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The pricing of a project begins with the ffaacciilliittyy  mmaasstteerr  ppllaann
and is refined in more detail during the ffuunnccttiioonnaall  pprrooggrraamm-
mmiinngg  pphhaassee. During a recent master planning discussion, the
HFR consulting team investigated project cost distribution and
found that the one area healthcare providers should not cut
expenses in is the very early programming phase of a small
project’s life. The fee expended by the owner for this phase of
“business analysis” through effective programming is less than
two percent of the total project cost. On a $2.5 million project,
saving 100 square feet is worth $26,000. What if the savings
in square footage were combined with reductions in equip-
ment purchases (possibly lease vs. purchase), reduced site
improvement expenses (reduced excavation expenses) and
reduced utility expenses through energy conservation. The sav-
ings would be significant, achievable and logical!  

What are the factors that come into play during the planning
of a healthcare project?  The responsible planner/architect/
engineer will assist with the assessment of these initial costs
combined with the return on investment (ROI) for savings over
time, for example:

• Defining From the Outset the “Reasonable” Needs 
for the Project:

- Outcomes From the Asset
- Revenue Enhancers vs. Expenses Incurred
- Efficiency Measures and Added-Value Attributes
- Optimum Space Needs 

• Assessing the Site Location, Preparation and/or 
Site Improvements:

- Parking
- Utilities and Hidden Infrastructure Costs
- Site Preparation and Phased Improvements
- Security, Safety and Convenience Factors

• Comparing New Construction and Renovation Expenses:
- Square Footage Occupied
- Building Utilization and Space Efficiency
- Energy Utilization and Life/Cycle Costs
- Infrastructure Expenses and Code Compliance

• Considering Medical Equipment, Furnishings and 
Furniture Carefully (ROI Factors)

• Information Systems, IT and Electronic Medical Records
• Time Savings In Project Duration/Early Completion

Incentives (Inflation Possibly $161/Day+)

Things are really getting exciting, because you’ve nar-
rowed the project down to a site or even a few sites
for your new building. Seems most times this narrow-
ing is based on very obvious factors such as land
costs or proximity to your target market. But before
you execute that contract, take the time to consider the
many potential additional costs for land development
that may come into play with that particular site or
sites.

Zoning restrictions/requirements, subdivision and land
development requirements, stormwater management
(quantity/quality) requirements, parking requirements,
landscaping requirements, site adjacent utility capaci-
ties, off-site utility improvement requirements, poor
soils, filing fees, special inspection fees ... the list goes
on and on. Site development costs could range from a
minimal percentage of the total project cost that could
be absorbed by traditional building per-square-foot
estimating to in excess of 20% of the total project con-
struction cost — or even more. On top of the cost of
these accessory site improvements for a new building
project, the engineering fees associated with these
improvements and the potential legal fees for zoning
and land development should be considered.

The land development process for sites can vary
greatly with regard to the costs of land development
and the time required for approvals to bring a project
to fruition, even just across the street. So make sure
that you have asked yourself, “What are the potential
land development costs beyond the cost of the build-
ing itself?” Remember, infrastructure is costing more
than ever before as sites become less desirable for
development and regulations governing land develop-
ment become more stringent.

There is good news:

There are engineering consultants familiar with all of
these frequently hidden or overlooked issues, and it’s
almost certain that whatever engineering fees you
incur for these early site selection/evaluation services,
the odds are high they will be more than made up in
savings on the ultimate project. You may not want to
hear the consultant’s findings, especially if you like
everything about the site, but it’s much better than
receiving some really costly surprises later on.

Contact Mr. Wilson by email at rwilson@hfrdesign.com or by
calling (615) 370-8500.

Take the Time 
to Get It Right
by Rodney L. Wilson, PE,
President, HFR Design

Project 
Development Costs:
Finding the Right Answers
by James G. Easter, Jr., FAAMA, Diplomate in Healthcare
Administration, SVP, Principal, Director of Planning and 
Programming, Healthcare Division, HFR Design
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In fulfilling our leadership duties and responsibilities in a
healthcare facility, we are going to come into contact with
local and state government officials from time to time. It
may be as innocuous as chatting with the mayor prior to a
ribbon cutting, or it may be interaction with a regulatory
official who has the authority and right to cause drastic
changes in the way we do things — and possible head-
aches for us and our staffs.

How well we communicate and interact with government
officials significantly affects the ease, cost and schedule of
the project. The myriad of technical requirements in codes
and regulations often can be interpreted in different ways.
We are all human and therefore imperfect. Good commu-
nication, respect and appreciation smooth out the process
of project approval and help make a better project. Below
are 10 important things to keep in mind:

1. DDoo  yyoouurr  hhoommeewwoorrkk.
Find out who the people
are and what the regu-
lations are. Meet with
them to confirm that you
aren’t missing anybody
or any regs. Include
these regulatory officials
in all correspondence
and emails that are gen-
erated.

