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The objectives of the seminars were to focus on:-

the current state of hospital planning knowledge;
priorities for investigation and development;
methods for resolving problems and taking decisions;
the type and form of planning information needed;
methods of collaboration and co-ordination in
planning and research. ’
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COMMENT

The objectives of the hospital planning seminars ‘were to provide an bpportunity.to discus
the process of hospital planning in the light of current knowledge and to anticipate

in some measure future developments in the field. Much of the discussion however had

to be geared to current policies and, despite frequent allusions to the future of the
National Health Service, the main preoccupation of most participants was with the

present situation and its procedural and planning structure. Indeed what appeared

to be wanted in many cases was a set of ready-made answers to the assumed tactical

problems inherent in the present administrative framework, and some guidance on imple-
mentation.

The intention of the organisers, however, was not to provide solutions, but to identify
problems at various levels and stages of planning, focussing attention on such aspects
as the priorities for future investigation, methods of solving problems and taking
decisions, the importance of teamwork, the nature of planning information required and
possible methods of collaboration and coordination in planning and research. The

course was structured so that the level of interest diminished in scale during the week,
from national to departmental considerations. The seminars were successful in that they
provided the opportunity to highlight current problems and to exchange ideas and opinions
from various professional viewpoints. The week's activities however hinted at other
problems beyond the scope of the conference which would nevertheless be important for
future consideration.

The participants themselves represented a number of disciplines and included architects,
engineers, doctors, nurses and administrators. This should be an ideal mixture in
principle since all such professions are involved in the planning process at one stage
or another. In the event, however, mutual benefit appeared often to be sacrificed to
individual professional interest and there was in some cases evidence of ignorance of
the role and contribution of the other disciplines.

The seminars suffered by being too long. Many aspects were discussed early on in the
week and repeatéd perhaps unnecessarily during the latter half. Part of the reason for
repetition was probably due to the number of participants involved. The division of

the conference into multi-disciplinary groups was an ideal way of discussing a number

of subjects, but the group size (14 or 15) was too large to produce constructive argument.

There is room for some debate on the nature of the subjects discussed at the seminars
(there was perhaps too much emphasis on the teaching hospital sector and the nature of
plans rather than planning) but it was equally evident that some people attended with

a view to learning rather than contributing creatively to what was supposed to be an
exchange of ideas and opinion.

Despite these reservations, however, and the occasional semantic confusion which arose
during the week (notably over the rights and wrongs of the various types and degrees of
standardisation)a number of pointers(if not hard positive proposals), were made for
further consideration, and were pﬁ? to the Ministry panel at the last session as an
expression of generally held views.

It was suggested that greater attention should be given, for example, to rationalisation
and standardisation and it was noted that the Ministry was now setting up a coordinated
programme of hospital planning, design and construction based on a combination of the
knowledge and experience of both the Hospital Boards and the Ministry itself. The aim
is, as it should be, not to produce standard hospitals (a policy many Boards seem ready
to accept however) but to provide a limited range of solutions tora wide range of
situations. This would in the end probably make for an improved product and for

greater efficiency, speed and productivity. .
Another conclusion from the conference was the vital need for greater feedback of
experience from research and development projects, but it was acknowledged that a

major difficulty was to find adequate resources for this in competition with other
more urgent priorities.




Similar urgency was expressed about the need for reliable information and an adequate
retrieval system if policies and decisions in hospital planning were to be rationally
based. It would seem sensible in view of the evident shortcomings of existing sources
to encourage the establishment of some form of information centre and data retrieval
system, as well as to improve the quality of published guidance to hospital planners.
At present far too much time is taken up simply by the search for appropriate
information.

A coordinated programme of hospital planning could go a long way to exploiting the
experience and knowledge of all the professions involved in planning. However its
effectiveness is very much dependent on getting the best out of existing resources.

A number of pointers for action required in particular areas were put to the Ministry's
panel at the final session. It was felt important, for example, that some improvements
are made in communication between the Ministry and the Boards, the various professional
disciplines involved and between official and private organisations. Similar urgency
is necessary in the better coordination of research and the establishment of an
information retrieval system. Their importance is becoming increasingly obvious to

the improvement and development of comprehensive health services in this country.

Finally, it is felt that seminars of a similar kind should be repeated in future years.
The Hospital Planning Seminars were regarded as a pilot exercise and a steering
committee has since been set up to work out the areas of interest which might be
appropriate for further discussion and action.
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DAY 1
INTRODUCTION

John Green and Raymond Moss

In his opening address at the RIBA hospital planning course in 1960, Lord Craigton,
when Minister of Health, Scottish Office, said among other things that, as medical
science was changing all the time, and as we must be able to meet changing needs,

our information must be always up-to-date. He said he hoped that those attending the
course would, by the end of it, know today's, now yesterday's problems, and where to
lay their hands on the information they wanted about tomorrow's, now today's problems;
this he said would point the way to further studies. Lord Craigton also mentioned
that hospital planning was a field where it was necessary for architects to consult
members of several other professions with traditions of independence equal to their

own. I hope at least we have learned to do more than simply consult other professions
by now. -

Since 1960 there have been a number of courses and conferences aimed at improving the
quality and quantity of hospital building. Some of these courses set out particularly
to improve the gquality of design through collaboration, initially between architects,
engineers and quantity surveyors, but latterly between the design team and the client
team as a whole (that is to say the medical, nursing and administrative members of the
combined planning team as well as the architects, engineers and quantity surveyors),

The development of these courses owed much to the inspiration and wisdom-of the late
D J Petty.

The RIBA management handbook plan of work for design team operations was published in
1964, This clearly indicates the role and responsibilities expected from the client.

At the sametime there has been the parallel development of the Ministry's Planning
Procedires, which Boards are now using for the majority of their current projects.

Both these planning methods lay emphasis on a structure for collaboration, on a

procedure for the acquisition and application of information, and on the responsibilities
of the parties concerned, at each stage of the design process.

For a subject as complex and comprehensive as hospital planning, one cannot always see
what the problems are, or solve them, without standing back periodically to see things
as a whole, In doing this one usually tends to see those parts which are out of
balance or which need particular attention.

I would suggest that we are now approaching a stage of planning experience in the
hospital building programme when we can pause to stand back as individuals and as
members of planning teams and consider what the main problems are, which ones we
expect to meet, if history is anything to go by, and what actions we can take to get
something done about, them - the preparation perhaps of a plan of action which has some
hope of realisationawe can only see what is needed and agree that it is needed.

e

These seminars are therefore something of an innovation and an experiment in that they
are concerned with trying to identify what the real problems are that we face

collectively as hospital planners rather thanwith trying to provide ready-made
solutions to known situations.

The factor that is new to many of us, and therefore unpredictable, is the experience
of working as members of fully integrated user/designer teams, e purpose of these
seminars is to create the opportunity to identify and discuss those problems encount-
ered at various levels and stages by the planning team from.,particular professional




viewpoints; always bearing in mind that all members of the team will, or should,
have the same ultimate objective in mind, namely, the creation of a situation in
which health care can be effectively, economically and sympathetically provided for
the community. It sometimes happens, I believe, that the idea of the building gets
in the way of this aim.

I would now like to consider briefly some points on the nature of planning as applied
to hospitals, and also the more detailed objectives of the seminars.

Colin Buchanan, in the South Hampshire Study, says that '"planning is becoming less and
less a matter of precise propositions committed to paper, and more and more a matter
of ideas and policies loosely assembled, but under constant review, within which every
now and then some project is seen to be as ready for execution as human judgement can
pronounce' - rather a chancy process it would seem from that analysis. However, one
might say that one of the main tasks of the planning team is to reduce the element of
chance in the end product, even though its precise purpose may not be all that clear
just at the moment of committal.

Apart from the planning team and the data which they have to work with, the other

factor of significance in producing a useful end result is the process by which the
plans are produced, To that end, these seminars are not concerned with plans as suchj

we would suggest that an examination of our experience, or expectation, of the processes
that bind us together may help to reveal those aspects of hospital planning which most
merit active attention in the near future. These aspects may emerge from the thoughts
of the speakers, or from the group and general discussions that follow, but there are

a number of possible topics which may be useful in arriving at appropriate recommend-
ations for the future.

These are:
Rationalisation and standardisation How much of what is known about

hospital operation and design can be safely expanded upon for general
application on a regional or national basis?

Research and Development What are the priorities for investigation
and how can opportunities be created for using projects for answering
questions, as well as satisfying their more normal needs?

]

Bducation and Experience How can the experience required by planning
teams be harnessed most usefully for the benefit of other or subsequent
projects, and for the education of new members of planning teams?

[ —

Decision taking and Policy making How can we ensure that decisions
are taken and policies made using the best possible means in the
circumstances, and what is the best form for their expression?

Information and Guidance  Are the present forms of planning information
and guidance effective, and if not, how can they be improved?

Collaboration and Co-ordination How can one get the best out of a multi-
professional team and ensure that the results of their efforts are
fully compatible, one with another? '

The Effective Use of Resources Are we using valuable time, money and man-
power in the best ways possible? If not, how can we improve the situation?




FLAMTIN

Dr II Volloleoes

Deyuty hief Feticod Crficer, Mnietry of Health

tezlth plenning must be comprehensive; the hospital is only a part,
“Itroun™ ene of the mort important parts, of the general cencept of
' i e lowlees outlines the development of health
't bundre” years and notes the recurring problems
on need cnd the velue of existing resources. He
see the current state of the NHS and the possible future
an irtegrated service. One of the major problems will be
to decide on the contribution to be made by the hospitals to complement
community care within the overall concept of comprehensive area planning.
Although there will be an obvious need to assess the functions and uses
of existing facilities, the main problems are likely to be the allocation
of money and the distribution of manpower, both of which &t the moment
are very limitec. Resource planning therefore will be as important as
thet relating to the health facilities themselves. The general
practitioner is central to future development if a rational system of
comprehensive medical care is to be properly established.

Hespital planning is a part, perhaps one of the most important parts, of the general
concept of planning for health, but it is impossible to take one part of the Service
and devote all our attention to it. Health planning involves looking at the whole,

and the object of these seminars is to look at how the hospitals fit into the whole.

The history of health planning is a long one, but little of significance in a modern
sense occurred until the 19th century when public health measures became important.
The main public health measures were in fact framed in the early nineteen hundreds,
culminating in the establishment of the National Health Service in 1948,

For a long time planning was largely piecemeal; it was 1872 before the first Public
Health Act made it obligatory for all local authorities to have Medical Officers of
Health and to give attention to public health planning. In 1875 the original Public
Health Act was consolidated and new legislation was included; the Act in its revised
form lasted until 1936. Until just before the Second World War public health then was
based on a system devised around the 1870s.

One of the great difficulties in planning for anything, particularly on a national
scale, is knowing what you have already got. The available data on which you are able
to plan is generally not as sufficient for your purposes as you would wish, and in no
field more so than in health. When the National Health Service was introduced in 1948,

no one knew nearly enough about what existed or what ought to exist, and what ought
to be Pone.

Fopulation censuses, compulsory registration of births, marriages and deaths, the
notification of infectious diseases, national insurance and so on had been introduced
2t intervals over the previous 15C years, but in 1948 comprehensive information from
vhicl: to develop o national health service was lacking.

Cn the hospitrl sicde too, knowledge of the existing service was relatively scanty.

The Regilonc? 7it2l Boards started in 1948 very much like Columbus setting out
for the new world, When he set out, he didn't quite know where he was going;
vhen he got there, he Aidn't know where he was; and when he got back he didn't
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know wkere he had been. Whether we should say this about the Health Service today,
I am not sure, but certainly there is some confusion. ‘

HEALTH STRVICT RECRGANISATION

The Health Service is of course only twenty years old and has found its feet to a
large extent. But within the next three or four years some substantial replanning on
the basis of what we have discovered has got to take place. The first moves have
already been made and the Minister's Green Paper suggests a new structure for the
Health Service. The objectives of the Service are set out in the 1948 Act and the
Minister is responsible for providing the best possible health service for everybody.
But the system has to be broken down to see what is implied for the hospital sector.
It has to be decided whether in fact the hospital service is in future going to occupy
the same position in relation to the other arms of the Service as it has hitherto.
From a medical viewpoint can the Service continue to provide medical care in roughly
the same way? Is the demand for inpatient service going to continue at the same
relative value? Is the service from general practice going to continue at the same
relative value? Is there going to be some shift and, if so, what kind of shift will
it be?

The objectives have therefore to be more clearly 'defined than they are in the Health
Act. We lave got to decide what has to be provided and assess the nature of this
provision. We have to decide what contribution to medical care the hospital service
will have to make. There is already, of course, the subdivision into disease groups,
treatment groups, or medical and nursing techniques, and this permits the development
of norms of a kind for the provision of hospital services; for example so many beds
per thousand of population for this or that speciality. But this kind of standard
can only be developed once the nature of the Service which the future will demand has
been decided. The definition of objectives must be clear so that at the beginning of
any project the architect can be presented in clear terms with a statement of what is
wanted. Architects should not be given a problem which involves their taking value
judgements of what ought to be provided for a service in which they have no basic
training or knowledge.

COMPREHEMSIVE AREA PLANNING - HOSPITAL AND CCMMUNITY CARE

There is also demand on a wider front., How many people and how large an area has the
hospital to cater for now, and what is the expected increase or decrease in the
Tature? We have got to decide the distribution and number of people for whom we are
providing services; what the future number is likely to be and what the distribution
of demand will be,

The fact of the matter is that advances in medicine and medical science are such that
we can nowadays do more things, medically speaking, for more people than we can possibly
ever pay for. Decisions may have to be made for example, that a certain kind of service
which may be life-giving shall not be provided. This is becoming increasin~ly urgent
because we can now do far more for more people than we have the resources to provide.

Some assessment is required of the existing facilities already available. I have
already referred to the difficulties of doing this when the Health Service started.
Today, of course, we are very much better off., We know where the hospitals are and
what they provide. What perhaps is not quite so clearly worked out on an area basis
- and this arises from the basic splitting of the Health Service into three parts -
is the relationship of these existing facilities with the supporting facilities out-
side the hospital.
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The Ministry is bheginning to lool: at the future provision of medical care under two
heads; hospital care and community care. The supporting services outside hospitals
(peneral practice and the local authority services) are going to become increasingly
co-ordinated and integrated with hospital care which will supply the increasingly
specialised and complicated in-patient procedures.

The "Best Buy" project was concerned with seeing how the hospital service fitted in
with the other two sides of the Service. It was only by adjusting hospital provision
to the capacity of those other services dealing with patients outside hospital that a
reduction in the demands on the hospital side could be secured. The experiment however
took in transport and housing which also’ affect the nature and administration of the
health services. The "Best Buy" hospitals are an illustration of a conscious attempt
to shift the emphasis of medical care more to the community, with less, though more
concentrated, care bheing provided on the hospital side.

FINANCE FOR BUILDING

The allocation of money is a major problem; generally speaking, all the available
money we have is given out, and it is up to the Boards to decide on their priorities.
But money on the larger scale of National Health Service planning is limited by what
is nationally available. While the hospital authorities fight the Ministry all the
time for extra money, the Ministry in turn makes its case to the economic department
for a larger share of national resources. The health share of the gross national
product has increased from 3.7% to 4,6% in the past ten years. This may not sound
much, but it is in fact quite substantial., Although we have got an increased amount
of money available, it would be foolish to suppose, from a planning point of view,
that we should count on getting any substantial increase in the coming years. Planning
must therefore be related to allocations of finance within set limits, and guidance
on its use to the best advantage must be made available.

¢ et L bkt e e U e

MANPOWER SHORTAGES

The other great limit on supply and resources is manpower. Medical manpower is
probably the crucial element but shortages exist everywhere; there are not enough
physiotherapists or radiographers or architects to meet the needs of the service and

we have got to make do with what we have. It is no good producing a plan on a national
or reglonal scale which simply assumes that something will be there., It is not very
sensible that a national plan should be drawn up to provide so many new hospitals when
the available estimates for trained manpower for ten years ahead make it virtually
certain that we will be unable to man them. In the case of medical manpower, for
example, at the moment the numbher of graduates from the medical schools every year
barely enables us to stand still. Although we get an increasing number of doctors out
every year, and although the University Grants Committee, which controls medical school
building, has given us as much as it can, the number qualifying every year hardly keeps
pace with the current rise in population which we expect will continue. Assuming we
had all the teachers and all the medical school places we needed, it would still be

$ix or seven years before students admitted tomorrow were qualified, and ten years
before they were effective members of the Health Service. Whether we like it or not,
we are short of doctors, certainly for the next ten years. Any plan that involves a

larpe increase in staff without at the same time envisaging a decrease somewhere else
is out on its neck before it starts.
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3% OF RES0URCES

Finally, are planning resources adequate? Do enough private architects know enough
about hospitals really to make a sensible contribution to hospital planning? ‘e must
consider a much wider apnlication of resource planning. Let us consider heart trans-
plants for instance. The first one required a team of eighteen people, and the use
of two operating theatres, one of which was out of use for three weeks becausé other
facilities were not available. The net cost of that particular operation can be
measured in £ s d, but the real cost has to be measured in terms of the other things
we failed to do because of this operation. A lot of open-heart surgery, which had
become routine in that particular hospital could not be carried out and the people
who could have had new valves at the time either had to be accommodated elsewhere or
had to wait. I am not criticiging this because I think that this kind of pioneer
development may have to be done under less than ideal circumstances; I am really
trying to look forward. Does such a situation mean that if they are to continue
heart transplants, a large number of other people are to be denied treatment? This
is the kind of decision which has to be taken. How many cases of this kind can we
afford to d0? Have we the manpower or the facilities to do them? It is impossible
of course to tell the surgeons concerned to go and do an out-patient list of varicose
veins instead. It would be unthinkable and they wouldn't do it, but the problem is
clear.

We must start doing much more than we have done in the way of resource planning, or

we must limit the demand in some way. At the moment the limit on the demand is the
facilities we provide; we can therefore exercise a sort of negative restraint upon
demand because the services are not optimal in any area. But the time has come when
we have got to take more conscious decisions about the provision of various facilities.

FUTURE TRENDS

T have tried to set out the kind of problems that face the Ministry nationally and
which must be taken account of in looking at the broad planning of the health service.

T would like to say a word about the future because this must be basic to all planning
in the health service. The history of the last 20 or 30 years, in medicine, has seen
the development of a large group of drugs, the anti-biotics which have had a very
marked effect upon the care of natients and the demand for care. In the 1940s the
sulphonamides were just coming in and had their dangers in use. Many diseases which
then still occupled a great deal of time both in and outside hospitals were later
vanquished by the development of sophisticated anti-biotics like penicillin and its
successors, Medical care has therefore changed from an intensive preoccupation with
conquering the active infectious diseases which existed at the end of the Second

World War. Developments, particularly in anaesthesia, have made possible in surgery
many procedures which were at one time unthinkable. The trend has therefore gone away
from acute disease towards the screening and recognition of the later chronic diseases
which develop in middle and old age, and the complicated and expensive services to
deal with those which new techniques have now made remediable.

We try to forestall the wasteful use of highly sophisticated and expensive hospital
resources by the detection of the early stages of chronic and degenerative diseases
in people of middle age. If we can shift the emphasis to look more and more at
monitoring the health of individuals, they may not ultimately become a charge on the
hospital service.

The general practitioner is central in all this. The unrest among general practitioners

over recent years stems in large measure from their feceling that, having been trained
in a large modern hospital with all the investiratory procedures available, getting
used to the consultant type of approach to medicine, with a large supporting staff,
basic facilities are no longer available at the snap of a finger. They feel they are
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debarred frorm diarnostic aids and that, when a diagnosis has to be made in hospital
and the patient is kept there, much of the authority and interest they previously
had in their vork has gone.

The meneral proctitioner must cease to operate as o member of what has been described
as a cottasge industry. The one-man general preoctice is disappearing and the future

is likely to see an incrense in groun practices of as mniny as twelve or even twenty
doctors. Trey will have modified Aiagnostic facilities available and will look to the
hosnitals for the riore complicated procedures, They are increasingly likely to take
over the after-care of hospitrl cases as well as pre-admission diagnostic care. The
tospitcrls vill tecome specialized 'factories' where sophisticated diagnosis and treat-
ment is carried out.

There is 2 vitel need for adequate information on current trends and for research
based on that information. Many of us are extremely keen to see the development of
hospital ~ctivity annlysis and other record systems based on modern business
machinery which can record vast rmantities of information.

Discussion on Dr Yellowlees' paper centred largely on the question of the relation-
ship between community care and the function of hospital facilities, and the Ministry's
stated aims for the close integration of 211 parts of the health service.

Some speckers were concerned about the dividing line between the functions of one or
other part of the present tripartite system, as well as the effect of local political
or medical interests and the :legree of co-operation on the expansion of community
care. It was suggested there were strategic and organisational problems at a national
scale which m’ght be inhibited at local level and so work against the idea of full
integration of the Service. Dr Yellowlees thought that the Green Paper on "The
Administrative 3tructrre of the lledical and Related Services'", together with the
report of the Seebohm Committee and the Todd Report on Medical Zducation, would have
important imnlications for the restructuring of the Health Service.

To the sugpgestion that the Ministry mighi hive off some of its responsibilities to
local authorities, Dr Yellowlees replied that this depended to some extent on how far
local authority services had developed. At the moment it was certain that, because of
compartmentation, existing facilities were not being fully used. Although planning
was hindered hy the fact that it had often to be carried out in isolation (a case
perhaps for setting up minimum standards or criteria for judgement), Dr Yellowlees
thought that it would be extremely difficult to place patients in one category or the

other. The only solution would be to bring the various interests and facilities
together.

As far as desipg was concerned, the suggestion was made that it was more important
to have a performance specification for medical facilities, leaving its interpre-
tation to the desipgners, than to define problems in too much detail at local level.

A question was aslied about the time talien between the design of hospital schemes,
especially teaching hospitals, and the completion of the buildings. Both Dr Muir and
Dr Yellowlees felt that by some degree of standardisation of parts current programmes
could be shortened considerably., Dr Yellowlees added thmnt the Regional Hospital
Poards had grenter experience of planning hospitals than the teaching hospitals

which could of course benefit from this experience - on the idea, for example of
flexibility in use rather than the acceptance of the particular preferences of

FT I RS EEEEEEEEEEEENEEE




L W

ETEFE S S S S S FEEEN

17

particular members of the teaching staff as the only planning criteria. This could be
achieved by some measure of standardisation and rationalisation. It was ridiculous
that small highly specialised hospitals should claim to provide every type of medical
care that a student wished to experience if this was to be achieved at the expense of
a district general hospital.

The suggestion was made that more advantage should be taken of the pilot schemes

which existed throughout the country and which might profitably be evaluated in terms
of medical function, cost standards, technical effectiveness, administrative efficiency,
and staffing.

Tt was also said that there were problems in providing a precise brief for hospital
building. It was argued that, bearing in mind the uncertairty about the effective life
of structures and the possibility of rapid change in medical policy, space must be
designed for reallocation, change and growth or contraction. The problem becomes
evident at the time of briefing and it was thought necessary to assess the value of
any facility over a period of years, including the capital, running and maintenance
costs of the provision.

A final point was discussed regarding the implementation of policy intentions.

