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Executive Summary

Primary care is a diverse, changing and criti-
cally important part of America’s health care
system today. This research project, spon-
sored by The Center for Health Design, is
the first endeavor which begins to examine
the implications that the changing primary
care system has on the facility design.

The research project studied six primary
care facilities -- one each located near Bos-
ton, Chicago, Detroit, Minneapolis, New Or-
leans, and Seattle. All were associated with
a larger health care provider organization,
and ranged in size from 10,000 square feet to
55,000 square feet. The definition of pri-
mary care varies among these six organiza-
tions. Each of these groups has taken the in-
itiative to custom fit the mix of primary care
services to meet the needs of the population
and communities served. There is little re-
cent published literature available to inform
or guide designers, administrators, research-
ers or facility managers about successful pri-
mary care facility design. The designers of
each facility carefully evaluated design is-
sues-- such as flexibility, efficiency, and im-
age -- and developed and implemented new
and effective design solutions.

These designers reject the old sterile image
of medical settings, instead providing com-
fortable, light, welcoming spaces which en-
hance patient, visitor and staff experiences.
They pay careful attention to patient choice

and privacy, staff interaction and abundant
natural light. These facilities reflect their or-
ganizations” focus on health promotion and
continuity of care, and a shift from large-
scale to smaller scale facilities with a mix of
centralized and decentralized functions
which balance personal attention and effi-
ciency. The facilities include patient educa-
tion spaces and accessible community
rooms. Most facilities have flexible, adapta-
ble spaces and furnishings, appropriate to
today’s quickly changing health care scene.

These design concepts are consistent with
trends in primary care, which include more
emphasis on wellness in an efficiency-
oriented, capitation-based health care envi-
ronment; client and community orientation
with an emphasis on convenient access; a
shift from hospital care toward primary care
and home care, with associated changes in
training of a variety of health care providers;
and the increasing importance of informa-
tion and other technologies in health care.

This case study research was based on a
very small sample of facilities, but it identi-
fies a set of critical design issues faced by
many involved with design, development,
and operation of primary care facilities. As
more primary care environments are de-
signed, these issues deserve more rigorous
examination, leading to research-based de-
sign guidance.

The Center for Health Design * Min Kantrowitz & Associates, Inc. \Y



Preface

This research paper is the first in a series to
be commissioned by The Center for Health
Design, under the leadership and guidance
of the Healthcare Design Research Commit-
tee. The vision of The Center is “to create a
future where environments support the
highest level of human achievement in all
aspects of life and work.” The Committee’s
support of this research project is a reflec-
tion of this report’s promise to significantly
impact the lives of many, in a manner con-
sistent with the vision of The Center.

Our nation is poised at a moment in time,
surrounded by great uncertainty. It seems
possible to speculate that the future of
healthcare will look nothing like it has in the

past. One can further speculate that the role
of primary care facilities will take on in-
creasing importance as healthcare organiza-
tions - in an effort to maintain their viabili-
tv - shift their focus from inpatient to
outpatient care, from curative to preventa-
tive medicine, and from incomes based on
illness to financial strength from community
wellness.

It is hoped that this research report will ena-
ble those who are responsible for the plan-
ning, design, and construction of primary
care facilities to be able to learn from those
built in the past, so that those to be built in
the future will be better able to support the
highest level of human achievement.

Wayne Ruga, AIA, ISID
President/CEO

The Center for Health Design
November 1993
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Introduction

Context for the Study

Interest in primary health care in the United
States is growing daily, fueled by economic,
social and political change. Responding to
that interest, The Center for Health Design
commissioned a series of design evaluations
of six primary care facilities, to examine de-
sign issues and inform future design deci-
sions. Min Kantrowitz & Associates, Inc., an
applied design research and consulting firm
located in Albuquerque, New Mexico, con-
ducted this research during mid-1993. This
monograph summarizes the results of that
research.

Scope of the Research

The focus of this research first was directed
at identifying critical design issues -- those
programmatic and functional situations
which are found in many primary care facili-
ties to which design solutions must be
found; then on examining how these critical
design issues were addressed and solved in
the six selected facilities. As a result, the re-
search team could identify specific examples
illustrating innovative ideas for how these
issues were addressed in the six sites.

Since the set of case studies is very small
and does not represent the vast range of pri-
mary care facilities, the findings of this re-
search cannot be generalized; that is, one

cannot say that a specific design strategy
that was successful in one of these case
study facilities would necessarily be success-
ful in another facility.

This research was not focused on patient
outcomes; in no way did the conceptual ap-
proach, research methods, or analysis focus
on the question of the medical status of the
patient. In fact, given the fact that the aver-
age time of a patient encounter in a primary
care setting is often less than an hour, it
would be presumptuous to claim such direct
environmental impact on patient health;
however, the physical environment does in-
fluence patients, visitors, and staff in a va-
riety of ways that this study does examine.

This set of design evaluations examines:

1) how a variety of designs fit with different
models of delivering primary care,

2) the relationship between design features
and patterns of practice, and staff and pa-
tient use,

3) the characteristics of specific design fea-
tures (e.g. room arrangements, furniture),

4) how the design processes unique to these
environments influence the final designs,

5) facility management concepts including
durability, maintenance, flexibility, oper-
ation, and use.

There is currently a wide variety of primary
care environments in the United States.

The Center for Health Design ¢ Min Kantrowitz & Associates, Inc. 1



These operate under varied jurisdictions
and are administered by many different
public and private organizations. Some
have benefited from thoughtful, research-
based design, others seem to be after-
thoughts. Some are part of health care deliv-
ery systems which have systematic proce-
dures governing the processes of planning,
operating, or maintaining primary care set-
tings. Others operate in design vacuums.

Primary care is diverse - in providers, set-
tings, motivations and communities. As
more primary care environments are de-
signed and used, the need for research-
based design guidance increases. The con-
text in which this need exists is complex.
Some of the most relevant factors are dis-
cussed below.

¢ Diversity

Primary care providers are a diverse group,
including physicians, physician assistants,
nurses, family nurse practitioners, nurse
midwives, and an increasing number of re-
trained subspecialty physicians.

e Variety of Settings

Primary care is provided in a variety of set-
tings, including small rural clinics which of-
fer the only local alternative to health educa-
tion, prevention, diagnosis and treatment,
‘Urgent Care’ settings located in shopping
centers, commercial retail zones, and private
physician offices co-located with subspecial-
ty medical offices.

e Choice of Primary Care

Patients choose primary care services for
many reasons, ranging from maintaining a
continuing relationship with a family physi-
cian, seeking care for urgent problems after
regular clinic hours, needing routine preven-
tive care, and choosing primary care be-
cause of health insurance provisions which
require referral from a primary care provid-
er to a specialist.

e Community Orientation

The concept of Community-Oriented Pri-
mary Care (COPC) is receiving more atten-
tion as an approach to integrating the specif-
ic characteristics of a community with health
education, active prevention and patterns of
health care delivery.

Thus, in each community, in each practice,
the unique characteristics of the patient pop
ulation are a critical factor in guiding the
form of the practice, and, ideally, the design
characteristics of the practice setting.

o Case Study Sites

These six primary care case study sites, se-
lected by The Center for Health Design, in-
cluded sites in Boston, Chicago, Detroit,
Minneapolis, New Orleans, and Seattle.

o Critical Design Issues

Design for primary care environments is
very complex, especially since the institu-
tional, legal, financial, and scientific context
within which they operate is changing daily.
Issues fell into eight major categories: de-
sign process, humanistic design, functional
factors, technical factors, aesthetic factors,
cost factors, materials and furnishings, and
primary care practice. Each facility had
some outstanding features and some design
details worth repeating.

How to Use This Report

This report describes the case study sites in
detail, identifies the critical design issues
common to all of them and highlights the
successful solutions the research team found
in studying them. Designers, facility plan-
ners, managers and administrators can use
the Trends and Critical Issues sections of
this report to help guide their own analysis
and planning. Sections can be used in facili-
ty programming discussions, and good de-
sign solutions identified here can be adapted
to the unique situations which characterize
other primary health care facilities.

Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions



Trends

This project assessed six primary care facili-
ties which were designed to include the lat-
est technology and current thought in de-
signing and providing healing, efficient
space. Given that the realm of primary care
is changing at a very rapid rate, it is impor-
tant to examine the future directions that
primary care may take.

This section identifies a set of eleven possi-
ble near- and long-term trends in primary
care that could have an impact on the design
of these facilities. These trends were derived
from the literature review and from inter-
views with prominent designers, medical
administrators, and medical futurists. Each
trend is briefly discussed, followed by com-
ments about the resulting design implica-
tions.

Trend One: Wellness, Not Illness

All segments of the primary care portion of
the health care system - health care systems,
health care providers, insurers, and users of
health care services are expanding their ser-
vices and changing their focus from illness
toward wellness. This is reflected in a va-
riety of programmatic changes.

For example, due to a variety of reasons,
health education efforts used to focus almost
exclusively on a particular disease entity - in

fact, they were often disease prevention pro-
grams rather than health education pro-
grams (e.g. “How to Prevent A Heart At-
tack”). For the number which were offered
to people who had already been diagnosed
with that disease, these programs were
symptom amelioration and coping pro-
grams - “How to Live with Your Diabetes”,
for example.

The programs now being offered focus on a
much broader definition - health promotion.
The health promotion approach emphasizes
preserving a person’s state of wellness and
increasing it through comprehensive pro-
grams which may examine diet, exercise,
mental health, family functioning, and other
life style issues in addition to the more usual
anatomic, physiological, and chemical indi-
cators of health or illness.

For health care systems, this appears as a de-
creasing emphasis on acute care, crisis medi-
cine, and very ill patients as the sole point of
contact between health care workers and the
people in their care. More and more fre-
quently, people self refer to acute care set-
tings like emergency rooms, hospitals, and
urgent care centers when they have a major
acute illness or are sent to those settings by
their primary care providers. Primary care
facilities, thus, will be increasingly oriented
toward maintaining and promoting well-
ness.

The Center for Health Design ¢ Min Kantrowitz & Associates, Inc. 3
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Trend One: Design Implications

e Waiting

The cold, noisy, antiseptic-scented, crowded
clinic of the past is gone. When frequent
floor cleaning necessitated by the results of
acute illness or injury was common, easily
cleaned hard surfaces made sense. High
levels of uniform light to facilitate cleaning
in that scenario made sense. Soft surfaces
and absorbent materials made no sense, re-
sulting in acoustically disastrous environ-
ments which seemed even noisier and cold-
er than they were.

When people describe the stress they experi-
enced merely anticipating a visit to this type
of facility for any reason, it is clear that actu-
ally being there when ill or with a sick
friend or family member was far from a
healing experience. As the mix of people us-
ing primary care facilities has changed and
as the philosophy of supporting and encour-
aging healthy individuals and families visit-
ing primary care facilities has grown, facili-
ties increasingly reflect those changes.

During the initial transition from “cold-
clinical, germ free” as a design theme, many
primary care facilities were designed to re-
semble office environments, communicating
a professional, business-like image associat-
ed with competence and efficiency. More are
now moving away from the office image to-
ward hotel or home imagery, with the use of
domestic-scale plants, lamps, artwork, fur-
nishings and window treatments, thus, com-
municating messages about psychological
support, comfort, personalization, and close
interaction. Waiting areas are smaller, with
more flexible, comfortable furnishings, as in
homes. Aquariums act as calming distrac-
tions and televisions play entertaining edu-
cational programs. Toys and spaces for chil-
dren to play are provided.

The message becomes clear -- if the doctor
no longer makes visits to your home, then
you can visit the doctor’s home.

e Education

Focus on wellness implies that individuals
will be increasingly responsible for knowing
about their own health and will expect, and
be expected, to do more self-care. For pri-
mary care, this means providing facilities
and programs to effectively facilitate learn-
ing. Current design practice includes pa-
tient education rooms. These designated
spaces are usually located directly adjacent
to a waiting area where people can browse
through a variety of health-related bro-
chures or view videotapes about topics of in-
terest to them. In some practices, nurse ad-
vice telephone lines are heavily used
providing free medical advice. Some facili-
ties have professionals with special training
in, for example, diabetes education who
counsel individuals with diabetes in consul-
tation rooms with comfortable seating -- not
in an exam room.

As health promotion becomes more associat-
ed with community outreach programs, pro-
viding community health education facili-
ties will become even more prevalent.
Support groups like those for people who
have had heart attacks, and their families,
meet in such facilities. Community rooms
with separate secure evening access will be
used more frequently as the nature of educa-
tion changes toward a focus on community
wellness.

Few primary care facilities offer any oppor-
tunity for patients or visitors to obtain any
food or drink except for a water fountain.
Those that do often have only a soft drink
machine, a questionable message in a health
facility. This is a missed opportunity to pro-
vide nutrition education, to increase the
home-like atmosphere and to make a visit to
the facility more pleasant. While there are
some costs associated with the idea (pur-
chasing and cleaning, for example), there are
definite advantages. A minimal offering of
a bowl of fruit, individual cups of apple-
sauce, or boxes of juice would help make the
health care setting feel more like a home.

Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions



Trend Two:
Primary Care

One-Stop Shopping for

There is a trend toward a variety of primary
care services co-locating at one facility along
a convenient, familiar route with easy auto
access.

Proprietary studies indicate that people do
not like to travel from one location to anoth-
er to obtain health care services, which, in
their minds, are related. The success of the
supermarket is based on the notion of com-
bining a large number of related products in
one location. Hypermarkets aim to increase
the range of products customers associate
with food shopping to include video rental,
toys, patio furniture and small appliances.
Some shopping malls now include real es-
tate agents.

For primary care, this means providing an
attractive and appropriate mix of services -
and products - to meet individual desires for
convenient, complete health care interac-
tions.

Trend Two: Design Implications

¢ Location

Convenient location not only includes the
siting of the facility close to the population
base who will use it, but easy and familiar
access to that facility as well. Easy access is
interpreted as including a variety of factors:
visibility, proximity to other places the per-
son might be going, car access from a famil-
iar route, and free parking that is secure,
abundant, and close to the facility entry.

Except in the downtown core of major urban
centers, individuals prefer to get to the pri-
mary care facility the same way they get to
shopping locations. Primary care facilities
will be found more and more in shopping
plazas, malls and other commercial areas.
There is increasing interest in placing them
in community centers as well.

e Variety of Services

While lab, radiology, and pharmacy services
are frequent components of primary care fa-
cilities, there are other services, such as opti-
cal shops, which are increasingly part of the
mix. There are some facilities which include
chiropractic or massage services. The future
may well see the addition of a variety of
wellness services and products such as acu-
puncture, nutritional counseling, or other
methods of alternative healing.

Trend Three: Increasing Role of Primary
Care

According to an article in the March 4, 1993
edition of the New England Journal of Medi-
cine, Medicare expenditures in a community
are closely related to the mix of specialists
and primary care physicians in each city.
Since primary care physicians prescribe few-
er diagnostic tests and hospitalize patients
less, the care they provide costs less and yet,
according to this article, is as effective. Insu-
rance carriers, governmental health agen-
cies, and health maintenance organizations,
wanting to hold down per capita health care
costs, recognize this fact and are encourag-
ing the increased use of primary care physi-
cians and midlevels.

In California, for example, there had been a
shrinking pool of primary care physicians
until recently. This is changing rapidly how-
ever. In 1993, there was a ten percent in-
crease in the number of family practice phy-
sicians practicing in California. A bill
introduced and passed in the 1993 Califor-
nia legislature specified that fifty percent of
all medical school residency positions in
California should be allocated to training
primary care physicians. Although vetoed
by the Governor, the bill, which will be rein-
troduced this year, indicates the recognition
of the increasing role of primary care in the
American health care system. Even tradi-
tionally research-oriented medical schools
like Harvard and Stanford are establishing

The Center for Health Design ¢ Min Kantrowitz & Associates, Inc. 5



major new programs to emphasize primary
care, because that is where jobs will be avail-
able in the future. There are discussions
about establishing re-training programs
which teach specialist physicians to become
primary care doctors.

Trend Three: Design Implications

e More Primary Care Facilities

Primary care physicians are increasingly be-
ing trained in primary care facilities rather
than in hospital settings.

One obvious design implication is the in-
creasing demand for primary care facilities.
This will be met in these ways -- new con-
struction, renovation, and conversion of
medical facilities. New construction needs
no special comment. Renovation of a variety
of facilities, for example, retail space meet-
ing the location criteria described above, is
already beginning to occur. Conversion of
outpatient medical specialty facilities is on a
more distant horizon. It has the advantage
of already having some relevant compo-
nents in place, plumbing distributed to
exam rooms, for example. Another possibili-
ty, perhaps the most challenging from a de-
sign standpoint, is the conversion of inpa-
tient space to primary care outpatient space.

e Space to Support Training Programs

A second set of design implications involves
providing facility components to support
the training of primary care physicians with-
in the primary care facility. A number of
these training programs already exist. Facili-
ty characteristics needed for support include
acoustically and visually private consulta-
tion spaces for primary care residents to dis-
cuss their findings, recommendations to the
physicians training them, shared consulta-
tion/discussion space for resident desks and
small conferences, provision for hard copy
and electronic library, facilities for research,
and perhaps changes to the size and config-
uration of exam rooms. Perhaps there

should be one-way mirrors in some exam
rooms or provision for videotaping selected
patient/resident interactions for later analy-
sis as part of training in physical examina-
tion or ‘bedside manner.”

Trend Four: Home Care

An increasing amount of treatment and
monitoring is occurring in the home. Some
medications and treatment which used to be
administered by health care professionals
have been transferred to the home setting
where family and friends take on this re-
sponsibility. This includes some long-term
treatment for chronic illness (e.g., kidney di-
alysis).

In addition, home monitoring devices are
becoming more prevalent and more sophis-
ticated. A non-invasive finger probe which
will measure blood glucose levels is now in
early stages of production. Some pregnant
women with potentially dangerous high
blood pressure who used to be monitored in
the hospital are now being sent home with a
blood pressure monitor which will electroni-
cally transmit their blood pressure readings.

Output of these at-home monitoring devices
could quite readily be transmitted to an
identified location at the primary care facili-
ty where appropriate medical personnel
could review them and contact certain indi-
viduals according to their monitored results.

As home caregivers become a more impor-
tant component of the health care team,
there will be an increasing need to help sup-
port those caregivers. For example, the con-
cepts of “discharge planning” at in-patient
facilities includes a team of medical, nutri-
tional, and social work services to recom-
mend services and follow-up for a patient
just leaving the hospital. Follow-up plan-
ning for home care would involve a similar
mix of services and would require spaces to
accommodate them.

Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions



Trend Four: Design Implications

e Space for Training Caregivers

Home care requires both patient education
and training. Training caregivers may re-
quire a special space outfitted with the
range of at-home care equipment and sup-
plies used, with sufficient space to comforta-
bly support the activities of the patient, care-
giver, caregiving trainer, and other staff or
family members. Such a space also should
help increase the home caregivers confi-
dence in their abilities to perform the tasks
with competence and care. Support groups
for home caregivers will also need a place to
meet. Perhaps a respite care component
would allow those people to get needed
support, additional information, and advice
while the patient was in temporary care
(e.g., for people with Alzheimer’s disease).

e Monitoring Receiving Station

The increasing use of monitoring devices
with electronic transmission capabilities im-
plies the necessity for some sort of “receiv-
ing station”, a central location which could
receive remote input. The appropriate medi-
cal staff person would sit at this station to
review incoming monitoring results, review
the patient’s charts, and take the appropriate
actions. This approach has particular appeal
for those many areas of the country where
there is great distance between the home
and the primary care facility.

Trend Five: Total Quality Management
(TQM)

For primary health care, TQM translates as
providing opportunities for meaningful
feedback, participation, and influence on the
part of all participants in the system. For
staff of all levels, teams consisting of a
group of professionals who work together
consistently are growing. These meetings
provide opportunities to address issues as
varied as case management and team inter-
personal interactions.

Health care provider teams also facilitate
professional growth as midlevels are given
an increasing amount of responsibility when
they learn, test, and demonstrate their in-
creasing competence in a team setting.

Health care provider teams are decreasingly
physician-centered. =~ Meaningful feedback
improves staff satisfaction at all levels,
which will result in decreased turnover and
decreased training costs. Opportunities for
professional growth and learning within a
defined primary care environment will
grow.

For clients of the primary health care sys-
tem, a quality approach implies structuring
opportunities for feedback as well as estab-
lishing and maintaining a variety of client
satisfaction measures. Feedback now in-
cludes systematic questionnaires sent to
HMO members to examine a range of issues
from waiting time and parking to pharma-
ceutical prices. Some systems have member
advisory groups, patient feedback groups or
other established groups of individuals to
provide information. Approaches to obtain-
ing client feedback will become more preva-
lent and more sophisticated.

The basis for satisfaction is often the client’s
perception of how they are treated. Proprie-
tary research consistently finds that being
treated with respect, dignity, intelligence
and clarity increases satisfaction. In primary
care settings, potential points for increasing
a sense of privacy include reception, cashier,
appointments, exam, radiology, pharmacy,
and consultation rooms.

Trend Five: Design Implications

Meeting rooms for client feedback meetings
which are available in the evenings without
threatening the security of the rest of the fa-
cility will have many uses. The interior de-
sign approach will continue to convey car-
ing and respect in a variety of ways.

The Center for Health Design ¢ Min Kantrowitz & Associates, Inc. 7
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Architectural elements which decrease the
traditional hierarchical power relationships
in health care will change. For example, the
reception desk which can be placed on a
platform so that people checking in are at
eye level and exam/consultation rooms
which provide dressing and sitting areas so
that post-exam conversations can take place
between people sitting at the same level,
with the patient clothed, are important ar-
chitectural indicators of respect.