2. SShhooww  eevveerryyoonnee
iinnvvoollvveedd  rreessppeecctt. This
cannot be overempha-
sized. To get respect,
you have to show
respect.

3. GGeett  ttoo  kknnooww  tthheemm.
It’s amazing how
accommodating people
can be when you are friends and have some common
connections. Those connections always exist; you just have
to find them. Some questions about them and their back-
grounds will help reveal those connections and build that
friendship. Find out about their background, where they
are from, what college they attended.

4. DDoonn''tt  wwaassttee  tthheeiirr  ttiimmee. While you do want to get to
know them, you don’t want that process to become bur-
densome to them. So be careful regarding No. 3 above.
Play it by ear. It’s a balancing act.

5. DDoo  tthhee  nneecceessssaarryy  ppaappeerrwwoorrkk, even if it’s the thing you
dislike the most. If you want to get the result you want, you
must give them what they ask for! 

6. SShhaarree  tthheeiirr  ggooaallss of following the regulations to create
better, safer buildings and communities. Don’t try to get
away with doing less than what is required. Generally
speaking, the regs are the minimum. 

7. DDoonn’’tt  aarrgguuee. Instead, ask questions. Tell them you
don’t understand and ask if they can explain. Or say you
thought it was this way, but you may be mistaken. There is
never a dumb question, and they’d much rather have you
ask and then get it right.

8. AAllllooww  tthheemm  ttoo  bbee  ppaarrtt  ooff  tthhee  pprroojjeecctt  tteeaamm. Typically,
government officials aren’t supposed to offer design solu-
tions, but there are ways for them to indirectly suggest
solutions to be designed by the A/E. Keeping them on the
team makes for a smoother-running project, because
everyone stays informed as to the project’s progress and

can be involved in solu-
tions as problems and
opportunities develop. In
addition, everyone has a
desire for a successful
project, because when
they are invested in it,
they tend to put more
energy and effort toward
its success.

9. TTHHAANNKK  TTHHEEMM! The
more you thank people,
the more likely they will
be to want to help you
again. It has been our
experience that if you
thank someone for
responding quickly, for
example, they will try to
top their response time
at the next opportunity!

