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\, FOREWORD
=

This report presents the findings and recommendations of a
project undertaken by Maximus, Inc., to assess the facility
and manpower capabilities of the civilian health care sector
to support the Department of Defense in time of war. For
several years, Defense health program guidance has stipulated
that ?,,.wartime requirements...be met to the extent possible
by civilian...manpower and b{ non-Defense,,.facilities.?
However, detailed planning about how to use the civilian
health care sector in time of war had never been comprehen-
sively examined.

S R £ B it i e R N R SRR, |

Specificallg. this study presents an assessment of the
extent to which DoD can legally and realistically rely on
non-DoD civilian medical manpower and facilities in time
of war; develops, tests and evaluates alternative linkages
with civilian health resources; recommends establishment
of a Civilian-Military Contingency Hospital System; and
presents a proposed implementation plan, in the form of

a proposed DoD directive, to formalize and, if necessary,
operationalize, DoD use of civilian medical resources to
provide treatment for uniformed Service personnel in the
event of mobilization.

s i Sk

The body of the report is contained in Volume I. Appendices
are in Volume II. _Those wishing to have additional infor-

mation or to comméht on the report should contact Lieutenant
Colonel William M. %andidge, Deputy Director, National |
Security Planning, at (202) 694-4705,

JM
John E., Murphy

Colonel, USAF, MSC
Director, Office of Planning § Policy Analysis
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EXECUTIVE SUMMARY

Within the past seventy-five years, the United States has
engaged in four armed conflicts abroad. These conflicts genera-
ted various levels of need for medical services in support of
U.S, military forces. In all four conflicts, however, there
was time for a build up so that the relatively small number of
peacetime military medical support units could be expanded for
war, A relatively lengthy mobilization enabled medical units
to expand and hospitals to be created in conjunction with emerg-
ing need.

Future conflicts may not permit such a mobilization pro-
cess. In a fast-moving wartime scenario, the conflict may be
resolved before full mobilization can occur. Existing medical
units will have to bear the brunt of large patient loads pro-
duced by intense combat and sophisticated weapons fechnology.
At present the capability of military hospitals is limited;
this shortage of facilities will be compounded by the require=-
ment for medical personnel both in theater and in CONUS. The
result may be a shortfall in capability, which would leave
many wounded with less than adequate care.

A number of solutions present themselves. First, the
present military system can be enlarged to meet the expected

need, but this would be grossly expensive and wasteful, not

I
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(’;nly in terms of dollars but of expertise as well. Even a
"mothballed" medical system would require a great initial

investment; constant monitoring, and periodic, ekpensive re-

i i

placements,of equipment and supplies. Attentlon thus shifts {
to . the civilian sector as the DoD Consolidated Guidance di-

Siellinditiliini

rects. Here, one option is simply to trust comhon sense, pa-
triotism, and National reaction to a great néed by calling upon

the eivilian sector in an emergency or by enacting emetrgency

legislation when the need arises. Though few doubt that the
medical community would rally behind the Nation 1% such cirecum-
stances, many lives could be lost. Without an organized system |

and planned procedures, the patient load would probably not be

shared evenly, and chaos from an administrative, and probably
medical, perspective might oceur. %

A more viable alternative is to construct a system which E
can tap the potential of the civilian sector, preferably
without curtailing its activities. 1If a specified number of ]
clvilian sector hospital beds, facilities, and manpower can 7

be assured, Defense medical planners would have a base from

which to estimate the residual requirement for facilities and
manpower., Presumably, this more realistic added requirement
for military medical capability would permit appropriate action
- to‘plan for programs and to fill the need.

This study is concerned with various tasks assoclated

with developing a Civilian-Military Contingency Hospital Sys- %

é \\:?m (CMCHS). The first task was to assess the capabilities |

&
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of the private sector in terms of facilitiex and manpower,

since an effective contingency system cannot be created unless

the numbers and locations of the medical assets of the Nation ;
are deemed adequate and identified. ' %?

