one nurses sta-
tion and nursing service core area, but which is designed for 24 medi-
cal-surgical and/or extended care beds and 10 pediatric beds; and an
8-bed obstetrical unit.

13. There are features relative to our designing of the units
which need explaining. As described in a previous section of the re-
port, we suggest that the"1923 structure be removed because of its
nonfire-resistive construction. Thus, all the beds in this building will
have to be replaced. With this planning premise, we have used the
1953 structure as the basis for the hospital's future physical develop-
ment. The second floor of this structure currently accommodates a
31-bed medical-surgical unit. Through the remodeling of this unit
and the addition of a wing to the southwest and southeast of the 1953
structure, we have been able to expand the size of this unit to our pro-
posed 51 beds — all of which are designated as medical-surgical beds.

14. Moving to the third floor of the 1953 structure, we find
that while it now has only 10 obstetrical beds and 8 beds assigned for
use by clean gynecological patients, our proposals call for its expan-
sion to include one unit with 34 beds and another unit with 8 beds. The
increase ‘in this unit's size is accomplished by the above-mentioned
wings added to the 1953 structure and through the enclosure of the roof
at the southern end of the building.
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15. Our concept of the planning of the nursing units on this
floor is somewhat unique. Except for a few essential physical changes
and the changes in the bed complement, we have left the obstetrical-
gynecological unit intact. We suggest, then, that it be used primarily
as an obstetrical unit in the future and have its own nursing staff and
nursing service facilities. However, should the obstetrical census
decline, clean gynecological patients could be admitted to the unit.

On the other hand, should therebe a need for more obstetrical beds
the patient rooms immediately adjacent to the unit could be utilized.
This flexibility will accommodate census fluctuations without the need
to overextend the size of the obstetrical unit.

186. Lastly, through the use of design techniques, we have
provided a unit with a total of 34 beds adjacent to the obstetrical unit.
This unit will be capable.of servicing pediatric, extended care (more
will be said about this level of care later.on in this section of the re-
port), and adult medical-surgical patients from a single nurses station
and without the need to duplicate nursing service facilities such as
utility areas, pantries, lounges, etc. This has been accomplished by
providing the proposed expanded area of the present third floor and the
southwest addition to this floor with the necessary facilities as required
by Medicare legislation for extended care units. Since these require-
ments are greater than those for a typical medical-surgical unit the
unit automatically meets federal standards for medical-surgical care.
Thus, depending on the circumstances, this section of the unit can be
utilized entirely for extended care or medical-surgical patients — it
can also be used by both types of patients at the same time.

17, As for pediatrics, we propose that it be accommodated
in the southeast addition to the third floor. With this arrangement there
is also the capability of medical-surgical and/or extended care patients
to utilize this area as the census dictates.

18. In planning these units we attempted to integrate as
many nursing units as possible in order to get larger units. We have
been successful in this goal insofar as we have accommodated essen-
tially the same number of beds in three units rather than four — the
current number. We feel that the following advantages are inherent
in our planning strategy:
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a. There is a conservation of professional person-
nel time. The hospital could operate with fewer regis-
tered nurses, with adequate licensed practical nurses
and back-up service from nurse aides.

b. With small nursing units, a fluctuation in patient
census has a greater impact on nursing personnel, with
periods of high or low occupancy affecting the hours of
patient care per nurse to a greater degree than when
units are combined as much as possible,

c. There are also more available personnel per
unit which makes better coverage of the total unit pos-
sible, in the event of an emergency or absenteeism.

d. There need not be duplication of facilities such
as nurses stations, utility rooms, treatment rooms,
solariums, etc. Some areas might need to be slightly
larger but there is an economy in construction and in
the reduction of duplication of equipment.

e. In smaller units head nurses become involved
in bedside patient care, which prevents the development
of unit management as a full-time job. This would be
less prevalent on the units as we have designed them.

f. With the larger-units there is a reduction in
their number, contributing to better control of supplies
and inventory.

g. There will be fewer stops for doctors, with
fewer people to be contacted regarding the care of their
patients.

h. Food service can be improved.

i. There will be a volume of work to justify the
hiring of competent clerical help.

i. The nursing program can be improved, by pro-
viding:

1) Better supervision.
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) Uniformity of procedures.

3) Standards of supply and equipment.

(4) Improved orientation.
(5) More constant personnel patterns.
k There is a greater capability to accommodate

census variations for the various inpatient services.

19. All factors are important, but the overriding consider-
ation is the use of the most expensive commodity — people.

20. Minimum or diagnostic care has had varying degrees
of success, and there seems to be an inverse correlation with distance
and utilization. For example, the primary success has been in such
facilities as Veterans Administration hospitals, where convalescent
care and great distance to patients’ homes prevails; in major centers,
such as the Mayo Clinic, where difficulties of travel from the patients'
residences are substantial; or where there have been guiding forces
in both medicine and administration to create a demand.

21. In more localized service areas we believe this pattern
may partially represent an economic accommodation to provisions of
hospital insurance coverage. As these provisions change to permit
greater use of diagnostic facilities on an outpatient basis, will the
demand be reduced? Also, does it make sense to provide a completely
separate unit in a period of potential change ?

22. In any event, we do not support the total concept of pro-
gressive patient care, with the constant movement of patients through
several units within a relatively short period of time. Assignment of
patients with selected types of nursing needs, and possibly preopera-
tive care, to a specific nursing unit might be appropriate, but we would
avoid transfer near the end of acute hospitalization merely because of
some theoretical economies.

Extended and Long-Term Care

23. 1t is important to identify, with greater precision,
specific needs for extended and long-term care. Needs for services

495-091 O - 74 - 34
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vary. Lack of an accepted definition results in a wide variation of
planning bases. Therefore, there must be differentiation within the
complex of services needed. Our attempt to define the terms follows:

a. Extended Care - Care of patients who can best
benefit from skills and facilities available within the
general hospital. The program must be of a dynamic
nature and emphasize rehabilitation or definitive medical
care and relatively early discharge. A unit of this type
cares for patients who can derive positive benefit from
the hospital's services including skilled nurses and phy-
sicians. One of the purposes of the unit is to free acute
medical and surgical beds for use by more acutely ill
patients, while also providing a continuing program of
specialized care, on a short-term basis, to patients
who need special facilities.

b. Long-term Care - Care of patients requiring

an institutional nursing or boarding home setting after
their conditions are stabilized or during terminal ill-
ness. There are also gradations of long-term care to
consider, such as for those patients requiring skilled
nursing care under medical supervision as against those
requiring mainly personal attention and routine bedside
care, or those in need of minimal care in a controlled
unit.

24, We then proceed to the specific consideration of needs
for each type of service in your hospital.

25, Extended Care - While the hospital service area is cur-
rently without any extended care facilities, we note that in recent
years many physicians, hospitals, and community and government
agencies have awakened to the long-neglected needs of the extended
care patient. This has come about, in part, as a result of the fol-
lowing factors:

a. The number of people over 65 years of age is
increasing and, while the need for extended care is not
limited to that age group, there is a strong correlation
between longer hospital stays, older age, and potential
for transfer to extended care.



525

EBzhibit No. 20—Continued

SMC 3-9

b. Advances in medicine have provided us with
methods for slowing or arresting the development of
some degenerative conditions hitherto relegated to the
progressive and intractable category.

c. There has been recognition of the need to pro-
vide a balance of care in the community and to fill the
existing gaps in the overall spectrum of services.

25, Most general hospitals have provided only acute care
facilities in the past and have depended on nursing homes to provide
the often-required next step. Generally, there have been no gradations
in between. Where the need for rehabilitative care has been recog-
nized and the facilities available, it frequently has been provided in
acute care beds. The continual increase in patients requiring rehabili~
tative care makes it desirable that facilities be provided which are
suited to their use and do not infringe upon the needs of acute care
patients.

26. Now that federal funds are being made available for
construction and operation of extended care units, it is becoming
more feasible for general hospitals to actively plan inclusion of this
category of care within their total programs.

217, As for the scope of extended care that you, as a general
hospital, should strive to provide, we make the following comments:

a. Freestanding nursing homes will continue to pro-
vide the bulk of care for stabilized elderly, infirm people
who need little more than a physician's occasional exami-
nation and custodial nursing care.

1

2371

b. Chronic or long-term hospitals are probably best
suited to handle those patients whose conditions are both
chronic and unalterably degenerative.

c. The general hospital extended care unit should be
concerned primarily with patients who can best benefit
from the skills and facilities available within the hospital.
The program must be of dynamic nature with emphasis on
rehabilitation or definitive medical care and relatively
early discharge.
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28. If this concept is accepted, it follows that the need is
directly related to the aciite care program of St. Mary's Hospital,
and the type of patients who are admitted and who would benefit by -
an extended care program. In terms of physical plant relationships,
there should be direct connection between the extended and acute care
units to permit movement of patients and provision of services without
going outside the building or buildings involved.

29. Also implied by the above statement is the fact that
extended care services are offered subsequent to a period of acute
care; entry to this service then becomes a matter of patient transfer
rather than outside admission. Just as extended care protects the
use of acute care beds, so must it be protected against the congestion
which would result from admitting the stabilized or terminal patient
who requirés nursing home type care. The use of this unit should
also be subject to the supervision, standards and review mechanisms
of the medical staff.

30. What are some of the advantages of a hospital-oriented
extended care unit ?

a. - Physicians are available in case of emergency
and for continuing care.

b. The general hospital has overall nursing super-
vision and a more constant supply of qualified nursing
personnel for-patients under the supervision of the
medical staff twenty-four hours of the day.

c. All treatment facilities of the acute general
o - hospital are immediately available.

d. Duplication of expensive facilities can be avoided
for the community.

e. More specialized services,.such as dietetics and
physical medicine, are available.

£ It provides ‘a greater flexibility of bed use; with
ready transfer possible between the acute and convales-
cent sections of the hospital.
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31. It is also important to emphasize that you — as responsible
hospital leaders, and we — as planners — must continue to find new and
better ways of providing necessary services in the most effective manner.
These services must benefit the patient and conserve financial resources,
and do so with the most efficient staffing patterns. One rule of thumb
guide is that the rate structure for a hospital's extended care program
can be estimated at between 60% to 66-2/3% of acute care hospital costs;
nursing home care will approximate 60% of extended care costs.

32. We are, in effect, tying this concept of extended care to
acute care needs. This is based on some recent studies of selected hos-
pitals which have shown that approximately half of all patients who re-
main in a hospital for 21 days or longer could be cared for in an alternate
type of accommodation. This point is further illustrated by an analysis
we did of all patients who remained in St. Mary's for 21 days or longer
for the year 1968. The results indicated that approximately 20% of the
total number of patients cared for that year could have benefited from
an extended care program.

33. While we are convinced that an extended care program
should be implemented by the hospital, our planning decisions were in-
fluenced by concern for the ability of the hospital and community to fi-
nance such a program and the uncertainty as to whether the abnormally
low utilization patterns that the hospital is now experiencing in relation
to its adult medical and surgical services will reverse themselves in
the future. Our final decision, then, is to design a 24-bed section of 2
nursing unit so that it will conform to federal standards governing the
construction of extended care facilities. (This is explained earlier in
this section of the report.) The 24-bed section will also be available
for use by medical-surgical patients. Thus, depending on the prevailing
circumstances, the beds at a given time may be used entirely by extended
care or medical-surgical patients, or there may be a mixture of both
types using them. ’

34. Long-term Care - Other than the 33-bed long-term care
unit (geriatric unit) operated by St. Mary's, there are no other such
facilities in the hospital service area. Thus, in light of a 1968 estimate
by the State of Illinois Department of Public Health of a need of 75 long-
term care beds for Alexander and Pulaski Counties alone, there appears
to be a shortage of such beds in the area.

35. We do not, however, suggest that the hospital commit
itself to a program of providing the entire number of long-term care
beds to meet this theoretical need. If such a program were instituted
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it might have a deterrent effect on the planning of your primary responsi-
bilities through the dilution of finances and/or board interest. Further-
more, we note that the economic deterrents in the operation of long-term
care units have not been entirely removed. This, together with the fact
that a large portion of the hospital's patients are medically indigent,
could put the hospital in an uncomfortable financial position if it over-
extended itself in a long-term care program.

36. We are confident, however, that the implementation of
our proposed extended care program will do much to help alleviate the
theoretical need for additional long-term care beds. Thus, if the hospi-
tal continues to operate its long-term care program with the present
number of beds, and adopts our proposed extended care program, health
needs of the elderly in the area will be substantially met,

31. As for the physical facilities we propose for long-term
care, we suggest that, in view of our recommendations to remove the
1923 structure, a 26-bed long-term care unit be provided on the second
floor of the nurses home. This would involve relocating the Sisters'
living quarters and remodeling the floor. Additionally we have proposed
a tunnel connecting the hospital to the nurses home so that diagnostic
and treatment facilities and services will be easily accessible. Since
this tunnel would protrude above ground, we suggest that steps be taken
to assure the closure of Cross Street. We feel that the closure would
be feasible since it is not widely trafficked. Even more important, it
is not a thru-street — it terminates at Cedar Street.

38. In summary, while we have outlined a program for your
commitment in both extended and long-term care, we suggest that you
make a thorough study of the demand for extended care and its effects
on-your overall utilization patterns. Also, as other agencies — private,
nansprivate, or government — succeed or fail to pick up the long-term
care.responsibility, you can more logically evaluate your long-range

. involvement in this area of care.

Home Health Care

39. It was reported that a Sister, who is'a professional nurse
specially trained in home care, has recently begun to implement a home.
care program at the hospital. We fully endorse this effort .and encourage
its progress. Inthe hope. that the hospital will benefit by our experi-
ence with such programs we have included the subsequent remarks.
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40. We note that the home care programs which have been
in existence have had only varying success. Economic and social pat-
terns, distance and density of population, soundness of sponsorship,
and type of medical practice all have had effects on their success.