Not only visual and acoustic privacy are im-
portant, but people want to be assured that
their medical history and records are confi-
dential, and that phone conversations about
them will not be overheard by others. Staff
working in teams will need consultation
spaces which are private, comfortable, and
not part of the “turf” of the physician.

Ons-site libraries with access to electronic da-
tabases will facilitate continuing education
and training. Approaches such as masking
sounds, electronic medical records, and use
of flexible sophisticated acoustical/visual
barriers hold promise for the future. If well-
ness is considered a partnership effort be-
tween the client and the health care provider
team, the facility must reinforce this idea.

Trend Six: More Midlevels

There is an increasing number of nurse prac-
titioners, certified nurse midwives, and phy-
sician assistants as essential components of
the primary health care team.

Trend Six: Design Implications

Since midlevels need physician supervision,
consultation space where they can present
the individual's symptoms, medical history,
and other essential background data to the
physician is critical. This consultation space
should be private, yet conveniently located
so efficient work flow can be maintained.

Trend Seven: Emphasis on Efficiency

An increasing emphasis on efficiency is a
natural outgrowth of increasing financial
pressure on health care systems and a busy
society where individuals value their time
highly. An efficient health care unit is, to the
patient, a sign of respect for their time. New
technologies can enhance efficiency.

Trend Seven: Design Implications

Reduced waiting time can be facilitated by
electronic means such as medical records
transfer at check-in; instant transmission of
prescriptions from the prescribing physician
to the pharmacy, and ready access to medi-
cal information databases from the examina-
tion area.

New technologies which instantly read tem-
perature and blood pressure will be fol-
lowed by technology currently being re-
searched like non-invasive monitoring of a
variety of substances in the blood, and quick
and accurate on-site lab tests and new imag-
ing techniques.

These technological supports will require
careful consideration of location, wiring,
lighting, privacy, space, and industrial de-
sign.

Efficiency emphasis also may require re-
thinking of some traditional layouts of pri-
mary care environments - central nursing
stations replaced by a number of small hall
niches or computer monitor stations, lines of
exam rooms with flag indicators may be re-
placed by more circular groupings; the corri-
dor as single use circulation space may be
replaced by multi-use circulation areas.

In another example, more compact and port-
able diagnostic equipment (e.g., for X-rays)
can reduce the amount of client movement
around the facility, but may imply changes
in exam rooms.

Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions



Trend Eight: Increasing Importance of
Access to Information

As the amount of medical research increases
dramatically every year, efficient access to
recent medical information becomes more
important. On-site information through resi-
dent computers is currently being done, but
the future includes a variety of electronic
networks and link-ups which will ease med-
ical staff access to a vast amount of informa-
tion. Facilitated information flow between
components of the health care system will
also become more important.

Patients are now demanding more access to
their own medical information. This brings
up a variety of questions about the responsi-
bility for effectively “translating” and com-
municating medical language and concepts
and the form and the media of this informa-
tion transfer. People are also interested in
more information about health and wellness
issues, as described earlier.

Trend Eight: Design Implications

Computer media centers including wall
screen/projection, teleconference facilities,
and two-way interactive video may facilitate
communication among physicians and pa-
tients at different locations.

Trend Nine: Demographics of Aging
Population

The number of older Americans has in-
creased by more than 1.7 million since 1980;
this trend is expected to continue well into
the next century.

As life expectancy increases and as the baby-
boomer generation ages, there will be more
older and more frail users of primary care
facilities. Only one percent of the 65-74 age
group, seven percent of the 75-84 age group,
and twenty percent of the 85-and-over age

group actually need nursing care. Others
need some sort of assistance with transpor-
tation or cooking; however, over eighty-
three percent of the over 65 population need
no assistance at all.

Since aging people will constitute a large
portion of the users of primary care, the var-
ying levels of support and assistance they
need until they die must be carefully con-
sidered.

Trend Nine: Design Implications

Aging users of primary care may bring in-
creased attention to cognitive disabilities.
This implies the importance of designing
new methods of wayfinding and clear sign-
age in facilities that will enable older indi-
viduals to easily find their way. Also, as the
hearing and sight of older people become
limited, assistive technology and communi-
cative tools may be used in exam rooms to
facilitate patient and physician communica-
tion.

If groups of older patients are brought to the
primary care facility, and are seen individu-
ally, waiting times of one to two hours may
be conceivable. There are opportunities for
taking advantage of extended waiting time
by providing patient education space, and
perhaps low-level exercise and rehabilita-
tion sessions during extended wait periods.

* * * * * * * * * * *

There are two trends without direct design
implications, but which are important to
consider in long term primary care plan-
ning:

On-Site Primary Care/The Company Store

Some large companies provide company-
owned primary care centers for their work-
ers. This will decrease loss of work time if
the center is conveniently located on site
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and will facilitate employee’s access to pri-
mary care services. It is an attractive em-
ployment benefit and may enable compa-
nies to more easily control health care costs.

A significant overlap is beginning to occur
between occupational medicine and primary
care, with increasing recognition that the
work place has a great effect on employee
health status, examining issues as diverse as
work-related stress and stress reduction pro-
grams, recognition, impact and treatment of
substance abuse, and other factors.

Capitation

Capitation refers to the system of reimburs-
ing a medical care provider system on a per
capita basis instead of on a per procedure
basis.

An increasing trend associated with the rise
of managed care, capitation means that
health care provider systems make more
money by keeping people well instead of by
performing a larger number of more expen-
sive procedures.

The administrative, long term patient base
implications of this trend, as well as the de-
sign implications are challenging.

This case study research constitutes a sys-
tematic examination of six primary care fa-
cilities, each of which responds to and re-
flects the trends described above in their
own unique way.
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Methodology

After consulting with selected members of
the Healthcare Design Research Committee
of The Center for Health Design, and per-
forming an initial literature review, a set of
qualitative instruments was developed for
use at the six case study sites.

These six sites, listed below, were selected
by The Center for Health Design according
to these criteria:

e personal knowledge of the organiza-
tion, program, facility, and key individ-
uals,

¢ recommendations by professional con-
sultants and committee members,

e sites representing a diverse set of pri-
mary care program elements and build-
ing conditions, and

e willingness of the organization to par-
ticipate in the research project and pro-
vide all requested information within
the project time frame.

The chart illustrates the wide variety of facil-
ity characteristics among the six sites select-
ed for case study.

The facilities selected often will be referred
to in the text by the names of the major cities
near which they are located. They are:

University Medical Center (Seattle)
Group Health Cooperative of

Puget Sound
Seattle, WA

MacNeal Medical Center

in Bridgeview (Chicago)
MacNeal Hospital
Bridgeview, IL

Quincy Health Center (Boston)
Harvard Community Health Plan
Quincy, MA

Inver Grove Heights Medical

and Dental Center (Minneapolis)
Group Health, Inc.
Inver Grove Heights, MN

Redford Medical Center
(Detroit)

Henry Ford Health System

Redford, MI

Ochsner Metairie Neighborhood Clinic
(New Orleans)

Ochsner Clinic

Metairie, LA

After telephone interviews with key design-
ers and health care futurists helped focus
the approach, a trends analysis and more
complete literature search identified the set
of site visit issues.
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After initial data-gathering about the charac-
teristics of the facility was completed,
trained researchers visited each facility dur-
ing July and August 1993. Typically the vis-
its were for two intense days of observation,
photography, staff interviews, administra-
tion of patient questionnaires, and a variety
of other data-gathering techniques.

Structured observations involved document-
ing detailed descriptions of each type of
room, particularly noting those design as-
pects that increased the comfort level and
improved efficiency. Other observations

made during the site visits included site as-
sessment, patient flow, and wayfinding. The
patient/visitor questionnaire was devel-
oped, then pretested in a medical setting,
and revised prior to use at the six sites.
Questionnaire results were tabulated and
summarized; specific comments are includ-
ed in each case study description while a
general summary of responses is included in
the Appendix.

Each of the six facilities was analyzed inde-
pendently and the results across all facilities
were explored in detail.

SUMMARY OF FACILITY CHARACTERISTICS

Group Health Cooperative

Facility Name Located Size (SF) Cost/sf Bldg. Height Construction Free standing Owner-
near: /attached ship

Quincy Medical Center Boston 55,000. $64 Multistory Interior Attached Tenant
Harvard Community build to suit
Health Plan

MacNeal Medical Center Chicago 12,000 $176 Single New Freestanding Own
in Bridgeview; MacNeal
Hospital

Redford Medical Center Detroit 13,000 $58 One floor of Interior Attached Tenant
Henry Ford Health System Multistory build to suit

Inver Grove Heights Medical Minneapolis 35,000 $105 Multistory New Free standing Own
and Dental Center;
Group Health, Inc.

Ochsner Metairie Neighborhood New Orleans 49,000 $85-95  Multistory Renovation Free standing Own
Clinic; Ochsner Clinic

University Medical Center Seattle 10,000 $45 Multistory Interior Attached Tenant

build to suit
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Harvard Community Health Plan, Inc.
Quincy Health Center

Quincy, Massachusetts

(near Boston)
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Harvard Community Health Plan, Inc.

Quincy Health Center
Quincy, Massachusetts
(near Boston)

Introduction

The Quincy Health Center site visit was con-
ducted on August 2 and 3, 1993. Forty ques-
tionnaires were distributed from the Pediat-
rics and Internal Medicine reception desks.
Twenty-six were completed. After a tour of
the facility, observations were made of each
department and interviews were gathered
from representatives of ten functional
groups. The interviews included a surgical
physician assistant, two facility managers,
an administrator, a clerical worker, an ob-
stetrical nurse, an internist, a medical super-
visor, and the designer.

Organizational Structure

The Harvard Community Health Plan, Inc.
(HCHP), Quincy Health Center is adminis-
trated by Harvard Community Health Plan,
a managed group practice with facilities
throughout the State of Massachusetts. The
organization has formed an unprecedented
alliance between a health maintenance or-
ganization and a medical school, forming a
new Harvard Medical School Department of
Ambulatory Care and Prevention.

The Quincy Health Center opened in 1990
and now houses Internal Medicine, Medical
Specialties, Mental Health, Obstetrics/
Gynecology, Pediatrics, Surgical Specialties,
and Visual Services. ~ Supporting services
include a Laboratory, Pharmacy, Radiology,

and an Optical Shop. The center has depart-
ments of Health Education, Member and
New Member Services, and Medical
Records.

Twenty-nine physicians work at this center.
There are twenty-six mid-levels including
nurse practitioners, two visual services con-
sultants, and ten mental health consultants.
There are approximately 145 people on the
staff including administrative heads, super-
visors, clerical support, maintenance, recep-
tionists, and physicians. There are currently
11,000 members with a capacity for expand-
ing the facility to accommodate 25,000. Ex-
pansion space may be used for Obstetrics/
Gynecology or Ophthalmology.

Facility Background

Quincy Health Center is located in Presi-
dents Place Tower, a pair of prominent, at-
tractive brick buildings with beautiful, well-
manicured landscaping. The health center
leases patient space on floors two through
four in the Presidents Place South Tower
(with the exception of the Optical Shop
which is located in the first floor retail mall).
The North Tower is occupied by a bank. In
addition to the Quincy Health Center, the
South Tower includes a wide variety of re-
tail businesses, including restaurants and a
National Park Service Visitor Center. There
are things to do in the area before and after
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appointments or while waiting for laborato-
ry results. Many questionnaire respondents
mentioned the retail stores as their ‘favorite
place” at Quincy Center.

The Center serves patients primarily in
Quincy with a few from South Boston and
Dorchester. The HCHP Braintree Center, lo-
cated several miles away, serves a some-
what different population. Many of these
patients travel to Quincy Center for Obstet-
rics/Gynecology services not provided at
Braintree.  The 80,000 population service
area is primarily urban, including many
people with a variety of health problems
found in urban centers.

All new construction and renovation design
is coordinated by the HCHP Facility Depart-
ment. Outside consultants are retained to
design facilities. SBA |Steffian Bradley As-
sociates, Inc. has designed six sites for the
HCHP, in addition to the Quincy Health
Center.

The current Quincy Health Administrator
was responsible for gathering information
from clinicians during the design phase of
the Center.

Philosophy

HCHP is a national leader in forming part-
nerships with clinicians and their patients to
change behaviors, improve the quality of
care, detect illness earlier or, preferably, to
prevent it altogether. HCHP supports teach-
ing, research, and community service
through a number of noteworthy projects.
Harvard Community Health Plan staff say
they are “recreating their service”, they are
orienting more towards prevention and life-
long health care rather than crisis care.

In order to continue providing quality ser-
vice, questionnaires are distributed every six
months through random sampling of
550,000 HCHP members. Questions address

access to appointments, waiting time, satis-

faction with staff, quality of care, and the fa-
cility. Results consistently indicate that the
members like the HCHP centers. One con-
sumer sits on the HCHP Board, and there is
also a Member Appeals board.

Facility Description

The 55,000 square-foot health center within
the office tower has a unique footprint
which creates interesting circular space on
the interior. There is a core around a grand
stair, with a circle of distinct and separate
waiting rooms around the core, ringed by
another circle of reception areas, ringed once
again by workstations, and completed with
physician and administrative offices along
the perimeter of the building.  Signage is
the primary key indicator of individual de-
partments.

The multi-floor plan includes medical
records, business and administrative offices,
nurses stations, sixty-two exam rooms, six
eyelanes (one with treatment), ten mental
health rooms, four procedures rooms, one
treatment/audio room, offices, waiting and
sub-waiting areas, a conference/lunch area
and reception areas. The main reception
desk is centrally located on the second floor;
subsequent floors have central public areas
surrounding a grand stair. The building ser-
vices and mechanical areas are located be-
low ground level.

Most patients come to Quincy Health Center
by appointment. There is no urgent care
and no formal walk-in clinic. Patient ap-
pointments are scheduled from 8:30 a.m. to
5 p.m., Monday through Friday.

Patients and visitors came to the facility by
car, bus, and subway. The center is located
on a major arterial across from the MBTA
(“T”) Redline Quincy Station (subway sys-
tem) or it can be easily accessed by car. Visi-
tors can obtain recorded directions to the fa-
cility by calling Member Services. It is
estimated that only 5% arrive on the “T".
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Questionnaires gathered during the site visit
indicated eleven percent arrived by subway.

Most patients arrive by car and may choose
to park in the garage or at a parking space
along the street. The Quincy Health Center
validates parking permits up to two hours.
Patients enter Quincy Health Center from
any of three directions. The parking garage
is slightly below grade and connects by a
short flight of stairs or an elevator to a corri-
dor common to the retail mall in which the
Quincy Health Center is located.

Patients and visitors entering from the park-
ing garage or from Washington Street gener-
ally proceed to an elevator located on the
ground floor next to the HCHP Optical
Shop.

Visitors arriving from the street parallel to
the South Tower’s main entrance proceed
immediately up the grand stair to the sec-
ond floor main entrance. The stair and the
portals very clearly invite movement up-
stairs or into a department. This is where
Member Services is located and where a pa-
tient can obtain directions to proceed to spe-
cific areas on one of three floors.

Patients visiting the medical departments
check in with a receptionist in each respec-
tive department. The client waits in a main
waiting area until called by a nurse who en-
ters the waiting area through a door to the
side of the receptionists” area (which staff re-
fer to as a “Down Station”). The patient is
taken to an exam room while the medical
staff complete other exams or prepare for
next exams at the centralized staff worksta-
tion (which staff refer to as an “Up Station”).

The laboratory and radiology departments
are easily accessible by the adjacent medical
department. In fact, the circular layout of
the center allows all staff to circulate along
the periphery of the building throughout the
day contributing to a feeling of keeping in
touch with co-workers.

Most requests for labwork and radiology are
delivered to a reception desk by the patient.
The lab or radiology receptionist enters the
request into the computer. Circulation in
these areas is very efficient.

Medical Records is located in the adminis-
trative office area. This area is shared with
medical transcribers and data processors.
There is a reception area and four data entry
stations located in an open area. Beyond
the open area is a corridor along which there
is another open workstation. The enclosed
offices of transcribers and administrators are
located along the outside corridor wall.
Medical records storage units are located at
the end of the corridor; the door at the end
of this corridor has a special mechanism to
provide records confidentiality as well as
emergency egress.

The royal blue spiral stair is the most promi-
nent feature of this core space and provides
consistency in design between floors.

Each department varies, but similar colors
and furnishings are used throughout the fa-
cility. Patients particularly mentioned the
colors in their questionnaire responses.

Portals at each cluster or entry to a depart-
ment are cherry wood, orange-colored with
routed blue lines and black squares. The
portals are designed to utilize nautical ele-
ments of Quincy’s ship-building history.
Counters are blue and blonde. Shiny gray
round support columns match columns in
the mall atrium. Walls are off-white cream.
Ceiling tiles are white, 2" by 2" and 2" by 4’
panels with a trough design. Sleek black
lighting fixtures with uplights and down-
lights are arranged in a circular pattern
around the stairway.

The carpeting is predominantly blue and
beige speckled and is uniform throughout
the facility except in the lab and public rest
rooms. The walls are frame drywall painted
a color which is perceived as gray/blue or
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Reception areas have colors and detailing which reflect the
strong nautical heritage of the area

The central stairway is a strong visual and functional design
feature.

Archways facilitate circulation and wayfinding, while pro-
viding a consistent design image.
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blue/gray depending on lighting and fur-
nishings.

Noteworthy Design Features

Mall Location

Quincy Health Center is located in a retail
mall. The staff and the patients like being
able to shop, eat, watch people, and go to
the doctor. Several visitors mentioned the
used book store as a design feature that
caught their attention.

Staff Circulation

A perimeter corridor system allows staff to
move easily around the facility without go-
ing through patient waiting rooms. Staff felt
this facilitated their interactions and specifi-
cally contributed to the quality of health
care delivery. They were able to easily and
informally consult with other health care
professionals in the Center.

Space Allocation

The spaciousness of the facility was the most
frequently mentioned feature of the build-
ing. The space gives the perception that the
facility is calm and quiet even though a high
volume of service is provided within the
various departments. Disaggregated wait-
ing areas for each department and ancillary
services contributed to a sense of personal-
ized service.

Image

The architect described the imagery of the
design as familiar and nautical - relating to
the Quincy shipyard. The designs are not
intended to be literal; rather the materials of
a shipyard are used, but not in context: cher-
ry wood, hardware, technical lights, and the
color blue. The elements are neither con-
temporary nor traditional; but are subtle
and effective.

HCHP Model Clinic Unit Concept
The governing concept for HCHP design is
an optimum line of site and visual continui-

ty. The ideal design module for HCHP is a
26-28' bay; however, the shape of this build-
ing constrains this concept.

Central Stair

The stair is a usable sculpture at the central
core of the facility, a dynamic design fea-
ture, a central organizer, and a functional
vertical circulation element. A vertical flow-
through hierarchy was created using the
portals, lighting, and signage. The project
architect described this flow in the inter-
view: Point A (building directory) progress-
es to point B (department portals), to point
C (exams). As the patient moves through
these points, elements or images of circula-
tion drop off, such as lighting and signage.

The stair also reinforces the health promo-
tion message, by encouraging facility users
to exercise.

Entries

The main entrance to the Tower has lawns
and raised flower beds with brick walls
wide enough for sitting. The main entrance
opens to a five-story pitched ceiling atrium
which has about twenty-five round, gray,
lunch tables, a small stage, trees, and metal-
lic columns. A grand stairway to the Quin-
cy Health Center entrance is located just in-
side the mall entry doors. About half of the
patients were observed arriving via this for-
mal route; the other half arrived through
the parking garage. About half of those pa-
tients using the parking garage used the atri-
um stairway to the second floor and the oth-
ers used an elevator located in one arm of
the mall. Most staff entered and exited via
the stairway and used the parking garage.

The main entry, accessed by the grand stair,
is a wide corridor with visiting consultants’
offices on one side. The patient immediate-
ly sees another spiral stair which is at the
core of the facility. As the visitor proceeds,
elevators come into view, then Pharmacy,
and finally Member Services. As the visitor
turns slightly, the HCHP name and logo

The Center for Health Design * Min Kantrowitz & Associates, Inc. 19



come into view. Exiting the center via the
stair, one sees through picture windows and
glass doors into the mall atrium.

The secondary entrance, by elevator, is next
to the HCHP Optical Shop. The lobby is
nicely finished with the same materials used
in the main entrance. There is a blue strip of
carpeting at the first floor landing and a
gray half-circle above the elevator.

Arrival on the second floor from the elevator
also offers an immediate view of the spiral
stair. The Pharmacy is located beyond the
stair and Internal Medicine is readily visible
on the right. The Member Services desk is
semicircular and has a clear view of the cen-
ter area and the elevators.

Waiting and Reception ( Down Stations )
The waiting areas and associated reception
work spaces are called “Down Stations” at
Quincy Health Center. Patients check-in
and out and wait for appointments in the
small furnished areas just beyond each de-
partment’s portals. The pediatric waiting
room includes a small playhouse, a move-
able train, and a bead-maze on a small table.
At least half of the Quincy Center pediatric
patients came with their fathers on the day
of observation.

Staff Stations (Up Stations)

Medical staff function around a central “Up
Station”. These stations are shared by two
or three nurses; they vary in size and spatial
configuration, depending on location in
the building. Those on the perimeter of the
building have a wide picture window.

Radiology

The department includes dressing rooms, a
large radiology room, mammography room,
and a small patient education room in which
videos can be viewed in privacy.

Laboratory
The phlebotomy area and EKG spaces are

flooded with natural light. Patients positive-
ly noted this in the questionnaires.