Many of the problems which had been discussed could be overcome, it was suggested,&f
there was the will to build fast and efficiently. Some claimed that this objective
was being inhibited in effect by over—elaborate bureaucratic procedures.
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T HEG3TITAL TLAINING PROTTESS

Or J A Odlie, 3enior Administrative Medical Officer,
Oxford Regional Hospital Board

Summary

The hospital cannot be planned in isolation. The make-do and mend
developments of the past are now slowly being overcome. Regional

Boards have recognised the need to create expert teams to undertake
capitnl planning and the Ministry produced the Building Notes to fit
into revised procedures designed to ensure that the public get value

for money. Dr Cddie outlines the current procedures involved in
hospital planning and emphasizes the importance of adequate consultation
between various professional advisers and the users. He points out
however that no one is yet clear about the function of the hospital

in the future. There are positive trends towards a greater integration
of local authority services, the hospital service and general practice,
and towards the development of the hospital as a highly mechanised

acute treatment unit. It is important however that whole hospital
operational policies are determined as a first priority and that !
attention is focussed on the provision of facilities for patient

care. One of the important questions which arises is whether or not

the basic documentation which governs hospital and departmental

operational policies is fully adequate. It is unlilkely that Boards

will readily accept standard designs for whole hospitals or depart-

ments, in view of the need for built-in flexibility, and more

emphasis should be placed on the development of component systems. I
Flexibilityaas important in the planning procedures which govern

hospital design as in the buildings themselves.

During this week we are studying the Hospital T'lanning process. We must getjit in the
right perspective and remember that a hospital as a building is, in itself, not all
that important in the provision of a service to the patient. The best kind of

patient care and treatment has been carried out in a tent in the desert or at the
bedside, in a home, in the slums. The hospital must create the best artificial
environment in which modern specialist medicine 2nd surgery can operate and it should ’
be used only when patients cannot be :denuately treated in their natural environment, ’
their home or their community. ’ S

The hospital cannot properly be planned in isolation without taking account of its
particular function in the total pattern of the Health Service. In the past hospitals
were planned separately, and when +he National Health Service came into operation the
Hospital Boards inherited a haphazard array of hospitals which had been planned mainly
as places where patients came to be nursed in bed. Although the Hospital Service is
still operating very largely from the hospitals that were already established in

1948, their function and use has changed out of all recognition. No doubt the function l
of the hospitals we are now planning will again change during their life-times; in

our planning decisions change is an ever accelerating process.

MAKE<DO AND MEND

During the early years of the Service there was little capital expenditure over the .
country as a whole. The total capital programme in 1950/51 accounted for £9m, compared
with nearly £100m. during 1967/68. Initially most of the capital projects were concerned
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' with what wis termed "makemdo ond isend” schemes which enabled dilapidated huildings to
) continue to function and which provided ' cdest extensions such as an additional
1} operating theatre or a new outpatient clinic.

‘ In those days there were no recognised standards, no defined operational vpolicies 2nd
3” no asreed cost limits. There were no recognised planning procedures, and agree-
ol nent was renched over a period of time by erichanges of sketch plans and letters
E ! betieen Board and HMC and between Doard and Ministry.

;L ) It was the Nuffield Provinecial Hospitals Trust which produced the first authoritative

' I publication on post-war hospi:al »lanuing and design. In 1955 their report, "Studies
; in the Function and Desisn of Hospitals', made n most important contribwution. It
1 showed the necessity for a close study =nd definition of all kinds of hospital activity
ni and was one of the hest demeonstrations of the place of work study and operational
' I, research in the hospital field. The hook bears re-reading even after all the changes

! and developrments that have taken place during the past fifteen years. It is interest-

' ing to note that, in the so-called 'best buy' hospital, we are returning to the figure
| * of about two acute beds per 1,000 people, vhich was the estimate made hy the Nuffield
| team in 1955.

- DEVELOPMENT CF PROJECT TEAMS
Since then the Boards have recognised the need to develop expert teams to undertake
capital planning. Froject secretaries were aprointed and tre importznt role of the
= nurse in project team work was now accepted. The importance of the engineering content
wis realised when it was found that engineering costs accounted for between 1/3 and
1/2 of total expenditure. Other specialists, like quantity surveyors, worl study
officers, design consultants and finance officers, bhegan to contriute to project
team work,

I It is difficult to realise that only ten years ago surh things as C353Ds and day hospitals
d were all in the experimental stage and were regarded with suspicion, not only by some
: hospital staffs, but also by come of those who were responsible for forward thinking
and planning. The Intensive Care Unit was beginning to appear in the US but was, for
the most part, regarded in this country as a retrograde step, forced on the hespitals
as an expedient to overcome a shortage of nurses.

Meanwhile, the Ministry of Health was working on the production of the Hospitel

b | Building Notes and when these first began to appear in 1961 they were acceptec as the

i most important contribution so far mzde to assist the planning authorities. Since
1961 many thousands of copies of building notes and equipment notes have been issued
and the Ministry deserves the greatest credit for the quality of the wide range of
guidance material that it has produced, augmented by information and research by the
King's Fund and the Nuffield Provincial Hospitals Trust., The Building Notes were
designed to fit in with a new procedure for the control and implementation of the
building programme and these were to be used for some six years. The Ministry at that
time was no longer able to concern itself with the detailed design of each project, yet
it had to satisfy itself that new buildinss met an acceptable standard to ensure patient
safety and adequate working conditions for staff.

-

NEW PLANNING PROCEDURES

- The Procedures, introduced in 1962, called for formal approval at several stages and

: required agreement on both functional units and the detailed schedule of accommodation.
: The cost limit was based on the floor area of departments, plus an outline of engin-
o eering services and 'on-costs'. Under the more recent procedures introduced last




vear, cost control is exarcised ot an earlier stage ond is related to functional units
irrespective of schedules of nccommodation. Under the previous procedures the factor
of 'on-costs' hal not been clearly defined, whereas today it is the element of 'on~-
costs' which is most closely scrutinised for sny individual scheme.

While one accepts that it is the Ninistry's duty to ensure thnt the very best value
is obtained for c-.pitnl expenditure, the new procedures are sti]l far from ideal.
The paper worl: is even more complex than before and in some cases, to achieve an
ncceptotle level of 'on-costs', the essential functional and clinical requirements
tend to he overlooked.

Hospital Doards are now required to deal with tvo separate divisions of the Ministry
when embarlking on n major scheme. Cne Jivision deals with the function and content of
a scheme, and another is concerned with the siting of the building and how functional
units are to ‘e provided in terms of shape, departmental relationships and communicat-
ions. ‘/hen one is deslinrs with hospitzl developments in a particular area, it is
imiossible to separate what is to be provided from where it is to be provided, yet
this is what the new procedures dictate. One must not assume, however, that the new
procedures will be used indefipnitely; they can be regarded as just one further step
in the evolution of a policy for hospital planning. Just as there are many design
solutions for any particular scheme, so there must be many different methods of
srocedure. Mo doubt the Ministry itself already has new ideas for improving still
furter the ways and means of achieving an acceleration in the building programme.

Tt would assist hospital planning authorities and give them a greater incentive to
prlan efficiently if cost allowances for building were related more to the function
of the hospital than to its physical content. This would reflect the approach which
planning teams are now making to the layout and design of new hospitals. Ve are
getting away from the idea that a hospital is little more than a number of different
devartments put tocether in the right relationship. “hat we are now trying to
achieve “s to provide the best environment for varying patterns of patient care and
treatment. -

This really brings us to the core of the problem which is being considered during this
series of seminars; to put it bluntly, should the hospital planning process be con-
cerned with the provision of "patients' needs'" or "staff wants"? A planning team can
operate in two different ways. One method is for the project team to talre the evidence
from the various clinicians and heads of departments, determine their requirements and
then mould the design to meet thesej the second method is for the project team itself
to determine the function and design of the hospital and ensure that within this design
the clinicians and department can efficiently carry out their particular role in the
overall vorking of the hospital.

FRINZCITLES D PCLICIES

The nuestion of consultation is one of the most difficult problems which faces planning
personnel. The new hospital or department, when it is completed, will not function
efficiently or humanely unless the staff who operate it are fully committed to its
desipn and function. This need not mean that local staff have made all the planning
decisions, but they must know the reasons for the particular desipgn and they must
understand how the unit is meant to work. To achieve this, the Board's policy must

be fully explained and the project team must demonstrate that their ideas have been
bas~? on sound principles. Staff vhose main concern is treating patients or administer-
ing a day-to-day hospital service have not had the opportunity of acquiring planning
expertise. Thre situation calls for planning personnel of the highest calibre who can
exercise leadership in the project and inspire the confidence of the HMC and local
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staff. If plannin- teams are indefinite, and afraid to put forward constructive and *
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definite proposals, they will leave local staff faced with various options. If con-
sultation means asking for opinicns, then these options will be exercised and staff
will moke demands which are not based on sound planning principles. It is now
certain that the future hospital service must be closely ihtegrated with other
branches of the Health Service. Whether or not Area Health Boards are to be the
administrative structure of the future, the function of the hospitals must be co-
ordinated with the domiciliary services. The hospital, so far as the buildings are
concerned, is the most costly and static element and will, therefore, be the focal
point for teaching, research and probably for administration. Any new hospital site
should therefore be design~d to enable it to function as the centre of gravity of the
total health service for the area.

HOSPITAL BASTD CARE IN THE FUTURE

Cur problem is that we are not yet clear as to what the function of the hospital of
the future is or what it will contain. Accident and emergency services, an intensive
and acute_care complex, investigation and treatment are all obvious functions of a
central acute hospital, providing intensive treatment and patient care. It seems
certain that everyone is now ready to accept a coordinated health service with a
breakdown of the barriers at present separating the hospital, local authority and GP
services, The "Best Buy" hospital goes some way towards meeting this change but is
still somewhat tentative. But when we consider the future pattern of sub-acute care
and of the whole provision of diagnostic and consultative accommodation, it is
difficult to predict what changes may occur., %With the knowledge we now have it is
evident that efficient and economic services can be provided from a centralised
comprehensive unit. At the same time, the more the service is centralised, the less
convenient it is for access for patients and visitors. A second idea is the removal
from the clinical environment of all industrial and processing activities.

If we are to concentrate the acute activities of a hospital then we will need a highly
mechanised and fully equipped core of treatment departments and a smaller number of
beds. This means that at the early stages of recovery, patients will have to be

moved to a different environment designed for post-acute and pre-convalescent care.,

These are problems concerned with basic functional planning which must be solved
before a functional brief can be handed to a planning team for translation into
operational policies and the determination of functional units. This preliminarty
work can only he undertaken by a Regional T'lanning Authority such as the Regional
Hospital Boards.

Bach Regional Hospital Board must therefore have personnel supported by the appropriate

statistical and operational research departments, which can determine these overall
policies. Consultation at this stage can only be undertaken between the Regional
Hospital Board and the Ministry, and will not involve the HMC, Once the Board's
strategic plan has been determined it can be presented to the HMC for comments.

The first task of the project team is to determine whole hospital operational
policies; these can be simplified if attention can be focused on the provision of
facilities for patient care. The idea is now generally accepted that activities
traditionally associated with a hospital but which have no direct bearing on patient
care should be accommodated elsewhere. The policy of removing from the clinical site
all the industrial and processing departments such as CS3D, laundries, pharmacy,
transport or catering removes much of the complexity of hospital planning and is
likely to prove more economic if considered on an area or regional basis. Industrial
elements could be dealt with by a separate project team, freeing the project team

for the clinical side to concentrate on its main function.




orerationil polirics will he concerned first vith main circulation
routes ~n? the reletionship of the main derartments. “lthough efficient clinical
function rust be the main cobjective, it must in some cases give to compromise
to achieve econcry in other aspects of plannine, eg if the 'on-costs' are to be
lzept a3 low as rossible, there must he a concentration of those departments nnd areas
w-ich need expensive engineering installations,

DOCULTNT.ATICH A'D STANDARDISATICH

The stated objective of these seminars is to identify the mest important problems
which planners and users are faced with. The first question I would like to ask is
whether we have get our basic documentation right. ‘'hole hospital operational
policies and departmental operational policies are used as the brief for the design
team. If however we are going to desipgn a hospital on flexible lines which can be
re~dily adapted to changing metods of work, the initial brief must specify this
flexibilily and not describe in detail how the accommodation may initially be used.

This brings us to .the whole question of standardisation. There is a great deal that
Hospital Boards would accept and even welcome in national standardisation, but not
necessarily in the fields in which it is at present being imposed. Would not the
Finistry do better to concentrate still further on the stendardisation of building
components or elements rather than on standard designs of hospitals or departments?
Provided adequate research and evaluation has been @rried out, hospital authorities
would accept standard rooms designed for standard use and standard medules for windows,
doors, storage components, and sanitary fittings, but would not readily accept standard
designs for whole hospitals or departments. 1" is is largely because no hospital has
yet been thoroughly evaluated. T“wvaluation should be directed to a study of the whole
pattern of patient care to determine the cost of traditional in-patient care compared
with early transfer to more simple types of hospitsl accommodation or to the patient's

home with the support of a domiciliary team. Because of the time taken to design,
build and commission a hospital, it is doubtful whether in this era of rapid chense
this will ever he achieved. ’

CRJECTTVTS CF PLANMNING TROCTDURES

30 far as formal planning procedures are concerned, our real ohjectives are still
confused. The HMinistry is in the dilemma of having to exercise control of expenditure,
and at the same time having to rely on the Boards to determine priorities for the
development of hospitals and being responsible for individual design. ‘'hen the new
procedures vere first mooted, the Boards welcomed the ideas then put forward. Tmple-
mentation of these ideas has resulted in a complex system of procedure which has
destroyed much of the original concept of accelerating the planning process and
giving Poards greater freedom to get on with the job., Nevertheless, this is the
procedure which we now have to work to and its success depends on everyone concerned
being determined to make it work. The spirit behind the new procedures was excellent
- ve rmust not destroy it by slavish adherence to the letter of the procedures.

The chief reason which prompted the new procedures was the expectation of a much

enlarged capital develorment programme and this has to be processed without a correspond-
ing increase in the personnel invelved. Thus within each plamning organisation there

is a need to re-examine methods. Are we not spending far too many man hours in

planning meetings? Up and down the country there must be many project teams going

over exactly the ssme ground discussing the same problems and working out the same
details.
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Although we must not lose the value of the team approach to planning, we must ensure
that various professional members of the team do not have to spend long hours sitting
in on discussions from which they will extract only a small amount of relevant
information, or can contribute little.

All of us must avoid being rigid or dogmatic about our own ideas - it is too much to
expect that in the late 1960s we can claim to know all the answers to problems which
have perplexed planners for many years. We look forward to a future in which change
is constant and normal. In the meantime let us retain the sense of humility.

Finally, although this seminar is concerned with the hospital planning process, this
vrocess must not be an end in itself. Cur objective is to create an environment in
which a human service can operate and it will be the people and staff wh5'occupy the
buildings  that the patients will depend on for this human service.

John Weeks, opening the discussion after Dr Cddie's paper, thought that the paper
represented a combination of practical comment and thoughtful ideas. Dr Cddie had
raised a number of questions ranging from the suggested failure of the new planning
procedures at one end of the scale to a plea for humility on the part of doctors and
designers at the other,

One of the first questions that was raised suggested that cost allowances uere

related too much to departments as opposed to hospitals as a whole. Dr Cddie felt

that the question of cost went baclk to the definition of the use of functional

units since, for example, the same cost allowances were granted for beds irrespective

of whether twenty or forty patients were put through in one year; similarly cost
allowances for accident centres depended on peak period use so that the more convincing
the peak period, the greater the cost allowance. He believed that ideally cost would

be better considered on the basis of the population served by hospitals or departments.

On the subject of standardisation, Dr Oddie did not see how a standard ward could be
designed to meet many and variable needs and suggested that work on the standardisation
of components was a more fruitful course of action. He agreed however with one
suggestion that where activities were not too precisely defined or where environmental
criteria were not critical there was perhaps a case for the standardisation of spaces.
He thought that the opportunity certainly existed for greater use of a standard

range of general room spaces. The comment was made that standard departments could
inhibit changing function., On the other hand, generalised spaces do exist as well as
highly specialised areas. They could in fact be regarded as "hard'" and "soft" areas
which could perhaps be explored as suitable categories gf function.

The discussion continued on the subject of standardisation and the means by which it
might be defined. It was said that the Ministry had the impression that the Regional
Boards wanted standardisation and that there could be no question of its imposition
by the Ministry itself. A point was raised regarding the avoidance of duplication or
repetition in research and development work by various hospital authorities. It was
suggested that although standard departmentnl plans might not be satisfactory, there
was some argument for accepting standardisation of certain hospital activities; in
other words, the establishment of standard content, but not necessarily standard
design.

The discussion appeared to represent two clear schools of thought on the subject of
standardisation and suggested that Dr Oddie's views on the dutious value of standard
departmental plans were challenged by a number of people on the grounds that
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standarlisction, Aeopite its deficiencies, must inevitably he better than what existed
~f wresent. 1t wos felt that standardisation could contritute to a creat extent to
the redrciion of the time taken from the outline of a brief to the completion of a
buildin~. Cne spealer suggested that grenter stress couid be laid on whole hospital
operntional policy Jecisions relatine, for examnle, to the desirability of centralis-
ing or Jiversifying service functions like catering and laundries, and that standard-
ised procedures might be of more value than other Vinds of stand~rdisation. But
standnardisation of operntional policies could not be linked to specific desirn problems
without limiting freedom of experiment. The possibility of change, in medical
functions and relationships, had to be anticipated and could not be in-ibited by

‘ture over-standnrdisation.
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DAY 2

WICILZ HCSPITAL PLANNING
Centralisation of Clinical Services

United Cxford Hospitals

o

Summary

An outline of the project fréom inception to design implementation.
The existing hospitals, the Radcliffe Infirmary and the Churchill,
are unsuitable for future expansion because of piecemeal develop-
ment over the years, while the medical school is expanding and
the need for new accommodation is urgent.

The new site is at Headington and the proposal is to build a
teaching hospital of 1000 beds which will include obstetrics and
gynaecology as well as accident and neurosurgical departments,
and will be complementary to the Radcliffe Infirmary. The
Planning Team represents the interests of the Board of Governors,
the Oxford Regional Hospital Board and the University and has a
large measure of autonomy. The hospital, which will provide the
major part of the service needs of the central area of the
Oxford Region, is being built in three phases.

The operation of the team has been consistently smooth from the
establishment of design concepts relating to medical services
and their inter-relationship and the size and nature of the
educational function down to departmental planning.

The design team has actively participated throughout; its
initial ideas represented the interpretation of functional units,
related to each other by the needs of patient care or teaching
and research, as form and space. )

The main design principles establish a major axis of growth to
allow the three major elements of the complex, ie care and
curey research and teaching, and processing and servicing, to
develop flexibly in parallel.
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The second day of the Symposium, under the chairmanship of Brian Langslow, was
intended to demonstrate how planning and decision-making were carried out at whole
hospital level. A team from the ¥nited Oxford Hospitals described how they had.
met planning problems at this level, and the design team outlined their interpre-
tation of user needs in building terms.

.

Inception of the Project

J Lovett, Project Secretary, Planning Team, United Oxford Hospitals

Like many cities in the country, Cxford has had dreams of a new hospital for a very
long time. The principal existing acute hospitals are the Radcliffe Infirmary,
opened in 1770, and the Churchill Hospital, handed over b the American Services

at the end of the second world war. Their sites have been effectively strangled
for major development by a process of piece-meal expansion through the years, and




the nopulation forecasts for the 1980s cannot be cffectively catered for by the
existing frcilities. In addition the Medical Scheool is expanding and urgently needs
better accormodation.

There hos been considerable activity through the years to implement the planning

of a nevw hospitel and extensive debate as to where it should be sited. This reached
fulfilment in 1960 vhen the Board of Governors, after consultation with the University,
the Rerional Hospital Board and the local planning authority, reached agreement with
the Ministry that the future development of acute services in Oxford should be on

the lanor Heuse site at Headington.

A cormmittee was appointed to make recormmendations on the division of service activities
between the Radcliffe Infirmary and the new hospital which culminated in the follow-
ing proposals: to build a hospital of approximately 900 beds to include obstetrics

and cynaccology, the accident and neurosurgery departments, and facilities for some
general medicine and surgery; the nced to have the University represented on both
sites, and the need in the development to allow for the provision of a further 500

beds to enable the teaching hospital to concentrate all its activities on one site;

and the need to allow part of the site to remain fallow for long term development
for future generations.

TS PLANNING TEAM

At the end of 1963 the Board appointed a Flanning Officer, and later a planning

team. It was stressed from the start that to be effective the team must remain

small. In achieving this aim it should be noted how different interests are rep-
resented. Dr Pollock, who has now succeeded Dr Oddie following the latter's
appointment as Senior Administrative Medical Cfficer, holds a joint approintment with
the two Boards. Dr Badenoch is a member of the Doard of Governors, a member of the
Tuffield Committee of the University which determines major University policy in the
field of clinical medicine, a Consultant Physician and, at the time of his appointment
to the planning team, was Dean of Undergraduate 5tudies. Dr Ilodgson is Consultant
Anaesthetist and is able to watch the intere3Ts of the surgeons.

Next the Board appointed its consultants: Yorke Rosenberg Mardall as Architects,

Sir Frederick Snow & Partners as Engineers and Davis Belfield & Everest as Quantity
Surveyors.

Cur channels of communication are simple; the planning officer is responsible directly
to the Chairman of the Board of Governors and the planning team process information
through the Board's Policy and Tlanning Sub-Committee. University information is
channclled via the University Registry to the Nuffield Committee. ‘

This structure allows the planning team a very large measure of autonomy. That there
is no necessity to process detail points throush an extensive committee structure

has been to us a distinct advantage. OCur method of procedure through the various
planning stages has been to obtein information and as a team to assess the problem
and prepare documents to put to the users for constructive criticism, All the
decisions and recommendations made by the planning team have been by mutual consent.
4t no time has a vote been taken.

UInlike most teaching hospitals, the United Cxford Hospitals are responsible for the
major part of the service needs of the central arca of the region and it is of extreme
importance that the Board in consultation with the Repional Hosnital Board constantly
review the overall facilities in relation to anticipated demand.




TTRM3 CT" REFERTENCE

The terms of reference to the plannings team were to plan nnd bring into use a 1,000
bedded tesching hospital to be complementary to the existing Radcliffe Infirmary.
Initially it was intended that the develorment would toake place in two phases in
order to bring into use additional facilities as quickly as possible to ease the
burden on the present buildings.

The first phase now under construction is a maternity department costing approx-
imately £2m. which will be completed by fApril 1971.

The second phase was to have been the balance of the total to 1,000 beds wit' support-
ing departments. But teaching hospitals are expensive and the rate of availability

of financial resocurces to achieve the second phase would have meant a considerable
lapse of time before any forther facilities were brought into use. For this reason

it was decided to split the second phase into two parts, the first of which will be
constructed on completion of Phase I and will contain the accident service, .ortpatient
facilities, 450 beds ~nd the majority of teaching facilities. This additional

phasing also allows a greater length of time for decisions to be made on the overall
content but at the same time it creates problems for the desigrer in construction

and in ultimate integration.

Cperational Policies

Dr J Badenoch, Consultant Physician, The United Cxford Hospitals

The Tlanning Team was successful largely due to its small size, its unanirity in
decision making ard its freedom of action under an experienced chairman. Nevertheless
it operated to a rigid timetable for its task. At each stage in the exercise, such

as the preparation of the first report on the outlines of function of the new

hospital and later documents, a full presentation was made to the Board of Governors
and the Universitry. TFree discussion took place and we were then given permission to
proceed to the next stage.