41, In the most simple context, home care is the provision
of health care at home. The concept is based on a physician-directed
and hospital-coordinated program involving a broad range of nursing
and other diagnostic, therapeutic and social services related to the
needs of a select group of patients who require continuing attention but
not hospitalization or institutionalization. The hospital seeks out or
provides the supporting service requested by the physician. It cannot
be inferred that this can be a substitute for direct medical or hospital
care when indicated, but its proponerts suggest that it can further the
retention of independence on the part of the partially infirm.

42. The focal points of any health care program are the pa-
tient and physician and no effort can be successful without medical staff
interest. The benefits of such a hospital-based program are multiple:

a. To the patient - it can further the retention of
independence on the part of the partially infirm, rec-
ognizing that such a program is not 2 substitute for
direct medical or hospital care.

b. To the community - it uses professional services
in the most effective manner, thus overcoming some
problems caused by shortages of medical, nursing and
paramedical personnel.

c. To the hospital - there is the image of a compre-
hensive community health center, generated by an inter-
ested medical staff and hospital which have associated to
offer a continuity of service — both in-and outpatient —
and finally, a home-oriented care service.

43. The hospital participation could extend to a variety of
services which could include:

a. Nursing care and/or nursing supervision — this
could be coordinated with the Tri-County Health Depart-
ment's visiting nurse service.
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b. Availability of hospital laboratory, radiology,
and inpatient services.
c. Physical,. occupational, and speech therapy.
d. Appliances, equipment, and sterile supply service.
e, Transportation service.
i Homemaker-home health aid service.
g. Nutritional guidance.
44, Because of the relatively recent interest in this type of

service, beyond the pioneer programs, there is no secure measurement
of its potential. However, space needs in the hospital are nominal and
thus there is no irrevocable commitment to single-purpose facilities.

45, Office space is required, a nurse, and a clerical assis-
tant. The clerical assistant could easily be shared with other ongoing
hospital activities. What is important is to have someone available
at all times to handle home care business by phone or in person and
to keep track of the necessary records and requests. The nurse prefer-
ably should have public health experience and teaching ability. (As was
mentioned above, the hospital is fortunate to already have such a person. )

46, We are not inclined to be dogmatic about sponsorship of
such a program. I it is more propitious to integrate your service
with those of the Tri-County Health Department while operating from
a hospital base, this could be satisfactory since efforts would not be
duplicated. If a hospital program seems more appropriate, this would
also be satisfactory. The important point is to have medical adminis-
trative supervision, (this is usually accomplished by an appointment
from the medical staff of a doctor who participates regularly in program
activity); a continuity of interest, and a hospital base for coordination
of the program.

Physical Medicine

47. One of the services which has potential for considerable
expansion is physical medicine. Community medical services have
drastically changed in emphasis in recent years, providing an entire
new scope of health service responsibilities related to rehabilitation
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services. This would assume even more importance should you become
committed to a program of extended care. As medicine changes, the
need for restorative programs which will alleviate or reduce physical
disability must expand.

48. Our second observation is that there is need for a com-
prehensive medical direction to the program. The nature of special
services, such as physical medicine, requires that there be an initial
medical staff interest and sustained medical direction. We recognize,
however, that the small population base of your service area makes it
impractical to expect to attract a physician specifically to head the physi-
cal medicine program. Thus, we suggest that an effort be made to
plan jointly with other hospitals in the surrounding area to provide medi-
cal supervision for physical medicine, hopefully by a board certified
physiatrist, adequate tomeet the needs of the participating hospitals.

Mental Health

49, The Alexander Pulaski Mental Health Association has a
facility, the Community Service Center, which is located on the first
floor of the nurses home. On an agency, self, or physician referral
basis the Center offers outpatient care primarily in the form of follow-
up care, individual consultation, and supportive group therapy. We
consider these services vital to the community, particularly in light of
the marked trend away from traditional dependence upon inpatient insti-
tutionalization and toward a broad scope of coordinated services. We
strongly encourage future cooperation between the Center and the hos- 7
pital. :

43

50. As for inpatient psychiatric facilities, we note that the als
prime source of this type of care for patients in your service area is <7
in the state hospitals. No inpatient psychiatric facilities are available in
the service area, although on rare occasions a manageable psychiatric
patient is admitted to St. Mary's Hospital and put in a private room for
a short stay — usually overnight — or until he can be transferred to a
state hospital or other institution having psychiatric facilities.

51, Inpatient psychiatric programs center around strong di-
rection and utilization of a medical staff complemented with a psychi-
atrist. The primary element, then, for such a program is a psychi-
atrist experienced in the inpatient management of psychiatric patients.
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Since it would not be practical or reasonable to expect to attract a psy-
chiatrist, considering the size of your service area, we suggest that
you continue referring persons needing inpatient psychiatric care to
other hospitals providing such services. The only provision you should
makeas far as facilities are concerned, is a few rooms on a medical-
surgical unit, with detenticn screens and greater emphasis on preven-
tion of sound transmission to other areas by noisy patients. A viewing
window in the door and special hardware and fixtures designed for use
in psychiatric facilities should also be provided for these rooms. Their
primary use as psychiatric facilities should be limited to the patient
awaiting transferral. The rooms should be available for use by medical
and surgical patients when not otherwise needed.

Public Health

52, The role of the hospital as a leader in community health
education and health activities is a logical and desirable one. This is
particularly true when there is, as in your case, only one acute care
general hospital serving the area. The hospital with its medical facili-
ties and skilled personnel provides a nucleus around which various
health programs can be implemented. The hospital whose main role
is directed towards the inpatient is complemented by the public health
services provided primarily for people outside the hospital.

53. Locally, the Tri-County Health Department is filling
this complementary role as it is responsible not only for the surveil-
lance and control aspects of environmental sanitation but also for medi-
cal, dental, and public health nursing programs. The Health Depart-
ment is presently based on the first floor of the nurses home. Included
in the programs provided by the Health Department are:

a, Public health nursing.

b. Venereal disease control.

c. Rheumatic fever control.

d. Communicable disease control.
e. . Poison control,

f. Tuberculosis control,

L BN
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g. " Prenatal clinics.
h. School health programs.
i. Crippled children's clinic.
j. Dental clinics and education programs.
k. Environmental sanitation.

54, The important planning factor in this case is that the
hospital and Health Department strive to coordinate their programs so
that each can complement the other. It is only through such efforts
that health programs can be developed and strengthened and the ineffi-
ciencies of duplication prevented.

55. Also, we feel that the present location of the department
is satisfactory; in fact we encourage such arrangements. With the sub-
stantial increase in the number and variety of health disciplines and the
number and variety of individuals working toward a common community
goal, inadequate intergroup communication, possible overlapping of
effort, and confusion in the public's mind as to which community services
are available,can easily occur. The centralization of these community
health services, on the other hand, provides the hospital service area
with:

a, A patient-centered approach emphasizing the com- ! T

mon goal of these organizations. 4
5

b. An ease of interchange of thought between groups T
as to present programs and future plans. !

c. A cooperative approach which will maintain full
utilization of community resources.

d. A convenient-location for the public in dealing
with these groups.

e. A centralization of community educational activity
for a more effective community approach.
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Physicians Office Building

56. While we are aware that the city of Cairo owns property
adjacent to the hospital's site which it intends to eventually use for a
medical arts building, and that there currently appears to be little inter-
est among the physicians on the hospital's staff for a physicians office
building, we nonetheless make the following comments in the hope that _
they will be useful in your long-range planning.

57. The traditional patterns of outpatient care involve the
physician and his patientina privite office setting; as hospital loyalties
are established, this private practice has an obvious impact on the
hospital involved — both in terms of patient admissions and physician
participation in the total hospital program.

58. The changing needs of medical practice and its depend-
ence on hospital resources have made proximity of offices to the hospi-
tal-based skilled staffs and essential complex equipment increasingly
important. Also, the administrative and committee responsibilities
of staff membership, along with the extent of continuing education com-
mitments, are continually increasing because of standards established
by the various accrediting bodies. Thus, there are many advantages to
physician and hospital in the growing trend toward provision of physi-
cians office buildings in close proximity to hospitals.

59. The.advantages to the physician in a professional office
building owned and operated by the hospital on hospital property can be
summarized as follows:

a. Improved utilization and concentration of the
physician's time, permitting increased productivity and
income, with reduction of noncompensated driving time.

b. Services of colleagues readily available for infor-
mal discussion, consultation or referral.

c. Complete diagnostic facilities readily available,
resulting in less need for physicians to invest in major
equipment,

d. Greater accessibility to hospitalized patients,
permitting more frequent bedside visits and better super-
vision of care.



60.
for example:

535

Ezhibit No. 20—Continued

3-19
e. Less difficulty in attending medical staff, depart-
mental, committee and other meetings.
f. Convenience of visiting medical records depart-

ment to complete medical records during free time be-
tween office appointments.

8. Greater ability to respond rapidly to inpatient
emergency calls or calls for the emergency department.

h. Facility in arranging emergency admissions from
the office, with patients more likely to consent to imme-
diate admission since transportation is not a factor.

i. Number ‘of cancelled office appointments reduced,
since an emergency in the hospital may cause delay but

. seldom requires postponement to another day.

i Increased prestige through association with the
community health (medical) center.

Many of the above are also advantageous to the hospital;
a Bringing the physician to and keeping him near

the hospitalized patient, making possible improved pa-
tient services in all clinical areas. !

. b. Increased supervision of personnel involved in

patient care activities and more time devoted to their
educational programs.

c. Improved utilization and increased potential of
hospital diagnostic and ancillary facilities.

d. Increased availability of physicians for consul-
tation.
e. Improved overall integration of health resources,

avoiding duplication of facilities and personnel in some
areas.

f. Hospital image in the community enhanced by a
medical center concept.
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61. Two groups of physicians will be interested in such of-
fice development. First,those on your staff who are not permanently
or adequately located. Second, new physicians who begin practice in
the area would also find such an arrangement advantageous; the avail-
ability of office space adjacent to the hospital will assist in attracting
them.

62, The disadvantages of commercial, individual or multiple-
physician sponsorship can be avoided. Commercial development, in
the first instance, is related to the corporate profit motive which may
not be in accord with the hospital's long-range interest. Individual
ownership permits a dominant position which could be reflected in poten-
tial problems with the medical staff and its administration. Multiple-
physician ownership has many difficulties of organization and subse-
quent adjustments as there are changes or deaths within the original
sponsorship group. None offer the advantages of objective and orderly
development. Therefore, we specify hospital ownership because:

a. The hospital as a corporate entity can assure con-
tinuity of ownership of the building, obviating difficulties
in settling the interest of a part owner who dies.

b. Building management more likely to be under-
standing of physicians' needs.

c. Office space may be offered to all members of
the medical staff in good standing and not be restricted
to a privileged or "in" group.

d. Office building development can be based on
hospital medical staff need, providing additional office
units as demand increases.

€. Physicians, who are generally not skilled in bus-
iness practice, need not spend valuable professional
time on details of building management.

f. Hospital services, such as housekeeping and
maintenance, can be extended to the professional build-
ing for greater efficiency, economy of operation, and
better supervision of work force.
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g. Availability of the hospital's professional ser-
vices can avoid duplication of expensive equipment in
the physicians office building.

h. Ownership by a non-profit corporation may obvi-~
ate the payment of real estate taxes on the professional
building in some localities.

63. Development of a professional office building should not
be undertaken on the basis of a unilateral decision by the governing
board. It should be planned in consultation with the medical staff and
only after a suitable number of physicians have expressed interest.

64. Prior to surveying medical staff interest in such an
office building, you should have preliminary sketches and a proposed
location. These should be presented at a meeting expressly held to
explore the subject. It would then be appropriate to send a letter and
questionnaire querying staff interest.

65. In conclusion, we stress that the development of such a
building should be separate from and without the benefit of public financ-
ing. Availability of loans is substantial and initial local commitments
could well be a small percentage of total costs. Given these premises
there obviously must be provision for amortization. Also, there could
be a directed purpose for any profits which may arise, as initial finan-
cial commitments are reduced. Perhaps this could be related to medi-~
cal staff expenses for education, travel or other such purposes, or for
special equipment which might otherwise place an undue strain on the
hospital operating budget.

Physician Recruitment

66. The practical problem involved in attracting physicians
to your community is caused both by their limited availability and your
rather marginal population base. This does not, however, imply that
it is impossible to attract a reasonable representation of the physicians
needed. It will however, require a diligent, positive campaign with
specific steps outlined to attain your goals. We realize that there may
have been past efforts to attract more physicians and certain specialists
to the community, but you might consider the following as a guide for
a structured recruitment program.
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6. The first task is to define and agree on the basic objective
of recruitment in terms of numbers; namely, the balance of family physi-
cians and specialists to serve the community best, and the type of spe-
cialists needed. Also to be considered are the age limits which are de-
sirable,, compatibility of interests, and other related matters.

68. The composition and age of a future medical staff are
factors which are often neglected in present-day planning. It is sug-
gested that you create a five-man ad hoc committee to study the prob-
lem, including: two physicians; two members of the advisory board
and one person from outside the community, knowledgeable in health
affairs and needs.

69. The committee should be charged with the task de-
scribed above — determining how many new family physicians should be
recruited; how many specialists, and what type; whether the community
is large enough to support these patterns of care; will there be referrals,
etc.

70. The ad hoc committee should send its recommendations
to the medical staff and governing board identifying the number and
types of men who should be actively recruited. This approach could
be called "selective recruitment. " Agreement should be reached through
a joint conference committee.

1. A recruitment committee should be established with
representation from the medical staff and advisory board. Efforts
should be made to contact professors in ‘selected medical schools whose
instructional objectives include the preparation of physicians for areas
such as yours. They might know which graduates are seeking a new
location for their practice. A reprint of an article published in the
September 1968 issue of Modern Hospital deals with the approach to
recruitment, and is included on the next page for your reference:
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Medical Staff Forum

Anthony ]. ]. Rourke, M.D.

