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Accessing of these guides

This publication is received by the National Department of Health (NDoH), IUSS Steeri
Committee Chairman, Dr Massoud Shaker andcting Cluster Manager: Health Facilities anc
Infrastructure Management,Mr Ndinannyi Mphaphuli. Feedback is welcome.

The CSIR and the NDoH retain the moral rights conferred upon them as author by section 20(1)
the Copyright Act, No. 98 of 1978, as amended. Use of text, figures or illustrations from this rept
in any future documentation, media reports, publicationscompetition entries and advertising or
marketing material is solely at the discretion of theHealth Infrastructure Norms Advisory
Committee and should clearly reference the source. This publication may not be altered withot
the express permission of the Health Infrastructure Norms Advisory Committee . This
document (or its updates) is available freely atwww.iussonline.co.za or the forthcoming
Department webportal.

Application and development process

These IUSSvoluntary standard / guidance documents have been prepared as national
Guidelines, Norms and Standards by the National Department of Health for the benefit of all Sot
Africans. They are for use by those involved in the procurement, design, management a
commissioning of public healthcare infrastructure. It may also be useful information and referenc
to private sector healthcare providers.

Use of the guidance in this documentation does not dissolve professional responsibilities of tt
implementing parties, and it remains incumbent on the relevant authorities and professionals tc
ensure that these are applied with due diligence, and where appropriate, deviations processes ¢
exercised.

The development process adopted by the IUSS team was to consolidateiniation from a range

of sources including local and international literature, expert opinion, practice and expert grouf
workshop/s into a first level discussion status document. This was then released for public
comment through the project website, as wélas national and provincial channels. Feedback an
further development was consolidated into a second levadevelopment status document which

again was released for comment and rigorous technical review. Further feedback wi
incorporated into proposal sta tus documents and formally submitted to the National Department
of Health. Once signed off, the documents have begazetted, at which stage documents reack
approved status .

At all development stages documents may go through various drafts and will be &gsed a version
number and date. The National Department of Health will establish &lealth Infrastructure
Norms Advisory Committee, which will be responsible for the periodic review and formal update
of documents and tools. Documents and tools should thefmre always be retrieved from the
website repository www.iussonline.co.zaor Department webportal (forthcoming) to ensure that
the latest version is being used.

The guidelines are for public reference informatio and for application by Provincial Departments
of Health in the planning and implementation of public sector health facilities. The approve
guidelines will be applicable to the planning, design and implementation of all new pubtgector
building projects (including additions and alterations to existing facilities). Any deviations from
the voluntary standardsare tobe motivated during the Infrastructure Delivery Management
Systems (IDMS) gateway approval proceshe guidelines should not be seen as nece ssitating
the alteration and upgrading of any existing healthcare facilities
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This document has been developed as part of a suite of guidelines, norms and standards for
healthcare facility planners and designers bothindicate specific requirements to be met in the
development of new andhe upgrading of existing healthcare facilities for the public sector in South
Africa and to provide context foplannersand desigers. This document focuses on the form of the
hospital and § supportedand enabled as indicated in section 2 belowy a range of other more
focussedguidelines.

2 h@SNIJA S o

Hospitals provide the primargetting for the delivery of health care services. For patients the setting
is importantg patients expecen enwronment that will enable effective treatment for their condition,
that will be pleasant and promote healing and that will $efe. While patient episodes of care are
generally infrequent and of relatively short duration, the quality of the environmentexmkrience
can significantly influencleoth their physical and mental wellbeiras well as their rate of recoverin
contrast the hospital environment is the permanent place of work for staff. Their experienuse
ensure that they are enable carry at their duties in the most effective way possib@ood quality
environments carpositively enable delivery and lead to more effective patient outcomes vyuter
quality environments can lead tpatient and stafffrustration, both compromise service delkry and
patient outcomes and increase the cost of service delivery

This document is designed to provide a frame of reference fopthaningand design of the whole
hospital; at one level it provides the introduction to the suite of IUSS Guides, Norms and Standards
(IUSSGNS) for healthcare facilities, at another it synthesises the common requirements of all
documents, providing the glue that links all the mantipical and spport 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 document§he set of documents was structured into four braadsets:

1 Clinical andctlinicalsupport departmentswhere there is direct contact between the patient
and hospital staff

1 Support departmentsproviding administration, hospital support or facilities management
services enabling the primary clinical services

1 Cross cutting documentahich impact many or all departments, and

Procurementrelated documents including toolkits and guides impacting the planning,
briefing, acquisition, commissioning, maintenance and decommissioning of healthcare
facilities.

Many of hese 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
wheretopics common to more than one department or unit are coverechire detail. For example
specific requirements for infection prevention and control (IR@) be highlighted directly where
applicable such as in thaurgery or oupatient services documentsut as IPC is criticacross all
healthcare facilies, the sibjectcoveredmore thoroughly andn more detail in the IPC document.
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Table 1 below lists the full suite of documents dhd key cross reference documents for the hospital
design principles document.

