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PREFACE

Many people contend that non-profit institutions 
develop haphazardly. On the surface there appears to be no 
plan or logical objectivity as to much of their operations 
or necessity for existence. In some cases this is true. 
Institutions, like industries, suffer periodically from 
inadequate management. Some tend to over-diversify in 
meeting a wide variety of educational, social, or health 
needs. Others cling to tradition serving a few without 
regard to economic consequences and the values of using 
resources to meet greater needs. Still others remain static 
utilizing the same facilities and serving the same needs 
within a world that is rapidly changing.

It has been the privilege of this researcher to 
serve in an institution, the Nebraska Methodist Hospital 
(Hospital), during a vital period in its development. Its 
leadership in IS59 recognized that two choices for its 
future were present. It could go through complete change 
and remain a leading hospital or it could remain static and 
meet present needs and drift into obscurity. Fortunately, 
it chose to remain a growing institution serving the present 
and providing for the future.

This paper is about the preliminary planning, estab
lishment, and early development stages of the Eugene C.
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Eppley Care Center-1- as a division of the Nebraska Methodist 
Hospitals. This complementary institution is utilizing the 
former hospital facilities which became vacant when the 
Hospital moved into a new building in west'Omaha.

Chance plays an important part in the history of an 
enterprise, institution, or individual. If the former 
hospital facilities could have been reasonably sold, the 
sale most certainly would have occurred. However, the sale 
appeared unlikely from the outset of the Hospital's develop
ment program and it was necessary to continue to utilize the 
facilities.

Thus the concept in meeting health needs that ECEC 
was later to represent was included in the over-all plan. 
Concepts change during a decade of planning and building and 
the development of these two facilities was no exception.

-̂ The official name is now the Nebraska Methodist 
Hospital Eugene C. Eppley Complex. ECEC. The facility has 
also been referred to as Eppley Complex, Eppley Center for 
Continuing Care, Eppley Center, Care Center, Complex, and 
Center.
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INTRODUCTION

The Nebraska Methodist Hospital Board of Trustees 
(Board) in 1959 approved a long-range concept of relocating 
the Hospital in the western part of Omaha. This commitment 
by many of the members of the Board was not wholehearted.
Their attitude and enthusiasm changed as each obstacle toward 
the long-term goal was conquered.

ECEC was the result of one of the most challenging 
obstacles— what to do with the multi-million dollar plant 
that was to be vacated. The development of its use as a 
complimentary multi-service long-term hospital was the result 
of much planning and administrative decisions.

The person most involved with the development of these 
two facilities was Mr. John W. Estabrook, Administrator of 
the Nebraska Methodist Hospital. He assumed the leadership 
of the Hospital in June, 1959, after serving for many years 
as an assistant administrator.

In the early years of his administration, he not only 
had to overcome the many obstacles involved with the build
ing program, but simultaneously had to build an organiza
tion and streamline antiquated systems and procedures. This 
organization had to be prepared for the interim and for the 
future of the hospital.

Early in his administration, appointments included a
2
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personnel director and a controller. Within a few years, the 
Hospital had established:

A strong centralized personnel department complete 
with position controls, wage and salary programs, and 
training and employee indoctrination programs.
A controller's department complete with electronic 
data processing, budgets and responsibility reporting 
cost accounting, improved credit and collection 
systems, and improved insurance billing.
Advances were made in previously established depart

ments to the extent that their systems and procedures could 
not have been recognized when compared to pre-1959 methods. 
Increased efficiency and resulting increased occupancy led to 
a better financial position for the Hospital. This was 
necessary to obtain the $8,000,000 in private financing 
required to complete the over-all project.

This paper is intended to focus on ECEC. In order to 
properly illustrate the development of this facility, it is 
necessary to show a part of the background development of the 
new hospital. Significant importance is related to the short 
comings of the facilities as a hospital for acutely ill

. 9 . . .patients^ whxch led to the building of the new hospital and 
the conversion of the former facilities for long-term care 
and treatment.

Most of the broad concepts of organization discussed 
in this paper have been operating satisfactorily. However, 
key people have had to struggle to perfect the organization 
and solve the problems associated with consolidation of the

^See Appendix A--Definition of Terms.
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two facilities. The final appraisal of ECEC has not been 
recorded. Indications, however, point to success.
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HOSPITAL



I. THE DECISION TO RELOCATE THE NEBRASKA

METHODIST HOSPITAL

Most hospital administrators in the 1960's have been 
faced with the need to expand the size and scope of their 
hospitals. The Nebraska Methodist Hospital, with its 
increasing occupancy rate, need for transportation, and 
communications problems, was no exception.

Using existing standards for general and acute hos
pitals, it became readily apparent to Board Members that 
there were shortcomings in the present Methodist Hos
pital facility as only an acute hospital:

1. Nursing floors in the West wing do not match the 
floors in the East wing, necessitating elevator 
and stair usage.

2. Large parking areas are needed and land in this 
area is not available.

3. Most service areas are too small for the size of 
the bed complement. To correct this would 
reduce the bed complement.

Recognizing that the community has a deep interest, 
concern, and responsibility, as well as a huge financial 
stake in coordinated hospital planning, the Corporation 
desired to insure proper planning by having a study 
made of the hospital facilities.3

Inadequacy of the Facilities 
The inadequacy of the main structure became very evi

dent in a comprehensive study released by Dr. Louis Block and

3 .Prospectus, The Nebraska Methodist Hospital,
$8,000,000 First Mortgage Serial Bonds. (West Bend, Wise: 
B. C. Ziegler and Company, December 1, 1965), p. 4.

6
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Associates.^ The evaluations of this consulting firm, which 
had been retained by the Board, were reviewed at the July, 
1961, meeting of the Board.

The standards used by Block and Associates for eval
uating the physical plant of the Nebraska Methodist Hospital 
were:

1. Hill Burton Requirements.
2. National Fire Protection Association Code.
3. National Board of Fire Underwriters Building 

Code.
4. National Plumbing Code.
5. Other codes and standards generally accepted in 

hospital design.
The results of the study showed glaring deficiencies 

in space, layouts, and facilities. The central part of the 
hospital was old. It had been completed in 1908 and con
sisted of five floors. In 1914 and 1918 wings were added to 
the central structure on the east. The wings angled from 
the hospital going north and south, and each had four floors.

The wings were separated from the main hospital 
structure until 1956 when a seven story addition connected 
them. The new addition had only three floors common to the 
main building. Five floors had been designed for a total of 
eighty patients in private rooms. The second floor housed

^A role planning study conducted by Louis■■Block and 
Associates, Inc., in cooperation with Robert W. Jackson.
This study was entitled Nebraska Methodist Hospital--Its 
Role— Present and Future and was completed in 1961.
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a radiology department and the ground floor was developed 
into a kitchen and cafeteria.

The most important physical plant problem had been 
created when the connecting structure was built. The new 
addition had seven floors and the old had five. Additional 
floors were put in because of original high ceilings in.the 
main structure. This split-level construction necessitated 
the use of stairways or elevators between the east and west 
wings on all floors except the sixth. However, passage 
from the east to the west wings of this floor was blocked 
by the labor and delivery suite in the middle.

The west wing was serviced by only one elevator 
causing personnel and patient waiting time. Most of the 
west wing private rooms were then converted to semi-private 
and accommodated 130 patients, increasing traffic and use of 
the elevator.

This unit had been built for patient beds without 
any increase in space allocations for ancillary services. 
Each department, such as radiology, pathology, physical 
therapy, and pharmacy requires more personnel, equipment, 
and space as the number of patient beds expand. This space 
was not provided and caused ancillary services to be 
extremely crowded and inefficient. Figure 1 summarizes the 
desired space allocations for each department in comparison 
to the space existing in 1961.

Other problems were pointed out in the study and led 
to the decision to relocate. The most glaring problems were
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Fig. 1.— Space Allocations (Continued)
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Fig. 1.— Space Allocations (continued)
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the inadequacy, inefficiency, and inconvenience of the 
physical plant.

Separate visitor, service, employee, outpatient, and 
doctor accesses were not provided. There was inadequate 
off-street parking and hospital parking, and the parking 
areas were not properly lighted. Access to the hospital was 
inconvenient— the unloading dock area for trucks was too 
small and the ambulance turnaround space was cramped.

The main entrance steps were not protected from the 
weather. Roof leakage occurred in the east wings and the 
building exterior needed refacing to match the brick. Fire 
exits were improper; there was a lack of smoke barrier cor
ridor doors, manual fire alarm systems, and fire hydrants. 
Inside the building there were excessive dead end corridors; 
all elevators were obsolete as to size, speed, number, and 
location; there was no doctor's in-out register; linen and 
trash chutes were improper, and the emergency generator did 
not serve the blood bank, nursery, corridors, or stairways.

The administrative departments were split between 
several levels. The size of the lobby was inadequate for the 
functions served and there were no public toilets on the 
same floor as the lobby. Generally, lighting, ventilation, 
and air conditioning were poor.

There was no central control for services for nursing 
units, outpatient, admitting, emergency department, or admin
istrative offices. The switchboard was too small for the 
load and was located in an open area adjacent to the lobby.
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The admitting office was too small and was remotely removed 
from the credit and insurance offices.

The over-all space in surgery was inadequately 
allotted. Surgery fire exits were unsatisfactory, the cor
ridors were used as return air plenums, there was no manual 
fire alarm system, and some electrical outlets were located 
below the two-foot mark. There were no individual ground 
detectors for each operating room, bulk anesthesia was 
stored in central storage with alcohol, and there was no 
provision for storage of anesthesia equipment. Sterile and 
non-sterile storage functions were not separated and space 
was inadequate for instrument clean-up. The supervisor's 
office was small and not located for effective traffic 
control.

Space for central sterilizing was entirely inade
quate. Dirty materials had to enter through the surgical 
unit and the sterile materials were issued to a non-sterile 
corridor. A great deal of cross traffic was necessary. 
Ventilation was poor and this area was not air conditioned.

The area occupied by radiology was too small. The 
department was not located convenient to nursing units, out
patient, or to surgery. Stretcher storage space and out
patient gowned waiting areas were inadequate. Ventilation 
and toilet facilities were poor.

The pathology department was scattered between three 
areas of the hospital and the total space was inadequate.
The department had no special toilet for urinalysis. The
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blood bank was too small and was not on emergency power.
Air conditioning was insufficient. The autopsy room was very 
remotely located.

Inadequate space and storage facilities had been 
allocated to the pharmacy and it was not located convenient 
to the elevators.

The emergency department was located on a half-level 
served by stairs and one elevator. The space was inadequate 
for departmental traffic and no space was available for a 
nursing station or for stretcher storage.

All areas of physical therapy were inadequate for 
ambulation, waiting, hydro-therapy, and office work. The 
areas were not air conditioned. Access to the department 
was remote.

The space for the obstetrics unit was inadequate.
The sterile labor and delivery area was in a corridor between 
the nursing and formula supply room. Labor rooms were too 
small and there was no clean-up room in labor and delivery. 
There was no manual fire alarm system; ventilation was poor. 
The premature nursery room had inadequate plumbing and the 
regular nursery was too small.

A typical nursing unit in the west wing of the hos
pital had an insufficient number of beds for efficient 
operation. The nursing station was too small for charting, 
the medication preparation unit was inadequate in size and 
type and was poorly located. Ventilation and lighting was 
inadequate in the corridors. There were no manual fire
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alarm systems and no public toilets.
A typical nursing unit in the east wing had no air 

conditioning and very poor ventilation. There were no emer
gency call lights or fire alarm system, no proper smoke 
barrier doors, and no public toilets. None of the rooms had 
lavatories, closets, or wardrobes. Central toilets were too 
few in number and were poorly located. The corridor was too 
narrow, there was inadequate lighting in the medicine room, 
and the nursing and medical staffs had inadequate charting 
space. Clean and soiled linen utility rooms were combined.

Food service space was limited with day storage, 
refrigeration, cafeteria, and dishwashing rooms too small. 
Work-flow patterns were inefficient. Elevator and dumb
waiter service was inadequate.

The space occupied by central stores was not suf
ficient and the layout was not functional.

Housekeeping had too small storage and office space 
and very poor ventilation.

The mechanical department was not functionally 
located. Firing controls in the boiler room and inciner
ators were inadequate. The main electrical entrance panels 
were not properly protected.

There was not enough space for sorting linens, and 
the sewing room was remotely located from the laundry.
There was no separation of clean and soiled linen, and the 
surgical linen chute dumped into an open corridor.

The location of various services in relation to
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others was not good. Surgery and radiology were not on the 
same level. Emergency and radiology were not on the same 
floor. Physical therapy was remotely located from supporting 
services. Obstetrics was not a completely separated unit.

Traffic patterns were generally poor. Elevators were 
not grouped, vertical transportation was inadequate, and a 
large number of building entrances and parking areas 
complicated control.

Further, the space analysis showed:
1. The hospital had a space deficiency of 24,000 

square feet or 17.1 per cent.
2. The net area was adequate for only 168 beds, not 

250.
3. Pharmacy and emergency departments were adequate 

for a 125-bed hospital.
4. Obstetrics was adequate for a 115-bed hospital.
5. Central sterilizing was adequate for a 138-bed 

hospital.
6. Radiology, pathology, physical therapy, pharmacy, 

and central storage continued to become increas
ingly inadequate.

It can be readily observed that the plant in 1961 
was totally unsatisfactory. Many of the less extensive dis
crepancies were corrected, but substantial renovation was 
needed to provide proper and adequate hospital facilities for 
the present operation and for the future.

Again, the most glaring problems were the inadequacy,
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inefficiency, and inconvenience of the physical plant. Fac
ing administration was much research and study centering on 
these questions: Should the building be renovated? Should 
a new structure be erected? If the new structure was built, 
should the old building be redesigned, renovated, and put to 
a new use?

To answer these questions, many variables, develop
ments, and projections into the future had to be considered.

Change in Occupancy and a Shift in Population 
From 1959, when the hospital administration proposed 

new facilities, until 1961, when the Block report was com
pleted, a substantial growth in occupancy of the hospital 
had occurred. The percentage of occupancy of the hospital 
had risen steadily from fifty-seven per cent in 1954 to 
eighty-five per cent in 1960 as shown in Table 1.

Table 1
PERCENTAGE OF OCCUPANCY

Year Occupancy
Percentage

Patient
Days

1954 57 53,450
1955 55 51,568
1956 59 55,886
1957 67 65,624
1958 71 66,736
1959 78 73,262
1960 85 79,897

This increase in occupancy spurred administration on
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toward thoughts of expansion or relocation of the hospital 
facilities.

However, a study5 conducted in 1961 showed there was 
no present need for additional beds in the Omaha area. In 
fact, the study indicated that a 100-bed surplus already 
existed.

Nevertheless, the hospital administration made spe
cial note of the study indication that 550 general hospital 
beds were unsatisfactory or unsuitable and needed to be 
replaced. And the study said that based on the growth of 
the community, there would soon be a deficit of 100 beds, 
and 650 beds would need to be replaced unless modernization 
programs were instituted.

In 1960, although Nebraska Methodist Hospital had 
only ten per cent of the hospital beds and ten per cent of 
the hospital occupancy in the Omaha area, it accounted for 
twelve per cent of the Omaha hospital admissions. A shorter 
than average patient stay was the'reason. Figures 2, 3, 
and 4 show the changing picture for the ten-year period.

Based on the study, hospital administration could not 
expect increased utilization to result from a new location 
or from modernization. The percentage of out-state patients 
was declining and most patients came from areas close to the 
building. But the number coming from the western part of

5Thrs study was made by a consulting firm- with 
recommendations which were never formally accepted by the 
Hospital. This firm and the name of the study shall not be 
identified.



Fig. 2.— Nebraska Methodist Hospital— percentage of total Omaha
and surrounding metropolitan area general hospital patient admissions.



Fig. 3.— Nebraska Methodist Hospital— percentage of total Omaha
and surrounding metropolitan area general hospital patient d^ys of care.
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Fig. 4.— Nebraska Methodist Hospital— percentage of total Omaha
and surrounding metropolitan area general hospital bed complement.
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Fig. 5.— Center of Population Movement
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the city was increasing, and the hospital began to look 
toward the west-

The rate of occupancy at Nebraska Methodist Hospital 
was growing, but even more important, so was the population 
of the City of Omaha and the concentration of population was 
shifting.

The hospital had begun to look toward the west— the 
area of the greatest population increase and the greatest 
annexation activity. The population movement had been to 
the northwest as shown in Figure 5. The center of population 
movement and annexation growth was toward the southwest as 
illustrated in Figure 6 . The rate of the Omaha population 
change compared to the state and the United States is illus
trated in Figure 7.

The upper economic level of the population was cen
tering in the southwest. In 1960, an average of nine per 
cent of the population of Omaha had completed four or more 
years of college. In the postal zone (thirty-one) of the 
old hospital one-tenth to one-fifth of the population had 
completed college, while in the postal zone (fourteen) of 
the proposed new hospital one-third had completed four or 
more years of college.

The median family income in postal zone thirty-one 
was $4,000 to $6,000 in 1960. In the postal zone of the 
proposed hospital site, the median income was over $1 0 ,0 0 0 . 
The economic levels of the city are illustrated in Figure 8 .
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Fig. 8 .— Median Family Income
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The Importance of the Medical Staff
To hospital management the shift in income level 

was significant since physicians tend to locate their offices 
closer to the affluent. Figure 9 shows the westward move
ment of the Nebraska Methodist Hospital Medical Staff. It 
is interesting to none the decline in zone two and the 
increase in zones thirty-one and thirty-two. Within a few 
years, it would be likely that zone thirty-one (the location 
of the hospital) would be faced with a decline similar to 
zone two.

Ninety-nine medical staff members had offices located 
in zone thirty-one in 1960 and most of these members had 
multiple medical staff privileges. In 1961, these physicians 
sent patients to any one of the five hospitals located in the 
zone. A new facility would increase admissions by these 
physicians.

In 1959, the Nebraska Methodist Hospital Medical 
Staff numbered about 200 and was considered strong in com
parison to staffs of other hospitals.

Many of the hospital firsts in this area have been 
initiated by the Nebraska Methodist Hospital Medical Staff. 
Some examples are:

1927 - First Nebraska hospital to have a staff 
radiologist.

1930 - First selective diet offered patients in 
Nebraska.