10. GGIIVVEE  TTHHEEMM  CCRREEDDIITT! If they were part of the team,
they deserve part of the credit for a successful project. They
don’t get enough of that! Every individual responds posi-
tively to hearing his or her name mentioned and having
some time in the spotlight.

~~~~~

Whether or not you commit the 10 keys to memory, there’s
a simple, underlying key that will always stand you in good
stead when dealing with a government official: Think
about how you like to be treated, and treat that person the
same way. The Golden Rule really does work!

Contact Mr. Onge by email at ponge@hfrdesign.com or by calling
(615) 370-8500. Contact Mr. Dunn by email at kdunn@hfrdesign.com
or by calling (615) 370-8500.

by Page Onge, AIA, NCARB, LEED A.P., HFR Design
and Kyle Dunn, Client Service Specialist, HFR Design

Onge Dunn
®

Working with Local Government:
10 Keys to Making Sure Everyone Wins

Getting to know local officials helps pave the way for a cordial working relationship.
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Whether nature unleashes a natural, pandemic or man-
made disaster, or an act of war, disaster planning for such
is in the forefront of most healthcare facilities. It will hap-
pen when you least expect it, that event that triggers a
mass casualty healthcare emergency. Your plan is in place,
you have rehearsed and trained for an event, and use the
facility to the best of your ability.

After the event and debriefing, and the resulting after-
action report, was it determined that the facility design
facilitated the event response? If it didn’t, then was a mass
casualty healthcare emergency part of the planning, pro-
gramming and design of your facility? If it wasn’t, should it
have been?

Many facilities are being proactive on this front to make
preparations to allow expanded services during a mass
casualty event or other restricting event. We have seen a
positive response from medical facility staff to try to identify

circumstances, events and potential time periods that could
aggravate or increase the mass casualty load. The prob-
lems include the obvious: weather-related events such as
hurricanes, tornadoes, snow and flooding; massive range
and forest fires, rock slides and volcanic eruptions; as well
as aircraft, traffic and industrial accidents that isolate and
disrupt transportation. The threat of biological, chemical
and nuclear weapons just adds to the list.

The challenge is to identify the potential threats and to
evaluate the level, probability and length of time that the
event may last. For each of the threat items, these vari-
ables will vary based upon the location and other evalua-
tions. These will all require probability-and-risk-analysis
studies. 

For example, a volcanic eruption in Washington or Oregon
— in addition to causing a great deal of destruction —

Hart Freeland Roberts (HFR Design) is a 102-year-old architectural and engineering firm offering architectural design, healthcare master planning
and programming, market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project 
management, office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, 
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets from offices in Nashville, 
Kansas City, Louisville and Jackson, Tenn.

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
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Don Pierce, AIA
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Suite 108
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Sammy West
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(731) 421-8000
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Contact:

by John R. Potter, Jr., AIA, Senior Vice President
and Project Architect, Healthcare Division, HFR Design

®

Programming and Designing
for Disaster Planning

This floor plan for a portion 
of HFR-designed Valley View 
Hospital in Glenwood Springs, 
Colo., shows the relationship
of the emergency department 
to the special procedures area, 
providing a quick expansion
option in case of a mass 
casualty emergency.

continued on page 4
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Project Development Costs: Finding the Right Answers ...
(continued from page 1)

Programming and Designing for Disaster Planning ...
(continued from page 3)

as cancer centers and sleep labs, can also be used to pro-
vide expanded treatment areas.

With the current national trend of physician and physician
groups becoming hospital employees, multiple opportuni-
ties are presented to quickly mobilize and augment the
hospital emergency team. The additional use of their
offices at the hospital site to treat minor injuries after a
triage could greatly expand the treatment spaces, but could
also create more demand for backup power, heating and
cooling systems.

Finally, it’s important to keep in mind that the hospital is
not alone in trying to prepare for catastrophic events. Joint
planning with local, state and regional governmental
emergency management agencies is required to help eval-
uate the hospital’s responsibilities and risk assessment as it
relates to the continuing operation of the facility during a
disaster or mass casualty event.

Contact Mr. Potter by email at jpotter@hfrdesign.com or by calling
(615) 370-8500.

could isolate parts of eastern Oregon and Washington
along the Columbia River, causing extended disruption in
the supply of utilities and basic goods. There are areas
along I-70 in western Colorado that pass through canyons
and gorges that can be blocked or closed due to rock
slides, snow or vehicular accidents, resulting in major
delays in the delivery of supplies and goods. The memory
of Katrina is still fresh in everyone’s mind: Facilities were
knocked out of operation or ran out of backup supplies or
fuel. The possibility of any of the events described above
might suggest that additional emergency fuel capacity and
basic goods storage be provided.

The most probable event is a highway accident involving a
bus or multiple vehicles, which could create a mass casual-
ty event. What is a facility to do, since it is not reasonable