From this assessment, the study then identified the extent 3
to which the civilian sector may be relied upon. -nd developed
a method to use this potential in a wartime situation. A num-
. ber of alternatives were examined and some were tested in the

Nifty Nugget Exercises in the Fall, 1978. Finally, a phased

implementation plan was designed. o’

~ The primary focus of this study was on non-Federal, short

]
Sl et

term, large hospitals. All government facilities and all long-
term care facilities were excluded either by the prescribed .
scope of this study or because they were generally found to be -
inappropriate to military use. (The capabilities of the Vet-
eran's Administration and Public Health Service hospitals are
the topics of a separate study.) Privately owned civilian hos-
plcals possess a large capability to treat patients, but much of
that capability is in facilities that are too small to be use-

ful, too remote to be practical, or that do not have adequate vif

equipment or staff,

However, a useful and useable number of beds (some 40,000)

were identified and located, primarily in the major metropolitan 4

R

areas of the Northeast and the Upper Midwest, These regions

i \ not only possess enough hospitals and beds, but have adequate‘lj
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medical and support statf as well to make them viable for an

emergency system. Furthermore, a sizeable portion of these
urban hospital beds are close to air staging facilities, es-
pecially in the Northeast and Upper Midwest. ‘ 4
The Nifty Nugget Exercise provided an opportunity to test
ideas and parts of the system in a command post exercise.
Though the activities were conducted on paper, the results were
encouraging. The participants, six civilian hospitals and two
Vetgran's Administration Medical Centers, were divided equally
betyeen Philadelphia and the Tidewater Region of Virginia. All
demonstrated a capability to accommodate the caseload presented
to them. The local Emergency Medical Services systems expressedﬁ
confidence in handling local transportation of military patients;
All hospitals but one were able to communicate easily and prompt-
ly with their military liaison offices. The exception was a
facility in which the one representative trained in the system

could not participate, and the duty fell to two untrained

i administrators.
R As a result of the Nifty Nugget test, it was concluded that
E a local Military Medical Liaison Office (MMLO) was more effec-

tive than a central office in dealing with and assisting all . 3

the hospitals and elements of the system. Further, these MMLO's,

T T
NS x

staffed by military personnel and familiar with local patient :
3
adminfstration mutters und military structure and procedure, :
? could more effectively and efficiently handle the many patient

ot 25t i o
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administration and payment matters that would arise. Although

a central regulating office, such as ASMRO, must régulate L.
patients to the ares in which hqspitalé'dre located, this
office cannot éffectively perform a local liaison function.
Rather, patients can te regulated to.MMhO areas :orwtiﬁal
regulation to participating hospitals by the MMLO.
Participition in such a gystem can be enhanced By a pay=-
ment system based on usual and customary charges présented by

the hospitals and the physicians to the MMLO's for review, .

approval, and subsequent payment.

In summary, the important assumption underlying this study  §§
is that the military need for linked civilian hospital capa- é%

bility is real, The central conclusions are that DoD already

possesses ndequate authority, that civilian capability and

ﬁr‘ willingness to participate are sufficient, that viable means
of linkage and control can be developed, and that such a 3
B civilian military contingency hospital system could substan- G

tially enhance military medical preparedness.

RECOMMENDAT IONS

& . Based on the assumptions, findings, and conclusions of

this study, it is recommended that the Secretary of Defense

take the following interrelated actions: '3

4
2
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i dﬁéh% th over-

| see 8 systen of DoD-11hked civiliah hospitils.

| hendabion 3; Selest tn& b9 ite a serlen

! . T POIitan ared Milltiby 1cﬂ§ Liﬁlébﬁ ﬁgglcea
; 1 (MMLe'n) to interface With ptrtlc phtiﬁg Yocad

| ; civilinh hompithis,

E | Rbbomméh"iﬁroh"S:A Create % C!bilinn-Milltary Contin-

; gency Hospital System (CM by ekecuting formal
§ : contracta and hgreements Wi%% Wiliing ﬁdsgitalu.