Essential
Recommende|
Essential
Recommende|
Essential
Recommende|
Essential
Recommende|

A: CLINICAL B: SUPPORT C: CROSS CUTTING D: PROCUREMENT
A:01 Accident and emergengyX B:01 Adm|n|strat|9n and X C:01 Generic room data X D:01 Integr.ated mfrastructlure
related services planning (IOPT toolkit)
- I hospital i i ) L
A:02 Critical care X B:02 Gengra ospital suppo X C:OZ.lM?Sp.ImlI == D:02 Planning and briefing X
services principles
A:03  Adult in-patient services X B:03 Catering services X C:02.2 Security X D:03 Space guidelines X
A:04 Laboratories X B:04 Laundry and linen X C:03 Er)glr)eenng design X D:04 Cost guidelines X
principles (BES)
A05 Mental health services | | x |B:05 Mortuary x| |c.oa Environmentand x| |p:04.q Order of Magnitude X
sustainably (OoM) estimator
app Obstetrics & x| g0 Nursing education C:05 Materials and finishes | X | |D:04.2 DoPartment level X
gynaecology institutions (NEI's) estimator
A:07 Oncology X B:07 Health facility residentigl x |C:06 Future healthcare x |D:04.3 Life cycle costing X

environments

Central sterile supply

A:08 Outpatient services X B:08 unit

X C:07 Healthcare technology x |D:05 Procurement

Paediatri n - . - ) T
A:09 aediatrics and X B:09 Clinical training x [C:08 Inclusive environments | X D:06 Commissioning X
neonatology

Infection prevention and|

A:10 Pharmacy X B:10 Waste disposal X C:09 control X D:07 Maintenance X
A:11  Primary health care C:10 Health informatics x [D:08 Decommissioning X
A:12 Diagnostic radiology | X C:11 Regulations X D:09 Capacity development
A13 Rehgbllltatlon & allied X

services
A:14 Sub-acute services X

A:15 Operating theatres X

A:16 TB services X

Tablel: IUSS guidelines drinterdependencies

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 docurmindivided into 3 main sections:

1 Part Aoutlines the national and provincial service and policy context and briefly covers the
key factors impacting on design development

1 Part Bcovers more specific planning and design requirements through the various stages of
design development and includes issues common to most hospital departments, while

1 Part Gncludes schedules for further reading and references.

This document is designed to fulfil two primdonctions

1 firstly to act as a primer for healthcare facility planners and designers proviatitiy
background and contextual information on hospital design princiagewell as references for
further readng, and

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

Sections which act as a primer asbown in normal font text while those serving as specific
requirements arehighlighted in italic text andrelistedunder the releant section
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3.1 Healthcare infrastructure and &althcare systems

The primary function of a health care system is to dels@nvices that will contribute towards the
health and wellbeing of the community served. Faciliies part ofthe healthcareservice system and
require a set of allocated resourcesincluding people, buildings, equipment drugs and supplies to
operate effectively. The ability of the system to operate deperdgially on the quality and
effectiveness ofhe stewardship andversight ancn available andllocated funding.

The makeup of a particular facilitydepends on the defined service to be delivered as well as services
provided from or shared with other related facilitiesu¢h as referred clinical servicéseakdown and
prepacking in the pharmadyr linked clinics or outsourcing laundry services). This must be defined in
the project brief.

Health System Performance Framework

Functions the system performs Objectives of the system

Stewardship
(oversight, managing resources, Responsiveness
powers, expectations)

\ = \

Creating resources Delivering services

(people, buildings, equipment, (at appropriate level, in/ outside Health / wellbeing
drugs, supplies) fixed service platform)
/‘ : /’

Financing
(raising, pooling, allocating Fairness
revenues)

Abbott et al, 2008, adapted from: World Bank, 2000, Schneider et al, 2007

Figurel: Health system performance framework

Healthcarefacilities provide the environment through which healthcare services are delivered over
the full life cycle of the asset. Faciliiassually with a life span of up to 50 yeaase the most fixed
componentand therefore alsopotentially the most constraning aspectof the health care delivery
system. @ality assets capositivelyenable theservice;equally poor facilities canegativelyimpact
service delivery. The more effectively the service is plapdefined and resourced the more likely
that individual projectscanbe developed to provide an effective foil for service delivery. The better
and more experiencethe team deployedo a new or upgrade projecthe more likelythe resultant
facility will beboth 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 theprovincial Service Transformation Plan into the project brief.

3.2 Policy

Health service delivery in South Africa is provided unberftamework of the National Healtct

Regulations
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Include ref and cross ref to regulations here?

3.3 National Health InsuranceNH))

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.

oSouth Africa is in the process of introdugian 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 phaseth over a period of 14 years. This will entail major changes in the service
delivery structures, administrative and management systémblS).org.za, 2014p the service
delivery model outlined in th&lHIGreen Paper (2012) NHI sies will be provide through all existing
healthcare facilities in South Africa supplemented where approprigtervices will potentially be
delivered from both the public and private sectors witletbulk of servicesontinuingto be provided
through the government network of facilitieSignificant work will be required to ensure that all
facilities can cater for thexpandedrange of services envisaged under NHI, to bring facilities up to the
standards required andnsure thatthey can be readily and cost effectivehanage and maintaired

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 complyith the National Core Standards (NG8} by the Office of
Standards Compliance (OS83. healthcare dcilities will be assessed from time to tirte
reviewongoingcomplianceas set outin the NCSit is essenél that planners and designers are
acquainted with these requirements and plan and design accordingly

The NCS(Republic of South Africa, 201%)ere developed by the DoHto assist in setting the
benchmark of quality healthcare against which deliverysefvices can be monitored. It addresses
various aspects related to safety and security issues, particularly in the following two sections of the
document:

1 Domain 2: Patient Safety, Clinical Governance and Clinical Carers how to ensure
quality nursingand 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 eventsincluding healthcare associated infections; and support any affquatieénts
or staff

1 Domain 7: Facilities and Infrastructureovers the requirements for cleasafe and secure
physical infrastructure (buildings, plant and machinery, equipment); functional,- well
managed hospital services; and effectaste disposal (Se&nnexure B).
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3.4.2 Project assessment

Requirements

A. The most significant impact on thfenctioning andoperation of the proposed service is
usuallyachieved through effective planning and design of the new facility or upgrade project.
Generally the moreuality time that is investedin project initiation and development the
better the outcome will be

Projectplans anddesigns will be assessed during their development at the approval gates indicated in
the Project Implementation Manual and as outlined in figuxdelow.