to just build extra space to accommodate such an event?
Careful consideration should be given to departmental
adjacencies, to allow for cross-utilization of space if the
need should arise. For example, by designing an outpatient
surgery and minor treatment facility adjacent to the emer-
gency department, the quick use of the area for a mass
casualty event is facilitated. Other outpatient facilities, such

Many of these cost factors should be developed as a “yardstick” for measuring the affordability of a project. A responsible
program measures function, form, economy and time balanced against the owner’s goals; facts plus evidence; efficiency
concepts and rational functional needs. The “economy” goals, objectives and outcome measurements are crucial these
days, with access to capital dollars being a major concern for all our clients. The “ideal functional program” includes a
project budget that links to the “size of the project” and its added-value attributes. As those square-foot savings are identi-
fied, ccoossttss  ggoo  ddoowwnn. If space
increases, targeted “revenue
enhancements” that support 
the “bottom line” should be 
considered.

This is another justification for
“iinntteeggrraatteedd  hheeaalltthhccaarree  nneettwwoorrkkss”
that maximize resources, relocate
services to centralized locations,
and redistribute capital assets to
provide the right services that are
right-sized for the right reasons in
the right locations. It is worthwhile
to consider hiring consultants who
are cost-conscious and willing to
spend the time to determine what
is most appropriate in the very
early stages of project develop-
ment. The ROI “fee factors” will
prove invaluable to the informed
consumer of planning services. 

By the way, that $26,000 savings
was more than the fee charged for
the pre-design services, and the
space reductions were far greater
than 100 square feet. It appears
the payback was worthwhile and
sustainable!

Contact Mr. Easter by email at
jeaster@hfrdesign.com or by calling 
(615) 424-3642.
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by Don Pierce, AIA, Director, Kansas City Office,  HFR Design, 
and Page Onge, AIA, NCARB, LEED A.P., HFR Design

OngePierce ®

Same-Handed Room Design:
The Jury is Still Out

There have been many discussions — and many articles
written about — the same-handed patient room con-
cept versus the more standard mirrored room concept.
(The same-handed concept, by the way, doesn’t apply
just to med/surg patient rooms, but also to rooms
accommodating a higher patient acuity, such as ICU
rooms, ED treatment rooms and ORs.)

The basic reasons for choosing between the two con-
cepts have to do with staff efficiency, crisis reaction time
and patient care versus initial construction cost. It is
generally accepted that mirrored patient rooms cost less
to construct than same-handed patient rooms, due to
plumbing and electrical service run lengths and the
economies of a “shared support wall” between two
rooms. It is also generally accepted that same-handed
rooms improve staff workflow, efficiency and ultimately
better patient care. However, there is little empirical
data to support either concept. It is important to note
that construction cost is a comparatively much smaller
proportion of overall costs of the operation of a health-
care facility. Often decisions to save some money on
construction cost cause detrimental impacts on such
things as staff efficiency and injuries, patient care quali-
ty and outcomes, utilities consumption costs, mainte-
nance and replacement costs, and patient and staff sat-
isfaction. The costs of these items may easily negate the
construction cost savings in a very short time.

Those who argue in favor of same-handed design typi-
cally point out the following attributes:

• The door and bathroom are always in the same 
location.
• Nurse, MD and student always work from the same
left/right location.
• Headwall items never shift.
• Orientation to foot of bed and headwall places items
in the same spot in every room.

• The ceiling is continuous and AC/electrical and 
infrastructure are always the same on each unit.
• Risk of disorientation is eliminated via modularity.
• Patients can be oriented so their ID bracelet is always
on the right-hand wrist and always on the side toward
the door. Likewise, right-handed patients can easily
reach for things and sign things if their right side is ori-
ented toward the door.

Those who favor same-handed room design, illustrated here in a typical
floor plan and room rendering, say it benefits both patient and caregiver.
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The American College of Cardiovascular Administrators
(ACCA) recently came together in Chicago to share,
learn and improve their leadership skills. Having been
involved in the ACCA and the many worthwhile pro-
grams hosted by them over the years, I was especially
honored to be invited to speak on the subject of “Heart
Center Planning: Bundling Services, Architecture and
Fees.” I’ve learned that this is a
topic of great interest to the
industry. But why, one might
ask, would administrators,
owners, operators and man-
agers of healthcare programs
want to know about this?

Actually, there are numerous
reasons. For example, any one
of us could have a serious
physiological complication
leading to a “breakdown” of
our cardiovascular system; 
respiratory and cardiovascular
diseases rank near the top in
the world of “most common
killers” (with heart disease and 
cancer, respectively, first and
second). 

Anyone who has been afflicted
by heart disease recognizes
that you encounter the build-
ings, systems and technology
as you move through the 
curative phases of the disease
that you have suddenly en-
countered or have lived with
all your life. At the same time,
you’re required to face the rig-
ors of registration, insurance
coverage, fear of demise,
long walks from the parking
garage, waiting in the waiting
room and, possibly, outpatient
treatment, cardiac catheterization, MRI/CT or US, inva-
sive or minimally invasive surgery, recovery and long,
wearisome hours of post-operative or post-intervention-