1935 - First Nebraska hospital to have a staff
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Fig. 9.— Distribution of Nebraska Methodist Hospital 
medical staff by postal zones of office location.
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pathologist.
1944 - First Nebraska hospital to have a staff 

anesthesiologist.
1947 - First approved residency for pathology in 

Nebraska.
1954 - First radio-isotope laboratory in a private 

hospital in Nebraska.
1958 - First telecobalt therapy unit in Nebraska.
The ethics and standards of the Nebraska Methodist 

Hospital Medical Staff were a model for the community. And 
from 1936 to 1960 the hospital never had an internship 
vacancy.

The medical staff courageously initiated a tissue 
committee for the review and critique of surgery procedures. 
Through medical staff discipline this committee improved the 
standards of pre-operative diagnosis.

The staff recognized the value of the Nebraska Meth
odist Hospital as a quality institution. The school of 
nursing, one of the largest and best in the country, made 
quality patient care possible. This school has operated 
since 1891 and is the oldest school of nursing in continuous 
operation in Nebraska.

The basic problem confronting the medical staff came 
from their multi-hospital staff appointments. They were 
under continuous pressure to sell their patients the advan
tages of going to Nebraska Methodist Hospital, but patients 
tend to think of new facilities as symbols of quality.
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Without a building modification program in the offing, phy
sicians would tend to pursue the course of least resistance 
and not effectively sell their patients on the advantages 
of Nebraska Methodist Hospital. The problém was becoming 
increasingly difficult.

Thus the physicians began to push for a new facility. 
But even with a building program in the planning stage, the 
newer hospitals seemed to fill faster than Methodist.

Financial Considerations
Another of the important considerations favoring the 

building of a new facility was financial. The Board and 
administration are charged with the continuity of the corpo
ration. The Nebraska Methodist Hospital Corporation, as a 
first class hospital, would be in financial jeopardy within 
a decade if a building program were not launched.

It was estimated that revenues would decrease as the 
hospital aged. Physicians without a building program would 
be tempted to center their practices in the newer facilities. 
Patients who did not have adequate insurance coverage might 
use Nebraska Methodist Hospital on a strictly price basis. 
Patients covered with good insurance or with adequate per
sonal means would surely lean toward the newer facilities.

Thus the physicians and patients would reduce antic
ipated revenues if Nebraska Methodist Hospital maintained the 
status quo. It was thought, therefore, essential to build a 
new structure to maintain and build revenues and quality
service.
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It was throught that not building a new hospital 
would produce higher costs. Labor hours could not effec
tively be reduced in the present plant unless service was 
impaired. Nebraska Methodist Hospital's ability to automate 
many departments in the inadequate building would bring 
increased labor costs as the patient census declined.

Examples of this situation could be noted in the diet 
kitchens which had to be located on each patient unit. Each 
kitchen required an aide to be present for each of the three 
meals daily. A centralized automated tray line would reduce 
labor but was not feasible in the structure.

Another example was in the human messenger service 
required to provide ‘adequate communication. To adequately 
handle the flow of paper, the transporting of patients, and 
movement of light materials, six full- and six part-time 
messengers were required. With pneumatic tube systems and 
conveyor systems, this segment of labor could be effectively 
reduced.

The cost fox' maintenance of the physical plant for 
the ten years 1950-1960 was $3,374,132.^ It was expected 
that as the building became older and the cost of labor rose, 
plant maintenance alone would take more than $400,000 
annually.

Proceeding with the Building Program 
Based on these considerations, the Board voted in

^Compiled fx'om Hospital expense statistics.
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in July, 1961, to proceed with the building program. They 
recognized that the greatest single hurdle to cross would be 
the financing of the new building and the subsequent remodel
ing of the existing facilities.

The construction estimates in July, 1961, were as
follows:

$6,500,000— Construct new hospital, approximately 
300 beds.

$1,500,000— Construct school of nursing.
$ 300,000— Construct apartment building for living

quarters.
$ 50,000— Remodel existing dormitory.
$ 40,000--Remodel existing apartment building.
$1,500,000--Remodel main building.^
Construction of the new 328-bed hospital began in 

December, 1965. The structure was completed in April, 1968, 
and the patients were moved from the old building to the new 
hospital on April 28, 1968. Within a period of ten days, 
the new hospital had an occupancy rate exceeding eighty per 
cent.

The decision made in July, 1961, by the Board to 
build a new hospital was momentus. It was based not only on 
need but on faith in what was yet to come. Much of what 
ultimately developed could not have been foreseen by members 
of the Board..

^Construction estimates were prepared by Henningson, 
Durham, and Richardson, Architects, Omaha, Nebraska.
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Necessity for Utilizing Existing Facilities
The decision by the Board to proceed with the devel

opment of the new hospital consequently affected the planning 
for the present facility.

Placed in proper perspective in 1961, there were 
precious few alternatives available for abandoned hospital 
premises. The present hospital had a value exceeding 
$4 ,0 0 0 ,000.8 Facilities with such a value would play an 
important part in the obtaining of a new hospital. It seemed 
that the development of value from the existing facilities 
was a means to the ultimate goal of building a new hospital.

The alternatives available for utilizing the present 
facility included:

1. Selling the property.
2. Discontinuing operations.
3. Selling or operating an acute hospital.
4. Developing a long-term care facility.
It is extremely difficult to sell hospital facil

ities the size of the Nebraska Methodist Hospital. First of 
all, the size is prohibitive to all but the largest of 
companies. The ancillary buildings provide little interest

8rrhe value was found to be actually $5,650,39 2 
following a reappraisal in 1964.

34
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for those seeking office or factory accommodations. Timing 
is an important factor. It would be necessary to continue 
operations as a hospital until the new facility was built. 
This process involved many years and was important to financ
ing, organization, and medical practice. Consequently, a 
firm interested in purchasing the properties must wait until 
the precise moment when the hospital moved or later. It is 
virtually impossible to make arrangements that far in 
advance.

Finally, selling the facilities to firms interested 
in another use for the buildings could involve an extreme 
financial sacrifice. Areas that had value as a hospital 
would not have value for a commercial enterprise. There
fore it was unlikely that the sale price would approximate 
the appraised value.

To discontinue operations always appeared to be 
impractical. A building not in use rapidly loses values 
and is costly to maintain. Early in the program it was 
realized that some economic value must be obtained from 
the present facility.

Another alternative was to continue to operate as an 
acute hospital dither through sale to a hospital corpora
tion or as a satellite hospital. This alternative was 
advocated by many who felt that hospital beds would be 
scarce in the future even with the additional building of 
hospital facilities.

This alternative was abandoned with the inability to
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secure a hospital corporation to purchase the facilities.
It was realized that to sell to a hospital that was not 
replacing facilities would intensify competition. Such 
rationale also applied to running two acute hospital 
facilities.

The only apparent answer was to proceed with the 
alternative of long-term care program planning. The admin
istration, meanwhile, was to maintain a vigilance for the 
opportunity to sell the facilities.^

Developing a Plan for a Long-Term Care Facility
The advantages of long-term care were considered 

most seriously from 1961. The importance of the facilities 
was never overlooked as an integral part of the total 
project.

Again, Dr. Louis Block was retained as a consultant 
to administration in developing a program that could be 
effectively handled by the hospital corporation and meet 
community needs.

In 1961, Omaha had a need for dormiciliary housing 
programs for the elderly. This need had been publicized in 
studies conducted by the United Community Services and 
other community groups.

Based on these needs, Dr. Block and the administra
tive staff devêloped the concept of the Senior Citizen

^Obviously, the opportunity to sell the facilities 
profitably for the corporation never materialized. Some 
leads were explored, but serious negotiation never became a 
factor.
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Center in a brochure entitled "A Quest for Development—  
Senior Citizens Center and the Nebraska Methodist Hospital."

A portion of the introduction to this brochure 
emphasized the philosophy and urgency of the time:

The problem of meeting the needs of our Senior Cit
izens is many-fold requiring multi-services and multi
facilities. The proposal outlined herein blueprints, 
for the first time in this community, a practical oper
ating plan.

The stepped-up demand brought about by the tremen
dous population growth and increasing numbers of aged 
has brought public interest and concern to a new high. 
The probability of further Federal programs for hos
pital care of the elderly adds emphasis to this already 
recognized trend.

One of the factors to be considered, if a new 
Federal program is enacted, is the possibility of heav
ily increased demands for health care by the aged 
group. Hospitals and communities must face squarely 
up to the possibility that much increased demands for 
care will be placed upon them. This means that the 
best possible use of medical and paramedical personnel 
must be made, if we are to live with the already short 
supply. This can be achieved only through a coordinated 
program of care.

The gaps which once separated the acute short-term 
hospital from the chronic hospital— from the nursing 
home— from the custodial facility— must be spanned, 
and a continuous line built, along which the public may 
receive the type of care their conditions require and 
which scientific advance can give. Because this is an 
extremely costly process at best;

1. It must be done with a minimum of duplication 
and greatest possible conservation of capital 
funds.

2. It must assure maximum utilization of scarce 
personnel.

3. It must be established on a basis of good admin
istration and sound financial operation in order 
to achieve optimum operating efficiency.

Above all, it must be done quickly, because we are 
already far behind, and running to catch up is always an 
uphill business. But in the race there is the
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encouragement that comes from knowing that we have a 
wide open field for creative ideas and broad experi
mentation. We are fortunate in that nobody claims to 
have all the answers--or in truth, any of the answers. 
But, bringing to bear on the problem the best of 
thinking of a great many people is bound to turn up 
some workable plans— provided they have a built-in 
method of measurement and evaluation.10

"Quest for Development— Senior Citizens Center and 
the Nebraska Methodist Hospital" also embraced many of the 
concepts that are present in the operation of ECEC today.

The basic concept was to use the entire facilities of 
the old Nebraska Methodist Hospital, including the school of 
nursing dormitory and the Lyle Apartment Building as a center 
for senior citizens.

These facilities would include health care and serv
ice, recreational and social activities, residential 
services, and physical therapy while insuring a high quality 
of medical service and management without proportionately 
higher costs. It would be operated as a satellite of the 
main general hospital building.

The center would provide a- moderately priced environ
ment for residents who wanted and needed to reside in a 
nursing home and would meet the needs of the resident for 
continuous security through all phases of aging. Health 
care would be provided based on the needs of the residents.

10"A Quest for Development— Senior Citizen's Center 
and the Nebraska Methodist Hospital" (Omaha, Nebraska: 1961), 
pp. 3-4.

llThe concepts expressed in "A Quest for Development 
— Senior Citizens Center and the Nebraska Methodist Hospital" 
are included in full in Appendix B.
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The program for the Senior Citizens Center and a 
feasible method for the development of the existing facil
ities was presented to and accepted by the Board in the fall 
of 1961. The program did not create much excitement, but 
was a necessary step toward the building of the new hospital.

The acceptance of the plan for conversion allowed 
administration and the Board the opportunity to proceed with 
the new hospital. This plan remained dormant for approxi
mately two years.

In the summer of 1963 a resurvey of the facilities 
was initiated by the Board through the Housing and Care for 
the Future Corporation (HCF).12 The survey validated the 
earlier plan for the hospital and the community.

Presentation of the Plan to the Eugene C.
Eppley Foundation

Following the report by HCF, the Board initiated 
preparation of a brochure to compliment the HCF report. This 
report, brochure, and "A Quest for Development~-Senior 
Citizen's Center and the Nebraska Methodist Hospital" would 
be presented to the Eugene C. Eppley Foundation (Foundation).

For the purposes of the presentation to the 
Fundation, the brochure was entitled "Eugene C. Eppley 
Center for Continuing Care." The presentation emphasized 
three points.

l^This corporation specialized in consultation for 
long-term care facilities.
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TABLE 2
SUMMARY OF FACILITIES

Use Private
Rooms

Semi-
Private
Rooms

Total

Self-care patients 60 292 342
Minimal-care patients 50 70 120

111 or injured residents 20 80 100

Apartment couples 44 44

174 432 606



TABLE 3

SUMMARY OF MONTHLY RATESa

Beds Private
Rooms

Semi-
Private
Rooms

Two-Room 
Suites Apartments

40 Residents $150
20 Residents $155
50 Semi-invalid $240
20 Invalid $360

150 Residents $125
120 Residents $130
70 Semi-invalid $215
80 Invalid $300
12 Residents $175
44 Residents $150
(2 per apartment) (per apartment)

aIncludes meals for all categories except resident apartments
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The main building, the existing acute general hos
pital, would be converted to a board-range nursing home 
facility offering skilled and semi-skilled nursing care to 
patients.

The structure would include twenty-four private and 
fifty-nine semi-private rooms for residents capable of self- 
care. Those requiring minimal health care services would be 
housed in fifty private rooms and thirty-five semi-private 
rooms. Accommodations for 100 ill or injured residents 
would be provided by twenty private and forty semi-private 
rooms. A total of 362 residents would be accommodated.

Lucas Hall, the present residence for student nurses, 
would be used for those who wished congregate living 
facilities. These facilities for the aged would consist of 
thirty private rooms, eighty-two semi-private rooms, and 
six two-room suites, thus accommodating 206 residents.

Finally, the Lyle Apartments, the present residence 
for interns, which has twenty-two two-bedroom apartments, 
would be used by older married couples or single relatives, 
or friends capable of living together.

Totally the facilities would accommodate a maximum 
of 612 residents. Table 2 summarizes the proposed use of 
the facilities and Table 3 shows the income expected from the 
various accommodations.

The Eppley brochure emphasized the availability of 
meeting and activity rooms available in the combined build-
rngs.
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The presentation to the Foundation placed equal 
emphasis on the programs to be offered. All of the serv
ices of the new acute general hospital would be offered to 
these senior citizens. Additional services that would be 
available in the nursing home (main building) would be:

Nursing Home Care under the direction of a skilled 
nursing staff.

Physical Therapy.
Occupational Therapy.
Recreational Therapy.
Psychiatric Service.
Psychological Testing.
Diet Control.
Additional services for residents to be housed in 

Lucas Hall included cultural, hobby, and educational 
activities.

Emphasis was placed on special programs for senior 
citizen residents. It was planned that many of these resi
dents could perform part-time work in industries, businesses, 
or public service jobs. Many of the retired could addition
ally become active in volunteer bureaus.

The center was also looked upon as a facility for 
providing clinical experience. Student nurses, medical 
students, and psychology students could obtain geriatric 
training experience at the center.

The center would conduct seminars and institutes for
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the training of administration and paramedical personnel for 
nursing homes, housing for the elderly, etc. It would also 
conduct basic research in the psychology of aging and in 
social science.

The program was submitted informally to members of 
the Foundation in 1964. The plan and program appeared to 
have general acceptance by the Foundation throughout this 
entire period. The Foundation had implied that it was most 
interested in programs for the elderly.

In January, 1965, formal meetings began to take place 
between the committee of the Foundation and the Board and 
administrative staff of the Nebraska Methodist Hospital. The 
hospital at this time was also negotiating for an $8 ,000,000 
loan for the financing of the new hospital building.

The Foundation had accepted the philosophy of the 
hospital, but was concerned about several factors:

1. The separation of the Eppley Center from the 
hospital corporation was considered. The administrator 
asked that the Foundation not place too many restric
tions on the hospital corporation since legislation 
and type of patients do change and severe restrictions 
might render the center inoperable.

2. The Foundation emphasized that the center 
should not be responsible for the $8 ,000,000 loan.

3. If excess cash should develop from the opera
tions of the Eppley Center, it should not be channeled 
into hospital operations.

Additionally, it was hinted that the Foundation 
might provide, some funds for charity purposes. The super
vision of these funds might be by the Foundation.

One year later, January, 1966, during the $2,000,000
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fund drive for the new hospital building, the Foundation 
approved a grant of $450,000 for remodeling the Center.
These funds were to be matched by hospital funds to a total 
liability of $800,000.

Essentially all remodeling was to be based on 
architect certificates with the Foundation paying fifty-five 
per cent and the hospital paying forty-five per cent. These 
funds were to be available at the time of remodeling.

Additionally, a $50,000 gift was received from 
Sheraton Corporation of America. The proceeds were to be 
used for indigent patients.
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The Medicare Lav/
The Medicare law and all of its implications caused 

many changes in the status of the Nebraska Methodist Hospital 
and ECEC.

The law essentially embraces payments to hospitals on 
reasonable cost for covered patients sixty-five years old and 
over. The Board reluctantly entered into the program effec
tive July 1, 1966.

The reluctance was based on two factors:
1. The impending shift in patient days served to 

recipients of Medicare from twenty-six per cent of 
patient days to some figure perhaps approaching fifty per 
cent.

2. The shift in hospital rate schedules to help 
meet the long-term obligations if projected ancillary 
revenues declined due to increased utilization by this 
segment of the population.

The law included a ratio of interest expense as a 
reasonable cost, but did not include the amortization of long
term debt as a reasonable cost. The utilization of ancillary 
services occurs•within the first seven days of patient stay.
A stay longer than this tends to utilize beds without 
utilizing ancillary services.

Construction of the new hospital had begun in 
December, 1965, and there was no turning back. An $8,000,000 
mortgage had been committed and required amortization.

47
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Another portion of the law provided that covered 

recipients would be entitled to 100 days of care in a certi
fied extended care facility. The cost would be $5 per day 
to the patient for eighty days after twenty days in such a 
facility. This portion of the law was effective January 1, 
1967. Essentially, it was vague.

The impact of this law caused administration to again 
center its thinking on the existing hospital. Some of the 
questions needing answers were:

1. Should the hospital maintain its acute status on 
a total or partial basis?

2. Should tine plan for a nursing home-senior citi
zens facility be followed in its entirety or should the 
concept be changed?

3. Should the facilities separate in corporate 
identity?

4. Should a totally new plan be developed for the 
existing facility including acute-extended and nursing 
care?

If was difficult to provide solutions to these ques
tions because of the timing of the implementation of each 
portion of the law. The hospital portion was effective in 
July, 1966, and the extended care portion in January, 1967.

Furthermore, to effectively analyze these problems, 
it would be necessary to compile approximately a year of 
statistical data. It must also be realized that the extended 
care portion, vague as it was, delayed the regulations and 
guidelines for participation to a late date in 1966.

Re-evaluation in Light of Medicare
Early in 1967, it was decided that ECEC should be
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re-evaluated in light of the changing legislation affecting 
long-term care. This legislation primarily being the pro
visions of the Medicare law of acute and extended care. The 
administration felt that perhaps parts of the building 
should be for acute care, part for extended care, part for 
nursing home care, and Lucas Hall for residential care.

Administration decided that it would be best to 
include the medical staff in the immediate planning. Since 
the medical staff members would be the prime users of the 
facilities, a research survey was initiated to determine the 
feelings of the medical staff.

