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INTRODUCTION

In accordance with the Hospital Survey and Construction Act,
Public Laws 725 and 380, 79th Congress, a statewide inventory of
existing hospital and public health facilities was completed.

This information was presented in the Report of Hospital and
Public Health Resources in Iowa, Iowa State Department of Health.
The report included statistical data on hospital and public health
facilities and services, professional personnel, and related re-
sources,

In 1954, the original Hospital Survey and Construction Act
was further amended by Public Law 482, 83rd Congress, known as
the Medical Facilities Survey and Construction Program. The
scope of the basic program was thereby broadened to meet the
needs of the chronically ill and impaired with specific provision
for convalescent nursing homes, diagnostic facilities, and rehab-
ilitation centers.

The following is the 15th Revision of the Iowa Hospital Plan
for construction of hospitals and other health facilities. Based
upon current inventory and survey data, the proposal provides
suitable and adequate statewide hospital and related health fac-
ilities reasonably and realistically accessible to all residents
of Iowa.

The Plan reflects the findings from inventory .and survey data
of approximately 200 hospitals, 4,200 doctors' offices (M.D., D.O.
and D.D.S.), 50 major industries and 1,000 care institutions.
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DEFINITIONS

ACUTE GENERAL HOSPITAL A general hospital is "Any hospital for inpatient medical or
surgical care of acute illness or injury and for obstetrics, of which not more than
50 per cent. of the total patient days during the year are customarily assignable to
the following categories of cases: chronic, convalescent and rest, drug and alco-
holic, epileptic, mentally deficient, mental, nervous and mental and tuberculosis."

ANCILLARY SERVICES Ancillary services are those adjunct facilities normally
associated with the diagnostic/treatment fields of patient care and which are
available to outpatient/inpatient demands. The term "patient care" shall include

medicine, surgery, laboratory, x-ray and others such as obstetrics and physical
medicine.

AREA An area is "A logical hospital service area, taking into account such fac-
tors as population distribution, natural geographic boundaries, transpertation .and
trade patterns, all parts of which are reasonably accessible to existing or pro-
posed hospital facilities and which has been designated by the State Department of
Health as a base, intermediate or rural area."

BASE AREA A base area is "Any area which is so designated by the State Agency and
has the following characteristics: (1) Irrespective of the population of the
area, it shall contain a teaching hospital or a medical schocl; this hosp ital must
be suitable for use as a base hospital in a coordinated hospital system within the
state; or (2) The area has a total population of at least 100,000 and contains or
will contain, on completion of the hospital construction program under the State
Plan, at least one general hospital which has a complement of 200 or more beds for
general use. This hospital must furnish internships and residencies in two or
more specialties and must be suitable for use as a hospital in a coordinated
hospital system within the state."

CHRONIC ILLNESS HOSPITAL A chronic illness hospital is "A hospital, the primary
purpose of which is medical treatment of chronic illness, including the degener-
ative diseases, and which furnishes hospital treatment and care, administered by
or under the direction of persons licensed to practice medicine in the state.

The term includes such convalescent homes as meet the foregoing qualifications,

It excludes tuberculosis and mental hospitals, nursing homes and also institutions
the primary purpose of which is domiciliary care."

COMMUNITY SERVICE "A facility renders a community service when (a) the services
furnished are available to the general public, or (b) admission is limited only
on the bases of age, medical indigency, or medical or mental disability or (c)
the facility constitutes a medical or nursing care unit of a home or other
institution which is available in accordance with (a) or (b) of this paragraph.
Examples of facilities which do not provide a community service are those whose
services are limited to the inmates of institutions such as prisons, industrial

schools, and orphanages; and members of a fraternal, labor, or denominational,
or similar group."

COORDINATED HOSPITAL SYSTEM A coordinated hospital system is "An inter-related
network of general hospitals throughout the state in which one or more base
hospitals provide district hospitals and the latter in turn provides rural and
other small hospitals with such services relative to diagnosis, treatment, medical
research and teaching as cannot be provided by the smaller hospitals individually."



CUSTODIAL HOME ''Custodial home means any institution, place, building or agency
which is devoted primarily to the maintenance and operation of facilities for the-
housing, for a period exceeding twenty-four (24) hours, and for care in excess of
food, shelter, laundry or services incident thereto for, two (2) or more nonrelated

individuals who are not in need of nursing care or related medical services but who,

by reason of age, illness, disease, injury, convalescence or physical or mental

infirmity are unable to care for themselves. Custodial home does not mean hospitals

or nursing homes.'" (Not qualified for grants participation)

DIAGNOSTIC OR TREATMENT CENTER "A facility providing community service for the
diagnosis or diagnosis and treatment of ambulatory patients, which is operated in
connection with a hospital, or in which patient care is under the professional
supervision of persons licensed to practice medicine or surgery in the State, or,
in the case of dental diagnosis or treatment, under the professional supervision

of persons licensed to practice dentistry in the State. This includes outpatient
departments, clinics of public or nonprofit hospitals, and diagnostic or diagnostic
and treatment centers for the mentally handicapped. The applicant must be either
(1) a State, political subdivision, or public agency, or (2) a corporation or an
association which owns and operates a nonprofit hospital."

DISABLED PERSON '"'A disabled person is an individual who has a physical or mental
condition which, to a material degree, limits, contributes to limiting, or if not
corrected, will probably result in limiting, the individual's performance or
activities to the extent of constituting a substantial physical, mental or voca-
tional handicap."

DOMICILIARY CARE '"Institutions furnishing primarily domiciliary care. The
primary purpose of these facilities is to furnish food, shelter, and other non-
medical services and wherein medical treatment or nursing care is incidental to
boarding care. ' : A "nursing home'" which provides personal services only, or
such limited medical attention as the individual would normally receive if he
were living in a private home is not eligible for Federal aid."

DOMICILIARY INSTITUTIONS ''Domiciliary institutions are institutions which have as
their primary purpose the furnishing of food, shelter, and other nonmedical ser-
vices. This definition includes those institutions in which there might be
available temporary, incidental, and limited medical attention such as the indi-
vidual would normally receive if he were living in a private home."

HOSPITALS Hospitals shall include "public health centers and acute general,
tuberculosis, mental, chronic disease, and other types of hospitals, and related
facilities such as laboratories, outpatient departments, nurses' home and training
facilities, and central service facilities operated in connection with hospitals,
but not institutions furnishing primarily domiciliary care. The term '"hospital,"
except as applied generally to include public health centers, shall be restricted
to institutions providing community service for inpatient medical or surgical care
of the sick or injured; this includes obstetrics. It shall exclude Federal
hospitals and institutions found to constitute a public hazard." (for special
categories, see Acute General, Chronic, Mental, Psychiatric and Tuberculosis)

HOSPITAL BED A bed for an adult or child patient. Bassinets for the newborn
in a nursery, beds in labor rooms and in health centers, and other beds used
exclusively foremergency purposes are not included in this definition.

INTERMEDIATE AREA An intermediate area is, ''Any area so designated by the State
Department of Health which: (1) has a total population of at least 25,000 and,

(2) contains, or will contain on completion of the hospital construction program
under the State Plan, at least one general hospital which has a complement of 100

,y or more beds and which would be suitable for use as a district hospital in a
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coordinated hospital system within the state."

LOCAL HEALTH DEPARTMENT "A single county, city, city-county, multi-county, or
local district health department as well as state health district unit, where
the primary function of the state district unit is the direct provision of
public health services to the population under its jurisdictiom."

MENTAL HOSPITAL A mental hospital is "A hospital for the diagnosis and treat-

ment of nervous and mental illness but excluding institutions for the feeble-~
minded and epileptic."

NONPROFIT HOSPITAL AND OTHER HEALTH FACILITIES '"Any hospital or health facility,
as the case may be, owned and operated by one or more nonprofit corporations or
associations, no part of the net earning of which inures, or may lawfully inure,
to the benefit of any private shareholder or individual."

NURSING HOME "A facility which is operated in connection with a hospital, or in
which nursing care and medical services are prescribed by or performed under the
general direction of perscons licensed to practice medicine or surgery in the state,
for the accommodation of convalescents or other persons who are not acutely ill
and not in need of hospital care, but who do require skilled nursing care and
related medical services. The term "nursing Yiome" shall be restricted to those
facilities, the purpose of which is to provide skilled nursing care and related
medical services for a period of not less than 24 hours per day to individuals
admitted because of illness, disease, or physical or mental infirmity and which
provide a community service.'"

POPULATION The civilian population data used in this revision analysis is

extracted from the U. S. Department of Commerce, U. S. Census of ‘Population - 1960,
Final Report PC(l)-17A.

Civilian Population 2,757,535 (Basis for Plan)

County and area population were ascertained by analyzing the counties and town-
ships as reported.

It should be noted that projected population data was utilized in developing a
population increase factor.

2,757,535
The population density for Iowa is 56,290 = 48.988 persons/square mile.

PSYCHIATRIC HOSPITAL A psychiatric hospital is "A type of mental hospital where

patients may receive intensive treatment and where only a minimum of continued
treatment facilities will be afforded."

PUBLIC HAZARD "A public hazard as it applies to hospitals shall mean hospital beds

housed in non~fire resistive buildings. One story buildings shall be constructed
of not less than one-hour fire resistive construction throughout, except that the
boiler room shall be of three-hour fire resistive construction. Buildings that are
more than one story in height shall be constructed of incombustible material with
a three to four hour fire resistive rating as established by the National Board

of Fire Underwriters."

PUBLIC HEALTH CENTER A public health center is "A publicly owned facility utilized

by a local health department for the provision of public health services, including
related facilities, such as laboratories, clinics, and administrative offices oper-
ated in connection with public health centers."



PUBLIC HEALTH SERVICES Public health services are "Full-time services provided
through organized community effort in the endeavor to prevent disease, prolong
life and maintain a high degree of physical and mental efficiency. 1In addition

to the services which the community already provides as a matter of practice, the
term shall include such additional services as the community from time to time may
deem it desirable to provide."

REHABILITATION '"An integrated program brings together, as a team,specialized
personnel from the medical, psychological, social, and vocational areas for the
purpose of pooling information, interpretations and opinions for the development
of a rehabilitation plan of services in which the disabled individual is viewed
as a whole., When members of the team contribute to the diagnosis and treatment
of illness, their contributions must be coordinated under medical responsibility.
These integrated services may be provided in a facility to care for many types
of disabilities or a single type of disability."

REHABILITATION FACILITY "A facility providing community service which is operated
for the primary purpose of assisting in the rehabilitation of disabled persons
through an integrated program of medical, psychological, social, and vocational
evaluation and services under competent professional supervision. = The major
portion of such evaluation and services must be furnished within the facility;

and the facility must be operated either in connection with a hospital or as a
facility in which all medical and related health services are prescribed by, or
under the general direction of, persons licensed to practice medicine or surgery
in the State."

RURAL AREA A rural area is "Any area so designated by the State Department of
Health which constitutes a unit, no part of which has been included in a base pr
intermediate area." '

TUBERCULOSIS HOSPITAL A tuberculosis hospital is "A hospital for the diagnosis
and treatment of tuberculosis, excluding preventoria."

3
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STATE PLAN

IOWA STATE DEPT. OF HEALTH

DIVISION OF HOSPITAL SERVICES

Des Moines, lowa

1.

DESIGNATION OF STATE AGENCY (See Section .3

of the instruction).

A. The name of the State Agency designated as the
sole agency to administer or supervise the ad-
ministration of the State Plan 1s:

IOWA STATE DEPARTMENT OF HEALTH

B. The name of the organizational unit within the
State Agency whichis authorized to immediately
direct the administration of the State Plan is:

DIVISION OF HOSPITAL SERVICES

C- Attached is one (1) copy of an organization
chart which shows the reIationship of the or-
anizational unit named in “B’’ above to the
gtate Agency as a whole. This chart is labeled
Exhibit A.

. AUTHORITY OF STATE AGENCY (See Section .4 of

the instructions)

A Attached is the material described in Section
.4B of the instructions. This material is lab-
eled Exhibit B.

- DESIGNATION OF STATE ADVISORY COUNCIL (See

Section .5 of the instructions)
Check one

A. The State Advisory Council has been ap-
pointed, and a l},st of the members gs
attached which shows their present posi-
tions and the interest or profession each
represents. (See instructtions regarding
identification of members of working exe-
cutive committees, if any). This list is

labeled Exhibit C.

B. The State Advisory Council has not been
[::] appointed. A State Advisory Council will
be appointed prior to the submission of
individual construction projects, and it

will include members representing the

oups or_interests required by the Act.

%ﬁe ouncil will be appointed on or before

(Free 1IN DATE)

4. DEVELOPMENT OF HOSP1TAL CONSTRUCTION PROGRAM

(See Section .6 and Exhibit 1 of the instructions)

A. Forms PHS-5(HF); PHS-7(HF); PHS-8(HF) or
the optional statement; PHS-10(HF); PHS-11
(HF); and PHS-12(HF) and the maps and other
material requested in Exhibit 1 of the in-
structions are attached. These forms and ma-

terial are labeled Exhibit D.

5. BELATIVE NEEC DETERMINATIONS (See Section .7

5. METHODS OF ADMINISTRATION

7.

8.

10.

of the instructions.)

A. Form PHS-13(HF) and the other material called
for in section .7D of the instructions are
attached, and are labeled Exhibit E. '

(See Section .8 of
the instructions)

A. Statements are attached which cover as a min-
imum each method of administration described
in Section .8C to .81 inclusive of the in-
structions. Each method of administration is
described under the same heading used in the
instructions. These statements are identified
as Exhibit F.

MINIMUM STANDARDS FOR MAINTENANCE AND OPER-
ATION OF HOSPITALS WHICH RECEIVE FEDERAL AID
UNDER THE HOSPITAL SURVEY AND CONSTRUCTION ACT
(See Section .9 of the instructions)

A. One copy of the minimum standards which the
State xgency has adopted are attached and are
labeled Exhibit C

FAIR HEARING (See Section .10 of the instructions)

A. One copy of the Rules and Regulations govern-
ing the fair hearing procedure which the State
A%ency has adopted are attached and are lab-
eled Exhibit H.

SUBMISSION OF REPORTS AND ACCESSIBILITY OF
RECORDS (See Section .11 of the instructions)

A. The State Agency hereby agrees to make such
reports in such form and containing such in-
formation as the Surgeon General may from time
to time reasonably require, and to give the
Surgeon General or his representatives, upon
demand, access to the records upon which such
information is based.

REVISION OF HOSPITAL CONSTRUCTION (See Section
<12 of the instructions. )

A. The State Agency hereby agrees that it will
from time to time as 1s necessary, but at
least annually, review the over-all hospital
construction program. The State Agency further
agrees that it will on or before May 15 of
each year submit to the Surgeon General a re-
port which contains such revision of the over-
all hospital construction program as the State
Agency considers necessary.

Agency.

1 hereby certify that the above statements and attached statements, charts, maps, and tables are true and correct
to the best of my knowledge and belief, and are an accurate presentation of the State Plan adopted by the State

Signature

Walter L. Bierring, M.D.
Commissioner

Typed Name and Title Date

December 10, 1947

]



IOWA STATE DEPT. OF HEALTH
DIVISION OF HOSPITAL SERVICES

Des Moines, lowa

ANNUAL REVISION OF STATE PLAN

A. DESIGNATION OF STATE AGENCY
1. Give the name of the State Agency which is responsible for administering the State Plan.

IOWA STATE DEPARTMENT OF HEALTH

2. Has the organization of the State Agency been changed since the existing State plan was approved?

(If “yes”, attach a chart (identify as Exhibit A) which shows the organization of

the State Agency and the relationship of the unit which is immediately responsi-
ble for administering the state plan to the other units of the state agency).

B. AUTHORITY OF THE STATE AGENCY

Has any change been made in the authority of the State Agency to carry out the provisions of the State Plan?

(If “yes®, attach a copy (identify as Exhibit B) of the legislation or Governor’s
order which accomplished the change.)

C. DESIGNATION OF STATE ADVISORY COUNCIL

Has any change been made in the membership of the State Advisory Council? IX Yes I [No ]
(See Exhibit C)

(If “Yes’’ attach a statement (identify as Exhibit C) showingl the names, present
positions, and interests or professions represented by each new member and the
names of the members replaced.)

D. DEVELOPMENT OF HOSPITAL CONSTRUCTION PROGRAM

Attach new forms PHS-5 (HF); PHS-7(HF); PHS-10(HF); PHS-11(HF); and PHS-12(HF), (iden. as Fxh. D) toreplace the
existing forms_included in the State Plan. If separate facilities are planned for separate population groups
in the State, Form PHS-8(HF) shall be resubmitted, if any changes have occurred which require supplementation
or revision. Maps submitted with the current approved plan shall be revised and resubmitted if changes have
occurred. As a minimum, consider the factors described in the instructions on the reverse side.

E. RELATIVE NEED DETERMINATIONS

Submit a new Form PHS-13(HF) to replace the form approved in the existing State Plan. (Identify as Exhibit
E). As a minimum, take into consideration the factors described in the instructions on the reverse side.

F. METHODS OF ADMINISTRATION

Do the methods of administration included in the appfoved State Plan reflect accurately the current or pro-

Jected method of administering the State Plan?
I X Yes l ‘ No l

(If “No”, attach revised or additional pages (identify as Exhibit F) to be in-
cluded in the State Plan.)

I hereby certify that the above statements and attached statements, charts, maps, and tables are true
and correct to the best of my knowledge and belief, and are an accurate presentation of the revised
State Plan adopted by the State Agency.

S IGNATURE TYPE NAME AND TITLE EFFECTIVE DATE OF REVISION

& . Edmund G. Zimmerer, M.D. 1 JULY 1962
, / Commissioner

CP-3915 7
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EXHIBIT B

AUTHORITY

House File 314, 52nd General Assembly, became Chapter 90,
Sessions Laws, became Chapter 135 A, Code of Iowa, 1958. The
purpose was to designate the State Department of Health as the
sole Agency to administer this plan for hospitals.

House File 392, 56th General Assembly, was incorporated
in Chapter 135 A, Code of Iowa, 1958 and broadened basic
authority enabling the State Agency to survey, plan and admin-
ister for medical facilities in conjunction with hospitals.

House File 465, 52nd General Assembly, became Chapter 91
of the Sessions Laws, and was codified as 135 B, Code of Iowa,
1958, which established the hospital licensing statute and
designated the Iowa State Department of Health as administering
agency.



IOWA ADVISORY COUNCIL
for Hospitals and Related Health Facilities

CHAIRMAN EX OFFICIO....Edmund G. Zimmerer, M.D., Commissioner of Public Health

FIELD OF HOSPITAL ADMINISTRATION

Iowa Hospital Association:

Louis B. Blair, Superintendent

St., Luke's Methodist Hospital, Cedar Rapids

Leon A. Bondi, Administrator
St. Luke's Hospital, Davenport

B. D. Fickess, R.N., Administrator
Story County Hospital, Nevada

J. A. Anderson, Administrator
Lutheran Hospital, Fort Dodge

Iowa Osteopathic Hospital Association:

John Schwartz, Sr., D.O.

Des Moines General Hospital, Des Moines

FIELD OF HEALTH

Iowa State Medical Society:

Robert N. Larimer, M.D., Sioux City
Wendell L., Downing, M.D., LeMars
Samuel Leinbach, M.D., Belmond

C. N. Hyatt, Jr., M.D., Corydon

Iowa Society of Osteopathic Physicians & Surgeons:

H. B. Willard, D.0O., Davenport
Iowa Dental Society:

F. W. Pillars, D.D.S., Des Moines
Iowa State Nurses Association:
Marie Tener, Iowa City

FIELD OF REHABILITATION

EXHIBIT C

Appointment Expires

6-30-63

6-30-66

6-30-64

6-30-64

6-30-64

6-30-63

6-30-63

6-30-66

Merrill E. Hunt, Diréctor, Vocational Rehabilitation Division,

Department of Public Instruction, Des Moines

REPRESENTING CIVIC AND CONSUMER INTERESTS:

Mrs. James Henderson, Waterloo

Elmer H. Den Herder, Sioux Center
Benjamin F. Carter, Jr., Forest City
Mrs. Jay S. Tone, Jr., Des Moines
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EXHIBIT D

DEVELOPMENT OF HOSPITAL AND MEDICAL FACILITIES PROGRAM

The original program created by the Congress of the United States resulted
from a thorough study of the nation in terms of hospital needs and the resources
available to answer these needs.

These basic surveys concluded that the cumulative effect of a harsh de-
pression period, the attrition of time, and the lack of man power and materials
during war years, had created a backlog of unmet needs well beyond the reach of
local resources, the normal means for providing health facilities. Because the
costs appeared to be out of reach of most communities, it was predicted that
such construction as would take place would be forced to compromise and thus be
far short of worthy hospital standards.

In the light of these considerations, the grants-in-aid feature was conceived,
whereby Federal funds could become available to qualified communities to help
themselves in providing structures which would meet a good standard in lieu of
stringent compromises which otherwise might be exercised in attempting to meet
their needs. 1In other words, the program's intent was to assist communities to
help themselves by providing matching funds sufficient to upgrade the end product
and thus better meet local needs for a longer period while conforming to sound
national standards.

At this point considerable persuasion (by older hospitals of the nation's
population centers) is directed toward a Federal grants program for renovating
and remodeling outmoded facilities in blighted urban areas. These renovating
needs are the by-product of having ignored the transition in the enviroms sur-
rounding such facilities. Generally speaking, Iowa's larger hospitals have
circumvented such adverse development with appropriate foresight and protective
corrective action during the past ten years.

We have also witnessed the effectiveness of corrective means available for
such hospitals through the urban renewal programs in effect, which do give
appropriate consideration to hospitals that are involved. The programs are
guided by a thorough evaluation of the merits of all possibilities available
before guiding the corrective action which will be taken as opposed to a new
broadside grants program which may or may not be guided by a combination of
merit and/or emotion.

Bitter experience by this State Agency in limited remodel and renovation
occuring within the existing program has amply demonstrated the fallacy of
renovation as opposed to new construction, where programs leaned heavily on
the false value of existing structures and overlooked the true amount of expen-
diture involved to upgrade existing structures. Iowa's future programming is
placing greater emphasis on constructing new areas with only nominal expenditure
for connecting to existing structures in a manner that will permit acceptable
and economical operation of the completed composite plant. The State Plan
emphatically gives only limited value to existing structures and reduces the
valuation of such areas to be in keeping with the realistic value of their
services expressed in terms of the common denominator of '"suitable, replace-
able, and/or unsuitable beds."

SCOPE OF HEALTH FACILITY NEEDS

The forerunner of this hospital program goes back to a national study of
hospitals and health facilities. An element of this national study was a
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survey of Iowa's hospitals and public health resources conducted prior to the orig-
inal Iowa Hospital Plan. The basic study was in terms of hospital needs and the
usage patterns of hospital service areas.

In 1957 the basic Federal Act was expanded to incorporate medical facilities
within the scope of the program.

In developing a target for the study of hospital and health facility re-
quirements of the state, the entire range of care facilities are surveyed and
studied to determine, in terms of current national standards what each trade
area's resources are and to what extent existing facilities must be supplemented
to meet their over-all needs. The total field of hospitals has been segmented to
several categories of hospitals and studied separately. These are identified as
Acute General (green section), Tuberculosis (white section), Nervous and Mental
(pink section), and Chronic Illness (blue section). Specific definition of these
several terms can be found in an earlier section titled "Definitions." 1In addi-
tion to hospitals categories are needs for other means and services providing a
complete medical care program. 1Included will be gradations of facilities offering
less intensive nursing care than hospitals, but nevertheless imperative to meet
needs beyond short term acute treatment and nursing care.

It is realized that hospital construction costs are considerable and that
local resources are not unlimited. The obvious consideration in establishing
the target is that every economic advantage must be exercised to the fullest if
we are to realize maximum economy in terms of professional personnel and consumer's
resources,

It follows then that the ultimate goal of this plan, as set forth by State
Statutes, is a pattern proposing construction of adequate hospitals and other
health facilities distributed throughout the state in such a manner as to make
all types of hospital and health facilities reasonably accessible to all residents
of the state. The plan shall recognize economic limitations of local resources
in terms of both construction costs and the eventual cost of operation. These
considerations include factors affecting operation, such as the availability of
professional personnel, all staff requirements, and the hazard of unnecessary
duplication of facilities by overlapping facility service areas.

In reviewing the total plan in the following pages, we are confident you
will find that the pattern set forth does provide acute care facilities for
each population segment's normal needs, and .is correlated by channels of reference
to intermediate and base hospitals of the acute general category. Referral to
facilities providing specialized services other than medical, surgical, and/or
obstetrical can also be accomplished reasonably.

