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Application and development process  

These IUSS voluntary standard / guidance documents have been prepared as national 

Guidelines, Norms and Standards by the National Department of Health for the benefit of all South 
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of Health in the planning and implementation of public sector health facilities. The approved 

guidelines will be applicable to the planning, design and implementation of all new public-sector 
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1 tǳǊǇƻǎŜ 
This document has been developed as part of a suite of guidelines, norms and standards for 

healthcare facility planners and designers both to indicate specific requirements to be met in the 

development of new and the upgrading of existing healthcare facilities for the public sector in South 

Africa, and to provide context for planners and designers. This document focuses on the form of the 

hospital and is supported and enabled, as indicated in section 2 below, by a range of other more 

focussed guidelines. 

2 hǾŜǊǾƛŜǿ  
Hospitals provide the primary setting for the delivery of health care services. For patients the setting 

is important ς patients expect an environment that will enable effective treatment for their condition, 

that will be pleasant and promote healing and that will be safe. While patient episodes of care are 

generally infrequent and of relatively short duration, the quality of the environment and experience 

can significantly influence both their physical and mental wellbeing as well as their rate of recovery. In 

contrast the hospital environment is the permanent place of work for staff. Their experience must 

ensure that they are enabled to carry out their duties in the most effective way possible. Good quality 

environments can positively enable delivery and lead to more effective patient outcomes while poor 

quality environments can lead to patient and staff frustration, both compromise service delivery and 

patient outcomes and increase the cost of service delivery. 

This document is designed to provide a frame of reference for the planning and design of the whole 

hospital; at one level it provides the introduction to the suite of IUSS Guides, Norms and Standards 

(IUSS-GNS) for healthcare facilities, at another it synthesises the common requirements of all 

documents, providing the glue that links all the many clinical and support departments and services 

that make up the complex organism that is the hospital.  

The Hospital Design Principles Guide is one of a set of 46 work packages making up the suite of IUSS-

GNS documents. The set of documents was structured into four broad subsets: 

¶ Clinical and clinical support departments where there is direct contact between the patient 

and hospital staff 

¶ Support departments providing administration, hospital support or facilities management 

services enabling the primary clinical services 

¶ Cross cutting documents which impact many or all departments, and  

¶ Procurement related documents including toolkits and guides impacting the planning, 

briefing, acquisition, commissioning, maintenance and decommissioning of healthcare 

facilities. 

Many of these documents are interrelated and in order to avoid duplication information is located 

primarily in the document related to the primary function. Cross reference is made to documents 

where topics common to more than one department or unit are covered in more detail. For example 

specific requirements for infection prevention and control (IPC) will be highlighted directly where 

applicable, such as in the surgery or out-patient services documents but as IPC is critical across all 

healthcare facilities, the subject covered more thoroughly and in more detail in the IPC document.  
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Table 1 below lists the full suite of documents and the key cross reference documents for the hospital 

design principles document. 

 

Table 1: IUSS guidelines and interdependencies 

This document outlines the policy and service context for a hospital project as well as providing 

detailed requirements and context for planning and design decisions that need to be considered 

during the development process. The document is divided into 3 main sections: 

¶ Part A outlines the national and provincial service and policy context and briefly covers the 

key factors impacting on design development 

¶ Part B covers more specific planning and design requirements through the various stages of 

design development and includes issues common to most hospital departments, while  

¶ Part  C includes schedules for further reading and references. 

This document is designed to fulfil two primary functions:  

¶ firstly to act as a primer for healthcare facility planners and designers providing both 

background and contextual information on hospital design principles as well as references for 

further reading, and 

¶ secondly to list specific requirements that the design team need to adhere to.  

Sections which act as a primer are shown in normal font text, while those serving as specific 

requirements are highlighted in italic text and are listed under the relevant section. 
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3 tƻƭƛŎȅ ŀƴŘ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅ ŎƻƴǘŜȄǘ 

3.1 Healthcare infrastructure and healthcare systems 

The primary function of a health care system is to deliver services that will contribute towards the 

health and wellbeing of the community served. Facilities are part of the healthcare service system and 

require a set of allocated resources ς including people, buildings, equipment drugs and supplies to 

operate effectively. The ability of the system to operate depends equally on the quality and 

effectiveness of the stewardship and oversight and on available and allocated funding. 

The make-up of a particular facility depends on the  defined service to be delivered as well as services 

provided from or shared with other related facilities (such as referred clinical services, breakdown and 

prepacking in the pharmacy for linked clinics or outsourcing laundry services). This must be defined in 

the project brief. 

 

Figure 1: Health system performance framework 

Healthcare facilities provide the environment through which healthcare services are delivered over 

the full life cycle of the asset. Facilities, usually with a life span of up to 50 years, are the most fixed 

component and therefore also potentially the most constraining aspect of the health care delivery 

system. Quality assets can positively enable the service; equally poor facilities can negatively impact 

service delivery. The more effectively the service is planned, defined and resourced the more likely 

that individual projects can be developed to provide an effective foil for service delivery. The better 

and more experienced the team deployed to a new or upgrade project, the more likely the resultant 

facility will be both enabling and resilient over time.  

The context for service delivery for the specific facility that the professional team is tasked on, will be 

developed from the provincial Service Transformation Plan into the project brief. 

3.2 Policy 

Health service delivery in South Africa is provided under the framework of the National Health Act 

Regulations 
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Include ref and cross ref to regulations here?  

3.3 National Health Insurance (NHI) 

Requirements: 

A. The design of all healthcare facilities must allow for the provision of the required range of 

services envisaged under NHI and must be patient friendly, robust and sustainable over their 

planned service life.   

άSouth Africa is in the process of introducing an innovative system of healthcare financing with far 

reaching consequences on the health of South Africans. The National Health Insurance commonly 

referred to as NHI will ensure that everyone has access to appropriate, efficient and quality health 

services. It will be phased-in over a period of 14 years. This will entail major changes in the service 

delivery structures, administrative and management systems.έ όHST.org.za, 2014) In the service 

delivery model outlined in the NHI Green Paper (2012) NHI services will be provide through all existing 

healthcare facilities in South Africa supplemented where appropriate. Services will potentially be 

delivered from both the public and private sectors with the bulk of services continuing to be provided 

through the government network of facilities. Significant work will be required to ensure that all 

facilities can cater for the expanded range of services envisaged under NHI, to bring facilities up to the 

standards required and ensure that they can be readily and cost effectively managed and maintained 

at the required standard. Standards will be monitored by the Office of Standards Compliance.  

3.4 Measuring performance 

3.4.1 National Core Standards for Health Establishments in South Africa (NCS) 

Requirements 

A. Healthcare facilities must comply with the National Core Standards (NCS) set by the Office of 

Standards Compliance (OSC). As healthcare facilities will be assessed from time to time to 

review ongoing compliance as set out in the NCS, it is essential that planners and designers are 

acquainted with these requirements and plan and design accordingly. 

The NCS (Republic of South Africa, 2011) were developed by the DoH to assist in setting the 

benchmark of quality healthcare against which delivery of services can be monitored. It addresses 

various aspects related to safety and security issues, particularly in the following two sections of the 

document: 

¶ Domain 2: Patient Safety, Clinical Governance and Clinical Care covers how to ensure 
quality nursing and clinical care and ethical practice; reduce unintended harm to healthcare 

users or patients in identified cases of greater clinical risk; prevent or manage problems or 

adverse events, including healthcare associated infections; and support any affected patients 

or staff 

¶ Domain 7: Facilities and Infrastructure covers the requirements for clean, safe and secure 

physical infrastructure (buildings, plant and machinery, equipment); functional, well-

managed hospital services; and effective waste disposal (See Annexure B). 
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3.4.2 Project assessment 

Requirements 

A. The most significant impact on the functioning and operation of the proposed service is 

usually achieved through effective planning and design of the new facility or upgrade project. 