The questions for the survey were prepared jointly by 
the administrative staff and the consultant, Dr. Block. In 
order to obtain an effective response to the survey, the 
questionnaire was sent from and received at the offices of 
the consultant in Silver Springs, Maryland. The question
naires would remain confidential, but would be signed.

Simultaneous to the mailing of the questionnaires to 
the staff, pertinent statistical data was being compiled by 
the administrative" staff. This data was based on each 
individual staff member and included:

1. Name of staff member
2. Specialty
3. Number of admissions in 1966
4. Office and home postal zone numbers
5. Staff status— active, associate, courtesy, or 

consulting
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Other data pertaining to source of patients was 
obtained to provide additional information for the compiled 
evaluation.

Questionnaires were mailed to all of the 237 members 
of the Nebraska Methodist Hospital Medical Staff. Returns 
were obtained from 137 members or fifty-five per cent. Of 
this number, 123 had satisfactorily completed the forms for 
analysis.

Of those physicians responding:
1. Forty per cent had offices located in the same 

postal zone of the existing hospital.
2. There appeared to be an equitable distribution 

by age grouping in these areas.
3. There was a good balance between general prac

tice and specialists.
4. Twenty per cent of the physicians officed in 

zones adjacent to or near the existing hospital 
intended to relocate.

5. More with higher admissions contemplated moving 
than those with under twenty-five admissions in 
1966 .

6 . Seventeen per cent indicated that the present 
hospital should remain an acute general hospital, 
thirty-five per cent indicated a combination of 
general and long-term care, forty-eight per cent 
indicated that it should be a long-term care
center.
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7. Most of those who recommended it convert totally 
to a center for aging felt it should provide 
extended care, nursing home care, ahd custodial 
care. Opinions were split on housing for the 
aged.

8 . Most of those recommending general and long-term 
care thought it should not include obstetrics, 
pediatrics, laboratory, electroencephalography, 
isotope diagnosis, and therapy. It should con
tain all basic services with an emphasis on 
restorative and rehabilitative services.

9. Those that indicated surgery were divided between 
total and restricted.

10. Most believed laboratory services should be 
limited.

11. Most felt that only a small emergency service 
should be provided.

12. Outpatient services should include medical, 
surgical, rehabilitation, and hearing clinics.

Most of the physicians, 102 of 123, favored some form 
of long-term care. Fifty-nine felt that the facility should 
be a long-term care center. Those fifty-nine recommending 
that it be used as a long-term care center felt it should 
contain the services outlined in Table 4. Those forty-three 
recommending that it provide a combination of general and 
long-term care felt it should contain the services outlined
in Table 5.
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TABLE 4
SERVICES DESIRED FOR A LONG-TERM CARE CENTER 

BY THE MEDICAL STAFF

Service Yes No

Extended Care 53 6

Nursing Home Care 52 7
Custodial Care 45 14
Housing for Aged 30 29
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TABLE 5
SERVICES DESIRED FOR A COMBINATION GENERAL AND
LONG-TERM CARE CENTER BY THE MEDICAL STAFF

Service Yes No

Medicine
Surgery
Pediatrics
Obstetrics
Operating Rooms
Diagnostic Radiology
Radiology Therapy
Laboratory
Physical Therapy
Electrocardiology
Electroencephalography
Emergency
Pharmacy
Outpatient
Inhalation Therapy
Occupational Therapy
Speech Therapy
Hearing Therapy
Recreation Therapy
Intensive Care
Isotope Diagnosis
Social Service
Self Care Unit
Coronary Care

42 1
35 8
0 43
0 43
35 8
39 4
5 38
38 5
37 6
43 0
2 41

23 20
37 6
20 23
35 8
28 15
30 13
16 27
27 16
20 23
5 38
36 7
37 6
27 16
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The composite results of the survey indicated that 
the staff physicians had mixed feelings about the future use 
of the existing facilities. The survey was sent to 
physicians following the winter and spring months when 
hospital beds are scarce. This perhaps influenced the think
ing toward acute facilities.

This report, with a few minor discrepancies, would 
be instrumental in influencing further development of the 
facilities. Administration directed its efforts toward 
developing long-term care facilities, yet maintained or pro
vided for many of the aspects and conveniences of an acute 
hospital.

Physicians, in general, did not appear to have 
sufficient knowledge of hospital economics. The large num
ber favoring surgery in a combined unit illustrated this 
point. Suprising also was the large number who felt that a 
combination unit should not have physical therapy, occu
pational therapy, speech therapy, and recreational therapy.

Administration had difficulty evaluating the results 
but decided that:

1. It should abandon the idea of acute hospital 
services of the intensity previously practiced.

2. It should develop gradations of care below the 
levels of acute hospitalization, yet avoid 
merely providing housing in the main building.
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On August 7, 1967, the hospital administrator pro
moted Mr. William Picard from Assistant Administrator to 
Associate Administrator of the Nebraska Methodist Hospital 
organization. His responsibilities were primarily to 
develop ECEC.

Mr. Picard had been with the hospital since 1959, 
when he had been hired as personnel director. Through the 
intervening years he had experience in the management of 
most departments. In 1966 he had gained membership in the 
American College of Hospital Administrators.

The Involvement of the Medical Staff and 
Board in Planning

Simultaneous with the appointment of Mr. Picard, the 
president of the Board appointed a new committee of the Board 
known as the Eppley Care Center Committee. This committee 
consisted of five members of the Board who would recommend 
policies for Board approval.

The president of the medical staff appointed a six- 
member ad hoc committee of the medical staff to assist in the 
preparation of a philosophy and program for the center and to 
incorporate this program in the medical staff structure.

The medical staff committee and administration began
holding meetings on August 15, 1967. The medical staff

56
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surveys previously taken were reviewed in depth by the 
committee. It was soon determined that development of acute 
facilities advocated by a minority of the reporting physi
cians was not feasible and that development should be in 
long-term care.

The associate administrator contacted the American 
Hospital Association at the request of the committee to 
obtain a list of the better hospital-based extended care 
facilities. It was the feeling of the committee that visit
ing these facilities might provide better insight into the 
problems which would be encountered.

Within weeks, selected visitations were planned to 
the following facilities by various members of the 
committee:

Hartford Hospital, Hartford, Connecticut 
Fairview Hospital, Minneapolis, Minnesota 
Jewish Hospital, St. Louis, Missouri 
Holy Cross Hospital, Chicago, Illinois 
Two-man teams were sent to each of these facilities 

with a predesigned' guideline covering all points of interest 
and concern. This guideline included investigation in 
organization, patient care, treatment, staffing, service, 
and finance. The teams were to give an in-depth report to 
the members of the committee upon their return from these 
institutions.

The most significant discovery from these visitations 
was that each long-term care division of these hospitals
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emphasized rehabilitation through formal departments. In all 
but one of these facilities, Fairview Hospital in 
Minneapolis, the rehabilitation department was under the 
direction of a physiatrist.^ The value added to a long
term care facility by having a strong rehabilitation depart
ment was noticeable. The average patient stay was consider
ably shorter when institutions emphasized physical medicine.

It was decided that physical medicine and rehabil
itation should be a definite part of the program at Eppley.
It was further decided that this program should be patterned 
after Fairview Hospital without the department being under 
the direction of a physiatrist. The medical staff at 
Nebraska Methodist Hospital had long opposed the employment 
of physicians by the hospital, believing instead that care 
of the patient is the responsibility of the private attend
ing physician.

Another decision by this committee centered on 
development of the concept of extended care concurrently 
with rehabilitation. This program would be established 
along the guidelines established by Medicare. Such a 
program would not be for just the elderly, but would be 
for patients ranging in age from mature youth to elderly.

Once these programs were established, nursing care 
(chronic illness or nursing home) would become a part of the 
total concept. Then day care, and finally, home care

x physiatrist subscribes to the practice of curing 
disease by natural methods.
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programs would be established. This, the committee felt, 
would be the logical sequence of development.

The philosophy and program were prepared and pre
sented to the executive committee of the medical staff on 
September 27, 1967. They were ratified unanimously by the 
medical staff on October 3, 1967; the Eppley committee of 
the Board on October 12, 1967; and the Board on October 18, 
1967.

Basically, the philosophy and program^ encompassed 
providing quality care adapted to the requirements of the 
individual patient, encouraging the patient's physical 
accomplishments, promoting his participation in social 
activities, providing for his spiritual needs, and assisting 
in arranging for proper care for the patient after dismissal. 
This would be accomplished in a shorter period of time with 
less expense to the patient than would be possible in an 
acute hospital.

The program emphasized the setting of health goals 
by the patient's physician and the development of the health 
care program on an individual basis to accomplish the goals.

Another important part of the program was the 
preparation of the patient to live outside the hospital 
environment, whether it be at his own home or in another 
institution such as a nursing home.

The program outlined the initial phases of care to be

l^See Appendix C for the complete philosophy and 
program for the development of ECEC.
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offered at ECEC and the steps by which ECEC would be devel
oped to offer programs for the patient requiring physical 
medicine care, rehabilitation treatment, chronic medical 
care, convalescent care, nursing home care, residential care, 
day care, and home care.

The ad hoc committee also decided that ECEC should 
be an integral part of the medical staff and subsequently 
medical staff by-law changes were prepared to integrate this 
concept. This lead to an enlarged medical staff committee
for ECEC.
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V. REMODELING OF THE FACILITIES

Earlier in this paper it was pointed out that the 
physical plant was obsolete for use as a general hospital.
The main structure of the building had been completed in 
1908 and wings were added in 1914, 1918, and 1955. The 
addition of the final west wing caused a split-level 
situation with floors one, two, three, five, seven, and nine 
on the west. The east wings contained floors one, two, four, 
and six. The eighth floor was over the center section.
High ceilings in early construction enabled additional floors 
to be sandwiched in on the newer west wing.

The newer west wing had patient rooms on floors 
three, five, six, seven, and nine. These accommodated 
twenty-eight hospital beds at capacity. After visiting other 
extended care facilities it was determined that these 
should be reduced to twenty-one beds on a unit. Certain pri
vate rooms would be converted to dining and lounge areas.
This type of space was determined to be needed for long-term 
patients.

The east wing contained space for 140 acute care 
patients. These facilities for the same reason were reduced 
to 109 patients on floors two and four and the east wing of 
the sixth floor. Totally, the capacity of the building 
would be reduced from 270 patients to 214.
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Funds for remodeling consisted of $800,000, with 

$450,000 being supplied by the Eppley Foundation. Very 
early it was determined that these funds were inadequate 
to remodel all of the areas requiring renovation. Yet the 
Board wanted to create a "new image."

In October', 1966 , a contract was signed with 
Henningson, Durham, and Richardson (HDR) for architectural 
service for ECEC. Under the terms of the contract, a con
sultant would be engaged by HDR to advise the Board and 
recommend the scope of remodeling.

The report by HDR, based upon the consultant's 
evaluation, suggested that the following be accomplished 
with the funds available:

- Remodel the sixth floor to provide recreational 
and dining space and add new patient rooms at a 
cost of $135,000.

- Remodel the first floor northeast to a large 
physical therapy department at a cost of $60,480.

- Remodel the first floor southeast to provide for 
occupational therapy hobby areas and activities 
of daily living at a cost of $60,480.

- Replace existing center elevator at a cost of 
$60,000 .

- Provide air conditioning to the east wing at a 
cost of $78,000.

- Provide new windows and outside finish on the total 
hospital building at a cost of $279,000.
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These recommendations were adopted by the Board.
The Board desired, in addition, a new indoor-outdoor porch 
or recreational area which was estimated at $60,000.

Basically, this plan was followed as remodeling pro
ceeded to the stage of selecting a contractor. The Lueder 
Construction Company was selected for the remodeling based 
upon competitive evaluation. The architects were instructed 
to proceed with design development and construction 
drawings. Construction was to begin with the completion of 
the new hospital building.

As the design development proceeded, additional 
requirements became necessary:

1. Handrails had to be installed throughout the 
building to comply with Medicare requirements.

2. Sunroom lounges on the east wing had to be 
converted to stairways for fire department 
approval.

3. Wheelchair bath and showers had to be installed 
to compensate for inadequate facilities.

4. Bathrooms had to be installed on the second floor 
to handle the activities center.

The Board, realizing that remodeling costs were 
rising and that internal conversion was essential to patient 
services, delayed the refacing of the building as a part of 
the original contract. This would assure that ample funds 
would be available for interior completion.

Remodeling has progressed along these lines with the
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west wing being in operation while the east wing and dayroom 
are being completed. It has been discovered that remodeling 
is much more difficult than new construction requiring many 
more administrative field decisions.
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VI. INTEGRATING SERVICES WITH THE
ACUTE HOSPITAL

Developing the Organization
The decision to maintain ECEC as an integral part of 

the corporation led to many possibilities for economy. Some 
of the economics became more evident once the organization 
was structured.

An organizational chart was initiated by the adminis
trator at the time the associate administrator was appointed. 
This chart pointed out that each assistant administrator, 
department head, and subdepartment head was responsible for 
their functions in both facilities. For matters that con
cerned the Nebraska Methodist Hospital, they reported to the 
administrator, and for their function at ECEC they reported 
to the associate administrator.

The effect of this organizational chart on the indi
viduals occupying these leadership positions was mixed. Some 
welcomed the opportunity to expand their services and their 
sphere of influence. Others were reluctant to report to 
two individuals. A few department heads were looking to the 
new facility and did not wish to have any responsibility at 
the old hospital.

The administrator delegated authority and responsi
bility to the associate administrator for the development of
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ECEC. The associate administrator, having completed the 
philosophy and program, began to work with each area and/or 
department to integrate their services in both facilities.
It was in these stages that the economy framework was 
developed.

The success of the organization hinged on the rela
tionship between the administrator and his associates. 
Judgment, trust, and support would determine if this 
organizational structure would ultimately work.

Organizing the Nursing Department,
Naturally, the most vital department in a hospital 

or long-term care institution is the nursing department.
Early in 1968, the director of nursing appointed an associate 
director of nursing service to develop and manage patient 
care at ECEC. The person chosen had been with the hospital 
for twenty-five years, had been in a supervisory position 
for twenty years, and in the training department for five 
years. She was noted for being personable, but at the same 
time was capable of managing.

The associate director of nursing service would be 
responsible to the director of nursing service for policy 
decisions. She would also report to the associate adminis
trator for immediate problems and day-to-day activities.
The area which' could potentially cause the greatest conflict 
would be staffing. This problem was resolved early with a 
staffing formula mutually agreed to by the associate 
administrator, the director, and the associate director of



69

nursing service. The staffing pattern decided upon was as 
follows for the opening of twenty extended care beds on the 
third floor and twenty nursing care beds on the seventh 
floor:

1.0 Associate Director
4.2 House Supervisors
1.0 Head Nurse
2.8 Staff Nurses
7.0 Licensed Practical Nurses

11.2 Nurse Aides
1.0 Ward Clerk

28.2 Total
The expansion to the fifth floor as an extended care 

unit would require an additional:
1.4 Staff Nurses
1.4 Licensed Practical Nurses
4.2 Nurse Aides
.5 Ward Clerk

7.5 Total
This would mean that when forty extended care and 

twenty nursing care beds were provided a total of 35.7 
nursing service personnel would be required. This plan was 
based on the staffing experiences of hospital-based extended 
care facilities visited. It was designed to provide over 
three hours of care per patient per day.
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Other early problems that were resolved included the 
initial supplies, method of restocking supplies, handling of 
narcotics, supply charges, admission of patients, transpor
tation of patients, and inservice training.

Another important position was added early in the 
program. This was the position of rehabilitation nurse 
clinician. A qualified staff nurse was sent to Texas Womens 
College in Houston for advanced study in rehabilitation.

Her role was to program the care of the rehabilitation 
patient and to see that the plan was carried out by the 
nursing department. She would coordinate her activities with 
the rehabilitation department.

Nursing departments are traditionally difficult to 
handle by administration. In this case, because of the 
newness of the venture, tradition was overcome.

Establishing the Department of Rehabilitation
To establish the department of rehabilitation, the 

director of physical therapy was promoted to be in charge of 
his function in both the new hospital and at ECEC. It was 
decided to add new dimensions to this department to include 
occupational therapy and speech therapy at ECEC, thus 
providing a service which is not common in most general 
hospitals.

It was later decided that the inhalation therapy 
department would also operate at ECEC. The inhalation 
therapy technician would become part of the rehabilitation 
department team.
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This department was difficult to schedule for staff

ing. When the conversion was made, for example, the hospital • 
had only two physical therapists including the head of the 
department. Physical therapists, like all hospital profes
sionals, are extremely scarce. This meant that the director 
of rehabilitation had to operate between the two facilities. 
The other therapist would handle the patients at the new 
hospital and the department director would work in both 
facilities.

This shortage meant that trained assistants were 
working unsupervised with the patients at ECEC. A new 
therapist was employed in June and one therapist was then 
located in each facility. Later in 1968 a part-time thera
pist was employed.

A registered occupational therapist was obtained in 
March, 1968, prior to the move to the new hospital. Looms, 
wood working, and art equipment were purchased to provide a 
means to treat the extremities and to provide hand and 
sight coordination. Registered occupational therapists are 
the scarcest of the hospital professionals in the Omaha area. 
Consequently, management concerns are constantly focused on 
providing a backup support in the event of an accident or 
illness.

The services of a speech pathologist were obtained 
for Eppley. Originally these services were contracted and 
the speech pathologist operated as a private practitioner 
submitting bills through the hospital. She was paid on a
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treatment basis. The hospital merely added ten per cent to 
cover the billing expenses.

This system did not work. Communication with the 
speech pathologist was virtually impossible since she worked 
at her own convenience. She failed to communicate with the 
physicians and to chart properly.

It was then decided to hire a speech pathologist on 
a part-time basis. A qualified person was hired in 
September, 1968, to work Monday, Wednesday, and Friday.

Three therapy assistants were employed when the 
census began to build. One assistant had a background in 
physical education, another in arts and crafts, and the 
other was an employee with skill as an inhalation technician.

In the fall of 1968, it became necessary to employ 
two messengers whose primary duties were to transport 
patients. The nursing staff was not always able to trans
port patients and the therapy sections lost too much time 
if they brought their patients to the therapy section and 
then returned them to their units.

Organizationally, the director of rehabilitation 
reports to the administrator and the associate administra
tor. The chief’physical therapist at both facilities 
reports to the department director along with the occupa
tional therapist and speech pathologist.