There are a number of orbital faciljities existing within the acute general
hospital, which, if appropriately available, will make for economies. Included
would be outpatient services (which can forestall excessive demand for inpatient
facilities) and nursing homes contiguously located for appropriate correlation
with hospital operation, thus providing long-term recuperation and care with
reduced expenditure of professional personnel and individual resource. Still
another phase would be rehabilitation activities which may be represented by a
tremendous range of service capabilities from highly refined centers (as the
Younker Rehabilitation Center in Des Moines) down to a partial unit with only a
single physical therapist.

This revision of the Iowa Hospital Plan proposes a total pattern which will,
if executed, locate optimum facilities for meeting all the needs of all residents
of Towa, provided the public demands are realistic (not beyond their actual re-
quirements). We believe such a total program can be realized within the limita-
tions of the composite resources available to Iowa communities. \Eb



SUITABILITY OF FACILITIES

The annual inventory of hospital facilities in the state is presented in
tabular form in the several suitability reports. Military and prison hospitals,
as well as institutions furnishing primarily domiciliary care (not providing a
community service) are excluded from these inventories.

It will be noted that the several categories of facilities have their bed
count reported in terms of suitability, replaceableness and/or unsuitability.
A hospital bed is determined to be unsuitable if it constitutes a public hazard,
as defined in this Plan. Data on whether the building is considered fire
resistive was secured from surveys by Division personnel and further verified
by the records of the Iowa Insurance Service. This information has been
further substantiated by conferences with designing architects, hospital admin-
istrators, the State Fire Marshal, as well as by physical surveys at the site
of the installation.

Bed capacities reported in these inventories indicate the normal designed
capacity of the facility. The criteria used in these determinations are applied
to .the architectural plans, where available. Otherwise, the designed capacity
of the building is ascertained by physical check of the building. The space
requirements, which are the rule of thumb in determining capacity, are on the
basis of 100 sq. ft. for single beds, 80 sq. ft. per bed in multiple bed rooms,
40 sq. ft. per bed for pediatric departments, whether they be beds or cribs,
and 25 sq. ft. per bassinet in newborn nurseries. The above criteria are
established by Iowa Statutes.

It should be pointed out that designed capacity as outlined above, may vary
from the bed complement report in other sources. Usually this discrepancy is
attributable to the excessive demands placed upon hospitals, forcing them to set
up additional beds beyond the designed capacity to meet the needs of the public
in that community. However, the occupancy rates reflected in the several reports
of the following sections are based upon designed capacity to more accurately
reflect the crowded circumstances for such facilities.

The classification "replaceable'" has become necessary to give recognition
to normal .attrition and obsolescence while recognizing that the facilities do
continue to render a degree of service. We concede that while they do not
embody flagrant fire hazards or structural instability, their years of expec-
tancy are definitely less than a new structure. Deterioration of fenestration,
the increased cost of maintaining mechanical facilities, and the cost of re-
placing same have become exhorbitant. The electrical system has been under-
designed for current loads, and insulation will have deteriorated.

In recognizing these failures, the classification "unacceptable'" was
broadened to encompass this ''gray zone" with the classification "replaceable
facilities, and is interpolated for expression in terms of "equivalent'beds.

In an attempt to be reasonable, 507% of this unacceptable gross bed inventory
within the "replaceable'" category has been arbitrarily added to the existing
suitable beds to permit a degree of gradation of need, while recognizing the
service these marginal facilities do currently render in the role of hospital
facilities. Specific points for classifying certain facilities as '"replaceable"
are as follows:

(1) The facility is not reasonably accessible in terms of performing
appropriate community service.
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(2) The structure, because of obsolescence, original design or general arrange-
ment, cannot economically or reasonably be modified or corrected in terms of
present day care standards.

(3) A structure of 35 years of age or more which has not been appropriately
renovated and upgraded to comply with current standards for the implied type
of facility.

(4) By virtue of admission policies, the care rendered and/or the inadequacies
of the facilities indicate that the institution cannot reasonably provide the
services implied by their classification.

Another approach in ascertaining the true applicability of these replaceable
units in terms of well-equipped hospital beds was an evaluation of space assignment
to the hospital services supporting existing beds. It has been obvious that many
institutions attempt a volume of patient care with services that are inadequate for
the patient load placed upon them. A broad sample study has been made whereby square
feet of space assigned to specific services was evaluated. From these initial find-
ings it became apparent that no more than 15 or 20% value actually exists in the
marginal facilities which heretofore were accepted at full value. This facet is
covered in a separate report and analysis. The point to be borne in mind is that
the 50% discounting of these replaceable beds in arriving at a net "equivalent' bed
value is very conservative and is not unduly distorting the ultimate inventory.

Because of the stimulation from the Federal Agency and the current executive
administration, the program is accelerated by applying the above expedient formula
to permit prompt presentation of this Revision. This State Agency is executing a
statewide re-evaluation on the basis of square feet per bed per service in ascer-

taining accurately the net bed capacity available in the state in terms of equiv-
alent hospital beds.

Applications for fiscal funds responding to this Revision of the Iowa Hospital
Plan shall be supported by a thorough analysis of existing replaceable elements in
terms of optimum square feet per bed per service, and the evaluation will be an
element of consideration in ascertaining the merits of the total presentation.

In addition to t he previously indicated criteria for classifying facilities
as "unsuitable," recognition is given to evidence that an installation, by virtue
of its admission policies or other restrictive considerations, fails to provide a
community service in terms of the intent of the basic Federal program. Such a
determination may be made without regard for the features of the physical structure.

Legislative Intent

In keeping with expanded Federal legislation, Iowa's 56th General Assembly
provided enabling legislation permitting Iowa to participate in the broadened
program. In modifying the term "hospital" to "hospitals and related health
facilities," the intent of the Act is induced into this construction program and
all of its elements. \ 5



SUM MARY OF TOTAL HiLL- BURTOM PROGRAM IN | OWA
1 U Qw2
CATEADRIES OF PAT\ENY BEDS
LI NE 1T & W
govmnel | Ti®.  |neav.iaenL| cweou. wi. [Weca. Mame

Annual Hospital Bed Construc-

tion during 1948 253 - --- - -——
1949 444 -—-- 26 -——- -——-
1950 794 --- --- --- ---
1951 204 --- 138 --- ---
1952 201 --- 33 86 -—-
1953 158 --- -——- --- .-
1954 141 --- --- 57 ---
1955 267 - 25 46 ---
1956 152 --- 48 163 31
1957 127 --- -—-- 26 0
1958 392 -—- 32 --- 156
1959 198 -—-- 45 --- 200
1960 141 --- --- 137 164
1961 75 - --- 220 109
— — — — —— t— I — — — —— ﬁ—_ —— —

Total Beds Built W/Grants-

in-Aid 3,547 --- 347 735 660
Beds Available in 1947 6,663 672 3,113 0 0
Deletions/Reclassification/

Closing (-620) (-260) 1,639 (-198) 324
Beds Built Without Aid 2,134 0 884 76 2,182
Total Suitable Plus Replaceable

Beds 11,724 412 4,259 613 3,166
Less'"Replaceable" Factor (-1,858) ---  |(-1,832) --- (-1,103)
Number of Beds to be Added 3,600 -——- 9,637. 3,751 6,382
Total Beds Proposed 13,466 412 13,788 4,364 8,445
Per Cent of Need Met 73.27 100 17.57 14.05 23.89
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HOSPITAL ADVISORY COUNCIL RESOLUTIONS

Since the inauguration of the Hill-Burton Program in Towa, the Iowa Hospital
Advisory Council has presented to this Agency the follow1ng resolutions as guidance
in administering its duties: )

1. Fire Safety Resolution, adopted May 23, 1949 E
"Resolved that we recommend to the State Department of Health that no
hospital, construction of which is now proposed or which may be proposed
in the future, be approved for licensure unless fireproof in construction,
and further, that in case of fireproof additions to existing non-fireproof
hospital buildings, the Department require the elimination of fire hazards
in the existing buildings to the fullest reasonable extent."

2. Bed Need Resolution, adopted July 10, 1952

"Resolved that the total bed need for each of the hospital categories and

the total beds programmed by this Plan for each of the hospital areas or
individual hospitals constitute the maximum number of beds which may be

built with Federal Grants-in-Aid and do not necessarily represent the accurate
and exact hospital bed need for the respective hospital or area."

3. Budget Increase Resolution, adopted September 30, 1960

"Resolved that:

(a) - Henceforth assignment of Grants-in-Aid funds will be established on
the basis of firm and logical shematic/preliminary drawings, acceptably
realistic architectural cost estimates of construction and such other pert~-
inent budget items as are a part of Application Part I.

(b) Said assignment of funds stated in Application Part I will be the maximum
amount assignable to the particular project, and

(¢c) In the event actual costs exceed budget proposals previously filed, the

sponsors will proceed directly toward construction, and provide all necessary
additional funds to meet the total budget increase, or drop the project."
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TEACHING FACILITIES

Because of the need for specialized personnel, communities of Iowa have indi-
cated reluctance to construct specialized categories of hospital units. Therefore,
to enhance the possibility of a pool of qualified doctor personnel, a compensation
is induced by allowing an additional five beds per authorized post graduate train-
ing year.

To indicate the relative position of this state in professional training, one
category, the medical doctor, was reviewed. It was interesting to note that while
Iowa's population is 1.66 per cent of the nation's total, and Iowa's single medical
college provides 1.65 per cent of the medical graduates, this state has only 38 per
cent of its equivalent proportion of authorized residencies and fellowships. This
unfavorable circumstance is further emphasized when we note that only 78 per cent
of the authorized internships were utilized in 1956.

The authorized post graduate years were utilized in developing the "teaching"

factor for application to the appropriate regions. The results are tabulated
below:

Region Postgraduate Pool Beds
. Years Authorized Allocated
Symbol Center

T-1 Sioux City 2 10
T-7 Cedar Rapids 18 90
T-8 Iowa City 179 895
T-9 Davenport 2 10
T-12 Des Moines 116 580
T-13 Council Bluffs 4 20
Statewide Total -- . 321 1,605

These results are applied to the specialized categories of psychiatric and
chronic illness beds in subsequent sections and are identified as ''teaching'beds.
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EXHIBIT D

PART I. ACUTE GENERAL HOSPITAL BEDS

The basis for this entire program was to determine the acute general hospital
bed need, as well as the number of facilities available. An extensive survey of
the entire state was made and did include an evaluation of the existing hospitals
and their related facilities, population distribution, evaluation of road systems,
analysis of trade patterns, relative financial resources, geographic factors,
unnormal community patterns, degree of industrialization and equivalent consid-
erations. These several factors were carefully evaluated while giving proper
consideration to the location of present hospital factilities. In turn, needs
were interpolated into specific facilities and applied on a statewide basis to
ascertain what would best serve every population group in the most economical
manner with a minimum of overlapping and duplication., This involved dividing
the state into hospital service areas as shown on the Hospital Service Area Map.
In turn, these service areas were correlated and integrated into a total pattern
providing a desirable coordination of all hospital facilities complementing the
ready flow of both patient and professional personnel between the rural hospitals,
intermediate and/or base hospitals.,

During successive revisions and re-evaluation of findings of subsequent
re-surveying, one factor has become increasingly noticeable. The pattern which
recognized and interpolated the effect of trade areas is being minimized and
modified toward the perimeters of political subdivisions. Improved road systems,
no doubt, enhance this end. As a result, the perimeters of hospital areas are
increasingly being superimposed on county lines in keeping with the manner of
financing construction programs. Throughout the pericdic surveys, information
was gleaned to reflect existing hospital facilities and the use to which they are
being placed. Their relative condition is evaluated and is interpolated to the
common denominator of suitability of beds, as well as the total number of beds
available, Usage is reflected in terms of percentage of occupancy and the average
daily census which is shown in the following pages.

The state average bed-birth, bed-death ratio of 3.4 beds per thousand popu~
lation as developed in the Report on Hospital & Public Health Resources in Iowa,
was the basis for determining the occupied bed need of the several hospital service
areas. When the occupied bed need, based on the population and bed=birth, bed-death
ratio, indicated a bed need between 0 and 74 occupied beds, 0.5 of the need was
allocated to the area. Similarly, between 75 and 149 occupied, 0.6; between 150
and 224, 0.7; between 225 and 300, 0.8; all over 300, 1.0. The remaining occupied
beds not allotted by this criterion were allotted to the intermediate and base area
hos pitals. The area occupied needs were converted to a total bed need for each
facility by the following formulae: 4 ADC + ADC (low level occupancy=--under 100
beds) and 3 ADC + ADC (high level cccupancy=~-over 100 beds.)

The bed birth-death ratio is not applicable in computing the occupied bed need
in certain areas, particularly the larger cities, because these areas now receive a
large number of hospital patients from population outside their intermediate areas.
In fact, many hospital centers now have occupied beds in excess of the number which
would be indicated by applying the bed birth-death ratio to their respective areas.
In these areas, the present average daily census of the existing facilities was used
as an indication of their need, and converted to total beds needed by use of the
above mentioned high level/low level occupancy formulae. This recognizes the crowded
conditions in the present hospitals and expands them to permit a normal occupancy.
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The needs are further adjusted to meet local conditions such as financial
resources, industrialization, location of hospitals with respect to state lines

or the proximity of other hospitals, and population trends. (See Population Factor
Discussion)

The University Hospital, State University of Iowa, Iowa City, provides state-
wide comprehensive hospital and medical care of indigent, clinical pay and private
patients, in cooperation with the Colleges of Medicine, Dentistry, Pharmacy, School
of Nursing, and Hospital Administration. The University Hospital admits patients
from all secticns of the state. As provided by law, the county quota of patients
is based on population and eliminates the possibility of an inequitable distribution
of hospital services to the indigent. The quotas are based on the latest official
census., Recognizing this statewide service to the entire state population, the total
bed need of each area was reduced by its proportionate share of the University Hos-
pital's service as beds, This proportionate share was determined on the basis of the
pattern of admission of indigent patients during the period July 1, 1946 to June 30,
1947. This pattern of the use of the University Hospitals over.the entire state is
believed to be quite representative of the total admission to this hospital.

The occupied beds remaining after allocating 0.5, 0.6, 0.7, and 0.8 to each
area were practically balanced by the needs in the largest areas.

During recent revisions, the Iowa State Plan was based on population estimates
as published by the appropriate Federal Agency and adjusted to conform with the
needs for this presentation. Such estimates, based on 1950 census data, were in-
accurate which in turn induced an automatic error into bed planning for specific
communities throughout the state and especially in a number of the rural areas.
This in turn leaves us with an irrevocable error that must be compensated from
pool beds in this Plan. It should also be pointed out that the error is mechanical
and that the actual usage of these beds would indicate that their number is reasonable
and appropriate. However, the regulations do require that we conform to certain lim-
itations set forth in the basic ground:rules for the grants program and therefore
induce a hardship in the category of acute general hospital beds.

The Division of Hospital Services of the Iowa State Department of Health made
a study of out-of-state hospital demand together with the state agencies of the
several surrounding states. The State of Iowa is unique in that in excess of 50%
of its larger cities are located on the borderof the state with a normal trade area
extending into the border states. The state agencies of our border were generally
willing to concede that a portion of their state population patronized Iowa hospitals.
However, except in a few rare instances, the adjacent states were unwilling to assign
definite population groups to Iowa's total population. Existing regula tions provide
that a maximum number of general hospital beds which may be constructed must be based
upon the state population, and if a state gains population in one area it must lose
a corresponding population in another area to compensate. In view of the fact that
Iowa gains population in a large number of areas and loses population in a relatively
small number of areas, it is reasonable to assume that the hospitals of Iowa are
normally serving a population in excess of the population shown by the State census.

The excess existing general hospital beds in certain areas are due to out-of~-
state population, A pool bed adjustment is necessary to eliminate this excess and
prevent the over-building of general hospital beds for the state. In effect, this
pocl bed adjustment is the number of beds needed in Iowa to serve the out=-of-state
population seeking hospital service in Iowa.
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Special problems are constantly developing because of normal obsolescence,
unique developments in a particular community, transition in population charac-
teristics, and/or the overloading of ancillary facilities when evaluated in terms
of beds they are attempting to serve. It has become necessary to properly recognize
the degree of obsolescence in the classification of our beds. Representative samp-
ling on a number of institutions indicates that when applying the rules of thumb on
specific services within general hospitals there are many instances where the number
of beds being served by available services is completely unrealistic., These findings
have been applied to a former evaluation of the suitability of beds inventoried. It
is consistently found that the services available are adequate to serve no more than
50% of the replaceable beds they presently are attempting to serve., On this basis
it is very reasonable to use the rule of thumb that all beds classified as '"replace-
able" cannot be interpreted as being suitable, but that more properly they qualify
only as "unacceptable'" beds. To preclude massive overbuilding, 50% of the unaccept-.
able beds falling within the sphere of '"replaceable'" are being induced into our
tabulations as acceptable to accurately reflect the relative degree of urgency into
the relative priority of each community.

Still another question which may exist in these marginal facilities is where
ancillary services are demanded but existing facilities are inadequate to meet
immediate local needs and/or referral load resulting from integration of medical
services., A special consideration is available to prospective sponsors, even though
it may be beyond the needs implied by the relative priority table which is based on
beds., The Advisory Council will recognize a sponsor's presentation of such a special
problem, provided a complete and factual narrative statement and program are submitted
with their application and the owner will present himself upon request before a formal
meeting of the Advisory Council. The sponsor should be prepared to provide detailed
and specific information and a record of studies to support his viewpoint. If
requested, he will provide such special studies as may be called for by the Advisory
Council to clarify certain details of the proposed program for specific consideration
by the council and the State Agency when evaluating the application. 1In the light
of the facts which will have been presented, oral and/or written, the merits of the
specific program will be evaluated to determine the relative priority which will be -
assigned to the proposal.
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Subtotals Region "A" Sioux City 671 | 421 40 | 171 | xxxx| 324,137 37,741
L - BEPOLT DELwBUEWT . DETR ESTIMATED e R
AT W APPUQARLLE o2 2Eulislic et e B




IOWA STATE DEPARTMENT OF HeAlTW : : 10wWh
DIVISION OF HoSerTaL emu.zs - Ll ) Pt 2 ov 14
Dare 1 July 1962
S.N'I'Ablu'!‘f zes’ozr General _ NO5SPITAL. BEDS AW /oe FAUUTIES _"B" @pedons _Spencer
: LOcaTION : g BED CRPACTY TNo.of ald LtaaE OATH
Asea NaME OF FauLrTv awhex - Bass~=
CouMTY Tomin WS foimete [Resul. [UnsnT | 1nc o jounms |oanen- obes  avrissons
R-2 | Commmity Memorial -- - lo'Brien |Sheldon NPA 32 0 o| 10 58.6 6,845 1,041
R-2 Ward Memorial - |0'Brien |Primghar CITY 0 0 9 3ig-39.5 969 268
R-2 Osceola Hospital, Inc. " |Osceola |Sibley IND 0 0 35 128827 2 3,469 601
R=2 Osceola Community Hospital - |Osceola |[Sibley .| IND 38 0 0 8 Projﬂct Iowa-=119
R-3 Holy Family Emmét Estherville | CH 85 0 0 14 § 64.3 195939 3,401
R-3 Dickinson Co. Hemorlal Dickinson|Spirit Lake { CO 48 0 0 8 | 56.4 9,867 7,568
R-10 § Loring ~ |sac Sac City CITY 32 0 0 8 | 64.1 7,487 810
R-10 | Alta Memorial B. Vista |Alta NPA 19 0 0 7 NR (3,900) (210)
R-10 | Sioux Rapids B. Vista |Sioux Rapids| IND 0 12 18 3.k 7155 8,487 31
R-=10 | Buena Vista County : B. Vista |Storm Lake | CO : 49 0 0 10 ¥ 63.9 14,344 1,940
1-1 | Palo Alto Memorial Palo Alto|Emmetsburg NPA 0 18 24 8§l 9.1 10,586 1,474
I-1 Community Memorial O'Brien |Hartley NPA 27 0 0 8 | 39.3 3,872 608
I-1 Spencer Municipal _|Clay Spencer CITY 48 24 0 12 § 58.0 15,246 2,686
Subtotals Region "B" Spencer 378 54 86 § 111 105,011 20,738
. - P2PouT DELDUENT . DRIA ESTIMATED j " J] Bk ‘

A~ Wt ATRPUGARLE or REslISUC
)



bwn STATE DEPARTMENT QF “EALT\\
Divisiod oF. Moserta sgsyu.zs

10wh
et 3 ov L4
oate | July 1962

s.\ﬂAban'( zmr General Hosmu.. BEve umloz aaunes _'C" _@pedoss ___Fort Dodge
fAaea NamE BF FauLirTw : T'Ou m— BED cnvactTY g:sgf “‘ wutaae n’..-ra.
, COUNTY Tow\ sumate | eReul- JUNST |inets mé. PRTIEMT- DBYS  ADPHStIonS -
R-4 |st. Ann Kossuth |Algona cH 61 0 o] 10} 34.0 7,715; 1,190
R-11 Community Memorial y Wright Clarion CITY 54 0 0 8 f 75.0 75666 1,244
R-11 |Belmend Community - |[Wright Belmond CITY 30 0 0 8 § 58.0 5,076 828
R-12 |Hamilton County Public |Hamilton |Webster City | CO 46 32 0 8 || 63.77 18,156 2183
R-21 |Greene Counﬁy Greene Jefferson co 57 0 0 8 |l 68.9 13,287 1,837
]
I-3 St. Joseph Mercy Webster _ {Fort Dodge CH 61 90 0 24 § 91.3 50,344 55631
1-3 Lutheran of Fort Dodge Webster (Fort Dodge CH 189 131 0 32 §f 53.4 58,493 7,988
1-3 McCrary=-Rost Calhoun [Lake City | IND Closdd 1 Maxch 196§ D510 1,211
I-3 t | McVay Memorial Calhoun |Lake City PART 0 0 14 6 § 80.6 o 4,119 322
I-3 Stewart Memorial Community |Calhoun |Lake City NPA 42 0 0 8 §| Projekt Iowa=-98
B =
- — ..-——'_—_—..__ e — — _.1_. - -~ ¥ —  — o raen PR N e . vaa —_
Subtotals Region "C" Fort Dodge 540 933 14 112 B xxxx 170,566 22,434
- BEPOMT DELWmADUENT . DRIA ESTIMATED “ ; ‘ n i i
A~ st ADPLAABLE o» REsLISTIC 4— 2




. 1OWA STATE DEPARTMEAT or ﬂEALT\\
Division QF _m Gmt‘-ﬂﬁ

(
1

"]

Pk 4 ov L4

oare L July 1962

S.mAble’ 2&7&1‘ Geusral - WoSPAL BEve l\mlov. FAOIUTES D" @pesons Mason City
3 u:urnou 4 BEb CI\PQC.\W No. of &id VtaaE ORTH
faea NamME BF FauLTw - DN~ ~|Bass-
AL CoUNTY Tomins swe  feumote | eeenc- Junsarr | 7355 flouncit: | oanesn- pets  abrmscons
Ro5  IRfceville Mitchell [Riceville | CITY 0 R ST R SN 608 131
R=5 Mitchell County. Memorlal |Mitchell JOsage Cco 63 0 0 9 57.8 135295 2,364
R=-5 Cedar- Valley - |Fioyd Charles City | CITY 0 T 0 16 691! L8155 3,066
R-13 |Eldora Memorial |Bardin  |Eldora CITY 0 36 0 s § 47.0 6,171 844
R-13 | Ellsworth Municipal Hardin Iowa Falls | CITY 41 0 0 8 | 54.5 6,966 1128 (il
R-13 |}Lutheran- Franklin jHampton CH 0 48 430, 8 {| 47.0 8,235 1,341
=46 | Hancock County Memorial Hancock |[Britt Cco 32 0 0 ; 8 § 48.8 5,702 1,097
-46 | Forest City Municipal : Winnebago [Forest City | CITY 25 0 0 8 § 42.1 3,844 528
R=46 |Buffalo Center Hosp/Clinic |Winnebago [Buffalo Ctr. | IND 7 0 0 5. E:8L.4 5,052 792
1-2 | Park Hospital C. Gordo [Mason City | RNPA. 0 56 o| 10 83.0 16,960 2,190
1-2 |St. Joseph Mercy - C. Gordo [Mason City CH 180 | 106 48 25 j 51.6 62,911 8,544
(i) Project Iowa=-115. Occupancy |[based on }5 beds existing. 4
s o gl (D0 .. i Nl AR T A
_ | } :
Subtotals Regidn "D" Mason City 358 | 318 1 60§ 109 § xxxx 147,899 22,178
- ERPoAT DELIMDUENT~ DEIA ESTIMATED - L ; Rew :