These recommendatipnn and the impledentation piah dis-
; | oussed in.‘Chapter VI of this stidy nre desighéd to Yedoghize
E | the need for, authorize the exidteficd of, and iiplérent ahd
E put - in place a fopral systeh for limking civiiiah'hoiplttls

to DoD in time of need. 'Adoptidh ¢f these meksires will

i z | substantially ehhance DSD milithiry HMedioal ‘preparediess.
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I. INTRODUCTION

A, BACKGROUND AND PURPOSE OF THE STUDY

The Déepartment of Defense health program guidance has

stated that "...wartime requirements are to be met to the

maximum extent possible by civilian...manpower and by non-
Defense...facilities...." This guidance has been in effect

for a number of years, but detailed planning about how to use

the civilian health sector in time of war has not yet been
accomplished, primarily because the need for such planning
either was thought not to be urgently required or was simply

unrecognized, N

Yet, even a quick analysis reveals that marshalling

FICRRIRAETE 2k

¢ivilian manpower and facilities in wartime is an immense

AR Rt

task, calling for an analysis of the civilian health "syatem,K"

the extent to which civilian hospitals and minpower can rea-

sonably be tapped for wartime use, and the authority that the

2
k.
§ t
Q. -

Department of Defense (DoD) possesses or needs to link with

the system. Devising and implementing necessary linkages

e A Thear Bt RLae = o b 3 sanlie

require not only knowledge of DoD needs and civilian health

T Ry

T
T S
et 0

Ao b w2

gector capablilities, but also the assistance and cooperation

of the civilian sector and professional organizations.

et

This study represents an initial step in planning for a

system of military-civilian heulth care linkwges. Specifically, .

T TR

its purpose .s to examine the relevant data to determine |
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whéther or not a civilian-military contingency hospital system
(CMCHS) iilviablo wnd, 1f so, to describe that systeih and
deviwe an implementation plsh for it, A viable cohtihgency
hospital system is ofie that HEéts DoD needs in an emevgency
situation, and does not impifge dramatically, if wt all, upon
the delivery of civiliun health ckte.

B, MAJOR ASSUMPTIONS

As a beginning step in the study, a set of assumptions

was developed on which the inquiries atd fifidings of the stidy f

were to be bused,

First, it was assumed that the Uhnited States would be
eﬁguged in & limited war which did not involve kn wttabk on
United States territory, and that only 1limited military medi-
cal facilities and manpower in the Uhited States (CONUS)
would be available for the treatment of casualties, Because
of new weapons technology and the wartime scenario, it was
assumed that there would be a great number of casualties who
could not be fully treated in the theater of operations. The
heavy flow of evacuees would severely tax not only the mili-
tary system, but all Federal sector health facilities, and
would thus require the use of civilian facilities and medical
manpower,

However, this Civilian-Military Contingency Hospital Sys-
tem (CMCHS) was intended to use only a portion of the facili-

tlea and medical manpower in any given civilian hospital, so

e

2
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K’Vthat the delivery of civilian health care would not be inter:*\\ Ha
rupted or dislocated. To this end, the CMCHS would utilize
only those beds (and manpower and other hospital activities)
normally accounted for in hoapital dispersion. It was also

assumed that any combat action would be relatively short and

that a suitable arrangement other than CMCHS would be mobili-
zed to treat patients after about 180 days of the conflict.

5 Behaedel iR i G i ey .

Several assumptions were also made about the patients and

&

their arrival status. It was assumed that sufficient medical

evacuation craft would be avallable to transport patients from

the theater of operations and that, 1f necessary, some system

Fs

B vk S B T

of domestic redistribution of patients could be created to ]

U

b

PPV - R PP L

move patlents from air staging or port facilities to the treat-

ment locations. Patient flow, however, might be variable

because of combat mctivities, logistics considerations, or

weather conditions, Patients, hopefully, would have received

some treatment for their wounds and have been stabilized suf-

ficiently to withstand an intercontinental trip.

Further, it was assumed that the patient mix would consist
mainly of surgical patients, followed closely in number by

medical and pmsychiatric cases, with a few drug abuse, burn,

and perhaps even some radiation cames,

S Rl A AT E T
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Although it was recognized that the ultimate effectiveness
of the CMCHS will depend upon factors of supply and demand, the

assumptions above do not specify a given level of demand,

\- /
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Rather, they are meant to provide broad considerations under

which the contingency system should operate,

C. ORGANIZATION OF THIS REPORT

To accomplish its purpose, the study was divided into a

number of speciflc taska, A substudy was prepared as a result
of gach task and is included as a chapter of this report. The
first task was an indepth and detailed examination of the
civilian health iystem. This substudy was conducted to deter-
mine the capability of the civilian sector to supply the
hospital beds anid manpower needed in a contingency situation,
Current and detailed data on-civilian health resources are, at

best, limited. Jtandard reference works, such as Health

Resources Statim;ics published by the Health Resourcee Adminis-

#
B
it
A
3
.%
E

tration, the Sta:istical Abstract of the United States published
by the Departmen: of Commerce, and Guide to the Health Care

Field und Hospitil Statistics published by the American Hospital

Association, provide some data, though they are often out of
date when published, limited in scope, or simply irrelevant to
policy analysis.