Employing a Medical Consultant
An orthopedic surgeon with a prime interest in 

rehabilitation was employed as a medical consultant on a
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limited basis in October, 1968, to review rehabilitation 
activities with the director of rehabilitation and the 
rehabilitation nurse clinician.. His role was to review the 
care and treatment of the patients and advise the attending 
physicians, conduct the weekly rehabilitation conference, 
and visit rehabilitation patients. He also advised the 
associate administrator on methods of improving rehabilita
tion services.

Expanding Laboratory and Radiology Services
The laboratory and radiology departments planned 

their prime facilities in the new hospital. These depart
ments planned to provide service to ECEC on a regular but 
limited basis.

Each morning the laboratory would sent a techno
logist or a technician to obtain necessary specimen.
These specimen would then be analyzed in the laboratory at 
the new hospital. The laboratory would then contact each 
patient's attending physician at either facility to provide 
him with test results. A report would also be returned to 
Eppley and placed in the patient's chart.

In the event the patient required an extensive 
laboratory test or blood transfusion, it was determined 
that the patient would be transported to the emergency 
department at the new hospital for this service. These 
specialized tests occur infrequently so this service was not 
expected to amount to any volume.

The radiology department planned to send a
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technician to Eppley each morning to perform diagnostic 
x-rays. This schedule was anticipated to correspond with 
the slack period within the radiology department. The 
technician was to check with the nurse house supervisor prior 
to making the trip to determine if any x-rays were scheduled.

An area that was completely unplanned, but was later 
to develop into an important part of the facility, was 
cobalt therapy. It had been presumed that therapeutic 
radiology would be performed only at the new hospital since 
a new cobalt unit was a part of the building.

It was only after opening ECEC that the therapeutic 
radiologist announced that he was going to continue to use 
the cobalt at ECEC. This meant that ECEC would then become 
the only extended care facility in the nation offering 
cobalt treatments.

Many patients needing cobalt treatments are better 
suited to an extended care facility than to an acute hos
pital. An extended care facility provides more space and 
activities for cancer patients. The physicians and 
therapeutic radiologists note better results from treatment 
through inpatient stay than outpatient treatments.

The cobalt patients (an average of twenty in 
December, 1968} are helpful to the facility by providing an 
over-all shorter patient stay. Treatments average between 
fifteen and twenty days thus making the average stay less 
than In most long-term care hospitals.

The relationship of the laboratory and radiology
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departments to the hospital is contractual. The laboratory 
is a leased department and the radiology department is on a 
fee-for-service basis. Arrangements made with these 
departments for service at ECEC required cooperation between 
the professions and administration.

Planning Pharmacy Service
It was discovered early in the research of extended 

care facilities that the pharmacy would be an important 
function. Long-term patients require and use a varied 
number of medications.

Pressure was exerted on the committee to place a 
pharmacy at Eppley. Administratively, it was decided to 
resist this pressure and coordinate the supply of medica
tions through a centralized pharmacy. Entering into this 
decision was the availability and expense of pharmacists and 
the maintenance of two drug inventories.

Drugs would be shipped to ECEC using the hospital 
truck and an elaborate system of locked boxes. A supply of 
emergency drugs would be placed in a safe in a centralized 
nursing supply area. If drugs would be needed at irregular 
times the pharmacy department was authorized to use cab 
service.

Normally, hospitals provide patient drugs for three 
days at a time. For the patients at ECEC a much longer 
supply period was developed and saved constant refilling of 
prescriptions.

Organizationally, the pharmacy department would be



within the supply area, with the chief pharmacist reporting 
to the director of central distribution. Problems relating 
to this function would be resolved by the associate admin
istrator and the director of central distribution.

It was planned that ECEC would pay an allocation to 
the pharmacy department for drug preparation and drug cost. 
ECEC would receive credit for the profit to assist in the 
cost of administering, controlling, and charting the 
medication.
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Expanding Food Services
The director of food service would have his office 

at the Nebraska Methodist Hospital. He would be responsible 
for providing food service at both facilities. To accomplish 
this a resident manager was employed in 1967 and trained 
specifically to be responsible for food service at ECEC.

Early in the planning stage it was determined that 
food service would be expensive at ECEC. Since students 
would be housed there it would be necessary to provide meals 
for them in the cafeteria. It was determined that only a 
few positions could be cut by the initial low patient load. 
These would consist mostly of floor diet kitchen aides, who 
would have to be added when new floors would open.

To help reduce the expensive kitchen staff, it was 
decided to try the five-meal plan. This plan consisted of 
providing to patients:

Continental Breakfast 7:00 A.M.
Breakfast-Brunch 10:00 A.M.
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Dessert-Snack 1:00 P.M.
Supper 4:00 P.M.
Bedtime Snack 8:00 P.M.
This would mean then that expensive food production 

would be confined to an eight-hour shift and the number of 
cooks reduced. Efforts would be made to centrally prepare 
meats,, salads, and pastries and transport these items from 
the hospital to ECEC.

Therapeutic diets are required in an extended care 
facility just as they are in an acute hospital. To facili
tate proper diets an aide was employed to work with the 
therapeutic dietitians. A dietitian, on a part-time basis, 
would check the new patients.

It was anticipated that aside from expense, the food 
service department would be in good shape for the opening.
It was felt and later justified that many long-time food 
service employees would prefer to remain at Eppley. The 
director of food service had the foresight to develop a 
capable, efficient management and supervisory staff.

Providing for Housekeeping and Laundry
Housekeeping and laundry had been combined under a 

single director for approximately eight years. To continue 
these functions at ECEC, the director appointed a supervisor 
in housekeeping, a supervisor in linen, and retained the 
laundry supervisor.

The initial housekeeping staff at ECEC was planned 
at five custodians and five maids. This staff was
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sufficient to maintain the two nursing floors that were 
planned for the initial operation, the corridors, public 
areas, the school of nursing, the Lyle Apartments, and 
office areas.

The laundry staff was increased sufficiently to 
process the laundry for both facilities. In 1961, the 
laundry was modernized to be capable of handling about
8,000 pounds of laundry during an eight-hour shift. A new 
400 pound tumbler was added in 1967 to eliminate a flow
through bottleneck.

It was anticipated from past experience that each 
patient would require about twenty pounds of linen per day. 
This would mean that once the total patient load exceeded 
335, additional hours of processing would have to be 
scheduled.

It was the director's plan to avoid the complete 
second shift as long as possible. To accomplish this the 
hospital increased the linen supply to provide a constant 
flow of linen and provided extra work by reliable part-time 
employees who could work without supervision.

It was planned to expand the laundry function to 
include the preparation of surgical packs and other surgery 
and obstetrical specialized packs. These packs would be 
folded and assembled at ECEC and then transported to the 
hospital for sterilizing. This function was assigned to the 
linen supervisor who would utilize the former surgery and 
central supply rooms for this function.
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Additionally, all linens, once ironed in the laundry, 
would be sent to the linen area for processing, folding, and 
preparation for distribution. Large baskets would be used 
to hold the orders for each floor in the new hospital. The 
truck would pick up these orders three times daily and bring 
back dirty linens for the laundry. All linens would be 
sealed within the baskets to avoid contamination.

Management anticipated that the laundry department 
would initially cause serious problems. The careful planning 
and training by the director provided an even better system 
than had previously been used.

Planning the Business Office 
The ECEC business office was planned to encompass a 

wide variety of tasks. These tasks involved functions or 
parts of the admitting, dismissal, cashiering, insurance, 
accounting, data processing, credit, and collection 
processes. These departments or sections would be head
quartered in the new hospital under the direction of the 
assistant administrator of finance.

To accomplish these duties, the assistant adminis
trator appointed a business office manager who had knowledge 
of all of these functions. This person would primarily 
maintain liaison between the business functions and the 
patients and departments at ECEC.

It was planned that the business activities at ECEC
would be conducted between 8:00 A.M. and 4:30 P.M. Monday 
through Friday. At certain times, the business office would
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be closed to allow for the obtaining of signatures, having 
lunch, etc. It was also envisioned that this position 
would be one of frustration for the individual, since the 
tasks would be so varied and not necessarily completed in 
the business office.

The person in this position must have public 
relations ability to answer the many questions concerning 
statements and Medicare. Tact would be required to obtain 
the necessary signatures of patients and relatives.

Providing for a Personnel Department
The personnel director decided that it would be 

necessary to provide a part-time interviewer at ECEC. She 
felt that this function would have to be decentralized in 

order to fill the jobs at ECEC since the distance between 
the two facilities was so great.

The interviewer was scheduled to be at ECEC Monday 
through Friday from 8:00 A.M. until 11:00 A.M. Her duties 
not only included interviewing applicants, but she was to 
coordinate the personnel department services with the ECEC 
employees. The balance of her time could be utilized in 
preparing advertisements and reports essential to the 
operation of ECEC.

The personnel records and information would be 
centralized in the personnel office at the new hospital. 
Supervisors, department heads, and administration at ECEC
could have access to pertinent information relating to their 
employees.
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Providing for Supply Services
The supply function was planned to be centralized in 

the new facility. A large warehouse-storeroom capable of 
handling large quantities of supplies had been designed into 
the new hospital. The minimum staff planned for the new 
hospital supply department was felt to be adequate for hand
ling the supplies at ECEC in addition to their regular 
duties.

Each nursing unit at ECEC would have an established 
floor stock supply. These supplies would be in two cate- 
tories: floor stock and patient chargeables. The floor
stock would be replenished from periodic inventories 
performed by the ward clerk. The difference between the 
supply on hand and the established supply would be 
replenished weekly.

The patient chargeables would be replaced auto
matically as the charge tickets were sent to the supply 
department. This system, jokingly-called the Chinese 
laundry system, had been in use at Nebraska Methodist Hos
pital for several years.

A reserve supply of critical items would be 
maintained in a small storeroom at ECEC. These supplies, to 
provide back-up in case of an emergency or error, would be 
under the supervision of the house supervisor.

The truck would deliver supplies daily. Each floor
or nursing unit would have a specific day for ordering 
their supplies.
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A stock catalog provided the means for other depart
ments to requisition their supplies. The requisition would 
indicate quantity, stock number, and description of the 
items. These items would be replenished the following day.

It was anticipated that this system would treat 
ECEC as just another serious of hospital units. The central
ization could save considerable expense since no supply 
department personnel would be at ECEC.

Items not in stock could be requisitioned through 
the purchasing section of the supply department. The 
purchasing agent could have these drop-shipped to ECEC or 
received and distributed centrally. On drop-shipped items 
the purchasing agent would be required to make arrangements 
for the receiving of the items.

Establishing Social Services and Activities
A new department was to be established with its 

headquarters at ECEC. This department, entitled social 
services and activities, had a variety of responsibilities. 
These responsibilities in part involved Medicare require
ments, placing emphasis on social service and activity 
programs being available for patients in extended care 
facilities.

This department would have the following duties:
1. Preparing social histories for each patient with 

this information available only to those
entrusted with the care of the patient.

2. Assisting physicians in patient placement.
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3. Assisting families with financial and Medicare 
problems relating to patients.

4. Providing liaison between the patient's family 
and the institution.

5. Providing recreational opportunities and pro
grams for patients.

6. Coordinating the volunteer activities with the 
volunteer director.

The director of social service and activities was 
employed in January, 1968. After receiving an orientation 
to the hospital, the new director began to establish the 
framework of his department to encompass the above require
ments. He also was involved in the entire planning process 
so that he would have a better understanding of the total 
ECEC program.

Organizing the Physical Plant Department
The plant department was not to change substantially. 

The ECEC operation would require licensed operating engi
neers and maintenance men only in a slightly reduced number. 
The director of physical plant appointed a supervisor to 
handle this function.

It was anticipated that technical personnel could be 
transferred from the new hospital or vice versa when needed. 
Such specialities as electronics and carpentry could be 
shared.

With surgery, emergency room, and obstetrics no
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longer in the picture at ECEC, it was felt that the workload 
would be lessened to a degree. The laundry, however, was 
anticipated to require more preventative maintenance 
because of its increased workload. The preparation of the 
facilities for occupancy would require considerable painting 
and repairs.
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VII. ESTABLISHING RATES AND A BUDGET

The problem of establishing rates and a 1968 budget 
for the ECEC operation faced administration in November, 
1967. The Nebraska Methodist Hospital has, since 1960, 
operated its fiscal year based on the calendar year. This 
meant that the budget for the coming year had to be 
approved by the Board not later than the December Board 
meeting. Prior to being submitted to the Board, the bud
get had to be approved by the finance committee. Custom
arily recommendations for patient rate changes coincided 
with the budget.

Budgeting for ECEC involved many considerations:
1. Establishing rates for the various levels 

of care.
2. Estimating the numbers, and types of patients.
3. Estimating construction schedules.
4. Estimating expenses and allocations.
5. Scheduling beginning operations.
Since ECEC was a pioneer facility in the field of 

combined rehabilitation and extended care and would have an 
estimated large number of private-pay nursing care cases, it 
was difficult to find comparative criteria for establishing 
rates. It was decided to gear the rates to community levels 
based on extended care facilities and nursing homes.
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The immediate problem was how to prepare the budget 
when the conversion date was unknown. This date, at the 
time the budget was prepared, was set for February, 1968, 
but the new hospital could open as late as June, 1968.
ECEC, of course, could not begin operations until the move 
to the new hospital was completed.

To solve this problem, it was decided to prepare the 
budget with a series of nine months of operating the hos
pital at 36th Street. Another budget was prepared indicat
ing a series of nine months of operating the hospital at 
84th Street and the conversion of the 36th Street hospital 
to ECEC. The actual conversion date would then determine 
the budget to the followed. For example, if the conversion 
occurred May 1, the 36th Street budget would be followed 
for four months and then May would become the first month 
under the combined budget. Then, no matter when the conver
sion occurred, the hospital would have an operating budget.

Administration explained the determination of rates 
for ECEC to the Board in a letter accompanying the budget:

Revenues in this projection were based on the fol
lowing rate schedule, which was midway in the pricing 
schedule of similar institutions near us:

Room rates:
(1) Minimal care ranges $9 to $16 depending 

upon the amount of nursing care rendered. 
Estimated average rate— $13 per day.

(2) Skilled care ranges $16 to $25 depending 
upon amount of care rendered. Estimated 
average rate— $21 per day.

Additional charges will be made for other services 
such as radiology, physical therapy, drugs, and tele
vision where applicable.
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Coinciding with the establishment of rates for bud

get purposes was the estimation of patient utilization 
within the ECEC facility. This was especially difficult 
since construction estimates, demands, typés of patients, 
etc., were still unknown. The best estimate was presented 
m  the cover letter

Mo. Custodial Rehab.
# 3 5 7 9 6 4
1 RIO
2 R10/C10 RIO
3 C20 R15/C5 R15
4 C20 R5/C15 R20 R10
5 C20 €20 C5 R40
6 C20 €20 C20 R45
7 C20 €20 C20 C20 R50
8 C20 €20 C20 C20 R55 CIO
9 C20 €20 C20 C20 R50 R10/C20

This estimate was later to be proven to be extremely
conservative in the early months and extremely optimistic in 
later months. Discrepancies would occur in the type and 
location of patients, and the completion of the fourth and 
sixth floors. Floors three, five, seven, and nine were 
estimated to handle twenty-two patients each.

Also stated in the budget preface was:
Our projections indicate severe operating losses in 

the early months with a new break-even attached by the 
ninth month. We anticipate further improvement in 1969 
. . . .  It is recognized that much of this presentation, 
especially the 84th Street and Eppley Care Center, are 
based on our best estimates. These estimates were made, 
in our opinion, on the most conservative approach

•*-~>C = patients requiring a minimum amount of RN care. 
R = patients requiring skilled care in the rehabilitation 
processes.



possible, yet allowing the functions to be operated at 
the same high level of performance you have required 
in the past.16

The budget for ECEC was a deficit budget. The rev
enues for these deficits were provided by funded reserves 
for start-up costs and would be generated later from the new 
hospital.

Once the budgets were prepared and approved, attention 
focused on promoting ECEC. The rates that were established 
closely followed the rates in the budget— semi-private 
extended and rehabilitation, $21; semi-private nursing care 
$10 to $17 based on patient condition evaluation.
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VIII. PROMOTION OF THE EPPLEY CARE CENTER

Promotion became the responsibility of the associate 
administrator working closely with the public relations 
department. It was decided that the promotion should be 
geared to three groups :

1. The medical staff, since these would be the 
individuals who would be transferring or refer- 
ing patients.

2. The hospital employees, because many would be 
needed to fill the over one hundred positions at 
ECEC.

3. The general public, who would need to realize 
that Nebraska Methodist Hospital still was oper
ating its 36th Street facilities. Further, they 
would generally need to understand what was 
happening there.

Promotion to the Medical Staff
Late in 1967, the members of the ad hoc committee of 

the medical staff explained and obtained approval for the 
philosophy and program for ECEC. Through this mechanism, 
the medical staff was generally aware of what was going to 
happen.

It was determined later by members of the ECEC
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medical staff committee that most physicians, while having 
a general idea of the plans for ECEC, still considered it as 
a nursing home for permanent residents. They could not grasp 
the definition of rehabilitation and extended care.

The medical staff committee felt that a set of 
definitions should be prepared and distributed at the Febru- ' 
ary meeting. The definitions were valuable to some of the 
physicians in clarifying the types of patients eligible for 
admissions. Yet it must be admitted that one of the basic 
on-going problems for both physicians and employees as well 
as government and insurance carriers is defining and cate
gorizing the post-acute hospital patient. The long-term 
patient, because of the wide variety of medical problems, is 
incapable of being neatly categorized into any specific 
definition.

The March medical staff meeting featured a cartoon 
caricature promotion of the people involved at ECEC and the 
services to be provided by the facility. This slide presen
tation was prepared by the public relations department and 
the medical staff committee.

At the April meeting of the medical staff, members 
of the ECEC medical staff committee explained again the 
services available at ECEC. The associate administrator 
presented the application form necessary for transfer of 
patients, introduced key hospital personnel, and carefully 
explained the rates.

It is difficult to analyze the results of these
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promotional efforts. The medical staff generally is inter
ested in the acute dramatic problems. Most of the physicians 
had never been involved with a long-term facility. They were 
much more interested in the new hospital and the facilities 
and the services that would be provided.

The members of the ECEC committee of the medical 
staff maintained a sincere loyal interest in the goals of 
the institution. Later, results were to show that much of 
the promotion was through personal persuasions. The admin
istrator, because of his personal acquaintance with members 
of the staff, was able to illustrate how ECEC could meet 
their needs as well as the needs of the hospital corporation. 
The soft-sell approach at the medical staff meetings paved 
the way by acquainting the staff with the services that 
would be provided.