Staff Lounge/Meeting Room

The combined staff lounge and conference
room has a moveable divider to separate the
spaces. A door in the partition allows access
between the two areas. A small kitchen area
is located across the hall from the lounge.

The lounge itself is quiet when the partition
is closed and is a calm place to ‘get away’
during breaks. There are views to the out-
side from both rooms.

The space is sometimes opened to the public
for conferences, non-profit organization
meetings, and other community functions.

Elements of a Healing Environment
Facility users at Quincy Health Center say
this is a healing environment. They describe
one important element as being peaceful,
caring people. Other elements included a
philosophy of employee related manage-
ment, and the new facility. One physician
assistant said, Yes, no matter how much you
like what you do in your own job, it’s the people
you work with that count.

Response to Trends

Quincy Health Center is located within a re-
tail mall, a location reflecting the one-stop
shopping trend.

The use of midlevel health care providers,
presence of an optical shop and patient part-
nership philosophy shows in their approach
to design. They have an in-house feedback
program to assess patient response to a varie-
ty of care issues, including design.

Their careful selection of colors and materi-
als shows attention to patient comfort
through use of familiar symbolic associa-
tions.
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MacNeal Medical Center in Bridgeview
MacNeal Hospital

Bridgeview, Illinois
(near Chicago)
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MacNeal Medical Center in Bridgeview

MacNeal Hospital
Bridgeview, Illinois
(near Chicago)

Introduction

The team researcher visited MacNeal Medi-
cal Center in Bridgeview on July 21 and 22,
1993. Six individuals were interviewed who
represented key functions in the facility.
Two questionnaires were completed by pa-
tients and visitors. The standard observa-
tion, walkthrough and photodocumentation
protocols were followed.

Organizational Structure

The MacNeal Medical Center in Bridgeview
is administrated by MacNeal Hospital, a
not-for-profit organization, which has been
in operation since 1921.

MacNeal Hospital is affiliated with the Loy-
ola University Medical Center; they share an
integrated Loyola/MacNeal training pro-
gram. MacNeal currently operates twelve
primary care or family medical centers in
the western and southwestern suburbs of
Chicago as well as an inpatient facility and a
cancer center in Berwyn. MacNeal Hospital
is affiliated with the Independent Physicians
Association (IPA) called the MacNeal Health
Providers.

As a result of of this affiliation, MacNeal is
associated with approximately ten Health
Maintenance Organizations in the Chicago
area.

Facility Background

The building was designed and built specifi-
cally for MacNeal to house these practices.
The site was selected primarily because of
the strategic location which could conven-
iently serve the community and surround-
ing area. The lead internal medicine physi-
cian and Center Director were directly
involved in the planning of this facility and
had direct input into the design.

The building’s designer was Stone, Maracci-
ni, Patterson of San Francisco, a well known
architectural firm with over forty years of
experience in designing medical facilities.

The MacNeal Medical Center in Bridgeview
opened in September 1992 and houses five
medical practitioners: two in Internal Medi-
cine, two in Pedjiatrics, and one in Occupa-
tional Medicine. There are twenty-five phy-
sicians that work at this medical center,
including thirteen residents. The Joslin Cen-
ter for Diabetes rents space in this medical
center; they have two Endocrinologists, a di-
abetes nurse, one intern, a dietician, a social
worker and administrative staff.

In addition, four Obstetrician/Gynecologists
and one Vascular Surgeon rent space in the
MacNeal Medical Center in Bridgeview
building.
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There are approximately fifteen people on
the staff, including physicians, nurses, medi-
cal assistants, and administrative staff. The
physician panel size is approximately 1,000
members per physician. The 12,000 square-
foot clinic includes lab, radiology, patient
education room, four nursing stations, com-
munity room, a conference room primarily
used as office space for the residency pro-
gram, twenty-two exam rooms including a
drug screening room, a testing room (audio,
visual, pulmonary), special procedures
room, business and administrative offices, a
staff lounge, two consultation rooms used
by the Joslin Center for Diabetes, combined
medical records and reception area, and two
waiting areas.

Philosophy

The MacNeal Medical Center in Bridgeview
offers a variety of medical services under
one roof, supported by a philosophy that
emphasizes continuity of care. According to
one of the staff, the medical center has abun-
dant resources, enabling patients to come
there for all their care. The physicians net-
work together to coordinate patient care.

MacNeal wanted to create an environment
where the patient enters a comforting and
efficient setting which is designed to pro-
mote healing. They pride themselves on giv-
ing close one-on-one care. Minimizing the
amount of time a patient waits is a goal of
the facility’s management.

Facility Description

Most patients make appointments to see
their physician when they come to the Mac-
Neal Medical Center in Bridgeview but the
clinic also takes walk-in patients. Clinic
hours are 7:00 a.m. to 6:00 p.m. Monday and
Tuesday, 7:00 a.m. to 7:00 p.m. Wednesday
and Thursday, 7:00 a.m. to 5 p.m. Friday,
and 9:00 am. to 1:00 p.m. every other Satur-
day. A nurse advice telephone line, called
“Health Answers” is run by MacNeal Hospi-

tal; however, nurses at the Bridgeview facili-
ty can respond to their patients who may
have questions over the telephone and they
will refer patients with acute problems di-
rectly to the hospital.

The facility is located at the northwest cor-
ner of W. 79th St. and Sayre Avenue and
shares a driveway entrance with the Omni
Shopping Mall, which has a variety of dis-
count stores and other retail shops.

The entry/lobby area is a strong design fea-
ture which is easily recognized. The recep-
tion desk is located to the right of the main
hallway; patients and visitors find it easily.
Patients register at the reception desk, which
is accented with a marble countertop and
lowered ceiling. Patients scheduled to visit
the Joslin Center for Diabetes are directed
around the corner and along the secondary
hallway for a short distance to a different re-
ception desk.

Rest rooms are located behind a curving
glass brick divider wall next to the reception
desk. A telephone offering free local service
is located behind this divider as well as a
coat rack and water fountain.

The receptionist directs the patient to wait in
one of two available waiting areas -- the
main waiting area or a separate child’s area
designed for play located at the end of the
main hallway. The nurse or medical assist-
ant then is notified that a patient is waiting
and personally calls the patient in, and set-
tles them in an exam room. Handicapped
patients are typically escorted into and out
of the building by a nurse or medical assist-
ant who provides extra assistance, if needed.

Patients are escorted into an exam room. Af-
ter the patient is examined, conversations
between the patient, visitors, and health care
staff occur in the exam room.

If patients need to visit the radiology or lab
areas, they are located in the northwest cor-
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Strong entry highlighted by flooring and light from clerestory.
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ner, across from each other. The radiology
and lab areas are accessed off the main hall-
way next to the occupational health section.
Patients needing to have their blood drawn
are called by the nurse and invited inside
the lab. Patients needing radiology are given
encounter forms which provide the nurse
with the necessary information. They are di-
rected to the radiology area which has two
dressing rooms inside the main area, in-
creasing privacy.

Patients stop at the check-out desk as their
last stop before leaving the facility. The pa-
tient coordinator calculates patient visit
charges and completes the payment or co-
payment transaction. The check-out area is
relatively private since it is separate from
the main waiting area.

Noteworthy Design Features

The MacNeal Medical Center in Bridgeview
is housed within a new one-story brick
building with limestone accents. Almost all
of the staff describe the openness, windows
and natural light as the strongest features of
this facility’s design.

Style

Throughout the majority of the facility, four
elements are consistently carried out. They
are:

1. grid detailing carried out in windows,
cut limestone in pillars, hall gate, carpet,
and terrazzo flooring accents,

2. walls which are painted an off-white
with a hint of gray,

3. cabinetry, furniture, doors and trim
are constructed of natural oak, and

4. muted accent colors in the carpeting
are highlighted with turquoise and
beige, or gray.

Extensive landscaping on the site is colorful-
ly attractive and varied. The rectangular
floor plan consists of a main hallway bisect-
ing the center and a continuous secondary
hallway that rings the facility. Within these
two halves four clusters are established.

The carpeting has a muted geometric pat-
tern of turquoise and beige for public areas
(aside from the main hallway) and charcoal
grey in exam rooms and offices. The walls
are frame drywall painted an off-white with
a hint of gray. Ceilings in most patient exam
rooms and some offices were 2'x2" or 2'x4’
acoustical tiles. The remaining ceilings are
painted frame drywall in off-white with a
hint of gray.

No music is played in this facility since it is
felt that music choices may not appeal to
everyone. No food or drink is available to
waiting patients or visitors.

Access/Convenience

The facility is conveniently located next to
the Omni Shopping Mall. Clearly identifia-
ble signage for the building is attached to
the west-facing facade and a free-standing
sign is clearly visible from the intersection
while yet another free-standing sign is seen
at the entry to the parking area. The entry is
has a circular drive located in front of the
entrance used for drop-off and pick-up lead-
ing to steps or a handicapped ramp. There is
no cover for this area, although the side-
walks have heated coils that melt snow and
ice in the winter.

The entrance has glass double doors that
open into an interior entry. Windows from
floor to ceiling (about 25" high) inset be-
tween 4 large limestone pillars form the in-
terior entry. This entry provides a much
needed transition area during inclement
weather. Physicians and staff can access the
building through two other doors located on
the east and west sides of the building.
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Natural Light

The formal entry is highlighted with brown
terrazzo flooring accented with turquoise
marble detailing, clerestory windows, and
18-foot ceilings along the main hallway. To
the left of the entry doors is the main wait-
ing area, referred to as part of the reception
area, which seats approximately twenty per-
sons, a comfortable area filled with natural
light. Facing the entry is the reception desk
which is also accented with oak and a
brown marble countertop; the ceiling is low-
ered elsewhere beyond the main hallway;
however, windows at the reception counter
provide additional natural light. Even the
check-out desk and patient education room
have a corner window adjacent to the main
hallway which takes advantage of the natu-
ral light and brightens this area.

Almost all the exam rooms have natural
light provided either through clerestory
windows or full-length windows outfitted
with vertical blinds.

Work Space

Work space in the facility (i.e., exam rooms,
lab, radiology) is largely left undecorated,
except for the pediatric exam rooms; this
emphasizes the shared, generic work space
concept. Large, attractive artwork is inter-
spersed in the hallways and waiting areas,
meeting rooms, and reception space. Four
pediatric exam rooms are decorated with
colorful wallpaper borders and kites sus-
pended from the ceilings.

Privacy

To the right of the entry doors, a curving
glass brick divider trimmed in oak separates
the rest rooms, free local telephone service,
and coat rack from the hallway.

The children’s waiting area is divided into
two areas: healthy and sick. This is success-
fully achieved by avoiding total separation
or exclusion in which both areas face each
other with a carpeted open play space in be-
tween.

The financial aspects of checking out are
done in private, not near where people are
waiting by the reception desk.

Patient Education

The community room is located off the main
hallway to the right of the reception desk. It
can accommodate about thirty people and is
used frequently by MacNeal and the Joslin
Center during the evening for programs re-
garding health topics and for staff meetings.
The room is entered through double oak
doors with window inserts. Two tables and
twenty-five upholstered oak chairs (rose/
beige fabric) can be moved to accommodate
a variety of seating arrangements. It also has
ample natural light from four ceiling-to-
floor windows covered with vertical blinds.
An electrically-operated ten foot projection
screen is recessed in the ceiling. Attractive
oak cabinetry and forest green countertop
with a sink line one wall and provide space
for coffee or refreshments. Projection equip-
ment is permanently housed in these cabi-
nets for easy, quick access during slide pres-
entations.

To prevent access to the rest of the clinic
during these evening sessions, gates de-
signed to match the grid in the windows are
locked in the main hallway near the recep-
tion desk. These gates are virtually unno-
ticed when unlocked as they fold back into
recessed panels in the walls.

One clinic consultation room, similar to the
exam rooms, instead has a table, two chairs
and a scale. It is located conveniently to the
nurses station and exam rooms. Joslin Cen-
ter for Diabetes uses two other consultation
rooms as well within their designated area.

Located off the main waiting area, the pa-
tient education room is an inviting, quiet
space intended for one (or two) patients at
the most to increase their knowledge about
health issues and services that MacNeal of-
fers. The room has oak display shelves hold-
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ing numerous pamphlets, oak counter space
that holds a combination video monitor/
VCR and assorted videotapes, and two-
tiered counter space for materials and writ-
ing. The clinic physicians and Joslin Center
for Diabetes physicians frequently refer pa-
tients to this room for more information on
health issues of importance to the patient.

Nursing Stations

There are two nursing station configura-
tions: one is a large “L” shaped design and
the other is a niche inset within the hallway.
Two “L” shaped stations are located in hall
corners within space used by the Joslin Cen-
ter for Diabetes. Two hall inset stations are
used by the clinic; these are provided with
natural light by clerestory windows above
the stations. The nursing station cabinetry
has built-in slots for paperwork and sup-
plies, which nurses feel helps them keep or-
ganized. For instance, enough space is pro-
vided to allow individual procedural supply
boxes (i.e., ear irrigation, eye, dressing, etc.)
which improves efficiency.

Drug Screening/Testing Rooms

The MacNeal Medical Center in Bridgeview
is focused not only on primary care for fami-
lies but also for the industrial needs of the
community. As such, the Center provides
pre-employment physicals and drug testing,
audio, vision, and pulmonary tests on a con-
tract basis to large industrial businesses in
the area. These two rooms are part of the oc-
cupational medicine section of the Center.

The drug testing room is similar to the adult
exam room (except with blue/gray vinyl
tile); however, the nurse has the ability to
control all water flow in the bathroom’s sink
and toilet.

The testing room for audio, vision, and pul-
monary tests is directly across from the drug
testing room and has an efficient layout with

three different stations separate from each
other, augmented with natural light from
one window.

Communications

The facility relies on convenient layout, with
staff being able to locate one another in the
hallways or near the check-out area. The
overall layout and size are manageable for
this type of staff communication.

Elements of a Healing Environment
According to a staff member, the natural
lighting is comforting and soothing, contrib-
uting to making this a healing environment.
Other medical care staff describe the envi-
ronment as calming and comfortable.

The elements of a healing environment, ac-
cording to another staff member, are com-
fortable surroundings and a good team,
coming to a place where they know some-
one and see a familiar face and someone
knows them. A staff member described this
building as having a “good feeling.”

Response to Trends

The MacNeal Medical Center in Bridgeview
has responded to trends in primary care by
custom tailoring its services to not only fam-
ily care but community care as well. This is
being carried out by providing local indus-
try, which has a significant presence in the
community, with medical services.

Patients are given an opportunity to expand
their knowledge of a wide range of health
topics through use of a patient education
room and evening sessions held in the com-
munity room.

The facility possesses a flexible design in
which any kind of medical service could be
easily housed.
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Redford Medical Center

Henry Ford Health System
Redford, Michigan
(near Detroit)
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Redford Medical Center

Henry Ford Health System

Redford, Michigan
(near Detroit)

Introduction

The site visit took place on August 10, 1993.
The standard protocol of observations, facili-
ty walkthrough, interviews and photo-
graphs was followed.

Patient/visitor questionnaires were com-
pleted by thirty-eight individuals at Redford
Medical Center. Seventeen were visitors ac-
companying a patient, the other twenty-one
were patients. All arrived by car.

Organizational Structure

Henry Ford Health System is one of the na-
tion’s major vertically integrated health care
systems including four hospitals, thirty-six
out patient centers, a 400,000 member
Health Maintenance Organization, two
nursing homes, and a number of other
health care entities.

The eight-hundred physician Henry Ford
Medical Group serves as staff to Henry Ford
Hospital and the twenty-six Henry Ford
Medical Centers, including the Redford
Medical Center. Henry Ford Health System
had 1992 revenues of 1.26 billion dollars.

Redford Medical Center offers physician ser-
vices in Internal Medicine, Pediatrics, Ob-
stetrics/ Gynecology, Geriatrics, and Psychi-
atry. Their services also include Radiology,
Lab, Medical Records, and Pharmacy.

There are a variety of health care profession-
als at Redford Medical Center, including
four internal medical physicians, one physi-
cian assistant, one clinic nurse specialist,
four pediatric physicians (one of which is
Clinic Physician-in-Charge), a Geriatric so-
cial worker, a psychologist and two psychia-
trists, two psychiatric social workers, and
three nurse midwives. Seventy-five percent
of the patient population are Health Mainte-
nance Organization members. Patient visits
have totaled 21,007 in the first six months of
1993.

Philosophy

While no specific philosophy was described,
a number of staff members mentioned that
the proximity of the health club to the Red-
ford Clinic was consistent with its emphasis
on health lifestyles. The proximity of the
health club is seen as a healthful asset to the
Redford Medical Center and is often used as
a landmark when directions are given.

Facilities Background

Before Redford Medical Center moved in,
the Redford Shopping Plaza in which it is lo-
cated held a variety of discount stores. The
staff at Redford Medical Center feel that the
facility’s presence has been the single most
important factor in upgrading the mall.
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The largest primary care site of twenty-six
HEMC sites, the Redford Medical Center has
a ten year tenant agreement with a five year
termination option. = The approximately
twenty other tenants in the building include
Vic Tanny’s, Blockbuster Video, Burlington
Coat Factory, Hallmark, a sandwich shop, a
grocery store, a drug store, and many small
discount stores. The second floor shell
space in which Redford Medical Center is
located was previously occupied by a retail
business similar to a K-Mart. The facility
opened in January 1991, with a mix of new
and old furnishings and equipment.

The design team included the architect, the
Administrative Manager, the Physician-in-
Charge, and the Registered Nurse Leader.
The architect, TMP of Bloomfield Hills, was
retained as an outside consultant.

Located on a major thoroughfare near two

freeways, the Center serves a predominant-
ly residential area within a radius of forty to
fifty miles. The City of Redford is approxi-
mately 11.25 square miles, and has experi-
enced a steady decline in population since
1980. Employment is primarily in business
services and retail. About twenty percent of
the population is between twenty-five and
thirty-four years of age. Redford Medical
Center provides services to an equally dis-
tributed age distribution from birth to over
age ninety.

Facilities Description

The 13,000 square-foot clinic includes a pa-
tient education room, an education/lounge
area, business and administrative offices,
two work/reception stations, two physi-
cian/nurse assistant stations, one nurse
triage station, twenty-eight exam rooms,
two mental health evaluation rooms, a
group therapy room and associated waiting
areas. The Center is open Monday, 8 a.m.
to 5 p.m., Tuesday through Thursday 8 a.m.
to 9 p.m., Friday 8 am. to 5 p.m., and Satur-
day 9 am. to 2 p.m. Although receptionists
answer the phones and schedule appoint-

ments, patients may talk to a physician or
nurse for assistance with an illness, medica-
tion, or other matter.

After hours calls are directed to the on-call
physician at Henry Ford Medical Center -
Fairlane, or the patient’s physician is con-
tacted. Other HFMC facilities have addi-
tional specialized care, outpatient surgery,
24-hour emergency care, CAT scanning,
therapeutic radiology, and other services.
Major traumas are directed to hospitals.

Patients enter Redford Shopping Plaza and
park near the Redford Medical Center which
is located at the center of the L-shaped retail
mall. A municipal bus enters the Plaza,
though no patients were observed arriving
or departing in this manner.

The Center’s prominent entrance is well
marked with a bright red neon art deco type
arch. Redford Medical Center is clearly
spelled out over the arch.

The parking lot has ample space. Signage
indicates that the Medical Center is on the
second floor.

Patients enter an unfinished shell space and
proceed up a flight of stairs, an escalator, or
an elevator. This entry area is not part of the
Redford Medical Center lease. Near the ele-
vator on the the first floor is a wall-mounted
telephone so that patients may call for assis-
tance if they need help.

Most patients choose to take the escalator to
the second floor, then turn to the left and
walk almost to the front of the building to
enter the Redford Medical Center. Visitors
to Vic Tanny’s, an exercise club, share the
first and second floor entrance, turning to
the right from the escalator landing.

Patients have complete views of the Redford
Center waiting and reception areas through
glass walls. Doors to the Center are posi-
tioned between the two waiting areas. Fur-
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Medical personnel work together in this area throughout Pass-through system to facilitate reception, nurse and physi-
the day. cian information sharing.

Reception area is easily visible; note pass-through slots behind receptionists.

The Center for Health Design * Min Kantrowitz & Associates, Inc. 33



nishings define a large waiting area on the
right which accommodates Internal Medi-
cine/Gerontology reception, the Pharmacy,
and Laboratory visitors. A much larger
waiting area is delineated by furniture ar-
rangements on the left. This area is the Pedi-
atrics, Obstetrics/Gynecology and Mental
Health reception area.

A unisex rest room and a drinking fountain
are located across from the entrance and be-
tween the two waiting areas. The unisex
rest rooms include a sink, toilet, waste paper
container, and an emergency pull. They are
used by staff and patients. The floors are
gray ceramic tile; the walls are gray brick to
48” and then gray, ribbed wallpaper above.

There are restrooms in each corridor, with a
handicap accessible restroom in Pediatrics
which is available to all visitors. Gerontolo-
gy patients who have an increased need for
accessibility may use this restroom as well.

Staff lockers for securing personal belong-
ings are located outside the rest room in Pe-
diatrics. Two pay phones are located on the
wall to the left of the entrance.

The patient announces arrival at one of the
two receptionist areas where insurance and
demographics are verified on the computer-
ized Medipac system. The service memo is
updated and the receptionist deposits the
current file in a pass-through slot to the
work area on the other side of the wall.