Generally the more quality time that is invested in project initiation and development the 

better the outcome will be. 

Project plans and designs will be assessed during their development at the approval gates indicated in 

the Project Implementation Manual and as outlined in figure xx below.  

Gateway process 

Design assessment framework 

Post occupancy evaluation 

Performance monitoring 

4 LƴŦǊŀǎǘǊǳŎǘǳǊŜ ǇƭŀƴƴƛƴƎ ŎƻƴǘŜȄǘ  
All healthcare facilities go through a life cycle starting with strategic service and project planning 

through to eventual decommissioning and disposal. This is illustrated in figure xx below. 

 

 

Figure 2:  

Reference to  
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5 {ǘǊŀǘŜƎƛŎ ǇƭŀƴƴƛƴƎ 

5.1 Infrastructure and service delivery 

5.2  Infrastructure and healthcare service planning 

5.3 Infrastructure classification ς facility classification vs levels of care 
The classification of health care facilities and levels of care has been gazetted by the national 
Department of Health1. This shows types of facilities and levels of care. Some specialist services can 
however be provided at  

Levels of care however are often shared across facility types as illustrated in figure xx below. 

 

6 5ƻŎǳƳŜƴǘ ǎŎƻǇŜ 

Although many of the background and requirement design principles are similar for different types of 

healthcare facility, this document will focus on the design of all levels of hospitals. The design 

principles for clinics and Community Health Centres are covered in the IUSS-GNS document Primary 

Health Care. 

 

  
                                                                    
1 Government Notice - R 185, National Health Act 61/2003:  Regulations: Categories of hospitals: No.35101 
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7 9ƴŀōƭƛƴƎ ƘŜŀƭǘƘŎŀǊŜ ŘŜƭƛǾŜǊȅ 

It is self-evident that hospitals and other healthcare facilities exist because of patients and the need 

for the delivery of appropriate and fully enabled health care services. The delivery of appropriate care 

requires a wide array of appropriate services, functional spaces and equipment, as defined in the 

brief, which provide the primary environment for clinical diagnosis, patient treatment and care. These 

spaces provide for and are supported by a wide range of clinical, administrative and facilities 

management systems and support systems that together enable the delivery of clinical care services. 

The delivery of appropriate care is further enabled, or impeded, by the decisions that are made 

around the shape, form, layout, flow, relationships, engineering systems, the selection and 

specification of materials and construction quality of the environment and the ability of the facility to 

accommodate and support the wide range of clinical, administrative and facilities management 

support systems that together form the hospital. 

Before starting on the planning and design of a hospital project, it is important to understand those 

key principles that will inform the eventual design of the health care facility. The following principles 

focussed specifically on patient care and health service delivery are discussed in this section: 

¶ Patient focussed care  

¶ Evidence based design 

¶ Salutogenesis 

¶ Lean healthcare, and 

¶ Hospital systems 

A second set of principles, focussed on enabling healthcare delivery over the service life of the facility 

will be addressed in the following chapter. 

7.1 Patient-focussed care  

 Requirements: 

A. Hospital planners and designers should be acquainted with the broad principles of patient-

focussed care and should incorporate the principles into their designs 

Patient-focussed (PFC) or patient-centred care provides a reminder that the design of a health care 

facility and the functioning of the healthcare service need to respond primarily to the needs of the 

patient. The Australian Commission on Safety and Quality in Healthcare (ACSQH) defines patient-

ŎŜƴǘǊŜŘ ŎŀǊŜ ŀǎ άcare that is respectful of, and responsive to, the preferences, needs and values of 

patients and consumers. The widely accepted dimensions of patient centred care are respect, 

emotional support, physical comfort, information and communication, continuity and transition, care 

coordination, involvement of family and carers, and access to care.έ2  

While most aspects of PFC relate to the care-giving process, these activities are either enabled or 

constrained by the physical environment and the two need to be seen as wholly interconnected. 

                                                                    
2
 Australian Commission on Safety and Quality in Healthcare Patient-centred Care: Improving quality 

and safety by focusing care on patients and consumers. Discussion paper, Draft for public 
consultation, September 2010 (ACSQH, 2010) 
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!/{vI ƎƻŜǎ ƻƴ ǘƻ ƴƻǘŜ ǘƘŀǘ άǊesearch demonstrates that patient-centred care improves patient care 

experience and creates public value for services. When healthcare administrators, providers, patients 

and families work in partnership, the quality and safety of health care rise, costs decrease, and 

provider satisfaction increases and patient care experience improves. Patient-centred care can also 

positively affect business metrics such as finances, quality, safety, satisfaction and market share.έ 

The design focus of PFC is to identify those aspects of the physical design and equipping of the patient 

care environment which can be effectively controlled during planning, design and operational 

management of the facility. 

Research papers and literature on patient focussed care can be found in section 16 of this document. 

7.2 Evidence based design 

Requirements: 

A. Hospital planners and designers should be acquainted with the broad principles of evidence 

based design and should incorporate the principles into their designs 

Many of the concepts and objectives highlighted in PFC are consolidated into a hospital design 

research framework known as evidence based design (EBD). EBD is the process of basing decisions 

about the built environment on credible research to achieve the best possible outcomes3. This 

concept initially researched and reported at the University of xxx by Roger Ulrich, seeks to identify all 

research papers related to the patient experience in hospital that are linked in some way to the 

physical environment and to draw from these recommendations which will assist healthcare planners 

and designers to create the right physical environment to support PFC.  

This resulting research informed design process is seen as a deliberate process for creating hospitals 

and other healthcare design buildings informed by the best available evidence, with the goal of 

improving safety, medical, staff and financial outcomes.4 Ulrich also notes that the state of knowledge 

of evidence based healthcare design has grown rapidly in recent years. The evidence indicates that 

well-designed physical settings play an important role in making hospitals safer and more healing for 

patients and better places for staff to work.5 

Specific design requirements that come out of the PFC and EBD environment will be expanded on in 

later chapters on: 

¶ Evidence based design 

¶ Ergonomics 

¶ Recognising specific populations 

¶ Daylight, lighting and health 

¶ Ventilation 

¶ Infection control 
 
 
 
[ŀǳǊŀΩǎ ǎƭƛŘŜǎΥ  
άwŜǎŜŀǊŎƘ ƛƴŦƻǊƳŜŘ ŘŜǎƛƎƴΥέ  ƛǘ ǊŜŦŜǊǎ ǘƻ ŀ  
                                                                    
3
 http://www.healthdesign.org/aboutus/mission/EBD_definition.php 

4 R. Ulrich (LdTA ref) 
5 Ulrich et al, 2008 

http://www.healthdesign.org/aboutus/mission/EBD_definition.php
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The four components of an Evidence-Based Design Process are: 

¶ gather qualitative and quantitative intelligence 

¶ map strategic, cultural, and research goals 

¶ hypothesize, outcomes, innovate, and implement translational design, and 

¶ measure and share outcomes
6
. 

From " 
Definition: 
Evidence-Based Design is the process of basing decisions about the built environment on credible 
research to achieve the best possible outcomes 
http://www.healthdesign.org/aboutus/mission/EBD_definition.php 

Research papers and literature on evidence based design can be found in section 16 of this document. 