T Wt ADRUGBLE o REaliSTiC




WA STATE DEPARTMENT OF HEALTH

\ ; 2 QW
DiIvisich oF WOSPITAL CERJuRS SR : ) ek 5. o% 14
e e oare 1 July 1962
SOITABILTY PRPORT Gemeral __ _ _ WoAPTAL BEve Auwlok Feoaumes LE" _@pedens __Waterloo
fsea MEReZ B FaOLTYW - 7 e ViR~ g i “‘ PEARSA. S
AR RN Koonsmbis oM SWE Jsumeme |esud- fums cxtiiule | Prvvmar- Ot bprissions

Re6 |St. Joseph Mercy (New)  |Howard [Cresco CH 42 o] o NR (6,200) (1,010)
R=-6 St. Joseph Mercy (Old) . |Howard Cresco CH Cloged 26 ds on§10/9/41

R-6 Smith Memorial Winneshie}Decorah CH 0 20 18 64.7 8,500 1,238
R-6 St. Joseph's |Chickasaw {New Hampton | CH 0 45 0  78.1 12,841 1,767
R-14 | Grundy County Memorial Grundy  |Grundy Cented CO 40 0 0 | 60.3 8,805 1,230
R-15 { Palmer Memorial ; - ,Fayette- |West Union CITY L2 0 0 B 3igle 5,872 1397
R-15 | Mercy } . |Fayette |Oelwein CH 55 0 0 I 85.9 17,245 e 2851
R-15 | Community Memorial Bremer - |Sumner NPA 37 0 0 | 71.7 9,678 ! 935
I1-4 People's Hospital " |Buchanan |Independence | CITY 38 0 15 il 1 BRp 13,778 1,908
I-4.' §St. Joseph's Mercy Bremer Waverly CH i 0 0 46 50,3 8,438 1,069
I-4 Allen Memorial =~ B. Hawk |Waterloo { NPA | 83 130 } 0 76.5 59,476 8,991
I-4 Schoitz Memorial B. Hawk {Waterloo - NPA 2102 0 0 82.9 64,150 8,715
I-4 St. Francis - |B. Hawk [Waterloo S CH i 0 124 0 74.5 33,744 5,k72
I-4 Sartori Memorial B. Hawk {Cedar Falls ; CITY | 24 36. 0 82:3 18,016 2,581

- - "q“ - e ] — v e

ey o : i TR e SR TR A Dt ROV (CRRTINR R
. _I| Subtotals Region "E" Waterloo A_ o i L 553 355 79 162 § xxxx| 266,743 38,794
- 2o ioeX ORLwiDedfesy - § EBTIMATED - | ;

TRt ROAMARNE ok ZEsbidUic b it 8 e ALY T N




WA STATE DEPARTMENT OF HEALTW | | 10WH
DIVISION OF WOAPITAL. GERVIRS : et op 14
ARt e ; ouxre 1 July 1962
SINTABILTY eePoRT _ General . WeLPAL Bevs Awe/oe FaUUTMES U'F" _®Rpeiom Dubuque
LexaTion BEDLD CRAPACITY No,of. “d | wenar oaTa
e Nama ©OF Fatintrw . = DR~ : - B ik a1 e - '
couNTY T SWe Houmete | e2eul- | UnsY .r_ﬁéts:s cuctitnine | PRTIIMT- DRYS  ADRUSMIONS -
7 | veterans Memerial - - | Al1amakee| Waukon CITY 46 0 0 49.6 8,332 ko gaang
T Community Memorial | Allamakee| Postville ~ CITY | 32 0 0 43.4 5,071 708
=7 McGregot Community Clayton | McGregor { NPA 0 0 15 53 .4 2,926 229 -
=7 Elkader Community Clayton | Elkader NPA 20 0 0 5025 2,020 264 (1]
=7 Guttenberg Municipal 4 Clayton | Guttenberg CITY 38 0 0 . 4542 6,265 1,089, -
-25 | Jackson County Public Jackson Yaquoketa & CO 60 0 0 MR (17,000) (2,900)
-5 | Finley | pubuque | Dubuque | NeA 29 28] 56| .18} 73.2 30,171 4,179
=5 St. Joseph Mercy At Dubuque | Dubuque CH - 200 1564 - 0] 24§ 35.1 44,877 7,166
=5 Xavier ° ; Dubuque |} Dubuque CH 100 0 83 16§ 69.8 25,488 35955
-5 Bellevue ; - Jackson | Bellevue { NPA 0 { o 19 64 70.7 4,902 728
(1) Occupancy based on 200 days operatfion
ol : B Robt! T e 5
i
z {
[RESSESECE. & Ak SRR . I SRR SL - RS et Rl T U SR SRS _42.. R SRR o .H.,JL_... PR B R e -i_\- -ty
__" Subtotals Regiior_l.f'g"___l.)ubuqt‘x_ea_~ BTy Nl e 525 178 90 | 102 | xxxx 147,052 22,469
BPoLT DELIEBE « LRIL FTiTATEO : { i l i h

[ QECRA SRR E X
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"EY ooy - Cedar Rapids

wama . ot FaLLtYY

“tocaTion

.." V‘

Tomi

R-17
R-24
R-24
R-31
1-7

1-7
I-7

John HcDonqld
MErcy

‘Marengo Hemorial

|Virginia Gay

Mercy A
St. Luke's Met?Odist o

Delaware Gouth’Membfial

: H9;§§a;e

~ jones
" Nones

Irregular Facitity’- LY IR =

AK'.

nchester

onticello
mosa

|crre
GH

. eedar Rapids |GH

CITY -

107 212

< e mn ven D e d

'Sﬁktotais"Regtoﬁ“"c“*eéﬁﬁf‘naptﬁ§

s mam s e e

15,476,
(9,100)
6,402,
5,060,
7,2745

Sy
8,137.
67 553:

T s
2,609

(1,380)

1,027
433

1,274
862

9,799
14,881

> - ERPOAT DELIMDUIENT — DISK-BUSIMTID. -
N WX ATRIARE o RRelSHL

-




. 1OWA STATE DEPARTMENT OF HEALTH

ik

SERUIRS

10Wb

et 8 ov 14

oare 1 July 1962

200,257

.- EEPouX DELDUEKT - DRIA ESTIMATED -

General . WoSPrAL BEve A /oe FROUMES "H' @petes Davenport
; i Lau;'nou‘ _A g B:E.\S cn;ac\iw LVERaE ORTHR
[ YV-TH Nama 6% Faoulyw - MN!:'
CouNTY Tomi\s s sumete | eesue- Junsaet | ige PRTIEMT- DRYS  [ADPWSAIONS -
1-8 | Jane Lamb Memorial Clinton [Clinton NPA 40 49 0 29,461 4,697
I-8 St. Joseph Mercy Clinton |Clinton CH 0 29 27 22,304 3789
I1-8 DeWitt Community Clinton |DeWitt NPA 32 0 0 8,211 973
I-10 Muscétine General | Muscatine|Muscatine co 139 0 0 27,034 4,458
I-10 | Mercy Scott Davenport CH 224 0 0 49,912 Siol3
I-10 | St. Luke's Scott Davenport CH 52 90 0 49,335 6,655
I-10 | Davenport Osteopathic Scott Davenport NPA 68 0 0 {(14,000) (2,200;
i

—_ ——-_-—4_ e - __1._ - Bl e - Z — : - -

Subtotals Regibn "H" Davenport u 555 :}.194 27 | 134 | xxxx 315285

~ NBT ADPLIABLE or REolisTIC




OWA STATE DEPARTMENT OF HeAlTW 10w B

DIVISION OF WOSeIThL GEwJickSs ’ Pkt 9. o 14
:é oarg 1 July 1962
SOITABILUTY 2ePoeT General . HoSPITAL BEv. Awob/oe FauUTIES ~"I" Rpewws Burlington
= 2 » — : = — ki 23
haeea NAME ©F Fatiuiyw : G . OviaeR ,-:.?'Eb (‘.ii?cﬁ@ I;:S:f Iy u&af-a iifré o
COUNTY Tow\ | AN flounneie | sevin |UMSIT | jne o ||ounons | PR DS JRoRssiens
& |
R-45 Irregular Facility =~ = = = =|= = = = =|= = = = = = Al avis S iiiinlinf opl ailelialildy i il=tlnl f et w) o~ 8,000 600
R-45 | Sacred Heart Lee Ft. Madison | CH 61 60 0 24 1 79.5 35,11:28 4,748
R-45 | Graham Lee Keokuk NPA 0 76 18 5118053 27,548 3,949
R-45 | St. Joseph's Lee Keokuk CH 95 26 0 10§ 62,5 18,481 2,516
I-12 | Henry. County Memorial Henry Mt. Pleasant { CO 56 0 0 8 o 575 11,748 1,690
I-12 | Burlington D. Moines{Burlington CH 206 0 0 16 || 84.6 46,713 0,393
I-12 | Mercy D. Moines|Burlington CH 19 106 0 15 § 74.4 33,975 4,084
b5 :
1
!
% <
e e T e R s e Sk A S e o WS IR RID | S8 T R Ll G S SR KNG TSR Y SRR 5
! Subtotals Region "I" Burlington ehes i ol DR R D B e Rl s e 23,950
e - RESoa LI 26T . DRI BSTiraTES | ] % S
MAY M APRIGAns o BEalLISTIC e e L AL LR RS S A O e e e L




1OwWa STRTE DEPARTMENT OF LEATH
Division =2F Wos?PT™i. GBLVILRS

1D\ By
e 10 o314
oereg 1 July 1962

SINTABIUTY BespeT __General ROSPTal. BEDL ANp oz FALILTED _MI" gesten Iowa City
L&enTidw 3 { y F RED CRPHRTVY %N0.0f a6 o WERaEZ Sevh
Aada NaAME 5% FToiiliwy ’t"-‘“;_f’v}!h-' Bass~- -
COLMNTY Torwdi | 3% loundie | same [Unsall | jnetg [|oKaumss | PRTIENT- DAY Insrussions
Rz35 |Washington County ~ [Washingtor] Washington | CO 0 45 0 8 || 57.7 19,480 1,425
B-1 Mercy Johnson Iowa City CH 190 0 0 36 || 86.2 59,759 8,132
B-1 University Hospitals Johnson Iowa City STATE 241 668 0 55411804 2729267 25,554
B-1 Irragular Taoibiotal = = = = ls s S scape o, s T T e IR S S R i B Bt 35937 1,068
- {
i
| |
i
| .
| |
: i
f
! : |
i H i H
; § % I f
{ i ? | *
i f | f
IR | P SN et K o S i i Rl A I e oA
_ Subtotals Region"J" Iowa City AT G 431 | 713 | 0| 99 | xxx 345,043 36,179




OWA STATE DEPARTMEMT OF HeAlTH

DIVISION OF WOSPITAL SERJILRS

SHITABILTY PePoeT

10w b

et Ll op 14
oarg | July 1962

General HOSPITAL. BEDG AWD /o FALIUTIES K" Reeten _Ottumwa
LoenTiO ; 2
[ X-T8 NaME ©BF FaliLiyw iz OWRR- bnguircd oot ki “6—-5 e n'“,,h
couNTY Tomiu SWE llsunmete | vesuc- [unsacr | 3258 flownomi | prtient- ohys  [ADPUsIoNS |
34 Mahaska'County Mahaska |Oskaloosa Co 0 60 0 10 | 83.0 18,166 351570
=34 Keokuk County Keokuk iSigourney Cco 34 0 0 8 QT 55913 942
-39 | Jefferson County Jefferson|Fairfield co 58 0 21 10 #198.9 16,599 2,336'3
43 St. Joseph Mercy Appahoose Centerville CH 82 0 0 10 50.1 14,996 2oL
44 | Davis County Davis Bloomfield co Tl 0 0 10 || 78.6 20,386 2,448
44 | Van Buren County Memorial Van Buren|Keosauqua co 16 0 0 5 | 85.2 75153 774 (1.
‘11 | Ottumwa Wapello ~ |ottumwa NPA 139 0 0 20 || 80.2 51,799 5,984
\11. | St. Joseph Wapello |Ottumwa CH '35 0 0 1788 76.9 39,028 3,900 (2
‘11. | Monroe County Monroe Albia - co 37 0 0 8 § 64.3 8,689 1,450
(i) Project Iowa~116. Occu}qncy basedjon 23 begs
(2) Project Iowa~78. Ifregu]ar number jof beds during remoddl.
Subtotals Region "K'" Ottumwa 576 60 21 9.8 iR 182,729 23S
BEPOuT DELwAUENT . DNTa B3TiMaTeo o
NBT ADPUEBLE &r 2BalisTiC




10wWA STATE DEPARTMENT OF HEALTW , : : 1BWhb

DIVISION OF WOSOITAL SERVILRS e : _ . Pask 12p% 14
ESE e oare 1 July 1962
SOITABILITY BePoeT _ General HO5PITAL. REDG AlD/oe FAGUTIES "L" ppeton Des Moines
- LecaTion e j é.Eb CRAPRCITY No'.of ald . WeamE ORTHR
ats WaAaME OF FalLiyv 5 : M“T:' Bass- 13 ‘
, CcounTY — & SuMMBLe | R2o0L- |UnsuT | inots owusl | PRTIENT- DAYS  [ADPISAOMS -
-22 | Boone County - . - |Boone Boone Go 100" o o] 16 | 68.0] 24,834 3,732
-22 | Irregular Facility = = - -~ =|- e i e dr ===~ ol s ndesalsae-daa==} (12,000) (623)
-23 | Story County Story Nevada | co ‘epiab i o 10 [ 73.9 13,482 W
=23 Story City Memorial ~ |Story Story City CITY 16 0 0 6 99.2 | | 5,794 1,075 -«
=23 |Mary Greeley Memorial Story Ames CITY 81 96 0 17 D8 24,337 Ye323
-23 | Irregular Facility = = = = =|= = = = =fa = = = = « 4 «madlecab o dacdfan s 2,148 725
-29 | Guthrie County Guthrie |Guthrie Ctr. | CO 38 0 0 8 | 59.4| 8,233 934
-30 |Mary Frances Skiff Memorial |Jasper  |Newton CATY, % 0 0 10 60.5 | 20,774 3,744
*30 | Grinnell Community - Poweshiek |Grinnell NPA 0 41 0 8 || 65.8 95851 1,420
-30, | St. Francis Poweshiek |Grinnell CH 0 20 0 8 il 79 5,689 1,083
-32 | Adair County Memorial Adair = |Greenfield | CO 29 0 o] 81 58.9 6,238 897
=32 | Madison County Memorial |Madison |[Winterset co 39 0 0 S5 8! 8e 274 926
33 | Collins Memorial Marion  |Knoxviile IND 30 0 0 6 || 87.4 9,573 2,124
-33 | Pella -Community : Marion Pella NPA 34 0 0 10} -J252.9 6,563 864
»37 | Greater Community Union Creston co 0 0 50 10 || 84.9 ]| . 15,494 2,670
38 | Yocom ' Lucas Chariton IND 0 ol 21 7 1 94.6 goass gy
:38 | Lucas County Memorial Lucas Chariton co 35 0 0 12 || 47 .4 3,574 558 (1
41 Ringgold Couhty Ringgold |[Mt. Ayr co 30 0 0 8 | 61.41 ° 6,728 1551071
(1) Project Towa-82. Occupéncy basedjon 215 days gperatiod. | | |
(Continued on page 13 of 14)
BRPoeX DELDUENT. DRI ESTiMaTen - L i

N5 ADPUGABLE o2 REcliSTiL



WA STRTE DEPARTMENT OF HEALTW

DIVISION OF UOLOTTAL GERVILRS

SLITABILITY BRPORT __General

_ o N0SPTAL BEba Al /oe FaLIUTES

18Wwhb
st 13 el

oarel July 1962

"L" Ppetosy Des Moines (cont.)

LOCATIO : d
% L a o0 — BED CAPACITY KI};IZ;EE “¢ | uenee oaTa
counY Town sunmdte | eesul- |unsiT [ingts Joune | panien- o> abrussous
. i . ‘

42 |Decatur County Decatur |Leon (0] 0 30 0 5§ 64.5 7,063 1,426
47 |Clarke County Public Clarke Osceola co 32 0 0 8f76.1 8,891 1,658
48 |Wayne County Wayne Corydon co 34 0 0 8 [ 54.5 6,767 620
-6 Mercy rshall marshalltown CH 29 62 0 10 § NR (17,000) (2 3102)1(3:
-6 Evangelical rshall [Marshalltown | CH 134 0 0 16 § 71.5 34,987 4,955 (2
2 Dallas County allas . - |Perry co 38 0 0 10 78 10,827 1,298
:2 Clinic g allas exter PART 14 0 0 4 H§154.2 7,884 735
»2 ~ |Broadlawns Polk County Polk es Moines co 0 147 14 14 § 63.7 37,484 4,922
2" |Iowa Lutheran : Polk es Moines CH 9Q 135 0 22 89.9 13,793 10, 245
-2 Iowa Methodist & Blank Mem. [Polk es Moines CH 343 0 0. 45 jo7.1 134,053 19,351
2 Mercy liPolk es Moines Cip 310 0 50 50 §§ 70.8 927979 1312357
12 Wilden Osteopathic * |Polk es Moines CORP 35 0 11 8§ 8.59.2 SEds g 2108
2 Still Osteopathic Polk Des Moines CORP 0 75 0 6 f§ 50.2 13,756 1,670
2 Des Moines General Polk es Moines CORP 70 0 B3 10 § 69.7 26,208 4,083
2 Redfield Hospital & Clinic  |[Dallas Redfield IND 14 0 0 2 § 56.3 2,881 354
2 Doctors' Hospital Polk Des Moines CORP 103 0 0 16 j Under| Construction

(2) Project Iowa=ll4. Occugancy based on 132 existfing bedd]. 3

(3) Project Iowa=95. Reportling delinduent,...estimated.

<

Subtotals Region "L'" Des Moines 1,822 | 606 179 386 § xxxx 675,345 97,641
R2PoaX DELmAUENT . DRIN ESTIMATED 3 5
MU ABPLIABLE o= REeLISTIC ;




WA STATE DEPARTMENT OF NEALTH _ IDWD,

DINISION 2F WOSeITAL SERVIES | ; j : _ Page L4pe _l4
oarg 1 July 1962
SHTADILTY 2ePeeT General RO5PITAL. BEDL Al oz %ﬁgﬂ& "M' Peeimy Council Bluffs
fsea | NAME BF FaLLYY . £ m‘:?: _a_-_,Tawm _V " l;f_ﬁ'g'b ihv;‘_ﬂ%k 'Il;lo;of st oo o e,
PR o O oot | Toww | WP Geumnere fm NS | Tho s ||ouumes | PRTiEMT- DEY>  [sDPvssoNS
R-19 Crawford County Memorial Crawford Denison ; co § 50 04 0 1040 57 5 10,486 1,854
|
R-20 | St. Anthony Carroll Carroll { CH 0 14 102 20 66.9 28,324 4,059
R-20 ! Manning General Carroll {Manning -{ IND | 0 3 15 0 5.3 66.6 3,644 475
| : ! % :
R-26 | Community Memorial Harrison |Mo. Valley | NPA | 30 0 0% 85 877 8,509 1,190
R-27 | Myrtue Memorial Shelby | Harlan fco - 50 | 0 0! 16 | 76.9 14,028 2,233
R-28 ?Atlantic Memorial Cass  Atlantic {NPA | 36 ; 32! 0] 10 74.6 18,512 5,354
R-28 Audubon County Memorial Audubon ; Audubon i CO 30 ¢ 0 0 8 42.6 4,666 766
R-36  Rosary Adams Corning { NPA | 41 | 0 R 7,943 1,321
R-36 | Murphy Memorial . {Montgom'y|Red Oak | CITY & 43 | 0. 0: 10§ 62.9 9,878 1,333
e : i ?
R-40 | Community Hospital, Inc. .- %Fremont :fHamburg ity e G 01 0 25 | 6.3172.0 6,567 1,028
R-40 ' Clarinda Municipal |Page - IClarinda; CITY | 0} 46! 0; 8] 55.9 9,356 1,563
R-40 ;| Hand Community . Page :Shenandoah | NPA D 0 0 8 155318 10,403 . | 1,503
i : i i : ! i i
! { » i : ? | ' i
I-9  Jennie Edmundson Memorial  : Pottawat. 'Councﬂ Blfs. NPA ! 154 60 0. 16 i 80.0 | 46,135 6,656
1-9 Mercy 4 .Pottawat { Council Blfs: CH i 14 Oi 206 24| 60,5 48,738 | 6,983
. Irregular Fac111ty ----- oy G LI {= =l e e - T --i 6,129 - i 990
: j ! : : ‘ | | | S i
| 1
‘Subtotals Region b Counc11 Bluffs e » ‘ ) 501_~+ 167 | 333, 157 | xxxx 233 318 2 37 308
REPoLT DELWDULLT . DA% ELTlswied i RO FOREE e S G P
et - iouaeit ma zeavets |  GRAND TOTALS -- STATEWIDE .8,007 {3,717 1,1,069 [t.s66 oo | 3,205,907 | aus 787



PERCENT

OCCUPANCY

100

ALL S HOSPITALS
; ACTUAL % 0CCUPANCY -
o |
ek LEVEL occupaNCY._ | LN REEes, N TR AN
" TV LEVEL OCCUPREY == L
s é_’ . (J=;i H :ll”“"
50 il /-"..
40 ‘:‘ y' 7.'
i
30— —
20
10|
—20 a0 : ea_. S ao>‘. ™00 o (. o 140

NUMBER OF BEDS PER GENERAL HOSPITAL

DEFINITION AND INTERPRETATION OF GRAPH

PERCENT OCCUPANCY * TOTAL PATIENT DAYS WITHIN PERIOD
(TOTAL BEDS) X (TOTAL DAYS WITHIN PERIOD)
* PERCENT OF THEORETICAL CAPACITY ACTUALLY UTILIZED

W IS THAT RANGE OF OCCUPANCY WHERE THE GREATEST NUMBER OF PATIENT
E HOSPITAL SERVICES ARE ADMINISTERED MOST ECONOMICALLY

WITHIN OPTIMUM RANGE INDICATES (AND/OR)
; CT STAFF OF PERSONNEL - COMPETELY QUALIFIED

2. FAVORABLE AND CONSISTENT DEMAND FOR HOSPITAL BEDS
3. EFFICIENT LAYOUT AND ORGANIZATION IN PHYSICAL PLANT
4 WIGHER THAN AVERAGE LENGTH OF STAY PER PATIENT.
8. HIGH MORALE WITHIN OROANIZATION

(HITHIN OPTIMUM_ RANGE molcnu

R HOSPITAL BED

2. INEFFICIENT LAYOUT/ ORGANIZATION IN PHYSICAL PLANT
3. INEFFICIENT STAFFING AND/OR UTILIZATION OF SAME
4. RAPID TURNOVER OF PATIENTS
8. LOW MORALE WITHIN ORGANIZATION

MMW MAY INDICATE OVER-SUPPLY OF BEDS, LOW EFFICIENCY,
LACK OF STAFF, OR SE VARIATIONS ATTRIBUTABLE TO UNUSUAL LOCAL CONDITIONS

W INDICATES SUB-MARGINAL OP!RATI?N OF LESS PATIENT DAY
IN THAT STAFF AND OPERATIONAL /MAINTENANCE DEMANDS
ARE EXCESSIVE PER UNIT OF SIRVIGSﬁ OR IT MAY INDICATE EXCESSIVE LONG-TERM

PATIENTS ACTUALLY OUT OF PLACE IN AN ACUTE GENERAL HOSPITAL. UNLESS FUTURE
PERSPECTIVE CONTRADICTS, EXPANSION AND REORGANIZATION 1S NEEDED. -

DIVISION OF HOSPITAL SERVICES

IOWA STATE DEPT OF HEALTH



BED INCREASE DUE TO POPULATION INCREASE FACTOR

For a number of years this State Agency has attempted to compensate for the
unique circumstances causing present~-day trends in our population. Up to this
point we could only surmise what was occurring. Certain known factors were felt

in general terms. These were the result of certain conditions existing over many
years such as:

(a) The fact that most of the population centers are located on state
borders of the early influences of the Missouri and Mississippi rivers.
These areas continue to experience hospital demand beyond normal population
expectancy because of the out-of-state demand.

(b) Rapid mechanization of the farming industry has reduced population
density in most of the agricultural areas. (It should be noted that the

accident rate in these reduced population groups is accelerating greatly,
and is a matter of concern.)