al rehabilitation.  

We ACCA members call this the “full continuum of
care,” and discuss it intently when planning and design-

ing heart centers. But guess what? The future is about
to offer us new and cost-efficient ways to “bundle” our
heart care while bundling the expense and coverage.
What I see on the horizon is this: a continuum that is
more efficient, less expensive, more humane, more
appealing architecturally and ultimately more successful
than ever before.

I’ve written and spoken many
times about the various aspects
of cost, affordability and care
outcomes. I’ve written about
“care with people in mind” and
“care with heart.” Those topics
are extremely important, but so
is this: The art and architecture
of specialty centers is effectively
provided by the Leonardo da
Vincis, Rembrandts, DeBakeys
and Frists when we follow
some clearly defined rules: (1)
Never engage a planner or an
architect who has never de-
signed a healthcare facility or a
heart-related center; (2) Never
shortcut the fees that apply to
the pre-design planning, pro-
gramming and functional
analysis; (3) Never develop a
heart center, cath lab, pul-
monary clinic, vascular center,
special care bed area or short-
stay center without involving the
departmental director, nurses,
technical staff and a patient or
two.  

Someone once asked me, “If
you’re planning a new heart
center, why can’t you just de-
sign it and not involve the
physician, nurse and patient?”
My answer was, “Well, you can,

but I can practically guarantee you won’t like the re-
sult.” Next time I’ll discuss how the participatory design
process offers value in a world where time is money!

Contact Mr. Easter by email at jeaster@hfrdesign.com or by calling
(615) 424-3642.

Toward a New Concept 
in Heart Center Planning

Seen here are two slides from a presentation by the author
at the recent ACCA leadership conference in Chicago.

by James G. Easter, Jr., FAAMA, Diplomate in Healthcare Administration, SVP,
Principal, Director of Planning and Programming, Healthcare Division, HFR Design

®
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These are tough economic times, and the healthcare
industry is not immune to these forces. The number of
uninsured and underinsured patients is growing; insur-
ance and particularly Medicaid reimbursement is
shrinking. In this economic environment, all industries
are looking closely at the bottom line, and extreme
measures are often contemplated to increase profits,
lower expenses and
generally control
costs.  

Have you considered
how design can help
with these issues?

Accounting
While not as much a
design issue as an
accounting “trick,” 
utilizing products that
can be purchased as
fixtures, furnishings
and/or equipment —
as opposed to being
built-in — can help
with the bottom line.
These products can
be depreciated over
a shorter time frame,
providing tax benefits
that will affect budg-
ets positively. The designer would know about the avail-
able products and how best to incorporate them.

Plan  Flexibility
Designing for adaptability in the floor plan can reduce
square footage, thus saving money on a construction
budget. This flexibility of space allows non-profitable
services to be reduced, eliminated or outsourced. It 

also allows more profitable services to be added or
enhanced. As more and more records become electron-
ic, reducing the need for large amounts of storage
space for these files, an opportunity to pick up revenue-
producing space is presented.  Utilizing space to its
maximum productivity is a goal to which designers and
planners can contribute significantly.

Energy  Efficiency
Utilities are a major line item of hospitals’ budgets as
well as those of most other healthcare facilities.
Incorporating green technologies and LEED principles
can mitigate these expenses. Lower-wattage lighting,
high-efficiency HVAC, better-insulated building

Hart Freeland Roberts (HFR Design) is a 102-year-old architectural and engineering firm offering architectural design, healthcare master planning
and programming, market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project 
management, office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, 
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets from offices in Nashville, 
Kansas City, Louisville and Jackson, Tenn.

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
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Louisville, KY 40222

Don Pierce, AIA
Director, Kansas City Office
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Sammy West
Director, Jackson Office
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Contact:

by Sammy West, Director, Jackson Office, Hart Freeland Roberts
®

Profitability Through Design

Hospital interiors that incorporate Planetree principles, such as this example at HFR-designed Valley View Hospital in Colorado,
contribute to greater patient satisfaction and ultimately a healthier bottom line. (Photo by Scott Dressel-Martin)

continued on page 4
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Same-Handed Room Design: The Jury is Still Out ...
(continued from page 1)

Profitability Through Design ...
(continued from page 3)

envelopes and similar efficiencies reduce consumption
and lower utility costs. Some utility providers offer cred-
its and incentives to offset the costs of implementing
these improvements.

Staff  Productivity
Labor costs are one of the largest expenses in most
budgets.  Through proper planning and design, health-
care professionals can be more efficient, productive and
content in their jobs. This eases their workload, reduces
stress and improves performance. Incorporating
durable materials that require little upkeep reduces the
number of custodial and maintenance personnel need-
ed, meaning it may be possible to achieve similar or
even better results with fewer employees.

Patient  Experience
While it may not be as evident as some of the other
suggestions above, providing an attractive facility that
incorporates the Planetree philosophy can have a pro-
found effect on the bottom line. Integrating these