Here are 10 questions
staff applicants may ask

Selective recruitment of a staff
physician requires not only spec-
ification of what the hospital is
seeking in terms of age, training,
field, and so on, but also specifica-
tion of what the hospital has to of-
fer and the ability to tell the right
people. This process excludes ap-
plicants looking for a place to re-
tire or those who have failed else-
where.

There is no better first step for
a recruitment committee than to
try to put itself in the place of
the prospective
applicant  and
anticipate what
questions he will
ask.

o Will I be wel-
comed by the
medical staff or
will I have to
fight fo: a living

Dr. Rourke

the first few years?

o Is the town large enough to sup-
port my field?

o Do the medical staff, governing
board and administrator think there
is a need for my type of physician?
* What kind of town is the hospital
located in — residential, industrial,
college? .

o Is the hospital progressive? What
size is it? Is it accredited? Is it in
old or new buildings? Does it have
an intensive care unit, extended
care facilities, an outpatient depart-
ment, and postoperative facilities?
» Is there good schooling available
for my children?

e What kind of recreational facili-
ties does the town offer?

® What churches are present?

o How far is it to the large metro-
politan centers?

Dz, Rourke {3 a bospital consultant with
coffices o New Rochelle, N.Y.

MODERN HOSPITAL

485-091 O - 74 - 35

® Is this an area of the country I
can spend the rest of my life in?

These are the kinds of questions
that should be answered by the re-
cruitment committee before they
are asked,

In recruiting specialists, one
source of information is the direc-
tors of residency training in a spe-
cific field. There appears to be an
ongoing contact between the direc-
tors and men who have served resi-
dencies under their guidance.

A letter should be addressed to
each director outlining what you
are seeking, why you believe your
town can support such a man, and
that the medical staff has éndorsed
the project. To give further evi-
dence of agreement, the letter
should be personally signed by
the president of the medical staff,
the president of the governing
board, and the administrators.

Accompanying this letter should
be a leaflet or folder with some top-
grade photography and text which
would hold answers to such ques-
tions as those listed above.

You may be seeking a man who
is opening his first office. If so, the
directors of training in the field
know the men who are about to fin-
ish, You may be seeking a man with
a few years of experience. These
same directors of training know of
former residents who would like to
relocate.

Once the applications are re-
ceived, be sure to invite the ap-
plicants and their wives to visit
your town and hospital.

Keep in mind, however, that
there is no formula for complete
success in picking people, but that
a selective process has a greater
chance for success than the happen-
stance approach. "

SEPTEMBER 1688

3-23
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72. We also note the value of subsidy as an attraction in
recruitment. Such an inducement is sometimes opposed by those "who
made it themselves. " But times are changing and this can be one addi-
tional bit of evidence that a new physician will be welcome. What form
could this subsidy take ?

a. There could be a three-to-five year guaranteed
income with each year's subsidy at decreasing levels,

b. New physicians could be allowed to cover the
emergency room on a fee-for-service basis, with
appropriate medical staff policies.

C. Housing, automobile, office, or fringe benefits
could be made available for a specified period.

3. It is as important to add to the number of physicians at

St. 'Mary's Hospital in an orderly approach and to attain some balance
of clinical interest as it is to add to hospital buildings.

Trusteeship, Ownership, and Planning

74, At this point we would like to comment briefly on the
hospital’s potential commitment to the recent findings of the Catholic
-Hospital Association's Task Force Committee regarding trusteeship,
ownership, and planning.

5. The Committee's findings on trusteeship are quoted as
follows:

"1l. The board of trustees of a Catholic-sponsored health
care institution is legally and morally bound to conduct the
affairs of the corporation in the best interests of the patient,
the public, the institution, and the sponsoring group.

"2, The board of trustees is responsible for every facet of
hospital operation, including the quality of medical care provided,

"3. The board of trustees has the serious responsibility to
appoint qualified physicians and to approve appropriate privi-
leges.
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"4, The board of trustees should appoint a qualified admin-
istrator. ’

"5, The board of trustees should give a report regularly of
hospital operations to the publics they serve.

"g. Development of centralized services by a sponsoring
group necessitates the involvement of boards of trustees of
health care institutions with respeet to providing these services.

"7, The board of trustees should have lay representation
from the community served.

"8, Qualification for board membership applies equally to
laymen and religious. Membership should reflect a diversity of
talents such as knowledge of patient care, community health
needs, governmental relations, finance, management, and reli-
gious values."

76. We note that the hospital has already taken a formidable
step, through its appointment of an advisory board, in giving the local
community the opportunity to voice its opinion in regard to the planning
and operation of the hospital. This board is not responsible for the
operation of St. Mary's nor does it have the power to execute policies;
it is, nonetheless, a significant stepping stone in the formation of a
board as envisioned by the Task Force Committee.

1. While we concur with the committee's findings, we also
recognize the present social climate of the community. Therefore, we
suggest that the hospital have as a goal the implementation of the above
findings on trusteeship. However, the full realization of such findings
should come about only after it has become evident that the thinking of
the total community can be represented by the trustees. Regarding
ownership, we list the following findings of the committee on this
subject:

"1. Catholic-sponsored health care institutions are private
corporations to be operated in the public interest as community
health care facilities.

"2, Catholic-sponsored health care institutions must recog-
nize the growing public accountability of all health care organi-
zations.
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""3. The sponsoring group and the health care facility are
separate entities with distinct legal purposes and responsibili-
ties.

"4, Health care facilities under Catholic auspices should be
incorporated separately from the sponsoring group.

"5, The sponsoring group must define its objectives in spon-
soring a health care facility. The degree of corporate control
must be consistent with its defined objectives and with the local
circumstances.

"6. Control by the spoilsoring group may be exercised through
the charter and bylaws of the health facility, through corporate
membership, or through membership onthe board of trustees.

"7. The securing of capital financing should be the responsi-
bility of the health care institution. Any funds loaned to the
health care facility by the sponsoring group should be secured
by appropriate legal instruments. "

78. Our only comment in reference to the above findings.is
that while it was reported that the Sisters® religious community has
been moving toward local boards in the control of their hospitals, we
suggest that the Sisters retain the right to select and appoint the auditor
and the right to buy and/or sell property.

9. We conclude with the Committee's findings on planning:

"1, A board of trustees of a Catholic-sponsored health care
institution must have a long-range plan which should be updated
on a regular basis. Such planning should include the determi-
nation of community needs for services, financing, staffing,
and facilities.

"2, Catholic-sponsored health care institutions have a con-
tinuing responsibility to participate with recognized agencies
in the planning of personal health services.

"3. Members of the board of trustees, medical staff and
administration of Catholic-sponsored health care institutions
should seek involvement in community and regional health plan-
ning activities. :
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"4, Administration has a responsibility to keep the board of
trustees fully informed of needs to be considered in developing
plans for the institution. ’

."'5. The sponsoring group should be periodically informed
of the health care institution's plans by the board of trustees.

"6. Planning among Catholic-sponsored health care institu-
tions within the context of community-wide planning is a sound
practice.

"7, The religious congregation should have a definite plan
for the assignment of its personnel to the health field."

80. The Committee noted that while planning will no longer
be optional, but mandatory — thus limiting the autonomy of the indivi-
dual institution — it will nonetheless offer a better way for Catholic-
sponsored health care facilities to discharge’their public trust. Further-
more, it was noted that planning agencies should not be fought but di-
rected by the active participation of the members of the Catholic-
sponsored health care facilities.
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TABLE 1

ANALYSIS OF RESIDENCE OF PATIENTS DISCHARGED 1/
1968

1968 Admissions Percent
Estimated 1968 Per 1,000 Distribution of
Po pulationg Discharges Population 3, / Admissions
Total Weighted Hospital
Service Area4/ 22,800 1,927 84.5 100. 0%
Primary Aread/ 17, 200 1,291 75.1 . 67.0
Secordary Area 6/ 20,800 419 A 20.1 21.1
Out of Area - 217 - 11.3
1/ Residence data is based on a 20% sampling of 1968 discharges for St. Mary's Hospital.
3/ Based on: a. Data asfound in A Comprehensive Long-Range Development Plan, Delta Region, Illinois, 1967

for those areas in Illinois which are in the service area. .\

b. Our estimation and projections of past population trends for those areas in Missouri which are
in the service area.

3/ Because of the insignificant variation between admissions and discharges, we refer to the rate as admissions

~ per 1,000 population to permit a continuity in our use of terms and comparative analyses.

4/ Includes 100% of the primary area population plus that proportion of the secondary area population which

- equals the percentage relationship of the secondary area to the primary area (26.8%).

§_/ Includes Cairo, Mounds, Mound City, America, Cache No. 1, Cache No. 2, Olmsted, Pulaski and Villa Ridge
precincets. .

§_/ Includes Grand Chain, Olive Branch, Sandusky, Tamms, Thebes, Ullin, Santa Fe, Miller and Unity precincts

in Illinois, and Ohio, St, James, and Tywappity townships in Missouri. =
=
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TABLE 2
ACTUAL, ESTIMATED, AND PROJECTED POPULATION STUDY
1940 - 1985
Actuall/ Estimated 2/ Projected 2/
1940 1950 1960 1968 1970 1975 1980 1985
Weighted Hospital )
Service Area 32,593 29, 476 24,076 22,800 22,900 23,900 26,000 . 31’.700

.

l/ Source: Bureau of the Census, 1960 Census of the Population.

3/ Based on: a. Data as found in A Comprehensive Long-Range Development Plan, Delta Region, Illinois, 1967
for those areas in Illinois which are in the service area.

b. Our estimation and projections of past population trends for those areas in Missouri which are
in the service area.

!
(%)
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TABLE 3

AGE DISTRIBUTION FOR ST. MARY'S HOSPITAL SERVICE AREA
' ILLINOIS AND THE UNITED STATES .

1960
Under 5-14 15-24 25-34 35-44 45 -54 55 - 64 65 Years
" 5 Years Years Years Years Years Years Years & Over Total
Weighted Hospital
Service area 10.7 20.3 11.8 8.5 10.5 11.9 11,2 15.1 100. 0%
Delta Area 10.0 19.8 11.7 8.7 10.7 12.4 11.4 15.3 100.0
Illinois 11.2 18.6 12.6 12.7 13.7 12,1 9.4 9.7 100.0
United States 11.3 19.8 13.4 12.8 13.4 11.4 8.1 9.2 100.0

gL
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TABLE 4
INPATIENT UTILIZATION
1960 - 1968
1960 1962 .1964 1966 1968
Bed Complement 125 92 92 98 98
Medicine & Surgery 94 61 61 67 67
Pediatrics 21 21 21 21 21
Obstetrics 10 10 10 10 10
Geriatrics - 33 33 33 33
Newborn 12 12 12 12 12
Patient Discharges 3, 152 2,509 2,553 2,184 1,927
Medicine 1,022 752 870 880 755
Surgery 1,096 808 783 679 550
Pediatrics 473 376 457 281 359
Obstetrics 561 573 443 344 263
Geriatries 1/ - 25 14 20 202/
Newborn 435 . 436 405 293 - 206

1-%L
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TABLE 4 - page 2

1960 1962 1964 1966 1968
Average Daily Census 60. 9 55.8 58.7 51.6 48. 6
Medicine 24,9 22.3 25,2 24,8 26,7
Surgery 24.3 21.8 21.6 17.7 13.3
Pediatrics 6.5 6.5 8.1 5.5 5.9
Obstetrics 5.2 5.2 3.8 3.6 2.7
Geriatries 1/ - 23.9 28.8 27.1 29.72/
Newborn 4.3 4.1 3.7 3.2 2,2
Average Length of Stay 7.1 8.1 8.4 8.6 9.2
Medicine 8.9 10.8 10.6 10.3 12.9
Surgery 8.1 9.8 10.1 9.5 8.8
Pediatrics 5.0 6.3 6.5 7.1 6.0
Obstetrics 3.4 3.3 3.2 3.8 3.7
Geriatrics 1/ - 34,9 75.4 49.5 54.32/
Newborn 3.7 3.4 3.4 4.0 4.0

VL
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TABLE 4 - page 3

1960 1962 1964 1966 1968
Percent Occupancy 48.1% 60. 6% 63.8% 52. 6% 49. 6%
Medicine & Surgery 52,3 72.3 76.7 63.4 59.7
Pediatrics 31.0 31,0 38.6 26.2 28.1
Obstetrics 52,0 52.0 38.0 36.0 27.0
Geriatrics 1/ - 72.4 87.3 82.1 90.02/
Newborn 35.8 34.2 30.8 26.7 18.3
Patient Days 22,282 20,369 21,469 18,852 17,777
Medicine 9,094 78,153 9,215 9,072 9,74 -
Surgery 8, 907 7,942 7,895 6,463 4,859
Pediatrics 2,367 2,359 2,955 2,009 2,166
Obstetrics 1,914 1,915 1,404 1,308 978
Geriatrics 1/ - 8,723 10,553 9,897 10,8542/
Newborn 1,588 1,484 1,365 1,186 815

1/ Fiscal years ending May 31.

2/ Eleven months ending April 30, 1968.

£-pL
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TABLE 5

OCCURRENCES OF OCCUPANCY
(May 1, 1968 ~ April 30, 1969)

Days of

2/ 80% occupancy.