(c) The transition in occupations resulting from an aggressive program to
attract industries into Iowa. This is appreciably accelerating population
increase in many of our population centers.

Up to the present, only intra-decade estimates were available for guidance.
However, the 1960 census confirmed our general suppositions and refined the degree
to which these circumstances were applicable. Up to this point there had been no
firm background from which to project future needs because of the erratic decade
1940 to 1950 and the violent transition taking place in this state's economy. At
this point, however, with 1960 census figures available, it is very reasonable to
project through 1980 in ascertaining needs of specific areas in the state and to
compensate the rigidness of the mathematical ratio set forth by the Federal Regu-
lations regarding State Plans. The past decade was projected through 1980. Areas
whose population increased at a rate greater than the average rate of increase for
the state were given additional consideration for their guidance in planning future
needs and to give recognition, priority-wise, to these critical areas.,
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Porutatibh TREWDS N fowin = BY CdOuntv - 1950 Tawl \9L0
PoruLntion lucnite Facten. Pralecien Tham 1980 : Powe 1 bF 2
PovPuLhATIioM POPULDTION || PosuwaTion \ackense. BEYoMD G101 AVERINE
CouwnTy thnmne ProrECIEd theu \QRda. | NET APPLI LoPIL
19 wo 1950 w_ %o »io NUMB R BEDS | ZRaieN

Adair 10,893 12,292 - 11.4

Adams 7,468 8,753 - 14.7

Allamakee 15,982 16,351 e

Appanoose 16,015 19,683 - 18.6

Audubon 10,919 11,579 - 5.7

Benton 23,422 22,656 3.4

Black Hawk 122,482 100,448 2159 +43.8 53,647 2155 1-4
Boone 28,037 28,139 - 0.4

Bremer 21,108 18,884 THaES +23.6 4,981 20 1-4
Buchanan 22,293 29 o]

Buena Vista 21,189 21113 0.4

Butler 17,467 17,394 0.4

Calhoun 155923 1167 925 =50

Carroll 23,431 23,065 156

Cass 17,919 11855320 m a3 =3

Cedar 17,791 16,910 5l

Cerro Gordo 49,894 46,053 8.3 +16.6 8,282 33 1-2
Cherokee 18,598 19,052 - 2.4

Chickasaw 15,034 15:,228 = 1.3

Clarke 81222 9,369 e 1252

Clay 18,504 181103 2.2

Clayton 21,962 22,522 s Y Sl

Clinton 55,060 49,664 10.9 +21.8 12,003 48 1-8
Crawford 18,569 19,741 A

Dallas 24.:123 23,661 2.0

Davis 9,199 9,959 - 7.6

Decatur 10,539 12,601 - 16.4

Delaware 18,483 17,734 4.2

Des Moines 44,605 42,056 6L +12.2 5,442 22 1-12
Dickinson 12,574 12,756 - 1.4

Dubuque 80,048 71,337 15252 +24 .4 19,532 78 1-5
Emmet 14,871 14,102 555 +11.0 155636 4 R-3
Fayette 28,581 28,294 1.0

Floyd 21,102 21,505 B

Franklin 15,472 16,268 - 4.9

Fremont 10,282 1292323 - 16.6

Greene 14 379 15,544 SHSSD

Grundy 14,132 13,722 S0

Guthrie 13,607 15,197 - 10.5

Hamilton 20,032 19,660 1559

Hancock 14,604 155 Ot =ednl

Hardin 223533 223218 1.4

Harrison 17,600 19,560 - 10.0

Henry 18,187 18,708 - 2.8

Howard 12,734 13,105 - 2.8

Humboldt 13,156 3T 0.3

Ida 10,269 10,697 - 4.0

Iowa 16,396 15,835 I,

Jackson 20,754 18,622 11.4 +22.8 L7322 12 R=-25
Jasper 35,282 32305 9.2 +18.4 6,491 16 R=-30
Jefferson 15,818 15,696 0.8

e




POPLLATION TRENDS N \OWA - BY COuNTY 1950 THRU 1960
POPULKTION INCLRLEME FBOTBRL PeblecTED Tl \QRD - Powe 2 oF 2

POPULRAT 1ont PODULATION || PoPULDT ION \NCREDSE BEYOMD STE1E AVERAGE

cou Ty CwAMGE - [|PeolECIEb rRu 1980 NEeT APPLICARLR
19k 0 19 50 wm o> °io NUMWB Ze BEDS | REGIOM

Johnson 53,663 45,756 173 +34.6 18,567 84 ‘B-1

Jones 20,693 19,401 6s7 +13.4 25773 7 R-24

Keokuk 15,492 16,797 =78

Kossuth 25,314 26,241 - 3.5

Lee 44,207 43,102 2.6

Linn 136,899 104,274 Jl3 +62.6 85,699 340 1-7

Louisa 10,290 11,101 N e,

Lucas 10,923 12,069 - 9.5

Lyon 14,468 14,697 =51 06

Madison 12,295 Uis e 6oyl -~ 6.4

Mahaska 23,602 20406 12 |8

Marion 25,886 255930 - 0.2

Marshall 37,984 35,611 617 +13.4 5,090 20 1-6

Mills 13,050 ool [ B i

Mitchell 14,043 13,945 07

Monona 13,916 16,303 - 14.6

Monroe 10,463 11,814 - 11.4

Montgomery 14,467 15,685 = 7.8

Muscatine 33,840 323148 5.3 +10.6 35987 14 1-10

O'Brien 18,840 18,970 il AU

Osceola 10,064 10,181 e el

Page 212023 23,921 = 12551

Palo:i Alto 14,736 15,891 w3

Plymouth 23,906 230252 2.8

Pocahontas 14,234 15,496 5 LateL

Polk 266,315 226,010 1728 +35 .6 94,898 427 B-2

Pottawattamip 83,102 69,682 19:.3 +38.6 32,077 128 1-9

Poweshiek 19,300 19,344 = 052

Ringgold 1 59L0 9,528 - 17.0

Sac 17,007 175518 = 5250

Scott 119,067 100,698 82 +36.4 43,340 173 1-10

Shelby 155825 15,942 "= 0.7

Sioux 26,375 26,381 ——-

Story 49,327 44,294 11.4 +22.8 11,247 28 R=23

Tama 215413 200688+ S

Taylor 10,288 12,420 - 17.2

Union 130712 15,651 - 12.4

Van Buren 9,778 115007 - 11.2

Wapello 46,126 47,397 - 2.7

Warren 20,829 17,758 1733 +34.6 75207 22 B=-2

Washington 19,406 19, 557 =" 10,8

Wayne 9,800 L5737 - 16.5

Webster 47,810 44,241 S5l +16,2 7,745 il 1-3

Winnebago 13,099 13,450 = 12,6

Winneshiek 21651 215639 0.1

Woodbury 107,849 1035917 38

Worth 10,259 FL068 " =i il 03

Wright 19,447 e P el . A SRR R s L B -

IOWA == 2987 537 2 62110735 <t 552 732

Census Data as Published by U. S. Bureau of Census for 1950 and 1960.
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’ : : A » 1OWR
lown STRTE DePARTMEWT oF HEALTH : C DETE ) Juv 1962
DIVISION OF HOSPIIL SERVKES ] Pt L or_ L
ALUTE GeMEeal HOSPTAL SOMMARY : Summary Pglop _ Statewide
wane gustine / Poobesed | eviuwa 22D DUOWRNG | Eewe ST = L
ACEA SurBll /eevlBEnBLe PoouLshal BmeEp oM smml QEOLMENBLE ALLoWIED BY m“v;'.‘-.” u’;:" ::rp
» Lt 19/ Wil B Lowted el %0 ackn RATIO . BELS g PL 28 o | cOMTRUCTION :
: = - . ] o » 1] |‘F
A | sioux City Ly s 207,548 - | - 745 | 671-421 882 887 | 5 -
B Spencer ? 135,588 |(4) 394 | 378-54 405 ) 466 61
G T S Rerabpdgel , 170,295 [(31) 542 | 540-233 G GEE 658 2
D | Mason City , : 169,809 [(33) - : 515 | 358-318 517 £ 564 47
E | waterloo 269,715 [(235) 931 | 553-335 SERPAE 1,193 - 462
F - | Dubuque 138,746 |( 90) 469 | 525-178 614 - 6l4] - 0
G : - Cedar Rapids 227,996 |(347) 825 | 700~150 775 1,192 417
H | pavenport" Ly | 218,845 |(235) 875 | 555-194 652 1,110 458
I . Burlington 109,957 |( 22) 373 | 397-268 531 531 0
3 : Iowa City - 76,782 |( 84) 307 | 431-713 e L., 814 27
kK | ottumwa 146,493 | - 451 576-60 606 640 34
By Des Moiz;'es b 621,788 |(523)  2,269{1822-606 2,125 2,920 795] <
M - = | Council Bluffs B TWo o (R VR 1LY M By N ¢ S SRS e 10X |
2k _ : \ — [(1732) & :
STATEWIDE f~ GRAND TOTALS | 2,757,535 9,501 {8007 3717 9,866 12.5875 2,709
. Pool Beds Held in Reserve ’ - 891 891§
; Adjusted Totals : _ Replaceable Beds 13,4566 3,600
'dﬁ 13. State Ratio (4.5)(2;757.535)= 12[409 Suitable Beds
14, Excess|Beds-~Orig. State Pool= +11057 - — Beds Fijom Population Increage Factor
— 15— Fotal Beds—Allowed—— 13] 466 s
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iown STRTE DePARTMEMT oF HEALTH ' DETE | JULX 1962
E DIVISION OF HOAPITAL SERVIES Pt L or 14
e
M‘.DTE GEMERAL HDSP‘TAL SUMMAE‘? AN EB6GloNM. _Sioux City
wume Busine / Probosed | cviuey 2ed DUOSWRNG | ExsTiv vrten  BES lavoridias mess | or Bep
AZEA sSurnell /eevlMEn B PoduLnToal BmeEd oM SuiTaeie/ REOLMEABLE ALLOWED BN Peovosid Pou. |NEED MEY
oL 15/ Wil Bk Lowsted 1960 axkn RATIO BELS L 2s consTRuCtIoN
] ) v [ w7 2 - [T ] "
R-1 ' 28,562 Sty 8548/2 89 86 0 100 |
Orange City & 27 -8 X
Sioux Center ¥ 26-0 : : ,
Rock Rapids o 32-0 ! j s
R-8 o e ' 22,997 o 6640 66 66 . 0 ¢ 100
LeMars g T By 52-0 ‘
Hawarden : _ : h : 14-0
RS _ NS 28,867 12 L 42450/2 67 72 5 93.01
; Battle Creek ; : ; ' Fe0=157x0 :
Cherokee : 42-35
R-18 ORBREL - il & 17 13,916 ek N R AR 40 ol 100
B-3 S B 113,206 - | 509 | 438+363/2 620 620 0 100
: Akron - 21 -0 Thern s
Sioux City =~ Lutheran 72-66 .
Methodist g - |146-0
St. Jos. Merfy 156-145
St. Vincent'p : 43-127 s
Gordon Mem, ' : 0-25 :
. 671+421/2
Suktotals| Region "A" Sioux City 207,548 745 | 671-421 882 887 5
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lown STRTE DePARTMewuT oF HEALTH DETE | JuK 196z
DIvISION OF HOSPIL SERNIES Prat .2 oOF _L4
ALUTE GemeealL HOSPTAL. SOMMARY BeGlow _ Spencer |
WueRE EBvISTINGE / PooPobeb Civibna BED NUDWANIG exrsn - REDS R Q
AREA surmeie / lzemnx.e | PosuLshal BmeEd OMm sun:atl REOLMEABLE ALLOWIRD BY m“f:fb ul::‘;F ::‘9
g | UL /Wil Be Lomtes | 1960 | seWs RaTiO BEbs g | LTS constauction L
R=-2 30,846 77 7040 _ 70 ¥4 g 90.91
Sheldon 32-0
Sibley 38-0
R-3 28,984 | (4) 7:2 13340 188 133 0 100
Estherville 85-0 ok
Spirit Lake 48-0 e
R-10 38,196 95 100+12/2 106 106 0 100
Sac City 32-0 ki
Alta 19-0
Storm Lake 49-0
Sioux Rapids 0-12
=1 . 37,562 150 75+42/2 96 150 54 100
Emmetsburg 0-18
Hartley 27-0
Spencer 48-24
, 378+54/2 .
Subtotals |Region "B'" Spencer 135,588 [4) 394 | 378-54 405 466 61




lown STRTE DePARTMeNT of HEALTH

(2P

“DETE 1 Ju 1962
DIVISION OF HOSPITRL SERNIES Secr 3. ar 14
ALUTE GeuEeAL HOSPITAL SOMMARY "C" _ Ppglow _ Fort Dodge
wuera ﬁu&‘\lﬁb [ euoresed CiviLnAl 2ed ALLOWRNEG EXSTING WA R4 o
ACEA Surmele /eEvuMEn BLe PoouLslial BmEd oM Suitaeie / RROLMERBLE ALLOWIED DY m“,ﬁ.” u,:ggF ::rp
LY s/ will Be Lousted 190 aeln RATIO BEDS PL 28 COMTIRUCTION
3 < & b { - 1) " 1%
R-4 Algona 25,314 63 | 61-0 61 63 2 96.82
R-11 A 81 8440 84 84 o] 100
Clarion 54-0 i
Belmond 30-0
46+32/2
R-12 Webster City 20,032 50 | 46-32 62 62 0 100
R-21 Jefferson 14,379 36 57-0 31 a1 0 100
1-3 77,967 | (31) 312 292+201/2 392 92 0 100
Lake City 42-0
" Fort Dodge - St. Jos. Mergy 61-90
Lutheran 189-111
f
: 540+233/2
Subtotals Rdggion '"C" Fort Dodge P79 (31) 542 | 540-233 656 658 9
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iown RTRTE DEPARTMENT OF HEALTH “DETE | JULY 1962
DIVISION OF HOSPIML SERVIES Pot .4 oF 14
ALUTE GEuERAL HOSPTAL SOMMARY "D'  ppgion  Mason City
wuene Bwsiine / PeoPosed | cviea BeD DUOWRNG | EXsT o AR Busl Reos | ©
ARER SurnPLE /B EDLMER BLE PoduLntek Bostd oM 80!‘?&"::/ REOLMENBLE alLowied BY 3:::‘;:? Pon. NI:L‘;F ::rp
5 eaciLiid 15/ Wil BE Lowted b 1960 - aeln RATIO BEDS PL 25 congTRUCTIOM
; 9 : ] "
R-5 35,145 88 63+72/2 99 99 0 100
Osage 63-0
Charles City 0-72
R-13 46,808 117 41484/2 - 83 117 34 70.94
: Eldora 0-36
Iowa Falls 41 -0
Hampton 0-48
R-46 27,703 69 | 7440 74 74 0 100
Britt 32-0
Forest City 25-0
Buffalo Center 17-0
I-2 Mason City 60,153  |(33) 241 180+162/2 261 274 13 95.26
Park 0-56
St. Joseph Mercy 180-106
:;
358+318/2
Subtotals Region "D" Mason City 169,809 [(33) 515 |358-318 517 564 47
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lown STRTE DEPARTMeMT oF HEALTH “DITE. I Ju 1962

n DiviSION OF HOSPIML SERVIES Pt 5 oF 14
) : »
ALUTE GeMEenL HOSPTAL SOMMARY "E' __ PRéloy. _ Waterloo
Wame Bustine / ProPosed | aviueu BeD DUOWRNGE | ExisTin bt et . %o
AzEA Sun:&l.t. /It;vu%sm.e. PoouLsTial m‘nznz ou Surlanie/ ReoLwgasle | Allowep BY | penl il r:'? u’;:F :!:\"
» »u ut Wil B& LosTed | 1960 | aes RATIO | BEve o | PLTES o | COMTRUCIOM "
R-6 | Pt i LT ) EL SRR 1 42465/2 15 118 43 | 63.56"
; Cresco : - 42-0 - i
Decorah i ; 0-20 y : ,
New Hampton : 0-45 : : »
R-14 . |Grundy Center 14,132 35 [40-0 40 40 0 100
R=15." ; 36,827 92 - 11440 . 114 114 0 100
West Union , 22 -0
Oelwein ; HH =08
Sumner . = 3770
DR T M Tl 171,531  [(235) 686 3574290/2 502 e 419 54.51
Independence 38-0
Waverly % , ' 0-0
Cedar Falls 24-36 i
Waterloo - Allen Memorial 83-130 ;
Schoitz Mem. 212-0
St. Francis LAY 0-124
- | 553+355/2 |
Subtotals Region "E" Waterloo 269,715 (235) 931 |553=355 TEeL 1,193 4L62
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lown STRIE DePARTMEMT oF HEALTH DETE | Juw 1962
DIvISION OF HOSPIML SERVICES Pt 6 orF 14
ALUTE GeMERAL HOSPTAL. SOUMMARY "E"_ BR&loM. _ Dubuque
Wame ewstiue / Proposed Civibna) 2BD AUOWANGG | Exish . QG0 = v
ACEA SUrhBLE /BEPLMER BLE PoouLnhiod BmEd OM sumn‘:l REOLMENBLE Aliowied BY Aw“‘mur::.” :';gF ::1"
y | POLNE s/ Wil B Lowsted 190 aekn RATIO BEDS PL zs consTRUCTION
‘ : o i L 5 n 13
R-7 37,944 95 13640 136 136 0 100
Waukoﬁ & 46 =0 &
Postville - 32-0
Elkader 20-0 -
Guttenberg 38-0
R-25 Maquoketa 19,248 (12) 48 | 60-0 60 60 0 100
g < 81,554  [(78) 326
Dubuque : 329+178/2 418 418 0 100
Finley 29-28 :
St. Joseph Mercy 200-150
Xavier 100-0
Subtotals Region "F'" Dubuque 138,746 (90) 469 525-178 614 (3R 0]
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lown STRTE DEPARTMENT OF HEALTH DETE | J 1962
t_f)? DIVISION OF HOBOIML SERVIES fat . oF L4
ALUTE GEMERAL HOSPTAL SOMMARY _"G" _ PRgioh _ Cedar Rapids
wuere Bwistine / Puorosed | chviuwa BeD DUDWRNGE | ExisTin wrte QRS | coniEuaL Revs |°bor Bep
AZEA SurmeLe /EEvUMER BLE | Pooulnhol Bmed oM Surmanie/ RROLMENBLE AULowED BY | pepecsen Pom. |NEED MET
FaOILTY 18/ Wil B Lowted 1960 aebn RATIO BEDS s L 28 consTRUC 100
[ b -] 9 o "%
R-17 Manchester 18,483 46 | 66-0 66 66 0 100 .
R-24 1 20,693 - |(7) 52 5340 53 59 6. 89.83:-
Monticello 53-0 ' 5
Anamosa 0-0 :
R-31 Marengo - 18,894 47 | 284 30 47 17 63.83
I-7 169,926  [(340) 680 5534146/2 626 1,020 394 61.37
Vinton ,
Cedar Rapids ;7 Mercy 103-146
St. Luke's Meth. 414-0
Subtotals Region "G" Cedar Rapids 227,996 | (347) 825 | 700-150 775 1,192 417
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lown STRTE DEPARTMEMT oF HEALTH DETE 1 Ju 1962
DIVISION OF HOSPITAL SERVIES Pt 8 orF 14
ALUTE GeuEeAL HOSPTAL SOMMARY "H' _ PRglow. _ Davenport
WierRE EwISTiNng / Prorosed Civiun 2ed DLLOWRANGG o i  REDL S o
AREA Surmele /EEvMER BLE PoouLsTok BosCd_ OM Sarinnie / REOLMENBLE o My ﬁ?&:‘:‘-ﬁ"’ u’nﬁp ::fp
g | PR is/wWil Be Loued | 1960 anln RATIO BEDS i PL 28 congTRuCt 100
s . . L) " "%
1-8 55,060  [(48) 220 724104/2 124 268 144 | 46,27
DeWitt s 32-0 d
Clinton - Jane Lamb Mem, ° 40-49
St. Joseph Mercy 0-55 5
I-10 163,785 (181) . B53 483490/2 528 842 314 62.71
Muscatine ' 139-0
Davenport - Mercy 224-0
St. Luke's 52-90
Osteopathic 68-0
)
5
Subtotals Regjion "H" Davenport 218,845 (£33) 8/5 [290=174 652 1,110 458
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lown STRTE DEPARTMeNT oF HEALTH "DETE b Ju 1962
_% DIVISION OF HOSPIAL SERVIES L e
ALUTE GeMEeAL HOSPTAL SO MMAZ‘? 1" Pe&low __Burlington
wuma Bustine / Puopssed | aviueu BeD DUOWANGE | ExisTin s sl Reos | %o
AZEA Surell /eevlaEn BLe PoduLnhiad Bostd oOm Suitaeie/ REOLMERBLE ALLowied B¢ 335'.2;‘;‘: Lrnn.. uugF ::19
LMY 18/ Wil Be Lousted 1960 aekn RATIO BES PL T2s COMTTRUCTIOM
3 [ | 9 o 1] "
R-45 44,207 110 116+162/2 197 197 0 100
Fort Madison 61-60 2
Keokuk - Graham 0-76 .
St. Jaseph 55-26
I-12 65,750  (22) 263 281+106/2 334 334 0 100
Mt. Pleasant 56-0
Burlington - Burlington 206 -0
Mercy 19-106
397+4+268/2
Subtotals Region "I" Burlington 109,957 (22) 373 397 -268 53 S84 0
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lown STRTE DEPARTMEMT OF HEALTH "DETE by 196
Divi=iON OF HOSPIML SERVIES Prat 10 _ oF _14
ALU = GeuEeal HOSPTAL SuMMARY "J" _ PeGloy. _Iowa City
WReRe Ewistinge l PRoPbsed Civiuawid 28D DLOWRNGG EXISTI N b Szt Mg ADDriiBuaL Bzod °Io OF BED
AZEBA SurThBLE /B EDLMER BLE Podulntod Bostd OM SurTanle / RROLMEABLE ALLOWIED BY Peovostn Pon. |NEED MET
g | PO /Wil B LowTed | 1960 | ek RaTIO BEDS - PL 25 o | cOMTRUCIOM :
’ 1] u -
. 0+45/2
R-35 Washington 19,406 49 0-45 __2? 49 27
B-1 , 57,376  |(84) 258 431+668/2 165 765 0
Iowa City = Mercy : 190-0
Univ. Hospitals 241-668
- 4314713/2
Subtotals Region "J" Iowa City 76,782 (84) 307  {431-713 787 814 egEs g
W R L SR




lown ATRIE DePARTMEMT 0F MEALTH

1OWR

oy ‘Dile bl Sew
= Division OF HOBOIML SERVKES foat .11 o 14
ALUTE am&m_ uosvm_ SUMMARR "K' Peglop _ Ottuma
wikere eus-uub / Puuw c_m ol ey DUDWRNGE e, Riet e @eos | e ‘a_ : :- 3
AREA Surneil /eErkMEn BLE Pbo‘l':u“nu a:"h;n om sm‘ln‘::l BEAUINBLE ALLOWIED B sm‘: ?::% N;gs &?;;
g | PRI 15/ Wik, B LOURR o 1900 aghn RATiO BEw o | LS L | consteudian
R-34 39,094 98 |  34+60/2 64 98 | 34 65.31
Sigourney. 34=0 i
Oskaloosa 0-60
R-39 Fairfield 15818 40 | 58-0 58 58 0 100
R-43 Centerville 1263015 40 | 82=0 82 82 0 100
R-44 18,977 47 8740 87 87 0 100
Bloomfield 71-0
Keosauqua 16-0
I-11 56,589 226 31540 315 315 0 100
Albia 37-0
Ottumwa - Ottumwa" 139-0
St. Joseph 139=0
!
!
!
;
| ‘ 5
| | |
' ! !
9B ag X v b i A M 576-60/2 ; :
~‘§}.1_13t0tals Reglion lIK" Ottumwa 146,493 451 I576 60 606 ‘ 640 i 34 '