In presenting these reports we were helped by the fact that apart from Thase T of
the new hospital, which is the new Maternity Department, and with the evception of
Taediatrics in Thase 24, we refused to provide a tailor-made accommodation for
anybody. As a result we could not be challenged hr colleagues who might have said,
for example, that the plans for the Department of Neurosurgery are cut of date and
quite unrealistic. Trom the outset we tried to develop a rational overall scheme
leaving the decisions about who was to use the new accommodation to the Board of
Governors itself,

There were of course difficulties at times in communication. Unfortun~tely our
Tlinning Team Office was outside the hospital in the early days, and it was not
zlunys easy for our staff collearues to know what was going on. We had to prove to
them that our methods of planning prcduced results that were fair and forward looking,
and that, although we were irmovable on certain things (overall size for example) we
vere responsive and intercsted whEHﬂthey vanted to tnlk to us.

=

55 the momentum increased, and ve made ropid progress, we had the comfort of having
the Choirman of the Board of Governors and his senior officers at regular informal
monthly meetines, so that we folt that ve had officicl understanding of the stage

ve had reached, even if we were further on than the Donrd of Governors realised.
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Right from the start we got on very well wit“ our architects; and I think it says
much for them that altdough they are based on London and we on Cxford, » senior

merber of their team has repulrrly attended onr meetings whatever his other commitments
have bheen. This is important because ruch of the feeling for a project, and the
background to a plan, can be gained only by sitting and listening to the arguments

that are tossed about around the table. The architects have always resisted any
suggestion that they sheuld open an Oxford office and we can now see the wisdom of
this, The fact that, as a routine, we met them only once a week forced us to con-
clude arguments and come to decisions which could have been left in the air if day

to day informal contact had been possible between us.

CCTTABORATION

How then did this group of people, with such widely different backgrounds, manage .
to reach agreement in so many fields and ultimately produce an architect's brief?
Terhaps 1t wns important that we had no chalk lines between usj; we all felt quite
free to comment on anything from bhoiler houses to bed curtains. We were a planning
tear, not a collection of specialists, and we have never had to take a vote on any-
thing sivce we began. In this context we have often been asked why we thought it
necessary to have a full time nurse planning officer in the team; we have never
doubted the value of this. Ve have tried to plan this hospital with the interests
of the patients very much in mind, and not, as is more usuzl, to design it for the
convenience of the staff. In this, as in so many other matters, we have been helped
by the presence of a nurse. ‘e feel that we have gained much from sharing our ideas
+1ith a succession of first class nursing officers, with a good deal of practical
experience in the wards and in the casualty department.

In retrospect I believe that another important factor was that the architects them-
selves refused to let us design anything, they would even retrieve the rough

sketches and scribbled diagrams that were produced whenever we met. Much of the

talk was about ideas, with the architects listening at first, and playing an
increasing part as time went on. DBut always about function, never design. I began
to see the project like an inverted fan, broad principles at the apex leading in turn
to a discussion of more detailed functions and relationships, and fipally the flow
natterns of individual departments and services. -

T3IGH CCHNCEPTS

‘le considered first the broad concepts. What sort of medical services did thc area
require? MHow large did they have to be? How should the various parts be related?
““hat sort of Medical School did we want? Could the likely growing points over the
next ten years be defined? How were we going to plan for the maximum flexibility of
use, to allow for the expansion of one department and tre contraction of another?
‘hat was moing to be the relationship between the research laboratories and the
hospital? 'e started with the concept of separate research buildings, but as we
considered their function it became clear that some, at least, of the research space
would have to be embedded in the hospital itself for the convenience of the patients
vho were to be studied. This in turn led to a closer association between the various

parts of the project with shorter lines of communication and a much improved overall
rlan.

Then there were concepts in the middle range, such as the desirability of g Medical
%chool in the established sense as opposed to a comhined School of Medicine and
Fursing. Zould we really afford to have acute wards all over the hospital? The
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statistics sugrested that skilled staff would he in even more short supply than at
nresent, and that it might be bhetter to plan an acute floor wit» the maximum con-
centration of skilled personnel, ~nd the rest of the hospital as semi-self-care,

or at least much less acute. To what degree was the emphasis going to shift from
in-patient care to out-patient diagnosis, and day treatment? WWhat would be the place
of automation and computers in the new hospital? What were the advantages of a proper
polyclinic with cross consultations on the same day between different specialities?
e could handle the transport problem by computer (the airlines do, why shouldn't we?)"
and avoid the usual problems of the appointment system. ith automation we could '
have the results of blood tests and biochemistry available between the time the
patient en'ered the doors and the time that he sat down at the consultant's desl:.
Fast, efficient, economical of time and skilled personnel.

And sc it went on. All the time we were probing our own thoughts and ideas, relating
functions to each other while the architects listened, and, I am sure, pondered on
the difficulty of creating something as complex as a battleship and almost as

costly.

DEPARTFZNTAL PLANNING

Finally we came to the individual departments, the wards, and the laboratory modules
themselves. Here too, the architects were equally ruthless. They insisted on being
told exactly what would happen to the »atients in this department, exactly what each
member of the staff would do, and every detail of all the fixed equipment. This is
a fierce discipline. 'hen we began I had no idea how little I lknew about what went
on in a hospital. At this stage it was clear that we had to involve our colleagues;
there was nobody in the team, for example, who could design an X-Ray department,
although by now we knew where the X-Ray Department was going to be in relation to
other departments., We knew, within broad limits, its overall size, bhecause this in
turn had been based on an estimated service load and we had obtained general agree-
ment to an allocation of University space to be associated with it. Our colleagues
could however help us to define the flow pattern within the department itself, and
we and the architects could do our best to see that they got what they wanted. Dy
proceeding this way the Planning Team kept a firm hand on the overall size of each
part of the hospital, while at the same time making use of the experts in the field
under discussion.

Gradually it became clear that while we in the Flanning Team were concentrating more
and more on details of function, the architects and their design teams were moving

the other way. Their building blocks were our functional units relat=d to one another
by the threads of patient care or the needs of teaching and research; function had
become form and space.

Design Brief
F Joodhead, Yorke Rosenberg Mardall

The basis of our initial brief was '"the overall operational policies'" written in
December 1966 by Dr Oddie. This document described in conceptual terms the medical
and nursing intentions. The hroad idea for the hospital was then discussed by the
planning team for a considerable time and drft departmental policies were developed
as written descriptions of the kind of hospital orsnnisation the doctors and nurses
wanted. These discussions occurred very freauently and were lencthy but always very
informal.



Durin; this neriod, ‘re made no drawings but our understonding of the planning tean's
concet hec r. Je begin to think of ocurselves rot only =5 design consultants
te the plannin~ team “ut as nctive and participating members. The greatest value of
these early iscussions was the development of a co-ordinated attitude and under-
standing within the team.

Very early in che design stare it was sugrested that we should establish a branch
office in Cxford in close wvorking preximity with the planning office. This we were
not keen to do because we believe there are considerable advintages in the architect-
urcl ond technical feedback availeble in o large central architects office. Ye are
now even more sure that this wus a good decision.

Although we sometires attend the planning team meetings in Cxford as often as twice
a week, the fact that we are only there for the team meetinms tends to emphasize
the team's role as a decision~-making group.

nge

TRIICITLTS CF THE RRIZE

The Manor House site is on the south-eastern side of Cxford, aprroximately 2 miles
from the Radcliffe Infirmary and 1/6 mile from the main London road. The area is
approximately 69 acres (although this is reduced by a restrictive covenant over 3%
acres) and has a very irregular shape. There are many existing buildings including
the Clser and Sunnyside hospi'als, some houses belonging to United Oxford Hospitals
and a 17th Century HMancr House which has to be rreserved for its architectural

and historical interest. All these buildings have to remain during the construction
of Phase 1 of the development.

re
The site fulls steeply to the north-west approximately 100 feet. None of the exist-
ing entrances to the site wos considered adequate for the large volume of traffic
anticipated in phase 24 so a rajor new entrance is being constructed in the north-
western part of the site connected directly to the adjacent major rcad, Headley ay.

Cur brief was to devise a development control plan vhich »llowed for phased growth
of the hospital up to 1,500 beds. The concept was to establish a major axis of
crowth so that each successive phase could be built progressively from the south-
vest to the north-west,

The three major clements of the complex develop in parallel:

1 Care and cure - hospital accormodation
ii Rescarch and teaching - mainly University accormodation
iii Trocessing and servicing

Because of the difference and unpredictable growth requirements of the Universi
provision has been made for some intermediate and independent growth along the
research and teaching axis.

ty,

Cne of the fundamental principles in our brief was that Phase 24 should be planned

on broad and flexible lines. Having established a sound system of supply and
communications, clinical accommodation will be planned around the main diagnostic
departrents and the acute floor. S3ervices and roods distribution from the industrial
aren are to “e at a non-patient level.




FUNCTICHAL BREAKDOWN'

" The idea behind the acute floor concept (level 1) has been to set up the clearest
and safest lines of communication for acutely ill patients and thus to concentrate
the area of specialised staff activities. The important planning principle within
all clinical and diagnostic departments has been the centralisation of staff working
areas which are so arranged as to separate areas of high activity from patient areas
which require privacy and quiet. The intensive care unit is in two standard units,
each of three suites of & heds, with one suite used as a 4 bed sterile unit. There
are & standard theatres; hut the endoscopy and plaster rooms are planned as theatres
so that there are effectively 10 theatres.

The general entrance level and out-patients service are on level 2. The out-patients
department is planned to have a main waiting space, a central measuring and testing
area and 8 standard clinic suites with 4 consultant/examination rooms and I examinatior
rooms each. Level 2 also includes the rehabilitation department, the pharmacy, and
the records department.

The social and academic floor (level 3), contains the central staff dining rooms,
common rooms, staff changing accommodation and cloakrooms, and hospital, group and
medical school administration. The academic street links up with Phase 1 and
provides the major communication with the subsequent phases. The medical school and
the schools for the professions supplementary to medicine relate directly to the
street.

Level 4 is the first of four standardized nursing floors. The laboratory and research
accommodation which is part of a total hospital service and planned on a standard
module is inte-rated very closely with the nursing accommodation. ZIZach standard
nursing floor (levels 4, 5, 6 and 7) contains 120 beds which can be arranged as

6 x 20-bed nursing units with a centralised nursing administrative organisation,
stores and finishing kitchen. 'ithin this pattern no specific organisation for the
various specialities has “een prescribed.

The short discussion which followed the description of the work of the United Cxford
Hospitals team highlighted & number of important points. Among these was the
question of achieving flexibility by developing the idea of common user spaces.

The overriding importance of the areas for acute patient care was stressed by the
team but they pointed out that the units on the intensive treatment floors were
designed for-a variety of uses including recovery and short stay care. Another
important feature was the definition of the relationship between patient care and
teaching, professional and laboratory facilities.

Specific questions were raised concerning the methods of evaluating the building
shape, the extent of cost evaluation in the formulation of operational policies, the
metrod of determining departmental areas, and the role of the engineers. The team
pointed out that the major design constraints were cost and the need to provide 120
beds per ward floor. As little as possible was spent on the wards and the maximum
wns allocated to areas for acute patient care. Area reaquirements generally were
based on Ministry standards but wvere relatively flexible in application.

The team indicated that the operational policies were develered as' the design brief
but had been subject to amendments frowm tire to time. The original policies had
not heen fully met, but the final development plan had not changed very much from
the initial ideas nnd represented good medical concepts.
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NINZUS3ICH:  CPERATIONTL TCIIZTITT

Chatirrran: Jobn Donn

o

John D-nn, introducing the general discussion ot the end of the second day suggested
that six topics formed a suitable basis for corments on whole hospital planning

policies:

D

1. The need for a more systemntic fromework within which operational
policies could be developed.

2. lethods of evaluating operntional policies.

. The need to anticipate running costs at =n earlier strge than is
currently the proctice.

e The extent of resnonsibility within the planning team for the
develorment of operational policies.

Se The structure and organisation of the planning team and ways of
making the best use of its members.

N
.

The way in which research is organised and coordinated, and the
extent to which the Ministry should involve itself in this work.

Cn the first issue it was agreed that there was a need to establish the relevance
and the extent of interaction of the whole range of operational policies, and to
survey the information which was currently available. It was also thought that

a more systematic framework might be helped by model operational policy formats

and that management techniques and clear organisation were essential. The present
confusion over the functions of planning policies, design policies and procedural
policies, which created unnecessary duplication, could be avoided if the objectives
of each were made clear. It was also important, il such categories were to be
accepted, to establish who was going to use them and how they were to be operated.
Research into the use and function of operational policies would, it was suggested,
be valuable. '

Methods for svaluating operational policies had bitherto been relatively pragmatic
since time was usuully against any efficient means of estsblishing a sultable
frameworls., Fost evaluation exercises were based simply on personal and professional
evperience. Many decisions, such as that of the Cxford team to separate service

and matient traffic (which was larsely ad hoc), required more thorough snd positive
eviluation. - Yorls study and operational research techni-mnes misght he more extensively
nsed; =nd what operational research work had heen dene could he disseminated more
widelr, Tt was suggested that more resenrch direction wns reauired into methods of
evaluation =nd more projects could be used to obtzin corparative data.

Cn the question of running costs, here again, methods of making any useful assess-
ment vere largely non-existent (apart from engineering costs) although the Ministry
was at present attempting to establish suitable criteria. Troper techniques were

needed to interpret the effect of planning solutions on revenue; for exommple, their
influence on the economic use of staff which in frct ceonstituted the mrin revenue

cost, and vhich required mcre precise asgsessment of their value as a proportion of
hospital running costs.
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As far a5 the division ¢f responsibility dir the planning tesm was concerned, it was

supgested that for various reasons, largely economic, the contri™ution of the private
aretitect to the formulation of plinniwng nolicies would not now be as great as it
Al once been. The responsibility dovolv~ﬂ rore then ever on the client hody itself,
a2ltrous the Doard's liaising architect had @ major role. It was thought that
standardisation of procedures would assist in clarifying individual responsibility
and help to shorten the planning process.

The discussion groups had carlier discussed the structure and organisation of the
plannine team and were largely agreed on the various contributions which could be
made to ‘its efficient functioning. It haé generally been felt that all disciplines
concerned in hosrital design, especinlly architécts, should he included at an early
stage; that an experienced chairman was important; and that the planning team
rust have a suitable degree of autonory without constrnt interference from boards
of povernors, while keeping them fully informed of their drcisions. It was suggested
that equal firmmess was necessery with consultants and departmental heads. 4 major
conclusion of this part of the discussion was the importance of using the knowledge
and experience of planning teams on other similar projects vhich would accordingly
benefit. The plea was made for the use of up-~to-date manncement techniques, better
use of manpower and rescarch and closer attention to cost.

The way in which research is at nresent or~anised was criticised for various reasons,
and the meeting felt that vwhile the Ministry was too remote to be effective, the
repgional boards themselves were not financinlly or professionally structured to
carry out adequate research. There was also evidence of a considerable failure in
communications. The sugpestion as made that perhaps cnother body, such as a
centrnl research centre, might be set up »ith exclusive responsihility for

research and coordinnted by the Repgional THospital Boards.
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FLANNING FRINCIPLES AND POLICIES

The Aéministrator's Contribution

Robert Jefford, Deputy House Governor, Addenbrooke's Hospital, Cambridge

SUMMARY

The administrator's role is to coordinate the various, sometimes
conflicting, user interests and present them to the designers in
the form of an integrated brief, first in broad terms, then in
some detail as the design develops.

Traffic and supplies distribution are seen as a key to whole
hospital operational policies as they radically affect layout
snd offer most scope for improvement in economy and efficiency.

My experience as a hospital administrator and planner has led me to the view that
the hospital is not an organisation that lends itself, as some industrial concerns
do to management by a single chief executive. The prime aim of the hospital is
ratient care, and for this a number of consultants are responsible. They are
represented on the hospital authority, and may have a medical committee chairman
with a powerful voice; but their first concern is with clinical matters. The
doctor is not monarch of all he surveys. The nursing staff have a direct responsi-
bility for patient care under medical supervision. The hospital administrator is

a2 layman in the matter of patient care, but he is the professional when it comes

to the coordination of all the activities which support patient care, including

the implementing of policy decisions on the conduct of the hospital as an organi-
sation. Who, then, runs the show under the aegis of the hospital authority? Surely
it is the team representing a range of professional skills.

This awareness of the interdependence of the people involved in running a hospital
is one of the most useful qualities the administrator can bring to a planning team.
He is in a position to hold the ring when one of the specialist users of the
hospital presses a planning claim which may, unless it is weighed against other
considerations, distort the design team's understanding of the project. The
administrator cannot substitute for the specialist user in the briefing process
but he should have sufficient knowledge of all the hospital's users to be able to
set the specialist's evidence in a wider context. He should be able to tell the

designers how that part of the hospital described by the specialist fits in with
the total activity.

The users of a hospital are broadly of two kinds. They are either staff or patients.
In his daily work the hospital administrator, although he is only indirectly con-
cernecd with patient care, often encounters the patient, who, as a consumer of
services, may have praise or blame for the people and experiences he meets in
hospital. Patients are only rarely in a position to challenge the technical
competence of their treatment, but they can make meaningful comments about the
hospitel environment, its comforts and its administrative efficiency. The admini-
stration therefore has responsibilities for public relations and for staff relations,

and should bring to the planning team an awareness of the human problems generated
in and by hospitals.

I seem to have suggested that the administrator's role in the planning team is that
of an Everyman, balancing the needs of all other users. I certainly think he must
be close enough to hospital working to know how all the specialist services must




dovetail in and how they affect the consumers. The administrator also represents
he clients for the building in a more direct sense than the other members of a
plannins team, since he is normally the executive link “etween the authorities
concerned and the project group. : .

DEFINITICN CF THT BRIZF

The adm’nistrator plays a vital role in determining, not so much the shape of the
briefing process as the form in which the brief is expressed. The project brief is
directed to the designers; it is the body of information on which the design is
based. Hence the administrator, in recording the minutes of meetings and in using
all other appropriate forms of data collection and presentation, must put down what
is relevant and meaningful to the designers. This means that the administrator
should have regular contact.with architects and engineers from the outset of a
project, so that he can interpret between them and the planning team. It is
essential for the administrator to appreciate that the brief should follow the
lopgic of the planning process, so that the amount of detail in minutes and reports
is strictly controlled. It is all too easy to produce, even at an early stage in
planning, vast documents stuffed with unsubstantiated detail which distract the
planners from formulating clearly the broad principles of the project, and give
the designers an indigestible and confusing mass of material to cope with. It is
useful to produce a summary of a2ll the briefing material just before a broad
design solution in the form of a development plan is postulated. The exercise of
producing a summary document falls largely on the administrator, “ut it makes all
. the plannérs realise what they have decided and provides a bird's-eye viev of the
project just at the point when function is being translated into design.

T have written one such brief for the new teaching hospital at Leeds. Following
discussion between planners and designers, the first step when it came to summarising
the brief was to go through 200 planning files, listing all the main papers and
noting the cross-references between them. The material had then to be set in order:
the summary brief in its final form had nine chapters, and it may be helpful to
comment briefly on them.

Chapter 1, - The Introduction, described the historical background to the project
and defined the nature of the summary brief.

Chapter 2, The Project as a Whole, set out the aim of the project and the policy
for implementing it, and described the main features of the scheme.

The remaining seven chapters described the various elements meking up the project.
For instance, Chapter 3 dealt with Patient Accommodation, while Chapter 4, Treat-
ment and Diagnosis, covered such services as operating theatres, rehabilitation,
X-ray, pathology. Each of the later chapters described a number of elements in
the hospital/medical school complex which for briefing purposes could be grouped
together because they were concerned with the same broad runge of function. The
planners' concern was to convey an understanding of the physiology of the hospital
and its associated medical school: it was for the designers to embody all the
functions in an appropriate anatomy.

FACTORS IN OPERATIONAL POLICY

Some features of the hospital's organisation have to be broadly delineated at an
early stage in the project. The administrator, with his general knowledge of all
the functions of the hospital and his professional interest in the co-ordination
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of activity, has a special contribution to make here. BRefore the layout problem
is resolved the broad operational policies must be considered. At this stage we
are concerned with those policies which affect the total design, particularly those
features of the organisation of the hospital which involve the movement of people,
objects and information. They may be placed under two heads: traffic between the
hospital and the outside world, and traffic within the hospital.

In dealing with traffic to and from the outside world decisions must be taken
firstly on access to the hospital: the aim here is to keep the number of entrances
to a minimum, in order to avoid confusion and to concentrate certain types of
traf"ic; and, secondly, the parking of vehicles.

Traffic within the hospital is a very complex matter. It is important first to
establish general principles of movement routes, like the separation of traffic
types into 'dirty' and 'clean', and how this can he achieved. Again, movement
svstems for the hospital must relate to the reception and circulation of patients,
staff and visitors inside the huilding; the distribution of supplies and diagnostic
materials, and information; and returns after use and the disposal of refuse.
Under each of these heads the opportunity exists for establishing systems which

are more efficient and economic than conventional methods.

CNE ARZA TOR TMPROVEMENT

Cne of the most fruitful areas for improvement is that of supplies distribution.
lospitals are still being planned wrere a separate distributive system is envisaged
for each of the major supplies - pharmaceuticals, medical equipment, linen, food,
etc. This is clearly uneconomic in terms of staff and equipment, and lessons can
be learned from the experience of some American hospitals - and from experiments
now in progress in Pritain - on the development of an integrated system to deal
with the 'commerce' of the whole hospital. The opportunity which exists here has
not been seized wit“ sufficient enthusiasm. The approach should surely be to
determine the work load and handling characteristics for each commodity, to
establish which distributive methods are most effective, and to amalgamate and
standardise these methods as far as possible.

I have advocated a study of operational policies before individual hospital
departments are considered; but there will inevitably be an overlap, because where
any major supply service is concerned a decision on the system of distribution
will determine the main features of the supplying department. Moreover, some of
the planning of movement systems will remain incomplete not only when departmental
studies have been done but until a preliminary staffing assessment has been under-
taken, This is the case for example with catering services, where the overall
number of meals required is not known until a staffing estimate is available. The
broad operational policies must at every stage remain flexible enough to permit
later adaptation because the general organisationnl features of hospitals are
subject to rapid change. A structure which will only work in a particular way is
bad planning. Good planning involves a constant awareness of the goal to aim for,
and if broad operational policies are sketched in early, departmental requirements
can be tested against them so that any exceptions allowed to general rules are
recognised exceptions which can he adequately supported.

The problem of exceptions to the rule is apt to become intense when the general

layout of the hospital is being considered. It is common enough to find that one
specinlist user after another, when mivinpg evidence to the planning team, asserts
that his department must be placed centrally in the necw hospital, The rule that
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departments should be disposed functionally is threatened by so many exceptions
that the disconcerting prospect looms of building a hospital 'thich is all centre
and has no periphery.

CC=-CRDINATICH OF ACTIVITIES

The administrator is the planner best fitted to co-ordinate the exercise of
extrapolating, from the scale of activity laid down for cach department, the pattern
of inter-denartmental movement, in the light of the policy assumptions established
by the earlier work on broad operational policies. The brilding un of a tr:ffic
matrix will inevitably and quite properly involve the use of gqualitative as well
as quantitative data, not only because operational policies are taken into account
but because it is likely that certain weighting factors related to the basic aims
of the hospital will be introduced. Since the hospital exists for patient care,
it seems logical (for instance) to weight the movement of patients so that this
ranks higher than other types of traffic. However, no matter vwhat considerations
go into the build-up of traffic information, it is desirable that the matrix as
finally presented to the designers should give the strengths of the relationship
between departments in numerical terms. It will still be the designers' task to
convert the traffic information into spatial terms.