A medical assistant picks up the file, calls
the patient, and escorts the patient to an
exam room. After examination, conversa-
tions between the patient and health care
staff occur in the exam room. The reception-
ist schedules future appointments and col-
lects fees as the patient leaves.

The facility is simply finished. Furniture
throughout the facility includes armed
chairs of blonde wood, covered with dark
rose fabric. Carpeting in the public waiting
area is blue with rose, beige, and white lines.

The walls are papered with a fine textured
spackle in beige.

Lighting throughout the Center is recessed
and covered with parabolic reflectors. U-
tube canisters are positioned over reception
desks.

There are three blocks of exam rooms, each
served by a double-loaded corridor. All of
the rooms are identical with minor modifica-
tions in each of two pediatric rooms. The
floors are gray and white sheet vinyl. The
ceiling and lighting are identical. Each room
has a wall-mounted cantilever desk with
overhead cabinets. In addition, there is a
cabinet on wheels and a standard exam
table.

There are occasional recessed areas for sec-
ondary work spaces, a crash cart, and equip-
ment along the corridors. A clean room and
a dirty room are located in spaces similar in
design to the exam spaces and are located at
the end of a block of exam rooms.

Noteworthy Design Features

The Clinic Service Representative

The Clinic Service Representative’s desk is
designed for patient convenience, at check-
writing height. The Clinic Service Represen-
tative can request records by computer. The
medical record bar code is scanned, the loca-
tion of the chart requested is updated, and
the file is pulled. The records are pulled in
Medical Records and delivered to the desig-
nated Customer Services Representative. A
records clerk picks up requests every ten to
fifteen minutes during the working day.

Centralized Services

Radiology, the Laboratory, and the Pharma-
cy are located in the interior of the building
at one end of the Center. All patients pass
through the Internal Medicine/ Gerontology
waiting area to access these services. The
Redford Medical Center plans to expand in
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the near future and these ancillary services
will then be in the center of an L-shaped fa-
cility.

Radiology. This area is small, efficient, and
typical of other areas. A small desk space is
located just inside the door to this area and
is partitioned from the radiology table and
other equipment.

Laboratory. The laboratory is also efficient
and typically finished with the addition of a
formica backsplash above the U-shaped
counter space. The technician indicated that
there is ample space for increasing staff.

Medical Records. The medical records area
included shelves brought from another
HFMC facility. A built-in counter and cabi-
net unit run along the length of wall be-
tween two doors opening onto the same cor-
ridor. Two staff members work at this desk
high counter. There is a raised counter area
for processing paper work.  The room is
finished in mauve. Artwork brightens the
work area.

A copy machine and free-standing desk are
also located in this room. Records clerks
hand-deliver and pick up records. As noted
earlier, expansion will occur into shell space
opposite the Medical Records room, central-
izing the files.

MIMS (a management information system
used to store information from the Laborato-
ry, Radiology, and dictated reports) is tied
to all other records available throughout the
HFMC system.

Pharmacy. Prescriptions are left at a win-
dow opening into the Internal Medicine
waiting area. The pharmacist is visible with
the work space aligned so the pharmacist
has his or her side to the prescription win-
dow. When the prescription is ready for
pick up, the pharmacist calls the patient
who is generally seated nearby. The ten
foot front counter faces and, in fact, shares

the waiting area for Internal Medicine. The
front includes a door and a high counter
with a sliding glass window. The pharmacy
interior includes shelves which run parallel
to the front. The pharmacist’s station puts
him/her at eye level with the patient.

At the present time, the pharmacy is located
at the end of the Redford Medical Center
space. It will be at the core of the center
when the expansion is implemented.

Parking

The large parking lot has abundant free
parking close to the facility entrance. There
is one bench under the portal at the fire zone
near the entrance, providing weather protec-
tion for people at the drop off point.

Waiting

The Pediatric waiting area is at the front of
the building with large picture windows
spanning the entire wall. This area has nine
sets of four connected chairs. Some of these
units have coffee table surfaces suspended
between them. There is a small child-size ta-
ble with four vinyl chairs centered in an area
of about 250 square feet. The chairs match
the adult chairs.

The area is spacious and airy, about 100" X
25',

Staff Lounge/Meeting Room

The well-utilized staff lounge/education
room is located beyond the exam rooms at
the end of a corridor. The room is naturally
lighted with large picture windows looking
north over the parking lot and the nicely
landscaped residential neighborhood be-
yond. A kitchen counter lines one side of
the room and includes a microwave, refrig-
erator, sink, a small beverage vending ma-
chine, coffee makers, and gray cabinets.

There are six blonde tables trimmed with
black and twenty-five teal vinyl chairs with
silver, steel frames. The window sill is deep
and holds two or three living plants. The
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room includes a magazine rack, bulletin
boards, and a writing board.

Administrative, Physician, and Medical
Staff Offices

Located along a back corridor, the offices are
rectangular, very basic, functional, and flex-
ible. Each office has a blue steno-type chair
of a light weight fabric. The offices have ply-
wood shelves and exposed brackets. The
spaces are decorated individually by the oc-
cupants, although medical staff spend little
time in these spaces. Offices are not used
except for personal storage or an occasional
phone call. Carpeting is a gray, brown and
white mix, and is of modest cost.

Work or Care Stations

The work station located beyond each recep-
tion/clerical pass-through is designed for
physicians and medical assistants to work
side by side. A high counter is situated just
under the pass-through and runs the entire
length of this area. Medical assistants re-
trieve files from the pass-through and confer
with the appropriate physician.

There is a second counter for physicians.
This design creates a back-to-back working
arrangement although that is not literally
the way the space functions. There are eight
work stations but the staff are constantly
moving within the area rather than working
at one space. There are high, mauve colored
steno-type chairs, but the staff stands most
of the day. All non-exam activity takes
place here, including transcription.

A nurse triage work station is located be-
tween the two physician/medical assistant
stations. Work stations have shelves above
the counters for reference material, medical
literature, and charts. The carpeting in this
area is gray as is the wallpaper. One diffus-
er directs conditioned air away from a work
space. Music is played in this area.

Pass-through Concept

The flow of traffic and paper is excellent --
staff called it “a chain reaction”. The proxim-
ity between reception, nurse, and physician
is efficient and allows continuous monitor-
ing of patients from sign-in through release.
Activities are always visible.

Elements of a Healing Environment

When staff were asked whether this was a
healing environment, they said, “Yes. It’s
very calming. It gives a secure and confi-
dent feeling.” The staff come here for ser-
vice as well. The program is pro-patient --
follows up with patient care and utilizes
staff to their fullest abilities. Redford Medi-
cal Center conducts patient satisfaction sur-
veys twice a year.

Generous direct access to natural light and
views was specifically mentioned without
prompting by every staff person inter-
viewed at this facility. Staff comments in-
cluded: “The large windows in the lobby
make it bright and comfortable”.

Response to Trends

Redford Medical Center is an important
presence in its community. Its convenient
shopping plaza location with abundant
parking reflects the one-stop shopping
trend.

Redford Medical Center recognizes the im-
portance of its proximity to a health club;
consistent with trends toward wellness and
health promotion.

The efficient shared work station is a good
example of how a variety of primary care
professionals can be located together; as the
trends analysis indicates, this pattern may
occur more frequently in the future.
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Inver Grove Heights Medical and Dental Center-
Group Health Inc.

Inver Grove Heights, Minnesota
(near Minneapolis/St. Paul)
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Inver Grove Heights Medical and Dental Center-

Group Health Inc.

Inver Grove Heights, Minnesota

(Minneapolis)

Introduction

The Inver Grove Heights Medical and Den-
tal Center site visit occurred on August 4
and 5, 1993. Forty questionnaires were dis-
tributed, and twenty-five were returned. Af-
ter a tour of the facility, observations were
made of each department and facility repre-
sentatives were interviewed.

Organizational Structure

Inver Grove Heights Medical Center is one
of twenty clinics operated by Group Health,
Inc. Their largest clinic is 110,000 square
feet and includes several sub-specialties.
Group Healths recent building phase began
four years ago and now includes several
new and renovated facilities. The Center
currently accommodates 12,000 patients but
is expandable to 18,000. Built in 1991, the In-
ver Grove Heights Center is two stories and
35,000 square feet, with plans to expand
within five years.

Located in suburban Minneapolis/St. Paul,
the construction design is intended to have a
residential character. The service area has
minimal industry and a low concentration of
elderly people. The Center includes family
practice, obstetrics/gynecology, chiroprac-
tic, pharmacy, radiology (including mam-
mography), laboratory, dental clinic, and an
optical shop. It is a regional site for Group
Health, Inc.’s mental health program.

There are four medical practices: three in
Family Practice and one in Pediatrics. There
are several part-time health care profession-
als practicing at this location, including Pri-
mary Care physicians, an Obstetrician/
Gynecologist, two Psychologists, and an Op-
tometrist. There are sixty to sixty-five total
staff, including RNs, LPNs, medical assist-
ants, receptionists, and physicians.

Service is health maintenance organization-
based with minimal fees for service, with an
average of 1,500 members per physician.

The Center is open from 8:30 a.m. to 5:00
p.m., Monday through Friday, with the den-
tal, mental health, and chiropractic depart-
ments open past 5:00 p.m. After 5:00 p.m.,
closed steel doors at the front of the optical
shop and pharmacy secure inventory.

The Center is visibly located near a major ar-
terial and an interstate highway. Patients
drive into a parking lot slightly depressed
below the access road grade, and park in
front of the building. Staff drive through
visitor parking to the side of the building to
park. A canopy clearly marks the point of
entrance at which there is a patient drop-off.
Patients pass by pleasant, well-manicured
landscaping, through glass doors into an air
lock and into the main lobby. The entry has
an automatic door opener option.
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A main check-in is the first point of contact,
with department reception and nursing
nearby. Most patients come to the facility
by appointment. There is no urgent care or
emergency service.

The well delineated check-in is located to-
ward the center and to the left of the en-
trance. The patients check in at the main
desk and their arrival is recorded by com-
puter. This record prints out at the appro-
priate nurse’s station to notify the patient’s
arrival. Mental health patients intentionally
by-pass check-in and go directly to the stairs
leading to the Mental Health Department,
allowing them a greater degree of privacy.

Patients are directed to either Station A
(Family Medicine) or Station B (Obstetrics/
Gynecology and Chiropractic). The patient
sits in a waiting area in front of the sub-
reception desk. Children may wait in an 8
by 18 foot long pass-through space situated
between the two stations. A nurse calls the
patient, and the two proceed to an exam
room. The Center has provided a flag sys-
tem at each exam room door which is used
differently by each medical team. After ex-
amination, conversations between the pa-
tient, visitors, and health care staff occur in
the exam room.

If patients need to visit radiology or the la-
boratory, they proceed through the Station
A waiting area into another waiting space
with a small check-in window. Patients are
called into either area via a shared door.
Staff time is not lost to giving directions.

It is not possible for patients to leave with-
out being seen by the main desk reception-
ist. Staff members on the other hand can
exit through a door well beyond the Station
B waiting area and out of view of patients.

An interior corridor system allows staff to
move easily throughout the facility without
going through waiting rooms. Staff feels
this facilitates their interactions and contrib-

utes to the quality of health care delivery.
There is immediate access to radiology and
medical records, and easy contact with other
staff.

The pharmacy is located at the front of the
building. Patients ring a bell on the counter
and hand prescription forms through an
opening in security glass. Although the
waiting area is near the pharmacy, it is open
and part of the main street concept.

The optical shop is located opposite the
pharmacy. Visitors pass through a public
waiting area and enter the shop through a
wide opening. They may browse through
eyewear displays on twirlers and wall racks,
or they may sit at a counter and work with
the optician. An optical patient enters a
door and proceeds down a short corridor to
a contact lens fitting counter or an exam
room.

Philosophy

Group Health, Inc. has used its Model Clinic
Process to produce this facility as well as
three others. The staff complimented the ad-
ministration for treating all of the staff
equally. Concerns are heard and solutions
are presented. The staff is genuinely com-
mitted to this facility.

Facility Background

Group Health, Inc., a cooperative, decided
to build rather than lease space, allowing
control over building maintenance. Group
Health is committed to investing in ‘bricks
and mortar” and current technology.

The Center is located near South St. Paul --
an area of declining stockyards, rails, river
transportation, and packing plants. The
area is rural and has long-time residents as
well as rapidly growing upscale residential
development. The Center accounts are pri-
marily brokered through employers, with
federal and state employees as primary con-
tracts. About seven percent of the clients are
Medicaid recipients in Dakota County. The
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Main entry is light and open, with a variety of seating options.
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Reception desk is clearly visible to people entering the facility.
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Center is currently participating in a pre-
paid health care pilot project. Seventy-one
percent of the clients are aged 1-15, twenty-
one percent are ages 16-64, and eight per-
cent are age 65+.

Several physicians and nurses were directly
involved in planning through the Model
Clinic Process. This team was created to im-
plement an expansion program for Group
Health, Inc. over a four-year period, with
the Center being the fourth clinic built using
this process. Architects from BWBR Archi-
tects in St. Paul were represented on the
eighteen member design team.

Facility Description

The building is two-story brick over block,
clearly marked with Group Health Inc. and
the logo. The site was selected for visibility
from a freeway and for proximity to other
cooperative organizations. Interior lights
make the clerestory ‘glow” at night.

The 35,000 square-foot clinic includes a pa-
tient education room, medical records, busi-
ness and administrative offices, nurses sta-
tions, nineteen exam rooms, two observation
rooms, a cast room, three procedures rooms,
a staff lounge, and waiting and reception ar-
eas.

Primary Care is located on the first floor.
Mental Health and Dentistry are on the sec-
ond floor, which is about half the size of the
first.

Located in a pastoral setting, there are lawns
and groves of trees nearby. Landscape ma-
terials were chosen for salt and sand toler-
ance required for snow removal in parking
areas. Site trees were selected for long leaf
season, varied colors, hardiness, and flower-
ing ability.

The Center design began with start-up stan-
dards created through a Model Clinic Team
which conducted research on all users, in-
cluding chart room studies, functional stud-

ies, equipment cost analysis and information
not necessarily specific to this facility. New-
er Group Health, Inc. facilities, including In-
ver Grove Height Medical and Dental Cen-
ter, have a 3:1 room to physician ratio, an
optical shop, and a pharmacy located near
the entrance.

The team established a set of goals: clear
wayfinding, flexibility, a mix of medical and
non-medical services, and a high-tech but
warm feel. The intention was to reduce the
big clinic approach and emphasize one-on-
one relationships. The clerestory catches at-
tention and serves as a subtle billboard. Of-
fices are designed to be walled and private.
The primary colors are seafoam green and
champagne. The logo is repeated as a de-
sign theme in every window.

The check-in is defined by a wood slat soffit,
which helps wayfinding. The berber carpet-
ing in the mainstreet area is seafoam green,
gray, mauve and white speckled. The walls
are green mottled and textured.

With the natural light from the clerestory,
artificial lighting is typically unnecessary.
The white, half-globe lights trimmed with
seafoam green framework mounted on the
walls are rarely used. Task lighting is pro-
vided above the semi-circular main counter.
This counter accommodates three or four
staff.

Overall, the entrance experience is calm and
quiet. Lowered ceilings in the pharmacy
and optical waiting areas provide a sense of
security. Views to the outside landscaping
are plentiful.

The circulation area directly under the full
two-story high clerestory has a wood slat
ceiling 18 feet high over the seating area.
Disaggregated waiting areas for each station
and ancillary service contributes to a sense
of personalized service. These small carpet-
ed areas filled with upholstered chairs are
very quiet, decreasing the sense of hurried-
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ness which often characterizes clinic waiting
areas. End tables hold magazines and table
lamps with green ceramic bases and light
shades. There are hall desks and trash re-
ceptacles in small nooks along the corridors.
Chairs are arranged in a U-shape facing the
station, with two pairs of chairs in the cen-
ter.

The laboratory and radiology waiting area
has four to six seafoam green and rose up-
holstered oak chairs. The stairwell is framed
with glass walls to the exterior; space under
the stair contains live plants in the fore-
ground, silk plants at the back. Chairs are
moveable, but no one was observed chang-
ing the arrangement.

The children’s waiting space included a
counter the length of the long wall at about
28” height, with child size chairs and toys
and an aquarium. Children are visible in
this space from both Station A and B, but
not from laboratory and radiology waiting
areas.

The Mental Health waiting area on the sec-
ond floor is very private and partitioned
from a corridor as well as the check-in coun-
ter by glass shoji screens. One square of the
screen can be opened by the receptionist to
update the patient about appointment cir-
cumstances.

Staff Lounge/Meeting Room

The staff lounge is a square which can be di-
vided into two spaces -- the kitchen side and
an educational/conference side. Carpeting
in this area is teal and rose, with coordinat-
ed blue and gray-white wallpaper. Logo-
type windows west and south provide beau-
tiful views. Canister lighting is available
when natural lighting is inadequate.

The lounge is located behind the administra-
tive offices, with two entrances from the cor-
ridor and an exit to the exterior patio. Patio
furniture is made of heavy recycled materi-
al. The conference area includes four tables,

and eighteen teal colored chairs with gray
metal frames.

The kitchen area includes four round tables
and sixteen chairs. Amenities include cabi-
nets, microwave, refrigerator, vending ma-
chine, and organizational literature. The
room has framed posters of Tiffany stained
glass windows.

Rest Rooms

A unisex public restroom is located near the
pharmacy, which includes a long, wall
mounted counter for diaper changing, hang-
ing sinks, grab bars near the toilet, and an
emergency pull. A staff shower is located
in the Building Services area.

Exam and Procedure Rooms

Exam rooms are located behind the nursing
station. Doors swing toward the exam table
to ensure privacy. Flooring is short pile car-
pet. The walls are textured wallpaper. Each
room includes an adult arm chair, an arm-
less child chair, a rolling, steno-type chair,
and a rolling stool.

Plexiglass wainscoating visually aligns all
walls at chair height. Each exam room has
framed artwork. Health care literature is
displayed in wall pockets. Desks and sinks
are built in. Trash is dropped through an
opening in a deep pull out drawer.

A cast room and a sigmoidoscopy room are
located in the facility. The cast room has
wonderful views of the Cenex Farm Cooper-
ative 500 or so feet away.

Nursing Stations

Located directly behind the Station A or B
reception areas are work areas dedicated for
nurse assistants. Behind these are exam
rooms and the nurses station. On one side
of the work area is a restroom for specimen
collection; the other corridor has a niche for
weighing and measuring. The work area is
efficient and roomy. The flow of traffic is
good, with six exam rooms at the core.
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The carpet is attractive with coordinated
wallpaper. The furnishings are modular.
The armless steno-type chairs are covered
with teal fabric.

Radiology

Radiology and the laboratory are located to-
gether, sharing the waiting area. It is also
possible to access the back corridor to Sta-
tions A and B exam rooms and offices. Ra-
diology includes dressing rooms and two
large procedure rooms, with exterior win-
dows. The darkroom is spacious yet effi-
cient.

The area has carpet, wallpaper, steno chairs,
and living plants. Patients ring a bell at a
window, or access radiology through the in-
terior corridors if escorted, carrying their
own films to and from the physician.

Laboratory

Designed for six technicians, it is comforta-
ble at maximum use. The lab is rectangular
with U-shaped counter space and overhead
cabinets. There is a restroom and specimen
pass-through adjacent to the lab. Located on
the perimeter, the room has views of the
countryside through windows with deep
sills on which plants are arranged.

Medical Records

This department is located by the staff en-
trance. Staff passing through the corridor
may pick up mail which is sorted in the
Records/Chart room and placed in a pass-
through. Records are stored in an automat-
ed Remstar system. An anti-fatigue mat is
located in front of the files. Staff members
sit at a counter located under the pass-
through, with computers for tracking and
transferring files, checking member status,
and preparing appointment stickers.

Pharmacy

The pharmacy has specific design features
that contribute to quality patient interac-
tions and reliable, efficient functioning.
These include vial and cap storage within

easy reach of the pharmacist standing at the
dispensing island. The security window be-
tween the waiting room and dispensing
work area allows pharmacists to see waiting
patients. Visitors as well as nursing staff de-
liver prescriptions. The pharmacists enter
the room through a secured door located in
the administrative wing.

The pharmacy has four dispensing stations
for the four pharmacists and two techni-
cians. The carpeting is typical of non-public
spaces, with seafoam green colored base-
boards. Beige wallpaper covers the lower
half of the walls, with the upper portion
painted gray. The blue counters are trimmed
with oak. Closet spaces are open for securi-
ty. There are several plants on the counters.
The tall shelving has viewing openings.

Administrative Offices

These offices are located out of patient flow,
with reception area, four offices, transcrip-
tion, kitchen/conference area, chartroom,
hazardous waste, storage, and building
maintenance. Offices are carpeted and have
striped green wallpaper. Offices have logo-
style windows or borrowed light from the
atrium. Furnishings are teal with padded
arms, with wall art selected by individual
choice. The area is quiet and relaxing.

Mental health, physician, and medical staff
offices have a blue color scheme, natural
lighting, and nice views. They are designed
for privacy and accessibility. Mental Health
rooms and doors are insulated for sound at-
tenuation. There is a two-way mirror view-
ing room and group therapy room. The of-
fices of mental health professionals who
work with children are larger because chil-
dren frequently come with family members.

Optical Shop

This area is pleasant and open. Windows
behind the counter offer views of the front
of the site. Finishes are typical for the public
spaces; spotlights with ballasts are used for
maximum lighting. The fitting counter is
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Second floor dental reception area is fight and open; it echoes first floor design elements.
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positioned in front of a separate workroom.
There are display shelves on the wall be-
tween this counter and the workroom. The
workroom is on the building perimeter with
logo-style windows. To the left is the con-
tact lens technician area. Beyond this work-
space is an office, and across are two exam
rooms.

