
The  proposal  to  modernize  the  Public  Health  Service  Indian  Hospital

includes  major  functional  rearrangement  of  the  hospital  departments,

provide  100  GM&S  beds,  and  expansion  of  certain  departments  to  meet

program  needs  not  visualized  when  this  hospital  was  built  nearly  30

years  ago.    While  this  extensive  modernization  is  designed  in  three

phases,  the  funding  should  be  established  for  the  total  project  to

insure  the  lowest  cost,  to  avoid  unnecessary  confusion  during  the

construction  phase,  and  to minimize  contract  administrative  problems.

Although  the  original  construction  cost  was  estitnated  at  $1,174,000,

revised  estimates,  dated  Decetnber  21,   1966,   show  a  need  for  SJi=9j9£i±£99±



TAHmm.  OmrmA

1.    Pr®blensL_-____'_,,.                               ___I:_T.    _

a.    tlachinery,  eLeetrlclty,  air €ondltloning,  pLidrltLg,  etc.  needs
major modernlzatlou throughout.    By constructing  this project
ln phases Will  greatly  increase  c®8€  of  this york by at  le&8t
20%.

b.    Lack of  co®rdinatlon betveen phases  and  c®ntlnuity  of  phases
will  increase  construction cost  by &t  least  15%.

F.Y.   1968
2.    Revised  €onstruetl®n                               By  phases One  €onstructlon

Planning  „„„„.„„...       $     65,000              $      65.000

€on3tructlon &Bd Adninis-
tr&tlon  of  €on€tructlon        $1,802 ,400                 $1.5®2.QQQ

Total  .„..„.„...        $1,867,400                $1,567,OcO

3.    Cost  per  phases

Phase  I
Phase  11
Phase  Ill
T®tal

=6On    -Si,i20,440
=25%    -         48€,850
=i5a,.:.  -         280.ii®

$ 1,867 '400

The Archit6ct re€omend8  that  the  coaetrttctio8 c®ntra€t  ob all  three
phases be  awarded as  one  contract vlth the proposed phaeing  setforth
&S  the  Scope  ®f  the  York.    By  h&vlng  only one  bid  econony  ah®uld  be
achieved  &@  it  allov&  the  contractor  to bid  and  bay nateriaLs  &s  one
project.
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Cons;tltiction funds  for aitemations

eat  Cost  Estin+=!.'bg

Feasibility ftmds  appropriated in 1963  .
Planning finds  apprapriated in 1967  ....
Constr'uction funds  requested in 1968  ... 1!:;i;£

Si9i7ha9OcO

Subtcta,1.............®.......i,252,OcO
Equiprmeut  funds  to be  requested under

Thdian H€&1th Activities  ..„„.„„„      .150±OcO

TctaLl  estimated project  cost  ...    1,h02,coo

Prqposed  Projec±_

Phaus  are to modernize the  existing Indian .hospital at lalihirm,
Gklrfu¢ma to provide  loo  general medical and  surgical beds  with
coordinated outpatient  facilities  and anci]J.ary ser\rices.   The
project  irIVolves  functiorml reanrangements  in the main hospital
building,  which presently does  net permit  efficient  and econarricai
qperation;  correction of problems resulting fran the dispersal of
supporting activities  in a number of buildings  at widely separat€dr
locations ;  and moderniza;tion  of the  outpatient  depaatmerfu,  medicaLi
records ,  waiting roouri,  surgical  suite and administrative  offices.
Sense  rearrangetherfe  and relocation of these  spaces  as  well as  other
elements  of the hospital wh]| be  in-v.oived®    A number  of the  old buiidiiigs
Thrill be  eliminated through the  consolidation of activities.

Efistin Facilit
The  Talihina Hospital  is  located in the  southeastern  corner  of

hatiIT.er  Cc5unty  in  southeast  Okl&homa.    The  hospital TrELs  constructed
in  i938 as  a 227-bed  general and tuberculosis  hospital.    It mag
carried  as  a  198-bed hospital until  196}1..    During  196h  there was  a.

g:£¥:t±::4p±€a¥::f±:Tbrfudsig8£:h¥Et:¥€Sra¥rfa::=tf:u¥:?t°£tLe
Current]ir lul  general beds  are  avaihable.