The Ministry of Health's own study on 'Traffic Movements »nd the Interrelation of
Departments' has reached the stage.where a computer can 'solve' a matrix and produce
a layout; but I believe it will still be necessary for planning teams to produce
their own formulations of traffic information, even if some of the hard worl is
taken out of the exercise. Certainly over the next few years, local studies will

be required to supplement what is ‘done nationally, and matrices will have to be
built up for special cases like psychiatric hospitals.

T hope I have not implied that the administrator is anything more than one member
of the planning team. But he has certain skills and attitudes which lead him into
particular problem areas of planning. I have concentrated on the tasks of
presenting briefing information, and establishing bread operntional policies. In
these arens I feel that a good deal of exploratory work remains to be done.




Qutpatient 3ervices and the Collection of Information

Dr R Y TForbes, Principél Assistant Medical Officer, Wessex Regional Hospital Board

e

Summary

The problems of planning to meet demand for outpatient services
are due to indefinite or overlapping catchment areas, poor
jnformation on existing patterns of referral, uncertainty of the
potentialities of GPs in diagnosis and treatment, and the
difficulty of predicting the effects on people of changes in the
services provided.

e should.aim to concentrate on raising the general standard of
care within limited resources rather than attempt to define
accurately the level of care needed.

The value of having GPs at future hospital planning seminars
was stressed.

To illustrate the problem of collecting reliable information on the health services
I should like to describe an actual survey undertaken four years ago and the possible
imrlications for the planning process.

The area map of Aylesbury reflects the first problem of planning. Such Hospital
Menagement Committee areas were laid down probably twenty or thirty years ago at
least, and do not necessarily bear any relationship to the actual distribution
of patients in the area, and certainly no relationship to the actual work of
general practitioners. These are artificial boundaries which can inhibit our
thinking.

The tables at the end of this paper represent a standard traditional record and
opinion tvpe survey. lMuch of the material collected, usually by general practitioners,
was highly suspect, because it was imcomplete for various reasons.

In our particular survey, we analysed the record cards of new outpatients attéending
the main hospital of the area over a period of about eleven years, then followed

up a selected group of outpatients, questioning the general practitioner at the
point of initial consultation, directing another set of nuestions to the consultants
at the outpatient clinic and trying to match up the information produced to see

what sort of system was operating at rresent. We hoped to assess what sort of
outpatient service we shonld be producing, by analysing the present situation.

One of the difficulties was to define the ponulation catchment area on which

the whole thing rested. Ta®le 1 indicates a scattering of outpatient referrals,
which arose perhaps for historical reasons or because of the artificiality of

the boundaries znd changes in populaticon distribution. Cne suspects there is a
rood hospital service in Luton and Dunstable which GPs have made use of, and which
for various reasons were preferred to facilities in the Aylesbury area,

Many people have said that patients prefer to go to other hospitals and that>this
was a patient initiated process, but we did not find this as a result of our
questions. (See Table 2). The main reason for travel was probably because there
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were “n“v*coﬂ aveilable to then
sries are ymecert; irn ond

is deh=tnble whether +”o exn :natlow mf nurront experience s a valid

13ctings the sort of service we wnt in the frture. Trere iz 2o danger

in exomining a loczl situation that the overall mevemsant -nd distribution of

ratfents iz missed.  There may be too intensive a corncenirsation on rroducing too

rueh investment ir the hospital services on too clese 1 seographical point, eg,

outside London, trere are three new district hospitals ir straight line:

Herddngton, ‘exham and High ‘frcombe with a mardimum nileage Tetueen thenm of twelve

miles. The Aifferent sutrorities which planred these hospitals no doubt concentrzted

n the hospitzl needs of the particular are=. They are not in a position to look

at the rplanning of the hospit-l services from s more centrzl peint of view. Are

we allocating rascurces hused on accurate estimates of pexmlation needs and moverients®

I -on

Cu

spitals is un-

I"WVZL CF CUTFLTITNT 3TRVEICE

Diagnosis uas proanW' cur rost formiduble tasli, (3ee t-hie 3). 5 lot of work has

been done on the cla ifj atidon of .diseases in relation to computer processing etc
but » sipgnificant nurmher of referrals does not lend itself to such definition;
holf are straight for: diagroses, others are symptomatic. How ~re tre results
interpreted in terms of shysicol services reguired? There is in fact a broad
similarity hetvween the dinsnoses of the gener2l practitioners and t'ose cof the
highly-paid hospital consultants. /ith the increased amount of postgroduate education
and training the general practitioner misht be said to be able to nlay n greater
part in the service provided. This immedistely raises the question as to vhether
we need to provide the »resent level of outpatient services generally. In other
words the distribution of these services is pretty arbitrary. 3Becausoe of U
variet; of ways in which general practitioners use lhosgitels and the did
existing hospitals, we ought perhaps to re-examine thre way in which we ~1lo

" our services., I suspect that in about ten or fifteen
rroducing the same sort of service that we have today
from present experience and methods.

a

ity of
ate

irs time we ghall b re-
£ e continue to predict

pae e 2

VORIETY CF DEEAID

Loollnc at the cuesticn of the validity of collecting such information for planning
mirnoses, vwe thought we were doing very well until we found out trat we had only
collected information on patients from = few specialitics. (See table &). The
psychiatric reople, for examrle, would not yrovide reccrds hecmuse they were con-
fidentinl. Jome (I's cooperated, some Aidn't.

As an example, tre use of major hospit:l Trcilities by rener~l rr-ctiticners was
highly variable. (See tables 5 :nd A). e iriel to annlyse the causes for this,
like the background of the genernl proctitioners, the Aistance from hospital, etc,
but there is in foct a basic and individual variation of recuirements among docters
which controls the demand for ontpalient services. I gain, we have no control at
rresent, although the erecntive councils =re coming prretty close to it, over the
wny general roctitiecners are distributad, I wonder in fact whether the neople who
are concerned with the distributicn of menernl rractiticners are close enough in
tiinkding to the peonle vho are concernced rith the stri'  tion of hospitnl
services,

o - 1so consdidere?, din our rmrvey, why peorle uere referrod to bosritsls ond how

they rrere nffected by the frct that they wistt “-ve to wit.  (3ce £ .ble 7). This
slso rodinod the (uestior of wrditing lists fer surcierl operations ndl the desirabilit:
cf noving n secon? opinien rrior to ssion to Yospitols. "Direct Sdmission'

could Y sunported fror t'is toble.

~—




It is evident that the varisbles in this sort of situation when it comes to planning
tresc services are diffuse und difficult te interrret. If we are ~oing to plan for
a rerional situation, thking into nccount 11 the heolth care services, we are going
to "rwve z mamnoth task in assessing the importince of a vast number of unrelated
focters. Ve should define the critical factors.

A fairly rmearre number of examinations are undertalien at genernl practitioner level
rrior to cutpatient referral. (See table "). ‘e nay reflect on the fact that the
general »ractitioner, with only a very little improvement in his surgery facilities
or in tre organisation required for access to X-ray and ZCG, could do a greater
proportion of the present consultative work referred to hospital.

There is a much wider range of direct reference facilities required than we first
thought. (See table 9). We found & whole range of ancillary departments and
treatment departments which could have heen used by the general practitioner with-
out any need for the consultant service to come in. I would not dare say this at
the oyal Colleges because it is still the pructice nowndays that straightforward
treatment for your sore back or hatever it is. cannot be yrovided until the con-
sultant physician has been seen. If we are going to plun for the right level of
services, we cnnnot afford to duplicate the amount of medical care received for
relatively straightforward conditions.

1lthough this was four years ago, a substantizl number of ratients even in this day
and age do not have routine blood-tests. (3See tahle 10). ‘Je found also that the
level of blood for obstetric patients was not particularly good. About a quarter
of them were under %0 per cent haemoglobin. Tt may be that we do not want out-
patient clinics so much as an investigation into the diets of the patients and

the woy they live in the community. "Clinicnl researc™' into outpatient conditions

is the exceptionrather than the rule in the NH3, "Controlled trials" are even more
exceptional.

PATTERNS CF USE

A mejor planning difficulty is how to meassure the outcome of an outpatient's
attendance and the validity of what happens to this or that patient. (See toble 11).
The vast majority of outpatients either go hacl to their 37 or become inpatients or
continue at the outpatient clinic. The reattend-nce pattern for outpatients is
rhenorenal but there is no huilt-in system to wnrevent a continuing outpatient
referral process and an excessive number of reattendsnces. How much con we ~fford
to give a high level of carc to any one individnal? - tere are no limits,

e¢ transplants. How then do we define an outpatient service? TFor example, what
serhaps 1s important is to determine the right level of X-ray or patholog, services
that patients need. (See table 12). TFrom our survey of the incidence, use and
value of X-ray services, it would seem that we should concentrate on X-rays
producing positive rather than nerative diagnosis. Cur findings highlighted the
problem of nmalting the best use of resources, ukich must evidently be more closely
serutinised. What in fact are we trying to do? Terhaps we should try to produce

a service which provides for the vast number of untreated less glamorous dis-
atilities, (like the millions of rleumatic case~s and minor surrical cases) rather
than errhasise the intensive elements such ns5 “enrt trensplants,

I have tried to illustrate the difficulty of defining medical needs and applying
these needs to a suitable population area. Tuplicit in &1l this is the fact tha
e really went to give more attention to getting the right sort of information in
order to plan. DRecnuse present medical care orznisation is so- comrplex we cannot
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assess patient need with existing staff and methods. VYe should place a definite
1imit on the level of medical care and resources in any particular area. The
resource allocation problem iz at the heart of it all.

rscan

It would, incidentally, have been invaluable to have had seneral practitioners and
local aunthority representatives present at these seminars. "Hospital" planning
cannot be seen in isolation and the gurvey at Aylesbury surely indicates that new
thinking on outpatient referral systems is required hefore allocating more resources
to existing type departments in major hospital developments. Ve need to identify
and classifv, as a first step, the critical factors in basic planning thought which
reauire investigation before a decision on future allocation of resources is made.

"'-,(. * * ‘ba * * * .
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AYIESBURY OUT-PATIENT SURVEY

TABLE 1

Variety of hospitals used by General Practitioners for referrals outside
hospital group area.

Hospital ) Number
Royal Buckinghamshire 2
Stoke Mandeville 2
Iuton & Dunstable 198
Children's Annexe, Luton 27
Luton & Dunstable Maternity 18
St. Mary's, Luton 3h
Princess Mary's, Halton Le
West Herts. Hospital L5
Amersham General 43
Northampton General 26
Radcliffe Infirmary 25
High Wycombe W.M. 20
London Hospital 15
Oxford Eye 7
Barrett, Northampton 7
St. Paul's, Hemel Hempstead 7
Westbury Maternity 5
Wright Fleming 6
Nuffield Orthopaedic Centre L
Middlesex Hospital L
North Herts. Hospital L
Churchill 2
Warneford 1
Manor House 2
St. John's 1
St. Bartholomew 3
Thame Cottage Hospital 1
Victoria Hospital, Thame 1
Bedford General 3
‘Manchester Royal 1
U.C.H., London 3
Whittington 3
Moorfields 3
St. Mary's, Paddington 2
Charing Cross Hospital 2
Guy's Hospital 2
St. Albans City 2
Others 12
Not stated 1

TOTAL 592




b3
. TABIE 2

General Practitioner Reasons for Referral outside hospital group area

I EEEEEEREEREN

Reason Number
Special Facilities or Units 22
Referrals to particular Specialist 52
Quicker Appointment 5
FBasier Hospital Admission 6
Better Treatment Expected L
Patient's Preference 58

Other 357 *
Multiple reasons 88
TOTAL 592

*Reasons

Geographical 141
Bedfordshire Patients 190
Previous treatments at Hospital 14
Nearest available unit 9
Change of consultant 1
Referred by M.M.R. 1
At request of R.B.H. 1

357




G.P. Presenting Condition and Main Provisional Hospital Diagnosis
by Major Diagnostic Group

General Practitioners Main Provisional
Hospital Diagnosis

Diagnostic Groups

Number "% Number %

18
154
110

15

61
112
275
113
163
367
288
228

17
250
688

L6

8
3
2ho

2l

395

Communicable Diseases
Neoplasms

Allergic Endocrine Syst.
Disease of Blood etc.
Mental Psycho etc.
Nervous System .
Diseases of Eyes
Diseases of Ears

" Circulatory System

" Respiratory "

" Digestive "

" Genito Urinary "
Complications, Pregnancy
Diseases Skin

" Bones etc.
Congenital Malformation
Diseases early infancy
I11-defined conditions
Accidents, poisoning etc.
Prophylactic Procedures
Admin: Procedures
N.A.D.
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TABLE 4
% Extracted (Royal Bucks & Tindal Hospitals only
Code No. Specialty No. S.H.3 % Extracted
01 Medicine 286 351 81.5
02 Paediatric 114 128 89.1
Ol Chest 67 271 2h.7
05 Skin 226 297 76.1
06 Neurology 79 121 65.3
08 Physical Medicine 220 2Ly 89.1
13 Surgical 604 8ok 75.1
14 E.N.T. 543 800 67.9
16 Orthopaedic 708 910 77.8
17 Eye 3l 506 68.0
2k Gynaecology 300 b 7L 80.2
30 Psychiatric 2 64 3.1
23 Rheumatology 190 191 99.5
N/S 2 - -
TOTAL 3685 5064 72.8%/




Annual Out-Patient Referral Rates :

Single~handed G.P.s

excluding those who referred less than 30 patients

Code No.
of G.P.

Total
Patients
on List

Total
Referrals
in sample
73% 4 mths.

Estimated

Annual No.
of

Referrals

Annual
Referral

Rate per
1000 Patients
on List




Annual O.P. Referral Rate

: Partnership G.P.s excluding those

who referred less than 30 Patients

Total
Patients
on List-

Total
Referrals
in sample
72% 4 mths.

Estimated

Annual No.
of

Referrals

Annual
Referral

Rate per
100C Patients
on List




Length of time under G.F. care and Reasons for Referral

Length of time under G.P. care before referral

Reasons for Referral Less than| 4 - 6 6 months
3 months months | and over N/s Total

For Consultant opinion and
advice only 568 838

For Out-patient investigation
and treatment 639 854

To be placed on waiting list
for surgical operation

369

For Ante-Natal supervision 90

For reassurance of the patient 6 31
Other

TABLE §

Preliminary Investigation of new out-patient referrals
by General Practitioners

Number
X-Ray Examination 128
Pathology 143
E.C.G.

3
None 1888
Other 2

X-Ray Examination and Pathology

X-Ray Examination and E.C.G

X-Ray Examination, Pathology and E.C.G.
X-Ray Examination, Pathology and Other
Pathology and E.C.G.

N/S




TABLE 9

Prevention of Out-Patient Referral by use of "direct access' facilities

Number

a) Could have been prevented 326
Could not have been prevented 1924

N/S 23

TOTAL 2283

b) "Direct access" facility required to prevent referral

X~Ray facilities 157
Pathology Laboratory - 2
E.C.G. Service 13
Minor Operating Theatre 28
Physiotherapy department 35
Surgical Appliance Centre 26
Other ’ 21

X-Ray facilities and Pathology Laboratory

X-Ray facilities and E.C.G. Service

X-Ray facilities and Minor Operating Theatre

X~Ray facilities and Physiotherapy department

X-Ray facilities and Surgical Appliance Centre

X-Ray facilities and Other

X~Ray facilities, Pathology Laboratory &
Physiotherapy

X~Ray facilities, Physiotherapy Department

& Surgical Appliance Centre

X-Ray facilities, Pathology Laboratory &

E.C.G. Service

.TOTAL




TABLE 10

Obstetrics : Blood Examinations

Blood Examination Number % of Total

87.1

12.9

Obstetrics H.B. % first Examination

Haemoglobin Number % of Total

Under 80%
Over 80%

N/s




TABLE 11

Outcome by Provisional Hospital Diagnosis

Diagnostic Group In~-Patient Out-Patient
Treatment Treatment

Communicable Diseases
Neoplasms

Allergic Endocrine
Diseases of Blood etc.
Mental Psycho. etc.
Nervous System
Diseases of Eyes
Diseases of Ears

" Circulatory System

" Respiratory "

" Digestive "

"  Genito Urinary"
Complications, Pregnancy
Diseases Skin

" Bones etc.
Congenital Malformation
Diseases early infancy
I11-defined conditions
Accident, Poisoning, etc.
Prophylactic Procedures
Admin. Procedures
N.A.D.
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Total Patients (2685)

= 100%




TABLE 12

AYLESBURY OUT-PATIENT SURVEY

SINGLE X-~RAYS

Nature of Request

% Single
X-Rays

% Positive
No. %

I.V.P.

Chest

Barium Meal/Barium En.
Abdormen

Spine

Limbs

Hands and Feet
Cholycystogram
Joints

Pelvis

Others

Sinuses

oo
o o e

CONO OV FNWOHHON
VMOWFFUHJEHEUVUO

[

[}

17
51
ke

3
97
11
18
10
80

1
16
31
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ALL X-RAY

FINDINGS

No.

% of Total

Negative
Positive

N/S

k3.5
55.7

"~ 0.8
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The Nurse's Role in latient Care & Welfare Aspects of Planning

“ i Miss M McCutcheon, Nurse (Planning), Leeds General Infirmary

i Summarx

The nurse planner's task is to help forrulate policies on nursing
organisation and education, and on patients and staff facilities.

She will also help build up a realistic staffing establishment

and ensure that adequate provision is made in design for flexibility
in use and for staff changing, recreation and residence, particularly
in relation to their effect on staff recruitment and job
satisfaction.

Problems of communication with designers can bhe helped by the use
of check lists, and users must be made aware of the operational
implications of design decisions by means of operational

manuals.,

-
Iy

The nurse's particular responsibilities as a member of the planning team are con-
cerned with the various aspects of the nursing service and its organisation.

These come under two main headings, namely, the patient's needs and the nurse's
needs. It is important that they are considered not only in relation to each other
but also in relation to the total hospital organisation. It is in this context
that one considers the needs of the patient and the nurse.

" THE PATIENT'S NEEDS >

A careful study of the patient's needs is required to determine the best way in
which to meet them, that is to say, what services he redﬁires and who should provide
them. His needs will differ according to the nature of his illness and his

progress through the various stages of that illness., Consideration must be given

to every area of the hospital concerned with the care of the patient, whether as

an inpatient, an outpatient or a day patient.

By looking at the patient's needs in all the areas concerned, it should be possible
to build up an organisation to meet them., Such an organisation should make use of
nursing skills wherever they are required and should include the use of other
grades of staff who possess different skills. The theoretical question of what

are '"nursing" and "non-nursing'" duties has yet to be resolved. But whoever else

is brought into the team caring for the patient must be there because he or she

has a particular skill to offer.

l " By looking at the patient's needs, by looking at the total organisation required
to meet them and by identifying the nursing element in this, the demands on the
nursing staff emerge and a nursing service can be developed. Alongside this the
| educational needs of student nurses must be considered. The requirements of the
a syllabus for a specified period to be spent in gaining experience in the various
specialities, the time spent in the classroom and the need for adequate support
from trained staff have to be balanced against the service demands of the
hospital. A planned programme of training showing the allocation of the total
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questionnnires is most helnful in obtaining the necessary information in clear and
concise form, although it often talkes time to convince the user of their value.

- 3imilar difficulties of cormunication are experienced at the time of commissioning

and the need to prevare detailed operctional manuals cannot be emphasized too greatly.

The nurse's task as a plaonner is to provide infermation about thre nursing organisation
in the context of the total hospital organisation. This information has first to be
obtained, secondly conveyed to the designer and thirdly re-channelled to the user in
the for: of operational manuals.

Cne or two points were raised in connection with the papers given by lir Jefford,

Dr Forbes and Miss McCutcheon. lNr Jefford had suggested that the administrator was

best fitted for the role of coordinating the planning team's decisions with design
interpretation. This was taken up by one spealier who said that he also had the task of
running the building afterwards and was by this token alone an important figure through-
out the development of a project; he had a significant function as legal coordinator
and negotiator, and as representative of the client.

Dr Forbes was asked about the effectiveness of health centres, in terms of improved
accessibility for GPs, compared with the outpatients departments of district general
hospitals. Dr Forbes said that health centres could provide many appropriate facilities
but that the structure of pgeneral practice could itself be radically improved.

Miss McCutcheon, in answer to a question about the training of nurses as project
planners, said that they were often unprepared for the task apart from a slight
knowledge of work study, but that courses in planning were now in operation.




Design Interpretation

H L Smith, Watkins Gray Group 2, Architects, London

Summary

The ultimate responsibility for the design of a hospital building
rests with the architect; therefore he has to ensure that the
requirements and policies are correctly interpreted and translated
into reacdily understood and verifiable design proposals. Systematic
analysis of activities and their inter-relationships is necessary

in obtaining economy in design and operation.

By designing assemblies of fittings and equipment to suit particular
activities the chance of error is reduced. The use of mock-ups of

rooms can lead to further economies and improvements in layout. Even
where detailed enquiry is not possible, the design team must continually
question the implications of operational policies and user requirements.

The average project team, during its often lengthy life, produces a vast amount of

paperwork. My talk will attempt to assess its value in terms of interpreting the
user's requirements.

It is of course vital that all decisions emerging from the assessment of the brief
should be recorded in the main to provide data for the architect and engineer to
allow them to consider the total requirement of the project. Only by giving them this

opportunity for overall assessment of policy and detail can plans be prepared with any
degree of realism.

As the average project team proceeds the policies are drafted and the schedules are
prepared, leading to the day when the architect produces a series of usually rather
long elaborate room data sheets which he requires the client to complete for each and

every space, including details of equipment and environment. All too frequently this
labour produces inadequate data.

Figure 1 shows a sheet taken from a project within the last three years and is typical

of many others in use. It gives virtually no usable information to allow the designer
to plan or equip his spaces.

Figure 2 shows the way many design teams co-ordinate the stated requirements of the
Client on to a drawing. In most examples the assemblies of components as drawn bear
little relationship to the actual dimensions of the items.

An additional refinement of the process at this stage is the preparation of elevations
of every wall of every room which often illustrate little more than the position of a

single power point or even a blank wall. The end product of this data inevitably results
in rooms which simply do not work.

The rooms illustrated in figure 3 are taken from a hospital with generally high design
standards completed in 1965 and shows the chaos that can be the end product of woolly
thinking and data collection in the planning stages.

Something seems to go wrong with the team's visions when translated into fact. Perhaps
the whole team is at fault, the administration for being superficial and the architect

and engineer for accepting the situation. The basic weakness is an unwillingness to

think out the policies thoroughly enough and an inability to think rationally about what
people really do in buildings.
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The architect and engineer have the greatest need to probe and push continually;
to question until they satisfy themselves that the brief has been thought through
to the end of the line. It is their responsibility for the physical form of the
building, and they alone give the final instructions for the location of all the
bits and pieces with which the spaces will ultimately be filled.

NEED FOR REASSESSMENT OF BRIEFING

It is obvious that a fundamental reassessment of this type of briefing and data
"assembly is required. I should like to describe the results of a project team
study of a building-type for which very little real thinking had previously taken
place. Not a hospital building but an ambulance station, which is nevertheless

a health service building.