Other Services

The dental clinic is a separate division in
Group Health, Inc. The chiropractic clinic is
a separate contract service. These facilities
are compatible in character to the first floor
and do not appear to be separate functions.

Noteworthy Design Features

The overall impression is that the facility is
open, bathed in natural light, readable, and
accessible.

Two striking features are the large artwork
at the far end of the main street directly in
line with the entrance and the grand stair
constructed of seafoam green steel and
glass.

The building has a distinct main street con-
cept, complete with street lights. The helps
orientation and wayfinding, while function-
ing as a strong design element.

Staff say the facility is spacious and calm --
here is a lot of activity going on but it is not
apparent.

The sub-waiting areas are clearly marked
and visible to patients. The work stations
have moveable shoji screens with oak mul-
lions, designating whether a station is open
or closed.

Staff at the main counter and the stations
can see each other, and patients can easily
have eye contact with the reception staff.

Elements of a Healing Environment

Staff were asked the question “Is this a heal-
ing environment.” In every instance the re-
sponse was “Yes.” Several indicate the envi-
ronment is very serene and calming. Others
indicated the countryside and views are
well appreciated.

Response to Trends

The Inver Grove facility responds to the
one-stop shopping trend by co-locating a va-
riety of medical and dental services in the fa-
cility. They were the only facility of the six
included in the case study sample that of-
fered chiropractic services.

The facility design pays particular attention
to patient satisfaction/privacy issues, in dis-
aggregated waiting rooms and especially in
the mental health area where waiting pa-
tients are screened from view by others.

The facility encourages exercise by promi-
nent placement of a stairway in a comer of
the building surrounded by natural light.
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Ochsner Metairie Neighborhood Clinic
Ochsner Clinic

Metairie, Louisiana
(near New Orleans)

The Center for Health Design ¢ Min Kantrowitz & Associates, Inc. 47



AULVIHDASI /B0
JOLVATTH 44VILS
AOLVAHTH
TVDINVHDIN/IDNVNILNIVIN
HOVIOLS/A1ddNS
AALIVMENNA

HONAOT 44VLS

OO RANAADOUL

WOQY Ls3d

H1004 ADVAIId

HOVIS NOM dIAVHS
NOILVLS 93dIAQ¥d WVIL

av1 6
ADOT01avy 8
J01440 L
NOOY VX3 9
SAAODTY TVIOIQIW S
FONIYFTINOD 14
VIV ONILLIVM €
VAV NOLLIT : LNOAVT NV1d ¥0O014d HIXIS
IJINITO AOOHIOIHOIAN HIMIVLIAW YIANSHDO
mﬁmvm 0] jou
L 9 9 |4 |4 |4 €l
4
i 4 T L
81
i 1 . L.
S T L T
—— 1
£ i 9 P €1 1z 1z At “r-J 6t
01 01 o1 o1 e
st t
- EED) | v
4 81 81 11 It z | ;
] _ ao—
i “ 61
Al | |
z _ 9 9 9 01 01 - e |01 01 9 9 o __Tr
1 0¢
— i
! _... - 4 N p— T \-u.rm
=== - + - -
—— __\
o [ I @ il )

Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions

48



Ochsner Metairie Neighborhood Clinic

Ochsner Clinic
Metairie, Louisiana
(near New Orleans)

Introduction

The Ochsner Metairie Neighborhood Clinic
was visited by a team researcher on July 27
and 28, 1993. Twelve individuals were inter-
viewed representing administrative, archi-
tectural, and medical interests as well as oth-
er key functions in the facility; thirty-six
questionnaires were completed by patients
and visitors. The standard observation,
walk-through, and photographic documen-
tation protocols were followed.

Organizational Structure

The Ochsner Metairie Neighborhood Clinic
is located on Veterans Memorial Boulevard
in Metairie, Louisiana, approximately eight
miles west of New Orleans. The Metairie
Neighborhood Clinic is run by the Ochsner
Clinic, with facilities in the greater New Or-
leans area, its surrounding parishes, and in
Baton Rouge. Ochsner Medical Institution
(OMYI) is an alliance of two major health care
organizations -- the Ochsner Clinic and the
Alton Ochsner Medical Foundation.

Ochsner Clinic was founded in 1941 by five
surgeons, and was named after Dr. Alton
Ochsner, a well known surgeon and teacher,
who was the first physician to draw a con-
nection between cigarette smoking and lung
cancer. Eight family practice neighborhood
clinics have been added to the New Orleans
health care system, including the Metairie

facility. The use of the term “neighborhood”
in the name is intended to depict a more de-
centralized, accessible type of facility.

The Alton Ochsner Medical Foundation, a
non-profit organization, was formed to car-
ry out patient care, medical education, and
clinical research activities. The Foundation
conducts a postgraduate medical education
program, with approximately 250 residents
and fellows in twenty-four training pro-

grams. Ochsner had an income of approxi-
mately $397 million in 1992.

The Ochsner Metairie Neighborhood Clinic
houses twelve medical providers: five fami-
ly practice (in conjunction with the residen-
cy program), four Internal Medicine, and
three part-time Obstetrician/Gynecologists.
Psychiatry and Ophthalmology are also in-
cluded in this primary care setting. The fa-
cility also houses an Ochsner Optical Shop.
The building is owned by the Ochsner Medi-
cal Foundation which leases the space to the
clinic.

There are approximately fifty people on the
staff, including physicians, physician assist-
ant, residents, nurses, reception clerks and
administrative staff. In addition, visiting an-
cillary staff include dietary, speech and
hearing assistants, diabetic teaching nurses,
and social workers (tied to Psychiatry)
which provide a secondary level of service.
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The physician panel size for family practice
is 1,000 to 1,500 managed care patients per
physician and 800-1,000 managed care pa-
tients per physician for internal medicine.
Physician assistants average 3,200 patient
visits per year per provider.

Facility Background

The Ochsner Metairie Neighborhood Clinic,
opened in 1985, was enlarged and renovat-
ed in 1992 from 5,000 square feet to 49,000
square feet. Factors such as proximity to a
major freeway (I-10) and the potential to
add convenient parking on site made reno-
vation of this facility desirable. The size and
location of the site dictated that the facility
be multi-story. The architect for the project
renovation was Kessels-Diboll-Kessels, who
specializes in the design of medical facilities,
interior design services were provided by
NB Interiors, with the landscape architect
being Larson-Rodriguez, Limited, all of
New Orleans. Renovation costs ranged be-
tween $85 and $95 per square foot.

Ochsner directors actively gathered input
and worked together with the architect to
achieve what they considered to be the ideal
setting which would support the concept of
generic work space. The maintenance super-
visor was also consulted on ways to mini-
mize potential maintenance problems.

Philosophy

Ochsner’s neighborhood clinics support a
physiciandirected, collaborative group cul-
ture. They aim to provide a service culture
for patients, staff, and the community that is
responsible, consistent, communicative, and
that ensures sensitive, personalized health
care services. It is felt that continuity of care
is provided at this facility through the team
provider concept. One administrator felt
that patients were receiving at this primary
care facility the kind of care that private
health care has been known for. This type of
neighborhood clinic provides highquality

family medical care in convenient, comforta-
ble settings offering the latest technological
services for most routine care.

Facility Description

A four-level parking garage is integrated
into the building and comprises levels 1-4.
Within the eight-story building, the clinic
utilizes floors 1, 5, 6, and 7. The eighth floor
is currently unfinished shell space.

The first floor includes a small reception
area, the optical shop/contact lens, ophthal-
mology/optometry exam rooms and admin-
istrative offices and conference room.

The second through fourth floors are uti-
lized for parking only.

The fifth floor houses medical records, a
clinical laboratory with a separate venipunc-
ture room, radiology, mammography, ultra-
sound, radiology reading room, residents li-
brary/office and an after-hours clinic (with
one procedure room and nine exam rooms).

The sixth floor houses internal medicine,
psychiatry, and obstretrics/gynecology
with seventeen exam rooms and six physi-
cian offices.

Family Practice and the Family Practice Res-
idency Model Clinic are located on the sev-
enth floor. Family Practice utilizes fifteen
exam rooms and the Model Clinic uses six
exam rooms. Also, there are eight physician
offices and an allergy injection room.

Floors 6 and 7 each have a staff lounge, large
reception/waiting area (with privacy booths
behind the reception desk for scheduling or
financial discussions), and an “H” shaped
space in the center of each floor which con-
tains eight provider team work stations
along the vertical alignments connected by
generic shared space within the horizontal
alignment. The fifth floor has one procedure
room; floors 6 and 7 have two procedure
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Exam room with modular wall hung cabinetry and equipment, window curtains.

Waiting area with residential style window treatment and seating in different groupings.
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rooms on each floor. Two elevators and two
sets of stairs provide access among floors.
Access to the clinic can be gained from all
levels of the parking garage. After locating a
parking spot, patients and visitors walk
through the parking garage to the elevator
lobby, where a directory next to the eleva-
tors directs them to all clinic services. Upon
exiting the elevator at the fifth floor, visitors
immediately see a reception desk, centrally
located and identified, highlighted in muted
blue and peach tones. Patients register at
the reception desk and the receptionist then
directs the patient to wait in the main wait-
ing area until their name is called by a
nurse. The patient is greeted at the door
separating the waiting area and is escorted
into the interior “activity” area and settles
them in an exam room. After the patient is
examined, conversations between the pa-
tient, visitors and health care staff occur in
the exam room.

Patients requiring radiology, lab, ultrasound
or mammography services are accommodat-
ed on the fifth floor. The lab has its own sep-
arate venipuncture room. This tends to
work better since patients are not brought
into the actual lab work area itself.

Patients may stop at the reception desk as
their last stop before leaving the facility
where the cashier calculates and collects all
visit charges.

Scheduled and unscheduled appointments
occur at the Metairie facility. The 5th floor
functions as an after-hours clinic open until
10:00 p.m. each evening.

Noteworthy Design Features

The design team has developed and imple-
mented several features that have been suc-
cessfully repeated at three other Ochsner
neighborhood clinics.

Generic Work Space
Ochsner’s concept of generic work space has

been implemented at the Metairie Clinic.
The result is a module or “footprint” which
can be duplicated in a variety of ways to fit
the medical services in mind. This footprint
has been utilized at two other Ochsner
neighborhood clinics in New Orleans. Even
though the exterior may be different, the in-
terior footprint is, for the most part, identi-
cal. From the development of this footprint,
Ochsner hasidentified specific standards for
certain areas, particularly a 10'x10” exam
room size, a “clean corridor” concept in
which patients do not have to see medical-
related equipment or supplies, and the inter-
nal “H” shaped work area for provider
teams. Ochsner uses a team concept for
their physicians which includes a 2-3 person
team consisting of physician, physicians as-
sistant, and nurse. Physicians and nurses
had very positive comments about working
together as a team in this setting. The design
team selected modular furnishings for the
majority of the facility.

The footprint is based on a design which in-
corporates three distinct functional zones:

e 1st zone -- public waiting area/reception,
e 2nd zone -- activity area, i.e., exam rooms,
work stations, lab, radiology, etc., and

e 3rd zone -- physicians offices, staff lounge.

Most exam rooms are identical and are de-
scribed as generic in nature to allow for flex-
ibility in use by a number of provider teams.
Each exam room measures 10'x10” in size, a
size deemed by Ochsner to be the ideal
exam room size serving mainly primary
care. A curtain drawn around the door al-
lows the room to function also as a dressing
room with additional privacy. The 10"x10’
module space is ideal for flexibility in ex-
panding a space to 10'x15’, for example, to
serve another type of use. Exam room size
was mentioned frequently by physicians
and nurses as being the right size -- enough
to perform the tasks, . . . not too big, not too
small.
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Provider teams share work space within the
“H” shaped area. There are eight units each
serving a provider team. Each nursing sta-
tion is made up of wall-mounted modular
components including slots for forms, cov-
ered and open bookshelves, view boxes,
countertop adjusted for standing height for
the physician, a countertop adjusted for sit-
ting for the nurse, one chair at the nurses
work surface, 2 file cabinets, and a phone
mounted on a swivel base. The intent was
to maximize the physician’s time by provid-
ing convenient writing space for charting.
Computers and printers are located conven-
iently for all eight teams in the “H” shaped
area. The furnishings were selected and
combined specifically for this type of team-
work.

Views/Natural Light

Patients and staff commented on the nice
views from the numerous vantage points on
each floor.

Waiting

The reception desk at the main entry was
clearly visible and easily accessible to in-
coming patients. Each reception/waiting
area is identical with variations in color
scheme. This opens into a large waiting area
facing the reception desk with seating ar-
rangements on either side. Wall coverings
are accented with soothing pastel landscape
prints. Facing this entry is a rectangular re-
ception desk with a lowered soffit above it,
marked “Registration”. Ochsner stands by
their policy that limits reading material in
waiting areas to publications that do not ad-
vertise cigarettes. They prefer to have pa-
tients wait in the waiting area instead of the
exam room.

Comfort

Each waiting area has identical furniture
with variations in fabric color, the seating is
dark wood frame armchairs upholstered
with muted peach and blue fabric lined up
next to each other, in conversation groups,
and back to back. Draperies and matching

valances in similar fabric patterns and tones
along with white sheers frame windows on
both sides of the waiting area integrating a
residential feel with the space. All interior
doors are dark wood that match the wood
furniture. A small table and chair set for
children is located in between one of the
chair groupings. Soft orchestral music plays
in the background in the waiting areas. Wa-
ter fountains are available in each waiting
area.

Style

Carpeting in coordinated tones is uniform
throughout the facility, except in the fifth
floor hallways, which has light gray vinyl
tile. Blue or peach wall coverings accent
most rooms.

The layout for the radiology area was de-
signed so that patients didn’t have to see
other patients.

The physician and administrative offices
have green or blue carpeting and wallcover-
ing similar to the waiting areas. All have
large windows with draperies and valances
similar to those in the waiting areas and
exam rooms.

The halls between exam rooms, nurses sta-
tions and physician offices are intended to
be a “clean” corridor, in which patients do
not have to see medical-related equipment
or supplies.

Privacy

Privacy booths attached behind the recep-
tion desk are separated by glass dividers
and doors for acoustic and visual privacy.

The psychiatry area is not separated from
the remainder of the primary care functions
and was designed to ensure anonymity for
patients. The comfortable therapy space has
soundproofing and insulation in walls and
on the doors to prevent noise intruding from
the outside and conversation being over-
heard on the outside. Music is zoned separ-
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ately for this area where the selection and
volume can be controlled.

Convenience

Medical records is located on the fifth floor,
where records are pulled and sent to the ap-
propriate floor by use of two dumbwaiters,
serving floors 5-8.

Patients having their blood drawn in the
separate venipuncture room sit next to the
window, having light and positive distrac-
tion in their immediate view.

Communications

A number of staff members praised the clin-
ic-wide intercom system. Connected to the
telephone system, it allows pages to be
broadcast to selected areas of the floors, as
well as the entire facility.

Elements of a Healing Environment

Staff described the facility as very spacious,
organized, professional and calming. One
staff person commented that the facility was

warm and welcoming, and that patient flow
was excellent. Staff also felt that patients
also have a convenient one-stop setting
which offers a variety of services. Other
staff members felt that you had the sense
that it’s ... not too big, and . .. doesn’t look like
the typical medical environment.

When staff was asked whether this is a heal-
ing environment, everyone unanimously
agreed that the space was uplifting, calming
and reassuring.

Response to Trends

Flexibility in the Context of Rapid Change
The facility possesses a very flexible design
in which any kind of medical practice could
be easily accommodated there. The modular
concepts and shell space on the eighth floor
allow Ochsner to easily expand and/or re-
configure the space in response to changes
in patient demographics, practice profiles,
technological innovation, or patient de-
mand.
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University Medical Center
Group Health Cooperative
Seattle, Washington
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University Medical Center
Group Health Cooperative

Seattle, Washington

Introduction

The Group Health Cooperative University
Medical Center was visited by the site evalu-
ation team on July 15 and 16, 1993. The team
interviewed eleven individuals representing
each function within the facility, and collect-
ed twenty-six questionnaires completed by
patients and visitors. The team also did ob-
servations, a walk-through, and photo-
graphic documentation.

Organizational Structure

The University Medical Center is run by
Group Health Cooperative (GHC), a consu-
mer-governed health maintenance organiza-
tion (HMO) with facilities throughout the
State of Washington. It is the Northwest’s
largest HMO, the nation’s fifteenth largest
overall, and the fifth largest nonprofit
HMO. It is the nation’s largest consumer-
governed healthcare organization, and has
it's own Family Practice Residency program.
GHC, a non-profit organization, started in
1947, had 1991 income of $765 million. Cur-
rently, it runs twenty-nine primary care
medical centers, as well as inpatient facilities
and speciality centers.

GHC’s University Medical Center opened in
1990 and now houses seven full-time medi-
cal practices: six Family Practice and one Pe-
diatrician. Since several practices have part-
time physicians, there are nine physicians

that work at this clinic. There are approxi-
mately thirty people on the staff, including
physicians, nurses, radiologists, pharma-
cists, medical assistants, lab technicians, and
receptionists. The physician panel size is
1,500 to 1,600 members per physician, The
10,000 square-foot clinic includes laboratory,
pharmacy, radiology, and a patient educa-
tion room, as well as medical records, busi-
ness and administrative offices, nurses sta-
tions, twenty exam rooms, two observation
rooms, a cast room, three procedures rooms,
a staff lounge, waiting and reception areas.

Facility Background

The fourth floor of an existing brick office
building was leased and the interior space
designed specifically for these practices. Se-
lected primarily because of patient choice
factors, proximity to a major freeway and
convenient parking, it is close to the Univer-
sity of Washington, with a large number of
Group Health members.

Several physicians and nurses were directly
involved in the planning, through a series of
planning meetings with the architect. The
architect, William Lee, is staff at Group
Health, and has seven years experience in
designing primary care clinics. GHC has
specified standards for certain design fea-
tures (e.g. exam room size), but many de-
sign ideas resulted from the programming
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sign ideas resulted from the programming
meetings. The cost for completing the interi-
or was approximately $45 per square foot.

Each Group Health Medical Center has a
Consumer Council, comprised of elected
council members who receive care at that
clinic and who serve as volunteer advisors
on a variety of clinic matters, including de-
sign issues.

Philosophy

Since Group Health’s University Medical
Center is part of a cooperative, it is commit-
ted to consumer involvement and patient/
member satisfaction. There is an ongoing
consumer satisfaction survey covering is-
sues ranging from parking to quality of care.
The clinic philosophy is based on coordina-
tion of care, which they feel is grounded in
frequent, congenial staff interaction. The
staff describe themselves as committed to in-
novation, and to being open to different
staffing models as an example of the appli-
cation of this philosophy. UGHC is commit-
ted to partnership between management,
consumers, staff, and physicians.

Nurses say they are, “...trying new ways of
working together closely.” This is support-
ed by general clinic meetings every four to
six weeks. Staff ‘do other tasks to fill in" and
value having a variety of skills to support
general clinic functioning. Staff is directly
involved with recruiting and hiring new
personnel for this clinic; they describe the
process as building a team, not just filling
positions. Several staff members described
themselves as 'like family', and described
the facility as liveable space.

This philosophy was important in the initial
concept. It is reflected in the staff lounge/
meeting room/lunch room, shared nurses
stations, and numerous designed opportuni-
ties to pass other staff in the hallways.

As part of GHC, this clinic explicitly values
both equity and autonomy. This is translat-

ed into design by providing equitable space
for staff and patients, and by allowing each
clinic some autonomy in space allocation.
For example, Group Health's system speci-
fied the space standards for exam rooms
and offices for the University Medical Cen-
ter, but supported staff recommendations on
overall layout and configuration. Though
initially reluctant to provide art in the exam
rooms, when GHC agreed to do so, they al-
lowed individual choice.

Facility Description

Most patients make appointments when
they come to UGHC. There is no urgent
care or formal walk-in clinic. One nurse
from each practice responds to patient ques-
tions on the phone and refers patients with
acute problems directly to the hospital. The
phones are open from 8:30 a.m. to 5:30 p.m,;
patient appointments are scheduled from
9:30 a.m. to 12:30 p.m. and from 2:00 p.m. to
4:30 p.m. The ‘Nurse Advice” line is heavily
used; the head nurse spends up to 80% of
her time on the phone giving advice and do-
ing triage with patients who are already
members of the clinic.

The clinic is located on Roosevelt Avenue,
just west of the University of Washington
campus. Most patients enter the building
from its underground parking garage, al-
though there is a front entry drop-off area at
grade. Exiting the elevator at the fourth
floor, visitors immediately see a centrally lo-
cated reception desk, highlighted with a
turquoise neon edge treatment. Patients
register at the desk, which is raised approxi-
mately 8” so the seated receptionist is closer
to visitor eye level.

The receptionist registers patients, hands
out correct paperwork, and validates the
parking ticket, then directs the patient to the
appropriate cluster waiting room. The
Cooperative is considering decentralizing
the registration so that it will occur at each
cluster. Upon arrival at the waiting room,
the patient deposits paper work into a plexi-
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Exam room with upholstered bench, framed artwork and magazine rack.
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is located on the side next to the door be-
tween the public areas and the interior
‘business” areas. The nursing assistant picks
up the paper work, personally calls patients
in, and settles them in an exam room.

Each exam room has a telephone, art posters
on the wall, and a small built-in upholstered
bench seat. After the patient is examined,
conversations between the patient, visitors,
and health care staff occur in the exam
room. Patients can make local telephone-
calls from the exam rooms. Radiology, la-
boratory, and pharmacy are located around
the corner from the cluster waiting rooms, if
patients need them.