patient-centered principles contributes to greater patient
satisfaction and shorter length of stay, and a patient
who is pleased with his or her treatment is much more
likely to recommend the facility to others. These same
principles can also help attract and retain physicians,
nurses and other staff by giving them a comfortable
work environment, thus providing the organization with
the most qualified professionals. It will also reduce the
time and effort spent training new hires.

If you are looking to improve the bottom line, the first
place to turn may not necessarily be the accounting or
personnel departments. Architects, engineers, facility
planners, interior designers and other design profes-
sionals have many of the answers to improving prof-
itability, and the solutions they offer may, in fact, be
more sensitive, compassionate and long-range than
many of the immediate, drastic measures being con-
templated today.

Contact Mr. West by email at swest@hfrdesign.com or by calling
(731) 421-8000.

• Toilet elements and design are the same for each
room.
• Exterior windows are always the same.
• Nursing traffic patterns to the room remain the same.
• From the cost standpoint, the same interior compo-
nents are purchased, which lends itself to modularity.

However, one of the few studies conducted, at the
University of Texas Arlington’s Smart Hospital and out-
lined in the Herman Miller Healthcare research summa-
ry 2011, found that same-handed rooms have minimal
positive effects on staff workflow. Other components of
the patient room have a greater impact in increasing
staff efficiency and service, such as standardized head-
walls, IV location and overall view of the room upon
entering. This study concentrated on med/surg patient
rooms and used nursing professionals in the research
process.

Yet, one must consider the advantages of same-handed
room design in high-acuity patient areas. Familiarity
with the room and its accessories is one of the advan-
tages of same-handed room design with regard to staff
efficiency. This becomes more important in rooms such
as ICU, ED treatment areas and ORs, because in urgent
situations, staff should not have to search for material
and equipment to treat a patient. Thus, having every-
thing in the same location becomes a “safety and stan-
dardization” measure.  

In defense of mirrored-plan patient rooms, there are 
some advantages in addition to construction cost sav-
ings. If a patient is left-handed, that patient can be
placed in a room where his or her left side is toward
the door. In the case of surgery or a broken arm, the
patient can be strategically steered to a room where the
affected side would be toward the corridor door, thus
eliminating the need for medical care providers to go
around the bed.

HFR Design has two projects that were designed using
the “same-handed concept”: a small Critical Access
Hospital and a larger, acute care hospital. Both facilities
have been operational for about two years. We are
comparing the results and will report our findings in the
next issue of healthforward report.

Contact Mr. Pierce by email at dpierce@hfrdesign.com or by calling
(816) 822-8500. Contact Mr. Onge by email at ponge@hfrdesign.
com or by calling (615) 370-8500. 

®
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Same-Handed Room Design:
What We Learned

Last time in healthforward report, we presented some of
the traditional arguments for and against same-handed
patient room design. As we said we would, we later
interviewed users at an HFR-designed hospital that fea-
tures same-handed rooms, in order to get comments
and opinions from the perspective of people who work
in and manage these rooms on a daily basis.

Our investigation took us to Hugh Chatham Memorial
Hospital (HCMH) in Elkin, N.C. A few years ago, HFR
Design completed a campus master plan for this facility
and designed a major expansion. As part of that ex-
pansion, it was decided that inpatient rooms would be
configured with the same ori-
entation — “same-handed”
— the idea being that doc-
tors, nurses and others who
deal with patients would
instantly know where things
are, no matter which room
they were in. 

Among those with whom we
spoke were: Susan Briscoe,
CNO; Don Trippel, CFO;
Melissa Bryant, Assistant
Nurse Manager of the
Inpatient Medical Floor;
Vicky Cassell, Assistant
Nurse Manager of the
Inpatient Second Floor; and
Trish Harold, Nurse Manager of the ICU.

Below is a summary of what our interviewees had to
say:

“Same-hhanded  rooms  are  better.” The consensus was
that same-handed room design is definitely preferred.
The group felt that it was even more important in quick-
action areas such as the Emergency Department and

the ICU. (Our design at HCMH did apply to Med/Surg
Inpatient Nursing Units, but wasn’t carried out in
Emergency and ICU due to location constraints.) Staff
members distressingly commented that they wished we
had found a way to apply the concept in the ICU.

“Consistency  of  location  is  more  efficient  and  reduces
errors  and  critical  delays.” There was general agree-
ment that it is beneficial to have uniformity in the loca-
tion of equipment and supplies. When the staff auto-
matically knows where things are, there is easier and
faster access to supplies, plus less chance of supplies
being inadvertently located incorrectly, duplicated or

missing. Other benefits cited
included ease of checking
restocking needs, fewer mis-
takes and quicker access
when time is critical due to
an emergency/urgent type
situation. Various staff mem-
bers offered the opinion that
there is opportunity for safe-
ty, security and infection con-
trol advantages as well via
same-handed design, related
to flow, patient/family/clinical
zones, and use of the bath-
room and shower. 

“As  long  as  the  rooms  are  all
the  same,  whether  they  are

right-hhanded  or  left-hhanded  doesn’t  matter.” The cur-
rent school of thought is to have the patient’s right side
toward the door. Hugh Chatham, however, is set up
with the patient’s left side toward the door. According to
our survey group, the hospital has not noticed any