One of the largest local authorities in the country had an extensive redevelopment
programme for the ambulance service. It had clearly thoughtout its overall control

and communication policies and had defined a need for approximately 35 small 2 or 3
vehicle local stations. The schedule of accommodation for these stations had been
prepared by the administration and handed to the architects' department who were
instructed to build them. The schedule, see figure 4, covers approximately 14 separate
rooms of varying sizes. .

The clients' instruction to proceed coincided with my appointment as development
architect and I suggested it might provide an opportunity to look afresh at the
activities carried out in these stations. The ambulance service agreed to the
setting up of a working party consisting of the Chief Officer and his executive
colleagues.

Once the relationship of the station to the main operational system had been established
-a detailed study was carried out of exactly what people did and what equipment they

needed to do it, see figure 5. These minor activity spaces were then assessed to
establish their relationship one to another, and the degree of separation and enclosure
each required, Figuré 6 shows an example of a data sheet. Only on completion of the
study was any form of plan produced, and this then bore little relationship to the
original schedule.

But because the project had been developed and recorded in a logical and systematic

way, the client, who by the end of the exercise was as enthusiastic as we were,

accepted without any alteration the final plan. Figure 7 shows the plan of a standard

3 vehicle station. The basic units of crew accommodation and garage area may be
arranged in many different ways to suit site conditions and equally are capable of
expansion to suit greater vehicle requirements both at the planning stage and after

the building has been. commissioned. Not only was this building-type more easily
manageable, but it was 25 per cent less in total floor area than the original schedule.
The work of the team was completed in about nine meetings, and this prototype is to be
extensively built throughout the area. Figure 8 shows a model of the prototype station.

DEFINITION OF USER REQUIREMENTS

A fundamental reassessment of what people really do is the basis upon which the
Ministry of Health User Requirement Study Group has worked. It took as its starting
point the activities which were common to many departments of the hospital, such as
disposal, testing of specimens, bed pans, treatment procedures, etc. The questions
were: what do people do? what do they do it with? how much space do they need to
perform the activity? where should the equipment be placed? Figure 9 shows an example
of an activity sheet from the dirty utility areas study. '
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The same sort of result was found - that the established order of room labelling was
not necessarily valid. For example, the activities associated with disposal, bed
pans and routine specimen testing could be carried out more economically in one room
rather than the traditional three separate rooms.

The report covering common rooms was completed by the Ministry of Heal?h in 1966 and
circulated for comment. It is now being printed in its final form. Ihformatlén‘

on many other derarthents is now being prépared by the Ministiy of Health fqr issue
shortly. o ' B C

COORDINATION TECHNIQUES

Having once established a systematic method of defining user requirements one can

go much further with the provision of accurate data. Space diagrams would be more
realistic if the compiler had a real kit of parts from which to develop the diagrams.
In many cases the drawn information is based on inspired guesswork; the sizes of
fittings, like basins or laboratory equipment, are rarely determined at the design
stage, with the result that space allocation within the room has to be altered at

the production drawing stage. Small-scale drawings used to illustrate room layouts
would be simpler if codes and symbols were used to indicate equipment location; the
codes in turn referring back to larger-scale detail drawings to enabling the client
really to see what he is getting in two dimensions.

Many activities like washing hands are repeated time and again throughout the building.
It would seem logical therefore to rationalise the equipment and components required
by this activity into standard assemblies which could then be keyed back to the
drawings by one single code or symbol representing the complete assembly.

In our own organisation we have carried out extensive rationalisation studies in
the three large teaching hospitals with which we are currently involved and have
developed a catalogue of fittings and equipment which will cover almost all items
in the hospital; wherever possible the fittings and components are complete
assemblies. Figure 10 shows an example of one of the component catalogue sheets
for sanitary fittings. Figure 11 shows a similar approach to laboratory fittings.
Basic data collection sheets are still required for client approval and equipment
ordering, but in most cases their completion becomes a simple matter of inserting
the coded reference from the standard catalogue. Figure 12 shows an example of our
present room data sheet in use generally in the office.

The advantages of this sort of approach are numerous: accuracy, in that the precise
physical shape of each assembly and element is accurate at the design stage; drawings
are clear and easy to read , and they eliminate, except in very complex rooms, the need
to draw the elevation of the walls since all heights and vertical relationships are
shown on the detailed assembly drawings. Figure 1% shows a coded design drawing of

a medium sized project used to co-ordinate all information and to obtain the Client's
final approval.

MOCK-UPS

If rationalisation and standardisation are to be carried out to any degree it is
desirable that the final conclusions shown on the data sheets should be proved in
physical form. Mock-ups help in assessing the use of space and generally result in
some area reduction. The construction of a mock-up,to be effective need not be
eleberate; at Greenwich, for example, a simple slotted angle and fibreboard was
used to construct walls and storage fixtures, softwood slats to create doors and
polystyrene blocks to construct objects with more complex shapes. )

The degree of data collection and recording carried out in the Ministry of Health Studies
and in the Arbulence Service Study may not always be possible, but if it becomes second
nature for all rerbers of the team to question continually throughout all stages of the
project rrd to thinlr clearly zbout the implications of policy-making the result must be
rore scerunte user requirerment Jata and, ultimately, better buildings. The maxims must

Mo Ve vhat Jo om

corle do? vhat “o they need to do it with? whet is the relationship
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preliminary small ambulance
station schedule

appliance room

watch room

drivers' room

wash

boiler

entrance

station officer

records room

equipment room

blanket store

first aid store

kitchen

male lockers
and toilets

female lockers
and toilets

FIG §




Activities and area association

The chart below Llists the activities which occur in the normal daily routine
of ambulance personnel on a smalt station. Each activity is associated
with one of the four primary zones shown.

PRIMARY AREAS

FE——

ACTIVITY NO. E:fg,e vezuﬁle dlwing operl.qyonul extLeTul
1 Arrival by car @
2 Arrival by scootesfmoped
3 Arrival by bicycle
L Entering building L
5  Signing on 5
6  Changing 6
7 Using lavatory facilities 7
8  Placing food in locker 8
9  Checking occurrence book ]
10 Checking vehicle
11 Refuelling vehicle if @
necessary
12 Topping up battery
13 Checking vehicle equip~ @
ment
1 Replenishing any neces- —@
sary stores or equipment
15  Making tea 15
16 Break period b3
17 Carrying out administra— 17
tive tasks [supervisor]
18 Cleaning station ‘_@ @ @
M Awaiting call 19
20  Preparing meal 20
21 Eating meal 21
22 Clearing up after meal 7
3 Receiving call 23
FIGS5
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Operational Areas 4.3
ACTIVITY STUDY
ACTIVITY NO, EOUIPMENT DIAGRAM
4 Inters building, checks Desk/worktop 11
time of arrival and signs Clock, digital
time shect, Occurrence book
Time sheets
Telephone
Message pads
Letter box
9 Checks occurrence book.,
23 Answering telephone, 11
writing message on form,
checking time,
17 Carrying out office tasks Desk, normal height 11
by visiting supervisor : Chair, desk
(=) vehicle fuel returns Storage for atationery
(b) checking records of (see separate 1ist)
Journeys In and Out baskets
Storage for files
(c) vehicle accident
Waste paper basket
reports
(q) loss of equipment Small wall safe
roster
(e) duty roster
Mail is delivered by hand:
no mail is sent out from
the station. Returns, etc,
are collected by hand,
Pay 1s direct to individuals
but if they are on leave
cash may be held on the
station until they return.
8 Opening food locker and 9 lockers, internally 15
placing food inside, re- 300mm, cube,
locking locker, Placing Insect proof,
milk in refrigerator, All locks differing,
Refrigerator 1.5 cubic capacity
Socket outlet 13 amp,
NB. Personnel bring food for their

own meals with them each day

apart from minor items : tea,

sugar etc,

Storage may be shared by each

vehicle crew.
Common refrigerated storage
is required for milk,

Mmessage pads etc
stafionery
filing
clock
pin up
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2.3'7.

- slop hopper and
drainer, low level
wwp or if high
level in duct

Removing filled paper sacks
from wall frames, stapling
together with hand-<held
machine and placing bags in
holding area. Taking new
sacks from adjacent storage
and placing in frames.
strength sacks required for
fouled and infected linen,
and dressings.

Holding area for sealed
paper sacks awaiting dis-
posal to service areas
either by lift or collec-
tion by porters.

Wet .

Hand-~held stapling
machine, to be kept’
on shelf,

Storage shelves for 4
No. pack of disposal
sacks approx. size 39"
x 14" x 6" high for the
large, and 24" x 11" x
6" for the small.

Holding area for up to
6 No. .paper sacks.

-
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sink general

basin general

Stainless steel double sink and single drainer
5'3" x 1'9"; services in wall duct with panel over

Single basin mounted on panel over wall

taps mounted on basin: services dropping vertically

duct with

soap and
towel
dispensger

\— tap elbow
action

mounted on
back board

e

gink
mounted on
brackets

12" squarg

panel

wall duct
and panel

|

e

c 5
an

Pl

1
Elevation ﬁ T 4

r— wall duct

Plan

basin mounted

access panel

soap and
towel
dispensers

taps on basin

on panel

12" square

basin mounted
on panel

Bagins on wall panels over wall ducts; two panels
gide by side: services dropping vertically

Sink as above but with cupboard below and no lower
panel to wall duct.

Sink as above but with services from laboratory
services duct at rear: no wall duct or panel

Sink as above but with cupboard below: all services
from laboratory, services duct at rear.

LA

214"

Elevation

soap and
towel
dispensers

taps on basin|

basin mounted
on panel

12" square

accegs panel

Wall duct

basin mounted
on panel




laboratory assemblies

laboratory service spines

general assembly principles

Unistrut or similar
metal framing system -
vertical members flush
with wall finish

Shelves clipped into
metal framing

Electrics trunking
clipped to metal
framing

{/6“ }/ 8" |

LLOId

Water supply, drip cups
and gases set in
services spine

]

"

Laboratory sinks set

1T ¥ :—774 into worktop as
I T required
o |F———
. 8” SR Services clipped to
o | metal framing
~ ol

15. piped gases

nitrous oxide 15.1 = |
oxygen ‘ ?9 @ N
2 way town gas .
oxygen
oxygen/carbon dioxide 13.2 ?Q Q Q
vacuun
oxygen
oxygen/carbon dioxide 15.3 909
vacuum
16. drip cups
, 20,

drip cup with cold supply 16.1 S

i

1
drip oup with hot supply 16,2
drip cup with hot and cold supply 16.3

17. water supplies

cold water supply

distilled water supply

cold and hot water supply
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ROOM DATA SHEET l No. ¢

WATKINS GRAY GROUP 2 76 JERMYN STREET ST.JAMES'S LONDON SWi1 TEL 01-930 0981 ST. GEORGE'S HOSPITAL  TOOTING
CODE GROUP ) DEPARTMENT Standard Room 7 DEPT No. _ |_COMPILED BY DATE
Supplnd and fies by Maln Cntactor: ‘Supplied by Ctlant - flzed by Mlln.::onl:lltllel ot Sub Contractor Untaag: Supplied ang outn position by Clent FLOOR B IAW — 74| ‘vri_‘» - " , -
: ! 3 atmantn sipmert A1 U, deparimentsl squipmant [ ugc ;;7::.’“"““'"‘"""‘ ROOM/AREA Treatment Room ROOM No. 3
EQUIPMENT AND FITTINGS

PLANNING - use of space

| describe ‘main activity Minor sm:glcal nroccdu;

SERVICE FACILITIES
state - total no. of outlets reqd. in each case
- pressures where applicable

EQUIPMENT AND FITTINGS

ITEMS CONNECTED TO SERVICES - state ~ code group

- services required for each item using key
- total no. and size of each item

state - to

ITEMS NOT CONNECTED TO SERVICES

tal no. and size of each item

- code group

i o - quantity demand where applicable
times of use 24 22180, crital d.lms - pressure or del ot Pl item size oy | e size srovp | o
P A_ _ S 1|1
hot water 1 R 111
L 2lce 1A
“drinking water 3 3< |Exem: HB,E&O,H },j ght o i I
[ “chilled water 4 3 e I N 1 1
[ “de-fonised water 5 T ] 101
decnntnmlnuﬂon n shower E}}“i"_ | & e _ ¥ 3
other hazards of limitafions R fown gas N : | o h
- 3
[ ENVIRONMENTAL CONTROL | nitrous oxide " _ 1 8] _ [ A O R
[ LIGATING - NATURAL - state essentiaf or not - - carbon dioxide A L ] -
 aayiight Lo steam - 1" I ~ _ R
| blackout - partial complete vacuum L] - N
sun control privacy (obscuration, curtains etc.) absoured medical suction 1 13
T alr 14
T LIGHTING - ARTIFICIAL j other N
" general— state lumens 20 lumens per sq. f{&.
yes T -——7l|lﬂh‘ T — - B
special - state what___operating light WASTE
B warning lights water only 1
signs T chemical
cupds. — state which - vadio-active
switches - state any special control reqd. drip cup
soll
switches - special type - 8p t f floor outlet T
B pullcord other other | T - o
bedhead unit (see also communications) B T N B
[ ~| colour (state only medical ELECTRICITY_ 1 ] . T
single phase outlets h
HEATING, COOLING, VENTILATION o 13 amp s B o
| natural ventilation  no 30 amp 2 _
_moch. ""i’ﬁ__&.,,,A_ ) A | 3. | 3| BUILDING EL ELEMENTS - T | FURNITURE mmmcs—m space ||
|| “extract of - sive fumes 3 phase - state load 4| FLOOR o eachftem [T
__ beavygases other LV.AC.-state V& A 5 || type of trafic & . lley.& ned.estria_ns item Pl
air changes per hour 6 re-circulation B DC.-state V& A 6 finish - no special requifements chammul remstant 7.2 - 281 -
| cooling T xray socket - | mon-slip other on £ - 2R 1’ )
F__ futration - state degree of filtration . emergency supply ] _WALLS o . - 2B [ 1 N
| heating - room temp. °F. 700 o ""‘J",',’,E“!’,mt_hi@e.t than 750 ,W,F!e', ~ ﬂqish-stute any special requlremeAnblsW R 32,5 - SRl 1
_|_emergency heating or “ventilation R 2B |1 -
sources of heatgain  operating light SPECIAL REQUIREMENTS ) T T loel
_source _01 R.H. gain L ,, L restricted access 1 T
) L o watertight 2 " WALL OPENINGs ~~ T oo - T - 7] i
NOISE VIBRATION CONTROL - master control - Electric T~ 3| DoORS - min. size] & 1eafs " “governed by - R T
| | noisereduction N.C. revel o Water T T ’AWW“ o e I FURNITURE AND FITTINGS items -
vlbraﬂon duction _why reqd. . | _Gas o 5 vision panel - large ~ small shutiered - state total no., size and code group of each it
. other 6 || special control - self closing trolley opening Ttem size [
COMMUNICATIONS o B 17 to stay open locks " suited N VIV . -
- state no. of Instruments - BULK SUPPLY - local o central || state other controls (eg. safety swiiches etc.) oo .
coin box - static trolley recaive from nlgan utility 1 . B B
call system - pusbpuiier-  yos speach protection against damage - state cause
| _| radio W ) B disposalto _dirty utility - - - B
| tvclosed circult - receiver cambra hatches "to where
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The Engineer's Role in Hospital Planning

% Col A P Smith, Regional Engineer, Newcastle Regional Hospital Board

Summarx

Good engineering solutions to planning problems can be best achieved
by close collaboration between users and designers. DlNore research
and guldance is needed on such subjects as control of infection,
sterilisation methods and ventilation, so that efficient planning
solutions can be developed. The early involvement of the engineer
in the planning process can help to achieve economy in the use

of space and in communication and environmental control systems
design. Good design is dependent on a common sense attitude and

the avoidance of pre-conceptions or over-standardisation.

I see planning as the process leading up to the finalisation of the technical brief

to the architect and engineer who are going to build the hospital and to the user team
who are going to commission it. There should be no antithesis whatever between the
user team and the design team. At a regional hospital board like mine, we have been
planning and building hospitals with much the same sort of staff and continuity for
twenty years and we have a very close relationship between board staff and hospital
members., I am quite certain that planningXthe users without the benefit of technical
advice from their architects and engineers and other necessary specialists is rather
like a wedding without the benefit of clerpy: you may regret the result for the rest
of your life,

Indeed, we have got to get together to make certaih that the users do not Jump to a
conclusion which might produce a bad engineering solution which in turn produces bad
planning, bad design and unnecessary expense. The great enemies I find in project
teams are those who pontificate on inadequate data. Take, for example, the ventilation
of operating theatres and the piston effect, It was developed in our region from
inadequate experiments; it was suggested that there is a piston effect blowing air

down through the whole ceiling, so that the air moves down and goes out through flaps
at the bottom. Turther research by the Heating and Ventilation Research Association
proved it does not happen that way at all. The air streams down the walls and out
through the flaps, the heat generated by the team round the operating theatre table

and by the operating lamp produces an up-current in the centre. There is then a pocket
of stagnant air across the table. Of course when you ask anybody if they can suggest

a better system, they cannot. We are stuck with something that produces maximum dis-
comfort to the users and does not act the way it is supposed to. I believe in fact
that cross infection in a theatre is not a matter of ventilation at all, but of the
discipline of the theatre staff and of the surgeon.

Another example of lack of thought and inadecuate knowledge is related to milk
kitchens."In one hospital the matron wants to sterilise the hottles with Milton and
in another she must autoclave them. Now there must be a right answer to this. One
method must be more efficient in terms of bacteriological infection than the other.

If they are the same in terms of results, then the Milton method is a lot cheaper than
autoclaving the bottles, and » lot easier. The dogmas of cross-infection can

produce splendid statements 'ex cathedra'. Tngineers were hit when the rule came out
that a laundry had to be regarded as a sterile process with 2 harrier between the
washroom and the finishing room. :
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NZED FOR UCRID 3TUDIES

A1l this really reflects a lack of thought and a lack of knowledge on the part of
planners. ‘e cannot blame the hospital people for not knowing; it is up to the profess-
ional planners and the Ministry to provide the answers: In a way the building procedure
notes are a block to thought. The standards of accommodation laid down in the

building notes are maximum standards which inevitably become minimum standards. Tvery-
one tries to think of some special reason why he should get a bit more than the building
note standards instead of asking whether the accommodation standards as such are really
necessary. ‘e need to put a great deal of effort inte work study, design-in-use studies l
and statistics as well as much critical common sense into reviewing the hospitals that

have already been built. There have been quite a few built in the past five years, but

I have not seen any thorough design surveys to establish whether or not we are providing

too much. Uhy for example do we provide such wide corridors? So that two hospital

beds con pass each other. How often do you see these sorts of bumping races of beds

with patients in them up and down the hospital? An even if you did, there is a wait-

ing space every 50' or so which can be used as a passing bay., Cut the corridors down

to about 6'6" instead of &' or 9' and an enormous amount of space and cost can be

saved. Can we do it? No; <*he building notes say the corridors shall he 7' clear

minirmum width because beds must be able to pass. The 'Best Buy' hospital represents

a wreliminary exercise in the reassessment of these standards. We must also try to
calculate the present value of the running costs of a hospital, rather than merely
accepting what is the cheapest solution even if it costs twice as much to run. I

believe that when we can really use cost benefit analysis we ought to be able to

quentify this. )

In the planning team the engineer, responsible for the operation and maintenance of
services, represents some of the user's requirements. Communications are the key to
a good plan framework because they involve the movement of people and goods and ideas.
The engineers come into this because they provide the 1lifts, telephone services,

staff location services, TV and radio, dictation, conveyors and so on. But how often
are engineering services used to solve the difficulties produced by a bad or a weak
bloclk plan? A little more thought on communications might produce better solutions;
external communications like water, power, gas or drains and then the problem of
distribvting energy within the hospital itself.

ECCONCHMY

Lastly I am going to say a word about economy. An engineer is a chap who can do for
fourpence what any damn fool can do for ninepence, but he must of course make his
case early enough to he able tc do it. It is the decisions taken at block plan stage
and preliminary sketch plan stage that are vital to engineering economy . (I 1like the
'Best Buy' hospital with two floors and a minimum number of 1ifts, sifde the scheme
facilitates the horizontal distribution of engineering services.) In the installation
stage, engineers have to remember that easy work for the contractors is cheap work for
the clients. This means that the engineer must persuade the architects to provide
enourh space in plant rooms and in vertical 2nd Torizontal ducts. The point about
duct slting is that the building is probably going to last at least fifty or sixty
yeurs snd 2 bit of spare space may he reguired for moiernlvlnm the services as well

as roving the partitions to modify the rooms,

Some improvenents in economy could be achieved by more off-site fabrication of, for
example, electrical wiring (notwithstanding building note requirements for screwed

conduit). HManufacturing off-site is obviously ruch cheaper then fiddling about on

site. Standardisation of design should lead to te possibility of encouraging off-
site fobrication.

B . www
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We rust nlso avoid shibbolet's. I was very interested in thre mock-up of the basins
mentioned earlier. DRut I want to break awey from the British Standard which says that
ths hot tap must be on the right and the cold tap on-the left, etcy you have to cross
all the pipes in the partition to mainthin this so I intend to give up the Pritish
Standnrd in this instance. The Pritish Standard has laid down a shibboleth. I believe
- that everybody looks at a tap to see wrether it is 'hot' or 'cold'. Can anyone say
whether or 6t all the hasins in their own home obey the Pritish Standard? HMine don't.

PR

~ The reed, if econory in operation is to be achieved, is for a well-defined operational
policy, because it enables you to plan a building, a service, a department, for easy
operation; but a second need is to make the users operate the department in accordance

with the operational policy.

The running of vproject teams must be a joint exercise; we have all got to think.

We have pot to find out what the users, the doctors and the nurses want to do, how they
do it and with what. ‘e have. pot to be careful that we do not inhibit our thinking by
accepting shibboleths, rules, customs. If we are going to ~et the hest results it is
the broad strategic decisions in the early stages of planning that make for economy in
building cost, ecconomy in operating cost, and convenience to the user.




Cost Jontrol in the Hos-ditsl Building Trogramme

2 TV .mery, Deputy Crief Quantity Surveyor, Ministry of Health

, Dresenting l'r lAmery's wnaper apologised for Mr Amery's unnvoidable absence,
and mentioned that the time restriction would necessitnte a very brief presentation)

Summarz

The quantity surveyor's prohlem is how to contrel costs over the
vhole range of hospital planning policy decisions. The size,
shape and location of hospital sites and buildings, in particular
their effect on the extent of rechanienl ventilation and supple-
rmentary lightin~, are irmmortant design factors affecting costs.
In addition, decisicns on the nriorities of provision ond their
effects on phasin~, and the &gree of certralisation and
standardisation adonted, will affect the nattern of expenditure
as between capital and rurning costs.

Ticonemies can he made by following logiczl end integrrted
decision mnking rrocesses, but design for eass of huilding
maintenance, extension and modification cron help to prolong the
life of the hospital and hence may provide the cheapest answer
in the long run.

Until fairly recently cost control in hospital building wns related mainly to the
design process, that is the cost »lanning of designs to cost limits,

Cver the last year or so the Ministry and thourhtful desirmners have realised that
cost control of the desien stage was not sufficient if tho hest use was

o to be made of
the limited resources - particularly finzncial resmurces - -wnilable for rospitsl

ruilding. “ost control in its generic sense is =~ vlie~tle to

the whole process of

carvrying out a btuilding rrograrme and »~ considerable amount of thousht and vesearch

has been nut into examining the factors of cost t'rourhout #11 sto: T, the
FMinistry's current procedures are designed to ensure that the same degree of consideration
nf cost is applied to the selection and use of sites for bhuilding proiects as is now ‘-

a as
aprlied to the desipgn process, and ot zcconnt is trken of ~mnving costs at all stoges.