Gateway process
Design assessment framework
Post occupancy evaluation

Performance monitoring

A4 LY TN A&GNHzOGdzNB LI I yyAay3 02y (SEQ
All healthcarefacilities go through a life cycle starting with strategic service and project planning

through to eventual decommissioning and dispo3dlis is illustrated in figure xx below.

PLANNING CYCLE

analysis appraise options

Priority, goal,
objective

Monitoring &
Implement- evaluation
ation

Program
ming

Strategy Procurement Operation Disposal
- Objectives - Planning - Service management - Transition
- Needs assessment - Design - Property management strategy
- Integration plan - Construction - Facilities management - Disposal
- Resource plan - Commissioning / - Maintenance management / process

FACILITY LIFE CYCLE

----- 2 Monitor = = = = = = -%-

EI |
——— LIFECYCLE

SERVICE LIFE

Ne ==

Figure2:

Reference to
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5.1 Infrastructure and service delivery
5.2 Infrastructure and lealthcare service planning

5.3 Infrastructure classificatiorg facility classification vs levels of care

The classification ohealth care facilitiesand levels of care has been gazetted by the national
Depatment of Healtt. 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.

Tertiary 3 service

Tertiary 2 service

Tertiary 1 service

Level 2 service

Level 1 service

CHC service

PHC service

6 520dzY©Og LIS a
Although many of théackground and requirement design principles are similar for different tpes
healthcare facility, this document will focus on the dgsiof all levels of hospitals. The design

principles for tinics and Community Health Centres are covered inlth@SGNSdocumentPrimary
Health Care

! Government Notice R 185, National Health Act 61/2003: Regulati@etegories of hospitalsNo.35101
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It is self-evidentthat 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 appropriateervices, functionaspacesand equipment as defined in the

brief, which provide theprimaryenvironment forclinical diagnosigatient treatment and careThese
spaces provide for and are supported bywdde range of clinical, administrative and facilities
managementystems andupport systems that togethexnable the delivery of clinical care services.
The delivery of appropriate care is further enabled, impeded by the decisions that are made
around the shape, form, layout, flow, relationships, engineering systetims seledion and
specification of materials and constructiguality 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 thelanning anddesign of a hospital project, it is important to understand those
key principles that will inform theventual design of théealth care facility. The followingrinciples
focussed specifically on patient care and hiealervice deliverare discussedn this section

1 Patient focussed care
1 Evidence based design
1 Salutogenesis

1 Lean healthcareand

1 Hospital systems

A second set of principles, focussed on enabling healthcare delivery over the service life of the facility
will be addressed in thiollowing chapter

7.1 Patient-focussed care

Requirements:

A. Hospital planners and designers should be acquainted with the bpdadiples of patient
focussed care and shoduiltcorporate the principles into their designs

Patientfocussed (PFC) or patieaéntred careprovides a reminder that the design of a health care
facility and the functioning of the healthcare service needdspond primarily to the needs of the
patient. The Australian Commission on Safety and Quality in Healtid&8QHdefines patient
OSy (i NB R catelthdfSs rdsgectfdl of, and responsive to, the preferences, needs and values of
patients and consumetr 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 €are.

While most aspects of PFC relate to the cay@ing process, these activities are either enabled or
constrained by the physical environment and the two need to be seen as wholly interconnected.

? Australian Commission on Safety and Quality in Healthcare Patignited Care: Impnang quality
and safety by focsing care on patients anaonsumers. Discussion paper, Draft for public
consultation, September 2010 (ACSQH, 2010)
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L/ {vIl 32S3a 2 yeseareh dghdnstiateditikat patiexdeMded @re 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 increaseand patient care experience improves. Patieahtred care can also
positively affect business metrics such as finances, quality, safety, satisfaction and market share.

The design focus of PFC is to identify those aspects of the physical design gpheoefi 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 Bvidence basd design

Requirements:

A. Hospital planners and designers should be acquainted with the broad principbesdehce
based desigand shouldncorporate the principles into their designs

Many of the conceptsaand objectives highlightedn PFC are consolidated into a hospitisign
research framework known as evidence based deéieBD) EBDis the process of basing decisions
about the built environment on credible research to achieve the best possible outéombis
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 hosghat are linked in some way to the
physical environmenand to draw from these recommeiations which wilbssist healthcare planners

and designers tareate the right physical environment to support PFC

This resultingesearch informed design procdssseen as deliberate process for creating hospitals
and other healthcare design buildisgnformed by the best available evidence, with the goal of
improving safety, medical, staff and financial outcorhelrich also notes thathe state of knowledge
of evidencebasedhealthcare design has grown rapidly in recgetrs. The evidence indicatehat
well-designed physicalettings play an important role in making hospitaéfer and more healing for
patients and betteplaces for staff to worf

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

1 Evidence based design
Ergonomics

Recognising specific populations

1
1
1 Daylight, lighting and health
1 Ventilation

1

Infection control

[ FdzNF Qa &af ARSay
wSasSkNOK AYyF2NN¥SR RSaAalyyYeé Al NBFSNB (2 |

® http://www.healthdesign.org/aboutus/mission/EBD_definition.php
*R. Ulrich (LdTA ref)
® Ulrich et al, 2008
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Thefour componens of an Evidencd®ased Design Procems:

1 ogather qualitative and quantitative intelligence

1 map strategic, cultural, and research goals

1 hypothesize, outcomes, innovate, and implement translational desigd
1

measure and share outcomes
From"
Definition:
EvidenceBased Design is the process of basing decisions about the built environment on credible
research to achieve the best possible outcomes
http://www.healthdesign.org/aboutis/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