Promotion to Hospital Employees
It was considered vital that hospital employees 

understood what would be happening- at ECEC. Staffing ECEC's 
119 necessary positions was essential and some present 
employees were needed to provide a nucleus work force. Like 
the medical staff, most of the employees were looking ahead 
to the new hospital. Those that would be requested or 
required to remain behind needed to understand the role of 
the facility to have pride in their new endeavor. The feel
ing of being cast off had to be dispelled.

Short one-page newsletters were sent to all employ
ees at their homes. The "count-down" theme was used to
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indicate the number of days until opening. The style of 
writing was similar to the news sections of the magazine 
U.S. News and World Report. A sample of an ECEC newsletter 
is included in this presentation as Figure 10.

Assistant administrators, department heads, super
visors, and lead personnel were briefed about ECEC. This 
made it possible for them to better explain ECEC to employ
ees and answer their questions. It also brought home to 
many of them the magnitude of their dual responsibilities.

Promotion to the General Public 
The most difficult group to inform is the general 

public. Interest focused on the new hospital. The press 
would write stories about the new hospital and incidentally 
mention the conversion of the old.

On February 18, 1968, the administrator and associate 
administrator appeared on a board of inquiry, a public service 
question and answer program, on KFAB, a local radio station. 
The newsmen asked questions about ECEC and Nebraska Methodist 
Hospital, giving the administrator and associate adminis
trator the opportunity to explain about ECEC to the public. 
This, however, reached a limited audience.

ECEC was not shorted on publicity by the adminis
trator for he realized that the new hospital would not need 
much promotion.. ECEC would be the institution facing the 
problems once the move was made. Therefore, all publi
cations or promotional pieces emphasized ECEC equally with 
the Nebraska Methodist Hospital. The only exception was



January 24, 1968

T-82 and counting.
The new Eppley Care Center and the new Nebraska Methodist 
HospitaI""b oTli belong to the Nebraska Methodist Hospital 
CoFporation...same Board of Trustees, medical staff, 
administrator... and, in most cases, the same department 
directors. '
Where you work (either at Eppley or the new hospital) will 
not affect longevity, salary schedule, payroll procedures 
or general policy.
Many employees will be allowed to choose which hospital 
they work in. Choices are most likely Tn nursing service, 
food service, housekeeping, physical therapy"' and maintenance.
TTlT.la"undFy-workers will stay here. Other departments’ wiTI
have limited representation at Eppley.
Many employees have already told us they want to stay at 
Eppley. There are many reasons for this: Personal 
convenience— no more parking problems and elevator delays; 
cToie to-horne; less visitor traffic and split-second 
timing. Challenges: an opportunity to work in a totally 
new fie Id“" of medicine. You get to know patients better 
because they are here longer. Activity: a change of pace 
because of a different, less critical type of patient.

Don’t say "old hospital”... say "Eppley Care Center"

Fig. 10.--News letter
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the brochure for the opening of the new hospital. This 
brochure, entitled "Care," did, however, have one page 
devoted to ECEC.

Generally, the public relations program was most 
successful for employees and moderately successful for the 
medical staff. It was difficult to measure results with 
the general public.

By conversion date, all of the positions at ECEC 
were filled. The newsletter publication accounted for inter
esting many of the present employees and recruiting others.
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IX. THE OPENING OF THE EPPLEY CARE CENTER 
AND INITIAL PROBLEMS

Opening ECEC
In March, 1968, it became apparent that the new 

hospital would be ready for occupancy on April 28, 1968.
The plan was established to move patients to the new hos
pital on Sunday, April 28, and begin direct admissions on 
Monday, April 29.

Approximately one week prior to the move the inpa
tients would be surveyed to see which ones would be eligible 
to remain. These patients would have applications completed 
by the medical staff committee. These, then, would be the 
first patients admitted to ECEC and ECEC would begin 
operation at 3 P.M., April 28, 1968.

About one week prior to the conversion date, new 
admissions, except for emergency cases, ceased. With the 
dropping census, nursing personnel were freed to be 
oriented to the new hospital. Nursing personnel who were to 
be a part of ECEC were briefed as to their functions.

During this period the social service department 
handled applications for the patients to be admitted to ECEC. 
Twenty-seven patients were deemed eligible and throughout 
the week were transferred to the third and seventh floors 
which were the original floors to be opened. These floors
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could accommodate twenty-one patients each.

The associate administrator took over the hospital 
on April 20. The administrator moved his office to the new 
hospital. The associate administrator was'responsible for 
the moving of patients from the old hospital and the admin
istrator was responsible for the receiving of the patients 
at the new hospital.

Several ambulances, staffed with physicians and 
nurses, transported the patients. In some cases the patients 
were transported by the family with nursing personnel rid
ing with the patient. The moving of sixty patients was 
accomplished without incident and on schedule.

A noticeable difference occurred at 3 P.M. when 
ECEC personnel took over the care of the remaining twenty- 
seven patients. Many of the patients were immediately 
encouraged to use the floor dining rooms for the four o'clock 
meal. Most of these patients had not been allowed to have 
their meals any place but in their room with preference 
given to bed feeding. The 8 P.M. bedtime snack was initia
ted the same day.

On Monday, the physical, occupational, speech, and 
radiology therapies began. Most patients received at least 
two treatments a day. The rehabilitation clinician began to 
develop care plans and treatment schedules for the patients.

Remodeling of the sixth floor also began on Monday 
with walls, and partitions being torn out. The front entrance 
had been sealed on Sunday and signs were located directing
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people to the east entrance. The paging system located by 
the east entrance was activated on Sunday and the removal of 
non-essential telephones began on Monday. Immediately a 
sign announcing the remodeling of ECEC was placed on the 
front lawn.

Overcoming the Effects of Change 
Administratively, the greatest single problem was to 

overcome the effects of the change from an active 270-bed 
hospital to twenty-seven patients in a long-term hospital. 
This change was more depressing when one would come back from 
the new hospital and the frenzied activity associated with 
the heavy influx of new patients and the handling of new and 
sophisticated equipment.

The first weeks were spent orienting the staff to the 
realities of long-term patient care, It was necessary to 
make decisions on certain procedures that had not been 
anticipated. Such items as the safe transportation of drugs, 
deviations in charting, clearing patients' insurance, stor
age of surplus furniture, placing patients, and showing the 
facilities to families of hospitalized patients consumed much 
time for the staff. Morale began to rise with the favorable 
reaction of patients to the facilities and the care provided. 
Another boost was provided with the success of the early 
rehabilitation’conferences.

Continuing the Admissions of Patients 
The continued admission of patients to ECEC was an
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early problem. The medical staff was not accustomed to com
pleting applications for the transfer of patients. An 
application approved by a member of the ECEC medical staff 
committee had been deemed necessary prior to transferring a 
patient.

The application was to protect the institution from 
exploitation by medical staff physicians. The feared 
exploitation consisted of an attending physician trying to 
place a patient more acutely ill than the care level 
provided. This had been known to happen in progressive care 
facilities due to the attractive rate levels.

The application further allowed the committee to 
develop the growth at ECEC in the right way. Priority was 
felt to be necessary for the extended care and rehabilita
tion patient who would enter the facility and then be able 
to go home. There was fear that too many chronic patients, 
whose prognosis would require permanent care, might take 
all the available beds.

The application system caused many problems during 
the early months. Application forms were revised to include 
more pertinent data throughout the first several months.

The original plan had called for the nursing staff at 
the new hospital to complete the forms. Most of the infor
mation could be taken from the patient chart by the unit 
ward clerks. The attending physician could then complete the 
application and have it forwarded to ECEC for approval.

Early in the transition it was determined that this



system was not working. Analysis by administration showed 
that the nursing staff was not anxious to help spot patients 
to be transferred and was reluctant to complete the 
applications. The reasons were understandable:

1. Nurses were not anxious to transfer a less than 
acutely ill patient and then have the bed filled 
by an acutely ill patient. This would increase 
their workload.

2. Ward clerks did not like to complete applications 
and preferred their other assignments.

3. Nursing management did not feel that it was their 
duty to consistently try to push for the trans
fer of patients.

The associate administrator decided that the social 
service department would visit the units at the new hospital, 
work with nursing service, see that the application was 
initiated, talk to the physician, patient, and family, and 
arrange the transfer including transportation.

This system was initiated in June, 1968. It began 
to work so well th'at the social service department then 
began to visit other community hospitals to arrange transfers 
There was a noticeable increase in patient census in a 
short period of time.

Obtaining Approval As an Extended Care Facility
Preparation began early in 1968 to obtain approval 

as an extended care facility under Conditions of Participa
tion: Extended Care Facilities as regulated by the Federal



Health Insurance for the Aged, U.S. Department of Health, 
Education, and Welfare. The new hospital was automatically 
certified as participating under the hospital portion. 
However, to participate as an extended care facility, it was 
felt by administration that ECEC would require a survey.

The conditions for participation for extended care 
appeared to be minimal. It was felt that ECEC was ready for 
certification prior to the move. Therefore, a request for a 
survey was made and an inspection was arranged for May 7, 
1968. This survey was passed with only one minor 
discrepancy noted.

Participation required meeting standards in the 
following areas:

1. Qualified administrator.
2. Patient care policies and patient care policies 

committee meetings.
3. Nursing service with twenty-four hours coverage.
4. Qualified dietary services with professional 

management.
5. Restorative service under professional manage

ment.
6. Pharmaceutical services under professional 

supervision.
7. Provision for obtaining diagnostic services such 

as laboratory and x-ray.
8. Provision for obtaining dental services. 

Provision for social services with at least
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consultation by a qualified social worker.

10. Patient activities under the direction of one 
individual.

11. Maintain proper clinical records.
12. Having an effective transfer agreement.
13. Providing a suitable physical environment.
14. Providing housekeeping services.
15. Having a satisfactory disaster plan.
16. Providing for systematic utilization review.
The standards within each of the above areas outlined 

maximum to minimum qualifications. ECEC was in a position 
to meet the maximum qualifications and easily passed the 
inspection.

Accrediting the Institution
It was planned to apply for Joint Commission on 

Accreditation of Hospitals (JACH) accreditation after the 
minimum waiting period of six months. The Nebraska Methodist 
Hospital was due for inspection in August. Administration 
felt it would not be necessary to prepare ECEC for 
inspection since it was felt that they would not be eligible 
for application until October.

During the inspection in August, the inspecting 
physician indicated that he would inspect ECEC the next 
morning. This inspection involved primarily the medical- 
surgical portion of the operation with further emphasis on 
other operating departments. ECEC passed the requirements
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for accreditation and was approved for three years as a part 
of the Nebraska Methodist Hospital. The JACH was the first 
accrediting or licensing body to recognize the relationship 
between the two facilities.

Winning the Support of Insurance Companies
The most crucial problem to the administration has 

been obtaining participation by insurance companies. 
Throughout the entire first year of operation their partic
ipation has always been in doubt.

Administration recognized that the support of the 
private insurance industry would be vital to the growth of 
ECEC based upon the philosophy and program set forth by the 
medical staff. An approach to the insurance industry could 
not be made until the problem of licensure had been 
resolved.

On April 3, 1968, the administrator, associate 
administrator, and the hospital attorney met with the direc
tor of the hospital division of the state health department. 
From this meeting it was determined that the Nebraska 
Methodist Hospital Eppley Complex would retain the present 
license and the new hospital would receive an equal general 
hospital license. This decision was based on the profes
sional staffing and the many acute treatments offered at 
ECEC.

On April 11, 1968, the associate administrator met 
with officials of Mutual of Omaha to obtain a working
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relationship with this company. The following points of an 
experimental agreement were reached prior to opening:

1. ECEC must retain its general hospital license.
2. Mutual of Omaha must be notified within fourteen 

days of the admission of a policy holder. ECEC 
would be covered during this period.

3. Policy holders must be transferred from the new 
hospital— no direct admissions.

4. This agreement would be in effect for four 
months.

On April 12, 1968, the associate administrator met 
with Blue Cross-Blue Shield. This meeting resulted in an 
experimental agreement for an indefinite period of time.

Other companies were expected to fall in line with 
the leader. Nothing could be further from the truth.
While coverage was obtained from most companies it soon 
became apparent that each company had to have many differ
ent questions answered. Most companies sent represen
tatives to visit ECEC and much administrative time was 
spent in answering questions and showing the facilities.

The first set-back occurred when Mutual of Omaha and 
Blue Cross informed the associate administrator that their 

agreements covered only the private portion of their busi
ness and not the group plans. The contention that ECEC was 
not realy a hospital even though properly licensed was 
emphasized by the companies. The reply to these group 
departments was that ECEC was as much a hospital as any
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out-state facility and that the company should pay if the 
patient justified hospitalization.

The associate administrator decided to test the 
group departments of Mutual of Omaha. One case was admit
ted who was a member of a company group who had a member on 
the hospital Board. Another policy holder was admitted from ' 
a company doing a great deal of business with the hospital. 
Both cases were deemed as requiring hospitalization and could 
have been legitimately in the new hospital. Both cases were 
documented thoroughly. The bills were sent to Mutual of 
Omaha and were denied. Pressure was placed on the companies 
but still the claims were denied. It was hoped that the 
companies would pressure the insurance group carriers, but 
as yet no positive results have been noted.

A major breakthrough was obtained when the Federal 
Blue Cross group gave recognition to ECEC after previously 
denying claims. Other groups have given recognition, but 
the battle for participation has been intensely waged since 
the facility opened.

The major problem facing group carriers has been 
that there has never been a facility in the midwest quite 
like ECEC— a facility licensed as a hospital, corporately 
connected with an acute hospital, performing many acute 
procedures, specializing in rehabilitation, and providing 
radiation therapy. Their rates were based on norms. The 
normal situation prior to ECEC was to send a patient home 
once the acute phase was completed. The hospitals did not



have bed capacity for continued rehabilitation. Once the 
patient was home the insurance carrier was no longer 
liable. Their group rates had been bid on these assump
tions and this factor increased their willingness to fight 
this innovation in health care.

Another on-going problem, though of a lesser degree ' 
than the insurance industry, has been reimbursement by 
Medicare. Most of these problems have been involved with 
the lack of criteria for extended care. The intermediary 
(Mutual of Omaha) has been helpful in providing criteria to 
determine if a patient is a true extended care patient, yet 
these are not valid in all instances and some claims have 
been rejected.

In one instance, the intermediary's representative 
informed the business office manager that extended care 
patients who had been transferred to nursing care could still 
receive up to 100 physical and occupational therapy treat
ments if they were classified as out-patient visits.
When the claims were submitted these were then denied by 
another of the intermediary's representatives.

The associate administrator had a meeting with the 
intermediary's supervisor. The supervisor stated that 
these patients could be sent to another hospital and the 
treatments would be allowed, but that the patient could not 
be treated at ECEC by ECEC personnel.

The supervisor then went on to cite a case that was 
valid. Home X and Home Y owned by the same corporation had
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a shared physical therapist working out of Headquarters Z.
The physical therapist could visit the home and his 
services were allowed.

This illustration made the answer simple. Instead of 
the billing being headed the Nebraska Methodist Hospital 
Eppley Care Center, any réference to Eppley was left off. 
Since the rehabilitation personnel are interchangeable it 
could be stated that the physical therapists and occupa
tional therapists were sent from the new hospital to serve 
the patients at ECEC. This made the claim valid.

The insurance industry made it necessary to change 
the official name of ECEC. After operating for several 
months it was determined that the word "Care" in the 
Eppley Care Center was the source of many third-party 
problems. In September, 1968, the Board adopted a new 
name— The Nebraska Methodist Hospital Eugene C. Eppley 
Complex.

The third-party battle will continue even to the 
point of judicial litigation. The claims that have been 
rejected on the grounds of whether or not ECEC is a hospital 
will be pursued. Each case will be documented and referred 
to the hospital attorney.
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X. A CHANGE IN MEDICAL STAFF ATTITUDE

One of the most interesting aspects of the conver
sion of the facility to long-term care has been the change 
in the attitude of the medical staff. The philosophy and 
program for ECEC provided that the medical staff for ECEC 
was the same as for the acute hospital. In a sense, if 
they were accepted for membership on the Nebraska Methodist 
Hospital medical staff, they were automatically on the 
ECEC staff.

Additionally, the constitution and by-laws of the 
medical staff had been amended to provide for ECEC being 
an integral part of its responsibilities.

The Work of the Committees
The amended constitution and by-laws included a 

committee of the medical staff to govern medically the 
care of the patients at ECEC. This committee is known as 
the Eppley Complex Committee of the Medical Staff. This, in 
essence, became the resource committee for the administra
tive personnel at ECEC. The chairman of the committee was 
on the executive committee of the Nebraska Methodist Hospi
tal medical staff.

The committee was composed of the members- of the ad- 
hoc committee plus several new members. The committee was
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made up of the following specialists:
1. Orthopedic Surgeon (1)
2. Neuro Surgeon (1)
3. Internist (3)
4. Radiologist (1)
5. Ophthalmologist (1)
6. Surgeon (3)
7. Pathologist (1)
A surgeon was named chairman of the committee. 

Throughout the first year of operation the strongest support 
was given by surgeons and specialty surgeons. It was 
originally anticipated that the most constructive efforts 
would be received from the internal medicine specialists.
Of the committee, only five could be classified as active, 
yet interest and help was received from all members with 
the exception of one surgeon.

The chairman split the committee into three groups 
consisting of four members each:

1. Admission and Utilization Review Committee.
2. Physical Medicine and Rehabilitation Policy and 

Advisory Committee.
3. Convalescent and Chronic Medicine Policy and 

Advisory Committee.
Only the first two committees are active.

The committee which met most frequently was the 
Admission and Utilization Review Committee. One of its 
functions was to review and approve applications for
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admission. A member of the committee had to approve the 
application before the patient could be admitted. A review 
of the applications after admission was to guide the 
signing members.

Another function was to provide for reviewing 
patients with stays longer than thirty days. Medicare 
requires that all patients be reviewed systematically and 
regularly and that patients no longer requiring skilled 
services be dismissed or transferred to another service.

The last function has been streamlined from 
laboriously reviewing charts to reviewing summaries. One 
physician reviews all compiled summaries weekly. They are 
reviewed finally at the end of the month by the entire 
committee.

The utilization review has become the dominant part 
of this committee's activity. The physicians have provided 
competent leadership in providing for a minimum of abuse to 
the Medicare law. This action has discouraged some 
physicians from transferring marginal patients to ECEC.
Some physicians prefer to leave their patients where the 
maximum benefits can be received whether they are needed or 
not. Criteria by Medicare as to what is an extended care 
case was released in the summer of 1968. These guidelines 
were more liberal than the previous interpretation of the 
committee.