Iet vs consider the vericus factors that influence tre cost of n hospital rroject.
Those frectrrs which have cost immlications for = project »~re of two kinds; firstly,
clierts' policy decisiors, and necondly, desirners' “ecisions.

-the case of the clients' natiornsl policy decinio ; could he s~id that these do
not scerm nowadays to affect hospital plunning very
thnt the effzcts are restrictive on project te

procedures) but the modern procedures are very i

RIZA Imnagenent Handbock.

Tatnra™ly, it can be arpued

ilar to those recommended in the




Client's policy decisions

National TPolicies

Tinancial programme

Regional or
Area Policies

Standardisation
programme
(eg procedures)

Centralisation
(eg Laundry/
CS3D)

Priorities
(eg Geriatric and
Psychiatric prov-
isions) Devolution of
facilities and
services from
hospital to Local

Authority

Cost control systems

Selection of sites

Methods of Assessing
need

Phasing of projects

Standardisation
feg equipment)

Sizes of hospitals

Hospital or
departmental policies

Operational policies
(eg catering, linen stores)

Overlapping of departments

Car parking provisions




Zlients!' resicnzl or area policics obviously off:ct the content of individual projects
~5 we ' ve ssen in the IMinistry's nrojects at Bury 3t Zdmunds ond Frimley. The
lontion of lower norms for acsessing the ~uw or of heds, more efficient use of out-
rati-nt, “roctnent and dia”nostic sorvices oal Ye centralisation of industricl or
semi-ininstricl fociliti and scervices, nerh "offesite', perm’t the use of con-
structionsl nethods and specificution standards v sre than adeounate for thelr purpose;
fetor: tyne huiliings for menufacturing and i ial processcs, office buildings for
office nsc, "ousing standards for residenticl af(f - thus freeing money for diagnostic
and treatment facilities.

Mannin:~ teams USUullJ have little sar in the sclection of sites ~nd the selection of
a site from nurely locational criteria can present designers ond planning teams with
additional problems. 3Bad ground conditions, awl: 11y contoured or shaped sites
(sometimes accompanied by the need to maint:in evisting facilities on the site) all
complicate %re planning of new hosvitls and imply time snd cost consequences for the
project. Generally, outside the large cities we have far rore land in health or
government ownership than we crn conceivably rermuire for the hospital building
programme, but I think it fair to say that the majority of sites today are chosen for
local medical or local socizl reasons. In these dnvs of medern transport and high
ruilding costs are we really making the hest use of our lirited resources?

The size of a2 “ospital affects its cost in terms of function. The limited studies
wkich we hove carried out suggest ! it within reasconable livdts (say up to 1000 beds)
s large hospital will be cheaper bhoth lA czpit~l snd run ingm costs than & small one.
Cetrtainly, one conseguence of huilding in larger nnits wouLd e to encourage the
adoption of more automation, which seews to he the enly woy to make any ouHsthnt¢al
effect on staff costs which generslly account for 55 of running costs.

DESIGN TETAM DECISICNS

E3IGT DICISICHS

Shapes and layouts of buildings

&f; compac* or cxtended - cohasive cr firrmented)

Yethods of derlinc- with site facters
(eg contours, ground cenditions, nuis
Structurﬂl methods

Specification standnris

Degree of strdrrdisntion of sy
and comronents

Contracting methods

Project 'an: mement oy “npenonts
Faintenanece conseruences
Trovision Tor cxtensions

Built-ir o7 gnl il 4y
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1f we now consider design decisions we must accept that all the points listed obviously
affect costs. The order probably represents their order of cost importance. Yost of
the bottom half of the list is well known to you and need little corment in the limited
time available. I therefore propose to deal with the most important factors for which
+in the present state of our knowledge - which admittedly is limited - there appear to
be certain basic design principles emerging.

Firstly, the most economical layouts seem to be t ose which are low or medium in height,
cohesive and semi-compact in layout. This criterimis expressed in the open courtyard
type of layout which avoids the use of excessivel??;eep planning (either horizontally
or vertically). The obvious corollary is that we should try to avoid concentrated
types of buildings (high or low) which require artificial ventilation and permanent
supplementary artificial lighting which are expensive both in capital and running costs.

Secondly, we can only achieve the first principle 1T sites of adequate area and shape
are used. Plot ratios of between .25 : 1 to .75 : 1, with site cover ranging between
208, and 30% will normally allow for economical building shapes with adequate space for
extension, car parking and amenities.

Thirdly, if the best use is to be made of the available money it is essential for
building and engineering design and cost to be fully integrated. That is, with the
experience we have gaihed in the past few years, it is unnecessary and even restrictive
to arbitrarily divide cost limits into two sums for building and engineering. When we
introduced the building notes and cost allcwances it was probably desirable that guide
percentages for engineering should be given. I suggest that these percentages should
be used in formulating notional cost plans as a point of reference only and that
engineers should be permitted and willing to play a bigger part in the early design
decisions, . Recent ennuiries suggest that up to 102, can be saved with a fully integratec
design.

Finally, a word about maintenance. At a recent conference it was suggested that the
economic life of a building was determined more by its potential for adaptation to
meet changes in use rather than in the longevity of the construction. I think this
is true of hospital buildings (it is a byword trat every hospital is out of date by
the time it is built) and everybody concerned with planning hospitals should keep the
requirements .of adaptability and extendability in the forefront of their minds.

T have dealt very briefly with only a few of the major issues which affect the cost of
hospitals. . Some of the points made are provocative but they are intended to stimulate
discussion and thought as it is only in this way that we can improve on our present
performance.

DISCUSSION: WHOLE HOSPITAL PLANNING

Chairman: Brian Brookes

Discussion centred round the reports of the seminar groups and many of the points
echoed those made the previous day.
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froup 1 felt tlt the averase planner was nct of zdesuate colibre to neet 'r Jefford's
criteria. Rut despite the strictures evpressed ahout the buildirg notes they were the
only archars to which hospital rlomning could be atﬁnc%ed. Dr Tordes' tullk had raised
interesting ~usstions about the basic criterin for “ospit=ls - their relationship
with con uN1t" care which, though outside the scope of the uyrpesium, deserved further
ea of t1ﬂ study of activities -~ rsed to roors or equlirment data was
d be incorporated in the planni

B
stndy. The 7d
]

one which cou

The important point as far as Group 3 wns. concerned wms the evident imprecisions of

he lanning “rief, which should be clarified in 3 & the need for national
standards for the planning team and central resources of infermation. Groupy 3 also
believed that while planning lnowled;e was extensive it wos largely uncoordinated,often
chaotic and repetitive. The Health Service itself, in its tripartite £6Fm revealed
some uncertninty about its nriorities, and sone investigation into its potentinl &s a
wrole should be initiated. Group 3 asled for evaluation on a ’P:l”n/USP/“CODorlc basis.
They thoustt that plonning could be dram topether according to the type of
oanl]ng, even to the extent of irtev-regionsl sroupings, and that rmore use could be
rade of information already available if there were an immedistely accessible source of
such information. -

The problem of duplication and the lack of = coordinsted centrsl store of information
was also steted by Group 4 vhich trhousht equally trat oper:tional procedures could
be improved.

Greneral discussion again breought out = considerable wesnsure of agreement on the
subjects of unnecessary duplication of effort, stondardis-tior of “rohlom AnTi
Letter use of computerisation w+d data »nrocessing, - nd

resources for the dissemination of information.




DAY 4

DEPARTIZNTAL PLANNING - ST GICRGE'S IICSPITAL PROJECT

Summary

The overall conception of the scheme, in three self-contained
phases for financial, siting and medical reasons, is for a
10-storey righ building, 7 mile long with three blocks of
naturally ventilated wards and laboratories over a
mechanically ventilated podium of outpatient, diagnostic and
treatment departments with an engineering services anc
mechanical distribution sandwich floor between. The total
scheme, including medical school, is to cost about £18m.

The planning method was to work through small committees to
develop and approve the proposals for each department.
Adaptability, ease of nursing administration and the need to
get the best use from space and staff have influenced the
decision to have 14l beds per floor, each arranced in

I sections of 20 beds plus, two 12-bed sections for intensive
care, and b4 small centralised intensive trerapy units to’
provide for severely injured post-operative cases. The need
for patient privacy and amenity, convenience of access and
movement for supplies, patients and sta’f, good nurse/patient
supervision and suitability for teaching have led to a
courtyard ward layout with 20% of beds in single rooms, the
remainder being in 4-bed baTS.

AMlternative planning solutions were rejected on grounds of
cost, difficulties of expansion, phasing & flexibility, and
the belief that mechanical distribution systems could solve
the problems of decentralisation.

L, Wards & Nursing Services,
$0utline of the Froject
R F Fairweather, Development Officer

e are quite often asked how long it has taken us to plan this project. Ferhaps I
should start by saying that we at St George's have been planning a new hospital

since 1903, so that at the moment we have spent sixty-five years on it. The present
edition is the fifth, I think; we started on that in 1962 with the publication of

the command paper which told us we should expect to start building in the quinquennium,
1970-75. We therefore started off knowing that we had at least eight years to plan.

We have tried to speed this up and in fact have achieved quite a considerable momentum
by now.

The first building, the Student Centre, was completed at Christmas, This is being
followed by our first residential unit, a fourteen-storey block of flats. Next

month we start the clinical research laboratories, and in 1969, the laundry and
boiler house. The first main ward block is scheduled for 1971-72 in accordance with
the original programme. I thinlt we have been able to demonstrate to the Ministry
that we can move faster than they envisaged and that, provided the money is available,
the planning time can be shortened considerably.




PHASTIG

The building is a 1,31-bed hos-ital to be

PHASE T on the Josnital site which

202 heds - obhstetrics (including

huailt

o
S

follow

25

is novy ready = jor construction

v unit), paediatrics,

gynszecclory, togetrer
thestres, diagnostic 2
viard.

rrofessorial units,

nd and sicl staff

S

(i)
(iii
(iv)
(v)
(vi)

(vii)

Boiler House

{itchens/dining rooms

Centr:l Supply Departments

Laundry

Hospital residentizl accommedotion (part)

Students Umion (Medical & Dental 3chool) (completed)
(viii) Administration
(ix) School of Mursing & MNidwifery

PHASE TT

Dental Hospital and School
Smergency und Jlccident Service
Cutpatients Department
Diagnostic X-ray Department
Main Cperating Threatre Suilte

Tathology

and Tle

Dlock

carch ILahorateries
lMain “ard
Nesidentinl iccomrodation {(part)
Tre-Clinicnl Fedieol and Dental 3School

Students Nesidential Accomrodation

21 Nesidentinl lccommodation (complcte”}

ona—
sychiatric, Usurolonical
Teurosurrical heds

™
!

- - Geriatric,
(411i) Finn ) Sorks

The need to phase vus due to several recsons. First the availobilitr of money;
~ . PERTIEE T (0 B T I oY ~ e o 31te . 1 - 113 - 3 1 :
ue?ong, ti, gV@llubl}ltJ of ~ Tree ul?b on vhich to wuild; snd third, since thie proposed
?ulld%ng is spread right across the site, the aesd to ~otihlisdh  n sppronriate sedquence
of building. The bed complement talies crre of the medicil needs 6f o population of

Lrnie’s
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4,000 and we have additional teaching beds #nd regionsl responsibilities for depart-
ments such as neurosurgery. The hudget is calculated at £18,315,000 for both hospital
and school accommodation.

FLATIITEG TROCEDURE

Ve have always worked at 5t George's through small committeces. The main source of
information for the planning team is obinined from the liaison officers drawn from
rmedical staff whe have been appointed by the Hedical ..dviSoTy Committee to assist in
planning, in preparing schedules, agreeing room layocuts an?! so forth. This of course
nllows committee time to he cut very consider:bly.

After the command fapercaqggut in 1962, we sct about »lanning first by prepering
outline schedules of requirements based largely on the Yuilling notes, with the liaison
officers coming in and advising us on where the building notes needed arendment,
vhere additional accommodsation wns required and where any special teaching facilities
were necessary. These were then set out in & prelimin~ry Araft and discussed with
representatives of the Ministry of Health., Minnlly a hudoet cost was arrived at.

DIVELCTIINT CCNTROL TLAN

At the same time as asreeing the budget cost, we built up the development ~ontrol
plan, ‘e then prepared a network analysis of our plenning rrogramme, ~1locnting time
to our professional advisers and the plznning team to comalete the various asrects
of »lanning. The first thing the architects ere required to do wes te yprepare an
outline slietch plan of each floor included in the first stige so that e ccould get
the room relationships correct. Having got this right we set ahout filling in the

room data sheets for each individual room.

‘le found it was absolutely essential to have the senior nursing rerresentotives of
the denartments we were discussing sitting in with us and they spent many hours with
us going throush the room data sheets., /e had @ nurse co-crdinator on the rlonning
tenrm and Dnme Muriel Towell or her deputy took part vhenever they wished.

Feetinzs were programmed for a period of six meonths in advince so that our medical
staff nd senior nursine staff knew when we would require them to be availatle,

since we were determined to meet cur target date. They have accepted this extremely
well, and have been most co-operative; we nre in fact at the moment ahead cf
schedule.

‘Ye have now reached the stage where we are working on the floor plans; the first has
been agreed and we are now moving on to the second and third floors.

lards and Nursing Services
Mursing Requirements
Dame Muriel Powell: Chief Nursing Cfficer

The nursing requirements were worked out through meetings of the nursing staff in
which all grades of staff participated. Nursing staff also played a major part in
the planning of an experimental ward which enabled the planners to test certain
assumptions with regard to design, layout and equipment. The ward was evaluated by
patients and staff over a period of one year vhen it was used as a surgical and a’_
medical ward su€£3§sively. We were influenced by visits undertaken to new hospitals
and particularly the Falkirk ward in Scotland, which was very much in line with ~:r
own thinking. :
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~erhans most dimrort nt resunirarant
2 Aifficult, if not irrossible, to ﬂnridp Mot our needs will be. Ye do
I'noy “OWﬁv*" that the rapid changes hich are toking place in nedictl sclence st the
rresent tire are lilely to continue -nd that in all our plannin;s we rmust talle zccount
211 ~s the necd to use all our retources - manpover nd heds - in the wost

-3 gconoricnl manner.

flexirility. Ieoking ahend it

these nims it was felt necessary to discard the tr:
“vour of a unit hick would comhine 2 nuriber of hed
ncillary roors,) .a1d vhich could be varied in
i needs qnd circnnmstonces.

wditionnl corcept of a
rens (together with
ize cnd function

i £ the unit ve were influenced by the Salmon Report which

ts controlled by a nursing officer, the size of the unit varying

S toleing 30 beds as the norm set by Salmon, between 3 - 6
churge nursces or sisters,

1

> unit as the mo ¢ 1t was not necessury to spend oreat dea
engildering the optimun size of a ward. Under present conditiors it was
thought thet ;O beds was a sultable size of cormand for » ward sister provided these
411 net inclnde intensive care Leds. Cbviously, however, from the nursins poin% of
view, in the mnjority of units sSome beds should he set aside for intensive core.
Trese would need fo he groupe’ teopether cnd should be copible of being used for
patients in rn intermediate stage of recovery if necessary., It was estimuated that
between & and 2% beds would be needed in a stondard medicul or surgical unit of 144
be’s.  Thus if our renuirements were to e met, it seered lllel" that in & standard
unrd of M beds ve would finish up with n unit divided into six sections, that is
b x 3C-bed areas and 2 x 12-bed aress. Another important requirement was of course
oriveacey nnd isolation.,

Invine settle’ on
of ‘time in ce
-1

SUCITLARY PLCILITING

~t unit level we had to cornsider the other ronms which would be needed, such os
offices for consultrnt, nursing officers, unit housekeeper and secretary. Ir addition
there ore reception, « room for relatives to wnit and stay the night, cloalirosms for
visiters, ctores for equipment nnd supplies, trolley and supply bays, cloalrooms. for
st ffy =nd - wcr,lkorxl ning roor cnd liitchen.

In the bet rrea the questions ve had to asl were, for example, what provision should
“e pade for-IC rnd

liing facilities und where they should be sited; the siting of

preporation, clean cnd dirty wtility, =nd treatment rooms; the size and siting of

the unrd Idtchen which trovld be determined b t' e policy for meal service, as well

5othe tines of use rmd the natvre of meals provided, etc; the importance, as a
A

T
“1 point for the bed arex, of the nurses' station, vhere records would be made
in

iept, felephone calls made and received (in o standerd unit there would be
. . \ . - -~

cix stotions);  the nrovision of ofifices for ecctor and charge nurses and their

relationship to the nurses' stotion.

For obvious reasons stundardisation wos considercd importunt, particulerly at unit

level. e believed it would b:e even more importunt when we reached the stage of
vlanning for the storare of equipment.
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_The aim will be to remove from the nursing staff 311 duties for which nursing skill
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Finally, heving suffered in the past from the disadvantage of having o number of wards
which could only be reached by going through other wards, we were anxious to ensure
that this would not be a feature of our new hospital. 30 separate access to each ward
was requested.

HCUSEIZEIPING

The housekeeping policy at unit level aims at an organisation related to the needs
of the nursin— unit and parallel to the structure recormended by the 3almon Committee.

and knowledge are not required and to integrate the distribution/dispatch system with
the housekeeping organisation. At unit level the housekeeping services would be
organised and supervised hv a mwnit housekeeper who would allocate a houseleeping team
of housekeepers, assistant and trainee housekeepers to the bed areas.Thé unit housekeep
would co-operate with the secretary/receptioh&st to the unit who would assume many

of the functions undertaken by individual charge nurses (and ward clerks where

they are employed), such as arranging transport, dealing with mail and the reception
of visitors, etc. In the unit, housekeeping staff would undertake the bedside

service of meals, preparation of beds and lockers after discharge, general ward
cleaning, requisitioning of stores, maintenance of supplies of linen, materials, CSSD,
cleaning materials, etc.

The unit housekeeper will be working in co-operation with the unit nursing officer,
the hospital administration and the catering service represented at unit level.

Wards and Nursing Services

Medical and Teaching Requirements
Dr John Batten, Physician

In planning a nursing unit, nursing considerations take priority, but the medical
requirements of such a unit in a teaching hospital are of course inseparable.

Progressive patient care is an old concept, but has acquired a new impetus now that
we attach such immortance to privacy and amenity for the patient and have to consider
the most economic use of staff zand complex ncw nethods of cbservation and treatment.
Furtherrore, the rapid development of new techniques and the changing patterns of
disease demand the utmost flexibility of design.

Je have to consider four components of medical activity:

Te Patient care in the ward
2e Medical administration
2. Teaching

i, . Rescarch

TATISIT CARE %

!
Medical care of the patient may require continuous medical supervision in, for example,
an 'intensive therapy' unit. ‘e include patients here whe are immediately post-
operative or who are severely injured. It is convenient to bring together the staff
and special facilities necessary for intensive therapy.



The medical staff feel very strongly, however, thnt patients who require close
observation and supervision, whether medical or nursing, should otherwise he admitted

to, nursed in, and discharged from the same ward areu. This allows continuity of
medicnl and nursing care, ease of movement to and fro- the intensive care area and

is so ruch more satisfactory from the patient's point of view., There is evidence to
show that at no time would more than 15% of wird beds be required for intensive

care - very often much less. There are patients in need of occasional medical
supervision, such as those recovered from the acute process or those under investigation.
The chronic sick and geriatric require only rare medical activity and pose mainly
nursing problems, -

3ingle rooms must be provided for the dying, the noisy or restless, and the infected.
In the standard unit 20% of the beds will be in single wards: special units such as
those concerned with infectious disease will clearly need a much higher proportion.
Frivate patients from home and abroad must he considered. Such patients in need of
intensive therapy or care should share the general facilities, if only for economy
of staff and eouipment. Special single or double room accommodation should be
provided otherwise in a separate area.

Finally, whatever the category of care, it is of course vital to ensure that care is
continuous, that observation of the patient is clear and that movement of vatients
vhether in bed or not is unhindered within the unit and between units.

MEDICAL ADMINISTRATION, TREACHING AND RESEARCH

Space should be provided close to the ward area for consultants and Junior staff to
write and to interview relatives, and for medical secretaries. ‘e anticipate that
most of our staff will be geographically whole-time so that the room allocated to them
should be adecvate for examination of and consultation with patients, and for case
discussion with colleagues., X-Rey viewing facilities should be available.

Student teaching will continue round the bed, but greater use will be made of case
demonstration in a specially designed room in the ward area with easy access to beds.
Larger space, for case demonstration and seminars, will bhe adjacent to, say, four

or more ward units on the same floor,

"'e need to provide laboratories next to the ward area for clinical research renuiring
the presence of a patient. TFor research not requiring the presence of a patient, for
ex~mple chemical, microbiological, immunological research, laboratories will be.sited
togethrer so that technical resources can be shared,

In regional hospitals without an undergraduste medical school att
tut uitl dnereasing postoreoduate tezching cormitments, sore of the
to tenching and resecarch misht ell be used Tor such = 2113

ached or cmbedded,
zce here allotted
Lties ng the library.

S
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Jards & Nursine Jervices
Supporting 3ervices
R F Fairveather: Development Cfficer.

The overall »lan has presented a number of probleris whic» we have had to resolve.

The plonning solution in fact ?rovides three separnte hospitnls, largely because

of the need to phase constriction and to lteep cost down to the minimum level. This
has been achieved by refraining from building too high but has résulted in a 10-storey

form of constriction approxirmately 7 mile in length. The problems of distribution of




stores, particularly food, have had to be investigated very thorouchly, and 1f high
revenue costs are to be avoided we believe that mechanical distribution is the only
satisfactory solution. The design, with the service floor between wards and podium,
lends itself to this system and has the added advnantage that the whole of the traffic
load is talien away from the patient, visitors and staff corridors.

- From the start it was felt thnt in a hospital as large as this the conventional

forms of cooking and food distribution would need to be modified if foodws to be
served to patients in -an acceptable form, and peripheral finishing kitchens were the
obvious solution. With the ward plan, providing up to 14/t beds on a floor, this
solution most ensily met the need. OCn closer examination of how these peripheral
kitchens cculd hest be serviced from the main catering department, bhearing in mind

the distribution problems, we considered a 'frozen foed' system, and a research
project to investigate this fully is nov being set up. The broad principle would be
to bring in raw materials, cook, blast-freeze and stecre in a central processing kitchewn
all those items which lend themselves to satisfactory freezing, and then to distribute
to the peripheral kitchens for re-constitution and service to the patient. Those
patients able to-do so will use the dining room vhile a tray service will operate from
the peripheral kitchen to cater for the reeds of bedfast patients.

Other problems arise out of the division of bed areas into three blocks. Probably
the most important is the distribution of operating theatres. It was hoped that the
19 theatres could be zoned together in one area, but with the distances involved this
was thought to be impracticable even thoush an intensive therapy unit and a post-
anaesthetic recovery area is provided. The ultimate plan therefore is to provide in
each block the appropriate number of theatres with their oun supporting sterile
supply area.