Backgroundg hospitals are dangerous places, complex, interface between technology and human
caring;

In a comprehenige 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 esigrebrs need to address:

1 Improvingpatient safety through environmental masures This can be further subdivided
into:
0 Reducing hospitecquired nfections
0 Reducing medical errors
0 Reducing patient falls

1 Improving other @tient outcomes through evironmentalmeasures including
Reducing pain

Improving patients sleep

Reducing patient stress

Reducing depression

Reducing length of stay

Reducing patient disorientation

Improving patient privacy and confidentiality

Improving ommunication withpatientsand family nembers
Fostering social support

0 Improving patient satisfaction

1 Improving staff outcomeshroughenvironmental neasures

0 Decreasing staff injuries

0 Decreasing staff stress

0 Increasing staff effectiveness

0 Increasing staff satisfaction
Important to understand hospital acquired infection and possible modes of transmissiafer to
IUSSGNSdocumentinfection prevention and controlimpact on design layout, selection and location
of fittings, ventilation, selection of finishes, ...

O O O O O o o o

®The Four Levels of EviderBased Design Practice,” D. Kirk Hamilton, Healthcare Design, November
2003
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7.3 Salutogenesis

Many of the designconceptsdeveloped frompatient focussed care are also found doncept of

psychosocially supportetiospital designproposed by Alan Dilann turn based on theconcept of
SalutogenesigDilani, 2009) Salutogenesisoriginallyconceiedo & ! | NRY | yiz2y20418& AY I
proposes an alternative to théisease based model of incidence based edrehfocuseson curative

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

primarily the relaionship between health, stress and coping.

This approach of focusing on agitively reinforcingboth the lifestyle environment andoping
mechanisms can assist withevitable stress incidences and lead to improved healtiHO defines
K S f (akstateéoficoniplete physicalpsychological and socialell-being; not only theabsence of
AffySaaéd ¢KAE fAYyl14a& Ay (G2 (KS EEhealthcargsysiemaszi A2y EE
shown in figure 1, of enabling and support of the health and weélip of the population.
Factors that affect health include:
1 geneticsg heredity, ethnicity
biologicalg sex,age, disease

socialg profession, economynetwork
life style¢ food, exercise, smoking, alcohol
personality¢ attitudes, values, emotiondemperament

risk factorsg life events, risk behaviour, natuatastrophes, danger, violence, and

= =2 =4 =4 -4 -

environmentg geographic place, climate, pollutions, social environtmphysical
environment, design

While the primary focus in healthcare facilities is the design of the physical environment, other
factors in planning includa move from curative to wellness and health promotion centidere on

this conceptan PHGmore than in L2/37?) health promoting centres could include community support
services sut as community

In commonwith the concepts outlined irchapter 6.1 on patient focesl care, salutogenesis also
focuses on

Factors that affect health

Genetically (hereditary characteristic ethnic belonging)
Biological (sex, age, disease)

Social (profession, economy, sex, network)

Creatingsocially supportivenvironments

tftl0Sa F2N QYSSGAYy3aQ FyR QO2yiSYLIX I GAzY

Music andHealth
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Daylighting

Art, Cultureand Health

Perception andVay finding

FOOS&aa G2 3INBSY FINBlLFa FT2NJI NBONBF(GA2YE
Design fompositive psychosocial stimuli and restoration
RestorativeEnvironmentNature andLight

¢1 SIf K Acamplete ghysicalp§ché@dgical and socialel-being; not only theabsence of
tfy SmaH:

7.4 Hospitalsystems

Requirements:

A. Hospital plannersnustreview all systems in the specific context for their project and must
define the requirementsor each providing sufficient detail both for the design team to
understand and create the right environment for service delivery, and for the commissioning
teamto enable and initiate the service

Hospitals are built around a complex interrelationship of systems that togethablethe people,
equipment, supplies into a defined environment at the right time to enable a spdwfidthcare
activity to be performed and, after completion, for the space to be recycled for the aetivity.
These systems need to be definadd managed and require the right series of delivery, storage,
process, delivery and recycling spaces and routes through theyfacili

At a high level systems require four actions: input, throughput, output with a feedback loop as
illustrated in figure xx below:

INPUT OUTPUT
Materials THROUGHPUT Well people
Equipment Clinical and clinical Education
Facilities support action / Dignified death
Employees secondary Secondary system

Patients functional system output (into
Funds primary system)

Figure3: Systems framewofk

Hospital systems includdinical

Hospitalsupportsystems include:

" Derived from the Latisalusfor health and the Greekenesidor origin.
8Adapted from Sullivan & Decker, 1988fective Ledership & Management in Nursing
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Catering

Laundry and linen
Pharmacy
Materials handling

Wastesystem

= =4 =4 -4 A -2

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 relationshipPiDessential, figure xx),
delivered to point of use clinical departmeng¢sdefine whether top or collected by staff from the
pharmacy(e.g. ward prescriptionsHigh level scurity of the pharmacy andsecurity on delivery
routesis essential. Full details are contained in fSS GNS documéttiarmacy

7.4.4 Materials handling syem

7.4.5 Waste system

Provision must be made for the safe collection and holding of waste at poigémération waste
collection and removal to a central holding pgiahd disposalrom the site Waste disposal pathways
should as far as possible be separafezin patient and public pathways. In larger facilities this may
involve separate service corridors and lifiaull details of waste management system options and
requirements are included in thkJSS GNS documeénfrastructure 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 sectot. 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 leanttinking means using less to do mteLean thinking is applied through a structured
review of

9 Lean Health Care: What Can Hospitals Learn from a Y@balss AutomakerRim CS, Spahlinger DA, Kin JM, Billi
JE. Society of Hospital Medicine. Published online in Wiley InterScience. 2006.