1OWR
lown STRTE DEPARTMEMT oF HEALTH "DETE. | Ju 1962
o ¥ DIVlQ‘m OF HOSPITAL SEpNitES ot 12 OF 14
ALUTE GEUERAL HOSPTAL SOMMARY _"L" _ Pktlow _Des Moines
wama ewsime / ProPssed | Gvibow 32D DLOWANG | ExisTivn vota  REDL | cornisusL Reos | % oF BED
ARBA SurtnPLe / EEPMERBLE PoouLnini Bostd oM SuiTaele / RESLMENBLE BLLOWED BY PeodosEn Pon. |NEED METY
oL s/ will B Lowuxted 1960 seln RTIO BELS PL 7128 cOMTTRUC 1OM
3 (3 | 3 S 17> W 1
R-22 Boone 28,037 ; 70 100-~0 100 100 0 100
R-23 | 49,327 . SR U 147496/2_ 195 195 0 100
i Nevada » 50-0 '
Story City 16-0
Ames 81-96
R-29 Guthrie Center 13,607 34 38-0 38 38 0 100
R-30 52,084 | (16) 138 94+61/2 125 154 29 81.17
: Newton 94~0
Grinnell - Grinnell Comm. 0-41
--St. Francis 0-20
R-32 : 23,188 58 6840 68 | 68 0 100
Greenfield 29-0
Winterset 39-0
R-33 ' 25,886 65 64+40_ 64 65 1 98.46
Knoxville 30-0 ;
Pella 34-0
R-37 | creston. ' 13,712 34 0-0 0 34 34 0.00
Be38 i Chariton 10,923 27 35-0 35 35 0 100"
R-41 Mt. Ayr | ' 7,910 20 | 30-0 30 130 0 100
(Contipued on following page)
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ALUTE GeuEenl HOSPTAL SOUMMARY "L" _ PR&low Des Moines (Cont'd.)
Weeze ewistine / ProPosedb Civibiail 28D NALLLOWANG EXISTING Y - RO IOy Ly
AREA Sunh&m / Izevuu.u BLE PoouLntiol Bo3eb oW Surtanie /| RROLMENBLE ALLBWRD . st 3.‘22'.:&“.3:."’ ul:ggF ::rp
y | O s /Wi B& Lowwied o %o anln RATIO BEd> o PL T2s 1o | COMTRUCIOM =
R-42 Leon 10,539 26 | 0-30 15 26 11|  57.69
R-47 Osceola 8,222 20 | 32-0 32 32 ol 100
R-48 Corydon 9,800 24 | 34-0 S 34 0 100
1-6 Marshalltown 575 288 1(20) 229 163+62/2 19 249 Y38 56522
Mercy 29-62
Evangelical 134-0 ‘
B-2 311,267 (459) 1,401 1,0174357/2 1195 1860 665 64 .25
Perry 38-0
Dexter 14-0
Redfield 14-0
Des Moines
Broadlawns 0-147
Iowa Lutheran 90-135
Iowa Methodist 343-0
Mercy 310-0
Wilden Osteopathic 35=0
Still Osteopathic 0~75
Des Moines General 70-0
Doctors' 103-0
kit 1,8221606/2 :
__Subtotals Region "L'" Des Moines 621,788 §523) 2,269 | 1,822-606 25125 2,920 795
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ALUTE GeuEeal HOSPTAL SOMMARY "M' _ PBfloM _Council Bluffs
wuerz ewstine / ProPosed | cvium BED RLOWRNGG | EweT el . RERG ®
ACEA SurBLE /EEPUMER BLE PoduLnTod Bostd O Sm‘?n‘b“l.:/ RQEOLMENBLE ALLOWED BY 32‘&2‘: Lv::_m uleong :;p
s | PAULAK s/l Be Loued | 1960 | aels RaTiO BEDS 2 PL 2s conyTRUCT I B :
; _ (I~} [ .
R-19 Denison 18,569 46 | 50-0 50 50 0 100
R~20 ¥1 23, %3 59 |  0+29/2 15 59 44 25.42
Manning 0-15 ; 5
Carroll 0-14
R-26 Missouri Valley 17,600 44 | 30-0 30 44 14 68.18
R-27 Harlan 15,825 40 | 50-0 50 50 0 100
R-28 28,838 72 66+32/2 82 82 0 100
Atlantic 36-32
Audubon 30-0
R-36 21,935 55 8440 84 84 0 100
Corning 41-0
Red Oak 43-0
R-40 A 41,593 104 53+46/2 76 104 28 73.08
Clarinda 0-46
Shenandoah 53-0
1-9 Council Bluffs 96,152 |(128) 385 | 168+60/2 198 13 15 38.60
Jennie Edmundson 154-60
Mercy 14-0
501+4167/2
Region"M" Council Bluffs - Subtotals 263,943 (128) 805 | 501-167 585 986 402
STATEWIDE -- (GRAND TOTALS . 2,757,535 |1732 9501 |8,007-3,717 9,866 12.575 2,709
7.!91 Pool beds in reserve == } ¥ 35 SR e 891 S URBREE
Compensated Totals == 13,466 3,600
1~3':"‘State—-Rat;:'to-»{4‘-;5)—(—23-7-57—; = 409 Replaceable Bpds y | Ful
14._Excess Beds-Qrig. State Plan=+ 1,057 Suitable Beds é (
e JFactor R ST R

15, Total Beds Allowed =

13,466

Beds From Population Increas
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RELATIVE PRIORITY Folz ACUTE GENERAL HOSPITALS -

AREAG WiTH UNMET NERD
heh CENTRN 01‘% EI{_EED
R=37 |Creston 0.00
‘R~20 |Carroll 25.42
'I-9  Council Bluffs | 38.60
R-35 |[Washington 44,90
I-8 Clinton 46,27
I-4 |Waterloo 54.51
1-6 Marshalltown 56.22
R=42 |Leon 57.69
I-7 |Cedar Rapids 61137
I-10 |Davenport 62371
R~6 |New Hampton 63.56
R-31 |Marengo 63.83
B=2 Des Moines 64.25i
R-34 |Oskaloosa 65:.31
R-26 |Missouri Valley| 68.18
R-13 | Iowa Falls 70.94
R=40 !Clarinda #3508
R=-30 |Newton L8
R=24 | Anamosa 89.83
R-2 Sibley 90.91
R-9 Cherokee 93.01
I-2 |Mason City 95.26
R-4  Algona 96,82
R-33 Pella 98.46

PRl QF |
| AU 1902,

\Ow A
IG™" REvisww

100°-> AREAS W iTH PARTT OF NEBELD MET

WITH REPLACEABLE ®EDS

nneh | CENTENL BATIO et A
B-1 Iowa City 334/765 43.66
R=45 Keokuk 81/197 41 .12
R=5 Charles City 36/99 36.36
B~3 Sioux City 182/620 3933
R-12 | Webster City 16/62 25,80
I-3 Fort Dodge 101/392 255077
R-23 | Ames ~48/195 24,61
I-5 Dubuque 69/418 16.50
I-12 | Burlington 53/334 15587
I-1 Spencer 21/150 14.00
R-10 Storm Lake 6/106 566
R-1 Orange City 4/86 4.65 |
(A) Replaceable beds/Total beds ox % of

existing beds whi

lch are replaceable

TUE FOLLOWING WAVE TOTAL BED-MEED MET <AWD W Tk 100°lo SUTABLE REDS

ot

| S e M e |
L8 B R Ve o R N R

ol I ? W™D
NMNNNHFRFRFFFHOo N W

c
o

Ot tumwa
Estherville
Postville
LeMars
Humboldt
Grundy Center
Oelwein
Manchester
Onawa
Denison
Jefferson
Boone
Maquoketa

R~27
R~29
R-~32
R-36
R-38
R~39
R=41
R-43
R-44
R~46
R-47
R-48

Harlan
Guthrie Center
Greenfield
Red 0Oak
Chariton
Fairfield
Mt. Ayr
Centerville
Bloomfield
Britt
Osceola
Corydon



EXHIBIT D

PART II TUBERCULOSIS HOSPITALS

You will note that all facilities for treating tuberculosis in Iowa are oper-
ated by political subdivisions, All are county institutions except the state fac-
ility at Oakdale, which serves also as a training establishment correlated with the
College of Medicine, State University of Iowa.

A continued statewide case finding program has been very successful in locating
new cases and bringing them under treatment expeditiously. Sound statistics are

available on Iowa's experience in this category for considering future construction
needs.

ANNUAL RESIDENT DEATH RATE - IOWA - CALENDAR YEARS

Year Number

1940 421 Annual Average Death Rate - 374.8
1941 370

1942 395 Maximum Beds Allowed - 2.5 Beds/Death

(2.5) (374.8)
946 Beds

TOTAL ACTIVE AND PROBABLY ACTIVE NEW
CASES FOUND - IOWA - BY CALENDAR YEAR

Year Number

1955 364 Average Number - 339.5

1956 311 Minimum Beds Indicated - 1.5 Beds/New Cases
-(1.5) (339.5)
- 506 Beds

Occupancy - Statewide - of all beds available was 72.8 per cent.

PATIENT LOAD - STATEWIDE - HAS BEEN AS FOLLOWS:

Calendar Year Total Patient Days Service
1952 240,826
1953 215,667
1954 184,251
1955 168,815
1956 156,169
1957 151,329
1958 146,759
1959 138,870
1960 132,080
1961 112,725

In the light of past experience and usage trends, there is no indicated need for
construction of tuberculosis beds,and the category is placed in the lowest priority.
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Tuberculosis .  WMOSPITAL BEbL Al /o FAGLIMES . eeiew STATEWIDE
.I-&I;TIOU.” ~ : i 'n ub ﬂ?ﬂ&\"ﬂf &
(VY TS Nama 6% FauuLrrw . ' a::;, ; ‘ ;flg . | venae oaTa
| oM | Towu sumete. | wesuc- [unsar euniik PRIEMT- DS PLbPWséious
State Sanatorium - | Jotinson | Oakdale STATE 64 | 285 0 74.3 94,673 315
Broadiawns Polk County Polk Des Moines COUNTY 0 A 0 12 79.4 3,479 148
Sunnyslope Saﬁétbrium -} Wapello | Ottumwa COUNTY 63 0 0 63.4 14,573 49
iy
—_— - T e - e o '.T -
STATEWIDE TOTALS -- TUBERCULOSIS 285 12 | 220 | 72.8 | 112,725 512
NE - B2PoMT DELMDUENT~ DEIA ESTIMATED - o ' V S '
MA- et ATRIGRLE or REsiSTIC _
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EXHIBIT D

PART III NERVOUS AND MENTAL HOSPITALS

The field of mental health has been subjected to much discussion in Iowa during
the past fifteen years. A series of studies and corrective programs were inaugurated
during that time. Historically, Iowa was unique and creditable during earlier decades.
In the 1880's, Iowa was outstandingly aggressive and was looked upon with great favor
by the authorities im the mental field. The governing body chose to commit the state
to the position of assuming responsibility for its mentally ill, thus leaving all other
institutions and agencies free to apply their resource and effort toother fields of
illness. That program was a universal milestone, observed with great enthusiasm
internationally in the mental health field.

This original pattern was leaned upon for fifty years without any regard for
advancements being made in the care of the mental patient. Towa fell far behind
because of this lack of change.

In 1945 another of a series of studies was inaugurated and in turn, corrective
programs were recommended and publicized. It is interesting to note that during the
ten years following the war, approximately 20 million dollars were appropriated for
capital improvement of the state mental institutions =~ while the values of inventories
of these institutions increased only seven million dollars. During this same period
of so-called improvements, the record of performance of state institufions continued to
decline, if such a thing were possible.

In 1956 still another study was inaugurated and was supported by the guidance of
recognized authorities of the field. The voluminous findings cf the study were consol-
idated to a summary along with a recommended pattern of corrective action. The con-
solidation was reproduced under the title "A Mental Health Program for Iowa," and was
dated 20 December 1956, The recommendations were sound and not contradictory to the
skeleton program which had been a part of earlier hospital plan revisions of this agency.

The 13th and l4th revisions incorporated refinements which were proposed in the
recommendations of the American Psychiatric Association in the above mentioned report,
In addition to the specifics of the narrative, the numerical elements in terms of beds
were induced into the tabulations of this plan revision.

This 15th revision will not belabor the details of the past studies and their
conclusions, inasmuch as they were rather thoroughly extracted and reflected in
preceding plan revisions.

The lack of progress in the mental field within this state is not unique to
Iowa. Many other states are in a comparable situation. However, this is hardly
justification to ignore the fact that there are some states who are proceeding
in an aggressive manner and are demonstrating the tremendous possibilities, dollar-
wise, which can be realized when subterfuge is overridden and facts are approached
aggressively. Because of the dominance of the retrograde states in the nation and
because the problem nationally is becoming so very acute, an effort was made through
the Surgeon General, U. S. Public Health Service, to provide corrective guidance for
the benefit of all. The Surgeon General's Ad Hoc Committee on Planning for Mental Health
Facilities did pursue the subject through a committee made up of representative spokesmen
from all phases, bodies and agencies related to the subject. The results of this
committee's activity are published by the U. S. Department of Health, Education and
Welfare, and dated January 1961. The purpose of the study and report "is to offer
a guide to states in developing adequate mental health facilities." Emphasis is

e

given to the absolute necessity of each state developing a plan which is comprehensive
and is coordinated with every other health planning program of the state, including the
community mental health services. While the report as a whole is a complete and detailed

b



approach to this problem, we can do no more than reflect its highlights in this pre=-
sentation. A summary of the recommendations resulting from this national study are

not inconsistent with the basic principles which have been repeated annually in previous
revisions of this State Plan. Briefly, this most current study's points include:

(1) The establishment of an authoritative planning body by the governor of the
state for the purpose of taking whatever steps are necessary to stimulate develop-
ment of a comprehensive plan for the mentally ill. The body could be either an
existing agency or a new agency, provided there be proper representation of pro-
fessional and lay groups to truly reflect the users' interest and exclusive of
partisanship or patronage.

(2) Establishing priorities and incorporating guide lines and principles for
action to be taken toward the accomplishment of a total program and its specific
objectives. Theprogram should encompass the entire complex of mental health
facilities in a properly integrated manner. In turn, the mental program should
be coordinated with all fields of public health and mental health in the state,
considering complete inpatient and outpatient psychiatric treatment, care and
rehabilitation. Incorpcrated in their aims would be proper consideration for
providing psychiatric service units closer to the using groups while reducing
the size of existing ineffectual centralized plants.

(3) This total State Plan should be based upon a comprehensive survey of all
existing facilities and services with realistic evaluation of their place in a
total program, and from that determine the unmet need. This phase of the analysis
should give proper consideration to proposed community mental health activities,
existing services, state population patterns and movement, and logical service
areas, Simultaneously, thoroughly evaluate existing legislation and adminis-
trative procedures preparatory to guiding such legislation as would be essential
to permit freedom of adjustment for the upgraded program. In turn, certain areas
of need should be given a primary priority for execution to make early expendi-
tures immediately responsive, This same body should be appropriately authorized
to preclude splinter activities expending scarce resource locally unless expen-
diture does complement the total pattern being inaugurated.

(4) Permit inauguration of a well-coordinated and properly oriented program.
The political, social, and economic factors should be properly evaluated as
they pertain to mental health, preparatory to pursuing means of eliminating
any barriers which might impede implementation of a thorough program. Special
consideration must be given to the legislative and administrative procedures,
realistic financing, provision of qualified and appropriate personnel, and,
most important of all, social acceptance by the using population.

(5) 1In addition to proper execution by the agency proposed above, the program
must be supported by a pattern of implementation through stimulating the public
interest, public education on the need for adequate financing, the economic
advantage of the program, as well as the anticipation of specialized personnel
needs.

In general, the above mentioned report, resulting from the Surgeon General's
Ad Hoc Committee, has sharpened the detail of recommendations by previous study
committees in Iowa outlined in previous revisions. The 1956 Study Committee's
recommendations are not inconsistent with the Federal Agency's current skeleton
formula.

At this point with the guidance of the several special studies and the con-
clusions set forth by them, the State Mental Institutions are proceeding toward a
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program of intensive treatment. Budget limitations are still stringent and do limit

the amount of intensive treatment. Simultaneously, the State Mental Institutions

are rescreening their patients and are unloading a considerable volume of these patients
into county facilities and nursing homes as defined by Iowa Statutes. It is sincerely
hoped that the 60th General Assembly, State of Iowa, will provide legislation that will
permit accentuating the intensive treatment phase and will provide funds in keeping with
the true needs for accelerating the intensive treatment program.

This State Plan continues to set forth the same conditions for participation in
Federal funds to stimulate construction of psychiatric facilities as units adjunct
to acute general hospitals so that the construction dollar will serve from 2 to 30
times as many admissions as the equivalent expenditure in our long term care insti-
tutions.

Federal assistance will be available only to facilities which will present, upon
application, a total program approvable in the light of current standards for intensive
treatment units, and proof that the means for administering, staffing and financing the
operational phase of such an undertaking exists. In no instance will program funds be
made available for long-term domiciliary facilities. Unless the proposal positively
provides the means for a well-qualified staff to aggressively administer intensive
treatment in accord with the best standards available today, the moneys will be
diverted to other categories. The qualifications of each proposal will be indicated in
a presentation by the sponsors. The application must be supplemented by the detailed
program being planned for the proposed facility. This principal shall govern in the
case of proposed replacement of structures which are presently declared unsuitable,
Outright replacement would merely insure continuance of the grossly inadequate and
uneconomical care which currently dominates the mental illness program in Iowa.



SUMMARIZATION OF RECOMMENDATIONS FROM
"A MENTAL HEALTH PROGRAM FOR IOWA"
BY GOVERNOR'S COMMITTEE ON MENTAL HEALTH

The following recapitulation reflects the recommendations made by the
Governor's Study Committee for application to the state mental institutions.
The qualifications necessary for an approvable application for grants-in-aid
have already been set forth in terms of intensive treatment program, available
qualified staff and sound financial means for executing the total program.

LOWTION | Bwstiue || PROPOSED RELS FORL SPEURL PURPOYES TaTAL

* SurtAGLE || DISTuR®ED |CRIWNeLL | T.B, (To REPNE | For UNMET | o

" e CMoRENS | Vimsoue Y | DISTuRRR \é\uﬁunm guw NefE
5TI\b MSTING
FaaLny Rerc.wedd gt oot el FAULIES | Kheanu Prorosed
Cherokee 15272 50 0 0 0 0 1,322
Independ. 560 50 0 0 520 17 155147
Mt. Pleasant 621 0 0 0 559 0 1,180
Clarinda 1,246 0 0 0 0 0 1,246
Des Moines 0 50 75 5 0 0 200
STATEWIDE | 3,699 150 75 75 1,079 17 5,095
(Lo Sy A haeieres; ZAT Ny | Rl e TN S TN AU | i g it o e,
Beds
Indicated
in Need
Report 3,699 Total of |Combined Beds to be Added 54,095
1,396

The recommendations of the Study Committee also entailed a pattern of
coordination in Polk County between state, county, city, charitable and non-
profit institutions which, in the judgment of this agency, is extremely remote
at this time. Accordingly, no effort was made to induce such thinking into the
current revision. A bed reserve is withheld to permit future modification of
the State Plan in a manner that will realistically correlate new developments
into the total pattern.
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mnmm mu' Nervous & Mental == wospPrial. BRDG molu. mnma. o REaien STATEWIDE
: Lh:a"nou :
Make | wame ®8 PRGLOVV - vmam- ‘F‘ "’”"‘“‘, : ]‘:\Zig e ey
. . COUNTY Town A Joumee [wmor- [ywsat | F"E PRTIENT- DAYS  ADPMSGIONS
legion "A'] AR _ : : _
P-1 Mental Health Institute Cherokee {Cherokee STATE 0L 272 0 |483 354,042 733
v P-1 St. Joseph Mercy Woodbury |Sioux City CH 0 30 12 8,243 360
P-1 Methodist Woodbury JSioux City CH 14 0 0 4L OTD 172
legion "B' ; : :
P-4 St..-Joseph Mercy C. Gordo |Mason City CH 0 16 0 25555 132
P-5 Mental Health Institute Buchanan { Independence| STATE 0 560 520 |:312 348,391 15 LES
P-5 Allen Memorial Blackhawk]} Waterloo CH 32 0 0 8,482 442
P-6 St. Joseph Sanitarium Dubuque _ § Dubuque CH gy 0 230 36,145 806
P-7 St: Luke's Methodist Lion - Cedar Rapids} CH 31 s Ay 0 b.312 600
P-8 State Psychopathic Johnson | Iowa City | STATE 27 - .60, 0 191310 402
legioﬁ““C'u v v A
P-9 Mercy Scott ‘{Davenport CH 35 k 0 0 6,472 524
P-10 Mental Health Institute . PHenry Mt. Pleasantj STATE 240 381 587 | 437 359,684 824
P-10 Burlington D.Moines fBurlington NPA 22k 0 0 | Proj % 94 C/GN
P-11 Ot tumwa Wapello §Ottumwa NPA 25 0 014 2,258 81
legion #D% ; :
P-13 Mental Health Institute Page Clarinda STATE 0} 1,246 0] B75 X 273,842 730
P=13 St. Bernard's ' Pottawat.] C. Bluffs] CH 100 100 0}103 j76.1 555919 %, 538
legion "Ew i ¢
P=-12 Iowa Methodist Polk Des Moines CH 29 0 0 37 11.4 8,948 240
P-12 Hillcrest (Retreat) Polk Des Moines NPA 0-%. 0 50| 45 74.4 13,586 305
P-12 Broadlawns Polk County Polk Des Moines COUNT 19} - 0 0f 10 g91.8 6,373 671
P-12 Mercy Marshall | Marshalltown}f CH 22 o0 0| Propgect Ioga-95
ohiZy : L R 3 g abe A BLTE G 4
]
W T B naine - DS BB - STATINIDE TOTALS < 589 |3.665 f1.399| 174 §73.8 | 1,514.568 | 8,681
(-———'—5,653#-—-;-}




10WA STRTE DEPARTMENT OF HWEATTH
Divisiod ofF HOSPITAL SERVICES
RELATIVE PRIORITY TABLE - NERVOUS / MENTAL FhuLTies

6™ REVISION
1 AU 1962
tnee \ -oF |

BASIC BesIoNuL DATA PRIORITY ANRLYSIS

BED ANALMSIS

TO ®E ADBDED o NEED"

[Extat, pebd Runh INLOWE | GRross
AREA cenwven %

Qun.:
Povulation o

FacTon. | Paciol || TREANY.

Twe | Tonw | mer

INTENSIVE TREATMENT |[FACILITIES

135,584 0-0 |1.4433(0.9737|2.417¢ 136
170,293 0-0 |1.3623 1.0012' 2.363§ 170
138,746 0-0 |1.0769_1.0778 2.1541 139

Henceforth, equiva-
lent existing beds

P-2 Spencer
P-3 Fort Dodge
P-6 Dubuque

P-4 Mason City 169,909 0-16 8 162
P-12 Des Moines 621,788 63-0 63 559
Iowa Meth. 22-0
Broadlawns 19-0
Marshalltn. 22-0
P-8 1Iowa City 76,78% 27 -60 57 20
P-7 Cedar Rapids 227,99q 31-0 31 ' 197
P-5 Waterloo 269,715 32-0 32 ‘ 238
P-1 Sioux City 207,548 14-30 29 , 179
St. Joseph 0-30
Methodist 14-0
P-9 Davenport 218,845 35-0 35 184
P-11 Ottumwa 146,493 25-0 25 121
P-10 Burlington 109,975 22-0 22 : 88
P-13 Council Bluffs| 263,943[100-109 150 ; 114
SUBTOTAL -- 'iN’fETIs_I\LE TRIML.B49-206 ~ | 452 [~ ~ 27307
LONG~-TERM MENTAL FACILITIES
A  Cherokee 513,441] 0-1272 15272 50
B Independence 806,276 0-560 560 615
C Mt. Pleasant 552,087|240~-381 621 559
P:. . Clatindag 263,943 0-1246 1,246 0
E Des Moines 621,788 0-0 0 ] 200
'SUBTOTAL -- EoT\IG:Tillzﬁ FACIL.240-3459 ~— 13,699 [ — ~ 11,4247
______________ b o w— — — . - — — - —— — — — —

CONTINGENCY POOL BEDS: This| reservoir is withheld fr
specific assignment to permit extension of this Plan into
the area of State Institutions without disturbing local
planning. When State facilities are functioning autonomously
under professional guidance, staffed realistically for total
intensive treatment, financed soundly and assure reasonable
continuity by national standards, this area will be reviewed
for extending the program in keeping with the prevailing cir-+
cumstances.

1,605 |4, 364 ]

—— e —— - cw— — —

300 |4, 301

—_———t ———t ———

STATEWIDE TOTALS=-= 2,757,535589~3665 4,151 7232

O 513610300
0] 170( 0.00
O = =1 39510 000

s L70M e e il

28011 ,2021 5,24

89551972485 86

90 1 LB TS
O 7270 D11, 85
L0 - 218513730

1O " 2294 15728
Of 146 17.12
Ol BL0 = 20/.00

20| 284 52.81

01,322
0|1,175
01,180
01,246
0| 200
0]5,123]

1,905 (13,788







EXHIBIT D

PART IV. PUBLIC HEALTH CENTERS

The definite need for adequate public health facilities in edch state is
recognized in the Federal Act as a part of the coordinated hospital system.