7.2.1 Context 

Background ς hospitals are dangerous places, complex, interface between technology and human 
caring;  
In a comprehensive literature study Ulrich et al searched for links between building design decisions 
and medical outcome through the patients stay in hospital. The study identified the following key 
evidence based design areas that the healthcare facility planners and designers need to address: 

¶ Improving patient safety through environmental measures. This can be further subdivided 
into:  

o Reducing hospital-acquired infections 
o Reducing medical errors 
o Reducing patient falls 

¶ Improving other patient outcomes through environmental measures, including 

o Reducing pain 

o Improving patients sleep 

o Reducing patient stress 

o Reducing depression 

o Reducing length of stay 

o Reducing patient disorientation 

o Improving patient privacy and confidentiality 

o Improving communication with patients and family members 

o Fostering social support 

o Improving patient satisfaction 

¶ Improving staff outcomes through environmental measures 
o Decreasing staff injuries 
o Decreasing staff stress 
o Increasing staff effectiveness 
o Increasing staff satisfaction 

Important to understand hospital acquired infection and possible modes of transmission ς refer to 
IUSS-GNS document Infection prevention and control. Impact on design layout, selection and location 
of fittings, ventilation, selection of finishes, ... 

 

 

 

                                                                    
6
 The Four Levels of Evidence-Based Design Practice," D. Kirk Hamilton, Healthcare Design, November 

2003. 

http://www.healthdesign.org/aboutus/mission/EBD_definition.php
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7.3 Salutogenesis 

Many of the design concepts developed from patient focussed care are also found in concept of 

psychosocially supported hospital design proposed by Alan Dilani in turn based on the concept of 

Salutogenesis (Dilani, 2009).  Salutogenesis
7
, originally conceived ōȅ !ŀǊƻƴ !ƴǘƻƴƻǾǎƪȅ ƛƴ ǘƘŜ мфтлΩǎΣ 

proposes an alternative to the disease based model of incidence based care which focuses on curative 

based restorative care, instead focussing on those factors that impact on the creation of health, 

primarily the relationship between health, stress and coping.  

This approach of focusing on a positively reinforcing both the lifestyle environment and coping 

mechanisms can assist with inevitable stress incidences and lead to improved health. WHO defines 

ƘŜŀƭǘƘ ŀǎ άa state of complete physical, psychological and social well-being; not only the absence of 

ƛƭƭƴŜǎǎέΦ ¢Ƙƛǎ ƭƛƴƪǎ ƛƴ ǘƻ ǘƘŜ ȄȄȄ /ƻƴǎǘƛǘǳǘƛƻƴ ȄȄȄ ŀƴŘ ǘƘŜ ǇǊƛƳŀǊȅ ƻōƧŜŎǘƛǾŜ ƻŦ ǘƘŜ health care system as 

shown in figure 1, of enabling and support of the health and wellbeing of the population. 

Factors that affect health include:  

¶ genetics ς heredity, ethnicity 

¶ biological ς sex, age, disease 

¶ social ς profession, economy, network 

¶ life style ς food, exercise, smoking, alcohol 

¶ personality ς attitudes, values, emotions, temperament 

¶ risk factors ς life events, risk behaviour, nature catastrophes, danger, violence, and 

¶ environment ς geographic place, climate, pollutions, social environment, physical 

environment, design 

While the primary focus in healthcare facilities is on the design of the physical environment, other 

factors in planning include a move from curative to wellness and health promotion centres. More on 

this concept? In PHC (more than in L2/3?) health promoting centres could include community support 

services such as community  

In common with the concepts outlined in chapter 6.1 on patient focused care, salutogenesis also 

focuses on  

 

Factors that affect health 

 

 

ofession, economy, sex, network) 

 

 

Creating socially supportive environments 

tƭŀŎŜǎ ŦƻǊ ΩƳŜŜǘƛƴƎΩ ŀƴŘ ΩŎƻƴǘŜƳǇƭŀǘƛƻƴ 

Music and Health 
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Daylighting 

 

Art, Culture and Health 

Perception and Way finding 

ŀŎŎŜǎǎ ǘƻ ƎǊŜŜƴ ŀǊŜŀǎ ŦƻǊ ǊŜŎǊŜŀǘƛƻƴέ 

Design for positive psychosocial stimuli and restoration 

Restorative Environment Nature and Light 

έIŜŀƭǘƘ ƛǎ ŀ ǎǘŀǘŜ ƻŦ complete physical, psychological and social well-being; not only the absence of  

ƭƭƴŜǎǎΗέ WHO 

7.4 Hospital systems 

Requirements: 

A. Hospital planners must review all systems in the specific context for their project and must 

define the requirements for each providing sufficient detail both for the design team to 

understand and create the right environment for service delivery, and for the commissioning 

team to enable and initiate the service 

Hospitals are built around a complex interrelationship of systems that together enable the people, 

equipment, supplies into a defined environment at the right time to enable a specific healthcare 

activity to be performed and, after completion, for the space to be recycled for the next activity. 

These systems need to be defined and managed and require the right series of delivery, storage, 

process, delivery and recycling spaces and routes through the facility.  

At a high level systems require four actions: input, throughput, output with a feedback loop as 

illustrated in figure xx below: 

 

Figure 3: Systems framework8 

Hospital systems include clinical 

Hospital support systems include: 

                                                                                                                                                                                                  
7
 Derived from the Latin salus for health and the Greek genesis for origin. 

8
 Adapted from Sullivan & Decker, 1998. Effective Leadership & Management in Nursing. 
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¶ Catering 

¶ Laundry and linen  

¶ Pharmacy 

¶ Materials handling 

¶ Waste system 

¶ ... 

 

7.4.1 Catering system 

7.4.2 Laundry and linen system 

7.4.3 Pharmacy system 

Pharmaceutical supplies need to be delivered directly to the pharmacy and offloaded into a security 

cage. Dispensed output is either directly to outpatients (close relationship to OPD essential, figure xx), 

delivered to point of use clinical departments ς define whether top, or collected by staff from the 

pharmacy (e.g. ward prescriptions). High level security of the pharmacy and security on delivery 

routes is essential. Full details are contained in the IUSS GNS document Pharmacy. 

7.4.4 Materials handling system 

7.4.5 Waste system 

Provision must be made for the safe collection and holding of waste at point of generation, waste 

collection and removal to a central holding point, and disposal from the site. Waste disposal pathways 

should as far as possible be separated from patient and public pathways. In larger facilities this may 

involve separate service corridors and lifts. Full details of waste management system options and 

requirements are included in the IUSS GNS document Infrastructure Design for Waste Management 

in Healthcare facilities. 

 

7.5 Lean healthcare 

Developed and widely applied in the industrial sector, lean thinking has more recently been applied in 

the health sector
9
. Application can be both in the delivery and management of healthcare services as 

well as in the planning, design and construction process for healthcare facilities. This latter will be 

discussed in more detail in section 8.2 following.  

Simply put lean thinking means using less to do more10. Lean thinking is applied through a structured 

review of   

                                                                    

9 Lean Health Care: What Can Hospitals Learn from a World-Class Automaker? Kim CS, Spahlinger DA, Kin JM, Billi 

JE. Society of Hospital Medicine. Published online in Wiley InterScience. 2006. 

 
10 Going Lean in Health Care. IHI Innovation Series white paper. Cambridge, MA: Institute for Healthcare 

Improvement; 2005.  
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Developed from the relentless dedication by Toyota towards quality improvement in everything it 

does, lean production is based on a programme of focussed continuous improvement working 

through efficiency gains, waste reduction, increasing product quality and respect for people. The end 

result for Toyota is a learning organization that values employee contributions and continuously 

strives to produce products of higher quality at lower cost. These lean concepts have since been 

applied in many industries and more recently been brought into hospital planning, operation and 

management.  