Percent Days of Percent Days of Percent
Census Occurrence of Year Census  Occurrence of Year Census Occurrence of Year
Pediatrics - Zi Beds Obstetrics - 10 Beds _ Medicine & Surgery = 67 Beds
0- 1 36 9.9% 0-1 72 19.7% 26 - 29 8 2.2%
2- 3 96 26.3 2- 3 125 34.3 30 - 34 25 6.9
4- 5 106 29.0 4-5 80 21.9 35~ 39 76 20.3
6- 1 58 15.9 6-]é/ 7 38 10.4 40-15/44 119 32.6
8- 9 28 7.7 8- 9 34 9.3 45 - 49 ‘88 . 24.1
10-11 23 6.3 10 - 11 14 3.8 50 - 543/ 37 10.1
12 - 13Y/ 16 4.4 12 - 13 2 0.6 55 - 59 11 3.0
14 2 . 0.5. 365 100, 0% 60 - 61 1 0.3
365 100. 0%
365 100. 0%
1/ 60% occupancy. o
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169



552

HBzhibit No. 20—Continued

SMC T6

TABLE 6

CENSUS BY MONTH
(May 1, 1968 - April 30, 1969)

Percent Variation

Census 1/ A From Average 2

May 1968 52.3 + 1.4%
June 56.0 + 8.7
July 52.8 + 2.4
August 45.8 -11.1
September 48.8 - 5.4
October 44.4 -13.9

. November 53.2 + 3.2
December 52.1 + 1.1
January 1969 55.7 + 8.1
February 54.17 + 6.1
March 54.4 + 5.5
April 48.4 - 6.1

1/ Excludes geriatrics,

g_/ Percent variation computed with figures at two decimal places.
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TABLE 7

SUMMARY OF SHORT TERM GENERAL HOSPITAL UTILIZATION
NATIONAL EXPERIENCE: 1958-1968 1/

Admissions 2/ Patient Days 2/ Average
Year Actual . Adjusted Actual Adjusted Length of Stay
1958 125.2 123.6 956 948 7.59
1959 122.2 125.1 962 958 7.81
1960 127.6 126.1 980 968 7.60
1961 127.7 128.9 935 983 T7.64
1962 l 130.8 131.1 1,011 1,002 7.64
1963 134.0 133.5 1,036 1,025 7. 66
1964 135.8 135.9 1,063 1,049 7.75
1965 137.9 137.5 1,071 1,071 7.
1966 138.8 138.2 1,108 1,111 7.98
1967 137.9 138. 4 1,142 1,168 8.28
1968 - 139.9 - 1,220 8.35

l/ Source: Journal of the American Hospital As'socia.tion Guide Issue,
August 1, 1959-68.

g/ Expressed as rate per 1, 000 population; adjusted by application of a
three-year moving average to actual data.



SMC

TABLE 8

COMPARISON OF ST. MARY'S HOSPITAL
AND NATIONAL ADMISSION RATES

1960 - 1968
Weighted Hospital Admissions ber St. Mary's Rate

Service Area 1,000 Population as Percent of
Year Population Discharges St. Mary'sl/ National " National Rate
1960 24,076 3,152 130.9 126.1 103.8%
1962 23,757 2,509 105. 6 131.1 80,6
1964 . 23,438 2,553 108. 9 135.9 80.1
1966 23,119 2,184 94.5 138.2 68.4
1968 - 22,800 1,927 84.5 139.9 60. 4

1/ Because of the insignificant variation between admissions and d1scharges, we refer to the rate as admis-
sions per 1, 000 population to permit a continuity in our use of terms and comparative analyses.

8L
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TABLE 9
ACUTE CARE BED PROJECTION‘S
1970 - 1985

1970 1915 1980 1985

Weighted Hospital Ser-
vice Area Population 22,900 23, 900 26,000 31,700

Admission Ratel/ 114.2 120.1 125.9 131.8
Admissions 2,615 2,870 3,273 4,178
Average Length of Stay
Low2, 8,3 8.5 8.7 8.9
High3/ 8.9 9.1 9.3 9.5
Patient Days
Low 21,704 24,395 28,475 37,184
High 23,274 26, 117 30,439 39,691
Average Daily Census
Low 60 67 78 102
High 64 2 83 109
Beds
Low 83 92 104 132
High 88 98 110 140
Consultant's Recom:=- S
mendation 85 95 105 135

1/ Computed at 80% of projected national rate.
g/ Computed at 100% of the projected national average length of stay.

3/ "Computed at 107% of the projected national average length of stay.

495-081 O - 74 - 36



SMC

TABLE 10

DEPARTMENTAL UTILIZATION

1960 - 1968

1960 1962 1964 1966 1968

Laboratory Tests 37,809 38,399 ' 42,105 " 57,454 41,747
Tests per Inpatient 12,0 15.3 16.5 26.3 21.7
Electrocardiograms 677 862 983 1,219 1,105
Radiological Activity ‘ 3,906 3,985 4,375 4,340 4,271
Radiological Procedures 3,906 3, 948 4,364 4,329 4,264
Procedures per Inpatient 1.2 1.6 1.6 2.0 2.2
Therapeutic Procedures - 37 11 11 7
Surgical Procedures 936 597 536 415 270
Major 343 268 215 161 103
Minor 552 312 308 304 160
Oral ) 41 17 13 10 ki
Procedures per Inpatient .30 .24 .21 .22 .14
Emergency Room Visits 861 1,175 1, 656 2,200 2; 829
Convenience 242 315 554 700 978
Emergency 619 860 1,102 1,500 1,851
Visits/1, 000 Population 35.8 49.5 70.6 - . 95,2 124.1
Deliveries 441 282 237

446 395
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TABLE 11

DEPARTMENTAL SPACE ANALYSIS
SUMMARY"
(Approximate Net Square Feet)

' Recommended 125 Beds Percent of
- Existing 131 Beds Add'l Space Need- Need Met
1923 1950 95 ed for 30-Bed Long- at
Department/Function Building Building Total Beds Term Care Unit Total .125.Beds
Total 18, 585 28, 625 47,210 49,760 7,730 57,490 82.1%
Administration 1, 635 2,450 4,085 3,980 - 3,980 102.6
Diagnostic & Treatment

Services - 6,360 6,360 9,710 - 9,710 65.5
Pathology - 1,180 1,180 1,855 - 1,855 63.6
Radiology - 1,130 1,130 2,140 - 2,140 52.8
Physical Medicine &

Special Services - 0 70 1,020 - 1,020 6.9
Outpatient Care Facilities - 245 245 960 - 960 25.5
Operating & Recovery Suite - 1,995 1,995 1,995 - 1,995 100.0
Labor & Delivery Suite - 1,740 1,740 1,740 - 1,740 100.0

Nursing Units & Nurseries 13,325 8,045 21,370 20,420 6,000 26,420 80.9
Nursing Units 13,325 7,115 20,440 19,600 6,000 25, 600 79.8
Newborn Nurseries - 930 930 820 - 820 113.4

Service Departments 3,625 11,770 15,395 15,650 1,730 17,380 88.6
Central Supply Department 285 470 755 1,000 200 1,200 62.9
Pharmacy 495 - 495 430 50 480 103.1
Dietetics 1,060 2,790 3,850 3,165 400 3,565 108.0
Laundry, Linen & Housekeeping 590 2,205 2,795 2,900 200 3,100 90.2
Purchasing, Central Stores & 3

Storage 165 2,555 2,720 2,665 400 3,065 88.7 w=
Physical Plant & Maintenance 185 3,405 3,590 4,720 400 5,120 70.1 =
Central Personnel Facilities 650 345 995 650 80 730 136.3
On-Call Rooms 195 - 195 120 - 120 162.5

PONURUOY—0E 'ON NQWY2H
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TABLE 11- page 2
Existing Recom-
1923 1950 mended
Building Building Total 95 Beds
Total 18,585 28, 625 47,210 49,760
Administrator 1,635 2,450 4,085 3,980
Public Areasl/ - 1,305 1,305 1,150
Administrative Suitez/ 695 240 935 600
Nursing Offices - 100 100 240
Fiscal Functions - 630 630 820
Admitting - 95 95 300
Medical Records &

Medical Staff 940 - 940 760
Personnel Facilities - 50 50 80
Janitor's Closet - 30 30 30

Laboratory - 1,180 1,180 1,855
Control Offices

& Waiting - -8 . 340
Laboratories, Blood

Bank & Drawing - 760 760 850
General Utility &

Storage - 170 170 220
Morgue & Autopsy - 250 250 345
Personnel Facilities - - - 100

Radiology - 1,130 1,130 2,140
Control, Offices &

Waiting - 150 150 640
Diagnostic Areas - 480 480 770
Treatment Areas - 165 165 -
General Utility & Storage - 250 250 80
Film Processing, Files

& Viewing - 85 85 550

Personnel Facilities

100
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TABLE 11- page 3
Existing Recom-
1923 1950 mended
Building Building Total 95 Beds
Physical Medicine
& Special Services - 70 70 1,020
Control,Offices
& Waiting - - el 140
Physical Medicine - - —~ B00
Treatment Areas &

Examining Rooms - - - 240
Gymnasium - - - 220
Hydrotherapy - - - 40
General Utility - - - 100

Special Services - 10 70 280
General Utility &

Storage - - - 40
Electrocardiography - 70 70 120
Pulmonary Function R

& Inhalation Therapy - - - 120

Outpatient Care z 245 245 960
Control, Offices
& Waiting - - - 300
Treatment & Exam-
ination Areas - 245 245 560
General Utility - - - 100
Operating & Recovery
Suite - 1,995 1, 995 1,995
Zone 1 = 600 600 800
Operating Room,
Scrub & Substerile - 600 600 600
Zone 2 = 265 265 265
Cystoscopy, Scrub,
& Substerile - - - -
Orthopedics - 240 240 240
Darkroom & Controls - 25 25 25
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SMC T11-4

TABLE 11 - page 4

Existing Recom-
1923 1950 mended
Building  Building  Total 95 Beds
Zone 3 ’ - 1,130 1,130 1,130
Work & Storage Areas - 495 495 495 .
Control & Offices - 100 100 - 100
Doctors Lounge & Lockers - 270 270 - 270
Nurses Lounge & Lockers - 90 90 90
Recovery Room Co- 115 175 175
Labor & Delivery Suite = 1,740 1,740 1,740
Delivery Rooms, Scrub
& Substerilizing - 610 610 610
Labor Rooms ° - 220 220 220
Recovery Room - 185 185 185
Control, Work & Storage
Areas - 225 225 - 225
Personnel Facilities - 365 365 365
Doctors Lounge & Lockers - 235 235 235
Nurses Lounge & Lockers - 130 130 130
Fathers' Waiting - 135 135 135

Nursing Units & Nurseries 13,325 8,045 21,370 20,420

Nursing Units 13,325 7,115 20,440 19,600
Patient Areas 8,115 5,880 13,995 13,700
Nursing Service Areas 5,210 1,235 6, 445 5,900

Newborn Nurseries - 930 930 820
Full-Term - 445 445 280
Suspect - 105 105 100
Work Areas, Examination

& Storage - 140 140 200
Formula Preparation &
Storage - 240 240 240
Central Supply Department 285 470 755 1,000
Pharmacy 495 - 495 430
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SMC T11-5

TABLE 11 - page 5

Existing Recom~
1923 1950 mended
Building Building Total 95 Beds
Dietetics 1, 060 2,790 3,850 3,165
Kitchen, Storage &

Dishwashing - 2,045 2,045 2,045
Serving & Dining

Areas 1,0604/ 625 1,685 1,000
Offices - 120 120 120

Laundry, Linen &

Housekeeping 590 2,205 2,795 2,900
Laundry & Linen 165 2,205 2,370 2,300
Housekeeping . 425 - 425 600

Purchasing & Central

Stores & Storage 185 2,555 2,720 2,665
Purchasing & Receiving - 145 145 145
Central Stores &

Storage 5/ 165 2,190 2,355 2,300
Record Storage - 220 220 220

Plant Operations &
Maintenance 185 3,405 3,590 4,720

Maintenance Shops,

Storage & Office 6/ - - - 720

Boilers & Mechanical 185 3,405 3,590 4,000
Central Personnel

Facilities 6507/ 345 995 650

On-Call 195 - 195 120

== = == ===
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SMC T11-6

TABLE 11 - page §

1/ Includes chapel.

2/ Includes personnel office and social service office (opposite per-
sonnel office).

g/ Since the waiting area is ina corridor, we have not included it in
this space analysis.

g/ Includes sisters' lounge and dining area on the third floor.

5/ Includes oxygen storage room in the basement.

g/ The 2, 400 square feet in the maintenance building which is
allocated for shops, storage and office space is excluded from

this analysis.

l/ Represents female and male lounge in the basement.
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Exhibit No. 20—Continued
CHART -1

SAINT MARY'’S HOSPITAL
HOSPITAL SERVICE AREA

®'/ALEXAND—T'CO. \,\/;—[—-—

MASSAC coO.

PULASKI CO.

RS

~

SCOTT Co.

CACHE NO.2
CACHE NO.I

IRO

NEW MADRID CO.