The Physical Medicine and Rehabilitation Policy and 
Advisory Committee concerned itself primarily with the
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weekly rehabilitation conference. At this conference each 
rehabilitation patient was discussed by each specialty and 
the attending physician as to progress, future treatments, 
and orders. This meeting has impressed physicians.

The whole committee, meeting about once a month, 
assisted administration and the hospital based departments 
with certain problems. Many of the problems are too 
lengthy to be discussed in this paper and will be referred 
to by subject only:

Pronouncing the patient dead.
Hiring and utilization of a speech pathologist.
Consultation for rehabilitation.
Construction progress.
Amputee clinics.
Pulmonary medicine.
Promotion of facilities and services.
Editing a brochure for medical content.
Rehabilitation for insurance companies.
Staffing for various units and services.
Catheter care.

Deeper Involvement of the Medical Staff
Generally, administration in a hospital uses the 

medical staff as a sounding board for some administrative 
policies and procedures, but avoids having the medical staff 
made administrative decisions. In the development of ECEC 
this attitude was maintained, but because of the interest of
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the committee in certain aspects of administration, the 
committee members became involved in certain aspects of 
administration. At all times their recommendations were 
considered as advice, but were not always implemented.

For example, the problem of physician visits to 
their patients on a weekly basis became a somewhat serious 
problem. Some staff physicians would not visit their 
patients that often. This committee wanted to strictly 
enforce this policy by temporarily denying admission privi
leges to both institutions. The administrative decision 
was to soft-pedal enforcement because this would result in 
physicians not sending or transferring their patients to 
ECEC. Consequently, persuasion and reminders were used, but 
not disciplinary action. The situation began to improve 
markedly in November, 1968.

The committee did recommend and it was subsequently 
implemented that ECEC employ a physician at least one hour 
a day to advise the rehabilitation department, administra
tion, and the nursing staff on the care and treatment of 
rehabilitation patients. He would visit rehabilitation 
patients regularly and provide the rehabilitation depart
ment with the right orders to request from the attending 
physician.

A marked medical staff attitude change toward ECEC 
was noted in November. Over fifty physicians were using the 
facility— about one-fifth of the medical staff. '

Physicians who stated publicly that they would never
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use the facility now included ECEC on their rounds. Some 
physicians who were too busy to visit their patients at 
ECEC referred ECEC patients to other physicians. Most 
larger offices had one of the partners who regularly 
attended patients at ECEC.

In the beginning the medical staff attitude was not 
encouraging. The hard work of the ECEC committee and the 
results of the rehabilitation department plus the quality of 
service all contributed to this attitude change.
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XI. PUBLICITY FOR THE EPPLEY CARE CENTER

Historically, the administration of the Nebraska 
Methodist Hospital has shied from excessive publicity.
This originated sometime in the past with some rather 
serious relationships with newspaper reporters over the 
publication of a story involving sheltered information.
The administrator was misquoted and some unauthorized 
pictures were taken. This led to a reluctance on the part 
of administration to participate in news releases.

Throughout the intervening years various public 
relations firms and individuals have been used to overcome 
this basic administrative weakness without a great deal of 
success. Public relations firms could not devote enough 
time to successfully understand the complexity of a 
hospital. Individuals employed often tended to promote 
themselves rather than the institution. The results were 
the same and this area is still a serious administrative 
weakness.

To launch the ECEC it was necessary to provide some
publicity. This was especially necessary to dispell the
public image of ECEC being another "old folks home." Such
publicity was extremely difficult because of the complexity
involved in explaining what ECEC intended to accomplish.
The facility, throughout the first months, developed
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differently than originally intended and it was during this 
development period that it was particularly difficult to 
explain. Another factor, of course, related to the public's 
unfamiliarity with the new concepts and terminology of the 
ranges of long-term care services. Overriding all consider
ations were the reimbursements by third party payers and 
the maintenance of licensure.

An Initial Brochure
Early efforts were directed to the publication of a 

brochure. This brochure was intended to serve several 
objectives:

1. Depict ECEC as an intermediate hospital taking 
patients from an- acute hospital, offering 
rehabilitation and treatments, and returning the 
patient to his home.

2. Illustrate to insurance companies that ECEC 
was a hospital and as another unit of the 
Nebraska Methodist Hospital was entitled to 
third party reimbursements.

3. Encourage potential patients at the Nebraska 
Methodist Hospital to transfer to ECEC for the 
rehabilitation or the convalescing phase of 
their disability or illness.

4. Encourage physicians to use ECEC.
Because of the multitude of objectives this brochure 

was especially difficult to develop. Editing detrimental
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information was extremely important to meet the demands of 
the insurance industry. Physicians involved at ECEC tended 
to view ECEC in relation to their specialty. Insurance 
advisors dwelled on their point of view.

The result was a brochure developed over a period of 
six months. This brochure tended not to meet the goals of 
all concerned. Insurance companies could still point to 
factors that would allow them to escape paying claims. 
Physicians having patients with complex diseases not 
relating to rehabilitation were not satisfied.

The over-all result did not encourage patients to 
transfer from an acute facility to ECEC. The distribution 
of this brochure to the lobby and lounges of the new 
hospital was of value to relatives of patients with long
term problems.

After four months of use, it was determined that 
this brochure was being used by some insurance companies as 
a means for not paying claims. The decision was then made 
to use it primarily as a social service patient contact tool.

When continued licensure as a general hospital 
became a problem there was some concern as to the need of a 
general hospital to publish a brochure. Most hospitals do 
not have brochures depicting or explaining their services. 
This factor also led to the dicontinued use of the brochure 
except through social services.
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Slide-Tape Presentation
The most successful promotion was a slide-tape 

presentation depicting the first six months at ECEC. This 
presentation in November, 1968, was aimed at inducing the 
physician to transfer patients to ECEC. (By the time this 
presentation was made, the Eppley Care Center had been 
renamed.)

This report carefully explained the remodeling prog
ress, the services of the institution, and vital statistics 
showing the growth of the institution. Toward the end of 
the report it pointed out the problems faced by administra
tion which involved the medical staff. Only two problems 
needed correction. These involved the physician visita
tions and easing of paperwork involved in the transfer.

The results of this program were immediate. More 
physicians began to refer patients to ECEC. Patient days 
increased from 2,224 in October, 1968, to 2,658 in 
November, 1968. The average daily patient census increased 
from 74.1 to 88.6. Physicians noticeably improved their 
attendance to patients at ECEC or were more willing to refer 
patients to another physician.

Results Achieved
Promotion throughout the first year has been 

extremely difficult due to the complexity of ECEC. Most 
promotion attempted has achieved the results intended which
are :
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1. To develop an image as a rehabilitation unit.
2. To admit patients of all ages.
3. To obtain better third-party payment.
4. To improve physician visitation.
5. To provide for growth in the right type of 

patient utilization.
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XII. EXPANSION AND GROWTH— MANAGEMENT PROBLEMS

Prior to ECEC’s opening, many plans had been devel
oped relating to its objective, operation, and management. 
Major plans included the philosophy and program, the budget, 
and a program for remodeling. Many hours were devoted to 
the development of these plans and it was intended to 
operate in accordance with these plans.

In retrospect, the development of ECEC deviated from 
the plans and many major management decisions affected the 
development. The original plans were practical plans built 
on the experience of other institutions. Yet, in many ways, 
ECEC has developed differently and has capitalized on the 
strength of its administrative and professional organization.

The decisions affecting ECEC's growth fall into 
three categories--services, remodeling, and financial.

Contributing Service Decisions
The decision to conduct a weekly rehabilitation con

ference conducted by a committee physician knowledgeable in 
rehabilitation provided attending physicians with good com
munication and advice on their patients. Many physicians 
became extremely interested in these services. These con
ferences contributed substantially to the growth of the 
rehabilitation services including physical, occupational,
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and speech therapy.

The original planning counted on the nursing 
personnel at the new hospital to initiate forms and con
tracts for patients to be sent to ECEC. It was discussed 
that this was not in the best interest of the nursing 
personnel and the decision to assign total responsibility 
to social service was a major contributing decision to 
provide growth.

Social service, a new department based at ECEC, 
knew the type of patient best suited for transfer. It was 
briefed on service loads and rooms available for patients. 
Through social service the growth could be coordinated, 
balanced and to a degree controlled. The nursing depart
ment on the other hand was only interested in transferring 
patients who were problems and often not the type that 
could be helped at ECEC. While nursing service at the new 
hospital could not adequately explain the concept of ECEC 
to the patient, social service could describe the 
facilities and services. The result was an immediate 
growth in census with the right type of patient.

ECEC retained a cobalt and deep therapy x-ray unit 
for the treatment of cancer patients. Eight to ten 
patients were receiving treatments throughout the first 
six months. These patients were on various units.

Administration approached the radiologists with the 
idea of expanding this service. An offer was made to pro
vide them with a floor and a charge licensed practical
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nurse of their choice providing they could utilize this 
floor adequately. The offer was accepted and the results 
were immediate with an average in-patient census of about 
twenty patients. These patients were transferred from the 
new hospital with a minimum of red tape attached to the 
normal transfer. This freed beds at the new hospital for 
patients needing a wider variety of treatments and services. 
These patients at ECEC received specialized care relating 
specifically to their illness. The complaints of the 
radiologists about unstandardized treatment of their patients 
on units ceased.

Toward the end of 1968, it was noted that many 
patients had a multitude of medical problems that could 
be classified as acute. Several patients had been admitted 
comitose with the hope of eventual recovery through 
rehabilitation. It was decided to centralize these patients 
on one unit (third floor, twenty-five beds) and subsequently 
centralize an adequate professional staff to care for 
them. This was accomplished in 1969.

It was intended to use this floor for patients 
acutely ill and for the transfer patient who needed a com
plete professional evaluation before being transferred to 
another unit. The charge for services on this unit were 
increased in comparison to other units to accommodate the 
more intense staffing.

Throughout 1968, the productivity of the rehabili
tation department was relatively low. Several factors were
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contributing to this productivity lag:
1. Supervision.
2. Patient scheduling coordination.
3. The five-meal plan.
4. Patient transportation.
During the early development, departmental supervi

sion was provided by the department head on a shared basis 
with the new hospital. The assignment of a full-time 
physical therapist in charge of the department during the 
department head's absence provided improvement.

The scheduling of patients for rehabilitation serv
ices was haphazard and often not communicated to nursing 
until the department was ready for the patient. The nursing 
department might be, for example, giving the patient a tub 
bath and so the treatment would be cancelled. A master 
schedule printed and distributed to all departments improved 
this coordination.

The ten o'clock main brunch and the four o'clock main 
meal stopped treatments for rehabilitation. This amounted 
to about twelve man-hours lost per day. The decision to 
place rehabilitation patients on one unit with flexible 
feeding schedules improved this situation.

Throughout the early development the nursing depart
ment was to transport the patients to the therapies. Due to 
the pressures of performing tasks and supposedly frequent 
help shortages, many treatments were cancelled because of 
transportation of patients. On many occasions rehabilitation
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personnel were having to go after their patients and return 
them to their units once the treatments were completed.
This reduced the number of treatments. Administration 
decided to hire two escorts responsible to the communica
tions receptionist and solved this problem. They trans
ported patients according to the master schedule. The 
nursing department was instructed to have the rehabilita
tion patients ready according to the schedule.

All of these efforts improved the productivity of 
the rehabilitation department. Productivity improvement 
was essential because in a long-term facility this depart
ment is a major revenue department and an expensive 
department to operate.

In October, 1968, it was decided to hire a con
sulting rehabilitation physician on a part-time basis.
His primary responsibilities were to provide consultation 
to the rehabilitation nursing team, the rehabilitation 
department, and the administration. He additionally was to 
regularly review each rehabilitation case and make 
recommendations to" the attending physicians through the 
appropriate department head.

He has been active in obtaining support of major 
compensation insurance companies for their workmen's compen
sation clients. Early in 1969, the first such client was 
referred to ECEC for rehabilitation. This is expected to 
broaden the rehabilitation services.

These major decisions affecting service enhanced



129
ECEC's strength in rehabilitation services. It has been 
the desire at ECEC to develop the services relating.to 
rehabilitation and extended care and to soft-pedal develop
ment for the nursing home patient. The utilization of 
more professional services would more effectively alleviate 
pressures on the new hospital and provide ability to 
recruit and maintain a professional staff.

Remodeling Decisions
It was decided to develop a complete occupational 

therapy department on the first floor, southeast wing.
This was beyond the scope of the original remodeling plan.

The decision was based on the effectiveness of this 
rehabilitation section in complementing the physical 
therapy services. Toward the end of 1968 approximately 
twenty to twenty-five patients were treated daily in this 
unit. With increasing patient loads it was felt that 
space had to be provided that would provide for better 
supervision by a registered occupational therapist, provide 
more specialty services, and make it possible to recruit 
and maintain a good occupational therapist.

The initial impression was discovered to be extremely 
important for the newcomer to ECEC. More important were 
the reactions of family and friends of the patient. A well- 
lit entrance was deemed necessary to create the proper 
environment.

A raised tub with mechanized patient lift was
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authorized for the sixth floor. This provision for 
bathing patients has saved time and labor. Many patients 
had not had tub batlis for months because of the inability 
of the nursing staff to get them into a tub. This special 
tub made it possible to bathe approximately twenty patients 
per day and utilize only one employee. More of these 
devices have been authorized on other floors.

Many minor remodeling decisions have been necessary 
throughout the construction period that were beyond the 
scope of the original plans. Remodeling of one area has 
made remodeling of an adjacent area necessary to provide for 
continuity.

Most decisions have been reached on the basis of 
attracting the patient. Presently under construction, for 
example, is the remodeling of former laboratory space for 
speech therapy. This area will have attractive sound
proofed rooms and modern equipment.

Financial Decisions
Most of the decisions involving finance were made 

prior to the conversion. This included the preparation of 
the 1968 budget and the contracting of the major insurance 
carriers. Most of the operating financial decisions were 
intermingled with decisions on service and remodeling 
generally on a long-term "go" or "no-go" basis. There were 
decisions made in various other areas that had broad 
financial implications.



Soon after opening, exploratory contracts were 
made with the County Welfare Department to establish a per 
diem for welfare cases under the Medicaid portion of the 
Medicare Law. Under this provision the county pays twenty 
per cent, the state pays twenty per cent, and the federal 
government pays sixty per cent of the stated per diem. The 
per diem was established for ECEC based on the operating 
costs of the previous year when ECEC was the Nebraska 
Methodist Hospital. The per diem allotted was $35 per day 
for hospital cases and $10 per day for nursing care cases.

It was determined that for patients hospitalized, 
the $35 per day would cover cost of room, board, nursing 
care, and various therapies. It could also make a sizeable 
contribution to the staggering overhead. No limiting 
factors were placed on patients in this classification.

The $10 per day allocation for nursing care cases 
would cover direct expense but more than likely not 
contribute toward overhead. A policy was established to take 
these patients only when beds were plentiful. The theory 
was that an additional patient did not require an equally 
additional portion of labor since the floor was already 
adequately staffed.

These patients were all accepted on a temporary 
basis and would be replaced with patients capable of paying 
their own way. This situation began to occur in January,
1969 , and these patients were gradually placed in'other
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A policy was adopted to pursue the third-party 
payments for patients at ECEC. This was initially handled 
rather ineffectively by business office personnel at ECEC.
A decision was made to place this pursuit of benefits in 
the hands of the controller and the business office manager 
in the new hospital. This change produced results.

Later a policy was adopted not to transfer any 
patient under the age of sixty-five until third-party 
insurance had been cleared through the business office 
staff.

The general hospital license for the Nebraska 
Methodist Hospital Eugene C. Eppley Complex was summarily 
changed to a chronic and convalescent license for 1969 by 
the state health department. This would have assured no 
recourse to insurance companies.

A major financial decision was involved in legally 
defense was based on the type of acute treatments and the 
type of patient cared for at ECEC. In April, 1969, the 
license was granted to ECEC for 215 acute hospital beds.
The decision to pursue this license virtually assured 
equal treatment by third-party payers to any other licensed 
hospital.

The preparation of the 1969 budget in October, 1968, 
illustrated strategic decisions relating to the hospital 
corporation. Much of the budget for ECEC was based on 
allocations of costs of departments located in the new 
hospital which were doing work for ECEC.
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Medicare reimbursements are on a percentage of costs 
including depreciation and interest expense. Usually, the 
ratio produces less than 100 per cent of costs including 
depreciation.

Since ECEC, by the nature of its long-term services, 
accommodated a high proportion of Medicare patients, it was 
decided to charge services from the new hospital to ECEC to 
the maximum amount reasonably allowable. Such departments 
as medical records, chaplaincy, business office, supply, 
pharmacy, administration, communications, and central supply 
were allotted on a reasonable basis, usually based on 
patient days or percentage of charges.

Since the government reimburses on costs based on 
the ratio of Medicare patients to non-Medicare patients, it 
was important to allocate to the ECEC budget. ECEC had a 
high ratio of Medicare patients compared to the Nebraska 
Methodist Hospital. Since ECEC was a developing institution, 
the per diem costs would be high.

Most of the above decisions were not made by a single 
individual, but were made within the top management 
hierarchy. Many were initiated by the administrator and 
associate administrator or by the assistant administrator for 
finance.

These decisions and other interim decisions have 
helped shaped the image of ECEC in relation to the new 
hospital. Every effort has been made to encourage and main
tain corporate solidarity.
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The course charted by ECEC was extremely difficult. 

This was a duly licensed hospital specializing in a wide 
variety of long-term patients. Many were not readily 
allotted into defined categories. To shape the image and 
obtain the necessary support was extremely difficult and 
required much corporate strength.

The most important decision ever made relating to 
ECEC was prior to opening. It was the decision to make 
ECEC an integral part of the corporate structure.
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XIII. STATISTICAL AND FINANCIAL EXPERIENCE

The Nebraska Methodist Hospital for nearly a decade 
has provided good financial and statistical data. The use 
of the data is most important especially when a new and 
different enterprise is being launched. Information avail
able to the associate administrator at the Nebraska 
Methodist Hospital included:

1. Controllers Report. This daily report pro
vides on the same form the following informa
tion relating to both facilities:

a. Daily income and disbursements.
b. Cash position.
c. Accounts receivable.
d. A breakdown of daily income accounts to 

budget.
e. Patient days by nursing unit.
f. Month to date income and patient days.