Lean healthcare 

As indicated above hospital and clinical systems can be reviewed iƴ ǘŜǊƳǎ ƻŦ ΨƛƴǇǳǘΣ ǘƘǊƻǳƎƘǇǳǘΣ 

ƻǳǘǇǳǘΩ ŜǉǳŀǘƛƻƴΦ !ǇǇƭƛŜŘ ƛƴ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ŜƴǾƛǊƻƴƳŜƴǘΣ ¢ƻȅƻǘŀΩǎ Value Stream Mapping (VSM) 

process can be used to represent the key people, material, and information flows required to deliver a 

product or service in order to distinguish between value-adding and nonςvalue-adding steps. 

Significant improvements reducing medical errors, containing costs and minimising the impact of staff 

shortages have been recorded
11

. In developing new facilities planners should review existing 

processes  

ñlean thinkingò? Simply put, lean means using less to do more. (IHI p2) objective  
to streamline processes, reduce cost, and improve quality and timely delivery of products and 
services 

 

8 9ƴŀōƭƛƴƎ ƭƛŦŜ ŎȅŎƭŜ ŜŦŦƛŎŀŎȅ 
Introduction 

8.1 Affordability and life cycle 

 Requirements: 

A. Hospital planners and designers need to develop projects which offer an optimum balance 

between capital cost and life cycle costing of the operation of the healthcare service. 

Healthcare service operation includes both the provision of the clinical service, the supporting 

and enabling services as well as the cost of the management and maintenance of the physical 

facility and healthcare technology.  

Capital projects are not an end in themselves. A key consideration during the development of a 

project must be the cost and ease of operation over the full life cycle of the facility. The initial capital 

cost over the service life of the facility plus reinvestment for upgrades and renovations amounts to 

some 5-10% of the total life cycle cost incurred through the asset (ref). Healthcare technology costs, 

while initially only some 20-50% of the capital cost of the buildings, can equal or surpass that of the 

buildings over the service life of the asset as replacement of clinical equipment generally occurs at a 

far faster rate than building components. Figure xx below highlights the cumulative costs incurred 

through the operation of a healthcare facility over its life cycle. The scale of the vertical axis is 

dependent on the size and type of facility. As a rule of thumb operational costs equal capital costs 

after about 3 years of service operation. 

                                                                    
11

 Reducing Waste and Errors: Piloting Lean Principles at Intermountain Healthcare. Methods, Tools, 
and Strategies. Jimmerson.C, Weber.D, Sobek.D. May 2005. Joint Commission on Accreditation of 
Healthcare Organizations, Vol 31 Number 5 pp 249. 
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The initial planning and design phase offers a unique opportunity to create the right environment to 

positively enable and support health service delivery through the operational life of the facility. It is 

critical to ensure that adequate time and resources are assigned to the initial planning and design 

development process. Key planning decisions include the size and type of service.... 

Sound lifecycle based decisions ς for both engineering systems and detailing and materials ς can also 

significantly impact the facility maintenance and management costs through the lifecycle of the 

facility. 

 

Figure 4: Cumulative total cost of service provision highlighting the relationship between capital and 
operating costs over the life cycle of the asset as well as the critical importance of the initial decision 
making processes in the lead in to the project on the total cost of service delivery 

8.2 Lean design 
 

8.3 Flexibility and adaptability 

Requirements: 

A. Hospital planners and designers need both to recognise that changes to the physical layout, 

structure or engineering services will happen over the service life of the facility and that 

adequate measures to enable such change to take place with minimum disruption to ongoing 

service delivery need to be taken during the initial planning and design process 

Change in healthcare facilities is inevitable over time. Whether it is due to changes in the 

demographic or disease profile of the community served, changes in policy or level of care, changes in 

technology or practice, the one certainty is that reallocation of room function, minor or major 
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refurbishment, remodelling or large scale redevelopment will occur during the service life of a facility. 

This may require minor or major decanting of sections of the facility.  

Change is likely to occur 

Time and nature of change 

Location 

¶ workplace / work environment / system or service level 

Impact 

¶ minimal - change in routine, equipment or furniture 

¶   

Risk 

¶  

Research undertaken at a number of hospitals in Australia highlights a number of features that have 

assisted to accommodate change over the service life of these facilities12. These included: 

¶ ά! ƭŀǊƎŜ ǎƛǘŜ ǿƛǘƘ ŀǇǇǊƻǇǊƛŀǘŜ ƘŜŀƭǘƘŎŀǊŜπǊŜƭŀǘŜŘ ȊƻƴƛƴƎΦΦΦ 

¶ Design around ŀ ƘƻǎǇƛǘŀƭ ΨǎǘǊŜŜǘΩ ƻǊ ǎǇƛƴŜ ǿƛǘƘ ǇǊŜŦŜǊŀōƭȅ оπс ǎǘƻǊŜȅ ōǳƛƭŘƛƴƎǎ ǘƘŀǘ ŀƭƭƻǿǎ 

expansion at either end or to various units along the spine (outward or upward)... 

¶ Capacity to upgrade building services on a zone by zone basis..., and 

¶ Use of a modular grid that supports a range of functionsΦέ13 

Site size and master planning guidelines including provision for future expansion is discussed further 

in sections 8.1 and 9.1 below. 

¢ŀƪƛƴƎ ǘƘŜ ƴŜŜŘ ŦƻǊ ŦƭŜȄƛōƛƭƛǘȅ ŀƴŘ ŀŘŀǇǘŀōƛƭƛǘȅ ƛƴǘƻ ŀŎŎƻǳƴǘ άan optimal design is one that inhibits 

ŎƘŀƴƎŜ ƻŦ ŦǳƴŎǘƛƻƴ ƭŜŀǎǘΧ ǊŀǘƘŜǊ ǘƘŀƴ ƻƴŜ ǘƘŀǘ Ŧƛǘǎ ŀ ǎǇŜŎƛŦƛŎ ŦǳƴŎǘƛƻƴ ōŜǎǘέΦ14 

Refer also to Section 21 Research Literature for further references and discussion on Flexibility and 

Adaptability. 

8.4 Sustainability and the environment 
Ecopoints 
 

8.5 Future healthcare facilities 

Requirements: 

                                                                    
12 /ŀǊǘƘŜȅΣ WΦΣ /ƘƻǿΣ ±ΦΣ WǳƴƎΣ ¸ΦπaΦ ϧ Mills, S. 2009, Flexibility and Adaptability Report: An 
International Review for the NSW Context, Centre for Health Assets Australasia, UNSW, Sydney. 
13 Ibid p44. 
14 World Health Organisation, Observatory Series on the Health Care Systems of Europe as quoted in 
Carthey, R. 2007, Some thoughts on Hospital planning for long term sustainability, UIA PHG Seminar, 
Beijing. 
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A. Hospital planners and designers in developing their project designs need to take into account 

both the likely future trends outlined below as well as the provisions listed below which will 

help to facilitate inevitable change over time 

Change in healthcare service delivery is inevitable over time. This may be due to changing dynamics of 

the community served, of the service delivery model, of technology ς medical or infrastructure ς or 

even of ? Technology changes can be very rapid ς the first fully mobile cell phone, introduced less 

than 25 years ago, has now become ubiquitous and has the potential to impact the place and mode of 

health service delivery ς see IUSS GNS discussion document Future Healthcare Environments. With a 

planned service life of half a century or more, physical buildings however provide a sea anchor to 

service delivery often constraining the service delivered. With a long lead-in and procurement time, 

coupled to rapid changes in technology and service delivery policy, many new facilities can become 

out-of-date by the time or shortly after they are commissioned
15

. 

It is important therefore to try both to understand the future drivers for change, future issues and 

likely future trends as well as to try to future proof designs to allow them to accommodate inevitable 

change over time. 