issues that would make right-handed rooms more
favored than left-handed. They concluded that choice of
wrist for ID bracelets, choice of hand/arm for IVs, right-
handed patients reaching for things and signing things
are not significant enough reasons to have the patient’s
right side toward the door. IVs are put in the best
hand/arm vein and do not necessarily favor a side. 

An interior view at Hugh Chatham Memorial Hospital in Elkin, N.C.
(photo by www.SkySiteAerial.com)
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HFR Design and the HFR Healthcare Division have been
busy this past quarter with active project work and col-
laborative involvement with three associations: the
American Academy of Medical Administrators (AAMA),
the American College of Oncology (ACOA) and the
Kansas City Chapter of the American Institute of
Architects (AIA). Participating in these sessions were your
author along with Don Pierce of HFR’s Kansas City
office.   

The AIA/KC session was an example of professional
sharing of ideas relating to “The Future of Healthcare
Delivery In An Outpatient Environment.” During this ses-
sion, Don and I shared planning and design experi-
ences from recent projects that involved both the design
of free-standing ambulatory care centers and the grow-
ing world of high-volume cancer care. Approximately
25 participants — specialty architects, engineers, con-
tractors, developers and guests — took part in the ses-
sion and focused on WHY and HOW we should
research the planning for innovative ambulatory care in
the future. Our host was the Menorah Medical Center
(a wonderful example, in itself, of great architecture
embracing the users, patients and families).

The WHY question relates to the growing expectations
of change in healthcare delivery in America. As we all
know, The Supreme Court has ruled on the status of
accountable care and insurance reform laws. There are
sure to be more challenges to the law, but this was a
monumental decision. At a recent national meeting of
the Health Care Advisory Board in Chicago that I
attended, the topic was about “transitioning the health-
care business in a value-based economy.” I’m optimistic
that change is healthy and that we are moving in a
meaningful direction in America. Facility planning,
operational enhancements and design will play a role
in this change. HFR Design is going to be proactive; our
work will complement the changes in America.

Ambulatory and short-stay care generally boil down to
process improvements (people drive the process), which
are both service- and staff-oriented and impacted by
the design of the building. The building is a key factor
in the cost of care, starting with the initial capital outlay
and continuing through the life of the program. The
location, design features, tenant mix and infrastructure
continuously impact the services for an average of
30+/- years. Herein resides another aspect of the
“why” question. The initial capital investment is small,
the long-term operation costs are monumental!

The Future of Service Delivery 
in an Outpatient World

Architects testing the pieces to see how they fit on the site.

Drawing the components to scale on the site;
teamwork reaches the best solution.

Our host for the Kansas City session, Menorah Medical 
Center, sets a good example with an excellent campus 
master plan.

by James G. Easter, Jr., FAAMA, Diplomate in Healthcare Administration, SVP,
Principal, Director of Planning and Programming, Healthcare Division, HFR Design

®

continued on page 4
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When individual homeowners replace old water heaters
these days, many opt for a tankless water heater rather
than a regular storage water heater. The tankless mod-
els heat water fast, and makers claim they cut energy
costs. 

Hugh Chatham Memorial Hospital (HCMH) in Elkin,
N.C., decided to do something similar, but on a much
larger scale, when it came time to upgrade their steam
boilers. It should be noted that Hart Freeland Roberts
master-planned and designed a $25 million expansion
and renovation of this hospital, located about 45 miles
west of Winston-Salem.

“After construction was fin-
ished on the expansion of
the hospital in 2010, we
had no redundancy in our
boilers,” says HCMH Plant
Operations Director Brent
Slate. “We were running
our three boilers at 100
percent capacity all winter.
We knew something had
to be done.” The hospital’s
boilers serve its sterilizers,
domestic water and
kitchen steam tables, and
provide heat throughout
the facility.

To help alleviate the boiler
problem, HCMH assigned
Duke University intern Erin Shawn the task of research-
ing the various types and makes of steam boilers on the
market to see which offered the most reliability, cost
efficiency, energy savings and reduced environmental
impact. She determined that Miura Boiler, a Japanese
company that is one of the world’s largest boiler manu-
facturers, might offer products that would best fit the
hospital’s needs. 

Miura’s gas-fired, on-demand LX Series models were
selected to replace Hugh Chatham’s outdated boilers.
Two LX-150s and one LX-100 now handle the hospital’s
needs with capacity to spare, providing a total of 400
horsepower versus the 300 horsepower of the previous
boilers. Whereas the old boilers required water tanks of
about 2,000 gallons each, the new models have cham-
bers that hold only 50 gallons. That’s due to the fact
that the Miuras don’t require a “reservoir”; the water is
heated as it passes through the heating chamber. 

Miura claims that, based on today’s fuel costs, its boil-
ers offer an average dollar savings in steam production

of approximately 20 per-
cent over other designs.
The company also touts
reduced energy consump-
tion and reduced green-
house gas emissions. 

In addition to a savings in
energy, the improvement in
performance of the new
HCMH boilers has been
dramatic. The new boilers
can go from cold to steam
in five minutes; the old
boilers — if they had been
off long enough to get cold
— required at least 45
minutes to an hour to get
up to steam. 