/ ’
. HOSPITALS BEDS

| |ST. MARY'S 131,
ADM./1000 POR 2|ST. FRANCIS 122
. TOTAL 84.5 3| SOUTHEAST -MISSOUR! (85
. 4 |LOURDES 134
PRIMARY AREA 75.1 5 WESTERN BAPTIST 197
6| MISSOURI DELTA COMMUNITY 110

SEGONDARY AREA . 20.1 s _

MASSAC MEM. €0
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Bazhibit No. 20—Continued
CHART -2

SAINT MARY’S HOSPITAL
POPULATION AND POPULATION PROJECTIONS
1940 -1985

ACTUAL

50,000 ~—— PROJEGTED —i

40,000

30,000 \ /

\ /
. -
..—'L‘/
WEIGHTED HOSPITAL —

SERVICE AREA

20,000

10,000

1940 50 60 6870 75 80 85




ACUTE SHORT TERM GENERAL HOSPITAL

MEDICAL & SURGICAL ADMISSION RATES BY AGE GROUPINGS

1958 -1960
1963

KEY:

INCREASE
TOTAL :
NATIONAL + 110
UNDER o
15 YEARS + 24
15 - 44 + 8.
45 - 64 + 232
6 5 AND
OVER + 243
ADM./IOOO POP O 20 - 40 - 60 - 80 - 100 - 120 - 140 - 160 - 180
gN%BEv%%s LOCAL NATIONAL

€-1HVHO

PINUNUOD—O8 "ON 1wz

99¢
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GHART-4

SAINT MARY'’S HOSPITAL

1968

INPATIENT UTILIZATION
1960 -

DISCHARGES

[ 5.2 |AVG.STAY

[ 8.6 ]

[ 8.4 ]

[ 8. |

BEDS
| [T —

68

66

%]
>
0]
z
w
o
3
N
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_ GHART-5
SAINT MARY'’S HOSPITAL

“INPATIENT UTILIZATION
1960 -1968

MEDICI & SURGERY DISCHARGES
EDIGCINE o

----- - 800

- 200

OCCUPANCY

i- o

[ 95 | 8.8
0.3 ] 129 |AVG. STAY
66 68 :

—tomrer SURG

} DISCHARGES

MED
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Hwzhibit No, 20—Continued |
CHART-6

SAINT MARY'’S HOSPITAL
INPATIENT UTILIZATION

1960-1968
BEDS
CENS?OS- - O0BSTETRICS - |SC!':AOROGOES
- !%%~ ' n '500
N :515151325: 1555:555:5 i A ;.zo_OCUPANGY
3.4 33 ] [32 ] [38] [ 3.7 JAVG STAY

- QR ""'—0

T =1 [Eas ] [5a ] [@95 | [(sa3 JAVG STAY
1960 62 64 66 68

KEY: BEDS #FISCAL YEAR ENDING MAY 3|

b224- CENSUS A |l MONTHS ENDING APRIL 30




NO.

OF DAYS
125-
100-
75-

50-

25-

SAINT MARY’S HOSPITAL

OCCURRENGES OF OCCUPANGCY
(MAY 1,1968-APRIL 30,1969)

MEDIGINE & SURGERY
67 BEDS

OBSTETRICS
BB 1o BEDS

PEDIATRIGS
21 BEDS

26- 30- 35- 40- 456- 50- 55- 60-
29 34 39 44 49 54 59 6l

0- 2- 4- 6- 8- I0- I2- 0- 2- 4a-
I 3 5 7 8 W 13 I 3 5 7 9 Ul
CENSUS

6- 8- 10- 12-

14
13

L-14VHID

PINURUOD—( ON 11QUTH

048
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SAINT MARY’S HOSPITAL

COMPARISON OF LOCAL AND NATIONAL
ADMISSION RATES
1960-1968
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CHART- 9

SAINT MARY'’S HOSPITAL

ACUTE CARE BED NEEDS

1970-1985

1985
RECOMMENDATION

CONSULTANTS

1980

R =

1975
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CHART!I0

SAINT MARY’S HOSPITAL
DEPARTMENTAL STATISTICS
. 1960-1968

5,000 RADIOLOGY EXAMS [ DELIVERIES -500

2,500

EKG

1,200~

600

60,000- LABORATORY TESTS EMERGENCY VISIT -

40,000~

20,000

960 2 - 4 - 6 - 8 - 960 2 - 4- 6 8 °




*JPATHOLOGY
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Ezhibit No. 20—Continued

CHART-II

SAINT MARY’S HOSPITAL
DEPARTMENTAL SPAGE ANALYSIS

ADMINISTRATION

RADIOLOGY

PHYS. MEDICINE &
SPEC. SERVICES

OUTPATIENT CARE
O.R.8 RECOVERY RM.
LABOR & DELIVERY R
NURSING UNITS
NEWBORN NURSERIES
CENTRAL SUPPLY D
PHARMACY

DIETETICS

LINEN, LAUNDRY &
HOUSEKEEPING

PURCHASING,CENTRAL
STORES, STORAGE

PLANT, MAINTENANCE
PERS. FACILITIES

ON CALL

TOTAL

% O 20 40 60 80 100 120

KEY: . RECOMMENDED FOR 125 BEDS
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v Bzhibit No. 21—Continued

FEE SCHEDULE FCR PATIENTS. APPLYING FOR OEO ASSISTANCE FOR MEDICAL CARE,

LSAINT MARY'S COMMUNITY CLINICi
CATRO, TLLINOIS

Based on GEO poverty subsistance level of $2,000 annually for an individusl
of $4,000 for family of four, Declaration of patient on salary status in the
initial interview clinie rating is determined,

If a patient is on Medicare and falls in the arsas that qualify for assistance
under CEO,....the clinic rating would be for Medicatlons only, .

If the patients are under other forms of Public Assistance, DPA, GA, etc, then
they do not qualify for aesistance under (EO, The proper agency will be billed
for their care, .

Yearly Income Mnthly 1 2 3 4 5 6 7 8 9 1011 12 13
39,500 79166 R
8,900 - %1.66 F
8,300 691,66 r
7,700 . - 646,66 F
7,200 591,66 ] F
6,500 541,66 F
5,900 491.66 ' F
5,300 mies| | ¥
4,700 391.66 F
4,000 3 393 1rl
3,300 275,000 F
2,600 - 26,660 | ¥
2,000 ' 166,66 ¥
Legends ' .
. Clinic-Rating Coverage with CEO Monies -
? Pull (Outpatient Coverage)
DPA or GA " Tone

M 40 (medicare < OEO) Medication Only
Mé DPA or GA None
If the salary falls close to the next salary scale, then OEO funds will cover

AL EXCEPT MEDICATIONS, This rating will not bs for business office use,....
only for medications ordered from outside pharmacies.

495-091 O - 74 - 38
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Eazhibit No. 21—Continued

FINANCIAL REPORT -

JULY 1971 - FEBRUARY 1972

TOTAL PERSONNEL

Physician $23,200.00
Nurses and Others - -~ 10,184.51

TOTAL OTHER COSTS

Supplies - $1,172.59
Equipment : 1,000.00
. Pharmacy 4,492.80
X-Ray 4,046.00
Lab. Tests L 985.00
EKG _ 650.00
Medicines - Clinic - 232.40
Travel & Maintenance 248.94

Gas & 0il . ' 400.00

TOTAL EXPENDITURES

$33,384.51

$13,227.73

'$46,612.24
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Eahibit No. 21—Continued

SAINT MARY'S COMMUNITY CLINIC
STATISTICAL REPORT
JANUARY 4, 1971 - FEBRUARY 29, 1972

- MAIN CLINIC

s
Total Patients Seen. . . = 1,892
Total Patient Vvisits. = - 5,376
Children Under 14 yrs. o 367
Black Patients - .. 7 - 963
white Patients ‘ - 929
QUTREACH

Total Batients Seen - 420
Black Patients 289
White Patients ; .. 131

- Total Patient Visits.- : 1,438
. Pyramid Court . 296
Elmwood Place L 287

High Rise T 410
Unity-Sandusky S -445.
'Total Mobile Unit Visits  —— 593

Home Visiting : . 778
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EBzhibit No. 21—Continued

Home visiting has been done in following areas:
Pyramid Court
Elmwood
High Rise
Unity-Sandusky
Future City .
Tamms .
Mounds A
Mound City

Follow-up care:

Vital signs
Injections
Mother-Baby checkup -
Health teaching (diabetic instructions part:.cularly)
Post surgery checkups
Emotional support _

»  Distribution of health literature (cancer, diabetes, etc.)
Health movies and slides
Make appointments )
Provide transportation
Make sure patients are taking their medicine, taking them

correctly, and have sufficient supply

Make referrals

Referrals made through Outreach '
Examples of referrals made include following:
To Children and Family Services for hyperactive child
Neurcology Clinic for seizures and abnormal gait
Mental Health Clinic for family problems retuiring px:ofess:.onal help
Emergency Room for foreign object of ear
To Pre and Post Natal Clinic
To physician for:
Hypertension
Lesion of mouth
Unhealing leg ulcer; foot ulcer in diabeétic
" Breast tumor; for breast bleeding in :atient with previous
surgery for cancer

284



587

- Bohibit' No. 21—Continued*

% Ernst & Ernst financial report on St, Mary's

Hospital is on file at the Commission.



EBxhibit No. 22

HEW, Financial Assistance by Geographic Area,

Fiscal Year 1971, Illinois, is on file at the

Commission.

588
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Eahibit No. 22—Continued

ank Ellis, ¥.D. February 11, 1972
Regional Health Director :

Cerald Bennett
Assistant to the Regional Director
for Illinois and Minnesota

Cairo, Illinois

A "command performance® will make it unable for me to prosent
my information on Cairo to the HSHHA staff meeting as you
suggested, Becaunse of my interest in the Cairo problem and

the likelihood of future coaflicts making it impossible for we
to meat with vou and your =taff, I thought it would be superior
approach to write down my information on Cairo in the form of

a memorandum and let you act on the situnation as you think best.

.

A Brief Aistory

Saveral years ago, in reaction to the extreme polarization of
Cairo's black and white communities, and 1n the beliaf that
uncoordinated federal supnort of either of the polarized fac-
tions could exacerbate rather than improve the tense situation,
the Federal Regional Council nade a decision to fund projects
in Cairo only after review by a Regional Council Cairo Task
Force, and only after assurance had been given that the project
would be administered or -advised by a bi-racial advisory
committee representative of a broad spectrum of community
sentiment.

The mayor at the time was requested to establish such a committee

for the towm, but was unable to do so. The current mayor is

unlikely to succecd where the former mayor failed. 12;1-7;7
. . el

The resuttant-situation-is -that-there is a total of only $¥5+0T¥
per year of Department of ilealth, Education, and Helfare funds
being allccated for services in Cairo (according to Federal
Assistance by Cecgraphic Areas: m’ HISMHA Patient Care

and Special Health Services), excldditd, ‘of course, trust fund
outlays and formula funds administered by the Illinojs Depart-

. ment of Vocational Reheabilitation,, Illinois Department cf
Public aid, ctc,, on a county basis.
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Bahibit No. 22—Continued

cairo, Illinbis - Page 2

Given the Wisdom of insisting on involvement of a bi-racial
advisory board, and the likelihood that no citywide committee
will be established in the near future;

1. projects starting in Cairo should tie into what-
ever viable and well-balanced bi-racial committees
exist, and :

2. HEW sheould try to strengthen these foci of racial
cooperation through funding and programmatic
support.

Hy Visit

I didn't visit Caire with the intention of finding project ldeas,
I went to Cailro to get some general data about the town and its
problems and to meet a wide range of people, from whom I wanted
to select a few to use as my contacts in Cairo when the need
arose.

I spoke with a broad spectrum of people in town, ranging from
.the Administrator of the Cairo United Front to a leader of the
white Citicens Council (UCCA) and including the newspaper bub-
lisher, news editor, chief counsel of the Lawyers Committee
for Civil Rights under Law, iayor, Developmeiat director of -the
local economic development agency and other prominent black
and white leaders.

Everyone disagreed with just about everyone else on just about
all issues, with the sole significant exception being the value
of St. Mary's Hospital and its clinic. Although the white right
wing disagreed, everyone else agreed that the Hospital and
Clinic was the brightest hope in town. Even the representatives
of the United Front, who harbor some resentments stemming from
the hospital's vhites only policy of years past, agreed that
the hospital, and especially the clinic, is a progressive and
_effective force in providing services on a “color blind" basis,
and in providing the nucleus for greater racial cooperation in
dealing with the problems of Cairo.

I met with the administrator of the clinic {(also, at the time
serving as acting administrator of the hospital) and was highly
impressed with her sensitivity and commitment. She has been in
Cairo about a year, previously having worked with a United Farm
Workera health project in Fresno, California.
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Cairo, Illinois - Page 3

,

The Cairo clinic is currently being supported with OEO funds.
This support ($100,000 for FY-72). will probably end after this
year due to a lack of OEO funds. If OEO cannot continue, or
if replacement funds cannot be found, the clinic will either
.close or else curtail its activities severely.

The hospital has applied for an HMO development grant, buk has
been turned down due to the review committee's assessment that
the severe poverty of the area (55.6% of the households in
Alexander County have cash incoma of less than $5,000 per year)
would make it impossible to develop a viable HMO.

Another initiative of the clinic was to apply, through the
Illinois Governor's Office of Human Resources, for support of
a dental services clinic in Cairo. There are twoc dentists now
in Cairo, and neither will treat public assistance (and, repoxt-—
edly, bklack) patients. The dental proposal, which asks for
$50,000 to support one dentist and supportive personnel and
services, would go beyond "pulling and £illing"” to .include dental
education, preventive dentistry, etc. GOHR was unable to:find
state funding and transmitted,jgheg Fequest on to us. I've had
=m0 luck so far either. (The would probably be more than
satisified with a National Health Sexvice Corps dentist and
about $20,000 for supportive activities:)

I don't know what, if anything, HEW could (or even should) do

in response to any of these issues. In terms of non-technical
(non-health related)aspects of the situation, I feel strongly
that the health arza, through St. Mary's Hospital and the cliniec,
is ‘the best, if not only, entry point for a federal effort to
support balanced progmiss toward bi~racial .understanding and
cooperation in Cairo.



Ezhibit No. 23

MRS. CHARLES L. HUCKLEBERRY ™ .. .
2400 WALNUT STREET
CAIRO, ILLINOIS 62914
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Ezhibit No: 23—Continued

CAIRO, AN OUTSIDER'S VIEW JEANNE KENNARD KLEINEERG
331 28TH STREET
- GAIRO,  ILLINOIS
6291, 1 ..
MARCH 24;1972
Ss#2ly 26 L4667

THE CIVIL RIGHT!S COMMISSION

Dear ﬂrs. Preemsn and Getlemen:

i have lived in Cairo since February 5,1972, so you see, 3 am definitely an out
sider, 1 fell in love with this town when we came thro here with a real
estate dealer last summer, Since my husband is planning to retire, he bought me
a house and we rented it to a clergyman until his own house became available,

Since * had plamned to come to Cairo in the spring, it seemed more advisable to come
here when the house was vacated rather than look for enother tenmant.