The Talihina Hospital is  the primarry health resource  for the
Choctanrs  and other  constituent members  of the  "Five  Civilized Tribes".
Close  identification of the Talihina }Iospital with the  Chocta;ms  and
Chickasaws  goes  back to the  appropriations  of  19lh an.d 1915,  which
authorized the  Secretary' of Inderior to  constamct  a  sanatariuri on
unallotted Lands  of the  Choctaw and Chickasaw Thribes.    Upon
reconstruction in 1938 Talihina was  designated as  a medical  center
{whth a large tuberculosis unit)  for the Five Civilized Tribes:
Choct&w,  Chichasa;w,  Cherokee,  Creek,  and Seminole.
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ulation and Se]nrice Unit  Delineation

The  ri'aiihina Service Unit  ccxprises  i6  counties  in  southeastern
and south  central Oklahoma and  covers  an area  of approximately loo
by 2cO utles.    This  is  nut  a reservation area as  such.    The t]:list
land is  Scattered throuthout the  counties within the  service unit.
It  cor`rers  the area of land orginally allctted to the Choctaus  and
some  Chidhasa;i.rs.

The  1960  census  reported a toto,i  of io,653  Indian beneficiaries
residing vrithin the  cc}unties  caxprisirig the  s'ervice  unit.    Of t}ris
nunnber  apprexfmately  70 percent  are  estimated to be  Choctams;
members  of the  rest  of the Five Civilized Tribes-  (Chickasav,  Cherokee,
Creek,  and Seminole)  constitute  20 percent,  and other tribes,  10
percerfu.

The age  distribu+uion of these beneficiaries  differs  frcm other
Indian service units.    In contrast to the 23 Federal Indian
Reservation  States  where  about  557o are under  20 years  of age,  in

frore  than  25%  of
8h¥h&:¥:¥f#==:¥s° = ::tti:£e:8€o¥FT; years and older.
This  is  in  contraLst to about  167o for  Indians  in the  23 Federal
Reserv-ation States.

Frogran Pha

T}:1e proposal  involves  the  conversion of the  existing ]|h-bed
facility to a loo-bed general medical and surgical hospital,  and
functional rearrangements  of existing space.    included in the bed
plan is  a lo-bed diagnostic unit  for diagnosis  of suspected tuberculosis
patients  and patients ii7ith a histon/. of tuberculosis.

In order to provide an operation to achiev.e the  objective of
tryroving the health level of the beneficiaries throngh the
provision of a  caxprehensive  integr`ated health program,  three major
shifts  in the program are praposed:    {1)  use  of State  resources  for
the }iospitalization of tuberculosis patiendsg  (2)  establishment  of
field clinic programs  in three isolated locations where there are
ourTently no organized health  services,  and  {3)  reorganization of th€|
inpatient and outpatient  services ,  and provision of adeq.uate ancillarTy
services which will meet the  speciaLl needs  of long-te]rm patients8  and
correct problems  lrrvolved in obstetrical services.

Health problems  of the beneficiaries  and services  needed for this
service unit  differ frcm other India,n reservation cormimities.   A
major difference  is the age distribution and the larger proportion of
older. persons.    Patients with the  degenerative-type  iHmesses  represent
a much larger properiion of general patients  discharged,  and pediatric
patients  a low.er prapoution.   Distance  from the hospital presents
.special problerns,  parfuiculrfur]+r for  obstetrical patients.    It  has been
necessary to hoaplta]ize many who travel  great  distances  and who are
not yet ready to defiver.   Fo   owing delivery,  delay is  also
encourfeered througiv  cerxplications  in ar]ranging for bransportation.
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1famy of these patients have had limited,  if anv,  prenatal  care and
as a result there is a higher proportion of patients who have
ccxplications  of pregrmca/. and ccxplicd;ted deliveries  necessitating
longer hospital stay..