The lab has its own check-in desk, which ac-
cepts both “drop and go” and standard lab
procedures forms. A separate waiting room
for the laboratory is located in front of the
lab check-in desk. Patients needing to have
blood drawn are called by the technician.

Patients with prescriptions drop their forms
into a slot marked “Rx” near the pharmacy.
The separate pharmacy waiting area is ad-
jacent to the dispensing area, with a window
in the wall allowing waiting patients and
pharmacists to see each other. When the
prescription is ready for pick up, the phar-
macist calls the patient’s name into a micro-
phone located at the dispensing island. The
pharmacy pick-up counter is divided into
semi-enclosed “stations” with acoustical
treatment, providing a significant amount of
acoustic privacy.

Patients stop at the centralized cashier be-
fore leaving the facility. The cashier calcu-
lates pharmacy, X-Ray and lab costs, as well
as patient visit charges.

Noteworthy Design Features

Philosophy

There is a direct relationship between the
philosophy of the University Clinic and the
design, partially because of the direct inter-

action between the designers and people
who work in the facility. One nurse states,
“It’s because they talked to us...that’s one
reason why it works.”

Views/Natural Light

The architect aimed to take advantage of the
spectacular views from the facility while at
the same time getting as much natural light
as possible from the exterior into the interior
core. These ideas strongly influenced the
design of the core and perimeter circulation
theme. Facility users recognize this design
feature. The presence of natural light and
views was specifically mentioned without
prompting by every staff person inter-
viewed at this facility.

Generous direct access to natural light,
views and outdoor decks are provided for
all physicians and nurses from their offices
and work stations. Six of the exam rooms
also have clerestory windows, allowing a
high wash of natural light into the room
without compromising visual privacy. The
physician offices have large windows (ap-
proximately 4" by 4') between the office and
the perimeter hallway which also has large
windows to the exterior of the building.

Artificial lighting is used in exam rooms and
waiting areas, but frequently remains
turned off in the staff lounge area.

One staff member mentioned control of
lighting as one of the most important design
features of this facility. Staff commented:
You can see the weather changing.
Access to the outdoor patios makes a
BIG difference.
Lots of light and access to the outdoors are
wonderful.

Medical records, laboratory and radiology
also have natural light. Patients having
their blood drawn in the lab sit right next to
the window, having light and positive dis-
traction in their immediate view.
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Physican reading patient chart by perimeter corridor window; the corner windows
of another physician office can be seen in the foreground.

Natural light from windows with view of skyline in background, seen from nurses station.



Circulation

An interior corridor system allows staff to
move easily throughout the facility without
going through patient waiting rooms. Staff
feel this enhances their interactions and spe-
cifically contributes to the quality of health
care delivery. They have immediate access
to radiology and medical records, and easily
and informally consult with other health
care professionals.

The size of the facility, the shared lounge/
meeting room which functions as an ‘inter-
action room” and the interior corridor sys-
tem increase contact and interaction among
staff members. The design facilitates every-
one seeing each other every day; physicians
and nurses both mentioned they feel part of
the same team. Nurses feel that if the clinic
were larger they would lose the sense of per-
sonal control and it would be hard to effect
change.

Reception

The reception desk at the main entry is clear-
ly visible and accessible to incoming visi-
tors. Although children and people using
wheelchairs would find the desk level too
high, the receptionists raised floor facilitated
eye contact between the receptionist and
most patients.

Waiting Areas

Disaggregated waiting areas for each cluster
and ancillary service contributed to a sense
of personalized service. These small carpet-
ed rooms filled with upholstered chairs
were very quiet, with muted music playing,
decreasing the sense of hurriedness which
often characterizes waiting areas. One nurse
commented that even on the busiest days,
the waiting areas never feel frantic; another
said she never feels rushed. Another stated,
“As a patient here, you never feel you're in a
crowd.” One waiting area has a large cube
floor- mounted aquarium with numerous
brightly colored tropical fish. A large televi-
sion set is present in the corner of one wait-
ing area.

Pharmacy

The pharmacy internal layout and pick-up
windows allow visual access, acoustic priva-
cy, and efficient functioning. Group Health
Cooperative has duplicated this design in
several other clinics. It has a number of spe-
cific design features that pharmacists feel
contribute to quality patient interactions and
reliable operation. These include vial and
cap storage within easy reach of the pharma-
cist standing at the dispensing island with-
out opening the drawer; adjustable shelves
with dividers that help keep heavy pharma-
cy books organized, accessible, and upright;
and roll-out furniture under the dispensing
counter to allow quick rearrangement of
drawer and cabinet modules as needed.

The security glazed window between the
pharmacy waiting room and dispensing
work area provides visual access, allowing
pharmacists to see waiting patients, and pa-
tients to see pharmacists at work.

Pharmacists also mentioned appreciating
the acoustic privacy established by the di-
viders on both sides of the pick-up counter
which, in effect, establish four separate
semi-enclosed ‘booths” for pharmacist/
patient interaction.

The tall shelving units which hold prescrip-
tions ready for pick up are located where
pharmacists at the pick-up counter can
reach them without taking any steps. These
units have a transparent plexiglass backing
which improves acoustical privacy between
the patient area and the dispensing area,
while allowing visual access.

Nursing Stations and Provider Team Work
Stations

Standing “hall desks” located along the hall-
ways were designed to facilitate charting

with a minimum of walking. The hall desks
with computer monitors are in frequent use.

Each of the shared nursing stations serve
two practices, each made up of four corner
units. Each has room for up to two staff
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share a computer located at the corner be-
tween their workstation counters. The fur-
nishings were designed specifically for these
nursing stations.

Observation Room

In addition to exam rooms, an observation
room is located just off the waiting room
and directly across from each nurses station;
a 3'x4" window with narrow blinds provides
visual access between the nurses station and
the observation room, allowing nurses to
easily monitor patients requiring frequent
checks.

Communications

The clinic-wide intercom system is connect-
ed to the telephone system and allows pages
to be broadcast to selected areas of the facili-
ty, as well as the entire floor. Staff felt this
increased efficiency and enhanced their feel-
ings of staying in touch with each other.

Style

Staff described the facility as spacious, con-
temporary, cheery and modern. One techni-
cal staff person said, “It's not sterile; not like
going to the doctor.” A clerical staff member
said, “It's a friendly atmosphere, calm, cool
colors and doesn’t look like the typical med-
ical environment.”

The walls are painted gray-blue with pastel
colored abstract landscapes of different me-
dia on the walls, Staff described the colors
as calming.

The carpet throughout the majority of the fa-
cility is tweed in a soft green color, with
contrast squares of gray, steel blue, mint
green, and rose, located at various points
throughout the floor. The location of con-
trast color squares is decorative rather than
functional with one notable exception: one
square is located 20" from the eye charts in
the hallways, so patients are told to stand by
the green square and read the chart. The lab
flooring is vinyl tile in a mottled white, with
contrast squares which match those of the

carpet.

Elements of a Healing Environment

When staff were asked whether this is a
healing environment, they felt that the size
of the facility and the cluster concept helped
make the clinic more of a healing setting.
They specifically mentioned patient famil-
iarity with a consistent group of caregivers
as making the facility more comfortable.

A physician said, “A healing environment
has to do with people...quiet, private, per-
sonal...if the staff is happy and healthy, it
will produce more of a healing environ-
ment.”

Response to Trends

Productivity Pressure

University Medical Center staff feel that pro-
ductivity pressure needs to be viewed with-
in the context of the entire health care sys-
tem. They do not want to increase the
number of patient visits to physician per
day (a frequent measure of productivity) be-
cause they feel that would decrease the qual-
ity of care, resulting in an increased patient
utilization of the higher cost facilities and
services within the system, such as urgent
care and inpatient services.

Patient Education

The designated patient education room at
University Medical Center, located off one
of the waiting rooms, is not currently in use.
Instead, notices of public or general semi-
nars, screening programs, and prevention
initiatives are located throughout the facili-
ty, and nurses do direct problem oriented
patient education in the exam rooms. As a
result of the experimental population based
practice, (described in response to trends),
staff anticipate holding more patient educa-
tion groups in the facility in the future; prob-
ably in the staff lounge/meeting room.
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Increasing Use of Technological Diagnos-
tic Aids

University Medical Center anticipated wide-
spread computer use by wiring each exam
room and nursing workstation with comput-
er cable. They anticipate a new variety of
“high tech diagnostic equipment” in radiolo-
gy and feel that the amount of space availa-
ble can accommodate it.

Alternative Practice Model. One of the
practices at University Medical Center is ex-
perimenting with population-based medi-
cine, supported by the Clinically Related In-
formation System (CRIS), a computer
information-based patient records system.
This is an integrated system in which prob-
lem-oriented medical charts, appointments,
registration, and patient accounting is inte-
grated within the practice team. This ap-
proach facilitates the practitioners develop
ing practice profiles, summaries and
descriptions of groups of patients with simi-

lar diagnoses, treatment regimens or symp-
tom clusters. They could then provide spe-
cial programs for groups of patients.

This experimental approach is a first step to
ward community-oriented primary care,
and facilitates population-based medical re-
search. The facility implications of this ex-
periment relate primarily to computer ac-
cess, placement of the LAN (local area
network), and the need for patient education
facilities.

Pharmacy Integrated Computer System. A
pharmacist indicated that integrated com-
puter systems were a very promising near-
term trend that would significantly decrease
patient waiting time at the pharmacy. Un-
der this system, yet to be implemented,
when the physician prescribes a medication,
the patient number and prescription infor-
mation would be entered into the computer
by the nurse or other staff member for direct
transmission to the pharmacy.
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Critical Design Issues

As a result of thorough review of all the
data from the six case study sites, a series of
critical design issues was identified. Critical
design issues are addressed in every project;
yet there are some critical design issues in
primary care environments which deserve
particular attention. Critical design issues
fell into eight major categories:

- Design process

- Humanistic design

- Functional factors

- Technical factors

- Aesthetic factors

- Cost factors

- Materials and furnishings, and
- Primary care practice.

Each case study facility had some particular-
ly outstanding features and some design de-
tails worth repeating. They each responded
to these issues in their own unique ways.
This section describes the categories of criti-
cal design issues, identifies a set of specific
issues within that category and describes ex-
amples of how that critical design issue was
addressed in the case study facilities.

Issue 1: Design Process Issues
Design process issues relate to the entire

range of processes involved in facility devel-
opment and design. Rather than examining

the case study facilities as space only and
viewed independently from the context in
which they operate, the research team took a
broader view. Four major design process is-
sues contributed to the success of these facil-
ities.

e The physical designs reflect and support
the organizational philosophy.

All six facilities integrate the values of their
organization into the designs. The designers
of the facilities surveyed were careful to as-
sure that the designs of the primary care fa-
cilities accurately reflected the philosophical
commitments of the health care delivery or-
ganizations and the philosophy of primary
care delivery they espouse.

For example, the Seattle Group Health facili-
ty is part of a member cooperative which
embraces interaction and participation as an
essential part of their approach. To reflect
and support that- approach, the facility was
designed with ample opportunity for staff
interactions through an internal circulation
system, a flexible intercom system, and by
providing a staff lounge meeting area that
was centrally located and attractive enough
to draw staff.

In Boston, the central circular stairwell is not
only a major circulation element. It also acts
as both a symbolic indicator of the organiza-
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tion’s commitment to the positive value of
exercise, and as an attractive and easily
available opportunity for staff, visitors and
patients to get a little extra exercise while
gaining access to the main reception area.

The Inver Grove Heights facility, also a
cooperative, selected a site next to the Cen-
tex Farm Cooperative to make a “coopera-
tive statement” to the community. The site
drainage patterns are shared by both coop-
eratives, culminating in a beautiful pond on
the grounds between the two cooperatives.

e The design process directly involved a
range of medical and administrative staff
in design.

Actively seeking the opinions of those per-
sons actually performing tasks on site ac-
complishes several important goals. It indi-
cates to the participants that they are valued
as an integral part of the entire organization.
It gives the designers opportunities to un-
derstand the complexities of the pattern of
practice in that community of caregivers. It
gives the staff opportunity to respond to ini-
tial design concepts in a meaningful way,
thus increasing the sense of “ownership” in
the process and the final design.

Five of the facilities, those in Seattle, Minne-
apolis, Detroit, Chicago, and New Orleans,
involved caregiving staff directly in the de-
sign process; the New Orleans facility also
included maintenance staff in the process.

For example, Group Health Inc. established
what they call the Model Clinic Process. The
Model Clinic Process is one in which a team
of physicians, nurses, other caregivers, ad-
ministrators, architects, and interior design-
ers work together on facility designs. The
Inver Grove Heights facility is the fourth
one designed using this process. Inver
Grove Heights had a team of eighteen peo-
ple involved in its design. There are many
positive comments from staff and users re-
garding the use of this unique design team.

Redford Medical Center, University Group
Health in Seattle, and Ochsner Metairie
Neighborhood Clinic’s design teams also
worked closely with a range of staff to ob-
tain design input.

e The planners analyzed community needs
and designed the facility to meet them.

Design and planning staff developing each
of the clinics carefully analyzed the full
range of needs in their immediate communi-
ty and designed their facilities to meet those
specific needs.

For example, the MacNeal Medical Center
was planned at Bridegview, Illinois, a sub-
urb of southwest Chicago. The MacNeal
Hospital team analyzed the specific charac-
teristics of the Chicago community which in-
cluded a number of large industrial compa-
nies.  The needs of those companies
included a variety of occupational health
services as well as drug screening. These
services were designed into the clinic.

The Redford Medical Center facility is locat-
ed in a blue collar community which had
some commercial areas in physical decline.
The planners decided to locate the Medical
Center in a shopping mall which previously
had a declining tenant mix. The renovated
retail space in which the clinic is located is
an important factor in efforts at community
and economic development as well as in
neighborhood improvement. By locating
there and by investing in rehabilitation,
Henry Ford has indicated that they are a
positive presence for change in that commu-
nity.

e The planners used feedback from pre-
vious facilities in this design.

Four of the facilities, those in Seattle, New
Orleans, Boston, and Minneapolis, used
feedback gathered by both informal meth-
ods and formal research from previously de-
veloped facilities to inform their current de-
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signs. Through a process of continuous
evaluation of design features, teams asso-
ciated with these clinics were able to identi-
fy specific design features that were work-
ing well and which they wanted to repeat in
future facilities, as well as those features
which needed to be refined or replaced in
the future.

For example, in Boston, the Harvard Com-
munity Health Care Plan Facilities Team di-
rects all Harvard Community Health Care
Plan construction efforts. There are specific
goals set forth for each facility; these are
modified based on feedback from other Har-
vard Community Health Care Plan facilities.

The Inver Grove Heights facility has con-
ducted in-house surveys of patients and us-
ers to refine their design.

Issue 2: Humanistic Design Issues

Humanistic design issues are those which
pay particular attention to the relationship
between people and the physical environ-
ment. It includes six issues, ranging from
comfort and satisfaction, to privacy, respect
and thoughtfulness expressed through de-
sign. In the best cases, humanistic designs
support a human value of autonomy, re-
specting and supporting the full range of
human preferences, abilities, and conditions.
Humanistic design issues address human
needs for meaningful contact with each oth-
er and with the natural environment.

e The facilities emphasized client satis-
faction based on respecting patients' hu-
man needs.

The six facilities studied all identify client
satisfaction as a high priority, with an em-
phasis on respecting patients’ human needs.

There are four types of design issues which
are important to point out in identifying
how these facilities emphasized client satis-

faction and human needs:  one-stop
shopping, range of services, privacy, and
waiting.

One-stop-shopping. In recognizing pa-
tients” access and transportation needs and
respecting their time, the one-stop-shopping
concept is offered at all facilities. This ap-
proach includes having an appropriate, en-
larged menu of services in one convenient
location.

All of the facilities provided a range of ser-
vices, some oriented toward ill patients, oth-
ers oriented toward well clients. This ap-
proach recognizes the normal change and
continuity of health status throughout the
life cycle. For example, all case study sites
had on-site labs and radiology, many had
mental health services, pharmacies and opti-
cal shops. One includes a dental office and a
chiropractic department. = The one-stop-
shopping idea is consistent with the “medi-
cal mall” idea currently being implemented
in larger hospital environments, but on a
smaller scale.

Privacy needs. All facilities pay special at-
tention to a range of acoustic and visual pri-
vacy needs. For example:

-- acoustic privacy is emphasized at Seattle’s
pharmacist/ patient interaction point by par-
tially enclosed pick-up windows.

-- private financial checkout booths in New
Orleans provide visual and acoustic privacy
as patients discuss their accounts.

-- acoustic privacy, through the use of
soundproofing materials in the doors and
walls, is emphasized in the mental health
area at New Orleans and Minneapolis. Af-
ter checking in at Minneapolis, the client
waits in a space enclosed with Japanese
style partitions out of sight of the reception-
ist and corridor traffic.

- mixing waiting mental health patients
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with others in New Orleans avoids the stig-
ma of having others identify a specific pa-
tient as a mental health patient.

Waiting. Each of the facilities thoughtfully
addressed the issue of the personal needs
and preferences of patients waiting for ser-
vices. Most had an explicit goal of reducing
waiting time in the facility.

In Seattle, Minneapolis, and Boston, cluster
or subarea waiting rooms are provided.
These are designed to be smaller than many
waiting areas, and to be physically connect-
ed to a specific practice, physician, or spe-
cialty clinic. In comparison with the typical
large undifferentiated waiting spaces, these
cluster waiting rooms are quiet, allow more
people to choose protected seating near
walls or other vertical features, and are
clearly identified with a small set of caregiv-
ers, increasing the clients’ sense of identifica-
tion between the facility and the care.

For example, in Seattle, patients check in at
the main desk and proceed to a secondary
waiting area. In Boston, patients proceed di-
rectly to the department they are visiting
and wait in an area near that reception desk.

Chairs with arms. All designers selected
waiting room chairs with arms, to clearly
identify edges of personal space, and to as-
sist people standing up.

Choice of seating opportunities. All facili-
ties arranged seating and tables to allow for
a wide range of family groupings. This
could be accomplished either by rearranging
chairs, or by groups and individuals choos-
ing from several seating options.

All facilities have some accommodation for
child visitors and patients, usually a set of
small-scale chairs and table(s). In Chicago, a
play area located between ill child and well
child waiting areas facilitates children play-
ing within view of their seated parents. The
Detroit facility set up a special area for chil-

dren by arranging the small chairs and table
in one part of the larger waiting room.

What do patients choose in these situations?
Each facility placed waiting room chairs
with patient choice factors in mind. These
four options available to the patients and
visitors are, listed in order of observed pref-
erence, to:

1. sit with their backs against a wall,

2. sit with an unobstructed view of the
staff person who will call them into the
exam or procedure room,

3. sit close to the door through which
they will go into the exam and/or procedure
area, and

4. sit with a view of activity in the hall-
way.

The best solutions included opportunities
for people waiting to both have their backs
protected and have a clear view of the per-
son who would call them.

e Case study sites recognize the impor-
tance and value of employee and staff
satisfaction.

All sites explicitly value staff satisfaction.
They clearly connect it with a good caregiv-
ing atmosphere, and with decreased staff
turnover and decreased staff training costs.
The design concepts which support this rec-
ognition include providing attractive staff
lounges, access to natural light, lockers, and
designing practice clusters.

Attractive staff lounges. In all of these sites,
staff lounges are not ‘leftover space”, but
have numerous design amenities, including
decorating themes and furnishings which of-
fer an environment of relaxation and calm in
the midst of busy schedules. These ameni-
ties include natural light and views. For ex-
ample, staff lounges in both Seattle and Min-
neapolis are located at the exterior corner of
the facility, to take advantage of prime natu-
ral light and views. Functional amenities
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Minneapolis waiting area; shoji screens at the desk can be slid open or
closed.

Waiting area near cluster appointments desk in Seattle.
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such as cabinets, sinks, countertops for food
preparation, microwaves and refrigerators
are standard. In addition, staff lounges hold
a variety of attractive furnishings, with
choices of large or smaller tables, uphol-
stered chairs or more high-tech tubular steel
ones. This facilitates a variety of activities
and staff interactions within the same space.

Direct access to outdoor decks or patios.
This is provided in two facilities, with per-
manent patio furniture available to employ-
ees/staff. In Seattle, there is exterior deck
space for gathering and sitting. This area
has potted plants and trees and a beautiful
view of the water. In Minneapolis, staff can
leave the medical area, pass through admin-
istration and enter a room surrounded by
windows with pastoral views. This area ex-
its onto a patio.

Views of the outdoors and access to natural
light. Windows and views are provided for
many levels of professional staff and pa-
tients, not just for top administrators and
physicians. For example, Seattle has single-
loaded perimeter corridors which follow the
exterior wall, providing opportunities for
borrowed light in the exam rooms and phy-
sician offices.

Lockers are provided to enable staff to keep
their personal items secure in the New Or-
leans and Detroit sites. In Seattle, a dedicat-
ed staff rest room includes a shower in addi-
tion to the staff lockers.

Practice teams. All of the facilities group
staff teams together into smaller identifiable
groups. Staff “belong” to a specified team.
This promotes esprit de corps among the
staff and mirrors the small scale and person-
alized characteristics of private practice. By
increasing staff contact and identification
with a practice, loyalty and small-scale “cor-
porate culture” reinforce the concept of a
team approach to medical care. In New Or-
leans, an H-shaped corridor offers eight des-
ignated work spaces (e.g., writing surfaces,

bookshelves, telephone) for eight separate
provider teams to function independently,
yet almost side-by-side.

e Designs based on small clusters.