4 @ not a devoted, dedicated housekeeper and my real happiness lies :I..nL walking
around the streets , talking to people. people really talk to me and - wish I
could put this talent to some good, perhap s paying use.

I rezlly 1ike people and they respond to xe,

How to come to the point. A4s you know, one is not supposed to make generaliz
ation s from specific incidences, but with my lack of experience here, that is
all , have to go on, Everybody, of both races, seems to tell me about our
'l'ROUﬁIE. it semy as if they are telling me about the skeleton in the family
closet before someme else tells me, Everybody seems to regret it,

1 spend a lot of time on the strect and i would like to relate some of ny ex-
periences with the ‘hildren in Caire,.

live on the predominately Black side of town., _ne day a ten year old boy
sked"You move here?""Xes, is that good o bad?""eood, we need people In Cairo.”
This was a balck child. Dgqys later when ~ asked how he knew we needed people
he-said he had heard it at home and in school, 4 learned, yupon questioning him
that his mother is connected with the library in the school system,

-
Another incident with two black boys, about ten and twelve. was in & supermarket
in line and looking around to sce if there wasanything qut%d before = left.
did not notice that the woman in-fron of ms had mgved forward and that a
black boy had gotten batween us. .t was only when heard another boy say, as he
was pulling him out of line, tnThat 1ady was here first.”

*n Caire, most people sesm to say helle as they pass on the strests, The black
boys and girls for the most part seem warm and fried friendly with a lind of
childish innocence as if they haven t been disillusioned yet.

1 vo&t say much about the Camelot childrenm, N haven't had much contact with them
and * am sure they will survive, eithor here or elsewhere. :

One sumlay afternoon, on the nicer side of town(nicer as far as housing goes)
wet a student from Bennett School who told me he hopes to be the president of
the Pord motor conpa.w , someday,This waas a white boy, . :

T REALLY WORRIES ME IS THE POOR WHITE CHIID WHO. HASN'T BEWNTIONED‘INTHE
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Ezhibit No. 283—Continued

2 KIEINEERG
CAIRO#PUTSIDERS VIEW

GS. . The same day , saw the future Ford president, 4 was walking
ear some projects and saw two white girls about eleven years old
ho were umwrapping candy bars and throwing the paper on the ground,

L agked them yhy they were making their town ugly and one replied, Bscause I
on t lak(sic) this town." 'Why not?" M"Ain't nothing in 1%," and they walked
awa,

This is the kind of child I Worry all:out because she doesn't have assoclation
with Camelot children and she doesn t have association with black vhildren, either,

may be wrong, _aybe the black people are putting on an act tbr my benefit
when they see me, but they come accross b very warm and friendly.

1 have an idea that the black children may be poor in a material sense but that
they are very riih in having a warm, loving community in which to live,

i think that if I had to be very poor, inCsiro, + would prefer to be a poor
black child, . M

Perhaps I am seeing the Black ommunity through rose colored glasses because i
have recently worked as the onfy Caucasian Aide in a nursing home in Haltimore
and because ~ had black supervisors who were particularly warm and helpful and
understqnding., (EDGEWOOD NURSING HOME, BALTIMORE, MARYLAND21212)

you may wonder if anything troubles me about race relations in Cairo. Ies, L am
afraid of one thing.White backash backlash, The law says that you must sell or
rent to qualified people without regard to ethnic background.. i am planning

to buy a house in a predominately white area of Caire. 1 know ﬁat the law says,
it is the mores that worry me. As one of the witnesses said,{"hite people are
afraid to work with blacks for fear of retaliation from other s,

L think this is the MAJOR SOURCE OF DIFFICULTY IN RACE RELATIONS.

HOW DO I PROPOSE TO OVERCOME THIS DIFFICULTY?
1 think the best way to overcoms -the fear of assoclating with people is or for
authority figures to set the example,

ft the authority figure in the country and in neighborhoods would set the ex-
ample of associatig with pesople of different ethcnic groups, the ot.hir people

in the country would have no difficulty in following . For example:”f the
PRESIDENT OF THE UNITED STATES would invite non whit s to his private home for
social reasons, and other authority figurex would do so, it wouldn8t take on
long to break down barriers in the country, =~ am not hersby advocating
miscegenation, * think that is a private matfer but if “uthority Figures Really
want to do something in this country, they should set the example so the reast of
us could follow withoub fear of retaliation from our ethnic group. i

In Baltimore, cwhen a group of merchants wanted to do something about tearing

down our old bulldings and building new ones, they didn8t get anﬁwhere until they
invited a man who was a socially prominant milldnaire( Clarence ¥1les) to help
them, Perhaps the approach in ‘airo should be that the United States government
should invite thg soclally prominant white people to give an inch and "help .
the govenment. ~f the government approaches the most prominant peopls in town

to help, how can they refuse the govermment. Give them a fancy title-make a "fusg®
over them and give them publicity both in Cairo and nmational}y, if the ESTABLISH*
MENT is cajol}ed into being helpful, the ordinary person won t find it hard at all.
. think what ~ am saying is this, if the white establishment-‘could enhance its
prestige by woring on race relations as a favor to the US government, it couldngt
revefuse and things would get better. The ordinary person could be persuaded

to think that his social value-was enhanced by working on bi-raacial committees,



998

Eazhibit No. 28—Continued

CAIRO %OUTSIDERS VIEW : KLEINHERG -

When my husband bought me this house, he challenged me to do somt&ing about
Cairo, * don't know if he is te: asing me or if he really thinks < ean do it,

He challinged me to bring industry here, I haven t any training for that.

In fact * haven t any training for anything , failed every thing

ever tried. <Ihe only asset 1 have is a rather iaig.mouth and a fairly persuasive
manner. /ind, as = told you, people talk to mes ,t takes all my time and

am supposed to be doing housework, but _ Would rather listen to people.

1 haven't any skills as far as hand and eye coordination and manual dexterity are
d cioncerned~just the ability to listen,

- -
f the ) Bovernment would talk the white ESTABLISHMENT into beinE helpful,  really
{',hink could talk the rezst of the people into cooperating, think the balck
people are loving and willing enough to cooperate, there are some very i ntellig
intelligent and helpful black women in this area-business professional types

but they need the whites to work with them, , would love to work-with theh if

4 thought ; could do it without getting hurs hurt by the whites, 4 realize

. am a coward but then, good guys get assinated, ZHSSINATED (3

i think that if you can get the ESTABLISHMENT to work for you and with you, the
others will follow especially if the newspaper will cooperate and give Mrs
MRS. NONAME some publicity because she is working on the COMMITTEE

with MRS. PROMINANT BLACK AND MRS, WELLKNOWN WHITE. .

Bafore ; left daltimore, i was talking to MRS, THEIMA W, HILL on the telephone,
She to0ld me about INSTITUTIONAL RsCISM-this is where institutions such as our
most prominant newspaper in town said they had more important. things to

print tha n the engagement of negro girls, If we are going to deplore illig-
imacy among negroes, wy why dont we publicize the engagement of a girl who is
getting married in a socially acceptable manner? .

Maybe we can't supply jobs for black people in Caire but at least they can be
given appropriate publicity when they have don™ somt gomething. worhwhile,

1 don'f. reccommend ggiving publicif:y to young girls of either race , if they-are
very young bgcause sometimes sick people lure. the girls as a resu‘l]:t of it, ghis
" happened in “altimore in °eptember.or sometime before "hristmas, am not sure ,

. u .
L am living in Cairo alone until my husband retires, e told me not o talk
about RACE ro anyqne, ¢hat is all anybody in this town talks abhout. “hey
want help but ion t.know how to go about it. _ think the people here really like
each other . ~ dén_t really think there is hatred between the races , i think
the real problem lies in the white man's idea that he will lose Erestige or ;
might be hurt by other whites if he associgtes with nonwhites, If you can evercome
this feeling on the part of whites, it won t sol v everything but it will certainl},
help, If you could get NATIONALLY PROMINANT WHITES and LOCALLY PROMINANT WHITES

r to work in this field of race relations, i think the whoe country, and the loca/
areas would be helped immensely.it would really help if the FEDERALGOVERNMENT

could make work in race relations a STATUS ACTIVITY gijing prestige etec.
Maybh- e we need another Eleanor foosevelt. . .

Ln case you are Wonderipg about me, my early heroines were Jane Addams, Louisa
a¢ lcott and Eleanorgoosevelt, 1 am apjarylandr, My family has been in “aryland
since 1640., hlthough 1"am not exactly a WASP, orientaion is WASP and my
husband isJ ewish, from the lower east side of pg ’brk. ., might add that all
of my cousins, however, are foman atholie, ’

I am not saying this is how things AREin Cairc, This is how they SEBM to me.
THANK YOU FOR COMING TO CAIOR CAIRO. JEANNE KLEINEERG
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Bzhibit No. 23—Continued

MISCELLANEOUS COMMENTS ON CAIRO
AN OUTSIDER'S VIEW JEANNE KLEINBERG
331 28TH STHREET
CAIRO,ILL.
62914
Ss#2Ly 26 4,687

MRS, FREEMAN AND GENTLEMEN:

; ¥While 1 am not exactly sure if these comments come under the hezad of CIVIL RIGHTS
; YOU MAY EE INTERESTED IN THEM IN RELATION T0 THIS CITY,
Cairo 1s referred to as as a city but to ,me, it is so small that , can walk
from one end to the other.in a few hours, m.y own reaction to it is that
it is a neighborhood andI, feel that way in relation to its residents,

1 walk through areas in Caire that 2re so dilapidated that 1 would not consider
walking through a similar areg in altimore. i do not feel afraid in the
predominantly black areas of f_aino' even thg_ugh 4 am aware that ~am under sur-
veillance at all times by the ‘community, “he TAMALE MAN told me one day,

" saw you by the hospital yesterday." evertheless, except for the fact that I
have been advised by black women not t3 walk around Pyramid ourt, 4 do not
feel thatCairo people would harm me,

¥r, Powell seems disturbed that there are no black men participating in various
projects. i told him that there are hardly any black men in this area who are
between the ages of 20 and €0, this is pretty much true of white men too,

here are some business men who are running businesses that were started by
their grandfathers, Except for white and black high school youths, if you have
been able to observe the men who came to the Court for reasons of testipd mony
or as spactators, you hava seen just about all the able bodied men in Lairo,
There is a song from World War ITthat says, "They'rg either too young or tgo
old." This istrue of the men who live in Cairo, , would suggest to “r, Powell
that there are probably soms educated black women in Cairo and perhaps, in some
areas they could represent the black communit .

A
L don t know 1r CIVIL RIGHTS would be involved, but there is a great deal
of trdsh and debris in Caire, partivularly between the areas of Sycamore to
ommercial Streets, This debris consists of 0ld tin cang s bottles broken glass
0ld car parts and things that are hard to get.rid of. Even if the neighbors
were to gather up this junk, how would they be able to get rid of it?
4t occurs to me that rats might find good homes in all of this debris,

L suspect that my personal dilemma about renting the house might be solved if

move into the new one and offer the old one for rentbecause it is in a mixed
area,That, however, is not really a solution. eople have to see each other
as human beings and be accepting of one another.

1 regret the action of young men who bought violence to the city because they
only served to convince people that the most biased element of white society
is right ., they really made it difficult for anyone who would be willing to
work together as neighbors,

Cairo is so very,small, it ought to be very easy to get the peopls to work
well together, erhaps we need a little handholding by the government
Recause we are not trained in the techniques that would bring people tgether,
t must be done so that nobody loses face by participating.

495-091 O - 74 - 39
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Bazhibit No. 23—Continued

KIEINBERG
CAIRO¥MISCELLANEOUS 2 )

* now ii would be too much to ask the goverrment to put some kind of
Federal “nstallation here because Cairo is too small but if there were one
om in a nearby area, it would bring yJounger people here to live,if we
could overcome the unfavorable publicity. .

i am really in love with Cairo, M don,t think it is hopeless. Ws just need
a little leadership.

I suppose i see my own.role in this town as a kind of catalyst even though +

donnt have any tx:ainingrfor it, , think * could make friends if had a litt#

help from UncleS am2, "o me Yairo is a very romantic place-

a place where meR send valentines to their wives, , know that | want to

write about Caire even though my efforts at writing have beexc 1limited to

Sa:ing editor of theIEIEd’ILDE NEWSLETTER and THE TOWSON TIMES'a column)
neither case was ~ paid, but = enjoyed it anyway,

; would also like to inform you that all opinion's are strictly my own. -
ince my husband is a government employee, ~ hope my ldeas will not reflect
unfavorably upon him in any way. he isn ﬂt in cairo, yot. .