Despite these limits, a surprising amount of information
is available, and health profesaional and contingency planners
in the Services, in government, in profesasional organizations,

and in the community freely shared their knowledge, views, and

experionces to assist in this study., Chapter TI is a detailed

assessment of the various capabilities of the c¢ivilian health

i
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r”;ystem that would be available in a4 contingency situation.

The reader interested only in the discussion of the CMCHS
should skip directly to Chaptér III,

Once the civilian resources available had been analyzed,
a model system was developed and tested as part of the Niity

Nugget exercise during October, 1878, This task entailed the

creation of a concept for linking milifary need to civilian
" capability. Various issues, including bed availability, types
and numbers of casualties, alr evacuation, patient administra-
tion and payment, were raised and discussed with military and
governmental officials, hospital administrators, and profes-~
sional organizations. Much was learned in the process of
defining, developing, and testing this prototype CMCHS.
Chapter II1 briefly describes the model aystem, some of the
options tested, and the results.

Chapter 1V describes the recommended configuration of the
CMCHS devismed as a result of the experience of Nifty Nugget,
and our conclusions regarding actual system development.
Included in this chapter are such topics as the number of
potential CMCHS beds available and their location, our ideas
on the organization and control of the system, a concept of
operations, a discussion of agreements needed with civilian
hospitals, and interagency coordination that will be required.

The anthority necessary to implement the CMCHS was

examined in some detail as another substudy. Pertinent
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(,j;tatutes, executive orders, regulations, and DoD directives,
as well as alternative aduthorities, wetre evaluated. It wam
concluded that DoD presently possesses the required authority
to plan for and to implement such & system: These issues are
discussed at length in Chapter V.

Chapter VI provides an overview of an implemeiitation plan
deaicned to formalize the system over three years., This plan
includes elements to create und authorize the system; organize

and staff its key offices, phase-in the solicitation and con-

tractual linkage of participants, train appropriate staffs,
and test the CMCHS elements,

finally. the bibliography lists the many psople and source |
materials that contributed to this study. The Appendices
contain draft contracts and informal agreements, a draft DoD

Directive, and other pertinent materials.
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CHAPTER II

CAPABILITIES OF THE CIVILIAN HEALTH SYSTEM
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I1. CAPABILITIES OF THE CIVILIAN HEALTH SYSTEM

A. INTRODUCTION AND OVERVIEW

A viable Civilian~Military Contingency Hospital System
(CMCHS) entails the organization and performance of a number
of specific tasks in a real world of conflictinz aims and
priorities, shortages, and constant change. In order to plan
for a functional system, the basic capabilities of the present
civilian health world must be analyzed to see that requirements
of the CMCHS will be avallable in the appropriate places and
times. The basic elements of capabilities reviewed in this
substudy are:

o hospitals, available beds, and other
capnbllities by geographic location;

e nmedical manpower, both physicians and
allied health professionals;

o logistical support systems, which include ?
not only supplies and local transportation, '
but communications and patient administra-
tion as well; and

e payment mechanisms,

All of these elements must be incorporated into the system in
& way that satisfies both the civilian and DoD participants. i
b

The civilian health system and its resources reflect the

needs and the demands of the civilian population during peace-
time, Its organization and control, manpower and facilities, $
logistical support structure, and funding mechanism represent
8 long-term evolution which has stressed local autonomy over j?