10 Going Lean in Health Catell 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 productionis based on a programme of focussed comtins improvement working
through efficiency gains, waste reduction, increasing product quality and respect for pébgleend
result for Toyotais a learning organization that values employee contributions and continuously
strives to produce products ofigher quality at lower costThese 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 systecan be reviewedyi G SN¥a 2F WAy LJzizZ GK
2 dz(i Lddzi Q 'Sz AGS\R y Ay G KS KSI i KallelSEeamSHMagiingl/gW) Sy (2 ¢ 2 8
processcan be used toepresentthe key people, material, and information flows requiteddeliver a

product or servicein order © distinguish betweenvalueadding and nogvalueadding steps

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

shortages have been recorded In developing new facilities planners should review existing

processes

Al ean thinkingo? Simply put, | ean means using
to streamline processes, reduce cost, and improve quality and timely delivery of products and
services

8 9yFotAy3d fIH&S 0e8dts STFFTAO

Introduction

8.1 Affordability and life cycle

Requirements:

A. Hospital planners and designenged 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 thevision 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.key consideration during the delopment of a
project must be the cost and ease of operation over the full life cycle of the facilityinitiaé capital
costover the service life of the facilitglus reinvestment for upgrades and renovations amounts to
some 510% of the total life cycle cost incurred through the aqset). Healthcare technology costs,
while initially only some 260% of the capital cost of the buildings, can equal or surpass thaeof
buildings over the service life of the asset replacement of clinical equipmegénerally occurs at a

far faster ratethan building componentsFigurexx below highlights thecumulative costs incurred
through the operation of a healthcare facilityver 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.

' Reducing Waste and Errors: Piloting Lean Principles at Intermountain Healtiedheds, Tools,
and StrategiesJimmerson.C, Weber.D, Sobek.D. May 2@kt Commission on Accreditation of
Healthcare Organization¥ol 31 Number 5 pp 249.
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Theinitial planning and design phase offers a unique opwaity to create theright environment to
positively enable and support health service delivery through the operational life of the faltiiiy.
critical to ensure that adequate time and resources are assigned to the initial planning and design
developnent processKey planning decisions include the size and type of service

Sound lifecycle based decisionfor both engineering systems and detailing and materiatanalso
significantly impact the facility maintenance and management costs throughlitecycle of the
facility.

i
=1
- S | —
w = : [}
8 |8 kS 8
o (< = Y
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2 |ai8 § § 5 o 3
i =
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Facility life cycle

Figure4: 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 tHedettgon
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 designemsed both to recognise that changeto the physical layout
structure or engineering servicegll happen over the service life of the facility athcht
adequatemeasures to enablsuchchange to take place with minimum disruption to ongoing
servicedeliveryneed to be taken during the initial planning and deggrcess

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 thataflocation of room function, minor or major
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refurbishment, remodelling olarge scaleedevelopment 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 am nature of change
Location
1 workplace / work environment / system or service level
Impact
1 minimal- change in routine, equipment or furniture
1
Risk
1

Researchundertaken at a number of hospitals in Australia highlights a number of features that have
assistedo accommodatechangeover the service life ahesefacilities™. These includ:

T a! fFNBS ANAS GOSN KK KRR NSNSt G§SR T 2yAy3aodd

 Designaround K2aLWAGFE WAIGNBSGQ 2N ALIAYS 6AGK LINBFSH
expansion at either end or to various units along the spine (outward or upward

1 Capacity to upgrade building services on a zone by zone hasisl
1 Use of amodular grid thaupports a range of functiodss

Site size and mastgianning guidelines including provision for future expansion is discussed further
in sections 8.1 and 9.1 below.

¢l 1Ay3a GKS ySSR F2NJ Ff SEA amioptimél @esignyisonehaRihhibits 0 A £ A G & A
OKIFy3S 2F FdzyOQiAazy tSFAGX NI (K& GKIy 2yS GKIFG FAh:

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:

PUENIKSeEsS wWos /K2 Hills, S @09, Wil sand  Adlaptabiity Beport An
International Review for the NSW Context, Centre for Health Assets Australasia, UNSW, Sydney.
13 |4

Ibid p44.
“World Health Organisation, Observatory Series on the Health Care Systems of &simpeel in
Carthey, R. 200Bome thoughts on Hospital planning for long term sustainabliypa PHG Seminar,
Beijing.
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A. Hospital planners and designansdeveloping their project designeed totake into account
both the likely future trends outlined below as well as the provisions listed below which will
help to facilitate ineitable 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 technolpgyedical or infrastructure; or

even of ? Technology changesn be very rapid, the first fully mobile cell phonentroduced less

than 25 years agdias now become ubiquitous arhs the potential to impact the place and mode of
health service deliverg seelUSS5NXiscussiordocumentFuture HealthcareEnvironments With a

planned service life of half a century or more, physical buildimgsever provide a sea anchor to
service delivenoften constraining the service delivered/ith a long leadn and procurement time,
coupled to rapid changes in techogly and service delivery policpany new facilities can become
out-of-date by the timeor shortly afterthey are commissioned

It is important therefore to try both to understand the future drivers for chanfeure issues and
likely future trendsas wel 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)

Consumpion of scarce resources (energy and water) will continue to increase

Resource consumption pressures will increase on commaodities

Demand for services and infrastructure will continue to escalate

Climate change impacts will be manifest in South Afgeaere 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 environmentechnology ancparticularly medical technologghanges at
a far greater rate and, with a long planning and procurement lead t{kighott et al, 2008)

9 { AGS RS@OSt2LIYSY
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 saficess, be of sufficient size, availadre 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 fosgible phased expansion or rebuilding and
decanting with minimum disruption to ongoing service delivery [see 7.5 above]