8.5.1 Future drivers, issues and trends 

Population growth will continue to focus on a few key geographical centres in South Africa (Gauteng, 
Western Cape, KZN) 
Consumption of scarce resources (energy and water) will continue to increase 
Resource consumption pressures will increase on commodities 
Demand for services and infrastructure will continue to escalate 
Climate change impacts will be manifest in South Africa (severe disruption of weather patterns) 
 
 

8.5.2 Future proofing design 

While new facilities can be designed to reflect current technology and thinking and even to anticipate 

change, the service delivery environment, technology and particularly medical technology changes at 

a far greater rate and, with a long planning and procurement lead time, (Abbott et al, 2008). 

 
 

9 {ƛǘŜ ŘŜǾŜƭƻǇƳŜƴǘ 

9.1 Site selection 

Requirements: 

A. Site selection is a critical aspect of health service delivery. Sites should at once be centred on 

the community served, allow easy and safe access, be of sufficient size, available and suitable 

to build on. 

B. Where possible site sizes and the potential for placing of the facility must allow both for later 

expansion of the service and/ or facility and for possible phased expansion or rebuilding and 

decanting with minimum disruption to ongoing service delivery [see 7.5 above] 

                                                                    
15

 Study in UK referenced in IOPT of PPP facilities in UK needing replacement before the capital is 
redeemed. 
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Once the need for a new or upgrading health infrastructure project has been established during 

strategic health service planning (see section xx above) for a specific community a range of criteria 

need to be reviewed in terms of the existing or potential new sites. These can be grouped according 

to general site selection criteria and specific health service delivery requirements. 

Location in relation to community served ς essential for district hospital where there is a direct 

relationship between feeder community and facility; for regional hospitals consider both the referring 

hospitals, the broader community served 

Site size 
Suitability 
 
Site selection  
 

9.1.1 Site selection criteria  

Consider the site in relation to the following criteria: 
Issue General requirement Comments 

Health service 
delivery 

Location in relation to 
community served 

Generally central to the bulk of the catchment 
population for the proposed service. At primary health 
care level including district hospitals there is a relatively 
direct geographic link between community and facility; 
at regional and tertiary levels the link is less direct with 
transport and specialisation playing more direct roles 

 Location in relation to 
health service referral 
network of facilities 
and service delivery 
points 

 

 Options analysis and 
optimisation of 
service to establish 
best fit for service and 
infrastructure 

IOPT Planning Toolkit enables service coverage analysis 
and status quo review of existing facilities and services, 
and of various options for changes to services and any 
possible new  facilities  

Current 
development 

Brownfield site - 
review suitability and 
potential for 
expansion or 
redevelopment 

Obtain site plan showing current development, usage, 
coverage, site services, access points 

  Review potential for phased redevelopment (see section 
xx flexibility and adaptablity) 

  Establish demolition requirements and implications 
including potential for recycling and reuse of 
construction waste 

Heritage Establish heritage 
status of site and any 
specific buildings 

Review implications in terms of suitability of site/ 
buildings for redevelopment and reuse; 
Review heritage reporting requirement 

Geographic 
location and 
features 

Site shape, slope, 
relationship to  

 

 Suitability and impact 
on health service 
delivery of 
surrounding 
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development 
όƛƴŘǳǎǘǊƛŀƭΧύ 

 Prevailing winds and 
micro climate 

 

Geological 
conditions 

Site preferably free of 
ground conditions 
which will require 
special foundations. 
Geological survey may 
be required. 

Establish presence, extent and distribution of dolomite, 
rock outcrops, sand, landfill, etc. 

Access Site readily accessible 
from major roads to 
allow unimpeded 
access to service by 
community, 
emergency vehicles 

 

 Suitability of location 
in relation to existing 
and proposed roads, 
rail, bus, taxi routes 

Current services and future services 

 Site entry and traffic 
control; establish 
need for traffic 
studies 

 

 Safe pedestrian access 
to site  

 

 Helicopter access 
possible 

Review access flight path to site and any potential 
conflict with other aircraft flight paths 

Environmental   

Availability Site to be preferably 
available for use 
without the need for 
lengthy procurement 
processes 

Establish ownership, land use rights; 
Potential land acquisition costs; 
Establish acquisition process and potential transfer time 
and implications on project time programme 

Bulk services Availability of water, 
electricity, sewage 
services 

 

Communication Access to telephone  

   

Etc Etc Etc 

 
More details are available from DPW... 

9.1.2 Site size 

 
 

9.2 Site planning/ zoning 
Or is this master planning ς omit here? 
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9.3 Access and traffic management 

9.4 Roads, paving and parking / Roads and hard surfaces 

9.5 Landscaping 

9.6 Fencing 

9.7 Security 
 

9.8 Lighting 

10 aŀǎǘŜǊ ǇƭŀƴƴƛƴƎ 

10.1 Site and buildings 
Zoning 
Allow space for expansion ς quadrant and empty chair ς Carthey/ Gronigen ς also Roger in Beijing 
ω 5ŜǎƛƎƴ ŀǊƻǳƴŘ ŀ ƘƻǎǇƛǘŀƭ ΨǎǘǊŜŜǘΩ ƻǊ ǎǇƛƴŜ ǿƛǘƘ ǇǊŜŦŜǊŀōƭȅ оπс ǎǘƻǊŜȅ ōǳƛƭŘƛƴƎǎ ǘƘŀǘ ŀƭƭƻǿǎ 
expansion at either end or to various units along the spine (outward or upward)... This strategy also 
facilitates the refurbishment or upgrade of various parts of the hospital without negatively impacting 
on the remaining parts in terms of noise or other disruption. 

10.2 Building form and massing 

10.3 Activity, relationships and flow 

Hospitals are complex organisms with critical key relationships, linkages and circulation routes 

catering for the general public ς including outpatients, for clinical staff, for visitors and for hospital 

support staff ς including delivery trolleys, and for hospital technical and maintenance staff. Routes for 

outpatients should be direct and ideally such that progression further into the body of the hospital is 

limited.   

Daily hospital activity 

Significant numbers of people visit hospitals on a daily basis. Projections made from a study of 

Limpopo hospital data indicate that an average 400 bed hospital could be expected to have about 

2 100 arrivals per day made up of approximately 45% OPD visits, 5% emergency, 1.5% delivery, 6% 

admissions, 12.5% visitors and 30% staff. Provision was made for those accompanying patients but 

not for peak load variations.
16

 All this needs to pass through the main site entrance and security point 

and a significant proportion through the main entrance/ admissions point. 

Relationships and flow  

With the large numbers arriving at facilities those departments with high loads should be located on 

the entrance (generally ground) level closest to the entrance to the site (OPD) along with those where 

the need is greatest for rapid response (emergency). As maternity is a 24 hour service it too should be 

                                                                    
16 GR Abbott. Unpublished analysis of Limpopo DHIS and health facility health activity data 
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close to and ideally clearly visible from the entrance. From these small clusters of departments 

circulation patterns develop reflecting primary patient flow such as admissions ς OPD ς pharmacy ς 

admissions and emergency ς diagnostic radiology ς theatres ς ICU ς in-patient wards. Some 

outpatients are also referred for rehabilitation services and for laboratory tests. 

Day surgery, renal unit and oncology (chemotherapy) are all primarily outpatient functions closely 

linked to the OPD. Nuclear medicine (radiation therapy) is both an outpatient and inpatient service 

and should allow access from both zones. Some chemotherapy patients are also treated as inpatients.  

The termination of pregnancy (TOP) unit, while an outpatient service, should ideally be located away 

from main outpatients in a quiet and inconspicuous area. This operates during normal outpatient 

hours.  

The 24 hour victims of violence unit should be easily accessible from outside, close to emergency 

where emergency care can be provided if required but should also be quiet and inconspicuous and 

provide a secure environment. 

Most hospitals need to provide for  

Figure xx below highlights primary clustering of departments within zones, primary linkages and 

relative volume of traffic between departments. As discussed above ideally out-patient and clinical 

services should be on one level. Similarly theatres/CSSD, intensive care, surgical inpatients should all 

be closely grouped and on the same floor. 