\-centralized control. Although this civilian system may not J




~

present an optimal setting in which to develop u contingency

system, it does appear capable of meeting potent’al shortfalls
in DoD resources.
A number of key factors must be kept in mind when dias-~

cussing this system:

e Decentralized Nature of the System

As in most Western nations, the United States |
civilian health system is decentralized, Most
' of the authority for deciding how the system's
resources will be allocated and utilized rests
with the local hospital, Consequently, any i
contingency system will have to depend on the ‘
cooperation of local hospital governing author= ]
ities and certain national associationa which d
represent them. A decentralized aystem increases ;
the difficulty of controling, in a short period E N
of time and from one central organization, all ) b
the resources which may be required. Central-~ p
ized control may prove impossible, and ineffec- ]
tive if achileved. w

° Growing Trend Toward Centralization and Federal
tontrol

Since the 1950's the control of the civilian i
health system has shifted toward the national ' o
level. The Federal Government has increased 1 A
its control over the system by establishing '
fiscal payment programs and comprehensive health
planning legislation. The future will probably

Y bring some form of national health insurance,

3 Non-Federal centralization has occurred as well,
' with greater authority and responsibility placed
- in national organizations such as the American

- Hospital Association and the American Medical

: Association,

[ P k"
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e Linkages Among Organizations

AT

Increasingly, the organizations that control !
various portions of the civilian system have X
linked themselves to one another; no longer do 4
organizations like the American Medical Asao- !
ciation operate in isolation., In addition, the
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physician has linked himself increasingly
to the organizations that will control
health care in the future: hospitals,

‘Health Systems Agencies (HSA's), and Pro-

fessional Standards Review Organizations
(PSRO's). These linkages are favorable to
a contingency system in that participants
in the health systems no longer can afford
to take & "hands off'" position on anything.
With linkages has come som¢ reduction in’
fear and distrust of anything new.

Cross-Fertilization of Organizational Personnel

One outcome of the increased linkages among
civilian health organizations has been the
cross-over of top executives., It has become.
commonplace for executives to work parts of
their careers in Federal, Btate, and civilian
organizations, Seldom does a hgalth executive
spend his entire career in one sector, much
less one organization, The result is a much
more knowledgeable executive, who understands
more than one perspective.

Consensus Among Organizations

Another outcome of the increased linkages among
health organizations has been the increased
tendency of these organizations to arrive at

a consensus. Although they still protect their
vested interests, the organizations now realize
it may no longer be pbesat to take directly
opposing views on all major issues. This

trend toward consensue has often pitied non-
Federal organizations against Federal and State
agenclies in a battle to control the resources,
This polarization may prove a deterrent to de-
veloping a contingency system, eapecially if
the non-Federal organizations decide the con-
tingency system is a further attempt to control
their resources.

Power of the Fiscal Intermediaries

The civilian health system came of age when it
had the guarantee of payment for services,
This guarantee came from three sources: the
Federal Government, Blue Cross/Blue Shield,

PR
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and independent insurance companies., Without
their financial support and backing, much of
the civilian system would not exist, The
guarantee of payment for services rendered

is a faet of life, The importance of that
fact to the contingency system is simply one
of dogree of participation during peacetime.

With the advent of the Medicare and Medicaid
programs in 1865, the philanthropic nature of
delivering houlth care receded, Hospitals and
other health organizations grew in size and

complexity. Philanthro fy could no longer afford

even & small portion of the increased cost of
operating the aystem, This tends t0 preclide
= the probability of organizations participating
in the dontingency msystem for patriotism alone,
' An appeal to participate should be made on
sound business and financial reasons, Any

_approach that runs contrary to that will prob=-
‘ ably fail,

B, HOSPITALS

1, Number of Hoapitals
In 1878 there were 7,082 hospitals and over 1,434 million

PN R . 'y Ldo N
et el gn meEelide fosian B o BiSmeadiiabay
o e et A Lt st 7 il e TR A e LG SR X Py
ORI PSS oo~ - Y s w el

hospital beds in the United States. These hospitals admitted

i
over 38 million inpatients and 270 million outpatients, and
their total expenses were $858.8 billion, of which nearly three=

fifths were payroll expensea, Of all hospitals, 5.4% were

Federal hospitals;”lo.e% were non-Federal psychiatric hospitals,
non-Federal tuberculosis hopitals, or other non=Federal, long-
term hospitals; and 84.0% were non-Federal, short-term hospi-

tals., Non-Federal, short-term hospitals numbered 5,856 and ‘

s TS W TR T

k»‘na.cc:cmnted for 87% of all hospitals beds, more than 92% of all

10




MAXIMUS

s

inpatient admissions, and over three-quarters of all out-
patient visits.! It is this last category of hospitals upon
which the'CMCHS muat focus both for the type of care delivered
and the number of beds available,