AGAIN, THANK YOU Fbﬂ. COMING TO CAIRO, JEANNE KLEINEERG
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A

Ad Hoc Standing Committee on Cairo, overview of activities, 23-29; report re-
sults, 208-209 ’
Affirmative action program
Burkart Manufacturing Co. contract compliance reports, future programs,
249-251 .
contract compliance among Cairo employers, 221
Air industrial park establishment, plans, 310-311
Alexander County Housing Authority
executive director responsibilities, 169
membership, racial composition and selection process, 200-202, 258259
segregation of housing projects, policies, 169-176, 179; HUD efforts to elim-
inate, 204-205
services rendered by Office of Housing and Building, 198-199
structure, racial composition of members, 177
Arrests effected Sept. 1971-March 1972, ratio of black to white, 70 (see also
Police)
B

Black United Front, see United Front
Board of Education
membership, frequency of turnover, 109-111
rejection of Title IV Federal program to assist in desegregation, 107-109;
adoption, 149
Building and construction
building code authority, 193
Century Homes, manufacturing company, 186
homeownership program, status, 187
housing, FHA See. 235-236 program, attempts to establish by Housing Devel-
opment Corp., 182-189, 257-258; conditions for approval, 195-196
urban renewal status, 183, 191-192
Burkart Manufacturing Co.
affirmative action program plans, 249-251
employment policies, 232-234
racial composition of employees, statistical breakdown, 238-249
Burke, Roy, Cairo chief of police, 39, 1565
Busing, Camelot School, Cairo public school system busing facilities, 98
Butler Homes public housing project, racial composition of tenants, 170

C

Cairo Egyptian Adult Vocational School, administration, 115; NYC cooperative
programs, 223

Camelot School
accreditation status, 95-96, 102-103
black enrolment, scholarship procedures, 94-97
enrolment decline projected, 96-97
extracurricular activities, 8687, 98-99
“parochial” appropriateness, 102
property acquisition, 97-98, 101
tax-exempt status, appropriateness, 132-136, 149-150
tuition and admission procedures, 93-101
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Churches
affiliation with Camelot School, 102
integration efforts, feasibility, 92-93
Cicero, Il1., noncity law enforcement in, 53
Citizen complaints of police harassment
procedures for handling, 57-59, 61-62, 69-70
testimony from black residents, 3142
Citizen participation in community programs, lack of responsiveness to Federal
task force efforts to initiate social programs, 23-29
City Council, Cairo, Ill.
building code, housing, and minimum standard ordinances, responsibilities,
189-190
FHA BSec. 235-236 housing projects refusal, 182-189, 257-258; conditions for
approval, 195-196 )
land sales for housing construction, uncooperativeness, 182-189, 191-192
Publie Service Careers program rejection, 27, 89, 227-229
role within Cairo power structure, 264
Civic organizations, 231, 263
Clinic, see Community clinic
Commerce (see also Economic development)
airindustrial park establishment, plans, 310-311
Burkart Manufacturing Co., 232-251
Century Homes, manufacturing company, increased job opportunities, 186
economic development prospects in Alexander County, 15
printing operation establishment, employment opportunities anticipated, 217,
310
river industries, employment policies, 220-221
shipyard, Mound City, employment opportunities anticipated, 217, 310
Community affairs
black participation, 18
citizen participation in planning, improvements, 120-123
consumer participation in neighborhood health council establishment, 291
economie development, lack of participation by local government in Pulaski
and Alexander Counties, 311-313
educational instruction in local government operations, 90-92
employment policies of public employers, 216-220
power structure of local government, 264-266
Community clinic (see also Dental care ; Medical care)
administrative difficulties, 284-286
advisory board funectioning, 291
city government involvement, 293-294
destitute patients, OEO funding for, 288
expansion plans, 202
facilities available, 269-270
financial status, 292-293
governance under OEO guidelines, 230291
mobile unit visits, 288 .
OEO establishment, role, 26, 29, 296-297 ; funding discontinuation anticipated,
297, 3820; feasibility of HEW funding as an alternative, 300-301, 304-305
outpatient services, 287-289; outpatient facilities available prior to opening
of clinic, 289-290 ’
outreach program, total patients, 288 ; program description, 288-289
patients treated since Jan. 1971, 288 ; patients per day, 289
public assistance patients, percentage, 289
racial breakdown of patients, 288
staff, 204295
total visits and patients since Jan. 1971, 268
United Front members excluded from advisory board membership, 285286
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Community Housing Corporation, see United Cairo Community Non-Profit
Housing Development Corp.

Community relations programs, police department refusal of funding offer from
INlinois Law Enforcement Commission to establish program, 60-62, 66-67, 72—
76, 79-80

Contract compliance program
Burkart Manufacturing Co. affirmative action program plans, 249-251
Illinois Fair Employment Practices Commission, program development, 252-

253
noncompliance pattern among Cairo employers, 221
Consolidation of Cairo and Sumner High Schools, resultant student unrest, 110
Cowen, Richard, commissioner, Illinois Fair Employment Practices Commission,
251
Crime, see specific entries under Police
Crime containment areas, definition, relation to Pyramid Courts, 54

D

Dale, Jimmy, police commissioner of Cairo, 38
Dayton, Ohio, HEW clinic funding, 301
Decatur, Il litigation pending concerning quality of education, 151
“Demographic, Bconomic, Social, and Political Characteristics of Cairo and
Alexander County, Illinois,” U.S. Commission on Civil Rights staff report,
summary, 14-16
Dental care (see also Community clinic; Medical care)
availability to poor and black residents, 270, 290
facilities available, 270-271 ; attempts to improve, 281-284
inequality of available services, refusal of black paticnts by white dentists,
4244, 271-277, 305
OEO funding program anticipated, 316
ratio of dentists to population in Pulaski and Alexander Counties, 302
Department of Health, Education and Welfare, sce Health, Education and
‘Welfare, Department of (HEW)
Department of Housing and Urban Development, see Housing and Urban Devel-
opment, Department of (HUD)
Desegregation in schools, sec Education
Discipline in public schools, 114-115, 130
Discrimination
Alexander County Housing Authority, racial composition of members, 200~
- 202, 258-259
" dental care, refusal to accept black patients, 4244, 271-277, 305
government positions, Alexander County, racial composition, 254-256
grants administration, safeguards used by Illinois Law Enforcement Commis-
sion to prevent, 82-83
Medicaid dental patients, 274275
police, racial composition of department, 16, 39—42 56
public housing, see Public housing
teacher hiring, membership in NAACP or United Front as grounds for refusal,
185
welfare recipients, medical care, 278-280
Doctors, se¢ Medical care

E

Bast Cape, 1L, air industrial park, description, 310-311
Economic development (sec¢ also Commerce)
air industrial park establishment, description, 310-311
boycott against Cairo merchants, United Front, 154, 157-1568
Governor’'s Office of Human Resources, assistance, 311, 317
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Economic development—Continued
interstate cooperation, 321-322
local government involvement, 311-313
Pulaski-Alexander County Development Corp. efforts, 307-311
SBA support, 311
Education
accreditation of schools in Illinois, 138-140
Camelot School, establishment, background and activities review, 93-103
consolidation of Cairo and Sumner High Schools, resultant student unrest,
110
cost per student, Cairo school system, 118

desegregation of schools \
ineligibility for Federal funding due to voluntary desegregation, 140-142 ?'
Title IV Federal program rejection by board of education, 107-109; adop- -~

tion, 149 \
disciplinary problems, suspension rates, 114-115, 130 ‘ \\
enrolment in schools
1972 levels for Cairo school system, 124
decline due to lack of employment opportunities projected, 97
extracurricular activities, Camelot School, 86-87, 98-99
financial status of Cairo public schools, 111-114, 123-126, 142-145, 150151
government operations, available courses, 30-92
Illinois school aid formula, revisions under consideration, 142-146, 150—151
quality of education in Cairo
effect of Camelot School establishment, 148-149
improvement efforts, 120-123
summary, 113-114
student relations in Cairo High School, 84-86, 88-90 )
superintendent of schools (State), responsibilities, 137 ’
tax-exempt status of schools, IRS criteria for granting, 132-136, 138-142, 149~ o
150
Title I education program
implementation and administration in Cairo schools, 104-107, 126-129
teachers, racial breakdown, 106-107, 128-129
tests and testing methods for, 127
Title IIX funding, Cairo school district eligibility, 130-131
United Front influence, 94, 96-97, 160
vocational training
Cairo Egyptian Adult Vocational School, administration, 115; NYC coop-
erative programs, 223
Governor’s Office of Human Resources funding plans, 317 ~
realignment of course studies to suit local job opportunities urged, 115-118
Shawnee Development Corp. programs, 222-229, 256257
Elderly, public housing facilities, 166 (see also Butler Homes; Greaney Gardens;
Johnson Terrace, Moreland Manor; Riverview; Sunset Terrace)
Elmwood Project, public housing, condition and upkeep compared to Pyramid
Courts, 166-167
Employment and unemployment
Alexander County unemployment rates, 156
black employment problems in Cairo, 18-19
Burkart Manufacturing Co.
affirmative action program plans, 249-251
employment practices, 232-234
racial composition of employees, statxshcal breakdown 238—249
Century Homes, manufacturing company, job opportunities, 186
county government positions, racial composition, 254-256
decline in school enrolment due to lack of job opportunities, 97
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Employment and unemployment—Continued
equal opportunity in employment
Alexander County government positions, discrimination, 254256
Illinois Fair Employment Practices Commission analysis of Cairo experi-
ence, 251-253
- ’ Lawyers’ Committee, Cairo situation analysis, 216-222
b " minority hiring practices among Cairo’s public and private employers, 216—
\ 220, 259262 _
\ Governor’s Office of Human Resources, training efforts, 317
: highways, State department, hiring practices, political implications, 234-237
job opportunities, need for economic boost to retain young people, 88
out-of-State residents employed in Cairo industries, 321-322
Public Service Careers program, Labor Dept. funding offer, 27, 89, 227-229
Pulaski-Alexander Development Corp. efforts to improve economy, 307-311
State employment service, policies, 237
unemployment insurance, problems arising from out-of-State employment, 322
vocational training
Cairo Egyptian Adult Vocational School, administration, 115; NYC co-
operative programs, 223
Governor’s Office of Human Resources, funding plans, 317
realignment of study areas to suit local job opportunities urged, 115-118
Shawnee Development Corp. programs, 222-229, 256-257
Equal employment opportunity
Alexander County Housing Authority, discrimination in selection of members,
200-202, 258259
government patronage positions, possible conflict with equal opportunity, 254—
256
Illinois Fair Employment Practices Commission overview of opportunities in
Cairo and Alexander County, 251-253
Lawyers’ Committee analysis of Cairo situation, 216-222
Public employers, discriminatory hiring policies, 216-220, 259262
! Bwing, Van, executive director, United Cairo Community Development Non-
Profit Housing Corp., 159

F

Family planning program, OEO funding, 296
“Federal Civil Rights Enforcement Effort,” significance, 210-211
Federal programs (see also specific agencies and specific subject headings)
Ad Hoc Standing Committee on Cairo, overview, 23-29; report results, 208-209
effectiveness and influence on race relations in Cairo, 19
- Executive Order 11063, implications for public housing, 213-215
/ funding unpredictability and resultant planning problems, 318-319
[ Financial status of Cairo public schools, 111-114, 123-126, 142-145, 150-151
Fire department, membership and recruitment methods, 193-195, 256, 260
Firearms
- guns allegedly purchased by police department through illegal use of funds
from Illinois Law Enforcement Commission, United Front charges, 155, 167
prevalence among citizens, misuse by police, 3435, 38, 4647, 52-53
Flying Black Medics assistance in establishing community clinic in Cairo, 154
Ford Foundation, civil rights legal assistance funding, 216

G

Governor’s Office of Human Resources
activities and outlook for economic and social development in Cairo com-
munity, 315-317
economic development in Cairo area, assistance, 311
functions, 314-316
medical mobile unit home visiting program establishment, 288

e
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Governor’s Office of Human Resources—Continued
participation in Federal task force efforts to initiate community programs,
23-26, 29, 300
police reform program, 317-318; Jurisdlctxonal considerations, 319-320
Grants (see also specific subject areas)
HEW program funding to Cairo, summary, 298
Illinois Law Enforcement Commission
375,000 police-community relations program, offer to Cairo, 60-62, 66-67,
72-76, T9-80
breakdown of assistance to Cairo, 1969—1971 7678
discrimination in applications and administration, safeguards, 82-83
planning grants, procedures for administration, 79-83
Southern Illinois Health Services Coordinating Program, grant requests sub-
mitted for Alexander and Pulaski Counties, prospects, 304
Greaney Gardens public housing project, racial composition of tenants, 169
Greater Egypt Planning and Development Commission, background, description,
71-12
Guns, see Firearms

H
Head Start program, 26, 29
Health, Education and@ Welfare, Department of (HEW)
discretionary funds, possible shifting, 306
funding to Cairo, summary of programs, 298
health planning programs, description, 207-298
health program applications, overload compared to capabilities, 301-303
investigation of Cairo health facilities, 299-300
public school funding policies, 146-148
Health programs, se¢ Community clinic ; Dental care ; Medical care
HBEW, see Health, Education and Welfare, Department of
Highway division of State government, employment practices, 234-237
Housing (sce also Public housing) ;
Cairo Housing Development Authority, establishment, United Front efforts, |
159 ; objectives and operations, 180-189
Century Homes, manufacturing company, land sale to, 186
community unresponsiveness to housing needs of blacks, 18
homeownership program status, 187-188
inadequacies, need for Federal assistance, 88 °
land sales for construction of public and private projects, city council unco-
operativeness, 182-189, 191-192
local housing development corporation establishment, OEO support, 316 N
multifamily housing, FHA Sec. 235-236 projects, Housing Development Corp. ™.
attempt to comstruct, 182-189, 257-258; conditions for approval, 195-196
private housing conditions in Cairo, 161-162
property values, 15, 19 )
rent supplement resolution passage in Cairo, subsequent rescinding, 186, 188,
257258
State housing development corporation funding, 26
Housing and Urban Development, Department of (HUD)
FHA Sec. 235-236 housing programs, Housing Development Corp. attempts to
establish, 182-189, 257-258 ; conditions for approval, 195-196
minority representation on local housing authority staff, guidelines, 201-203
medernization of public housing, requiréments for program approval, 178-
179; Cairo seeks funding, 199, 204 ; efforts to provide funds to Cairo, 205-206
racial ecomposition of public housing tenants ]
awareness of segregation in Alexander County Housing Authority projects,
168, 174-176, 179
discrimination, complaint procedures, 207; investigatory responsibilities,
210213
rent computation policies, revised guidelines, effects, 178
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“Housing Subsidies are a Grand Delusion,” 253
HUD, see Housing and Urban Development, Department of