As the hospital support or industrial zone will have heavy vehicle deliveries and is often a noisier area, 

it needs to be located away from other hospital clinical areas and be linked to a slip road off the main 

entrance. Direct deliveries are also made into a security cage linked directly to the pharmacy. 
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Figure 5: Typical district/ regional hospital zoning and relationships diagram showing primary links 
between departments and relative weighting of traffic volumes 

Space syntax/ SA diag of flow between departments 
Travel and circulation 

10.4 Designing for expansion 

10.5 Inclusive design 

Requirements: 

A. Healthcare facilities need to be designed so that all access pathways, circulation and facilities 

are fully enabled for those with any form of disability. 

A larger proportion of those using health services than average in the normal population will be 

impaired in one way or another, either on a temporary or a permanent basis. It is therefore essential 

that access to the site, movement on the site and access to buildings is well considered to ensure the 

access pathways are fully enabled for both the impaired as well as the unimpaired population. Site 

access issues include the following: 

¶ access routes from drop off and parking areas to hospital admission, emergency and 

outpatient services should be direct and as short as possible, be visibly coherent and suitably 

signposted with no cross over traffic 
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¶ site access pathways should be suitably graded and without steps, should have appropriate 

finishes to be safe for use in all weather conditions 

¶ finishes should also be used to demarcate routes and identify gradients or ramps and any 

transitions where there may be potential danger, and 

¶ access routes and parking areas need to be well lit and safe. 

Inclusive design is covered in detail in the IUSS GNS document Inclusive environments. 

11 .ǳƛƭŘƛƴƎ ŘŜǎƛƎƴ  

11.1 Good design principles 

Buildings, as for any product, need to be carefully considered during the design conceptualisation and 

development phase. Good design is characterised in that it: 

¶ is innovative - new technology always offers new opportunity for innovation, however 

innovative design develops in tandem with new technology and can never be an end in itself 

¶ makes a product useful - the building needs to satisfy certain functional, psychological, and 

aesthetic criteria; good design emphasizes the usefulness of the building while disregarding 

what could detract from it 

¶ is aesthetic - the aesthetic quality of a building is integral to its usefulness; the aesthetic-

usability effect tells us that the designs people find more aesthetically pleasing are easier to 

use than the designs they find less aesthetically pleasing.; people form quick, even instant 

impressions and aesthetics matter in that instant 

¶ makes a product understandable - It clarifies the building making it self-explanatory; 

structure itself can explain the different parts of the whole; Information architecture; 

meaningful and easily understandable navigation labels to help visitors find what they want 

¶ is unobtrusive - health buildings are not intended to be just decorative objects or works of art 

- design should be both neutral and restrained; focus on solid design principles ς good design 

does not distract visitors with your design; people visit a site for its content, not the design  

¶ is simple and direct. CƻŎǳǎ ƻƴ ǎƛƳǇƭƛŎƛǘȅΤ ŘƻƴΩǘ Ŏŀƭƭ attention to your design - design to call 

ŀǘǘŜƴǘƛƻƴ ǘƻ ǘƘŜ ǿƘŀǘ ǘƘŜ ōǳƛƭŘƛƴƎΩǎ ǇǳǊǇƻǎŜ ƛǎΤ ŜǾŜǊȅǘƘƛƴƎ ǎƘƻǳƭŘ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ƛƴ ƘŀǊƳƻƴȅ 

to support the intentions of the building 

¶ is honest... 

¶ is long-lasting ... 

¶ is thorough down to the last detail... 

¶ is environmentally friendly ... 

¶ is as little design as possible.... [EF / Dieter Rams (1985)] 

11.2 Generic design  

/ƘŀƴƎŜ ŦǊƻƳ ΨƳƻŘǳƭŀǊ ŘŜǎƛƎƴΩ ƘŜŀŘƛƴƎ 

tƛŎƪ ǳǇ ΨŜƴŀōƭƛƴƎ ƭƛŦŜ ŎȅŎƭŜ ŜŦŦƛŎƛŜƴŎȅΩ ŎƘŀǇǘ у ǇǊƛƴŎƛǇƭŜǎΥ ŎƘŀƴƎŜ ƻǾŜǊ ǘƛƳŜΣ ŦƭŜȄƛōƛƭƛǘȅΣ ǎǳǎǘŀƛƴŀōƛƭƛǘȅΣ Χ 

3 aspects ς generic spaces, standardised room sizes and use of planning grids 

IUSS std room sizes are entirely random ς depth and width; one possible (optimum?) enclosure for 

activities?  

NHS now recommending set of standardised room sizes ς allow for change over time; all on 300mm 

sub-module, either  on 3,6 or 3,9 main module; guide shows two room depths for each: 3,5/4,6 for 

3,6 module, 3,2/4,25 for 3,9 module 

http://www.youtube.com/watch?v=A6-wA-7QIeE
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Options: 

¶ Follow NHS ς review std rooms 

¶ Use 2 std depths, width in 300mm increments 

Χ 

Modular design can be used at building level where the full facility is designed according to a fixed 

grid or where individual rooms or sets of rooms are designed to fixed sizes 

Health buildings, designed initially to a fixed schedule of accommodation, need also to allow for 

flexibility in use over time as service requirements will change and spaces or departments will need to 

be repurposed to provide for new functions. 

There is a need to establish the right balance between a tight fit design where each space is designed 

to its minimum requirements with a potentially lower initial capital cost and the use of standard 

planning grids which accommodate a small range of standard potentially interchangeable clinical and 

clinical support functions allowing later reconfiguration
17

. 

 

¶ has proved beneficial in reconfiguration of spaces for other purposes. This is also supported 

by Diamond et al (2006) in their report for the NHS, and more recently in the latest version of 

the UK Health Building Notes which proposes a small range of room sizes (12, 16 and 32m2) 

that fit with standard planning grids for clinical and clinical support functions (Department of 

Health Gateway Reviews Estates & Facilities Division 2010, p. 1) 

¶ Khoo Thek Puat ς modular design/ room sizes 

11.3 Ergonomics 

Requirements: 

A. Hospital design professionals need to ensure that all aspects of the building are designed and 

signposted so as to ensure that access routes and pathways are clear and unambiguous to all 

users. 

Ergonomics ƛǎ ŘŜŦƛƴŜŘ ōȅ ǘƘŜ LƴǘŜǊƴŀǘƛƻƴŀƭ 9ǊƎƻƴƻƳƛŎǎ !ǎǎƻŎƛŀǘƛƻƴ ŀǎ ōŜƛƴƎ άΧthe scientific discipline 

concerned with the understanding of interactions among humans and other elements of a system, and 

the profession that applies theory, principles, data and methods to design in order to optimize human 

well-being and overall system performanceέ όL9!Σ нлмпύΦ 

Poorly designed recurring elements such as workstations and the layout of critical rooms have a great 

impact on the occupational health and safety (OHS) of staff and the welfare of users. 

There are five principles to consider when designing ergonomic spaces:18 

¶ Safety  

¶ Comfort  

¶ Ease of use 

¶ Productivity/performance  

¶ Aesthetics. 

                                                                    
17 UK Health Building Notes. Department of Health Gateway Reviews Estates & Facilities Division 
2010, p. 1 
18 Space Planning and Management Presentation  
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All buildings (including external spaces) are to be designed to avoid protuberances which may cause 

slips and falls. For example, window sashes should not open into walkways in a way that can interfere 

with the path of a person walking past. 