Wards & Nursing Services
Design Solution
Ivor Berresford, Architect, Watkins Gray Group 2

- Following the description of the basic medical, nursing and administrative policy
reguirements that were established at the outset by the planning team, I ar going to
describe the plan which has resulted from these requirements, and outline the broad
principles we have adopted,

Before dealing with the design of the wards it is necessary to consider the develop-
ment control plan, since certain overall policy decisions which relate to the whole
development have had a considerable effect on the subsecuent ward floors.

The phasing of the project was the outcome of the medical requirements and was .
strongly affected by the site area that was available at each stagej it was essential
- to maintain the existing hospital service while rebuilding., This latter factor
» coupled with the medical requirements and the availability of finance for the project
resulted in a concept of three closely related and linked hospitals, We have adopted
a principle of decentralisation, coupled with concentration of services when it was
necessary.,

'
t
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e outset of planning it ws Jecided to ~1low for a Vigh degree of expansion and

X
ity for future changes of use. 1In fict 25 expansion is possible on the present

™

furtter expansion could only be achieved by extending the site, 2s the density
limit would have heen renched that was accertable to the local tlanning authority.

Another important factor was the decision ot the outset to reduce recharically
ventilated areas te the minirum in order to leep within the Ministry of Health 'on cost'
figure of 5%/, Tn fact we *ave achieved an 'on cost' figure of 51%.

These factors, coupled with the amount of accommodation rejuired in each phase and
the limitations in site available, resulted in tve decision to divide the scheme
into two types of zone. Tirst, an area at low level for outpatient departments,
X-Ty and operating theatres, mainly deep planned znd mechanically ventilated, which
can be easily adjusted and extended.

Second zone comprises an area of naturally ventilated accommodation crntaining

the wards and laboratories over tle diagnostic and treatment areas. Although this zone
anot be extended it has been designed for future changes of use. Between the two
zones is the plant ~nd distriution floor, containing service mains and plant for

the ventilated accommndation helow, as well os the mechanical distribution system.

The

S5tudies were made during the preparation of the development control plan to nchieve
a sclution with the wards at the same level as the diarmostic und treatment sccormodation,
but this was rejected as it used up all the site space for fiture expansion and meant

comrlete mechanical ventilation.

Studies and an evaluation of six zlternatives of the vard floor were made during
Stage 'A' of Ministry of Health's procedure and this established that the running
cost of mechanical ventilation and air conditionins could not be afforded if we
were to comply with Ministry requirements. Hence a nlan shape was developed which
incorporated courtyards, and mainly natural ventilation.

The operational policies require 14! beds to a “loor to e nluanned ns four 30-bed
units ith 12-bed intensive obs~rvaticn units betreen the nurses' station and ancillary

accormodation. Central srared teaching facilities are provided ~s well as a dining
room “nd pe:r

pheral kitchen. Toilets are provided beteen the bed bays., The main
passenger 1lifts ~re separnted from the supply ~ternosters '/ich sre located
~djacent to o Mouse-leepins zone., Tour separate points of nccess are vrovided to
the word aress,

The plen is for o simple strandard nnit and the rarticular zccess system wos developed
to nllow different types wnd numbers of heds to he provided for different specizlities,

Inoving Terent accormodation would Y. needed on
future chan es of use, = structural cnd servicing system s developed which would

allow for future flexibility. . scries of studies vere undertalien to prove that the
ward floor could “e adanted in the future for other functions.

various floors and to mect




FIG 1 Model of complete
development showing phases




FIG 2 Model showing principle of ;
decentralisation with three ‘
, closely related hospitals
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PLAN level 4.0

FIG4 Typical ward floor plan 00 0 200 feet
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Plan at plant level
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FIG?7 Ward study showing use of
standard rooms and service
. and structural zones
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FIG 8 Study showing use of ward
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. criteria for l-bed ward bays and the provision of diagnostic facilities. The philosopt
behind the 30-bed unit module and the size of the intensive nursing unit was also

"but it had been realised that distribution had to be considered in some depth.

75

A brief discussion followed the demonstration by the St George's planning team.
The team was asked about the extent of the evaluation carried out to establish the i

queried. It was pointed out, in reply, that the most significant factors in arriving
at these decisions were the need to avoid deep planning and the importance of ensuring |
the flexible deployment of the nursing team.

The team was also asked what investigations were carried out into mechanical handling
and distribution systems. So far, they said, such systems were still being studied

Discussion also took place on the programming of the project, the nature of particular
medical specialities, and the importance of policy in connection with patient care.

DISCUSSION: DEPARTMENTAL POLICY MAKING

Chairman: ° John Stringer

The afternoon session was devoted to group exercises relating to two specific depart-
ments in a hospital;one,an education centre, and two, outpatient departments.

The two groups considering outpatient departments attempted to evaluate departmental
function and size as well as the relationship with other departments. A basic
conclusion was that there was no real need to provide specialised clinics except for
ophthalmology. It was considered that one of the most important factors in the out-
patient system was an efficient follow-through of patient progress from the first
request for an appointment to the end of treatment sessions. It was important that
points of difficulty arising in the proc~dure should be identified and it was
suggested that the appointments system should be related to room use and activity.
Bearing in mind that there was an evident increase in diagnostic and treatment
facilities and some reduction in consultation because of the increased specialisation,
it was suggested that more consideration should be given to standardised equipment
than to standardised departments.

In the general discussion which followed, John Stringer sid that there appeared to
be some vagueness about what the groups were attempting to consider in connection with
the outpatient department and that there was no evidence of a clear approach in group
discussion. He thought that it should be possible to arrive at an optimum design for
a range of clinical activities. This once again raised the issue of flexibility; ;
for example, it might be possible to satisfy clinical requirements with one basic type
of room or alternatively with a range of two rooms. And it might be convenient to
group rooms in different ways to meet varying demands in different clinical sessions,

The emphasis given to follow-through procedure was generally agreed to be important,
but it was also suggested that this might lead to underestimating the relationship
of outpatient facilities with other hospital departments.

A further point was raised in connection with the use of an outpatient department by
GPs and the use of such departments as part of the community care programme, since
many of the sessions currently carried out at outpatient departments could very well
be handled by the GP before any admission or appointment was considered.
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as far s the eduecntion centre was concerned, the grouns considered a number of factors
Which would be drmportont in derartmental evaluation ond plenning. For example, the
numbter and type of student and tre relationship with the professional todies governing
their troining, numbers in relation to intale, the type of trzining 2nd worlk done,
Activity annlysis, staffing, location, etc. Consideration would also have to be

given to the cpprorrinte asccomnodation according to the type of training visualised

and importance wirs attached to the use of audio-visual aids.

In g meral liscussion it appesred that there wers very few facilities common to all
the educntionnl reyvirerents, since cach professional hody is likely to have different
requirements, often incompatible with one ancther. The main problem which night arise

would be the possible under-use of space if nccurate timetabling could not be achieved

It was evident fron

.

tzpe that very

the discusnion of t'is particular departmental
few conclusions could be ‘rawrn from the groups' discussions.
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DAY 5

EVALUATION OF PLANNING PROPOSALS AND HOSPITALS IN USE

Building Appraisal

Brian Langslow, Associate Partner, Llewelyn-Davies Weeks
Forestier-Walker and Bor

Summary

The objective of design-in-use studies is defined as being

twofold; first, to provide feedback for the future design
- of similar buildings and, second, to assist the users of

buildings to operate them more efficiently. The purpose

of hospital design is established and the four main aspects

of a comprehensive evaluation are stated as being capital

cost, revenue cost, function and environment.

E =SS E AN

Previously published evaluation studies are discussed and
the Scottish Home and Health Department publication,
"Hespital Planning - The Importance of Detail" is

! recommended.

The difficulties of establishing an evaluation yardstick are
enumerated and two types of design-in-use assessments are
suggested for the future, one for the benefit of the user,
but simpler in approach than earlier efforts, and the other
to provide feedback on selected topics.

The importance of a standardised approach to data collection
and a central point for analysis and dissemination is
emphasised.

Evaluation must involve the collection of data so that judgement can be factually
based and set against explicit criteria. The object in such studies is first to
provide feedback for the future design of similar facilities and second, to assist
the users of the buildings to operate them more efficiently. As a by-product there
is no doubt that evaluation studies provide valuable experience to the members

of the teams undertaking them and it can be argued that participation in such a
study should be compulsory training for all engaged in the planning of hospitals.

OBJECTIVES IN EVALUATION

. In considering design-in-use studies it may be helpful first to consider the objects
of hospital design itself.

The purpose of hospital design might be defined as: '"to achieve, within a predeter-
mined capital budget, a building which will function efficiently and economically
and provide a proper and acceptable environment for its occupants!, The four main
aspects involved in any comprehensive evaluation are capital cost, revenue cost,
function and environment. But it is an imperfect definition. Efficiency and
economy are comparative terms and the criteria by which to compare them have to be
defined. There must also be an element of subjectivity in their assessment as
indeed there certainly is in any review of environment.

Evaluation studies must be aimed at finding out whether the design is suitable for
its purpose, whether the operational policies were well conceived, and whether the
staff are using the building according to those policies. They should also establish
whether the materials and finish of the structure are satisfactory and whether any
special problems of maintenance of the structure have arisen.

L W W W W W W wr e o e ar
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a

the mein elements of design ev luation can he

ted thet sinee
ad, ile cost, function and environment, they should he separately

inve: mted. A valid eveluwtion schould bring all the relev: s t [actors together :
and yrovide one set of conclusions. If i3 is accepted, it muy be questioned whether )

it is nossihle te achieve a comprehensive evoluation of a whole hospitzl or whether
it would be better to concentrnte on ev~oluation of selected a-

.
QC LS

CA37 STUDIES

wardua it B

A nimher of design-in-use sindies have been published whic: r-ise points of interest
regarding their stated objects ~nd the rmethods used.

This was "The Case Mistory of o New Hospital Tuilding", - “n accolnt of the plenning

~nd evaluation of lusgrove Trorls Hospitnl. The objects were stated to be (1) that

the ihformation should prove of procticnl help to those at rresent engaged in the
commissioning and planning of hospitnals, and (2) that it would encourage the publication
of comparable information for other hospitals. The team nade a selection of

particular aspects which they considered to be most deserving of study.

. I
. . . . . . . 7~

The Tirst study was published by the Nuffield Pravincial Hegpitelao Trust in 1962.
-

In 1963 tre King's Tund locked at MNew Zuys Touse and in this exercise the object
Jas b establish as accurately as rossible tre evtent to ~mich the building vas fulfill-
ing the intentions of these who plannsd it and reeting the needs of patients ~nd staff
in the surgical block. It was alse designed to provide guidence to other authorities
ight benefit from previous mistakes as well as successful innovations. .n
evaluation committee was set up to see how effectively the new guides provide? for
medicsl and nursing recuirements, teaching and 1atients' comforts and to test
evaluating metlods to provide experience for iny subseiuent evoluation ~f nev Tosyital
buildings. The evaluation committee set up a vorking party to undertake the dotniled
studies required to assess the building. An outline orograrme was prepared «nd various
selected departments were visited, staff interviewed, and preliminary evaluation
reports prepared for discussion snd revision. Questionnaires were used to find out
the opinions of patients. The full vorking party net on 5ix occasions to discuss
the sub-committee reports and meet with representatives from the various grades of
medical, nursing and other hospitel 5taff to ansver questions

arising.

Also in 1963 the 3cottish Home and Ilenlth Department published the desirn-in-use
study on the Vale of Leven Hosoital. The object here was™o find out in practice
how the hospitnl served the nurvoses for vhich it was designed and to draw any con-
clusions which might have a bearing on the rlanning of other new uildings". The
tricf =ms not regarded as the sole criteriecn ~nd it was noted that "the whole survey
would have been facilitated by the existence of z detailed architect's brief'. The
tenm looked into the relevant rec-rds concernin: anning boel to 1250 and met twice
before approaching the hospit:l, It also preparel a pro forma to ¢ L5t in obtaining
.nocomplete set of observations during visits te the bospitnl, but this did not fulfil
its intended purpose. Tro formas have often seemed to rrove o dissapointment in !
evnluation studies, The first visit to the hospitel was for menerrl discussion with

senior officers and to put the stnff in thre Tlcture zbout the obiscts of the roview.
T™e team then looked at the mzin sections of the Tospitnl Mich were listed and
studied durins succeeding visi

E SR EEEW

I

PN

In 1954 =n interesting study oo
evaluation of a new maternity nnit
'fecdbnel' and to acnist the 5
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unit were thoroughly discussed. The teom visited tre unit and spent 2% days in
assessing it, using the information frorm questionnaires sent to nursing staff and
selected patients to assist them. They assessed each roorm using a check list which
covered t'e location and relationships of rooms, entrances and accessibility, room
area and its adequacy or inadecuacy for its AunCLion, and the layoutaaf ecuipment.
The report identified a number of matters to the benefit of the users but did not
include much that could be described as useful planning 'feedback'.

The King's Fund undertook two evaluations in 1966 where the objects were similar to
enarlier studies with the additional aim of learning more about the evaluation method
itself, 1In the first study, an industrial psychologist carried out an attitude
survey and a total of 112 patients and staff were interviewed and their comments
recorded, analysed and circulated to the evaluation team, The leader of the team
spent tvo weelis at the hospital talking to patients and staff, watching procedures and
observing movements. & report of this visit was also circulated to the team to form
rart of the vreparatory material. The main evoluation survey was carried out during
~ concentrated period of seventeen days by a team vhich consisted of a doctor, nurse,
an administrator, architect and engineer. Worlk study officers were made available and
more observers were recrulted locally for the collection of quantitative information.
The second study was approached in a similar way. :

IFMPCRTANCE CF TVALUATICIT AND FUTURZ MITHCDS

Looking bhacl: over these eva 1uat10ns, I think it is true to say that they were of more
value to those who evaluated and those who were evaluated than to planners in general.
In other words they mostly failed to meet the primary obhject of 'feedback'. A

little booklet of eighteen pages from the Scottish Home and Health Department called
"Hospital Planning - The Improtance of Detail" contains more 'red meat' for a

project team than most of the weighty evaluation reports., It catalogues unsatisfactor
features observed in a number of recently completed hospital buildings and it does

it briskly in three columns: defects, recormendations, references.

The 3cottish Home and Health Department's paper suggests, for example, that if multi-
bed rooms contained six instead of four beds this would save about £300 a bed. This
has to be considered in relation to a reduction in amenity for patients and a loss
of flexibility in use. DSimilarly, it is estimated that the provision of toilet and
washing accommodation adjacent to each hed area might cost between £70 and £°0 a bed,
but the exclusion of this item would have an adverse effect on early ambulation,
convenience for the patient and the general level of amenities. Frovision on a ward
floor of a separate intensive nursing care area with its own nurse working rooms
costs about ZH0 a bed hut this was regarded by medical and nursing staff as the most
important feature of modern planning for ~cute L“rd units. he provision of rooms
instead of bays costs about 220 a hed but here important questions abeut privacy and
noise control are involved. Greater account sheculd be token of costs-in-use which
hove hitherto heen regarded as a subject on their own.

Cne of the main problews is to determine the proper vardstick for evaluation. It

has heen generally assumed in the past that this should bhe the Yrief for the
building; many evaluations have thus been criprled at the outset bhecause there was
no written brief for the building they vere measuring. In any case the brief is an
inadequate standard because it may be the result of had reasoning or may inadequately
or incompletely cmbody unspolien assumptions.

An alternative would be to evalunate on the basis of the designer's interpretation of
the client's opinions, 'nt this too is ¢n inade uste st-nd .r? beciuse, for a variety
of reusons, the designer mey not have rroperly articulated the future user's unspoken
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assumptions. If the standard of measurement is the brief plus the desipgner's
articulation plus hackground it allows the possibility of relating this particular
project with others of the sare type and a consideration of all the processes of
design made from the start. e

finother complication arises from the fact that there is a relationship between the
effects of good and had points of design and the efficiency of management.

DESIGN-IN-U3T AS3T33MENTS
I should like to be able to present proposaols for a fully worked out metod for future
design-in-use studies, simple to use and universal in application, but I regret that

I cannot. Research into some of the problems involved is going on now in several
places in Britain and also in the United States. I believe it is possible to identify
the need for two types of design-in-use assessments; one for the benefit of the user kl”‘
to check whether the detailed working of t:e building is Th line with the brief and '
the planning assumptions, and to identify areas where adjustments are needed. This
is what most of the reports produced thus far have tended to do but I think that the
approach should be simpler than it has been in the past. Any study that cannot be
taken to the completion of the first draft in three weeks should be subdivided. It
should not be forgotten that continuing evaluation is a proper responsibility of
management, l

The second type of study should be specifically designed to nrovide feedback on

selected topics. For this purpose, the need is for an opportunity to make valid
comparisons between a number of projects., What is recuired, therefore, is an I
appropriate scoring system which, when applied to key questions for the topic under
review, will produce a profile of relative success which is easily read, easily compared
and from which conclusions of value to planners can be directly drawn.

This involves a standardised approach to the collection of data and a central point

for analysis and dissemination. Much will always depend on the quality of the people I
who do the measuring, but there seem to be possibilities for providing them in the

future with better tools than they have had in the past.
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Evaluation of Design Proposals

Tony Howard, Architect, Ministry of Health

Summary

Architects have tended to be divergent thinkers because of
the inadequacy of design method and the lack of operational
design criteria. More important still is the impossibility
of achieving optimum conditions with regard to all criteria:
daylighting, thermal corfort and artificial lighting costs,
for example, tend to be incompatible. Alternative proposals
give different values for a large number of criteria and we
have to face the problem of optimizing between them. There
is a need, therefore, inherent in the design process, for
techniques of evaluation of proposals which will enable us
to use botli the skill and judgement of the planning team
members, znd the hard data available, in a systematic way.
The use of mathematical techniques in the evaluation of a
simple planning problem is illustrated.

The design process has been described in many ways; perhaps most effectively as
a helix moving, through analysis, synthesis evaluation and production, to feedback
and so on to a second level of the same sequence.

The need for techniques of evaluation for design proposals stems largely from the
type of thinking which a planner has to adopt in solving design problems: in this
context, thinking has been usefully described as being of two types. Convergent
thinking attempts to reduce the problem to such a form that one solution becomes
apparent - the convergent thinker makes the implicit assumption that one solution
will emerge which will be the 'correct' solution, other solutions being 'incorrect',

Clearly, no thinking really approaches perfect convergence except perhaps in the
very simplest physical and mathematical problems. why is it generally agreed,
nevertheless, that we as planners need an even more divergent approach to the
solution of our problems than other classes of problem-solvers do to theirs? The
reasons for our present reliance upon divergent thinking and the multiple solutions
of design problems are threefold.

Firstly, design method is still very far from being a systematic process and there
are no validated techniques for ensuring that the designer's reasoning and creative
thinking will lead him to a solution which will answer all of the needs embodied in
the original problem. More specifically, no attempt has been made to replace the
actual process of synthesis - 'the creative leap' - by any more systematic procedure.

Secondly, there are very few accepted criteria cr standards for building design.

e may sometimes feel that we are swamped by standards but these are almost entirely
regulations governing building construction or environmental standards covering
heat, light and sound: operational criteria are practically non-existent,

There is a third reason for which we usually need to produce a mumber of solutions
to one design problem, and this touches on the question in which I am particularly
interested today. Even where an enviggnmental or operational criterion does exist,
it is often not at all clear to what extent the criterion has been satisfied until
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the proposal, or a model of the proposal, has been subjected to guite complicated
tests. Then, when we know the extent to which this criterion has been satisfied,
there is usually at least one other criterion which has to be considered. A
particular design solution may satisfy the first criterion well but the second
criterion rather poorly.

If we then evaluate a second design solution we may well find an improved ,
correspondence between this solution and the second criterion but a deterioration
in the correspondence between it and the first criterion. Neither solution is
obviously dominant and we are left with the problem of choosing between them.

CRITERIA FOR DECISICN

As a simple example, consider the design of a multi-bed room. In order to achieve
a compact ward plan which is structurally cheaper than a long thin one and which
involves less walking for the staff, we increase the depth of the multi-bed room
from 16 feet to 24 feet, to 26 feet, and even more. As the depth increases so the
area of glass needed to maintain the minimum daylight factor on the innermost bed
increases. As the area of glass increases so the amount of heat lost during the
winter and gained during the summer also increases. We can do one of four things:
instal double glazing to prevent heat loss and a cooling system to counteract heat
gain; or reduce the window size and accept the use of supplementary artificial
lighting at the back of the room; or allow the patient to freeze and fry in turns;
or stick to shallow ward plans.

The design situation is further complicated by our being unable continuously and
smoothly to modify a design solution. Apart from minor adjustments, the changes
tend to go in jumps and, whichever way we look at it, we are faced with what are
virtually different design solutions, satisfying different criteria to different
extents. How do we go about choosing the best solution? As a recurrent incident
at all stages of the design process, the client and designer together have to
choose between a number of design proposals which means, in effect, that they have
to evaluate each proposal and optimize between them.

The term evaluation can be taken to mean a simple measurement of the value of
something in known units - such as the length of an object in metres - or it can
refer to a comparison of values: it is in this latter sense that the evaluation
of design proposals is usually undertaken. The comparison can be made either with
some accepted standard or with other proposals.

Where a standard exists of course we can carry out both types of comparison. We do
this because many of our standards represent minimum acceptable levels of provision
and there is rarely any objection to providing more than a minimum acceptable level.

But what of the case in which a ready-made standard does nct exist, such as the

.spatial qualities of a room? In this case, not only is there no specified norm

for these qualities but we do not know how to measure the characteristics upen
which spatial qualities are dependent and we do not even know how people describe
spatial qualities. We are relying almost entirely upon our subjective responses

and ve cen simulate these recponses by means of representational drawings and
icenic models.

We are a very long way from subjecting this type of problem to any sort of
meeningful analysis; but I would like to suggest that between these two voaricties
of evaluation there lies an extensive ~znge of evaluation problems which, because
ofluck of data end tzchnique, sre handled in = woy Wich ~prroaches the subjective
or intuitive type of evaluation »other than the firct. :

LLLAEEEEEEEEEEEEERERRN
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It is fairly obvious that the more data we have and the more reliable it is the
better we can carry out the evaluation. Yhat does not seem to be so well recognised
is that the techniques used in evaluation are in many ways even more important than
the data.

TECENITUES OF XVALUATICH

Cne can often make assumptions about data where it is lacking but, faced with a heap
of tre most reliable and corprehensive data, if we do not know how to interpret 1t
we still have to resort to a calibre of decision-making which is part bargaining,
part table-thumping, part tenacity and part precedent.

There is a need, inherent in the design process, for techniques of evaluation of
proposals which will enable us to utilize both the skill and judgement of the plannir
team members, and what hard data is available, in a systematic and rational way.

This is particularly true in the field of hospital planning because here we find two
characteristics which are peculiar to the mogern situation.

One is the development of the multi-disciplinary planning team in which the interests
of the different members often come into conflict and yet which have to be reconcilec
in the design solution.

The other characteristic is the information explosion. How we are to cope with the
general problem of storage and retrieval of information is a fascinating subject on
its own, but what we need to note here is that the information available to us when
we come to evaluate a design proposal is increasing all the time. There is an
increasing number of criteria to which we would like proposals to conform. We must
therefore start developing systematic techniques for measuring our multiple solutions

against the criteria.

EXAIPLE CF IVALUATION

With some diffidence, I am going to demonstrate very briefly a problem recently
attempted in evaluation. The real situation has been modified and my intention
is to persuade you that the line of approach described is a fruitful one to follow.