!* 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 (seecen xx above) for a specific community a range of criteria
need to be reviewed in terms of the existing or potential new silégese can be grouped according

to general site selection criteria and specific health service delivery requirements

Locationin relation to community served 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 | Location in relation to| Generally central to the bulk of the catchment
delivery community served population for the proposed service. At primary health
care level including district hospitals there is a relative
direct geographic link between community and facility;
at regional and tertiary levels the link is less direct with
transportand specialigtion playing more direct roles
Location in relation to
health service referral
network of facilities
and service delivery
points
Options analysis and | IOPT Planning Toolkit enables service coverage analy
optimisation of and status quo review of existing facilities and service
service to establish | and of various options for changes to services and an
best fit for service and possible new facilities
infrastructure
Current Brownfield site- Obtain site plan showing current development, usage,

development

review suitability ad
potential for
expansion or
redevelopment

coverage, site services, access points

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

Establish demolitiomequirements and implications
including potential for recycling and reuse of
construction waste

Heritage Establish heritage Review implications in terms of suitability of site/
status of site and any | buildings for redevelopment and reeis
specific buildings Review heritage reporting requirement
Geographic Site shape, slope,
location and relationship to
features

Suitability and impact
on health service
delivery of

surrounding
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Prevailing winds and
micro climate

Geological
conditions

Site preferably free of
ground conditions
which will require
special foundations.
Geological survey ma
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 acces
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
availablefor use
without the need for
lengthy procurement
processes

Establish ownership, land use rights;
Potential land acquisition costs;

Establish acquisdn process and potential transfer time
and implications on project time programme

Bulk services

Availabiity 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 planningomit here?
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9.3 Access and traffic management

9.4 Roads, pavingand parking / Roads and hard surfaces
9.5 Landscaping

9.6 Fencing

9.7 Security

9.8 Lighting
10al a LB MY Yy Ay 3

10.1 Site and buildings

Zoning
Allow space for expansianquadrant and empty chair Carthey/ Gronigerg alsoRoger in Beijing
w 5SaA3y INRdzyR | AKRASAGAGKVEINBESONRORA omec ad2NB

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 iingact
on the remaining parts in terms of noise or other disruption.

10.2Building form and massing

10.3 Activity, relationships and flow

Hospitals are complex organisms withitical key relationships,linkages andcirculation routes
catering for the general publi¢ including outpatients, for clinical staff, for visitors and for hospital
support staffc including delivery trolleys, and for hospital technical and maintenance staff. Routes for
outpatients should be direct and ideally such that progression further inéoliody of the hospital is
limited.

Daily hospital activity

Significant numbers of peopleisit hospitals on a daily basi®rojections made from a study of
Limpopo hospital data indicate thanhaaverage400 bed hospital could be expected to have about
2100 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 variation¥. All this needs to pass through timeain siteentrance 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 loadsld@ulocatedon
the entrance (generally ground) levabsest 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

® GR Abbott. Unpublished analysiSLimpopo DHIS and health facility health activity data
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close to and ideally clearly wide from the entrance. From these small clusters of departments
circulation patternsdevelop reflecting primary patient flow such admissionsg OPD¢ pharmacyg
admissions and emergency diagnostic radiologyg theatres ¢ ICU ¢ 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 therapyjath 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 get 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 andspicoausand
provide a secure environment

Most hospitals need to provide for

Figure xx below highlights primary clustering of departmentthin zones primary linkages and
relative volume of traffic between department#s discussed above ideally epdtient and clinical
services should be on one lev8imilarly theatres/CSSD, intensive ¢aargical inpatients should all
be closely grouped and on the same floor.

As the hospital support or industrial zone will have heavy vehicle deliveries and isaoftésier area,
it needs to be located away from other hospital clinical araag 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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Figure5: Typical district/ regional hospital zoning and relationships diagram showing primary links
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10.4 Designing for expansion

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 nqromllation 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 enabiifor both the impaired as wedls the unimpaired populatiorSite
accessssues include the following:
1 accessoutes from drop off and parking areas to hospital admission, emergency and
outpatient services shoulbde direct and as short as possiliee visiblycoherentandsuitably
signpostedwith no cross over traffic
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1 site access pathwayhould be suitably graded and without steps, should have appropriate
finishes to be saféor usein all weather conditions

91 finishes should also be uséaldemarcate rougs and identify gradients or rampsd any
transitionswhere there may be potential danger, and

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

Inclusive design is covered in detalil in thiSS GNS documentlusive environments

11. dzA f BANAY R

11.1 Good design principles

Buildings, agor any product, need to be carefully considered during the desa@rceptualisation and
development phase. Good design is characterised in that it:
1 isinnovative- new technology always offers new opportunity fanovation, however
innovative design develops in tandem with new technology and can never be an end in itself
1 makes a product usefdthe building needs to satisfy certain functional, psychological, and
aesthetic criteria; good design emphasizes thefulsess of the building while disregarding
what could detract from it
1 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 aee &as
use than the designs they find less aesthetically pleasing.; people form quick, even instant
impressions and aesthetics matter in that instant
1 makes a product understandabldt clarifies the building making it sediplanatory;
structure itself ca explain the different parts of the whole; Information architecture;
meaningful and easily understandable navigation labels to help visitors find what they want
1 is unobtrusive health buildings are not intended to be just decorative objects or workstof a
- design should be both neutral and restrained; focus on solid design pringiglesd design
does notdistract visitors with your design; people visit a site for its content,thedesign
{ issimpleanddirecC2 Odza 2y & A Y hiferitidh foiy@uTdesRyRdé<yi to €all f f
FGGSyldAz2zy G2 GKS ¢gKIFIG GKS o0dzAf RAYy3aQa LIzN1J2aS Aa
to support the intentions of the building
is honest...
is longlasting ...
is thorough down to the last detail...
is envionmentally friendly ...
is as little design as possible.... [Hbigter Ram$1985)]

= =4 =4 A

11.2 Generiadesign

/ KIyadaS FNRY WY2Rdzf I NJ RSaA3ayQ KSIRAy3

t AO] dzLJ WSyl of Ay 3 (LINRS OGadSS YS TOKA Sy Q&S NO KIIALYE sy T €
3 aspects; generic spaces, standardised room sizes and use of planning grids

IUSS std room sizes are entirely randqQmiepth and width; one possible (optimum?) enclosure for
activities?