REE=EHE=E

For this  service urrit the leading  causes  of death are  diseases
of the heat,  rmli{piant  neqphasus,  VAscnd.ar lesions  of the  central
nervous  system,  accidents,  and diabetes. .  In  contrast  to  e=xperience
among other Indian tribes,  the degenerative diseases  characteristic
of the  older  a,ge  g}rmxps  are  among the  leading  causes  of  death.

prrorbiditij:

"e leading notifiable diseases  for F.Y.  1965  for this  serlJice
unit were pneumonia,  otitis media and ga.stroeuteritis  as  shown in
the fctlcwing table:

E±a£1+£i±±8±TE95_i_f_i__g=E±_g=_=_P=±±L_eLaff_F__.Y_.__±96_E_

i.   Theiaenia
2.    Otitis ifedia
3.   Gastroenteritis
A.    Steep  Sore  Thrcffit
5.    Inrsentery,  all forms
6.    Venereal Diseases

italization
Deliveries  ancT cxplicatious  of pregmney were the lea,ding

reasons  for hospit€dization in i965 and constituted 197o of the
discharges.   Digestive system i]inesses  and conditions  (gastroenteritis,

gnrge:tute#ti:tri)a:=s:sS=#:a(±k#){LL¥9e7eo}8L:a::::±er:::i}mseei:-::fie?
diseases  fouth  {lo.tyo).

Or the tctal discharges,  19®3 percent were pediatric patients
in fiscal year 1965  cinaEed with 19.8 percent  in 1961+.

Greater erxphasis will be placed on prenatal services  and
pardioularly on arrangements,  long before delivery,  for receiving
medical services.   This  relates  to the plans  for ixpronring field
health services  and conchicting clinics  closer to pqpulation cerrters ®

83-ro



F®Y.  1965  Hosoital Discharf:es  by Diafflostic  GrounL
\I-

• Lea,ding  Causes

Total discharges,  excl.  newhorn

Deliveries  &  campl.  of pregnancy
Digestive  system diseases,  incl.  dysendery
AJlergic,  endocrine,  metabolic,  etc.
Respiratory  system diseases  including

influenza,  a,nd pneimonia
Accidents
Circ\ihator3r  system diseases
AIL other  causes

Discharges

ERE
275
190
172
155

(io|)
Hk
126
hl5

Percelit

loo.0

19.0
13.i

F.Y|  1965  Discha,rges  by Age

Age  Group                                                                        Discharges

Total,  excluding newhorn                                        jJ±!±|

Pediatric discharges  {under 15)                          *Z2

Under  1 year                                                                        77
Under  5  years                                                                      81
5  -. lh `/ea,rs                                                                   ]21

Total Adults                                                                  1,168

ital Workloads

in  Fife  F.yo 1966
Admissions  -  Total

(excl.  RE)

GMas
TB

BirGhs
ABEL  -  rota,1

Ggivus
TB

Average  length  of  8taly
cars

1,671

-i-,58¥

216ri
52
35

ra.6
Outpatient  facility

visits                          11, 973
Denta,1  Care

patients examined             665
services  provided       2,650

i, 509             i,h75

I.¥alN_B _          I,ly:y5_

250                    220drf
6762
Lay                   Lu

16.5                 15.h

ul ,605            15,278

1, 009                   86o
3$759                3,223

I/   TB unit  discontirmed in Jlrty 196h.

Percent

loo.0
i__   _.... : __  _i_  __ _I_=

LRE
5.3
5.6
8.h

80.7

Projectec-i

1,TOO

1,700
TL=

250
80

=______i-i_   L=

80
--

16.5

15,OcO

::;;3.