Between 1850 and 1976 the total number of hospitals in-
creased 3.5% as a result of an 18% increase in the number of
non-Federal, short-term hospitals and a 30% decrease in the
number of other types of hospitals. During these years, the
number of non-Federal, short-term hospitals had grown in hed
capacity even faster than they had grown in number. While
the number of beds in other hospitals dropped by a third be~-
tween 1650 and 1678, non=Federal, short-«term hospitals expanded

bed capacity by nearly 40%, although expansion has slowed in

recent years with increased regulation of capital expenditures. |
Because of the growth of health insurance and the inauguration ?
of Medicare and Medicald, the average daily census in non-
Federal, short-term hospitals grew even more rapidly than bed
capability during the boom years in the 1960's, and the occu-
pancy rate rose steadily. With increasing utilization controls,
however, growth in the average daily census has slowed and the

occupancy rate is falling., Despite dropping occupancy rates

and the increasing regulation of hospital expenditures, non--

CEEE N W B Lt e o e D 2T

Federal, short-term hospitals added 13,3% to their bed capacity
% between 1970 and 1878, Thus, at present, the 5,956 non-Federal, f
i ':
g short-term civilian hospitels have a combined capacity of some 3
4 \ 961,000 beds. )
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Ownership of Ho#pitdls Usually takes one of thiee forms:
Federal, State and local &bv&fﬁh@ﬁfi; and private., Pederal
hospitals ate not the foous of this Wtédy and Wwill et Be

?3 \ discussed heie, 5
i;g ; ~ Short-term hospitals owhed by State and local governments, ,ﬁ:

f%@ ; although they have expahded in Humbers and beds; sre 1ot viewed 'g,
;g% é s a source of capability for CMCHS, becausv of theipr size and ; 4
‘ESQ : mission. These hospitils hiave traditionally provided care for |
.?@ § the poor, particulirly in the inner clties and large urbin | b
“?%2 | counties, | | é;

t Further, State and local goverihent hospitils a¥e not aw :
| large ag the average non-Federal, nonprofit howkpltal, having S f%

'ﬁf ? an average of 118 beds compared to an average bed aize of 198 E M?
‘i‘ for non-Federal, nonprofit. Only thirty percent (30%) of % -%
;r State and local government hospitals had more than 200 beds. 1 '3
iit In total, State and local government hospitals comprise twenty-f &
‘?; six percent (26%) of all hospitals and only fifteen percent i

{_ (18%) of the totel number of hospital beds. Because of their 5

% , smaller size, many State and local government hospitals have fé

f ? fewer special services than non-Federal, nonprofit hospitals. é.

é; Thé only specinlized service in which State and local hospitals i

? have u marked lead is in respiratory disease units, 3
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Within the category of privately owned, short-term
hospitals, two types eximt: profit and nonprofit. 'The
largest pfiVAtely ovwned hoapitals are ndnprofit 6rganizgtions,
controlled by a wide variety of public, private, and religious
organizations. Currently, the civilian health system has
3,368 nonprofit, short-term hospitals. In 1878 theselhospi-
tals constituted 56% of the non-Federal, short-term hospitals

and had 70% of the beds, 72% of the average daily census, and |

87% of the outpatient visits,

Most of the 1argést hospitals in the U8 are nongovefnmént;
not-for-profit. bf the 347 hospitals with over 500 beds, two-
thirds are nongovernment, not=for-profit. Approximately
seventy~five percent (75%) of the 1,713 short-term hospitals
with more than 200 beds are in this categorﬁ.