NHS nowecommending set of standardised room sizeallow 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
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Options:

1 Follow NHS review std rams

1 Use 2 std depths, width in 300mm increments
X

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, designeitially to a fixed schedule of accommodatjoneed 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 righalance 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 interchangealual lird
clinical support functions allowing later reconfiguratidn

1 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 vefsion
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)

1 Khoo Thek Puat modular design/ room sizes

11.3Ergonomics

Requirements:

A. Hospitaldesign professionslneed 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.

Ergonomicsh & RSFAYSR o6& GKS Ly dSNYLI (A shgdciéntfi® disBigine2 YA Oa
concerned with the understanding of interactions among humans and other elements of a system, and

the profession that applies theory, principldata and methods to design in order to optimize human
wellbeing and overall system performagce 6 L 9! ¥ Hnamn 0 ®

Poorlydesigned recurring elements such as workstations and the layattitafal rooms have a great
impact on the occupational health and saf¢@HS) of staff and the welfare wders

Therearefive principles to consider when designing ergonomic spates:

1 Safety

1 Comfort

1 Ease of use

1 Productivity/performance
1 Aesthetics.

" UK Health Building Note®epartment of Health Gateway Reviews Estates & Facilities Division
2010,p. 1
8 Space Planning and Management Presentation
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All buildings(including external spaces) are to be designed to avoid pertances which may cause
slips and falls. For examplejindow sashes should not open into walkways in a way that can interfere
with the path of a person walking past.

All workspacesshould be adaptable to the users occupying that space. Therefore thayidshe
capable of adjustment or modification to suit that user. For instance, conventional-suféace
heights for seated users are not suitable for people who use wheelchairs, and in this cakeightl
surfaces should be provided. Bench heights atidthg in laboratory and similar work areas should
be designed taking into account the type of work to be performed in this sﬁ’ace.

11.4Building engineeringservices
Infection prevention and control

11.5Direction and wayfinding®

Requirements:

A. Hospitals need to belesigned 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 frequemsers including patients and accompanying persons,
visitors, permanent and visiting clinical staff and administrators, hospital based and visdingcal,
maintenance and domestic support stalRoutes leading each individual to their specific destorati
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 “fiaging systems can

AYONBLI&aS yEASGe@YT O2yTdzaA2y YR RAAALFGA&ATEOGAZY GA
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 raapartments can be added or existing departments

may be altered, added to, consolidated or moved over time requiexgting pathways and
destinations to be adjusted antew pathways to be identified.

Way-finding systems usually comprise

9 architecturalfeatures 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

9 architectural form and trasparency through which users can easily orientate themselves
along a particular route. This usually includes building shape and ¥iemscorridorsinto
external areas or courtyards

1 permanent signage
1 digital devices (e.qg. kiosks or information screens)

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

Y The Australasian Health facilitiegiidelines document provides detailed guidelines and design
standards from pages 976 to 982. This ranges from designing to work benches to counter heights.
2 Growth Solutions Group: Specialist clinics wayfinding guidelifiles: outpatient journeyAugust
2008 www.gsg.com.au
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1 printed information (pamphlets).

Way-finding systems need to be clear and simple and should compriseitually reinforcing group of
visual clues that enable people to make navigational decisidae principles should incorporate the
following:

9 design that includes for everyone and especially the more vulnerable such as
0 thefirst time visitor
0 those thatarephysically challengedr have other forms of impairment, and
o childrenand the aged.

f uiAfAaAiry3a wiSe KdzoQ RSadGAylrGAzya Fftz2y3a | 02 VYL S
hub destination, then directed to a secondary hub destination from that point

1 darity of layout with external views to assist with orientation
1 utilisation of standadised information systemsand
1 use ofstandardisechames numbersand symbols
Wayfinding and signagere interrelated andmust 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 conciseMapsneed to be located on all floors and beaegicallyplacedat floor access
nodesthroughout the buildingFigure 2 shows examples of such maps at Mitchells Plain Hospital.

Figure6: Way finding map at Mitchells Plain Hospital, Cape Town

11.5.2 Signage

Signage is acritics# g | @ 8 Q2 ORYWAIR Y SY (i 2F 6| &dpdct Reed/tallde takek S T2 £ 2 ¢
into account:

1 information displayedn signsneeds to be organised and presented in a logical, sequential
layout
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directional signs shouldgenerallycontain a maximum of fivdestinations

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 ordendtth 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 destinan (closer destinations first)

connect labels (destinations) to arrows
arrow desigrs 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. Iis however, a useful component of the wayfinding system

Signage should:

1
f
f

il

use accessible terminologycommon refer@ces that everybody understands
avoid the use of acronyms and useiversally understood symbols

provide clear contrast between the informati 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 fgtogramsin 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 healthcareSaciliti

Where possible sighage 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 isiXhosdhis three language ¢pn is more difficult to achieve in provinces where
there are more than three dominant languag&efer to local provincial policy.