In addition to providing hospital and medical care for those who are ill,

considerable effort and funds should be expended in improving and protectlng the
health of the people.

Health centers are buildings furnishing office space for the local health
officer and other personnel, laboratories, and other facilities required to carry

on a proper public health program. The health center building must be publicly
owned.

In order to provide adequate local public health services to all people of
the state, the State Department of Health has proposed the establishment of 27
county or multiscounty health departments, and a public health center is recommended
for each of these departments, as shown on the following Public Health Centers Report.

The one acceptable public health center at Burlington, Iowa 1s indicated by the
letters EPHC., All others are proposed public health centers. These facilities were

discussed in detail in the '"Report on HOSpital and Public Health Resources,'" dated
December 8, 1947,

Existing state laws do not permit political subdivisions to levy specific taxes
for the support of health activities, Further, the present law does not permit cities
and counties and contiguous counties to pool resources in order to maintain, jointly,
a full-time health service., Anticipating the remedying .of this situation in the next

legislature, a definite program for the construction of public health centers is
established,

Priority will be given to public health centers upon application after the city,
city-county or multi-county health department presents evidence that it will maintain
an adequately staffed and full-time department in accordance with criteria established
by the Iowa State Department of Health,

The public health centers proposed for Iowa fall into two categories based upon
the principal problems confronting the unit; namely:

1. County health departments dealing with the problems resulting from a
rapidly growing urban community, and

2., Multi-county health departments dealing with the health problems of a
fairly stable or even slightly decreasing rural population,

In view of the fact that only one public health center exists in this state,

all proposed health centers were evaluated and priorities were based upon factors
affecting public health.

The public health problems of a densely populated and growing urban community
are more intense than those of a rural area. This fact i1s demonstrated by the exis~-
tence of several part-time health departments in counties with a rapidly growing
city. It is felt that the experience gained by counties with part-time health
services and recognition of the possibilities offered by a full-time health service

1)



will cause these counties to organize a full-time county health service first.

In an effort to accomplish the greatest good for the greatest population with
the limited funds available, the county health departments are given preference in
programming. The priority within the county unit category is based upon population
growth, population density, and the taxable property factor., The area with the
greatest rate of population increase, greatest population density, and the least per
capita taxable property value receives the highest priority. These factors were
weighed equally and are relative to the state average.

The results and relative priorities are tabulated in the Relative Need Report
for Public Health Centers.

The organization of multi-county health departments will be influenced by the
degree of rurality, per capita wealth and per capita income. Public health problems
will be greatest in the low income and low per capita property value areas. Solution
of these problems will be most difficult and time consuming in the rural areas; there-
fore, the area with the highest priority would be the most rural area with the lowest
per capita wealth and income. These three factors were given -equal weight. Relative
priority of the 20 multi-county health units programmed is tabulated in the Relative
Need Report. v

It is impossible to anticipate the location of. future wars, industries in the
state and the impact such industries may have upon the public health problems of the
community. Rather than make erroneous decisions at this time, it is proposed that
these situations be handled as they develop while reserving the right to correct the
public health center priorities accordingly.

B YA
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N IOWA STATE DEPARTMENT 0F HEALTH

B et 1 aF ’7
Divibiod OF HOSPITAL SERVKEY U JSULK \Qis2.
PuBLIC HEALTR CENTER REPORT lowA
MAXIMUN NUMBEL OF POBUCHEATH CENTEAS N STEIE 1o &7

| 6™ BENGIoA

PoLiTIOL SUDDIVIGION WRKI | POLITICAL | WAME DF LDWBL LIRALM B LT o
o . — DESCRIPNON OF
EXsTihe (Posrusty PO | CUBDIMSIG | UNN Sexvie S [Ep— Peoa LM UED
wiLL SERVE TOPUENGN | CoUTUL SURDIVEBON PRAL . Jouounme | o.0.C | ouuoeae| PUNUWY RRGLITES
SPENCER 100,825
Clay County 18,504
Dickinson County 12,574
Lyon County 14,468 Multi=-County
O0'Brien County 18,840 Health Department 0 - 0 1 0
Osceola County 10,064 No. 1
Sioux County 26,375
ALGONA - 82,311
Emmet County ’ 14,871
Humboldt County 13,156 Multi-County
Kossuth County 25,314 Health Department 0 0 1 0
Palo Alto County 14,736 No. 2
Pocahontas County 14,234
MASON CITY 122,775
Cerro Gordo County 49,894
Franklin County 15,472 Multi-County
Hancock County 14,604 Health Department 0 0 1 0 . .
Winnebago County 13,099 No. 3 o ST
. Worth County 10,259 : :
_ Wright County 19,447




IOWA STATE DEPRETMENT OF HEALTH et 2 087
Divibioal OF HOSPITAL SEXVKEY ot AUl \QL:
PUBLIC HEALTR CENTER REPORT ' iowA
MAXIMUN WUMBEL OF POBUCHENTH CeMTEAS W STOIE s 8T | 5™ EENSIoA
PoLITKIL SUDDIVISON WAL | POUITIAL. | WAME 0F LDGBL. LIBALTM U =
EsTie fenorwsty FaoW | cubDnsighs | UMK Sesviu st GUTRBE | TRosBUUED CRsCEPRON OF
Wil SEave ' Rooul RNbN oL SURDIVESH PRL . prrveyrerral Earsrreraa vy Kl il
HAMPTON 101,488
Bremer County 21,108
Butler County , 17,467
Chickasaw County 15,034 -Multi-County
Floyd County 21,102 Health Department 0 0 1 0
Howard County 12,734 No. 4
Mitchell County 14,043
POSTVILLE - 88,176
Allamakee County 15,982
Clayton County 21,962 Multi=County
Fayette County 28,581 Health Department 0 0 1 0
Winneshiek County 21,651 No. 5
DUBUQUE
Dubuque County : - 80,048 Co. Health Dept. #6 0 0 1 0
' MANCHESTER 84,891
Benton County 023,422 . *
Buchanan County 22,293 Multi-County ‘
Delaware County 18,483 Health Department: 0 0 1 0

G;Jones County - 20,693 No. 7



2 [OWA STATE DEPAETMENT OF HEALTH oret3 e 7

Divibiod OF HOSPITAL. SEXVKEY U JuULK \Siel
PuBLIC HEALTH CENTER ©EPORT ' {OWA
MAXIMLE WUNBEL OF POBUCHENTY CcenTEAS N STOIE \s 8T | 5™ BEVGioN
PoLITIOL SUPDIVIYION WRKI | POUITIL. | WAME OF LOGL LeAH o—y - '
; b iR . ' DEsCRIPNION. OF
Exsling lmw 1273 9414 CMDDW UNK  Sesving = ewsliNg  QUTTRBAE PooLLDU MEY ] )
il SERVE FoPUlnbN | POl SUBDIVBeH PRL . | omeumy | 5.0.C | souommy] PNUW FROUTES
WATERLOO
Black Hawk County 122,482 Co. Health Dept. #8 0 0 1 0
- MARSHALLTOWN 96,062
Grundy County 14,132
Hardin County 22,533 Multi=County
Marshall County 37,984 Health Department 0 0 1 0
Tama County 21,413 -No. 9
FORT DODGE 98,144
Calhoun County 15,923
Greene County 14,379 Multi=-County
Hamilton. County 20,032 . | Health Department 0 0 1 0
Webster County 47,810 No. 10
CHEROKEE ' 90,969
Buena Vista County 21,189
Cherokee County 18,598 ‘Multi=-County
Ida County 10,269 Health Department 0 0 1. 0
Plymouth County 23,906 No. 11
Sac County 17,007

.



IOWA STATE DEPARTMENT OF HEALTH Pnat 4 097

DIVISION OF HOPITAL SERVKES | | T4 Ul AL
PUBLIC HEALTR CENTER EPORT lowA
MAXIMLUM NUNBEL OF POBLUCHENTM CEMTEAS W STOIE \s 8T . A\BMERGIN
Vomml SUPDIVISON WWKGA | POLITIAL. | WMAME oF LDOBL UBAM LT = f |
sl . — : CRsCRIPTION
EXGTIS (Pasvasto m.mu cuaom LN Sexving N asihe SOTmwLE TooetiMued OF
wiLl. SERVE ToraLnel UL SURDIWVEH PRL . omeumit | o..C | srecess RUNLIeRY raLrties
SI0UX. CITY
Woodbury County 107,849 | Co. Health Dept. #12 0 0 1 0 i
DENISON 100, 260
Audubon County 10,919
Carroll. County 23,431
Crawford County 18,569 | Multi-County :
Harrison County - 17,600 Health Department 0 0 1 0
Monona County 13,916 No. 13
Shelby County 15,825
BOONE 115,094
Boone County 28,037 :
Dallas- County. , 24,123 Multi-County :
Guthrie County 13,607 Health Department 0 0 1 0
Story, County - 49,327 No. 14 :
DES MOINES
Polk County 266,315 Co. Health Dept. #15 0 0 1 0.
 NEWION 104,070
Jasper County 35,282
Mahaska County 23,602 Multi-County

Marion County 25,886 Health Department _ 0 0 _ 1 0
A Poweshiek County 19,300 - No. 16 : .



fOWA STATE DEPAETMENT OF HEALTH

)

_ a5 o 7
Divibiod OF HOSPITAL. SERVKEY U oAUl \92
PuBLIC HEALTR CENMTER CEPORT l1oOwWA
MAaMul  NUMBRR OF Pusuc.Hum\ CENTEAS \u STole \s 8T | 5™ ZENGIAL

Fou TIBL SUDDIVISION WL Poum.n. \NHE oF LDGL AW BT - '
ExX5TNe frusnsty Facund CLUPOWSION | UMW Seavine T bGTNe SUTIBLE. | ToostbuWUED Ces(uPnon QF
vl SERVE ToouLimbly UL SUBDIVEASH CYTY 3R uLE | O.R.C | mreowan | TURumY Powss
IOWA CITY 87,850
Cedar County 17,791 Multi-County
Johnson County 53,663 Health Department 0 0 1
Iowa County 16,396 No. 17
wCEDAR RAPIDS ' »
'Llnn County - 136,899 |- Co. Health Dept. #18 0 0 1
CLINTON 75,814
Clinton County 55,060 | Multi-County Health 0 0 1
Jackson County 20,754 Department No. 19
. DAVEN}?ORT
Scott County 119,067 | Co. Health Dept. #20 0 0 1
WASHINGTON 79,028
Keokuk County 15,492 :
Louisa County 10,290 Multi=-County
Muscatine County 33,840 Health Department 0 0 1
Washington County 19,406 | No. 21



{OWA STATE DEPARTMENT OF HEALTH ez 6 oF
Divibiod OF HOSPITAL SERVKEY U AUl 92
PUBLIC HEALTR CENTER SEPORT - 10WA
MAGMUN NUMBERL OF POBUC HENTM CEMTEAS WU STOIE is BT | E™ BENGIAL

FOU T SUPDIVIGON WAL | POLITWAL | MAME tF LDWAL Hen BaciLITul h oo SF

; : i . Ceslua

will. SERVE ToULINEN | THUTLL SURDIVEOH PAL . ] oteumir | O.A.C | mrwoee | ue¥ Frautes
BURL INGTON | 106,999

Des Moines County g 44,605 Multi=-County f §

Henry County ;18,187 Health Department S | {0 0 0

Lee County ‘ § 44,207 No. 22 i ;
OTTUMWA | 91,384 ’

Davis County 9,199 i

Jefferson County 15,818 'Multi=-County

Monroe County 10,463 Health Departmerit 0 0 1 0

Van Buren County ‘ 9,778 No. 23

Wapello County i 46,126
CHARITON . 76,328

Appanoose County 16,015

Clarke County 8,222 Multi=County

Decatur County 10,539 Health Department 0 0 1 0

Lucas County 10,923 ‘No. 24

Warren County 20,829

Wayne County 9,800

-
=




IOWA STATE OEPAETMENT oF HEALTH

@ ear 7 oF 7
Divibiod OF HOSPMTAL. SEXVHEY S UM \92
PUBLIC HEALTR CEMTER ©EPORT * 10WA
MAaML NUMBERL OF POBUCHENTN CEMTEAS W ST s 8T \ 5™ 25l

- POUITIRL SUBDIVISON Wty | PouTIAL | WAMe oF Lo weAw BTy — ’

vl SEve ‘ ' RPoEneh | UL SURDIVEASH PALC. Joowume | o.0.C | mrecwe] MRS POUTES

" CRESTON 70,197

Adair County 10,893 ’

Adams County 7,468 Multi-County

Cass. County 17,919 Health Department 0 0 1 0

-Madison. County 12,295 No. 25 '

Ringgold County 7,910 :

Union County 13,712
COUNCIL BLUFFS

Pottawattamie County 83,102 Co. Health Dept. #26 0 0 1 0
Shenandoah 69,110

Fremont County - 10,282

Mills County 13,050 Multi-County

Montgomery . County 14,467 Health Department 0 0 1 0

Page County 21,023 No. 27 ‘

Taylor County 10,288

STATE TOTAL ~-- 2,757,537 1 0 26 0



RELATIVE NEED REPORT
PUBLIC HEALTH CENTERS

IOWA STATE DEPARTMENT OF HEALTH

DIVISION OF HOSPITAL SERVICES

1. Page

1l of 1

2. Date July 1, 1962

15th Revision 3. State Iowa
CITY-COUNTY UNITS TAXABLE PROP- | POPULATION POPULATION PRIORITY
ERTY FACTOR DENS ITY INCREASE FACTOR
NO. LOCAT ION FACTOR FACTOR
15 Des Moines 1.1661 8.8227 1.0857 11.0745
20 Davenport 1.1224 5.2531 1.1065 7.4820
8 Waterloo 1.2360 4.2780 1.1307 6.6447
18 Cedar Rapids 1.1011 3.4559 1.1061 5.6631
6 Dubuque 1.4263 2,6997 1.0774 5.2034
12 Sioux City 1.2472 2,5199 0.9832 4.7503
26 Council Bluffs 1.2464 1.5977 1.0156 3.8597
MULTI-COUNTY UNITS TAXABLE PROP- PER CAPITA RURALITY PRIORITY
ERTY FACTOR INC. FACTOR FACTOR FACTOR
NO. LOCATION
24 Centerville 1.1945 1.2612 1.4893 3.9450
5 Postville 1.0148 1.1593 1.6315 3.8056
14 | Boone 1.0597 0.9620 1.7454 3.7671
25 Creston 0.9450 1.1376 1.5341 3.6167
4 New Hampton 0.9672 1.2139 1.3116 3.4927
13 Denison 0.8385 1.0599 1.5455 3.4439
1 Spencer 0.7754 0.9694 1.6376 3.3824
23 Ottumwa 1.3096 1.1118 0.9742 3.3956
7 Manchester 0.8858 1.1127 1.3299 3.3284
2 Algona 0.7528 0.9453 1.5513 3.2494
16 Newton 1.0031 1.0541 1.1617 3.2189
21 Washington 0.9995 0.9752 1.2353 3.2110
11 Cherokee 0.7203 0.9372 1.4989 3.1564
17 Iowa City 1.0241 0.8995 '1.1770 3.1006
9 ‘Marshalltown 0.8013 0.9447 1.3511 3.0971
10 Fort Dodge 0.8202 0.9738 1.2210 3.0150
3 Mason City 0.8284 0.9308 1.2171 2,9763
19 Clinton 1.0728 0,9763 0.8457 2.8948
22 Burlington -~Existling Facility--
31
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EXHIBIT D

PART V HOSPITALS FOR THE CHRONICALLY ILL

Another category of hospital, facilities for serving the chronically ill, is
becoming increasingly important. Its possibilities are apparent as more refined
evaluation of hospital usage becomes available, and the development of the role
of progressive care is recognized. Included within the chronic category would be
the consideration for gerontology and geriatrics, the study of the aging process,
one more phase of chronic illness. In the case of Iowa it is an extremely impor-
tant element, inasmuch as 12 per cent of our population is over the age of 65.

The mission of this plan, as was stated previously, is to provide a pattern
of hospital facilities serving portions of the state's population as effectively
as possible and, simultaneously, economical expenditure of available talent,
community resource, and the individuals' resource toward maximum effectiveness.
The pattern of progressive care proposed is still another consideration in this
mission. The chronic illness facility is that element of progressive care which
is capable of meeting the requirements of patients who have need for intensive care
but a lesser amount of same. 1Included in these needs, quite probably, will be the
long-term medical supervision, skilled nursing care, therapies, diagnostic facilities,
and whatever else may be indicated, with particular emphasis on the rehabilitation
program. The intent of this treatment program will be to re-establish the person
with the maximum degree of self-sufficiency which his limitations will permit.
This is not to be construed as being a facility which will merely sustain the
patient in anticipation of continuous nursing care.

Because the relative need between categories indicates greatest need for this
classification, chronic illness projects proposed will enjoy the highest priority
among hospital categories. Such facilities shall be centered on population groups
and coincide with the elements of the over-all referral pattern proposed for general
hospitals so as to assure reasonable accessibleness of these unique facilities and
the related special talents.

The applicant, upon acquainting himself with the above discussion, should
take particular note regarding the proper difference between nursing home, as
defined for this particular program, and the chronic illness facilities described.
For obvious reasons such differential will be emphasized lest it be construed that
an applicant could exercise the chronic illness priority in an effort to realize
a nursing home facility. The intent of the basic legislation for this program was
to give appropriate preference to the most needed facilities. To assure such

recognition and application of this intent, means were created for tecourse in

the event a finished facility is utilized for purposes other than that which was
indicated in the course of placing an application.

Sponsors seeking a grant for comstruction of a chronic illness unit shall
submit a comprehensive narrative description of their total proposed program in
support of the basic documentation involved. Included will be:

(1) An accurate description of the proposed nursing unit, the supportive

facilities which are to be created, as well as those supportive services which
already exist.

(2) A description of the related and appropriately contiguous services ‘and
facilities which are pertinent for a total chronic unit, including diagnosis,
treatment, therapy, and the other basic considerations. Q“B
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RELATIVE NEED REPORT 1O\WA
IST* REWMSION - \OWA WOSPITAL PLAM (TURY-{7>2
CHROMIC 1LLNESS FERACILTIES PAGE | OF 1
BASic REGIONRL DRATA BED ANALVYSIS "o /s PRIORITY ANNLYSGIS
. |evw's || yo BE ADDED  [“oMeed |[RURALIY | INCOMR | BRoss
AREA CEMTRR PoruLntiaw iug.;u ToE, [Tove [TomeL | ™MEr CACTon. | ®acrow | PACTow
C-3 Fort Dodge 170,295 0-{t-=170 3 A 0| 1.0013 | 1.3623]|2.3636
C-13 Council Bluffs 263,943 0| 264 20| 284 0:1:1.1055 13226152 3822
C-4 Mason City 169,809 0 170 QL2170 0]/ 0.9981 | 1.2490(2.2471
C-6  Dubuque 138,746 0 139 0455189 01 150778 | 1,07692+1547
C-5 Waterloo 269,715 015270 05270 0]l 1.0225 | 0.9636|1.9861
€-1  Sioux City 207,548 O ile208C S101E=5 218 0 0.9737 | 0.9959|1.9696
C-7 Cedar Rapids | 227,996 0:]l:228 54904318 0]{ 0.9513 | 0.9333|1.8846
C-12 Des Moines 621,788 120 502| 580(1,202| 9.98
C-10 Burlington 109,957 26 84 0} #110{5:23%63
C-8 Iowa City 76,782 286 37| 649| 972] 29.42
C-11 Ottumwa 146,493 46 100 05 146128151
C-2 Spencer 135,584 49 87 Q17 136, 36.03
C-9 Davenport .218,845 861 133]_ _10f 2291 37,72]
STATEWIDE TOTALS-- 2,757,535 613 [2,3921L,359|4,364| 14.05%
COMPOSITE SUMMARY OF LONG~TERM SKILLED TREATME\JT/ NURSING BEDY
EXISTING BEDS PROPOSED TOTAL
CATEGORIES OF RATIOS AR PR REDS T BEDS
Ateh RATI0Y AREA RATI0S | RE BUWS ProresED
Chronic Beds
Treatment=1/1000 Population 370 0 2,389 2,759
Teaching =5/Post.Grad Man-Yeap 243 0 1,362 1,605
Nursing Homes
3/1000 Population | 1,891 112 6,382 8,385
Pool Beds
Basic 1/1000 Pop.= 2,758
Less Teaching - 1,605
Less Beds Beyond
Area Ratios - T2
Less Fraction Adj. _- 2
1,039 --- --- 1,039 1,039
STATEWIDE TOTALS -- 2,504 112 11,172 13,788 1
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EXHIBIT D

MEDICAL FACILITIES

The preceding sections and paragraphs have discussed the subject of hospitals,
both general and speeialized units, in keepingwith the definitions set forth.

During the past 100 years there has been a considerable evolution in the area
of hospital facilities. Each step has been directly attributable to easily recog-
nized circumstances. Early hospitals were the means of collecting the ill to permit
administering skilled care by nurses, as well as to create a less unfavorable envir-
onment in which the doctors could treat their patients.

In our own instance, hospitals came into being with increase in density of
population. Another facet was that a form of hospital permitted the doctor to con-
centrate his patients, thus reducing demands on travel time and permitting more of
his available time being applied to caring for the ill.

This evolution went further when specialized facilities were created to care
for the tubercular patient, an outgrowth of the pest house, reducing the opportunity
for contagion to others. The mentally ill were brought together to avail these
patients of the services of specialists in this field. Because of the catastrophic
financial burden involved, the State, with creditable aggressiveness, did establish

the pattern and precedent of assuming a financial responsibility for the care of
mental patients.

Only recently have other long-term illnesses been more specifically identified
with a view toward providing specialized facilities to meet these needs. The
chronic illness hospital is that facility which will fulfill needs for long-term
nursing care and the extended treatment program indicated.

It has already been pointed out that resource available for the caring of the
illnesses does have limits and that it is mandatory for communities to exercise
maximum economy. This applies to the community's resource, in providing facilities
to meet health needs, as well as to consumers; in applying their individual resource
toward realizing maximum effect. Iowa's particular case deserves special attention
by virtue of its high percentage of aged population and the fact that this trend
is accelerating. It is proposed that a total program be pursued which will realize
maximum effectiveness in the expenditure of community resource, so that in turn the
user's individual resource will go fartherest in meeting his needs. Pertinent
factors which must be provided are:

(1) The inauguration of a preventative program toward sustaining the able-
bodied to that possible maximum capability.

(2) A program diagnosis to detect needed treatment which can be administered
on an outpatient basis to re-establish patients in that maximum level which is
possible.

(3) Review the reasonableness of retirement age, and permitting persons to
extend their productive period, thus protecting their right to serve their
needs and maintain their maximum of self-sufficiency.

(4) For the patient whose acute needs have been fulfilled but who does need
long-term treatment and care in realizing the maximum of his self-sufficiency,
provide the means for administering extended treatment in facilities designed

#



to provide a lesser amount of intensive nursing, thus reducing the cost to the
patient.

(5) Create the monetary means which will become available to those patients
whose individual resources have been expended before realizing their goal of
maximum renewal of their capabilities and self-sufficiency.

Earlier discussions have made reference to progressive care and the need for
providing services in keeping with the requirements during several stages of recov-
ery. In the light of these gradations of progressive care are related facets which
were recognized and are being emphasized through a modification of the Federal
Grants Program. Specific categories identified in the program are diagnostic and
‘treatment, rehabilitation, chronic illness and nursing home facilities, which aim
to reduce the demands on the hospital's intensive nursing care facilities by design-
ing services directly in keeping with patients' needs. Their respective purpose,
to provide diagnostic and treatment facilities on an outpatient basis, is self-
evident. Without duplication, these same facilities become available for evaluating
inpatients' needs to facilitate prescribing the most effective treatment for a pro-
longed period. Likewise, rehabilitation services for retraining, to the maximum of
their capabilities, those patients who have suffered impairment, can apply to either
inpatients or outpatients. These facets can go far in supplementing the hospital
pattern toward meeting a greater portion of patiénts’' needs.

Permissive legislation enabled this state to participate in the broadened
federal program so that these categorical grants could become available in quali-
fying communities.

The following pages discuss these four categories of health facilities as they
pertain to this state's needs. The projected program pursues the missions in a
manner that will permit the greatest number of people to avail themselves of the
needed services while realizing maximum economy in the limited professions, skills
and techniques.