One question which has been asked at regular intervals since the publication of the
Muffield Investigations book in 1955 is '"Vhat is the optimum width for a multi-bed
bay?" As far as can be ascertained, multi-bed bays have been designed in widths
ranging from about 19 feet up to about 22 feet; and although hospitals have been in
operation for many years incorporating this wide ranpe of rooms widths, we still
canriot point to a single study which conclusively demonstrates either that 19 feet
is too little or that 22 feet is too great. OJince about 2% of a general hospital
consists of hed spaces, it seemed worthwhile treating this as a problem of design
proposal evaluation. The hope is that this kind of approach may lead in the lohg
run to the development of technicues with wider application.

The example is a multi-bed bay with a central gangway flanked by two bed spaces
around which curtnins can be drawn. It had been suggested that there were three
variations one could play on the curtain track arrangerent at the foot of tre bed:
eac* arrangement has different implications on the usec of the gangway, and .
different costs., The first arrangement is the traditional one where the track

is so positioned that the curtain falls outsi@iafhe end of the bedstripper when it is
in use,
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In the second arrangement the trncl- is so rositioned thit the curtain falls just

outside the foot of the bed itself when the bedstripper is in use, the curtsin tents
over the badstripper. T is arransement could be undesirable on a number of counts

such as awkwardness in piling clothes on the bedstripper and the possibility of increas~
ing tre dispersal of airborne orcanisms from the tedclothes due to friction with the
curtain. Cn the otrer hand from the gangway, you can see what is going on behind

the curtain and are therefore less likely to blunder into sorething solid; and, of
course, when the curtain is pulled round the bed when the bedstripper is not in use

an extra 13 inches of unobstructed gangway space is available.

The third proposal is even more ingenious. This is for a double curtain track at the
foot of the bed. A curtain drawn down one side of the bed runs onto the inner track
and falls just outside the bedstripper. Which curtuzin the nurse chooses to pull round
the foot of the bed depends on whether or not she is using the bedstripper. This
proposal appears to have the advantagg'of the second in its oconomic use of space,
without the disadvantages of inconvenience and possibhle danger. It would, of course,
cost more than the cther two because a greater length of botk track and curtain would
be required.

In fact, this proposal has recently been reiected in mock-up trials because it was
realised that, whether or not the bedstripper was in use, the nurse btehind the curtain
simply could not he asked not to use the additional space available to her by pulling
the right curtain. However, the exercise has not been nmodified in this respect, as

it provides an otherwise viable alternative for evaluation.

CCNTROL VARIABLES

The curtain track arrangement is one of the control variables: in other words it is
under the control of the decision makers in this context - members of the project team.
If the results of this study were, say, published in the form of guidence one of the
recommendations would refer to the type of curtain traclt to “e employed because this
would be integral with the recommendation on bed bhay width.

The bed bay width, of course, is the other control variable., 3ince we are thinking
in terms of 1-foot increments, the possible nominsl widths are taken to he 20, 21
and 22 feet, each less the partition thickness.,

We have, therefore, a total of 3 x 3 or 9 possible sets of control variables. Each
set has to be evaluated in terms of efficiency and in terms of cost. ’

There are of course other variables involved such as

The lehgth of the bed: This is assumed to be the Fing's
Fund bed, the length of which we know.

The length of the bedstripper, which may be one of two
dimensions

The distance of the bed from the wall, which has a
minimum value for the King's Fund bed

The content of the multi-bed room: This can vary from
4 to & beds, 5-bed and 7-bed rooms having their own day-
space, which pgives a total of 5 types.

s saaEg=E=Es=E=sE=sEEEE
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A1l these are the environmental variables: that is, they are not under our control,
any combination of them may occur, and we have to make a separate evaluation for
each combination or set. There is a total of 1 x 2 x 1 x 5, that is 10 sets of
environmental variables.

We must not be put off by the fact that we have to evaluate each of 9 sets of control
variables against each of the 10 sets of environmental variables - a total of 90
evaluations - because there will only be slight differences’in’the calculations

fotr each one.

For the purposes of this exercise, we will concentrate on the most important single
factor,that is, the efficiency of gangway provision. For each of the 90 evaluations
we want to know how efficiently the gangway copes with the traffic load it has to
carry, in order to select the set of control variables best suited to a particular
set of environmental variables.

How do we set about finding our efficiency of gangway provision? The first question
we need to ask is: How much traffic is the gangway capable of taking? Efficiency of
gangway load: E = Gangway capacity x 100% The less the gangway capacity

: ~  Gangway load
l“ relative to the load, then the more crowded the gangway will be or the more awkward
: it will be in use, and the less will be its efficiency of provision.

—_—
= u & = 5 5 N

importance. The importance of an activity is some function of such characteristics
as frequency and urgency. Obviously, the more frequent, or the more urgent, an
activity is, the more important it is that it be accommodated in the gangway. We

lll do not have data on which to base a value for the frequency of an activity, and we
do not know how to measure urgency. But nursing experience gives some indication
of their relative value.

Il] The activities taking place in the gangway have to be assessed in terms of their

l" Dealing first with urgency, the nursing adviser can rank the activities in simple
order of frequency. 4, C, D, E, G, B, F, K, H where A represents a person walking
unaided, B represents a nurse wheeling a treatment trolley, and so on (Table 1).

I'] We can then work up the scale, starting with the value 1 and giving estimates of the
ratios relating the frequency of one activity to that of the activity below. This
gives us the ratio scale shown in the second column of Table 1.

l'] TABLE 1 - QUASI-PROBABILITY SCALE

Activity Ratio Frequency
.“ Scale Weighting

H 1.0 0.025

K 1.5 0.037

F 2.0 0.050

B 2.5 0.063

G 3.0 0.075

E k.0 0.100

D 5.0 0.125

C 9.0 0.225

A 12.0 0.300

=
(@]
(@]

1.000

The total of the values in this hypothetical ratio scale is 40, so that if we
divide each value by 40 and place it in the third column, then the total of that
column becomes unity. We now have a scale which has the characteristics of a
probability scale - we will therefore call it a quasi-probability scale - which
will give us the frequency weightings for that range of activities.
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The values can be checked for consistency by asking questions about pairs of activities.
For example: Do you think the frequency of activities C and D together would be greater
than that for A? As we can see, the answer to this should be yes. By means of these
kinds of techniques we can extract data which may not be as reliable as that from a
tape-measure but which have a degree of consistency - and are certainly better than
what we had before.

One useful aspect of the quasi-probability scale is that we can multiply the value for
one activity characteristic by another and still maintain internal consistency. For
example, activity A has afrequency weighting of 0.3t if its urgency weighting is O.4
then the total activity weighting will be 0.12.

The only other factor we need to establish in calculating gangway load is the intensity
of the traffic in the gangway for that particular bed bay type. For the purposes of
this exercise I have assumed that traffic generated by each bed is the same despite

the fact that this is patently untrue for most types of ward management systems.

The traffic intensity in each gangway location is affected first by the number of
beds in the room (compare C and D in Figure 2); secondly by the presence of a day
space in the room (compare B and™P); and thirdly by the side of the bed which the
patient is presumed to use (compare A and C). The first two were included in the
original list of environmental variables; the third was not, and we will assume
that it will be possible to establish the side of the bed most likely to be used.

If we study plan B of Figure 2, which includes a day space, we see that the traffic
intensity in a gangway location consists of two elements: the dotted line, representing
the proportion of the activity load from each bed which is directed towards the corridor:
and the dashes, representing that directed towards the day space. The average traffic
intensity per location is calculated in terms of these elements. Where the day space

is outside the room (in A, C and D) then the activity load directed towards the day
space is included in that directed towards the corridor. In the case of plan B,

however, we have to separate these elements, which means that, in order to use these
values in conjunction with the activity weightings, we have to go back and estimate

the probability of each activity being directed towards the corridor and towards the
day space.

We now have all the information we need for calculating the gangway load. The
weighting for each activity (taken to be the product of the weightings of its
component characteristics) is given by:

W&f=n¢ " Ceeeiceeaneas (1)

We can then calculate for each activity the weighting for the proportions of that
activity which will be directed towards the corridor and towards the day space:

WP, WP, e ceeee (D)
In the case of a bed bay without its own day space, all activities are directed
towards the corridor, so PC =1 and Pd = 0. The first term in (2) is then the

same as the activity weightingVU while the second term is zero.

We then calculate the sum of all activity weightings, generated by each bed, which
will have these goal prébabilities. That is:

K — K
SSWERLLZTWEL e ()

Since an activity is either corridor-directed or day space-directed, P+ Pd =1
T c

and the sum of the two terms in (3) therefore represents the total traffic generated
by each bed. ’ .
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The average traffic intensity per location in each bed bay type can now be calculated
from the plans showm above:

I Iy e ()

Finally we multiply each traffic intensity (4) by its respective total activity
weighting (3); the sum of the two terms gives us the average gangway load for each
bed bay type:

. K - ;

Gangway Load = ‘Id%:p\mré PCL + Ly '2}': @\lf(’,v‘.-‘ Ceeeereiiaas (5)
By means of a number of similar techniques and with the aid of a little statistics
we can calculate the gangway capacity and thus, as has already been eplained, the
efficiency of gangway provision which can be compared with the cost of provision
(figures 3 and 4). We had no need to provide actual traffic flows or actual
frequencies because in the equation for efficiency we only needed to express the
numerator (gangway capacity) in the same terms as the denominator (gangway load).

This attempt at evaluation is very elementary, unsophisticated and some way from
direct practical application. Nevertheless, bearing in mind the already well-
developed resources on which we could draw, particularly in the fields of operational
research and decision-making, I am convinced that this sort of approach - that is,
the building of models which can be used to predict the behaviour of alternative
design solutions under operational conditions - can lead to the development of
techniques which could have a significant influence on our plenning methods.

B4 * B I .k * .
DISCUSSION
Chairman : C.P. Goodale, Assistant Secretary, Ministry of Health

In the discussion which followed the papers presented by Brian Langslow and Tony
Howard, many speakers were concerned with the value of the evaluation studies which
had been described. Among the points raised were the need for establishing suitable
methods of evaluating hospital buildings, the importance of feedback and the time
element involved in carrying out the studies themselves. Mr Langslow was asked
what value he saw generally in the evaluation of buildings, and how important it was
to consider the many different factors governing the commissioning and design of
hospitals. In reply he said that it was evident from the studies which had been
carried out so far that it was important to establish the key factors in the design
of hospitals and to consider them not in isolation but as interacting elements in
design. Both design-in-use studies and evaluation exercises were important if
anything approaching a satisfactory design solution was to be achieved. It was
important also that those factors which were to be studied should be more precisely
defined than had often been the case hitherto.

In answer to a question about the responsibility for evaluation studies, Mr Langslow
suggested that they should be contained within the hospital service, although Mr
Howard thought that evaluation was of sufficient importance to warrant the drafting
in of professional consultants for this purpose. Although both speakers agreed with
the view that a certain amount of valuable knowlelge and experience was already
available through the work of individual hosnital boards, etc., evaluation required
considerable sophistication of techniques and management if it was to be effective.
They also felt that buildins evaluation vas imvortant at the design stage. It was
suggested by one questioner that the icdez of evaluation couvls nct be Adivorced
entirely from the need for stancardisation. As in earlier discussions, there was
some controversy over the degree to which standardisation should be universally
adopted. Mr Heward did not endorse the idea of standardised hospital units but

said that building evaluation could only be effective if some degree of standardisation
was adopted and that this in itself inplied that evaluation and design-in-use studies
would become more and more relevant.
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A number of contributors felt that the time taken to produce definitive reports of
evaluation studies was too long and that if they were to be of any value for future
projects the processing of information would have to be speeded up. Mr Langslow
agreed that the process was occasionally lengthy but felt that the results were still
of considerable value in planning hospitals. He reiterated his view that it would be
worthwhile selecting significant aspects of hospital design so that not only would
the processing of information be faster but would also be capable of consideration in
greater depth. It was also said that the experience and knowledge available in other
building types could very well apply to the hospital sector and that such information
as was currently available should be more extensively used. At the same time it was
agreed that there were certain aspects of hospital design which were unique and which
were in themselves worthy of detailed consideration.

Most speakers agreed that the effectiveness of evaluation studies depended to a
considerable extent on the skill, knowledge and professional expertise of those
engaged in carrying them out.

i1 I EEE L E SRS ENDN
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PRESENTATION OF DISCUSSION GRCUP REPORTS

Chairman : Dr H Yellowlees

The reports were presented under seven headings:-

1. Rationalisation and Standardisation

2. Education and Experience

3. Research and Development

4.,  Decision-taking and Policy-making

5. Information and Guidance

6. Collaboration and Coordination

7. Effective Use of Resources

Rationalisation and Standardisation

The groups felt that there was now a wealth of information on many subjects but
that it was diffuse, uncoordinated and unevaluated. The main deficiency was in
fact the lack of coordination, except in specific fields, and it was suggested

that a more rationalised approach should be developed on the basis of adequate
investigation so that operational procedures could be rationalised and developed

in a form which allowed wider application of their use than hitherto. It was
suggested that there were several areas where obvious gaps occurred, e.g. in the
assessment of running costs and their implications, from the early stages of design,
on such items as staffing assessment.

Two of the groups were concerned with the overall problem of standardisation and
thought that there were many constituent aspects which were capable of reconsideration
in this way, although it would be impossible to standardise in the overall sense. One
group felt it was essential to rationalise operational procedures in medical and
administrative practice and felt that this would inevitably mean a degree of standardi~
sation of design. They agreed however that conditions and requirements varied so much
that a standard hospital to meet all situations was neither possible nor desirable.
They pointed out however that similar situations did exist and could be catered for

by standardisation. This implied a process of evolution, commencing with rooms of
similar functions, then departments, and finally whole hospitals. The process, they
felt, was-already operating to some extent within the regions and could be achieved on
a wider scale. Standardisation could be implemented from the apex if rationalisation
was-achieved at the base. Since the needs of patients and the medical requirements to
deal with them were continually changing, standards must equally change to keep pace.

Education and Experience

All the groups were concerned with the importance of maintaining some continuity of
planning team experience and discussed the methods whereby this could be most profitably
harnessecd for the benefit of other projects and for the education of new members of
planning teams. There was some discussion as to the best methods for achieving these
objectives. First, on the assumption that the effectiveness of a planning team is
greater than that of the individual members, it was suggested that for certain projects
the nucleus of the planning team might be kept together. Secondly, it was suggested
that the individual experienced planner might be better used by including him in any
newly formed team. A further solution might be the grouping of similar projects under
one team which dealt exclusively with a particular type of building.
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Most of the groups believed that education and experience could be exploited
successfully if the work which teams had carried out and descriptions of the resylts
they achieved could be published and made available to other hospital planners; it
was thought that such general statements might act as vehicles for transmitting
comparable information in order to reduce the amount of preliminary work which was
often involved. Examples of such written documentation included those of the
Scottish Boards and the South West Regional Hospital Board. Such papers would
initially represent a consensus of the best available opinion but might also point
the way in cases where further research might be necessary.

Another point which concerned the groups was the present lack of any structure for
the education of hospital planners and their reliance upon purely practical
experience. The groups considered it necessary to establish a satisfactory career
structure for all the professions engaged in planning, namely, medical, nursing,
administrative, engineering and architectural disciplines.

Research and Development

The groups felt that although information about hospital planning was available and
expensive it was generally speaking chaotic, ill-coordinated, and largely unpublished.
They expressed a unanimous view that a central controlling agency was required, either
to finance research carried out by various interested bodies and ensure the publication
of research, or to undertake research itself. The interested organisations might
include boards of governors, regional hospital boards, as well as such organisations

as the Hospital Centre, the Nuffield Centre for Health Studies at leeds University,

and the professional institutes. Such a central agency could in addition evaluate

the results of research studies and act as the single channel responsible for
assembling and disseminating information. It might also provide a register of
evaluated planning information obtainable on request by hospital planning authorities
with the objective of reducing the mass of documents which at present have to be
assimilated. The centre would ensure the systematic deposit of existing data and
research information and acquire early knowledge of new developments.

The groups thought that the priorities for research and development included the
critical evaluation in depth of operational policy concepts in relation to efficiency,
staff economies and running costs, as well as capital costs. Particular examples
included the improvement of community services and .their relationship with the hospital
contribution in the future (i.e. the rationalisation of the present tripartite struc-
ture of the health service), policies on the nature and location of the industrial

and supply elements of hospitals, and more detailed items like centralised staff
changing facilities, etc.

The groups also suggested that evaluation and design-in-use studies of recent projects
and pilot schemes would be valuable. They suggested that appropriate examples were
the current experiments in catering, pathological investigation machines, CSSD,
mechanical handling and communications systems generally.

Decision-taking and Policy-making

The groups were concerned mainly with the importance of appropriate information being
made available to plenning and project teams. They considered that such information
could be standardised and would obviously help in speedy decision-taking. They thought
that there was an urgent need to standardise planning terminology and notation and to
include in this operational policy procedures, data sheets and schedules. Recognised
management techniques might be adopted for planning control, such as network analysis,
activity data methods, cost control and evaluation techniques. The use of such
techniques would supplement the experience and expertise of team members. It was
thought that it was important that planning teams were provided with a clear brief
and a precise programme, but at the same time to guarantee them sufficient power and
autonomy to make appropriate decisions during the planning process.

LI EE S EEEEEEEEEEEEERE
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Information and Guidance

The present forms of planning information and guidance were thought to be effective
as far as they went but could be vastly improved. Due to the time taken to produce
them and the even greater length of time needed for their amendment, most information
publications became out of date very quickly due to changes in medical policy.

It was suggested that new methods of information presentation could be investigated,
and activity data methods and the wider use of computers were quoted. The groups
also thought that it was desirable that the artificial barriers to information flow
between professional consultants and the administrative and medical authorities at
the regional hospital boards and the Ministry should be eliminated.

Collaboration and Coordination

The consensus of opinion was that members of planning teams must have the authority
and the knowledge to speak for the people and the interests they represented and to
act essentially as a unified body.

The problem of the inadequacy of the present career structure of planning teams was
again emphasized in this connection, particularly since members of the team were
expected to coordinate the expertise of various different disciplines and to ensure
their cooperation and participation from the inception of a project. The groups
felt there was a need for the client to develop a degree of management control over
the planning, design, constructional and administrative processés.

Effective Use of Resources

The groups generally thought that if the suggestions made under the previous heads
were implemented, resources in time, manpower, experience and money would be more
effectively used and less likely to be wasted.

In addition it was emphasized that there was apparently much unnecessary duplication
of effort in the field of research and in the planning process itself. Other points
such as the importance of considering capital and revenue together (the freedom, for
example, to spend capital in order to save revenue), the greater use of standardised
procedures and the exploitation of industralised methods of building were mentioned

as positive contributory factors to this end.
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was also made that management control techniques could make a significant difference to
the speed and efficiency of planning procedure. Miles Hardie, director of the Hospital
Centre, was asked by Dr Yellowlees to comment on the suggestion which had been made
throughout the course that some central place for the dissemination of information,
etc. should be set up, bearing in mind the valuable contribution already made by the

Hospital Centre.

Mr Hardie felt that, since the Hospital Centre was & relatively small organisation
without much prospect of more money OT space to expand, it was necessary to limit its
activities severely. In the long term it was unlikely that the Centre could be the
sole provider of information on hospital planning despite its current role in
operating a hospital information service. Mr Hardie felt that the obvious sources

of information were the Regional Boards themselves and said that the Centre had been
sponsoring an experiment with some of the Boards to develop an information service for
the purpose of hospital planning. He hoped that one of the results of these experi~-
ments would be the establishment of a full working party prepared to get dowvn to
questioning the fundamental criteria governing the establishment of an information
retrieval network. The Centre would be very glad to continue to work with hospital
authorities and the Ministry if it felt sure that a network of this kind would

ultimately be established.

He turned next to the question of establishing a common terminology and pointed out
that the Centre itself had been working for the past eighteen months on a glossary

of hospital planning terms. It was hoped that the glossary would be published in 1970.

On the subject of research, only a very small proportion of the Fund's money was

used for research purposes. Ten years ago, the Nuffield Provincial Hospitals Trust and
the Fund provided about 75 per cent of the funds for research into hospital planning an
management. At the present time the Fund allocated only about £50,000 a year for
research purposes compared with the £% million that was allotted to the Ministry of
Health. Mr Hardie said that the Centre thus could not quentitatively make a particularly
large contribution to research and suggested that one of the Centre's chief roles was to
see what could be done to implement the results of research.

d

My Hardie did not feel that the King's Fund could act as the main focal point for the
collection and dissemination of information about research. He did however touch on the
Ministry's role in this connection, pointing out that at one time the Ministry of Health
had produced a list of studies which were being carried out in various centres through-
out the country, but which had now been discontinued. The responsibility for the
drawing up of such a list was now in the hands of the Social Science Research Council.
He believed that much of the available information was now lost in four volumes
published by the Council. He felt that it would be worthwhile if the Ministry could

be persuaded to resurrect its list of studies of research programmes, particularly in
the field of management and planning, ancd also to produce progress reports of hospital
building at six-monthly intervals as they had once done. This had been a very valuable
source of information which had also been discontinued.

In reply to Mr Hardie's point about the publication of progress reports, Mr Carswell
pointed out that there was a list of all the major projects which was published every
year in the estimates. The demand for lists of projects of a research nature had
been too small to be continued. Dr Yellowlees however did agree that it woulc be
very valuable if a group of people could get together to decide on the nature and
value of information which could be disseminated by & central organisation.

It was thought by a number of people that some proper evaluation of planning
information and plenning policy-making would be useful to everyone concerned with
hospital projects and that a rationalisation of procedure would make a valuable
contribution to the organisation of the whole hospital planning process. It was
suggested that mach of the discussion at the seminars hitherto had resulted in a
confusion of ends and means and that standardisation might well be effectively
directed to the rationalisation of policy at national, regional and whole hospital
level. It was thought that this really was the basic justification of a seminar of
this kind; unless the discussion took place at this fundamental level the present

session was doing no more than reiterating many of the points that had been discussed
at similar sessions in previous years.

il
U
n
i
i
il
i
|
i
|
i

d

d

i
i
i




ok

s

The participants at the conference felt that very often they were worging without
support from above and that an increase in this support would help a great deal.

Dr Yellowlees in replying to some of the criticisms said that it was useful to know
what the current consensus of opinion meant from the point of view.of the Ministry.
He believed nevertheless that there were a number of radical changes taking place

in the concepts of what a health service should be and many useful developments‘
were about to tart. The general feeling of the meeting, following Dr Yellowlees
remarks, was that some rationalisation and standardisation of policies, both medical
and administrative, was highly desirable without necesserily getting involved with
discussions about the rights and wrongs of standardized plans, etc. Provided the
policies were generally agreed, it seemed reasonable to assume that the technical .
interpretation could be left to the people who were trained and qualified to do so.
The main point of discussion concerned largely the importance of coherence and
consistency in assessing medical needs and defining an appropriate brief from which
such requirements could be technically interpreted.

A final point was made at the end of the afternoon session regarding the education
of planners and it was suggested that a career structure specifically related to
planning and management would be of value. At the present it tended to involve
people professionally qualified in specific disciplines, such as nursing, medicine,
architecture, engineering and so on, but very rarely was it regarded as sufficiently
important to absorb, in addition to these disciplines, that of management and
administration. It was suggested that more positive steps should be taken to ensure

that planning and policy decision meking could be more positively handled in the
future.
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