Designers reinforced the concept of smaller,
more intimate surroundings as a way of tell-
ing patients that they are seen as individu-
als, not just numbers in a large impersonal
system.

In Boston, the small clustered practices ap-
pear almost independent; the numerous
smaller-scale areas distributed throughout
the four- story building mask the high vol-
ume of activity occurring throughout the fa-
cility.

The Seattle facility had separate waiting are-
as for laboratory and pharmacy, as well as
for the primary care practice clusters. Pa-
tients and staff reported that as a result, the
facility never felt crowded or busy.

e Natural light is a strong design feature.

All staff, patients, and visitors responded
very positively to the presence of natural
light. All of the respondents felt it gave
them contact with the natural environment,
and indicated that this particular feature
made them feel valued by the staff and by
the organization.

Each facility has it's own philosophy about
what user group has access to natural light.
In Boston, for example, staff offices are situ-
ated along the perimeter of the building,
with no interior natural lighting. Natural
lighting is brought into numerous proce-
dure and exam rooms in Seattle, New Or-
leans, Chicago, and Minneapolis.

Staff in Seattle feel that locating the nurses
stations near the exterior perimeter of the
building with abundant natural light and
views is a strong factor in their appreciation
of their working environment.
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Stairway at Minneapolis provides light, attractive access to second
floor; they also provide an opportunity for exercise.

Patio deck in Seattle facilitates relaxed staff interaction.
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e Telephones.

Telephones with free local calling are readi-
ly available to patients and visitors in sever-
al facilities. Providing this convenience rec-
ognizes a frequent patient need and serves
as an indicator of trust in the patient. Seattle
has telephones in all exam rooms and in
small anterooms outside the public rest
rooms. In the Chicago facility, they are lo-
cated in a quiet area in public space.

e Music.

Music is provided in several waiting areas.

Patients and visitors in the New Orleans and
Seattle sites indicate that they notice and
appreciate it. The soft background music
overrides or masks the usual conversational
and mechanical noises often found in facili-
ties serving the public.

Issue 3: Functional Factors

Functional factors include those which en-
hance efficiency, support the smooth opera-
tion of the facility according to its own phi-
losophy of practice, and allow all groups to
use the facility conveniently for the full
range of possible functions.

e The design of each facility supports staff
interaction.

Each facility recognizes that the quality and
frequency of staff interaction improves qual-
ity of care and continuity of care. Therefore,
spaces are designed to facilitate such interac-
tion:

Lounges. Staff lounge spaces are generous-
ly sized, centrally located, carefully fur-
nished, and clean.

Contact corridors. Some circulation space is
reserved for staff use only, as in the New Or-
leans site, which increases opportunities for
casual interactions among staff regarding

specific cases, professional ideas or facility
news. The Boston and Seattle facilities both
found that the perimeter corridors facilitat-
ed inter and intra-departmental interaction

daily.

Intercom systems. Systems which broad-
cast messages selectively, make it easier to
communicate with specific locations without
disturbing the peaceful atmosphere of the
entire facility.

e Facilities are located for user conven-
ience.

The organizations understand that con-
venient location is an important factor in fa-
cilitating patient visits to the facility. Each
facility is sited close to other familiar patient
routes. In Detroit, the facility was located in
a retail shopping plaza, occupying a pad
which had been previously used by a dis-
count retail store. In Boston, the primary
care clinic is located in a retail mall near the
subway. The Chicago facility is located next
to a large shopping center. The New Or-
leans site is located on a major commercial
thoroughfare. The Minneapolis site is locat-
ed near an interstate highway. In addition,
several of the facilities are located on or
close to public transportation routes.

¢ Generous, convenient, free parking is
provided close to the entry.

Proprietary research supports the impor-
tance of convenient parking to facility users.
In Seattle, underground parking provides
shelter for people between their automobile
and the reception desk, an important feature
in this rainy climate. In Minneapolis, there
are separate and distinct parking areas for
patients and staff.

¢ Functional zoning is clear.
Interiors of the clinics are designed with

identifiable zones for public, staff and public
interaction, and staff activities to clarify

72 Design Evaluation of Six Primary Care Facilities for the Purpose of Informing Future Design Decisions



Conceptual User Zones

Boston, Seattle

..
G //

2

N A
///////// 7///////, Chicago

%/V/VV%

D Public

Interaction/
Activity Mixed
Staff/Public

/| Staff

Not to Scale

The Center for Health Design * Min Kantrowitz & Associates, Inc. 73



functional locations. These zones create
well-defined spaces for different activities
within the buildings.

Although each facility approached function-
al zoning in a different way, as illustrated,
the clarity of the zoning at each site reinforc-
es the staff functional use patterns.

e Design details improve efficiency.

Each facility illustrates a number of detailed
design solutions aimed at improving func-
tional efficiency. Examples include:

Procedure box slots. Separate slots in the
cabinetry at the nursing stations at Chicago
hold pre-packed procedure boxes. These
contain the usual equipment and supplies
needed for examination of a specific type of
problem, for example, “Eye Box”.

Pass-through slots. Counter top or in-wall
slots hold charts and other paperwork in a
pass-through between the reception and
staff workstation. This saves steps while ef-
ficiently transferring paperwork. This ap-
proach is successfully used both in Detroit
and Minneapolis.

Eye chart in hall. In Seattle, an eye chart is
located at the end wall of an interior circula-
tion hallway. On the floor there is a con-
trasting color carpet tile indicator at 20 feet,
to cue the person about where to stand
while taking the acuity test. This allows the
hallway to perform “double duty”.

Vertical circulation by dumbwaiter. In the
multi-story facility in New Orleans, dumb-
waiters are heavily used for efficient transfer
of medical records, films, and other items.

e Reception desks are easy to locate.

Highlighted reception desks assist patients
and visitors in wayfinding. Reception desks
are designed for ease of location in several
ways.

In Detroit, Seattle, and New Orleans, the
desk is placed centrally in a symmetrical
plan, in Boston and Chicago it is located on
the right of a typical entry path, and in Min-
neapolis it is clearly differentiated from the
surrounding area by a variety of design de-
tails.

Other design details which highlight the re-
ception desks include lowered soffits in
New Orleans, special lighting in Seattle,
flooring details in Minneapolis, marble
countertops matching flooring details in
Chicago, and custom cabinetry in Boston.

e Flexible spaces.

Rooms are sized to meet specific needs, yet
allow for flexible spatial rearrangements in
the future. A variety of flexibility concerns,
ranging from ability to reconfigure existing
furnishings to the ability to alter uses, are
addressed in these sites.

For example, in New Orleans a standard ap-
proach uses 10" by 10" exam room modules.
A set of three 10'x10" exam room modules
would be easy to reconfigure as a set of two
10" x 15" procedure rooms.

In Detroit, gerontology exam rooms are larg-
er than standard exam rooms to accommodate
special equipment that might be used by the
patient, like a wheel chair or walker. These
rooms could also be converted to procedure
rooms.

In Chicago, unobtrusive gates in the main
entrance hallway allow after-hours use of
the community room without compromis-
ing the security of the rest of the facility.

Issue 4: Technical Factors

Technical factors include issues of materials,
systems and design integration, adaptability
for electronic communications systems, dur-
ability, and maintainability.
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e Most facilities rely on modular fumish-
ing systems.

Modular furnishings and details used in
most facilities have the advantage of predict-
able dimensions, controlled variation, and
consistent approaches to connections. As a
result, they reduce problems with technical
fit and dimensional consistency. They have
the added advantage of aesthetic compati-
bility.

For example, the Group Health Cooperative
pharmacy in Seattle has modular furniture
which can be reconfigured within the over-
all scheme. Under each preparation coun-
ter there are a number of under counter
units, some outfitted with drawers for vials,
some with open shelves, and some with cab-
inet doors. Each unit is the same height and
width, and is on rollers, so that pharmacists
can easily rearrange the units to best fit their
own working style or to meet changing
functions, without worrying about how new
cabinetry, hardware or connections would
fit into the existing system.

o Wall-mounted desks and cabinets ease
maintenance.

By mounting upper cabinets and desks di-
rectly on the wall surface of exam rooms
and offices, floors could be maintained easi-
ly and quickly without moving furniture. In
the New Orleans facility, this approach
helps maintain a tidy, clean atmosphere.

e Most sites integrate computers in design.

Computer use is eased when integration of
computers in primary care practice is facili-
tated by designs which take into considera-
tion their necessary electrical and position-
ing requirements.

While all of the sites use computers in
scheduling, financial, and administrative
functions, several of them are increasing
their use in direct care situations.

76

For example, all of the exam rooms at Group
Health in Seattle have the appropriate wir-
ing for computers in the exam rooms, al-
though none are yet installed. However,
there are several well-used countertop-
height niches in the halls which are used as
computer work stations. This facility is be-
ginning a program of computer communica-
tions between physician/nurse teams and
pharmacists. In addition, the experimental
community-based practice uses a data base
of patient problems to help them plan com-
munity outreach, patient education, and
health promotion programs.

e Natural light and artificial light are well
integrated.

Integrating artificial and natural light to ob-
tain a pleasant, well-lit environment which
is energy efficient is difficult, but is accom-
plished well at several of these sites. Natu-
ral and artificial lighting are well integrat-
ed into the physical setting in Seattle,
Chicago, New Orleans and Minneapolis,
creating appropriate, pleasant lighting levels
with minimal use of artificial lighting. Ener-
gy savings are an additional positive result.

This is accomplished by generous use of
natural light, by providing a variety of artifi-
cial lighting options, and by thoughtful zon-
ing of artificial lighting. By zoning the artifi-
cial lights for each functional area, and by
careful assessment of distance, configura-
tion, and demand in designing natural light
and artificial lighting sources, designers
were able to reduce the tendency to turn
lights on at the beginning of the day, and
never turn them off.

¢ Durability is important in all sites.

Selecting durable materials which withstand
heavy and varied use and could be easily
maintained is a priority for all sites. This
was reflected in choice of flooring materials
in three zones: entry, dry interior and wet
interior. Entry floors are hard, slip resistant,
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easy to clean and highly durable surfaces.
Dry interior floors are carpeted with pat-
terned commercial grade carpets. Wet inter-
ior floors are vinyl tile.

Issue 5: Aesthetic Factors

Aesthetic factors relate to a variety of ele-
ments contributing to the overall appear-
ance of the setting, its colors, design themes,
and visual impact.

e Facility designs are based on a consistent
and identifiable design theme.

The designers of each facility established
and reinforced a specific design theme and
colorway throughout the setting.  This
serves to unify the visual impact of the
whole, provide consistency and strengthen
facility identity. In each setting, colors in
flooring, wall covering and upholstery were
selected carefully to present a cohesive visu-
al appearance.

For example, in Boston a nautical design
scheme reflects the Atlantic seaboard. This
was accomplished through subtle color se-
lections and cabinetry designs which reflect
the orientation toward the shipping tradi-
tion of the area.

In Seattle, a design theme of four pastel
squares is utilized throughout the facility.

The Detroit site has pastel colors used con-
sistently to help integrate a mix of older and
new furnishings.

Group Health of Minneapolis uses a logo of
six squares aligned in two vertical columns
to identify all of the group’s sites through-
out the metropolitan area. This logo concept
is repeated throughout the facility, even in
the custom design of the windows.

The New Orleans site evokes a residential
atmosphere. This is reinforced through res-

idential-type window treatments, complete
with draperies and valances throughout
most of the facility.

The design of the Bridgeview facility, locat-
ed outside Chicago, recalls the American
arts and crafts tradition of nearby Oak Park
in attention to detail and materials, and
makes some visual reference to Frank Lloyd
Wright's Prairie Style. The design was char-
acterized by a grid pattern which is subtly
integrated throughout the interior design in
window, gates, and terrazzo flooring.

e Natural light and interesting views are
significant positive features.

Patients and staff in all facilities noticed and
appreciated the natural light and views.
They spontaneously commented positively
about the natural light and views more fre-
quently than about any other design feature.
Many users commented that the natural
light and views ‘brought the outside in”.

In Boston, views of the historic setting were
highlighted whenever possible.

In Seattle, exterior corridors were used both
for circulation and to take advantage of sce-
nic views of the city’s skyline.

The Bridgeview facility near Chicago allows
abundant natural light to penetrate the en-
tire midsection of the facility by use of a cen-
tral hallway with 18" ceilings flanked by
clerestory windows on both sides.

Located in a pastoral setting outside of Min-
neapolis, the Inver Grove Heights facility
takes advantage of views of nearby farm-
land. It also has a central spine flooded with
light and a stairway through a two-story
glazed area.

The New Orleans site offers natural light
and open, unobstructed vistas of the sur-
rounding area and urban center in the dis-
tance.
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¢ Some facilities provide selected views of
staff at work.

In a number of facilities, “selected transpa-
rency” allows views into staff areas. By care-
fully choosing specific visual access possibil-
ities, or selected transparency, designers
were able to provide visual contact with
staff working beyond the public zones. This
lets waiting facility users know that the staff
is working hard while they wait, and helps
pass the time.

In Seattle and Minneapolis, for example,
views are provided into the dispensing area
of the pharmacy from the waiting area.

In Detroit, a view of the care provider work-
station behind the reception area is visible to
users checking in, without compromising
the privacy or security of the staff.

o Artwork is carefully selected, and not
just limited to public entry areas.

Visually interesting, unobtrusive artwork is
installed in all the facilities studied. Staff at
all levels responded favorably to an attrac-
tive work environment.

The artwork, usually two dimensional ab-
stracts and landscapes, was selected careful-
ly to blend with the color schemes of the fa-
cilities. It was not just limited to the most
public spaces, but was also provided be-
yond the public waiting rooms into exam
rooms, staff lounges, and offices. However,
the quality and quantity of artwork was bet-
ter in the large public areas than in the exam
and treatment areas.

In Seattle, the physicians who use the exam
rooms were asked to select posters from a
collection proposed by the interior designer
to hang in the rooms they use.

In Chicago, colorful kites and decorative
wallpaper borders with child-oriented de-
signs are mounted in pediatric exam rooms,

providing additional visual interest for chil-
dren.

o Plants enhance the visual environment.

Exterior landscaping is abundant in several
facilities, particularly Minneapolis, Chicago,
and New Orleans, realizing, however, that
the range of investment in exterior landscap-
ing is related to the fact that these facilities
are owned not leased.

Interior plantscaping is provided in the
waiting rooms and public areas of all six
clinics. In some instances, living flora are
supplemented with silk plants, especially in
difficult to reach areas.

Issue 6: Cost Factors

Cost factors include both first cost and oper-
ational cost concerns. In a health care envi-
ronment in which there is an ever increasing
amount of managed care, primary care fi-
nances are directly related to capitation (re-
imbursement by member prior to care, not
by procedure at the time of care). The clinics
all recognize that capitation-based financing
means that keeping patients healthy makes
money. Thus, there is a financial incentive
to provide wellness services, and all of the
organizations include supportive facilities.

o All facilities have health education com-
ponents.

Some provision for health education was
present in all six facilities.

Boston and Chicago provide separate pa-
tient education rooms with information in
both video and printed formats.

Minneapolis and New Orleans make educa-
tional brochures readily available.

Detroit and Seattle sponsor a range of health
education information sessions and activi-
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ties, which they publicize through brochures
available throughout the facility.

e Sites provide staff amenities to decrease
turnover and training costs.

Realizing that staff turnover and training
cost the organization money, and that satis-
fied staff reduce costs, the sites fully sup-
ported providing a wide range of staff
amenities.

Previously described amenities like light
and views, even from usually isolated areas
like medical records, attractive staff lounges
with complete kitchen facilities, access to
the outdoors for break, lockers and showers
contribute to staff satisfaction.

o Sites use standardization to control de-
sign costs.

To decrease design and construction time
and costs and furnishing costs, several facili-
ties used a number of specific standardized
design features.

For example, the Ochsner system in New
Orleans uses a standard modular “footprint”
for all of their new outpatient facilities
which is based on standard, flexible room
sizes.

New Orleans, Seattle, Boston, and Minneap-
olis standardized a number of specific de-
sign features which they have used in sever-
al new facilities.

o Phone triage screens patients.

Seattle, Detroit, and Minneapolis use nurse
telephone advice and triage systems. This
helps to reduce costs by directing patients to
the proper care facility.

There are facility implications, as the triage
nurse needs a quiet setting, comfortable
seating, access to reference materials, and
acoustic privacy.

e Facilities provide ancillary services.

In an attempt to capture a wider range of
consumer business, convenient ancillary ser-
vices are provided at several locations.

For example, complete optical shops are
present at Boston, Minneapolis, and New
Orleans.

Many of the facilities, Seattle, for example,
include an on-site pharmacy so that patients
can have prescriptions filled before they
leave the building.

The Minneapolis site has a full service den-
tal clinic to serve Group Health members.

Issue 7: Materials and Furnishings

Materials and furnishings provide an overall
finish to the facility and set the design tone,
yet must meet a wide variety of user needs.

e Systems furniture and modular furniture
are widely used.

To reinforce an overall design theme, pro-
vide functional flexibility, and facilitate re-
placement of furnishings, a number of facili-
ties specified systems furniture. For
example, the New Orleans and Minneapolis
sites specified furniture lines manufactured
by well-known companies, to provide quali-
ty and to help assure design consistency.

e Patterned materials are specified.

Multicolored patterns are used on carpeting
and upholstery to mask dirt and wear. Most
of these patterns are not strong or easily dis-
cernable; instead they appear as mottled sin-
gle colors or subtle tweeds.

¢ Adjustable casework supports variation.

Facility designers provided for a variety of
on-site rearrangements of cabinetry in order
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to meet individual staff and clinic needs
while maintaining consistency.

For example, the New Orleans nursing/
physician station, called the provider team
workspace, has a countertop which can be
adjusted to the height of the physician
standing at it, and a matching desk surface
which can be adjusted to the height of the
nurse sitting at it.

The Seattle pharmacy has slots and slide-in
dividers in the upper cabinet bookshelves to
help organize heavy pharmacy books, to
prevent them from falling over, and to facili-
tate rearrangements of the materials.

The Minneapolis facility uses Japanese-style
shoji screens throughout the facility to selec-
tively screen and/or divide areas.

e Varied furniture meets a range of user
needs.

By providing a variety of furniture, the fa-
cilities meet the full range of staff, patient,
and visitor needs.

Seattle has built-in upholstered benches in
their exam rooms. These are wide enough
for two people, a parent and child for exam-
ple, to sit together comfortably.

Minneapolis has adult and child chairs, up-
holstered to match, in the exam rooms, as
well as child-sized chairs in the children’s
waiting area. This facility also provides out-
door patio furniture made of recycled plastic
which is so heavy that staff refer to it as
“theft-proof”.

Chicago has long comfortable benches set in
a combined well-child and ill-child waiting
area. It features a carpeted play area be-
tween them designed to be used by playing
children within sight of their parents. This
element allows for separation without segre-
gation.

New Orleans provides benches in waiting
areas for accommodating the needs of those
persons who cannot easily use chairs with
arms.

Issue 8: Primary Care Practice

Primary care practice issues refer to some of
the philosophical approaches which under-
lie the designs of these facilities.

o These medical centers embrace a "conti-
nuity of care" approach.

The six sites studied embrace a “continuity
of care” approach which recognizes that hu-
mans live within a continuum of physical
conditions, which ranges from full health
through severe illness and death. This ap-
proach accepts and treats people wherever
they are along that continuum, by an appro-
priate team of caregivers.

This approach implies that a wide range of
care providers is included in the staff mix of
the facilities. For example, at some sites,
mental health is considered an integral part
of primary care. In the facilities examined,
mental health was an integral part of the
menu of services in New Orleans and Bos-
ton. It was located within the Detroit facili-
ty and at Minneapolis, but was actually op-
erated by other organizations which leased
the space.

Midlevel staff and/or physician extenders
are key elements of this approach; this in-
cludes nurse midwives, medical assistants,
physician assistants, and nurse practitioners.
Several facilities, including New Orleans
and Seattle, use a provider team approach to
care.

Ancillary services that are offered to en-
hance opportunities and convenience to the
consumers include nutrition counselors and
patient educators. Other facilities leased
space to related service practices. For exam-
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Pediatric waiting area in Chicago has "sick and healthy" sections
with shared play space

Comfortable, residential setting psychiatric therapy office in New Orleans.
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ple, the Joslin Center for Diabetes leases
space in the MacNeal Bridgeview facility
near Chicago, and dental and chiropractic
practices lease space at the Minneapolis fa-
cility.

The organizations play a key role in sup-
porting this team approach to health care by
providing space for interaction among the
team of health care providers, as well as
space for their individual functions.

e Primary care includes many services.

The six facilities offer a wide range of serv-
ices under the title “primary care”, as the
chart on the facing page illustrates. Only
two of these facilities offer an identical range
of services.

e Facilities focus on characteristics of the
communities they serve.

The majority of the sites were very knowl-
edgeable about the communities they serve,
and are committed to providing exemplary
service.

The Seattle facility is experimenting with a
Community-Oriented Primary Care (COPC)
practice. A growing trend across the coun-
try, this approach includes five major com-
ponents:

- defining the health care community served
and describing their sociocultural character-
istics,

- including the community in setting goals
by which the practice could help meet the
community’s needs for health and quality of
life,

- identifying health problems in the commu-
nity using national, state, municipal, and
other local data,

- developing intervention programs respon-
sive to the needs of that population, and

- monitoring the impact of their programs
within the community.

e Sites are committed to health care philos-
ophy.

The organizations operating these facilities
are committed to a stated philosophy of
health care which includes health mainte-
nance and health promotion.