The federal grants are less than generous for fulfilling these needs. Accord-
ingly, the facilities proposed in this plan are intended to provide services to
the greatest number of people with maximum economy in terms of both operational
dollars and related skills. To preclude duplication it is proposed that existing
ancillary services be utilized to a maximum and correlated with these specialized
health facilities.

The added facets beyond the acute general, the psychiatric, the tuberculosis
and chronically ill facilities are incorporated in such a total plan through Part
"G" of the Hill-Burton Program. Categorical grants are available (in limited
amounts) to provide adjunct services in the fields in rehabilitation, diagnostic
and treatment facilities, and nursing homes. A combination of all of these elements
in proper proportion will provide an effective answer for meeting the total need
while utilizing existing resource and personnel at maximum economy.

The following sections deal with the complementing categories which are allied
to hospital services discussed in earlier chapters.
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PART IV NURSING HOMES

A nursing homes is defined as '"a facility which is operated in connection with
a hospital, or in which nursing care and medical services are prescribed by or per-
formed under the general direction of persons licensed to practice medicine or surgery
in the state, for the accommodation of convalescents or other persons who are not
acutely ill and not in need of hospital care, but who do require skilled nursing care
and related medical services. The term 'nursing home' shall be restricted to those
facilities, the purpose of which is to provide skilled nursing care and related medical
services for a period of not less than 24 hours per day to individuals admitted because

of illness, disease, or physical or mental infirmity and which provide a community
: "
service.

This excludes institutions furnishing primarily domiciliary care, whose primary
purpose is to furnish food, shelter, and other nonmedical services and wherein medical
treatment or nursing care is incidental to boarding care.

A "nursing home" which provides personal services only, or such limited medical
attention as the individual would normally receive if he were living in a private
home is not within the definition applicable to this program.

The term "nursing home' as used by the public is applied to a broad variety of
establishments as the result of earlier definition by Iowa Statutes. While current
definition in the Iowa Code describes a more refined facility than the earlier version,
it still does not conform with the type of facility as intended in the proposed legis-
lation considered by the Congress and by the insuring bodies who concern themselves
with prepayment of health costs and true community service. This discussion will

restrict itself to nursing homes as defined in an earlier chapter and as described in
proposed legislation.

It might be well to review the history and evolution of nursing homes. Many can
recall that during the past decade considerable emphasis has been placed on providing
for the needs in the area of acute general hospital care. This effort has resulted in
the upgrading of hospital facilities while making same available to a greater portion
of the state's population. During this progression it became increasingly evident
that a portion of this impact on acute general hospitals was attributable to long-
term patients whose needs for intensive care were considerably less than was being
provided for in the general hospital. These long-term patients, however, were only
a portion of this total patient group. The bulk of these needs were being met by
custodial facilities providing something less than optimum nursing care. Medical

supervision in most cases was non-existant. The void was filled by a somewhat compro-
mised form of nursing home.

During the past seven years this problem has been recognized at all governmental
levels. The Federal Grants Program was amended to incorporate a provision for related
health facilities. Iowa's unique population group over age 65 stimulated considerable
concern among her interested groups and leaders. However, the problems of the aged
were not precisely evaluated in terms of their several elements, resulting in a con-
fusion between social needs and medical needs. TIowa Statutes continue to define a
form of institution which is referred to as a nursing home. Only recently has a
start been made toward appropriate evaluation of all facets related to the aged.
During the interim this program and plan concerns itself only with the medically
oriented facility and pointedly avoids concern with the social aspects and housing.
The criteria within this program, as defined in an earlier chapter, are further
described by the following considerations: (a‘



A nursing unit which provides beds for the long-term patient requiring medical
and nursing care supervision. The individual patient shall be under the care of a
duly licensed physician in keeping with the patient's needs at any time. Acceptable
medical records shall be maintained for each patient including a medical history,
admission examination, diagnosis, the prescribed treatment, progressive reporting,
and such orders as may be appropriate. The nursing service shall be under the
supervision of a registered nurse or licensed practical nurse, as well as supportive
nursing service to meetthe patient's needs at all times. Appropriate diagnostic
services including x-ray, laboratory, and related supportive services shall be
readily available and well correlated with the nursing home operation. Properly
supervised dietary service in keeping with all patients' needs shall be provided.
There shall be evidence of formal affiliation with a licensed hospital and its
organized staff, reliable and prompt referral, and appropriate supportive services
which willproperly and continuously serve the patient's best interest.

The above is not to be construed as the complete and over=all answer for meeting
all problems of the aging, but is only intended to describe that element of a medi-
cally oriented progressive care program which is applicable to the long-term care
patient in need of a reduced amount of intensive nursing care while completing the
treatment prescribed within a total program of evaluation and treatment. This does
not imply that there is no need for socially oriented housing for aged groups.
Neither does it imply that there is no need for custcdial facilities to serve another
segment within the aged population group.

Experience indicates, however, that improper recognition is being given to
ultimate problems which will result from programs providing primarily housing for
specific age groups. It shall be realized that by accumulating and accommodating,
unnaturally, certain segments of our population into a single community, we are unbal-
ancing the load proportions being applied to certain communities' local health facil-
ities. Our aged group is more vulnerable to the chronic illnesses and their individual
health needs, comparatively, are much greater. Therefore, such housing is entitled to
some profound study with a view toward developing specific answers that will be defen-
sible 10 or 20 years from now and which are not so inflexible as tc preclude adjustment
to whatever future needs may become apparent. Simultaneously, we are aware that much
stimulation for purely housing facilities and custodial facilities is generated by
an implied but deceptive demand which is created in the minds of potential residents,
the result of their observation of trends during past years. Heretofore, many persons
committed themselves somewhat irrevocably to admission in a housing faocility on the
assumption that being accepted while in good health will automatically assure them
of appropriate care if and when their need for medical care arises during their re-
maining years. Such suppositions imply, but falsely a demand which dces not truly
exist, Ultimately, these housing facilities find themselves in an accelerating
need for the long-term nursing care facility but unable to provide appropriate
nursing service economically within the inflexible facilities that they have.

It is the firm belief of this Agency that the total problem can be most econ-
omically attacked initially by providing expandable and flexible nursing care and
treatment facilities to meet the needs of a portion of the long-term patiemts--the
chronically ill. When this phase has been accomplished to some degree, the housing
element for meeting other needs of the aged can then be more accurately re-evaluated,
There will then be a better indication of needs in this area.

The basic point which must be borne in mind at all times is that community
resource does have its limitations and every dollar spent must be applied to make
the most effective long-term answer possible. As further resources become available
to the community, their mission can then be broadened into the area of housing.

By so doing, the risk of misdirected community effort can be greatly diminished and

a more accurate evaluation can be made of what the eventual needs really are. The
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above philosophy and theme for TIowa is the result of successive studies made by rep-
resentative groups seeking answers for meeting the needs of the aged. Such studies
continue in anticipation of foreseeable legislation which may become permissive toward
providing improved answers.

This Plan will not attempt to reiterate the findings of previous studies but
does recognize the findings of these reports and incorporates the indications in
this program and plan.

Previous Plan revisions and narratives discussed the importance of broadening
the pattern of progressive care as it relates to hospital service, with a view toward
providing those long-term treatment and care facilities which can improve nursing
service to the patient. The point has been made consistently that in the light of
scarce professional talents and trained personnel, maximum economy and utilization
is a must to preserve the quality of treatment and care while holding the line on
cost or reducing the charges made to the patient.

During the past two years we have witnessed the advent of a series of Federal
Loan Programs which purport to assist in the provision of nursing homes. Though
each of these programs is governed by a comparable definition of '"nursing home,"
they do induce their own interpretafion to the physical structure and impose such
guidance in the planning as to dictate certain operational aspects of the facility.
Technicalities of actual performance are foreign to them. This State Agency feels
that the pattern and guidance resulting from the activity of these loan agencies is
inducing undesirable features which have been proven inadvisable through the exper-
ience encountered in the Hill-Burton Grants Program since 1956 and in resultant
operational service rendered. TLittle originality is produced in the functional
features of design. This pattern has repeatedly been brought to the attention of
the several federal agencies but without results, improvement, or clarification.
By implication, this State Agency is the agency held responsible for establishing
community need and to determine relative need. However, several agencies have
demonstrated no inclination to recognize state prerogative except upon threat of
withholding license. Even then, the layouts and functional arrangements produced
through these programs barely comply with the moderate minimum standards for a
state license, and do not strive for the optimum design which will postpone obso-
lescence to a maximum. This agency has attempted to correlate the proposed con-
struction of beds in keeping with the apparent need. However, variation in inter-
pretation of definition, and discrepancy in viewpoints on actual need is resulting
in a "scatter gun'" answer that imposes illogical uneconomical burdens on limited
community resource and which probably will not be reasonably adaptable to the local
needs ten years hence.

Because this disjointed approach fails to conform with the intended program
proposed for the state of Iowa, this agency will not claim to be capable of an
accurate evaluation of the effectiveness of facilities being created through Federal
Housing Administration, the Housing and Home Finance Agency, the Community Facilities
Agency, or the Small Business Administration. It is our understanding that there has
been liaison between these several agencies at the Washington level in attempting to
broaden the common ground for providing answers to community problems. These appar-
ently have been anything but fruitful. In the light of this background it is hardly
the obligation or the prerogative of this State Agency to resolve the impasse between
the several federal administrations. We would welcome the opportunity of being heard
in the hopes of making our particular experience available for consideration and to
permit our expressing viewpoints resulting from six years of study. This deliberate
background and continued study appears to be a more appropriate approach toward
developing sound answers and realistic guidance for communities of Iowa.

This Plan does propose only skilled nursing home facilities adjunct to existing

a3



hospital facilities of a suitable standard. By this we mean that the nursing home shall
be contiguous to the existing facilities, thus permitting common utilization of the
available administrative pattern, utilities, dietary service, treatment and diagnosis
service, therapy facilities, and most importantly, the organized medical staff func-
tioning under well-established and proven by-laws and ground rules. This conceivably
could permit application for funds by a publicly owned hospital in spite of the
existance of a facility by a similar name, constructed through loan guarantees of a
Federal underwriting agency. However, the publicly owned facility would have to reflect
the mandate of the community by virtue of a bond issue or some similar referendum. The
other facility, conceivably, was a decision by a relatively small and unrepresentative
group heading a non-profit association or a proprietary group without the support of the
majority. A referendum would indicate the public's will regarding a hospital comnected
facility. In other words, this Plan does feel that an existing facility created by

the Federal Government which circumvents the intent of the majority of the community
should not preclude the community seeking a best answer. If the existing facility is
preferred by the majority, referendum will preclude a hospital-connected facility being
constructed.

It is the intent of this Plan to utilize only nursing home facilities contiguous
to hospitals in ascertaining the percentage of need met, and in developing a table of
relative priority. It is conceded by most factions that long-term care, from the
most intensive nursing and treatment facilities to the least refined care and keep
facilities, requires a minimum of 8 or 9 beds per thousand population. This Plan
programs only 3 beds per thousand population to meet initially the needs for that
treatment with skilled nursing care which can realize the discharge of the treatable
patient. Qualified related facilities are prorated toward these 3 beds per 1000 popu-
lation. The intent is to provide the means for restoring these patients to their
maximum capacity for self=-sufficiency that their particular limitations will permit.

The precise needs are not known at this time. By providing a conservative amount
of true treatment nursing home facilities during this interim while answers are being
sought and/or refined, this program will not burden a community with inflexibly designed
facilities which are irrevocably committed.

It must also be emphasized that categorical grants money available to Iowa is
very limited. These funds can be applied with greatest effect if applied to treatment

facilities which are capable of supporting appreciable outpatient and day care service.

Further detail regarding principals for classification and inventory, as they
relate to priority development, are described in earlier paragraphs.
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EXHIBIT D

PART VII. DIAGNOSTIC AND TREATMENT CENTERS

Section 53.1 (s) of the Federal Regulations defines a diagnostic or treatment
center as a facility providing community service for the diagnosis and treatment of
ambulatory patients, which is operated in connection with a hospital, or in which
patient care is under the professional supervision of persons licensed to practice
medicine or surgery in the state, or, in the case of dental diagnosis or treatment,
under the professional supervision of persons licensed to practice dentistry in
the state. The definition includes outpatient departments of public or non-profit
hospitals.

In accordnace with State Statutes, the State Agency did meet with the sub-
committee of the Hospital and Medical Facilities Advisory Council for the purpose
of evaluating the inventory of existing diagnostic and diagnostic and treatment
centers and determining the need for additional centers.

Before the existing centers could be properly evaluated, it was necessary to
further define the facility. For the purpose of this study, it was determined
that a diagnostic and diagnostic and treatment center varies from the normal diag-
nostic and treatment aids found in the offices of practicing doctors, (doctors of
medicine, osteopathy and dentistry) to the most complex diagnostic/treatment fac-
ilities found in the State University Hospitals at Iowa City. Accordingly, it was
decided that the inventory should recognize all existing offices of medical doctors,
doctors of -psteopathy and dentists.

The State Agency conducted a survey of all hospitals, public and non-profit
clinics, health centers, laboratories and dispensaries in the state. With the
cooperation of the respective professional societies, a survey, but not an inventory,
was made of the offices of practicing medical doctors, doctors of osteopathy and
dentists. The information obtained from this survey was shown on Form PHS5-2,
"Inventory of Diagnostic and Diagnostic and Treatment Centers,' Ninth Revision.
Hospital service areas were used to identify and locate the facilities inventoried.

Needs were determined on a statewide basis and proposed projects programmed on this
basis.

In an effort to give full consideration to the services rendered by many of the
marginal facilities, hospitals without organized outpatient departments, industrial
clinics and dispensaries limited to employees, and dispensaries of schools and
colleges limited to students, were incorporated in the inventory. These facilities
were not classified as suitable, replaceable or unsuitable, but were used, together
with the services rendered by the offices of doctors and dentists, in determining
the need for additional facilities.

Facilities which clearly meet the definition of a diagnostic and diagnostic
and treatment center, as set forth by Federal Regulations, were classified as
suitable, replaceable or unsuitable. It must be made quite clear that the structure
was evaluated in determining suitability, and not the quality of service rendered
by the facility. 1In accordance with the ‘criteria established by the State Agency,
all facilities classified as unsuitable were housed in non-fire resistant buildings
which were deemed as constituting a public hazard.

Based wupon the inventory, the following conclusions were drawn:

1. All of the facilities surveyed play a significant part in rendering diagnostic
and treatment service to the people of Iowa. ‘ol



2. The geographic distribution of the various facilities generally follows the
concentration of population, thus providing reasonably disseminated services.
To demonstrate this fact, the map shows the geographic distribution of the
offices of 2,634 practicing medical doctors, 478 doctors of osteopathy, 1,648
dentists and 171 hospitals.

3. The existing facilities (offices of doctors and dentists, hospitals render-
ing a significant community service without an organized outpatient service,

and clinics and dispensaries restricted to specificpopulation groups) are
presently rendering the degree of diagnostic and treatment service necessary

to meet most of the needs of all of the people of Iowa. Any further enlargement
of the diagnostic and diagnostic and treatment facilities at the local level
could not be economically justified at this time.

4. Current study indicates a need for additional diagnostic and treatment
services in basically four instances. The proposed four projects will render

a service fulfilling the detectable need remaining in the state. Their relative
priority is in the order of their effectiveness in serving existing needs.

(a) The available diagnostic and treatment service of the University Hospitals
is intended for all residents of the state and includes diagnostic procedures
which are not available at any other center in the state. The continued and
expanded service of this facility is vital to the total medical care program in
Iowa. It is given the highest relative priority.

(b) The dental clinic at the State University of Iowa serves as a diagnostic
and treatment center for unusual and complex dental conditions, as well as a
training center for dentists. The number of dentists that can be trained is
limited by the size of the clinic. In order to make this dental service avail-
able to more people of the state and to provide more training facilities, this
project was given second priority.

(c) The Study Committee on Mental Illness gave particular attention to the
inadequacies in the area of emotionally disturbed children, and urged immediate
steps toward providing facilities and staff at Des Moines and Iowa City. 1In
keeping with this intent, the Iowa Advisory Council did approve projects for
Iowa Methodist, Des Moines; and the Psychopathic Hospital in Lowa City. In
each instance the council made particular mention of the limited scope of the
proposals and went on record to the effect that vigorous efforts should continue
toward expanding this phase of diagnosis and treatment facilities, and that
maximum priority and encouragement be given to true emotionally disturbed
children's units proposed by any sponsor in Iowa.

(d) The remaining need which has been recognized in the past is for the
expansion of cardiovascular diagnostic and treatment at Sioux City. The unit
proposed, limited to a particular illness, will meet an unfulfilled need. For
these reasons, it was given the lowest of the four priorities under consideration.

This does not preclude consideration of other worthy proposals, provided they are
appropriately substantiated to the satisfaction of the Advisory Council as to their
applicability in providing needed diagnostic or treatment facilities.

Any sponsor making application for grants-in-aid for the construction of a
diagnostic or diagnostic and treatment center must submit, as part of the application,
a complete and detailed program of admission, service to be rendered and program for
staffing. This information will be reviewed by the Iowa Advisory Council for Hospitals
and Related Health Facilities and its sub-committee on Diagnostic and Treatment Centers,
and will be considered in granting approval of the application. All potential project
sponsors are encouraged to consult with the council early in the project planning.
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to All Community Service in Iowa =~
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(Statewide Case Finding)
Hospitals (All Categories) 171 in state VARIEﬂ X X X|X | X X X| X
M.D. Practitioners 2,210 in state IND X X XX | X Xjf X| X
D.0O. Practitioners 470 in state | IND X X X|X | X Xl X1 X
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located in some 560 towns/cities
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(a) Dissemination of the abdve facilities is graphically illustrated on the ‘'map on the' preceding phge.

(b) Refer to pages 99 thru 113, Eighth Revision, Iowa Hospital Plan, 1 July 1955, for state survey of
Diagnostic and Treatment Facilities for basis of conclusion that aggregate facilities and their
distribution are adequate to meet the normal needs of the state's population. Also see related
comments on preceding pages.



EXHIBIT D

PART VIII. REHABILITATION CENTERS

Section 53.1 (5) of the Regulations provides definitions related to rehabili-
tation as follows:

(1) REHABILITATION FACILITY "A facility providing community service which is
operated for the primary purpose of assisting in the rehabilitation of disabled
persons through an integrated program of meeical, psychological, social, and
vocational evaluation and services under competent professional supervision.

The major portion of such evaluation and services must be furnished within the
facility; and the facility must be operated either in connection with a hospital or
as a facility in which all medical and related health services are prescribed by,

or under the general direction of, persons licensed to practice medicine or surgery
in the State."

(2) REHABILITATION "An integrated program brings together, as a team, specialized
personnel from the medical, psychological, social, and vocational areas for the
purpose of pooling information, interpretations and opinions for the development
of a rehabilitation plan of services in which the disabled individual is viewed as
a whole. When members of the team contribute to the diagnosis and treatment of
illness. their contributions must be coordinated under medical responsibility.
These integrated services may be provided in a facility to care for many types of
disabilities or a single type of disability."

(3) DISABLED PERSONS "A disabled person is an individual who has a physical or
mental condition which, to a material degree, limits, contributes to limiting, or
if not corrected, will probably result in limiting, the individual's performance
or activities to the extent of constituting a substantial physical, mental, or
vocational handicap."

Rehabilitation is the process of assisting an individual with a disability to
realize his potentialities and goals physically, mentally, socially, and vocation-
ally. Facilities contemplated by this program would be available to disabled persons
of all ages, including those who are capable of becoming able to care for themselves,
as well as those who are being rehabilitated for employment. The evaluation and
services offered by the facilities cannot be solely medical, social, psychological
or vocational; nor can there be a combination of services from only two or three
of these areas. Provision must be made within the facility for a rehabilitation
program in which each of the four basic areas assumes its significant role, dependiag
on the fundamental needs of the individual served.

Services available to the state in this field are extremely inadequate, when
measured in terms of total need. This generalization became quite evident when basic
survey data was reviewed. While a number of organizations have attempted to sexve
the needs of the disabled, very few are able to provide the essential elements in
the four areas of service for a coordinated program, let alone meet their total need.
These splinter operations are usually limited by restrictive budget available for
either/both facilities and/or staff. In only a few instances are the four areas of
service completely provided.

In setting forth the available resources, certain ground rules were established
to permit a pattern of inventory. As a result, only those facilities with adequate
elements in each of the four areas of rehabilitation were classified as being suitable,
replaceable, or unsuitable. Marginal operations which do administer an appreciable
amount of service in three or four of the areas of rehabilitation were 1isted\toE;
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reflect the service rendered and the existing demand. These, in turn, represent certain
special talents which might readily be adapted to an expanded program to provide a sound
and complete service if the financial means were to become available.

The source of basic data was quite complete and represents the close association
of field personnel in the Division of Vocational Rehabilitation with the varied efforts
put forth by charity and non-profit organizations. The interpretation placed upon the
basic data shall not be construed as criticism of those organizations who are active
in rehabilitation. More realistically, it represents the public reluctance to recognize

the needs in this field and illustrates the impact this failing is having on tax dollars.

When the public realizes how many individuals, without sufficient resource and dependent
on political subdivisions for care, could be re-established as producers and taxpayers,
we may witness converted programs realistically financed. The splinter operations of
today are accomplishing an educational mission which will eventually bring about

public recognition of the spectacular results which can be realized, if pursued.

The proposed program is on a statewide basis. Teaching centers and population
centers are indicated as sites for proposed rehabilitation centers to gain maximum
opportunity for providing staff while making resources available to a maximum number
of people. The grants-in=-aid available for rehabilitation are extremely inadequate.
Because the foreseeable moneys for this category are limited, the proposed program
is restricted at the present. When more indication exists on what the source of
funds will be, the program will be elaborated upon. In any event, several potential
contingencies can give major guidance to future programming. Educational facilities,
for instance, could readily influence the pattern of service which would best meet
needs. The rates of disabling accidents are changing quite rapidly. The mechani-
zation of agriculture is an influence in the origin of the rehabilitatable groups.
Obviously the influence of disability causes, the existing backlog, the extreme
lack of existing facilities, and the absence of a positive source of financial
support are reasons for proposing a moderate program at this time with a view
toward refining a statewide plan at a later date when better information will offer
more guidance. The present lack of facilities virtually makes it impossible to
overbuild if duplication is avoided.

Priority of projects is dependent upon several basic conditions. Primary
consideration will be given to a multiple disability center in conjunction with
the medical college. Next, consideration will be for a proposal which will offer
a statewide service. Thereafter, projects proposed for population centers will be
considered in terms of fields of disability to be served, favoring multiple disa-
bility units over single disability units.

The entire program will be correlated at all times with the planning and long-

range projects which are being developed by the Division of Vocational Rehabilitation,
Department of Public Instruction.
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EiDivision of Hospital Services PLAN 1 JULY 1962
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Division of Hospital Services 2, Date July 1, 1962

3. State Iowa

REHABILITATION FACILITIES SUMMARY

4, Population 5. Total facilities allowed by the state ratio
2575373537 (9) (6 disabilities) = 57 disability services
6. Additional Facilities Proposed - 44 Disability Services
COMMUNITY DESCRIPTION OF FACILITIES AND SERVICES TO BE
. PROVIDED Bis

Location of proposed rehabilitation services will be at points that are established
for statewide service, or at population centers readily accessible to an appreciable

segment of population.

Iowa City Facilities will vary in keeping with available
Davenport talent, resources, and demonstrated community
Waterloo support. Preference will be given to multiple

disability units and the program proposed.
Evaluation will be based on degree of service
attainable with the approvable proposal.

10%



EXHIBIT E

DETERMINATION OF RELATIVE NEED

Priority of Categories

The program at this point follows two correlated patterns. The basic hospital
program is in keeping with precedent of previous plans and revisions, while the
related health facility phase conforms to the intent of the Congress in providing
means for the complementing facilities not provided for earlier. The two parts of
the program will be considered separately.

Priority of Hospital Categories (Public Law_725)

During the early years, the program sought to stimulate preference in the
specialized categories by giving such projects the first opportunity to participate
in grants-in-aid. 1In spite of the incentive, few communities were moved to develop
a project in a specialized category. This reluctance has been attributable to
several factors in the communities. Hospital personnel were reluctant to approach
long-term treatment programs, such as psychiatric or chronic illness, because norm-
ally individual resources were considered insufficient for complete treatment and care.
These hospital costs, it appeared, would have to be spread onto the costs for acute
care. The citizens of communities were equally reluctant to encourage such projects
or to provide funds for such construction because the care of such patients has been
considered the responsibility of the state, In addition, the need for these services
has not been brought to the attention of the taxpayers in terms of long-range tax

burden or in terms of population trends and their effect on the productive abilities
of communities.