This report in 1969 was extended to provide a 
daily breakdown of the number of employees in 
each institution.

2. Responsibility Report. This financial report is 
prepared for different levels of management 
comparing actual experience to budget. Level 1 
is an over-all financial report of the
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institution designed for administration. Level 
2 is designed for administration but provides 
department totals for expense. Level 3 is pre
pared for the department head showing an 
expense breakdown by section of the budget 
(i.e. salaries and wages, supplies, etc.). . 
Supplemental data includes a detailed distri
bution and payroll distribution to back up 
information at Level 3. Administration 
receives all levels.

3. Statistical Report. Each facility receives a 
monthly statistical report relating to patients. 
These statistics are compiled by the medical 
records department and are based on admission 
and discharge data. The most vital statistic
is the average length of stay based on discharge 
data. The source of patients and disposition 
of patients is important to long-term facilities.

4. Daily Census. This report distributed early 
each day provides the room number, name of 
patient, number of patient, name of physician, 
and date of admission. At ECEC a number 
signifies the category of patient (rehabili
tation, extended care, or nursing care). This 
report is useful for determining beds available, 
physicians using services, balance of patient 
load, and utilization review.
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Tables 6, 7, and 8 were prepared from these reports. 
The controllers report provided data for Table 6. This 
exhibit depicts the patient growth over ten-day periods.
Most important is the control indicated in the Average Total 
Revenue Per Patient Day and the Average Room Revenue.

Previously it was pointed out that the room rates 
for extended care and rehabilitation were $21 per day semi
private and $24 per day private. Nursing care rates varied 
from $10 to $20 based on the condition of the patient and 
his accommodations. The average room rate is an indication 
as to whether or not the institution is accepting too many 
nursing care cases.

The average total revenue is indicative of the 
amounts of therapy, drugs, and other services being used by 
the patients. If the average total revenue fell below $25 
during a ten-day period, it could be cause for investigation 
and possible correction. The amount below $25 generally 
reflected the number of week-end days during the period and 
was usually reflected in the next period. The investigations 
often reveal some misplaced charges or other such items.

The drop in census and revenue on the December 30th 
period reflects the number of extended care patients 
dismissed before the Christmas holiday. The nursing care 
patients not using ancillary services are also reflected in 
the margin.

The objective through 1968 was to try to maintain 
room revenues near $20 per day and yet continue to increase
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TABLE 6
NEBRASKA METHODIST HOSPITAL 
EUGENE C. EPPLEY COMPLEX

TEN-DAY STATISTICS

Ten-Day
Period
Ending

Average
Census

Average Total 
Revenue Per 
Patient Day

Average
Room

Revenue

May 10 33.2 $ 25.60 $ 21.31
May 20 30.9 24.53 20.26
May 30 37.2 24.61 20.34
June 10 35.8 27.10 21.82
June 20 48.9 26.04 20.48
June 30 50.5 26.62 20.60
July 10 55.6 26.80 20.73
July 20 54.8 26.06 20.43
July 30 57.5 26.25 19.6 2
Aug. 10 60.4 27.36 19.96
Aug. 20 55.4 26.64 19.58
Aug. 30 51.8 28.32 19.17
Sept. 10 59.7 26.09 19.60
Sept. 20 68.0 27.98 18.92
Sept. 30 70.0 23.74 19.08
Oct. 10 71.1 26.20 18.73
Oct. 20 72.6 23.37 18.74
Oct. 30 78.7 26.25 18.20
Nov. 10 80.4 23.34 18.83
Nov. 20 .89.8 26.62 19.24
Nov. 30 95.6 24.95 19.47
Dec. 10 90.9 24.74 19.85
Dec. 20 91.9 26.89 19.42
Dec. 30 82.8 22.54 18.99
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TABLE 7
NEBRASKA METHODIST HOSPITAL EUGENE C. EPPLEY COMPLEX 

1968 BUDGET TO ACTUAL 1968 EXPERIENCE

Month Budget
Income

Budget
Expense

Budget
Loss

Actual
Income

aActual
Expense

Actual
Loss

May $18,250 $83,823 $65,573 $34,296 $86,663 $52,376
June 29 ,975 88,468 58,493 41,567 79,410 37,843
July 43,900 96,297 52,397 52,738 91,362 38,624

Aug. 51,825 101,230 49,405 53,038 90,769 37,741
Sept. 59,900 100,132 40,232 57,299 92,376 35,077
Oct. 69,875 100 ,039 30,164 66,166 98,556 32,390

Nov. 81,850 103,571 21,721 72,927 105,171 32,244
Dec. 89,775 108,373 18,598 74,647 107,209 32,562

Total $445,350 $781,933 $336,583 $452,668 $751,516 $298,848

depreciation scheduled at $16,695 per month



TABLE 8
ADMISSION AND DISMISSAL STATISTICS

Item May June July Aug. Sept. Oct. Nov. Dec. Total

Admissions.
Total 70 50 54 50 52 51 58 48 433
Over 65 51 39 43 41 41 44 42 40 341
Under 65 19 11 11 9 11 7 16 8 92

Census days
. Total 1,155 1,393 1,747 1,733 1,977 2,306 2,660 2,746 15,717
Over 65 840 1,066 1,347 1,350 1,510 1,897 2,139 2,212 12,361
Under 65 315 327 400 383 467 409 521 534 3,356

Minimum
census

Maximum
72 34 42 52 60 68 79 85

census 41 54 59 62 73 87 99 97

Rehabilitation
visits

Dismissals
428 614 854 1,283 1,206 1,360 1,173 1,0 77 7,995

Total - 32 31 48 48 42 36 49 50 336
Patient days 
Average length

435 652 1,206 1,268 1,082 984 1,565 1,585 8,777

of stay 13.6 21.0 25.1 26.4 25.4 27.3 31.9 31.7 26.1

Admitted from
NMH 29 28 46 39 33 25 34 34 268
Other 3 3 2 9 9 11 15 • 16 68
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TABLE 8— Continued

Item May June July Aug. Sept. Oct. Nov. Dec. Total

Dismissed to
NMH 4 2 7 9 4 8 8 7 49
Home 26 26 33 31 31 20 22 34 223
Nursing home 1 2 3 3 1 3 3 1 17
Expired 1 1 5 4 6 4 9 6 36
Other hospital 0 0 0 1 0 1 7 2 11
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census. The pressures to increase census naturally led to 
more nursing care admissions. This then led to reduced 
average room revenues.

Table 7, taken from the responsibility reports, 
clearly shows the estimated budget income and expense 
compared to what actually happened. The responsibility 
report, available the tenth of the following month, provided 
little in the way of actual control. Analysis of specific 
accounts at Level 3 could often provide for controlling the 
future months. A department watched closely was nursing 
service. Efforts were made to reduce nursing department 
costs below $13 per patient day. This was achieved late in 
the year (1968) when the volume of patients brought the 
costs of nursing care to realistic figures.

The planned loss of $336,583 approved by the Board 
was not realized, with an actual loss of $298,848 being 
taken. Salary increases in September, 1968, and staffing 
to open the sixth floor in December, 1968, tended to 
reflect the consistant loss of $32,000 in the last months of 
the year. Throughout most of November and December, 1968, 
ECEC was considered full. Yet staff had to be employed to 
be trained and ready when the unit opened.

Table 8 illustrates the success of the objective to 
move patients from the main hospital to extended services 
and back to home. Of the 336 dismissed patients, 268 were 
from the main hospital and 223 went to their own homes.

The average length of stay was not meaningful during
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the first few months since the facility had not been 
opened a reasonable period of time. The holding of this 
figure near the thirty-day mark was considered quite 
impressive.

Of concern was the number of deaths slightly over 
ten per cent. In an acute hospital over four per cent is 
extremely high. A number of patients were admitted in a 
terminal phase of their illnesses.

The number of rehabilitation visits is indicative of 
the type of patient being served. This figure also 
indicates changes in treatments or a slackening by the 
therapy department. The latter is controlled by daily 
reports and schedules submitted to administration.

In an expanding long-term unit, effective controls 
are difficult to achieve. The most effective are daily 
reports and schedules. It is difficult to effectively 
control from end-of-the-month reports and statistics. 
Consequently, the most useful controls used at ECEC are the:

1. Daily rehabilitation department schedule.
2. Controllers report.
3. Daily census.
4. Daily nursing department staffing report.



CONCLUSION



CONCLUSION

The building of the new Nebraska Methodist Hospital 
and the simultaneous development of ECEC perhaps demon
strates best the value of long-range planning. Yet there 
are many other lessons in management that should be 
re-emphasized in projects of this scope and complexity.

In the course of any large and complex project there 
are occasions when respected and knowledgeable consultants 
should be retained. Despite the ability of the 
administrator, there are times when a consultant can provide 
the stimulus necessary to achieve the goal. The respon
sibility of the administrator is to recognize when a project 
needs outside expertise in order to motivate action.

The Board employed the services of Dr. Louis Block 
at various strategic times during this long-range project.
He was originally employed in 1960 to provide a study of 
the adequacy of the present facilities and if they were 
deemed inadequate to provide a location study for the site 
for the new hospital. The report submitted in July, 1961, 
reinforced the administrator's position and stimulated the 
Board toward a committment.

Throughout the intervening years he was employed 
to provide, advice and compile reports for the development 
of ECEC. His services were used only at times crucial to
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the project or for the preparation of reports necessary to 
obtain Foundation support.

Another important lesson learned late in the project 
is the strength provided by an enlarged corporation. This 
can be as valuable in the voluntary hospital field as in 
private industry. The decision not to separate the 
Nebraska Methodist Hospital and ECEC into separate entities 
was most important.

This decision provided the framework for a stronger 
organization and allowed centralization of many functions. 
Most of these functions would have been duplicated at 
each location if the corporation had been split.

The value of the enlarged corporation versus the 
smaller corporation is already providing benefits to the 
patient at Nebraska Methodist Hospital. The rates at 
Nebraska Methodist Hospital are less than in other 
leading hospitals in the area and if the illness is of a 
long-term nature an avenue to further reduced costs is 
available through ECEC.

Not specifically emphasized in this paper, but of 
significant value to the entire project, was competent 
legal counsel. Many hospital administrators and boards 
in their zeal to reduce costs fail to provide strong legal 
counsel. The Nebraska Methodist Hospital early in the 
project retained a large and respected law firm with an 
extremely competent attorney specifically assigned to the 
hospital.
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This approach is expensive, but the attorney, in the 

negotiations for financing of this project, saved the 
hospital enough money to retain his firm for several decades. 
His work on other projects such as licensure, obtaining 
federal grants, negotiating loans, zoning, land purchase, 
and dealing with insurance carriers was most valuable in the 
completion of this project.

This paper primarily demonstrates the value of long- 
range planning. The scope of ECEC and its services were 
programmed in the early 1960's. The unforeseen concept of 
extended care promulgated by the Medicare law did not 
change the goal, but merely the approach toward the goal.
A test for a good organization is its ability to adapt 
current situations toward the long-range objectives.

The philosophy and program for ECEC was merely a 
step toward the initial long-term progressive care concept 
stated in "A Quest for Development--Senior Citizens Center 
and the Nebraska Methodist Hospital." This philosophy and 
program altered the approach toward the original document's 
objectives, but the end result should be approximately the 
same. The latter document was useful for obtaining 
current agreements and short-term objectives by and for all 
concerned--the Board, medical staff, administration, and 
medical and service departments.

Above all, this paper demonstrates the value of 
administrative planning. Without plans and programs this 
difficult accomplishment could never have been achieved.
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The goals still have not been totally met, but the indica
tors point to eventual achievement with the most difficult 
aspects in the past.

A review of what has been accomplished and what still 
remains to be done is definitely in order at this point.

Accomplished
1. An over-all long-range plan for a new hospital 

and the conversion of the former hospital 
(including a location study).

2. The purchase of land for the new hospital.
3. An architectural program for the new building.
4. A market study for the program of the old 

hospital.
5. The continual building of an effective organiza

tional structure, internal controls, and 
efficiency.

6. The financial arrangements through private loans, 
gifts, grants, and operations to complete a 
$14,000,000 program.

7. Adapting the Medicare law into the long-range 
plan.

8. Developing the philosophy and program for ECEC.
9. Organizing all services to work for both facil

ities increasing efficiency.
10. Developing a remodeling program for ECEC.
11. Opening both the new hospital and ECEC
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simultaneously.
12. Developing and refining the services in both 

facilities to obtain full advantage for the 
corporation and its patients.

13. Demonstrating that separated facilities can be 
merged into an effective integral unit.

14. Providing a wide range of services for hospital 
patients at reasonable rates, including acute, 
rehabilitation, extended, and nursing care.

Incomplete Programs
A new development since this paper was originated 

was the opening of the Nebraska Methodist Hospital Indian 
Hills Educational Center. In 1969, the hospital corporation 
purchased a large motel near the new hospital. Primarily 
this facility houses the school of nursing. This means 
that the former dormitory facility located on the ECEC 
premises is now available for residential services for the 

elderly.
This facility, known as Lucas Hall, has yet to be 

developed as a part of ECEC. The day-care and home-care 
services outlined in the philosophy and program have yet to 

become a reality.
A step toward the home-care program was taken when 

some office space was leased to a division of the Visiting 
Nurses Association late in 1968. This program of■ home-care 
is complex and expensive, but it should be launched by 1971.
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Day-care services can be a reality late in 1969 when more 
facilities are remodeled.

Institutions, like industries, must constantly seek 
to develop to meet needs through planning and development.
In this changing environment remaining static is the first 
step toward decay.

The Nebraska Methodist Hospitals Corporation has 
demonstrated that remotely located facilities can expand and 
work effectively as an integrated unit.
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APPENDIX A

The following are brief descriptions and definitions 
of terms as they are used in this paper. These statements, 
descriptions, and definitions were prepared by the author 
specifically for inclusion in this paper.

ACUTE CARE. Acute care is care given in an acute 
general hospital for the patient having a severe ill
ness of short duration having a rapid onset. Intensive 
care is provided to cure the patient of this phase of 
his illness, employing such methods as diagnostic, 
therapeutic, and surgical. Generally a high ratio of 
highly trained specialists, technicians, and nursing 
personnel are utilized. . Such patients may require less 
intensive extended care following the cure of the acute 
phase of the illness.

CHRONIC DISEASE. The term chronic disease 
comprises all impairments or deviations from normal which 
have one or more of the following characteristics: are 
permanent; leave residual disability; are caused by 
non-reversible pathological alteration; require special 
training of the patient for rehabilitation; may be 
extended to require a long period of supervision, 
observation, or care.

CHRONIC ILLNESS AND CONVALESCENT CARE. The goal of 
this type of care is to provide the patient with skilled 
nursing observation, treatments, and teaching in 
conjunction with necessary physical medicine, radiology, 
pathology, and diet. The patient would then be 
transferred’ to a home, nursing home, or to a residential 
care environment once skilled observation and treatment 
are no longer necessary. Patients may have to return to 
the hospital for more intensive services. Possible 
types of patients include diabetic mellitus, bronchial 
asthma, poor nutrition, post coronary, post surgical, 
terminal, and hepatitis.

DAY CARE. Day care provides services for patients 
living at home but whose family is not able to care for 
them during the day. '
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EXTENDED CARE FACILITY. An extended care facility 
has an organized medical staff and continuous profes
sional nursing service. It is established to provide 
comprehensive inpatient care (which is usually post
acute hospital care), for the most part of relative 
short duration, and to serve convalescent patients who 
are not in an acute episode of illness or in a stable 
stage of illness and who may have a variety of medical 
conditions.

GOALS. Goals differ for each type of service.
These range from restoring a patient in the physical 
medicine and rehabilitation service to providing merely 
a place to live in the residential service.

HOME CARE. Home care furnishes a visiting nurse, 
aide, or therapist to the patient's home to provide 
for treatments still required by the patient following 
his discharge from an institution.

NURSING CARE. Nursing care is provided in a facility 
by medical staffs or a medical staff equivalent and 
with continuous nursing service under professional 
nurse direction. This is long-term inpatient care to 
patients who have a variety of medical conditions 
requiring service. Sometimes nursing care is referred 
to as personal or custodial care, and involves profes
sional nursing supervision with a high ratio of non
professional assistance and care. Types of patients 
may include ambulatory and non-ambulatory, needing 
custodial care and assistance to perform the activities 
of daily living. The goal of these facilities is only 
to provide the patient with continuous nursing care 
under professional supervision. Some facilities offer 
physical medicine treatments.

PATIENT EXPENSE. The patient expense is governed 
somewhat by the accommodation, but primarily on the 
level of direct nursing care and the professional- 
non-professional ratio of the care.

RESIDENCE CARE. Residence care is sometimes 
referred to.as domiciliary or rest home care. The 
establishments providing residence care provide safe, 
hygienic, sheltered living for residents not capable 
of or desiring fully independent living. They furnish 
regular and frequent but not continuous medical and 
nursing services and the furnish continuous supportive, 
restorative, and preventive health services. Usually 
the patient must be ambulatory and able to provide for 
most of his own activities of daily living. The goal of 
this type of care is to provide the patient with a safe, 
pleasant, congregate environment.



TYPE OF PATIENT. The type of patient is related 
to the degree of illness or disability.

155



APPENDIX B



APPENDIX B

The following are the concepts expressed in "A 
Quest for Development— Senior Citizens Center and the 
Nebraska Methodist Hospital." Many of these concepts are 
present in ECEC's program today.

Purpose.
To provide a Center to attract and to meet the needs 

of Senior Citizens in this Community for Health Care and 
Services, Recreation and Social Activities, Residence, 
and Therapy. To provide a facility within the means of 
the lower middle class. To promote a teaching facility 
for those interested in learning more about the increas
ing problem of caring for the aged. To stimulate 
community thought and transform these thoughts into 
action and participation in creating an atmosphere of 
activity and usefulness for Senior Citizens.
Scope.

The entire facilities of the present Nebraska 
Methodist Hospital, including Lucas Hall and Lyle Apart
ments, will be converted into a Center for Senior Citi
zens upon completion of a new hospital facility. The 
Senior Citizens' Center, to be- operated as a satellite 
of the main general hospital, will insure a high quality 
of medical service and management without proportionately 
higher costs.
Principles.

The Senior Citizens' Center will be operated in 
accordance with the following principles:

1. To provide a moderately-priced healthy environ
ment for residents who want and need to reside 
in a nursing home.

2. To meet the needs of the resident for continuous 
security through all phases of aging.

3. To provide medical facilities and health care 
according to the needs of the residents, at a 
reasonable price, through all phases of aging.