In New Orleans, for example, their philo-
sophical commitment to healthy lifestyles
even extends to their choice of reading mat-
ter in the waiting room. They only sub-
scribe to magazines that do not accept cigar-
ette advertising.

What is Primary Care? Range of Primary Care Physician Services in Six Facilities
Boston Chicago  Detroit Mnpls New Orl Seattle
Pedjiatrics . . . .
.
Ob/Gyn . . . .
Internal Medicine ) . . .
Family Practice ) . . .
Mental Health . . . .
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Summary and Recommendations

This case study research explored critical de-
sign issues at selected facilities in Boston,
Chicago, Detroit, Minneapolis, New Orleans
and Seattle. In a short, intense research time
frame, the team identified issues, visited
sites, interviewed key designers and think-
ers, and analyzed site findings. This report
describes eleven major trends affecting pri-
mary care facility design and provides spe-
cific examples of how each facility solves
common critical design issues.

This project began with a set of important
questions:

e Can designers, administrators, and
staff and facilities managers of other fa-
cilities learn anything useful from just
six case studies, performed in a very
short time frame?

e How important is design for these
primary care environments?

e What are the design challenges that
consistently face designers of primary
care facilities?

o Are there examples of good solutions
to those problems in this set of facilities?

e Are these solutions appreciated, or
even recognized, by patients, visitors
and staff?

e What is the relationship between a
few case studies and the kind of system-
atic research necessary to assess the con-
tribution of design features to successful
facilities with confidence, or even to de-
velop design guidelines for primary care
environments?

The answers are hopeful. The research finds
that although the definition of primary care
varies among these six organizations, these
groups have taken the initiative to custom
fit the mix of primary care services to meet
the needs of the population and communi-
ties they serve.

These organizations are finding ways to
lessen the sterile, clinical image of medical
settings of yesterday and instead, are de-
signing more comfortable, welcoming space
in primary care facilities.

There appears to be a shift from large-scale
to smaller-scale facilities and facility compo-
nents that maintain a manageable, yet effec-
tive size. Several of the six facilities attempt-
ed to decentralize a number of main
functions in an effort to enhance the reality
and the perception of personal attention and
individual care.

Other significant design features noted in
these case study sites include the addition of
patient education rooms, community rooms,
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comfortable, livable and workable space for
staff and patients, and staff interaction
rooms. The importance of natural light was
consistently mentioned by all users.

Although it is not possible to assure that the
good design ideas identified in these case
studies would lead to success elsewhere,
there are patterns that emerge which can
give guidance, or even inspiration, to de-
signers and managers of other facilities.

It is clear that medical care staff, administra-
tive staff, patients and visitors notice and
appreciate good quality design. Staff feel it
helps them do their jobs better, and increas-
es their job satisfaction. Patients and visitors
feel valued when the facility design allows
them dignity and makes them feel respect-
ed; they consistently feel more relaxed and
have more confidence in their care when in
attractive, calming environments.

There are consistent issues faced in primary
care facility design: providing efficient flow
and circulation with appropriate functional
zoning; maintaining flexibility and cost con-
trol in times of high change; accommodating a
growing commitment to patient education
and wellness; respecting and supporting pa-
tient human needs in an often stressful situ-
ation; dealing with realistic concerns about
first cost investments and staff productivity,
and developing the capability to train a
wide variety of primary care providers in
the same facilities as care is being delivered,
are just a few.

These six case studies provide a set of inter-
esting solutions to these issues.

As more primary care environments are de-
signed and built, the need for research-
based design guidance increases. These case
studies are just a beginning. They represent
a very small sample of the types of primary
care facilities operating in the United States
today.

How are design issues different in the pri-
mary care clinic located in the large urban
hospital, the health center in the rural com-
munity isolated from large medical centers,
the multi-physician primary care practice in
the small town?

How is the definition of primary care chang-
ing? What about urgent care centers -- are
they primary care? What about paramedics
doing screening in the workplace? How ap-
plicable are lessons learned from one pri-
mary care setting to another?

How similar are the design issues across
these types of facilities? How similar are
successful solutions? How are innovative
practices incorporating alternative therapies
into their patterns of practice and their facili-
ty design? How does the type of organiza-
tion influence design choices?

Are the design concepts which work in one
area of the country as effective in another?
(Many chain restaurants vary both their
menu and their decor according to location,
based on research).

How is it possible to know if the design it-
self, or certain aspects of it, directly influenc-
es staff and user satisfaction, along with oth-
er issues such as successful team spirit, job
security, or bedside manner?

Research-based answers to these questions
are crucial to developing a systematic ap-
proach to designing high quality primary
care facilities which support and enhance
quality primary health care for the future.

Facility design would be enriched by the re-
sults of further research which expands the
scope and depth of these studies. It would
be useful to explore ways to share informa-
tion about facility design successes and chal-
lenges without violating valid organization-
al concerns about proprietary information
and competition.
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Appendix I: Literature Summary

This literature review examines a selection
of the large volume of material available
which addresses a variety of health care is-
sues. Much of the existing literature is fo-
cused on the processes of health care deliv-
ery, independent of facility characteristics,
some report on the design features of new
facilities, a number discuss financial and ad-
ministrative issues of operating health care
facilities, and a very small number discuss
research on health facility design. Of those,
the emphasis is on in-patient facilities al-
most exclusively; publicly available research
on design evaluation of primary care envi-
ronments is virtually nonexistent.

At present, the term primary health care
means many things to various authors. One
definition is provided by Bill Rostenberg,
author of Design Planning for Freestanding
Ambulatory Care Facilities - A Primer for
Health Care Providers and Architects.  This
definition formed the framework for the lit-
erature review primarily because Rosten-
berg’s work is among the most recent publi-
cations.

Rostenberg defines ambulatory care facili-
ties as those not attached to a hospital where
the client is an ambulatory out-patient. He
further defines primary care as Family Prac-
tice, Industrial Medicine, and Pediatrics
which operate by scheduled appointments.
(Primary care is not urgent or immediate

and does not include intermediate care such
as birthing, surgery, or therapy.) Primary
care is an 8:00 a.m. to 5:00 p.m. business
with some facilities offering extended hours.
The facility is prominent within the commu-
nity both visually and socially.

Looking back, a hundred years ago there
were less than 200 hospitals. By the 1920’s
there were 5000 or more. The expansion of
hospitals in the 1970’s slowed and, with the
recent changes in reimbursement policies,
there are now many vacant beds, and inpa-
tient facilities that are closing or converting
to outpatient use.

The trend is toward outpatient programs,
group practice, medical malls, and network
facilities rather than individual doctors” of-
fices and hospitals. Current trends include
value-conscious patients, smaller medical
equipment and increased non-invasive treat-
ment modalities.

There was a burst of health care literature
during the post World War II era attributa-
ble to the trend toward hospital care, and
another burst during the 1970’s. Published
literature, however, has not kept pace with
the rapid growth of primary care facilities;
in fact, most recent publications consider
only the hospital setting and do not reflect
on the significant differences between hospi-
tal and primary care.
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We began with the problem statement from
The Center for Health Design: “..lack of de-
sign guidance available to inform those who
are planning facilities development.” We
chose to search conventional published re-
sources assuming that these resources
would be used by designers, planners, and
administrators. Three subject categories
were selected: (1) health facilities (2) health
care (3) behavior and health facilities. Pri-
mary health care as defined by Rostenberg
was used to narrow the subject entries.

Over a hundred entries were evaluated for
appropriateness to design evaluation of pri-
mary care facilities. The literature specific to
primary health care design describes a trend
away from hospital care. Architectural liter-
ature focuses on images of new buildings or
on general concepts of how to produce
pleasant and safe buildings. Other literature
addresses communication between adminis-
trators and designers; it clarifies the typical
design and construction process from the
problem statement through construction
and maintenance.

Although exceptions are presented in the
annotated bibliography, it is clear from this
research that practicing architects do not, as
a general rule, publish evaluations of their
facilities, nor do health care provider organi-
zations, facility developers, or health care
advocacy groups. Although some primary
care organizations do facilities research, it is
frequently proprietary, and therefore not
available in the public literature.

Health care provider literature tends to fo-
cus on operational events within a facility.
There are some excellent resources prepared
by behavioral professionals, but most are
typically empirical studies focused on spe-
cific design features rather than on whole fa-
cility design.

There are several words and phrases found
in the literature that provide a direction for
examining the issue of a healing primary
care environment. These words are impor-
tant within interdisciplinary design teams.

These include a variety of descriptive terms
relating to empowerment, respect and com-
fort. The literature describes responses to
quality design including feelings of privacy,
participation, visual clarity, control, produc-
tivity, comfort, knowledge, ownership, com-
prehension, prediction, choice and safety.

The literature also referred to negative re-
sponses, including feelings of irritation,
stress, manipulation, confusion, fear, end-
less time, neglect or defense. There was gen-
eral agreement that design should not evoke
feelings of pain, distress, or competition.
Bernadine Cimprich points out in her work
on attention and patient education that these
negative feelings interfere with the brain’s
ability to process chunks of information nec-
essary for attention. She states that “Infor-
mation that is vivid and concrete, that is,
easily imaged and involving personal inter-
est or experience, is more likely to receive
spontaneous, effortless attention...”

The following annotated references were se-
lected because they provide a good founda-
tion for promoting communication between
fields. The literature reviewed in three areas
of study (health facilities, health care, and
behavior and health facilities) is, not surpris-
ingly, found in three separate libraries: one
for a medical school, one for general aca-
demic studies, and one for fine arts.

This segregation, by itself, is indicative of
the communication problems that may cur-
rently take place during the planning, de-
sigh and management of a primary care fa-
cility.
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Annotated References:

American Institute of Architects Committee
on Architecture for Health with Assistance
from US. Department of Health and Human
Services, (1987 edition). Guidelines for Con-
struction and Equipment of Hospital and Medi-
cal Facilities. Washington, D.C.: American
Institute of Architects Press.

This manual provides the basic design
standards for medical facilities, includ-
ing primary care facilities. The list covers
access (for people with disabilities),
parking (two spaces for each exam
room), and privacy for patients, as well
as specific standards for each space, i.e.,
exam and observation rooms (minimum
80 sq. ft.), labs and radiology, etc.

Ballast, David Kent. (October, 1988). Design
and Planning of Ambulatory Facilities. Monti-
cello, Ill.: Vance Bibliographies.

This bibliography lists 65 publications
(from 1975 - 1987) addressing design of
ambulatory care facilities. Many articles
were published on this subject in 1987
during the rise in the number of health
maintenance organizations across the
United States.

Berg, Leonard, MD, Buckwalter, K. C., PhD,
RN, Chafetz, P. K., PhD, et al (December
1991). “Special Care Units for Persons with
Dementia”, Journal of the American Geriatrics
Society, Volume 39, Number 12, pp.1229-36.

Primary care includes health care for pa-
tients with Alzheimer’s Disease and oth-
er dementias. Berg discusses the integra-
tion of physical design and
programming with the needs of this pa-
tient population for security, dignified
personal care, appropriate mental and
physical stimulation and protection from
exploitation or abuse.

Brill, Michael. (1992). “How Design Affects
Productivity in Settings Where Office-Like
Work is Done”. Journal of Healthcare Design,
Volume IV. Proceedings from the Fourth Sym-
posium on Healthcare Design., Martinez, CA:
National Symposium on Healthcare Design,
Inc.

Discusses studies on office productivity,
ergonomics, employee satisfaction, and
quality of work life. Brill, of the Buffalo
Organization for Social and Technical In-
novations (BOSTI) suggests applications
of this work in health care. An example:
their research indicates that windows
per se may not be important, but rather
the natural light and feeling of not being
enclosed.

Bush-Brown, Albert and Davis, Dianne.
(1992). Hospital Design for Healthcare and Sen-
ior Communities, New York: Van Nostrand
Reinhold.

This book discusses the design of hospi-
tals, ambulatory care centers, special
treatment centers, nursing homes, senior
living communities, continuing care re-
tirement communities, and medhotels.

Carpman, Janet Reizenstein; Grant, Myron
A.; and Simmons, Deborah A. (1986). De-
sign That Cares -- Planning Health Facilities for
Patients and Visitors, American Hospital Pub-
lishing, Inc.

This book presents research based de-
sign solutions for health facilities - pri-
marily hospitals. Focusing on visitors
and patients, the book includes informa-
tion that may apply to primary care. An
example: “If a specific room is not dedi-
cated for this purpose (of grieving), these
activities will continue to occur, but they
will occur in public -- in the hallway, the
waiting room or the semi-private room --
and will invade the privacy of those dis-
cussing their problems and those inad-
vertently overhearing the discussion.”
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Cashman, Suzanne B., DSc; Fulmer, Hugh
S., MD, MPH; Klevens, R. Monina, DDS,
MPH; Margules, Adela, MS, MBA. (Janu-
ary/February 1992). Special Contribution:
Transforming a Neighborhood Health Center
Into a Community-Oriented Primary Care Prac-
tice, American Journal of Preventive Medi-
cine, Volume 8, Number 1.

A community-oriented primary care
(COPC) medical residency is being im-
plemented at the Bowdoin Street Health
Center from the Meetinghouse Hill area
of Dorchester, Massachusetts.

The project involves all participants in
health care: the medical residents, medi-
cal, nursing, dental and other health pro-
fessionals as well as the community.
Cashman, et al, have created criteria for
a community -responsive practice which
enables medical residents to transform
health care in specific areas.

The goals of one project include develop-
ment of community leadership, aware-
ness of trash problems and potential
health effects, and the cleanliness of the
neighborhood.

Cimprich, Bernadine, PhD, RN. (March
1992). “A theoretical perspective on atten-
tion and patient education.” Advances in
Nursing Science.

Cimprich addresses the trend toward pa-
tient education and explores methods for
effectiveness of education. Patient edu-
cation includes health and illness care,
self-care skills and strategies, long-term
changes.

The process of learning is complex and
attention is the key. Cimprich provides
measures through which facility design
can facilitate attention.

Cohen, Uriel and Day, Kristen. (1993 - Not
released at this date). Contemporary Environ-
ments For People with Dementia. Baltimore:
John Hopkins University.

Pre-release information indicates the au-
thors have used the case study method
to present current facilities available for
people with dementia and their caregiv-
ers. Cohen and Day present design ex-
amples, current trends and opportuni-
ties.

Coppa & Avery Consultants. (September
1986). Architectural Design for Hospitals: Hos-
pital Planning, Ward Design and Efficiency,
Out-patient, Accident and Emergency Depart-
ments, and Update of A 148,. Monticello, IIL.:
Vance Bibliographies.

This bibliography lists 90 publications
from 1960 to 1985 regarding information
on architectural design of hospitals.

Kaplan, R. and Kaplan, S. (1989). The Experi-
ence of Nature: A Psychological Perspective,
New York, NY: Cambridge University
Press.

Kaplan and Kaplan “theorize that four
factors are important for a restorative ex-
perience: fascination, coherence, sense
of being away, and compatibility with
inclinations and goals.” However, they
say that “random fascinations can be dis-
tracting”. The objective is to provide co-
herent stimuli which are part of a whole.

“Sense of being away” does not necessar-
ily mean away from the physical envi-
ronment rather from the content of a
specific situation. Compatibility is sig-
nificant in that one person’s fascination
may be another’s boredom.
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Keller, Sharon. (1987). Interior Decorating in
Health Care Facilities. (1980-86). Monticel-
10,111.: Vance Bibliographies.

The scope of this bibliography includes
sources of information that can assist in
planning those facets of the interior envi-
ronment/decor in health care facilities
which contribute to a functional and
pleasing building. There are 279 pub-
lished works that discuss the psychology
of design, art works/color, flooring, fur-
niture, lighting, and wallcoverings, as
well as ten different specialized areas,
such as outpatient facilities and pediatric
areas.

Klein, Burton R. MSE and Platt, Albert J.
ACA. (1989). Health Care Facility Planning
and Construction. New York: Van Nostrand
Reinhold.

This book describes the step-by-step pro-
cess for construction of a health care fa-
cility, dealing with financing, zoning,
site planning, and code review proce-
dures. Two chapters on Architecture for
New Facilities and Architecture for Ex-
isting Facilities stress traffic flow, impor-
tance of first impressions in the lobby,
clearly defined pathways, use of pleas-
ant colors and comfortable furniture.

Lindeman, William E. AIA. (May/June
1991).  “The interaction of facility design
with management goals - Design responses
to management issues.” Medical Group Man-
agement Journal.

The definition of medical management is
elusive and varies from organization to
organization. But the typical goal of
management is to facilitate a sound fi-
nancial enterprise, serve a loyal patient
base, and have an enthusiastic, loyal
staff who would work nowhere else. A
primary factor of achieving this goal is
facility design. While the facility itself
cannot ensure success an exceptionally

poor facility can make success difficult.
Lindeman identifies succinct design ap-
plications for achieving these goals.

Malkin, Jain. (1992). “Medical Office Design:
New Possibilities.” Journal of Healthcare De-
sign, Volume 1V. Proceedings from the Fourth
Symposium on Healthcare Design., Martinez,
CA: National Symposium on Healthcare De-
sign, Inc.

Malkin presents a number of approaches
toward 1990’s medical design noting that
there is no ‘correct’ approach. Her de-
sign types include retail (mall or galle-
ria), hospitality ( style, comfort and con-
venience), cultural (ethnicity, religion,
architectural expression), high tech (ar-
chitecture, electronics, futuristic interior
design), intellectual (designed to stimu-
late emotionally or intellectually through
challenge or controversy), entertainment
or theater (children: educate, amuse, dis-
tract), comfort (to soften an intimidating
situation), corporate (stability, tradition
and business) and residential (scale,
lighting, detailing, furnishings).

Malkin is the author of a number of use-
ful medical facilities planning books, in-
cluding “Medical and Dental Space Plan-
ning for the 1990°s” published by Van
Nostrand Reinhold in 1989.

Mullan, Fitzhugh, MD. (October 1991). The
Future of Primary Care in America.. Volume
44, Number 4.

In 1991 approximately two-thirds of
practicing physicians in the United
States were sub specialists. Countries of
similar culture and health status, con-
versely indicated only one-half to about
one-third as sub specialists. Twenty five
percent of medical students expressed
interest in primary care in 1989, in con-
trast to 40% in 1988. To promote pri-
mary care practice Mullen proposes a
forum for family practitioners, inter-

The Center for Health Design * Min Kantrowitz & Associates, Inc. 93



nists, pediatricians, nurse practitioners,
nurse midwives to talk to each other,
voice common issues, and express ideas.

Rostenberg, Bill. (1986). Design Planning for
Freestanding Ambulatory Care Facilities: A
Primer for Health Care Providers and Archi-
tects, Chicago: American Hospital Publish-
ing, Inc.

Rostenberg is a member of AIA Com-
mittee on Architecture for Health and
the American Association for Hospital
Planning.

The writing is primarily a discussion of
programming and factors important to
design. He considers image, site, ratio,
circulation and room design.

Ruys, Theodorus AIA. (1990). Handbook of
Facilities Planning, Vol. | Laboratory Facilities.
New York: Van Nostrand Reinhold.

This handbook addresses laboratory
planning and design from space guide-
lines to managing hazards by design,
cost, codes, and equipment.

Sabatino, Frank G. (December 1991). “Health
Center’s Design Mixes Community Feeling
with Individual Decor.” Health Facilities
Management Magazine.

This article describes the construction of
a new headquarters for Fenway Commu-
nity Health Center in Boston. They
achieved a non-corporate, and non-
institutional atmosphere by paying close
attention to varying space needs of pa-
tients and staff, created a welcoming lob-
by, and used details such as open space,
soft materials, and adjustable lighting.

Welch, W.P.; Miller, M.E.; Welch, H.G.; Fish-
er, E.S.; and Wennberg, J.E. (March 4, 1993).
“Geographic Variation in Expenditures for
Physicians” Services in the United States”.
New England Journal of Medicine. Vol. 328 (9),
Pg. 621-7.

Documents and discusses distribution of
Medicare payments across geographical
sections of the United States. Describes

the growing importance of primary care.
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Appendix II: Questionnaire Summary

The number of questionnaires completed at
each facility is summarized below:

Facility Number of Respondents
Boston 26
Chicago 2
Detroit 38
Minneapolis 25
New Orleans 36
Seattle 26

The majority of respondents were women in
the 26 to 64 age range.

Questionnaire responses from all six facili-
ties were generally very positive regarding
the design of the facilities. Most people felt
that the buildings were professional, busi-
ness-like, inviting and welcome, not cold
and clinical, and most respondents liked the
interior furnishings, colors and artwork.
Positive reactions were noted on enviromen-
tal conditions such as lighting, temperature,
sound, or smell. The aspect most often
mentioned about all of the facilities was the

abundance of natural light. Few, if any, re-
spondents disliked the design of the facili-
ties.

The six facilities reminded respondents most
of a corporate office or hotel setting. Patients
typically were visiting the facility for sched-
uled appointments with physicians, howev-
er, physician extenders were also men-
tioned; some of these visits were noted as
unscheduled appointments.

Most patients waited no more than twenty
minutes before they were seen for their ap-
pointment, and many in less than ten min-
utes. Most patients came to the primary care
sites alone; however, over half of the respon-
dents at two of the facilities came with a
friend or family member, typically with one
or two young children.

When asked how the design of the facility
made them feel, the comments most often
mentioned were “comfortable”, “relaxed’,
“respected’, “secure”, and “welcome.”

Copies of the questionnaire are available from the research team:

Min Kantrowitz & Associates, Inc.
P.O. Box 792
Albuquerque, New Mexico 87103
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