All workspaces should be adaptable to the users occupying that space.  Therefore they should be 

capable of adjustment or modification to suit that user. For instance, conventional work-surface 

heights for seated users are not suitable for people who use wheelchairs, and in this case dual-height 

surfaces should be provided.  Bench heights and widths in laboratory and similar work areas should 

be designed taking into account the type of work to be performed in this space.19 

11.4 Building engineering services 
Infection prevention and control 

11.5 Direction and way-finding20 

Requirements: 

A. Hospitals need to be designed and signposted so as to ensure that access routes and 

pathways are clear and unambiguous to all users. 

Hospitals are complex structures comprising a large number of primary and secondary destinations 

for a range of first time, repeat and frequent users including patients and accompanying persons, 

visitors, permanent and visiting clinical staff and administrators, hospital based and visiting technical, 

maintenance and domestic support staff. Routes leading each individual to their specific destination 

during normal and emergency use need to be clear and unambiguous.  

As hospital buildings become larger and more complex it becomes more difficult for users to navigate 

their way through the building to and from their intended destination. Poor way-finding systems can 

ƛƴŎǊŜŀǎŜ ŀƴȄƛŜǘȅΣ ŎƻƴŦǳǎƛƻƴ ŀƴŘ ŘƛǎǎŀǘƛǎŦŀŎǘƛƻƴ ǿƛǘƘ ŀ ǇŜǊǎƻƴΩǎ ƘƻǎǇƛǘŀƭ ŜȄǇŜǊƛŜƴŎŜΦ  

The complexity is increased as while the majority of destinations are fixed for most of the life of the 

hospital, hospitals are not static systems and new departments can be added or existing departments 

may be altered, added to, consolidated or moved over time requiring existing pathways and 

destinations to be adjusted and new pathways to be identified.  

Way-finding systems usually comprise: 

¶ architectural features and design elements that provide clues as to what the function of the 

building is and can include landscaping, sculptural features, architectural interior design, 

floor covering, lighting, wall, door and window graphics 

¶ architectural form and transparency through which users can easily orientate themselves 

along a particular route. This usually includes building shape and views from corridors into 

external areas or courtyards 

¶ permanent signage 

¶ digital devices (e.g. kiosks or information screens) 

¶ human interaction (e.g. human interaction at help desks), and 

                                                                    
19

 The Australasian Health facilities guidelines document provides detailed guidelines and design 
standards from pages 976 to 982.  This ranges from designing to work benches to counter heights. 
20

 Growth Solutions Group: Specialist clinics wayfinding guidelines: The outpatient journey: August 
2008  www.gsg.com.au 



  

Discussion document     Draft 2 : 4 December 2014 Page 27 

¶ printed information (pamphlets). 

Way-finding systems need to be clear and simple and should comprise a mutually reinforcing group of 

visual clues that enable people to make navigational decisions. Core principles should incorporate the 

following: 

¶ design that includes for everyone and especially the more vulnerable such as  

o the first time visitor 

o those that are physically challenged or have other forms of impairment, and 

o children and the aged. 

¶ uǘƛƭƛǎƛƴƎ ΨƪŜȅ ƘǳōΩ ŘŜǎǘƛƴŀǘƛƻƴǎ ŀƭƻƴƎ ŀ ŎƻƳǇƭŜȄ ƧƻǳǊƴŜȅΦ ! ǇŜǊǎƻƴ ƛǎ ŘƛǊŜŎǘŜŘ ǘƻ ŀ ǇǊƛƳŀǊȅ 

hub destination, then directed  to a secondary hub destination from that point 

¶ clarity of layout with external views to assist with orientation 

¶ utilisation of standardised information systems, and 

¶ use of standardised names, numbers and symbols. 

Way-finding and signage are interrelated and must be considered from the inception of the design 

process.  

11.5.1 Way finding orientation 

Way-finding maps should be located at strategic points throughout the site and allow visitors to 

orientate themselves. The maps should be consistent with the signage and the typology needs to be 

clear and concise. Maps need to be located on all floors and be strategically placed at floor access 

nodes throughout the building. Figure 2 shows examples of such maps at Mitchells Plain Hospital. 

Figure 6: Way finding map at Mitchells Plain Hospital, Cape Town 

       

11.5.2 Signage  

Signage is a critical ΨǿŀȅǎƘƻǿƛƴƎΩ ŎƻƳǇƻƴŜƴǘ ƻŦ ǿŀȅŦƛƴŘƛƴƎΦ ¢ƘŜ ŦƻƭƭƻǿƛƴƎ aspects need to be taken 

into account: 

¶ information displayed on signs needs to be organised and presented in a logical, sequential 

layout 
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¶ directional signs should generally contain a maximum of five destinations 

¶ key hospital hub destinations should be listed at the top of the hierarchy or highlighted as 

primary information 

¶ secondary destinations should be presented lower in the information hierarchy 

¶ destinations on signs should be grouped and ordered with logic relevant to the destinations 

listed; either in alphabetical order by the direction to the destination in clockwise order, or 

by the order of distance to destination (closer destinations first) 

¶ connect labels (destinations) to arrows 

¶ arrow designs should be based on the ISO arrow (ISO 7001), and 

¶ colour-coding of floors or as a method of differentiating space may be used, however, people 

do not always perceive  the colour use to have significance. This is worse for people that are 

colour blind. It is however, a useful component of the wayfinding system. 

Signage should: 

¶ use accessible terminology ς common references that everybody understands 

¶ avoid the use of acronyms and use universally understood symbols 

¶ provide clear contrast between the information content and its surrounding environment, 

and 

¶ have a finish that does not detract or obscure the signs intention. 

Signposting shall clearly identify staff, patient and visitor areas, and draw attention to restricted 

areas. 

The use of pictograms in conjunction with written names is recommended. The health team at 

Western Cape Department of Transport and Public Works has developed a logical and clearly 

understood standardised set of pictograms for use in Western Cape Provincial healthcare facilities21 

Where possible signage should be done in an appropriate selection of the official languages of South 

Africa. In the Western Cape provincial policy is for signage to be in the 3 dominant languages, English, 

Afrikaans and isiXhosa. This three language option is more difficult to achieve in provinces where 

there are more than three dominant languages. Refer to local provincial policy. 

                                                                    
21

 Western Cape Provincial Government, Department of Transport and Public Works (2011): Design 
Guidelines for Health Facilities: Way-finding and Signage. 
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Figure 7: Signage from main entrance at Mitchells Plain Hospital showing directional arrows, colour 
pictograms, primary name and name translations 

 

 

Figure 8: Example of mapping for hub and secondary destination points 

Further detailed guidelines and information on wayfinding and signage is also contained in Part D of 
the IUSS GNS document Inclusive environments. 
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11.6 Inclusive environments 
1.1 Site level accessibility 
1.2 Buildings 
 

11.7 Safety and security 
1.1 Common public areas 
1.2 Entrances 
Avoiding prison-like/oppressive environment (normativeness): 
Since the late 1950s it has been recognized by facility operators and specialist how debilitating the 
physical design of facilities can be. The recognition led to the development of a concept called 
άƴƻǊƳŀǘƛǾŜƴŜǎǎέ ǿƘƛŎƘ ǎŜǘ ŀǎ ŀ Ǝƻŀƭ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŘŜǎƛƎƴǎ ǿƘŜǊŜ ǘƘŜ ŘŜǎƛƎƴ ƻŦ ǘhe 
environment was not oppressive because of its desire to be both functional and secure. This 
underlying concept of normativeness can be applied to the architecture of health care facilities by 
setting the security design goal as one that must achieve thiǎ άƴƻǊƳŀǘƛǾŜƴŜǎǎέΦ CƻǊ ŀƭƭ ƛƴǘŜƴǘΣ ǘƘƛǎ 
ƳŜŀƴǎ ǘƘŜ ŎƘŀƭƭŜƴƎŜ Ǉǳǘ ōŜŦƻǊŜ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ ŘŜǎƛƎƴŜǊǎΣ ōŜ ƛǘ ŦƻǊ ŜȄƛǎǘƛƴƎΣ ƴŜǿ ƻǊ ǇǊƻǇƻǎŜŘΣ ƛǎ ǘƻ ŦƛƴŘ 
ways and means of achieving physical security without creating a prison like environment. 
 