I

Illinois Fair Employment Practices Commission, overview of employment op-
portunities in Cairo and Alexander County, 251-253
Illinois Industrial Development Authority, assistance in economic development,
311
Illinois Law Enforcement Commission
$75,000 police-community relations grant offer to Cairo, breakdown of alloca-
tions, problems encountered, 60-62, 66-67, 72-76; rescinding of grant, 79-80
contract funding for study of police department in Cairo, 51
granty
administration, prevention of discrimination, 79-83
allocations to Cairo, 1969-1971, breakdown, 76-78
United Front opposition to funding to Cairo on grounds of vigilante control
of police department operations, 155-156
Illinois State Police
base radio station emergency grant application, 72
total manhours contributed to solving law enforcement problems in Cairo,
316-317
Income
average wages in Cairo, 15, 67
rent supplement applicability in Cairo, 186, 188, 257-258
Indians, health care problems, Minnesota, 303
Industry, see Commerce
Institute for Social Policy, health program funding, 320
Internal Revenue Service (IRS), tax-exempt status of schools, criteria for
granting, 132-136, 138-142, 149-150
IRS, see Internal Revenue Service

J

John Birch Society, influence in rejection of Title IV program in Cairo schools,
108

Johnson, James S., executive director, Alexander County Housing Authority,
Cairo, Il1., 164, 168

Johnson Terrace public housing project, racial composition of tenants, 170

K

Kemp, James, commissioner, Illinois Fair Employment Practices Commission,
251
Ku Klux Klan, Jackson, Miss., 155

L
Labor Department (DOL)
Public Service Careers funding offer, 27, 89, 227229
social programs, establishment through Shawnee Development Corp., 222-223
Land sales for housing programs, city council’s uncooperativeness, 182-189, 191-
192
Law enforcement, se¢ Greater Egypt Planning and Development Commission;
Illinois Law Enforcement Commission ; Police
Law BEnforcement Assistance Administration (LEAA), background and func-
tions, 78-79
Lawyers’ Committee
analysis of equal employment opportunities in Cairo, 216-222
background and activities, 215216
LEAA, se¢e Law Enforcement Assistance Administration
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Legal aid (see also Lawyers' Committee)
Ford Foundation funding, 215
Governor’s Office of Human Resources, program funding, 317
State assistance program, 26
Lieberman, Marvin, commissioner, Illinois Fair Employment Practices Commis-
sion, 251
Loans
SBA funding to Cairo merchants to counteract United Front economic boy-
cott, 157-158
SBA support in developing economy, 311
Low-income housing, see Public housing

M

Mayor’s position description, 263264

Medicaid patients, nonacceptance by white dentists, 274-275

Medical care (see also Community clinic; Dental care)
comprehensive health planning, 290 ; future plans, 291-293
Comprehensive State Health Planning Agency assessment of health facilities

in Cairo, 280-281

facilities available, 267-270
HEW investigation of available facilities, observations, 299-300
physicians residing in Cairo, 286
services available prior to establishment of community clinic, 286-287
specialists, need for, 268, 274
Tri-County Health Department facilities and funding, 275

Medicare
acceptance of cards at clinie, private doctors’ refusal to accept, 270 .
outpatient coverage, 289

Metropolis, I1l., full-time mayoral position, 263

Moreland Manor public housing project, racial composition of tenants, 169

N

NAACP, see National Association for the Advancement of Colored People
National Association for the Advancement of Colored People (NAACP)
dress codes in public schools, concern, 115
membership in as grounds for refusal to hire, testimony, 185
National White Citizens’ Council, affiliations, 155
Neighborhood Youth Corps (NYC), program description, 222-224

(0]

OEO, see Office of Economic Opportunity
Office of Economic Opportunity (OEQ)
clinic establishment, role, 26, 29, 296-297; discontinuation of funding antici-
pated, 297, 320; feasibility of HEW funding as alternative, 300-301, 304-305
dental care program funding anticipated, 316
guidelines for clinic governance, 290-291
health care programs funding, summary, 295-297
health program assistance, 26, 29, 288
Lawyers’ Committee funding for Alexander, Pulaski, and Union Counties, 216
local housing development corporation establishment, 316
Office of housing and building, Illinois Department of Local Government Affairs,
Springfield, 111, objectives and operations, 197-198
Office of Human Resources, see Governor’s Office of Human Resources
Operation Mainstream
description, 222-223
placement attempts with local government agencies, 224-226, 256-257
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P

Petersen, Eleanor, commissioner, Illinois Fair Employment Practices Commis-
siom, 251
Police (see also Greater Egypt Planning and Development Commission ; Illinois
Law Enforcement Commission; Law Enforcement Assistance Administra-
tion)
arrests, ratio of black to white, Sept. 1971-March 1972, 70
attitude, lack of professionalism, 51-55
base radio station emergency grant submitted to Illinois State Pollce, 72
) chain of command, 63-65, 69
’7 commissioner’s responsibilities and functions, 59
community relations programs
refusal of $75,000 funding offer to establish programs, 60-62, 6667, 72-76;
rescinding of grant by Illinois Law Enforcement Commission, 79-80
University of Southern Illinois special training programs, 20
entry into publie housing projects in absence of tenants, complaints, 166 ; hous-
ing authority policy, 179-180
Governor’s Office of Human Resources, assistance in improving police-com-
munity relations, 317-318
grants from Illinois Law Enforcement Commission, 1969-1971, 76-83
harassment of citizens, testimony, 31-42; complaint procedures, 57-59, 61-62,
69+70
jurisdictional problems of State officials’ involvement in Cairo affairs, 319-320
manhours contributed by Illinois State Police in solving Cairo’s law enforce-
ment problems, 316-317
membership, recruitment and selection, 21-23; racial composition, 16, 3942,
56
operations and efficiency, treatment of blacks, 17
Pyramid Courts
illegal raids conducted, outcome, 154, 157
refusal to patrol, unresponsiveness to residents, 17, 20, 3940, 53-54, 155;
( patrolling instituted, 57
records, absence of accurate information, 5455, 6566, 68-69
! “Survey of the Police Department of Cairo, Illinois,” 1970 report, summary, 48—
55 ; follow-up activities, 30-83
training programs, status, 62-63
Police and fire commission, role, influence, 20-21
Population
Alexander County and Cairo, 1950 to present, 15
decline, community improvement plans to retain residents, lack of, 262-263,
265
Power structure of Cairo local government, 264-266
Property values, 15, 19
Public housing (sec also Alexander County Housing Authority ; Butler Homes;
Elmwood Project; Greaney Gardens; Housing; Johnson Terrace; Moreland
Manor ; Pyramid Courts ; Riverview ; Sunset Terrace)
assignment of tenants, criteria, compliance with Federal law, 172-173; avail-
ability of written policy, 177
disgrimination, implications of Executive Order 11063 for public housing, 213—
216
employees within projects, racial segregation, 173-174
b employment policies of local authorities, 220
facilities available in Cairo, 15
FHA Se¢. 235-236 pi'ojects, City Council rejection, 182-189, 257-258 ; conditions
for approval, 195-196
mteragency cooperation, need for coordinated community and government ef-
forts in solving diserimination problems, 209210

\\. Ve
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Public housing—Continued
minority representation on local housing authority staffs, HUD guidelines,
201-203
modernization .
HUD efforts to upgrade public housing conditions, 205-206
HUD requirements for funding approval, 178-179
program approval sought by Cairo, 199, 204
percentage of subsidized housing in Cairo, significance, 204
police entry in absence of tenant, complaints, 166 ; housing authority policy,
179-180
racial composition of tenants )
Alexander County Housing Authority projects, summary, 169-176
complaints, HUD procedures for handling, 207; HUD investigatory respon-
sibilities, 210-214
compliance with Federal guidelines, HUD awareness of Cairo segregation
.policies, 174-176, 179
evidence of segregation, 161-168
HUD efforts to eliminate segregation in Cairo public housing projects, 204
205, 212-214
HUD reporting requirements, 176-177, 207
rent computation policies, effect of revised HUD guidelines, 178
rent supplement resolution rescinding, 186, 188, 257-258
United Cairo Community Non-Profit Housing Development Corp., objectives
and operations, 180-189
vacancies anticipated in Alexander County projects, 1972, 175-176
Public Service Careers funding, Labor Department offer, 27, 89, 227-229
Pulaski-Alexander Development Corp.
economic development efforts, overview, 307-311
funections, 303, 307
interagency support in economic development activities, 311-312
Pyramid Courts public housing project
maintenance, tenant complaint procedures, 162-166
police-community relations
entry into apartments in absence of tenants, complaints, 166; housing au-
thority policy, 179-180
illegal raids conducted through use of faulty search warrants, outcome, 154,
157
inadequacy of police protection, refusal to patrol, 17, 20, 39-40, 53-54, 155;
patrolling instituted, 57
rental criteria, 165
tenant council establishment, 165

R
Records and reports
police department, absence of adequate records, 54-55, 65-66, 63-69
public housing, racial characteristics of projects, HUD reporting require-
ments, 176177, 207
Recreational facilities
available facilities, 229-231
Camelot School extracurricular activities, 86-87, 98-99
civic organizations, 231, 263
Federal program funding, 26, 29
Governor’s Office of Human Resources, development efforts, 317
Little League, integration attempts, 230231
public activities for students in Cairo, 87
Scout groups, 230
swimming pool closures to avoid integration, 229
Recruitment of police, see Police
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Rents (see also Housing ; Public Housing)
computation for public housing projects, revised HUD guidelines, effects, 178
Pyramid Courts, base criteria, 165
supplement program resolution and subsequent rescinding by local government,
186, 188, 257-258
Riverview public housing project, racial composition of tenants, 170

S

SBA, see Small Business Administration
Schools (see also EQucation)
-Cairo Egyptian Adult Vocational School, 115, 223
Cairo High School, 84-86, 88-93, 97, 110, 114115, 118, 124, 130, 140-142
Camelot School, 84, 86-87, 93-103, 132-136, 149-150
Sumner High School, 110
Thornton Township High School, Harvey, Ill., 84-85
Search warrants for police raid on Pyramid Courts found illegal, outcome, 154,
157
Security, see Police
Seevers, Norman, fire commissioner, Cairo, Ill., 260-261
Shawnee Development Corp., Karnak, Ill.
OEO community clinie, cooperative establishment at St. Mary’s Hospital, 26
Operation Mainstream program, description, 222-223 ; placement attempts with
local government agencies, 224226, 256-257
vocational training program efforts, 222-229
Small Business Administration (SBA)
funding provided to Cairo merchants to counteract economic boycott of United
Front, 157-158
support in developing Cairo area economy, 311
Social security, HEW funding, 298
Southern Illinois Health Services Coordinating Program, 304
Springfield, Ill.
experimental medical system establishment, 305
United Front demonstrations, 1969, 159
Sunset Terrace public housing project, racial composition of tenants, 170
“Survey of the Police Department of Cairo, Illinois,” summary, 48-55; follow-up
activities, 80-83
Statements
opening and concluding statements, Frankie M. Freeman, Commissicner, 1-3,
324-327
statement on rules, Maurice B. Mitchell, Commissioner, 3-6
welcoming statement, John McKnight, Acting Chairman, Illinois State Ad-
visory Committee to the U.S. Commission on Civil Rights, Evanston, Ill.,
12-14
“States Rights, Racial Integrity,” excerpt, 73
Student relations at Cairo High School, 84-86, 88-90
Suspension rates in public schools, overuse as a disciplinary measure, 114-115,
130

T

Tax-exempt status of schools
Camelot School, appropriateness, 132-136
IRS criteria for granting, 138-142, 149-150
Taxation
educational tax raise, 1971, significance, 110
school tax structure, 102
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Teachers .
financial instability of school district, consistent release of first-year teachers,
111-112

hiring, NAACP or United Front membership as grounds for refusal, 185
Title I education programs, racial breakdown, 106-107, 128-129
Tenant council establishment at Pyramid Courts, 165
Tests and testing

Camelot School, college admission tests required, effects nf nonaccreditation,
102-103

fire department hiring examinations, 194-195
Title I education program, testing methods, 127

Thomas, Pete, mayor of Cairo, Ill., 183, 260
Title I education program

implementation and administration in Cairo school system, 104-107, 126-127
racial breakdown of instructors, 106-107, 128-129

tests and testing devices for, 127
Title III of Elementary and Secondary Education Act of 1965, funding, Cairo
school district eligibility, 130-131
Title IV Federal program to assist schools with desegregation problems, board of
education rejection, 107--108 ; adoption, 149

Title VI Federal program, difficulties encountered in finding black director, 129
Transportation

advantages of location for economic development in Pulaski and Alexander
Counties, 311

development efforts, Governor’s Office of Human Resources, 317
Tri-County Health Department, function and funding, 275

U
Unemployment, see Employment and unemployment
United Cairo Community Non-Profit Housing Development Corp., establishment,

United Front efforts, 159; objectives and operations, 180-189
United Citizens for Community Action, affiliations, 1565
United Front

attempts to air grievances with Cairo city officials, 156-159
economic boycott against Cairo merchants, 154, 157-1568 i
education, position on, 94, 96-97, 160

exclusion from community clinic advisory board, 285-286

Housing Development Authority establishment, 159
structure of organization, 1567-158

. [
University of Southern Illinois, police training program on community rela-
tions and special problems of black communities, 20

\
Urban renewal, project status, 183, 191-192
Utilities, employment policies of public utilities commission, 219-220, 259-260
v .

}
Verble, Leo, principal, Cairo High School, 108-109
Vocational training

Cairo Egyptian Adult Vocational School, administration, 115; NYC cooper-
ative programs, 223
Governor’s Office of Human Resources, funding plans, 317

realignment of study areas to suit local job opportunities urged, 115-118
Shawnee Development Corp. programs, 222-229, 256-257

w
‘Wages, see Income

‘Weapons, se¢ Firearms
Welfare

community clinic, percentage of patients receiving assistance, 289
discrimination against welfare dental patients, 278-280
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