! Western Cape Provincial Government, Department of Transport and Public Works (2011): Design
Guidelines for Health Faitiks: Wayfinding and Signage.
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Figure7: Signagefrom main entranceat Mitchells Plain Hospital showing directional arrows, colou
pictograms, primary name and nant@nslations

PHARMACY

RECEPTION

CAR PARK
moeor ) ENTRANCE { ¢ orcorps

POINT

RADIOLOGY

YA G,
PO |
MEDICAL LCU

WARD (DESTINATION)
(DESTINATION). -~ SURGICAL

WARD
(DESTINATION)
Figure8: 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 documdntlusive environments
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11.6Inclusive environments

1.1 Site level accessibility
1.2 Buildings

11.7 Safety and security

1.1 Common public areas

1.2 Entrances

Avoiding prisordike/oppressive environment (normativeness):

Since the late 1950s it hdmeen 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

Gy 2NXIF GABSySaae ¢KAOK asSda lFa | 32 ¢ K8 RSOSt 2 LIV
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

settmg the securlty deS|gn goal as one that must achlevaz thia y‘ 2NXIFGADS y' Saaéd C2NJI |1
YStya G(GKS OKFfftSy3aS Llzi o6STF2NB G(KS FTrOAfAaAdlGeQa RSaA
ways and means of achieving physical security without creating a prison like environment.

11.8Supplies, storage ahdistribution
12. dzAf RAy3 Sy3IAySSNAy3I aeaidsSvya

12.1Building engineering systems design

Further more detailed information is included in tHEISSGNS documenBuilding engineering
systems

13/ 2 YLIX Al yOS

Requirements:

A. The design must comply in all respects to theesk version of the National Building
Regulations and all other legislatioregulationsand stndardsrelevant to the development
of buildings for health service delivery

Compliance with thelatest version of theNational Building Regulations required. Where any

F LI NByid O2yFtA0G 0SiG6SSy GKS TFdzyOlAzylf NBIdzZANBY
emerges, the rational design route to regulatory compliance would need to be followed so as not to
O2YLINRYAAS Fye aeadsSyQa FdzyOlAaz2yltAdeo

Asindicated in section 3.4.1 above the hospital must comply with the requirements set 9ffloe
of Standards CompliancPeriodic inspections will be undertaken to ensure compliance.

Annexure xxprovides a list of relevant legislation related to the pidon of health services and
health service facilities. Note thathile this list isextensive it inot necessarily comprehensiveor

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

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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Operational design headerpolicy, management, maintenance,
Functionaldesign

Building

Settingdesign targets

Good design is the end product of a process of g
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Thefollowingreferences provide more background reading on topics covered in this guide.

16.1 Patient focusseftentred care

1 What is PatienCentred Healthcare: A Review of Definitions and Principles. International
LEEAFYOS 2F t in®y, 8000 hNBFYyAalGA2yar [ 2

1 Australian Commission on Safety and Quality in Healthcare Patésrited Care: Impning
quality and safety by foaing care on patients and consumers. Discussion paper, Draft for
public consultation, September 2010 (ACSQH, 2010)

16.2 Evidencébased design

1 How Hospital Gardens Help Patients Heal: Scientific Ameriddature that nurtures ¢
gardens; view D\1 Client & ContrattUSS et &l Norms and standardi8 Cross cutting2
Hospital design principl&kiterature

16.3 EvidenceBased Healthcar®esign

1 Evidence based desigrD\1 Client & ContrastUSS et &1 Norms and standardi® Cross
cutting\02 Hospital design principldsteraturé Evidence based desigriJlrich et al, 2008

16.4 Flexibility and adaptability

1 Carthey, J., Chow, V. & Wong, M. 20l@alth Infrastructure Future Directions: Flexible and

I'RFELIGFO6ES 12aLAdGrta nm [Saazya TNRY {StSOGSR
Projects, Centre for Health Assets Australasia, UNSW, Sydney

T /I NIKS@3X WoI [/ K2gI =+ dI xibidyyaddAdaptdbilita Repast: Aa A f £ &
International Review for the NSW Context, Centre for Health Assets Australasia, UNSW,
Sydney.

1 Carthey,R
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16.5Wayfinding and signage

1

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

Reading list on WayfindingACHSM

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

Western Cape Provincialo@rnment, Department of Transport and Public Works (2011):
Design Guidelines for Health Facilities: Wiading and Signage.

David Gibson:2010. The Wayfinding Handbook. Princeton Architectural Press. New York
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1 Australian Commission oBafety and Quality in HealthcaRatientcentred Care: Improving

quality and safety by focussing care on patients and consumers. Discussion paper, Draft for
public consultation, September 20{ACSQH, 2010)

1 Health Systems Trust web sifpublications) introduction to NHI Green PapéHST.org.za,
2014) http://www.hst.org.za/publications/greerpapernationathealthrinsurancesouth
africa

91 Dilani, A ProfPsychosocially Supportive Design: A Salutogenic Approach to the Design of the
Physical Environment. 1st International Conference on Sustainable Healthy Buildings; Seoul,
Korea. 6 February 2009

1 Carthey, J., Chow, V. & Wong, M. 2010, Health Infrastructuxgd-Directions: Flexible and
I'RFELIGFO6ES 1 2aLAGrHta m [Saazya FTNRY {StSOGSR b
Projects, Centre for Health Assets Australasia, UNSW, Sydney

T /FNIKS@Z WorI [/ K2g>X +d3I Wdzy3Is , dryaRépors Ana A f f a3 { «
International Review for the NSW Context, Centre for Health Assets Australasia, UNSW,
Sydney.

17.1Papers, articles

il
f

17.2Web sites

1 HST.org.za, 2014ttp://www.hst.org.za/publications/nationahealth-insuranceconference
report-lessonssouth-africa
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