11.8 Supplies, storage and distribution 

12 .ǳƛƭŘƛƴƎ ŜƴƎƛƴŜŜǊƛƴƎ ǎȅǎǘŜƳǎ 

12.1 Building engineering systems design  

Further more detailed information is included in the IUSS-GNS document Building engineering 

systems. 

13 /ƻƳǇƭƛŀƴŎŜ  

Requirements: 

A. The design must comply in all respects to the latest version of the National Building 

Regulations and all other legislation, regulations and standards relevant to the development 

of buildings for health service delivery 

Compliance with the latest version of the National Building Regulations is required. Where any 

ŀǇǇŀǊŜƴǘ ŎƻƴŦƭƛŎǘ ōŜǘǿŜŜƴ ǘƘŜ ŦǳƴŎǘƛƻƴŀƭ ǊŜǉǳƛǊŜƳŜƴǘǎ ŀƴŘ ǘƘŜ άŘŜŜƳŜŘ ǘƻ ǎŀǘƛǎŦȅέ ƎǳƛŘŀƴŎŜ 

emerges, the rational design route to regulatory compliance would need to be followed so as not to 

ŎƻƳǇǊƻƳƛǎŜ ŀƴȅ ǎȅǎǘŜƳΩǎ ŦǳƴŎǘƛƻƴŀƭƛǘȅΦ 

As indicated in section 3.4.1 above the hospital must comply with the requirements set by the Office 

of Standards Compliance. Periodic inspections will be undertaken to ensure compliance. 

Annexure xx provides a list of relevant legislation related to the provision of health services and 

health service facilities. Note that while this list is extensive it is not necessarily comprehensive nor 

fully up to date. The onus is on the design team to ensure that they acquaint themselves with all 

relevant current legislation. 

Reference is also made in most of the IUSS GNS documents to legislation, regulations and standards 

specifically pertaining to that aspect of a health care facility. 
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14 aŀƛƴǘŜƴŀƴŎŜ 
 

 

15 hǘƘŜǊ ς ǘƻ ōŜ ƛƴŎƭǳŘŜŘΦΦΦ 
Fire  
Operational policy ς impacting design ς 9CΩǎ ƛƴǇŀǘƛŜƴǘ ŘƻŎ 
Operational design header ς policy, management, maintenance,  
Functionaldesign 
Building 
Setting design targets 
Good design is the end product of a process of g 
72 hour observation ς ref  
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16 wŜǎŜŀǊŎƘ ƭƛǘŜǊŀǘǳǊŜΥ 
The following references provide more background reading on topics covered in this guide. 

16.1 Patient focussed/centred care 

¶ What is Patient-Centred Healthcare: A Review of Definitions and Principles. International 

!ƭƭƛŀƴŎŜ ƻŦ tŀǘƛŜƴǘǎΩ hǊƎŀƴƛǎŀǘƛƻƴǎΣ [ƻndon, 2007. 

¶ Australian Commission on Safety and Quality in Healthcare Patient-centred Care: Improving 

quality and safety by focusing care on patients and consumers. Discussion paper, Draft for 

public consultation, September 2010 (ACSQH, 2010) 

16.2 Evidence based design 

¶ How Hospital Gardens Help Patients Heal: Scientific American / Nature that nurtures ς 

gardens; view - D:\1 Client & Contract\ IUSS et al\1 Norms and standards\3 Cross cutting\02 

Hospital design principles\Literature 

16.3  Evidence-Based Healthcare Design  

¶ Evidence based design - D:\1 Client & Contract\ IUSS et al\1 Norms and standards\3 Cross 

cutting\02 Hospital design principles\Literature\Evidence based design ς Ulrich et al, 2008 

16.4 Flexibility and adaptability 

¶ Carthey, J., Chow, V. & Wong, M. 2010, Health Infrastructure Future Directions: Flexible and 

!ŘŀǇǘŀōƭŜ IƻǎǇƛǘŀƭǎ π [Ŝǎǎƻƴǎ ŦǊƻƳ {ŜƭŜŎǘŜŘ b{² /ŀǎŜ {ǘǳŘƛŜǎ ǘƻ LƴŦƻǊƳ CǳǘǳǊŜ IŜŀƭǘƘ 

Projects, Centre for Health Assets Australasia, UNSW, Sydney 

¶ /ŀǊǘƘŜȅΣ WΦΣ /ƘƻǿΣ ±ΦΣ WǳƴƎΣ ¸ΦπaΦ ϧ aƛƭƭǎΣ {Φ нллфΣ CƭŜxibility and Adaptability Report: An 

International Review for the NSW Context, Centre for Health Assets Australasia, UNSW, 

Sydney. 

¶ Carthey, R 
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16.5 Wayfinding and signage 

¶ Growth Solutions Group: Specialist clinics wayfinding guidelines: The outpatient journey: 

August 2008  www.gsg.com.au 

¶ Reading list on Wayfinding ς ACHSM 

¶ www.achsm.org.au/DownloadDocument.ashx?DocumentlD=214 

¶ Western Cape Provincial Government, Department of Transport and Public Works (2011): 

Design Guidelines for Health Facilities: Way-finding and Signage. 

¶ David Gibson:2010. The Wayfinding Handbook. Princeton Architectural Press. New York 

 
 
 
 
 

 

 

  

http://www.gsg.com.au/
http://www.achsm.org.au/DownloadDocument.ashx?DocumentlD=214
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17 wŜŦŜǊŜƴŎŜǎ 

¶ Australian Commission on Safety and Quality in Healthcare Patient-centred Care: Improving 

quality and safety by focussing care on patients and consumers. Discussion paper, Draft for 

public consultation, September 2010 (ACSQH, 2010) 

¶ Health Systems Trust web site (publications), introduction to NHI Green Paper (HST.org.za, 

2014) http://www.hst.org.za/publications/green-paper-national-health-insurance-south-

africa  

¶ Dilani, A Prof. Psychosocially Supportive Design: A Salutogenic Approach to the Design of the 

Physical Environment. 1st International Conference on Sustainable Healthy Buildings; Seoul, 

Korea. 6 February 2009 

¶ Carthey, J., Chow, V. & Wong, M. 2010, Health Infrastructure Future Directions: Flexible and 

!ŘŀǇǘŀōƭŜ IƻǎǇƛǘŀƭǎ π [Ŝǎǎƻƴǎ ŦǊƻƳ {ŜƭŜŎǘŜŘ b{² /ŀǎŜ {ǘǳŘƛŜǎ ǘƻ LƴŦƻǊƳ CǳǘǳǊŜ IŜŀƭǘƘ 

Projects, Centre for Health Assets Australasia, UNSW, Sydney 

¶ /ŀǊǘƘŜȅΣ WΦΣ /ƘƻǿΣ ±ΦΣ WǳƴƎΣ ¸ΦπaΦ ϧ aƛƭƭǎΣ {Φ нллфΣ CƭŜȄƛōƛƭƛǘȅ ŀƴŘ !ŘŀǇǘŀōƛƭƛǘy Report: An 

International Review for the NSW Context, Centre for Health Assets Australasia, UNSW, 

Sydney. 

 

17.1 Papers, articles 

¶   

¶   

17.2 Web sites 

¶ HST.org.za, 2014 http://www.hst.org.za/publications/national-health-insurance-conference-

report-lessons-south-africa  

¶   
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