4. To provide a means and to encourage residents to 
help provide for themselves and to maintain their 
independence.

157



158

5. To provide facilities, personnel, and activities 
to stimulate interests for leisure hours.

6. To provide a religious program that will meet 
the needs of residents, regardless of faith.

7. To provide a Center for Senior Citizens of the 
community to avail themselves of recreation, 
therapy, and medications.

Classification of Residents.
Residents of the Senior Citizens' Center would be 

categorized into three major groups. Their groupings 
would determine their general location of residence 
within the center and the general type of nursing care 
they would receive. This need for service would be 
determined by the Medical Staff in cooperation with the 
nursing staff.

This is necessary to provide maximum utilization of 
facilities and personnel in order to maintain an 
economical operating level. The Center will always move 
the resident to the area of care best suited for him.
In so doing the Center assures its ability to care for 
the low middle income group.

1. Self-Care Resident. Self-care residents would 
be expected to be able to provide their own 
basic needs without being dependent upon others.
A dispensary or health room will serve his basic 
medical needs. Medical care would be immedi
ately available in event of sudden illness or an 
emergency.

2. Minimal-Care Resident. Residents classified as 
"minimal-care" would be housed in the main 
building. They would be located on the floors 2, 
3, 4, 5, 7, and 9. Minimal-care residents may 
be ambulatory, but would be dependent on assist
ance in dressing, getting in and out of bed, 
walking or in taking medications. Personnel 
would always be on duty in each unit to provide 
observation and assistance. The personnel 
necessary to provide minimal-care will be under 
the supervision of a registered nurse.

3. Ill 'or Injured (Recuperative). The 6th floor of 
the main building would accommodate residents 
who are classified as "ill" or "injured" but do 
not require acute hospital care. These residents 
would be confined to their beds and would receive 
a much higher degree of nursing care, including 
professional nursing, in comparison to those 
classified as "minimal-care." It is important 
that residents in the process of recovery from 
illness be classified immediately either as 
"minimal-care"- or "self-care" and assigned to the
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proper area for service. This floor would con
tain a section to be used by patients suffering 
from minor emotional disturbances. This section 
would have the proper safety equipment and 
would provide for observation. An infirmary 
would be located on this floor for residents who 
became suddenly ill or needed observation.

Recreational and Social Services.
Activity is the prime therapeutic ingredient for 

Senior Citizens. The Center proposes to employ a full
time Recreational and Social Director. Adequate space 
is available for continuous programs.

The Recreation and Social Director would be assisted 
in the execution of many of the programs by volunteers, 
women's auxiliaries, student nurses, and other groups in 
the community.
Rehabilitation Service.

The Center will employ a full-time Registered 
Occupational Therapist, who will be responsible for a 
progressive program designed to improve both the mental 
and physical health of the resident. The Therapist will 
plan and organize games and projects and assist with 
activities according to the prescription of the physician. 
Close cooperation will be maintained between the 
Occupational Therapist, Recreation and Social Director, 
and Physical Therapist for Rehabilitation Services.

The Occupational Therapist will also be responsible 
for maintaining hobby equipment for residents not 
directly needing therapy. Supplies and materials will 
be charged to residents at cost plus handling expenses.

The Occupational Therapist will also be available for 
consultation on the resident work program. He will help 
determine not only what jobs are useful to the Center, 
but also to the resident.

Moderate fees would be established for residents 
receiving special treatment under doctor's orders. It 
is not anticipated that these fees will pay the total 
expense of the program, but will help defray some 
personnel costs.

Many residents will require physical therapy treat
ments. A Registered Physical Therapist and an adequate 
staff will be employed. This department would be charged 
with the responsibility of treating disabilities, 
injuries, and conditions through the use of massage, 
exercise, and the effective properties of water, heat, 
light rays, and electricity according to the prescription
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of the physician.

The Physical Therapy Department would be located on 
the first floor southeast wing. Extensive remodeling 
will be required to provide adequate space and for 
housing equipment. This is in the general area for 
physical therapy at the present time.

This department would be self-supporting from 
resident and non-resident fees. The advantage of a 
department in a nursing home facility, as opposed to the 
main hospital, is the scheduling factor. Through more 
effective scheduling the personnel and facilities could 
approach maximum utilization.
Dining Facilities.

Good food and dining facilities are very important 
to residents’ morale and health. The Center proposes to 
employ a Therapeutic Dietitian with a staff of supervi
sors to meet the needs of the residents for quality 
meals.

The present cafeteria dining facilities are too 
small to permit the adequate serving of all of the 
residents.

The present area used by Radiology, or space equiv
alent in size, will be converted to additional dining 
facilities for those requiring table service. The 
present Pharmacy and first floor Dietitian's offices 
may be converted to provide additional dining space.
With these additions, seating capacity could be provided 
to serve meals to 400 residents. Separate dining room 
facilities would be provided at Lucas Hall and serviced 
by the main kitchen.

Most of the service will be cafeteria style, but 
table service will be available for those unable to go 
through a cafeteria line. Tray service to the rooms 
will be provided on the 6th floor and to those minimal- 
care patients who require the service. The menus will 
afford an ample selection.

A restaurant for residents and guests will be 
located just off the main lobby. This also will be 
available for residents of the Lyle Apartments and non
resident aged wishing to use these dining facilities in 
connection with the Aged Center Program. The restaurant 
will provide table service and will have reasonably 
priced selections of foods.
Laundry Service.

The Center would provide the basic linen requirements



to each resident. Clean linen will be provided each 
week and those receiving nursing care will have their 
linen requirements met as needed.

Washing machines and dryers will be available for 
all residents for personal laundry. A service for the 
pick-up and distribution of personal laundry by 
commercial laundries will be maintained at the Center. 
This service will be paid for by the resident.
Homemaker Service.

A service to residents of the Lyle Apartments would 
be a "homemaker service." This service would provide 
maids to clean and personnel to prepare and help serve 
meals, if necessary. Through proper utilization of 
personnel and good supervision the cost of the service 
would be kept to a minimum.

The providing of an extension of this service to 
community residents is a possibility. The present need 
for homemaker service was pointed out in a recent 
United Community Service Report. Homemaker services may 
include the provision of a purchas and delivery service 
for those unable to shop for themselves.
Housekeeping Service.

Lucas Hall residents will receive weekly room clean
ing service. Interim light cleaning and dusting will be 
done by the room occupants. The corridors and rest 
rooms will receive daily service by the Housekeeping 
personnel.

The main Center will employ housekeeping personnel 
to provide more frequent cleaning in the main building 
as necessary and compatible with service requirements.
Health Room.

A health room will be established and properly 
staffed to check the condition of residents on an out
patient basis. If medical attention is necessary, 
arrangements will be made to obtain the services of the 
resident's physician.
Religious Services.

The hospital's Chaplain will arrange for the reli
gious services of the residents. It is anticipated 
that a well-rounded religious program would be 
conducted through the Council of Churches and appropriate 
lay groups.

Many residents would be encouraged to attend Church 
services in the community. Churches would be contacted 
and transportation arranged through their members.
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Barber and Beauty Shop.

Facilities for the housing of a Barber and Beauty 
Shop will be provided in the Center.
Transportation.

The Center will maintain a bus for use of its 
residents. Transportation will be furnished to down
town and for group excursions at no cost to the 
resident.
Resident Work Program.

Residents would be encouraged to perform tasks in 
accordance to their physical abilities. Their ability 
to work will not be a necessity for maintaining 
residence in the Center.

Under this program a resident will be allowed to work 
and perform defined tasks within available pay rate for 
hours worked each month.

Some of the tasks might be: distributing magazines 
to lounge areas, maintaining bulletin boards, cutting 
out social events from newspapers, picking up papers 
from the yard, acting as receptionists, clearing dining 
room tables, sales in gift shop, repairing of furniture, 
sewing, typing, answering telephones, distributing mail, 
maintaining lawn, linen sorting, printing, etc.

Many useful projects will be accomplished to make 
the Center more attractive, functional, and worthwhile. 
The assignment of tasks and supervision would be 
accomplished by the residents in cooperation with the 
Resident Director.

The allowance would provide additional money for the 
residents and would be applied on their rents.
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The following is the philosophy and program adopted 
as a guide for the development of the Nebraska Methodist 
Hospital Eugene C. Eppley Complex.

The Eugene C. Eppley Care Center will be an integral 
part of the Nebraska Methodist Hospital system. All 
such rules, regulations, and policies governing the 
operation of the Nebraska Methodist Hospital will apply 
to the Eppley Care Center.

The Eugene C. Eppley Care Center, through a 
medically-oriented, hospital-based program will

- provide quality care adapted to the requirements of 
the individual patient

- encourage the patient's physical accomplishments, 
promote his participation in social activities, 
and provide for his spiritual needs

- assist in arranging for proper care for the patient 
after dismissal, and accomplish this in a shorter 
period of time with less expense to the patient 
than would be possible in an acute hospital.

The development of the Eppley Care Center as a part 
of the Nebraska Methodist Hospital system will enable 
the patient to obtain acute hospital care, plus the 
additional care and preparation he requires to return to 
a life away from a hospital environment. The system 
will produce a multi-level care center through which the 
selected patients utilizing the Eppley Care Center will 
receive individually prescribed care based upon physician 
programmed medical goals

The Eppley Care Center will be a flexible facility—  
constantly in a position to broaden the scope of its 
activities, change direction, and add new services for 
the benefit of the individual patient and thé community.

The Eppley Care Center will provide an environ
ment less expensive to operate than an acute care
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facility. Through elimination of certain expensive serv
ices not essential to this facility, per diem costs can 
be reduced. Further reduction may be accomplished 
through effective combination of administrative manage
ment and service functions with those of the Nebraska 
Methodist Hospital.

Certain additional costs may be necessary. These 
would relate specifically to the specialized treatment 
of an individual patient. Quality care at the least 
possible cost under the guidance of the patient's 
physician will be a most significant part of the total 
program. A patient, selected for treatment at the 
Eppley Care Center, should be able to attain designated 
health goals in the same or a lesser amount of time as 
compared to an acute hospital.

The Eppley Care Center program will prepare most 
patients to live outside the hospital environment. This 
may involve:

- teaching the patient to care for himself
- teaching the family to care for the patient at 
home

- assisting in arranging follow-up home services
- aiding in placement in a satisfactory nursing home.
The patient's social needs for diversional and 

recreational therapy will be actively met during the 
patient's stay. Participation in social activities and 
entertainment is an integral part of the patient's care. 
Coupled with the social and recreational activities will 
be a program to meet the patient's spiritual needs 
regardless of denomination.
DEVELOPMENT OF THE PROGRAM

The Eppley Care Center shall establish a complete 
spectrum of facilities and programs to care for certain 
post-acute patients with medical needs varying from 
chronic illness, convalescent, and rehabilitation to home 
care. Initially, service will be offered on a priority 
system establishing the most severe post-acute stages. 
Other services will be established as funds, facilities, 
and personnel become available.

Ultimately, the Eppley Care Center will offer to the 
physician and his patient these beds:

PHYSICAL MEDICINE AND REHABILITATION BEDS for
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patients requiring such treatment.
CHRONIC MEDICAL AND CONVALESCENT BEDS for patients 
requiring skilled treatment and observation.
NURSING HOME BEDS for patients requiring skilled 
supervision, but requiring primarily unskilled 
assistance for their day-to-day activities.
RESIDENTIAL CARE BEDS for persons requiring living 
quarters near medical care facilities.
DAY CARE BEDS and services for patients living at 
home but whose family may be absent during the day.
HOME CARE BEDS for discharged patients needing some 
follow-up treatments and services in the home.
Rehabilitation, chronic medical, and convalescent 

beds will be reserved for patients who will be capable 
of being discharged to their homes or to a nursing home 
within a short period of time. These beds should be 
established prior to developing the less acute phases.

The following services will be required to support 
the initial program:

Physical Medicine and Rehabilitation. This 
service encompasses the medical specialties needed 
to restore a patient to a specific physical goal. 
These goals, generally, will be to restore the 
patient sufficiently to be discharged to his home 
encompassing full or partial activity, or to another 
type of institution or service. The individual or 
medical staff committee directing this department 
should be capable of coordinating these specialties, 
and of becoming the intermediary between the various 
specialties, patients, attending physicians, and 
nursing staff. This may involve directing and 
coordinating the activities of physical therapy, 
occupational therapy, speech therapy, diversional 
therapy, and inhalation therapy. It will require 
working with administration, the medical staff, and 
other services and programs within the Eppley Care 
Center.

Nursing Service. Nursing Service will be under 
the direction of a registered nurse who will be the 
Associate Director of Nursing. She will be respon
sible to the Director of Nursing Service for 
nursing policy decisions and to the Associate 
Administrator for daily activities and problems. She 
will be responsible for providing nursing care
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appropriate to the services which will be incorpo
rated into the Eppley Care Center.

Radiology. Radiology services will be provided 
at the Eppley Care Center. The Director of Radiology 
at the Nebraska Methodist Hospital will be 
responsible for providing this service.

Pathology. Laboratory services will be provided 
at the Eppley Care Center through the Nebraska 
Methodist Hospital Pathology Center. Specimens will 
be analyzed and reports made to the attending 
physician.

Therapeutic Diets. Special diets will be pro
vided as ordered by the physician for patients in the 
Eppley Care Center. Dietitians will be available to 
visit patients on special diets.

Pharmacy. Initially, prescriptions may be filled 
by pharmacists at the Nebraska Methodist Hospital and 
then delivered for the patient at the Eppley Care 
Center. Emergency drugs at the Eppley Care Center 
will be maintained by the Nebraska Methodist Hospital 
Pharmacy Department..
As the Eppley Care Center program is developed, these 

services will be initiated:
Social Services. Under the direction of a pro

fessional social service worker, this department will 
be responsible for determining and providing the 
proper environment for the patient during and after 
his stay at the Eppley Care Center. This department 
will work with the physician, patient, family, and 
community agencies. The department will be charged 
with the responsibility to assist in arranging 
proper car.e for the patient after his dismissal from 
the Eppley Care Center.

Activities. This department will provide for the 
patient's recreation. While its primary function may 
be recreation, it may coordinate recreational 
activities with therapy under direction.

Religion. The spiritual needs for the patient 
will be met through the extension of the chaplaincy 
program at the Nebraska Methodist Hospital. The 
program emphasizes individual visitation and medita
tion. The program could be expanded to include 
church services for Protestant, Catholic, and Jewish 
patients.
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IMPLEMENTING THE PROGRAM
Initially, beds should be established for physical 

medicine and rehabilitation and for convalescent and 
chronically ill patients. These beds may need to be 
mixed until it is feasible to provide separate units. 
Sufficient beds for this purpose should be reserved to 
help relieve pressures on the new Nebraska Methodist 
Hospital.

Simultaneous with the establishment of these beds 
will be the establishment of a Department of Physical 
Medicine. This department may initially consist of 
physical and occupational therapy. With growth based on 
demand, additional specialists and auxiliary personnel 
may be added.

A trained nursing staff responsible to the Associate 
Director of Nursing will be available at the opening. 
Training will have been obtained through formal programs. 
Under the direction of the attending physician, these 
nurses will provide care programs and supervise 
treatments.

Pathology, Radiology, Dietetics, and Pharmacy will 
be in a position to offer professional services from 
the beginning. These services will be scheduled to meet 
the needs of the patients.

Social Services will be functioning at the opening. 
Recreational activities will be implemented on a full- 
or part-time basis with the admission of patients. The 
religious program is already established and will be 
expanded with utilization of the Eppley Care Center.

The Associate Administrator of the Eppley Care Center 
will be responsible for its immediate operation. He 
will report to the Administrator of the Nebraska Meth
odist Hospital and will coordinate the activities, 
personnel, and programs of the Eppley Care Center with 
those of the hospital.

Supporting services will be added. These include 
medical records, accounting, public services, laundry, 
housekeeping, supply, personnel, and communications.

The Eppley Care Center will be governed by two 
committees. A committee of the medical staff reporting 
to the executive committee of the medical staff, and a 
committee of the Board of Trustees reporting to the 
executive committee of the Board of Trustees.

The medical staff committee will be responsible for
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- recommending medical policies and procedures
- reviewing medical practices relating to established 

medical policies and procedures
- medical education.
The committee of the Board of Trustees will be 

responsible for reviewing the over-all plans and opera
tions of the Eppley Care Center. They will recommend 
policy changes to insure that the Eppley Care Center 
will be able to continue its program.
BASIC POLICIES
I. Chronic Illness, Rehabilitation, and Convalescent 

Service
It is recommended that these be the first serv

ices of the Eppley Care Center to be established. 
Patients admitted directly to this service must be 
referred by a member of the Nebraska Methodist Hos
pital Medical Staff. An application, subject to 
review by the Eppley Care Center Medical Staff 
Committee, will be prepared by the attending 
physician.

Acceptance of the application will depend on the 
nature of the illness or disability of the patient 
in relation to the ability of the Eppley Care 
Center to meet predesignated goals for dismissal.
The application will be submitted to the Associate 
Administrator, who may request review by the 
Associate Director of Nursing Service and/or the 
Medical Staff Committee.

The attending physician must visit his patient 
at least once in each calendar week. He will write 
an evaluation of the patient's progress and prescribe 
changes in treatment.

All patients in this service shall be included 
in a utilization review at intervals prescribed by 
the Eppley Care Center Medical Staff Committee. The 
objective will be to minimize the patient's stay in 
accordance with the illness or disability treated.

Generally, the patient accepted into this service 
will be one who has:

- a potentially rehabilitative condition
- a potentially recurrent disease
- a potentially progressive disease
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- a prolonged convalescence
- a static handicap.
This service will not accept patients with pri

mary psychiatric problems either acute or non-acute.
II. Nursing Home Service

Nursing Home Service may not be available when 
the Eppley Care Center is opened. Patients admitted 
to this service must be admitted by a member of the 
Nebraska Methodist Hospital Medical Staff or 
transferred from another service within the Eppley 
Care Center and Nebraska Methodist Hospital system. 
Admission will be based on application prepared by 
the attending physician.

Medical evaluation forms will be completed to 
assure the Eppley Care Center staff that the acuity 
of illness or disability is within the care level 
provided. Information from patient or family will 
determine financial needs for maintaining care.

Physician visits to Nursing Home patients will be 
made as required by the patient's condition or as 
required by law, whichever is applicable.

III. Residential Care
This service will not begin until after the 

Nurses Dormitory is available. Residents will be 
admitted upon direct application.

IV. Other Services
Policies for other services, such as Home Care 

and Day Care will be established as the services are 
developed.
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