The number of non-Federal, nonprofit hospitals and the
number of large hospitals vary by census region. The com-
ponent States of these regions are listed in Exhibit II-1,

The Middle Atlantic, East North Central, and West North
Central areas have the largest number of non-Federal, non-
profit hospitals. However, the Middle Atlantic, New England,
and East North Central areas have a higher proportion of
these hospitals in the 200 beds category, as shown in
Exhibit II-2,

13
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Lxhibit 1I-2

NUMBER OF NON-FEDERAL, SHORT-TERM, NONPROFIT
HOSPITALS BY CENSUS REGION

[}

Number of Hospitals Percentage of Hospitals

Census Region (Non-profit) Over 200 Beds.
, New England © 240 38%

"'-*.1; | middie Atlantic . 531 2%

w . South Atlantic 386 30% g

f‘"i { East North Central 709 39%

{ | | East South Central 159 18%

- West North Central 477 15% |
je West South Central 275 13%
3 Mountain 204 234 z
Pacific 358 22% ',"
: TOTAL 3,339
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Special services, such as intensive care and histo-

pathology lab, generally corrélate with hospitals size: the
more beds, the greater the possibility of special services

or units. Consequently, nongovernment, not-for-profit hos-

p%tnls provide most of the special services for short-term

care, as Exhibit II-3 shows,

The expense of operating nongovernment, not-for-profit -
g hospitals is consistent with the operating costs of other | .+
nqn-Federal. short-term hospitals. By 1980, hoapital expenses |

sod g e
e
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per patient per day in nonprbfit hHospitals will probably

-%a ' exceed $300, These expenses do not usually include the cost

3 : of physicians' services, ,ﬂ”

pita g

The second form of privately owned, short-term hospital E

T S

is the for=-profit or proprietary hospital. Although the 4

other types of short-term hoapitals have increased in number

& since 1950, proprietary hospitals have sharply declined. In 3
. the last 25 years, the number of proprietary hospitals has
decreased from 1,200 to approximately 760, a decrease of

some thirty-eight percent (38%). Like State and local govern-
ment hospitals, proprietary hospitals are generally smaller .
than nonprofit, non-Federal hospitals, with an average bed i
k- size of 101 beds. Only eleven percent (11%) of proprietary .
! hdspitals had more than 200 beds., All told, proprietary .

E hospitals represent eleven percent (11%) of the total number

16
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Exhibit II-3 \

HOS%L;%C\' W:%%%v ICR
Percent of Hospitals '
Having Units/Services Number of Units As a
(nofigoveriinent, - Percent of Total Units/
Service not=for-profit) Sexvices in U.S.
" Postoperative Recovery Room 88% 52%
Intensive Care Unit (ICU) 41% | 61%
Intensive Care Unit (mixed) 7% 64%
Open-Heart Surgery ‘ -13% 78%
Pharmacy with Registered ,
Pharmacist 74% 59%
~ X-rpy Therapy - S - 39% : 70%
Cobalt Therapy, 14% 78%
Radium Therapy 34% 79%
Diagnostic Radioisotope 63% 70%
Therapeutic Radioisotope 33% 74%
Histopathology Lab 63% 69%
Organ Bank 3% 68%
Blood Bank 71% _59%
E.E.C. 56% 5oV :
Respiratory Therapy 83% 59%
Hemodialysis 16% 66% i
Burn Care Unit 3% 56t ;
Physical Therapy 84% 56% :
Occupational Therapy 26% 46% :
Rehabilitation Services 8% 57% ;
Emergency Department 91% 58% §
Dental Services 39% 484% 5
B Podiatric Services 19% 45% _?
%; Chemical Dependency 10% 394 ?5
- Respiratory Disease - 2% 22% y
S ’
' 17
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of hospitals in the US and only five percent (5%) of the
hoapital beds.

For-profit hospitals are less likely to have specialized
nérvices than State and local government hospitals, and much
less likely than nonprofit hoaspitals, as Exhibit II-4 demon-
strates. In all special units/services categories, for-profit
hospitals had fewer hospitals with special units/mervices than
nonprofit hospitals; compared to State and local government
héﬁpitals, for-profit hospitals had & greater percentage of
hospitals with special units/services in only the following
categories! (1) postoperative recovery, (2) intensive care

(mixed), (3) pharmacy, (4) diagnostic radioisotope,

(5) histdputhy lab, (68) EEG, (7) reapiratory therapy, and
(8) physical therapy.

i‘ The expense of operating proprietary hospitals exceeds
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the cost of any other type of short~term hospital, though the
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coat difference is extremely amall, As noted earlier, until
1978, the cost of operating any type of short-term hospital

was about the same on a national basis,

Thus, the non-Federal, privately owned, not-for-profit

Gingir irins i

hospitals constitute the largest single bloc