As a result, the unbalance of hospital categories has been accentuated. When
no application was made by specialized projects, the lower priority acute general
hospitals applied for, and were granted available funds. During the last few years,
interest in chronic and psychiatric units has developed in several areas with very
favorable results. Educational effort continues and it is foreseeable that the
balance will be improved. In the meantime, impressive advances are being made in
treatment procedures in specialized fields, which will, in their turn, further guide
the public in the need for and possibilities of these special facilities.

In evaluating the categories, the facilities are considered in terms of beds
and the classification with the greatest unmet need will receive greatest consid-
eration. Within the categories, the area or region with greatest unmet need will
be given preference. The following table gives the basis and determination of
priority among categories. :

EXISTING "ACCEPTABLE" BEDS PROPOSED TOTAL % NEED
CATEGORY SUITABLE | REPLACE- | EQUIVALENT | 1O BE BEDS MET
' ABLE ACCEPTABLE | ADDED PROF.

Chronic 613 0 613 3,751 4,364  14.05
Mental 589 3,665 2,422 9,637 13,788  17.57
General 8,007 3,717 9,866 3,600 13,466  73.27
Tuberculosis 407 0 407 0 407 100.0
109,



Public health centers are evaluated in terms of number of establishments. Of
a total programmed need for 27 centers, only one (3.704%) exists. The preventive
phases in safeguarding public health can be accomplished through this category.
Unfortunately, however, existing state statutes preclude construction in this field
by virtue of legislation which prohibits tax levies for direct health purposes.
Farther, no more than 107 of an annual state allotment may be made available for
public health centers within a given state.

Relative priority of hospital categories within the scope of Public Law 725
will be as follows:

I Public Health Centers (up to 10% of Iowa's annual appropriation)
II Hospitals for chronically ill or impaired
IIT Psychiatric Hospitals

IV Acute General Hospitals

V Tuberculosis Hospitals

Federal Grants-in-Aids funds are available to projects in the highest priority
category first. Priority within the category will be determined by the Relative
Need Report for the respective classification (Exhibit D, Parts I through V.) It
is conceivable that a project will entail several categories of service within a
single constructionprogram. The project may not combine a low priority category
with a high priority category in order to gain full Federal partic¢ipation in the
project, unless the priority of the lowest category is reached in the respective
allotment. In the event the low priority category/categories is/are not reached
in the area, only that portion of the project comprising the special service, and
a fair portion of the adjunct facilities essential to the proper operation of the
service, will be eligible for participation. Such a project will be considered for
fractional participation. The rate of participation will be determined on the basis
of full cost of the special service, its adjunct facilities pertinent only to the
special service, plus a fractional cost of related adjunct facilities common with
other services in the hospital. The fraction used to determine participatable costs
of the adjunct facilities common to several services will be based upon the number
of beds in the special service divided by the total number of beds in the hospital
upon completion.

Projects in a lower priority category will not be considered until all appli-
cations in the higher priority groups have been evaluated.

In keeping with the resolution by the Advisory Council, the policy of this
agency is to disapprove programs and applications for Federal Grants which propose
to add to existing unsuitable facilities or replaceable facilities which have
inherent fire hazards. Consideration will only be given when such inadequacy is
or will be acceptably corrected within the project to comply with current standards
within the proposed narrative program of the application. Correction shall be
by elimination of the unsuitable facility so that it cannot be diverted to a use
alljed to hospital service or shall be corrected by a renovation deemed reasonable

and practical by the State Agency in a manner that will result in a structure comply-

ing with the requirements for a new structure.

Priority of Related Health Facility Categories (Public Law 482)

While the same general principles outlined earlier are followed within categories
concerned with the appropriation for Public Law 482, the moneys are identified as
being specifically for chronic illness hospitals, convalescent nursing homes, and
diagnostic and treatment centers. Only after pointed effort to develop an appropriate

"o
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project can application be made for transferring unutilized funds from one category
to another. The grant for rehabilitation cannot, under any circumstance, be trans-
ferred to or from another category. The only permissible transfer of rehabilitation
moneys would be from one state to another in a joint program properly qualified.

The funds for chronic illness hospitals will be guided by the priority table
set forth in Part V. Funds established for convalescent nursing homes will be
granted in keeping with priority table in Part VI. Greatest unmet need is the
primary consideration. In areas with no need met, greatest rurality and lowest
per capita income give preference. Both diagnostic centers and rehabilitation
centers are placced on a statewide basis and with the guidance of the Iowa Advisory
Council. A project is restricted to one or the other of the appropriations.

Intent of Project Sponsors

It has already been indicated that the Advisory Council will evaluate projects
on the basis of information submitted by prospective sponsors. Such information will
be presented at the time of application in the form of an interview, by written pre-
sentation of the proposed program, and by such supplemental data -as may be requested
to clarify and interpret the intent and the ability of the sponsors to execute the
proposed program.

By way of general information, it is pointed out that the basic legislation
makes a specific provision for recourse in the event the sponsors, after having
received grants-in-aid, dispose of the property improperly or fail to utilize a
facility as programmed during the succeeding 20 years. The recourse provides a
means for recovering the Federal share of the 'then-value' which is reimbursable
to the Treasurer of the United States.

Service Area Priority

In service areas with existing acceptable beds, the per cent of bed need met
is computed by dividing the number of existing suitable beds in the area by the
total computed bed need cf the area. The service areas were then ranked in the
order of the per cent of need met as shown on the Relative Need Reports. The
priority applies to the entire area rather than individual projects within the
area (so long as the total bed need is not exceeded). The list of general hospital
service areas was further divided into four groups on the basis of patient need met.
They are as follows: Group A - 0.07% to 9.9%; B - 10% to 44.9%; C - 457 to 59.9%;
D - 60% to 100%.

Those service areas with 100% bed need met but only by consideration of
equivalent beds realized through replaceable beds are with further gradation in
terms of '% replaceable." Those hospitals with the greatest number of replaceable
beds will be given earliest consideration in evaluation of their possible application.

In service areas without existing acceptable beds or facilities, formulae were
developed to establish a priority on rural and income factors which are elaborated
upon in the following paragraphs.

In determining relative need within each category, the factors applied were
given equal weight. 1In each ease only those factors which directly apply were
utilized. The elements of each factor were those of the entire area or population
involved, making the application as reasonable and justifiable as was possible.

L1



The specific formulae are outlined below:

s

Determination of Priority Factors

Rurality Factor:
Area Rural Population

Area Rural Population

State Rural Population
State Rural Population

Area 7% Rural Population
State % Rural Population

Per Capita Income Factor:

State Average Per Capita Income
Area Average Per Capita Income

Population Density Factor:

Area Total Population
Area Total Square Miles

State Total Population
State Total Square Miles

Area Average Density
State Average Density

Population Increase Factor:

(100) 1960 Area Population
1950 Area Population

(100) 1960 State Population
1950 State Population

% Area Population Increase + 100
% State Population Increase+ 100

Per Capita Taxable Property Factor:

Taxable Value of all Property +
Actual Value of Moneys,
Credits, Bank Stocks

Area Taxable Property Value
Area Population

State Total Taxable Property Value

State Total Population

State Per Capita Taxable Prop. Value

Per cent area rural population

Per cent state rural population

Rurality Factor

\

Per capita income factor

Area average density

State average density

Population density factor

% area population increase + 100
% state population increase + 100

Population increase factor

Taxable property value
Per capita taxable property value
State per capiﬁa,taxable property value

Per capita taxable property value factor

Area Per Capita Taxable Prop. Value

Replaceable Bed Priority Factor:
Number of Replaceable Beds

Replaceable Bed Factor

Suitable Beds Plus Replaceable Beds

W
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Source of Basic Factor Data:

Area and population data taken from 1950 and 1960 census as published by the
U. S. Department of Commerce.

Per Capita Income Data is from monthly publication, ''Sales Management,' dated
May 10, 1957. :

Taxable Property Value as published by the State Tax Commission in the Annual
Report, 1950.

EXHIBIT F

METHOD OF ADMINISTRATION

Publication of the State Plan

-1. A general description of the proposed State Plan was publicized in the
Des Moines Sunday Register on December 21, 1947, and a public hearing on the Plan
was held on December 29, 1947, in the State House at Des Moines, Iowa.

2. After approval of this current revision of the State Plan by the Iowa
Advisory Council for Hospitals and Related Health Facilities, the Iowa State Depart-
ment of Health did take steps to insure publication of a general description of the
State Plan in the Des Moines Register & Tribune on 7 June 1962. In addition, soc-
ieties, organizations, and associations were urged to cooperate in bringing the
essential portions and provisions of the State Plan to the attention of interested
and affected parties, persons, organizations and associations in their respective
commnities.

3. One approved copy of the State Plan will be available at all times in the
offices of the Iowa State Department of Health, Des Moines, Iowa, for public exami-
nation.

4. 1In keeping with State Statutes, copies of the Plan will be disseminated to
persons and organizations with a legitimate interest.

Federal Share Determination

In accordance with the amended Hospital Survey and Construction Act (Section

631 (k) (2); Public Law 725, Public Law 380, and Public Law 482, the "Federal Share"
as defined in the above mentioned Acts has been determined as 33 1/3 per centum for
all projects proposed to be constructed under these Acts in the State of Iowa during
the fiscal year commencing July 1, 1962, except for rehabilitation. 1In keeping with
the Health Grants Manual, paragraph 23-2.10 B-2 (b); Participation in rehabilitation
projects under Part "G" shall be at the rate of 50% of the total project cost as set
forth by approved application.

Non-Discrimination Statement

No application for Grants-in-Aid toward hospital or related health facilities
will be approved under this Plan unless the applicant includes therein the following
statement:

"The applicant hereby assures the State Department of Health that no person in
the area will be denied admission as a patient to the facility on account of
race, creed or color." "W



Project Construction Schedule

After approval of the State Plan by the U. S. Public Health Service, this Depart-
ment will develop Project Construction Schedules which will list the projects for
which construction can be commenced immediately. The schedules will be developed by
soliciting applications from sponsoring agencies in areas of the greatest unfilled
need and in the order of the area priorities shown. The number of projects included
on the Project Construction Schedules will depend on the amount of the Federal funds
allotted annually to the state for each program.

Changes in Area Priority

When a Part I of Project Construction Application for the construction of a project
in any area is approved by the Regional Office of the U. S. Public Health Service, the
per cent of need met in the respective area shall immediately be adjusted by adding to
the existing suitable beds in the area, the number of beds in the project, and recom-
puting the new per cent of need met. Further, when construction contracts are let for
a project proceeding without Federal Grants-in-Aid, the area per cent of bed need met will -
be immediately adjusted to reflect the suitable beds in the project. Projects constructed
without Federal assistance will be considered as existing suitable beds during con-
struction. If construction of the project is terminated short of completion for one
reason or another, the beds will be considered non-existant and bed count adjusted
accordingly. : ‘ '

The total suitable beds existing in an area together with the suitable beds under
construction, both with and without Grants-in-Aid, will be used to determine the
priority of the area each year.

Factors Determining Project Construction Schedule

Projects will be selected for the Project Construction Schedule after considera-
tion of the following factors:

1. The priority of the project as determined in accordance with the principles
outlined in this plan for determination of relative need.

2. The intent of sponsoring agencies to begin construction within the stipulated
period. ) '

3. The ability of the sponsoring agency to meet the financial requirements for
construction, maintenance, and operation of the proposed facility.

4. The maintenance of an appropriate balance in the construction of the various
types of facilities. This balance of facilities need not be reflected in each
Project Construction Schedute.

5. The sponsoring agency shall assure this State Agency that no person in the
area will be denied admission as a patient to the facility on account of race,
creed or color. '

6. Evaluation by the State Agency of the program, staffing and operational
policies which the sponsors present in the form of interview, written presen-
tation, and such supplemental data as may be requested to clarify and substan-
tiate the intent of the program presented.

7. The Project Construction Schedule pertinent to allotment under
(a) Public Law 725 will recognize approvable applications in the order of

priority of hospital categories, and thereafter in the order of priority
within a category.
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(b) Public Law 482 will include approvable applications for projects within each
category and within the limits of funds allotted for the specific category.
If funds for nursing homes, diagnostic and treatment centers, or chronic
illness facilities are not applied for, in whole or in part, the funds not
applicable to approvable applications will be available for transfer to one
or both remaining categories. These transferrable funds will be held a
minimum of 30 days pending recommendations of the Iowa Advisory Council.

The Project Construction Schedules will be submiteed to. the U. S. Public Health
Service, District Office, no sooner than one month after approval of the revised
State Plan. This one month period is provided to enable higher priority projects to
develop comstruction interest and furnish essential financial and/or other assurances.

Project Applications

Applications for Federal assistance will be submitted on the Project Construction
Application (Parts I through IV) which is prescribed by the U. S. Public Health Service.

If a project is in the highest priority group, Part I of the Project Construction
Application may be approved and forwarded prior to approval of the State's Project
Construction Schedule. 1If the project is not in the highest priority group, Part I
of the Project Construction Application will be submitted with the Schedule.

To preclude possible abuse of high priority status, a project on a Construction
Schedule which fails to complete all elements of the Construction Application within the

prescribed time will automatically be disqualified from priority consideration the
following year.

To facilitate proper functioning and consistent procedure while fairly considering

all applications for funds, the following outline will govern the handling of appli-
cations:

1. All high priority areas will receive approximately 30 days notice of the
availability of funds, thus allowing prospective sponsors adequate time for
preparation of a written presentation of intent.

2. The prospective sponsors will, before the end of the established 30 day
period, submit a letter of intent to this Department. Such letter shall, with
its evidence of ability, state specifically:

a. Name of organization sponsoring project with a complete list of officers
and board members.

b. State of funds available and means to procure additional funds if
required.

c. Statement that there will be no discrimination between patients because
of race, creed or color.

d. Name of architect or engineer retained.

€. A succinct description of the project including the type and size of
facility proposed. the population planned for, the program of treatment
proposed, and other descriptive data outlining the desires and intent
of the applicant.

3. Upon receipt of a letter of intent from the owners, appropriate Part I forms
will be supplied to the prospective sponsors for guidance in the preparation of
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certain supporting documentation. Items to be included in triplicate in an approv-
able application are:

a. Part I of Application

b. Evidence of non-profit status as documented by the Bureau of Internal
Revenue.

c. Evidence of architectural contract, either reproductions or certified
true copies.

d. A complete and detailed narrative description setting forth the proposed
program (See approprlate sections for further discussion.)

e. Acceptable schematic drawings by an architect registered in Iowa.

f. A realistic cost estimate signed by the architect which is judged by
this agency to be adequate and appropriate for the proposed project and
its budget.

g. Summary of sponsor's share of funds and evidence of same, certified to
by appropriate authority. The owner's share shall be in terms of an
acceptable budget incorporating the architect's estimate and concurred
in by this office. Moneys and estimates shall be firm, realistic and
acceptable to the State Agency before an appllcatlon will be conS1dered

approvable.

h. The owner and architect shall be prepared to give conclusive evidence
that the project will proceed directly through planning and be placed
on the market for bidding and contracting before a date specified by
letter of invitation. Failure by the owners/architect to provide
evidence of suitable progress in keeping with the assurance given the

~Advisory Council at the time Part I was approved will be grounds for
reviewing the application. Such failure will warrant recansideration
and reassignment of funds to a project prepared to proceed directly to
contract in keeping with the intent of the program and plan.

i. This Department will review relative progress during design stages to
determine compliance with previously stated schedules which were the
basis for the assignment of funds.

4. The sponsor or his agents will then prepare and complete the Part I Appli-
cation forms and submit same in an approvable manner to this department before
the end of the 30 day period.

5. Upon the expiration of the 30 day period, all approvable Construction Appli-
cations will be compared to determine their relative position in the table of

priority.

a. Projects will be given preference in the order set forth in earlier
pages. (See Priority of Hospital Categories for order of hospital
categories and area priority within the specific categories.)

b. In the event the presented approvable Part I Applications are insuffi-
cient to utilize available funds, this office will further publicize the
availability of funds to those areas which are next highest in priority
and thus go through the priority tables until funds are utilized.
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6. This Department, upon determining the approvable Part I Applications falling
within the scope of allotted funds, will present to the U. S. Public Health Service
Project Construction Schedules and the listed approvable Part I Applications for
the subject year. Said Project Construction Schedules will be modified during

the course of the administrative year for reasons such as:

a. Minor adjustments when individual budgets, after biddiﬁg, vary from
estimates set forth in the Part I.

b. Sponsors fail to comply with previous agreements such as:
1. Giving evidence of adequate funds.

2. Failing to comply with design or program standards or regulations,
either State or Federal.

3. Failing to comply with the planning schedule which was the basis for
approval of Part I.

c. Voluntary withdrawal from program.

d. In the event (a), (b) and/or (c) derive sufficient uncommitted funds,
the next approvable and qualified Part I Application may be incorporated
into the current modified Project Construction Schedule for participation
in the available funds.

Transfer of Funds to Adjacent States

As has been stated earlier, the population growth pattern for Iowa has been guided
considerably by the rivers on the east and west borders, resulting in most of our popu-
lation centers being on state lines. The resultant hospital usage pattern has developed
unnormally to induce interstate areas. This State Plan, in turn, provides that transfer
of allotments between states (i.e. to/from Iowa) will be considered and inaugurated upon
survey and evaluation of case merits. In the event of transfer from Iowa allotment,
consultation of the Iowa Advisory Council and authorization by the Governor of Iowa
will determine establishment of such request to the Surgeon General, U. S. Public Health
Service, in keeping with existing Federal Regulations.

Standards of Construction and Equipment

Construction and the equipping of projects assisted under this program shall comply
with the general standards of construction and equipment as outlined in Appendix A

(Revised 5 January 1955) of the Regulations promulgated under Public Law 725 and Public
Law 482.

Copies of such standards are available for inspection at the State Department pf
Health, Division of Hospital Services.

Inspection and Certification by the State Department of Health

Upon written request for payment of an installment by a sponsor, the Department
shall make an inspection of the project to determine that services have been rendered,
work has been performed, wage rates and records are in order, and purchases have been
made as claimed by the applicant and in accordance with the approved project applica-
tions. In addition, the Department may make such additional inspections as the State
Department of Health deems necessary. Reports of each inspection will be retained in
the files of this Department. Before a certification for payment is made the inspection
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report shall show that:

1. The amount claimed covers payment only for work performed, materials and
equipment delivered, and services rendered.

2. Such work, materials, equipment and services are necessary for the carrying
out of the project as approved.

3. The cost of work, materials, equipment and services are allowable costs
that may be participated in by the Federal Government.

4. Work in place has been performed satisfactorily, is in accordance with the
approved plans and specifications, and has a value on which the claim for
payment is based.

5. Wages paid and records established are in accord with Federal Regulations.

Certification for Payments

Requests for payments under the construction contracts shall be submitted by
applicants to this Department at the time prescribed by Section 53.78 (a) of the
Regulations, and which, in general, are as follows:

1. The first installment when no less than 25 per cent of the work of construc-
tion of the building has been completed.

2. The second installment when the mechanical work has been substantially roughed
in, and the equipment list has been approved.

3. The third installment when work under the construction contract is completed
and final inspection made.

Requests for payment of the Federal share of other allowable costs such as archi-
tect's fees, inspection cost, and cost of equipment shall be included in requests for
payments made at the stages indicated above.

Consideration will be given to the payment of an additional installment prior to
payment of the final installment, provided the Department finds there are unusual cir-
cumstances. Payments prior to final payment shall total less than 95 per cent of the
Federal share of the project. Final payment will be authorized only after verification
of all claims by an appropriate Federal Agency audit.

Federal funds shall be deposited with the Iowa State Treasurer in the Hospital
Construction Fund in accordance with the State Law, Chapter 135 A, 1954 Code of Iowa,
as amended by House File 392, 56th General Assembly.

The State will promptly remit or credit all payments of Federal funds received
by the State for payment to applicants for approved construction projects.

Accounting System and Records, Construction Allotments

The Department shall be responsible for establishing and maintaining accounts and
fiscal controls of all Federal funds allotted for construction projects. The fiscal
records shall be so designed as to show at any given time the Federal funds allotted,
encumbered and unencumbered balances.

The Department will comply with the provisions of Section 53.129 of the regulations
by maintaining the necessary accounting records and controls, and requiring applicants
for Federal funds to maintain adequate fiscal records and controls.
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The Department agrees that it will retain on file all documents coming into its
possession which relate to any expenditure under Public Law 725 and Public Law 482,
In addition, the State Department of Health will require steps necessary and possible
to assure that applicants (1) retain all relevant and supporting documents for two
years after project completion, and- (2) establish suitable property inventory records
covering all equipment of more than nominal value.

The Department further agrees that it will: requlre a statement from the applicant
agreeing that it will:

1. Prepare accounting records, controls and documents described in the above for
a period of at least two years beyond its participation in the program.

2, Take such steps as are necessary and possible to assure that applicants retain
the fiscal records, controls, and documents described in the above for a period of at
least two years after the final payment of Federal funds.

3. Retain affidavits, wage rolls, and recores pertaining to wages, for a minimum
period of two years after final payment. :

Annual Revisions of the Over-All Hospital Construction Program

The Department hereby agrees that it will from time to time as is necessary, but
at least annually, review the over-all hospital construction program. The State
Department of Health further agrees that it will, on/about 1 July of each year, submit
to the Surgeon General a: report which contains such revision of the over-all hospital
construction program as the Department considers necessary.

Personnel Standards

All personnel employed in administering the State Plan will be appointed under
and subject to the merit system maintained by the Iowa Merit System Council in com-
pliance with the Act, Section 623 (a) (6). The Iowa Merit System Council will furnish
the U. S. Public Health Service with such data and information as is necessary to
determine compliance with the Act and Regulations.

Conflictvoﬁglnterest

No full time officer or employee of the State Agency, or any firm, organization,
corporation or partnership which such officer owns, controls or directs, shall receive
funds from the applicant, directly or indirectly, in payment for services provided in
connection with the planning, design, constructing or equipping of a project.

EXHIBIT G

MINIMUM STANDARDS FOR MAINTENANCE AND OPERATION

The Department has adopted, in accordance with Section 53.127 (c¢) of the Federal
Regulations and Chapter 135 B and 135 C, Code of Iowa (1954), the attached regulations
which prescribe minimum standards of maintenance and operation for all hospitals and
nursing homes aided under the Hospital and Medical Facilities Survey and Construction
Act. The minimum standards are published separately under the titles '"Rules and Regu-
lations for Hospitals and Related Institutions," and "Rules, Regulations and Minimum
Standards Governing Nursing Homes.' The State has not developed standards of operation
for "Diagnostic and Diagnostic and Treatment Centers" and "Rehabilitation Centers."
(Copies of the established standards will be made available upon request).
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EXHIBIT H

FAIR HEARING PROCEDURE

Rules and Regulations of the State Department of Health
Governing Hearings to be Provided Applicants

The Department will provide an opportunity for a fair and public hearing to
any applicant who has requested Federal Aid in hospital construction and which appeals
for a hearing to clear any misunderstanding or dissatisfaction with any action or ruling
by the State Department of Health. The applicant shall be entitled to a hearing on
any one of the following: .

1. Denial of opportunity to make application,
2. Rejection or disapproval of application, and
3. Refusal to reconsider application

Appeals from any action or decision of the State Department of Health must be made
by the applicant in writing within 15 days from date of adverse decision or action by
the Department.

The appellant may, if so desiring, be represented by friends or counsel or both,
and shall have full opportunity to examine all records pertaining to the subject,
question witnesses, and present any evidence pertinent to the discussion.

The hearings will be presided over by the Commissioner of Health or his repre-
sentative. , :

The decision shall be based on evidence presented at the hearing and shall be made
in writing within 30 days of date of said hearing. A stenographic record of the
hearings shall be made and transcriptions of such records will be available upon
request. and payment Gf cost of transcribing.
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Iowa Jowa State Medical Library

1962 HISTORICAL BUILDING
DES MOINES, IOWA

We hope you obtain pleasure and profit from
the use of the lowa State Medical Library. You
can increase its usefulness by returning your
books promptly.

Borrower. Adults are entitled to draw books
by filling out an application card.

Number of Volumes. Students may borrow 3
volumes at a time, which are not renewable.

Time Kept. The period of loan is two weeks;
older books may be once renewed. New books
and Journals are not renewable.

Forfeiture of Privilege. Loss of books or
journals without paying for same, defacing or
mutilating materials, three requests for return
of material without results, or necessity of ask-
ing Attorney General’s aid to have material re-
turned, bars from future loans.

Transients and those at hotels may borrow
books by depositing the cost of the book, or
$5.00 which is returned when the book is
returned.
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