83-in



F"
'

+

`',,#,,

Contract  Medical  Gape  F.Y.  i

Mccurtain Co.  Memorial Hospital
ldribel

Sparks  iMenorial Hospital
Ford  Smith,  Arkansas

St.  Ma.ny's  Hospital
Mrfuester, . Okl&hcrm

AH other

Total

10

23

21
=T_    i_ _=

61

Bed Distribution and Projected WorELoad£  After Modernization

The  following  is  a  sunmar]r of bed distribution and projected
inpatient worklcad,  after the project  is  ccxpleted:

Clinical Services

Pediatric
Medical
Surgical
Ofostetrical
Diagrostic  (TB) y

Total

Newhorn bassinets  &t

Beds_.i          _i___      _    _

14
to
21
15
10

I_      ..     .i   ..i       _       I

loo

Present  level:

ADPL.I i - - I . _ __  __

H
3h
18
H

Admissions

350
650
320
330-d

80                i' 7cO

Excluding pa.tiends  in the tuberculosis  diagnostic unit,  the
length  of  stay  is  projected to average  about  16.5  days.    This  is       ..
similar to the experience at  several Larger  Indian general hospitals
which have  specialized services  for the  long-stay ccxplicated caseS
in  contrast  to the  shoutngbeBr acute  general pa,tiends.

The percentage  occixpan.qy in the  general medical-surgical beds
averages  aborife  8rty¢  {obstetrical beds  were  estimated at  about  7570
occlxpaney).    This  allows  for flexibility during peak periods  and
provides  for isolation and beds  for  special long-termL patierfes.

i/Identified as G.M.&S patients  until the
g±eng&€±8n±8i§°EELifeEgir8E¥%±€Eetsngfte
hospifeal.
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qu±t_ff_±±_§_E±±__¥_e_Si_efl±._q±_i_pi_+,Q±

It  is  arfeicipated that  afoout  15,COO v.isits  to  outpatient  medieeLI
Clinics wh]| be  expel`ienced.    This  estirrfute  reflects  increases  in
Specialized  ciirfuc  serv.ices  and referrals,  expected fi.en three
prqposed field clinic locations,  arid  fL*en more  ccxprehensive
preventive health services  to be provided.

It  is  noted that mrmy beneficiaries  are not  receilring outpatient
care dtie paLrdly to the  fact they cannot  easily get to the hospital.
The plan therefore  coutexplates  the  ex+uension of organized field

€:#f::sri:&£:¥±hi3£i9g?€:It±;Orin:±¥;c=#io::n.::#:hay:g¥:n=ec
situation is poor.    The  establishaeat  of these  services  at  ldrfeei9
Tishomingog  and Ate  is  expected to  resuife  in additionfal referrals  to
Talihina for hospitaLlization.
Talihirm hospital clinics ,  it i8ne:£if%:£St£:tt:£ou¥85#:Set::
pqpuiation close to the pharmed clinic locations Trill  seek outpatient
ser`rices  {approxinately 2,800  individuals)  which wh]| lead to
additional hospital referrals.                            .

Cormmity Hospital Facilities

The possibility of condracting for  general medi.cal and  surgical
beds  in  sotieheastern  O]dahona has  been  studied.    According to t-ne
Chcl&hama State  Pian for the Hospital and Medical Facilities
Constrm.ction Program there  are  2i  acceptable  GMBS  hospitals  iistea
in the i6  courfeies  in  southeastern Oklahoma which  constitute the
patieat t'drawhng area  of the  Talihina  service  unite    Of the  21

:a:E:::i:ia: =+:r±;5£¥¥::::o¥ere there are -et bed needs andConsidering optirmm utilization
as  75% Fen the rermining 10 institutions,  theoretically there are
35 beds 'avaii&ble  in  7 hospitalsS  in 6  counties.    E]ccept  for the  one

::d¥°#th¥h¥;¥::¥Ss:a:aFr:t¥o°€oL££=.(th%These very
slnall hospitals with  few avails;bie beds  cannct be  looked to as  a.
resource  for providing the  specialized type  of car.e and continuity
in medical rmnagement  needed by Indian beneficiaries.

Not  only are there the  recognized disadvantages  of szna]|
hospitals with regard to staffing,  equipreut and flexibility of
services  for the diversified type of patient load,  but  such hospital
referral practices would nega;te achievement  of the  objective to
ccordinate public health activities  in the field with the hospital
therapeutic,  preventive and restorative health program®
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