The efficiency of not having the heat loss from a big
reservoir of hot water translates into a return-on-invest-
ment of about four years. If energy prices go higher, the
ROI gets even shorter. Meanwhile, Slate estimates a
savings of $50,000 to $95,000 a year in gas, water
and electricity.

Hart Freeland Roberts (HFR Design) is a 102-year-old architectural and engineering firm offering architectural design, healthcare master planning
and programming, market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project 
management, office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, 
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide from offices in
Nashville, Kansas City, Louisville and Jackson, Tenn.

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
9100 Marksfield Road, 
Suite 300
Louisville, KY 40222

Don Pierce, AIA
Director, Kansas City Office
(816) 822-8500
(816) 520-0529
dpierce@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, 
Suite 108
Kansas City, MO 64114

Sammy West
Director, Jackson Office
(731) 421-8000
(731) 695-2902
swest@hfrdesign.com
Hart Freeland Roberts
113 N. Liberty Street
Jackson, TN 38301

Contact:

Going Tankless in Steam Boilers
A North Carolina hospital finds a cost-efficient solution

The new boilers can go from cold to steam in five minutes.
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Same-Handed Room Design: What We Learned ...
(continued from page 1)

The Future of Service Delivery in an Outpatient World ...
(continued from page 2)

®

“There  is  no  advantage  to  having  a  percentage  of
rooms  opposite-hhanded  to  accommodate  patients  with
medical  issues  that  would  be  on  the  far  side  in  the  typi-
cal  room  orientation.” Some argue that it is good to
have some rooms that are opposite-handed, so that
when there is a patient with a broken arm, for example,
that patient can be placed in a room that allows the
broken arm to be toward the door. This allows the med-
ical staff to directly examine and care for the medical
issue without having to go around to the other side of
the bed. The HCMH managers we questioned indicated
that if they had such a patient, the opposite-handed
rooms might already be occupied, and they said that it
is not a problem for the staff to go around to the oppo-
site side of the bed. They agreed unanimously that the
benefits of same-handed rooms outweigh any benefits
that might be derived from having a percentage of
opposite-handed rooms. 

“Same-hhanded  room  design  should  include  consistency
of  light  switches  and  electrical  receptacle  locations.” The
healthcare professionals we interviewed at Hugh
Chatham not only preferred the same-handed room
concept, as we have seen, but actually went beyond the
typical design considerations in their advocacy of it!
Perhaps architects and engineers — as well as health-
care facility owners and administrators — can benefit
from this revelation. It does seem that from a construc-
tion and maintenance perspective, having intakes,
vents, switches and other surface features in exactly the
same place in every room could enhance efficiency.

******* 

What we learned from our visit to Hugh Chatham
Memorial Hospital certainly can’t be labeled definitive
as it applies to patient room design. We simply talked
with several users at one facility that features same-
handed rooms. The subject warrants further study. But if
one can extrapolate from the comments we received, it
would seem that user consensus points toward the
same-handed room concept, and that, over time, the
design may produce more effective positive outcomes.

Contact Mr. Onge by email at ponge@hfrdesign.com or by calling
(615) 370-8500.

The HOW question relates to the architectural methods
used for master planning and programming the com-
ponents of this mixed-use ambulatory care develop-
ment.  Below is the approach our AIA architecture/engi-
neering/builder/developer team used in planning the
optimum outpatient healthpark and cancer center. The
“key drivers” of the process included:

• Pick the Right Site for the Right Reasons 
(Access, Quality, Cost, Growth Over Time):

- A Major Intersection
- Views To and From the Site
- Land Areas Suitable for Other Healthcare

Partners and Expansion Over Time
- Appropriate Neighborhood with Convenient

Consumer Access
• Program the Services to Meet the Need

- Accurate Service Categories
- Correct Quantity and Size of Spaces
- Revenue-generating Areas Balanced With

Community Need
- Service Types Complementing the Multi-

Specialty Mix of Physicians
- Proper Building and Room by Room Sizes

• Master Plan the Service Components to Maximize
Flow and Convenience

• Create an Identity and Image Reflective of Quality
and Care

• Involve the Service Leaders in the Process
• Run the Pro Forma For Each Venture and Service

Venue
• Benchmark the “What If” Scenarios
• Benchmark the Design Against Other Winning

Solutions
• Listen to the Consumers and Stakeholders

Our AIA Work Group conducted the site planning and
concept developments in about four hours of very
intense work. We had worked in advance, of course,
using Google Earth and demographic factors to select a
“strategic site,” and we involved the experts in our
group in helping program the elements, testing the zon-
ing of each element and preparing a conceptual master
site plan that was very nice and worked effectively. Your
author had prepared a “benchmark design” in
advance, and we compared the two to achieve our
“learning objectives.” 

Yes, architecture by team is possible, and all of us can
learn each day from each other. Good job, AIA/KC, our
Menorah Medical Center host, and thanks to those in
our audience who remain committed to the new world
of outpatient care and specialty niches that embrace us
with better design and improved care.

Contact Mr. Easter by email at jeaster@hfrdesign.com or by calling
(615) 424-3642.  
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by Tom Testerman, NCARB, HFR Design-Louisville
®

Membership Has Its Privileges:
A New Approach to Healthcare Delivery

I returned recently from a business trip, and when I
tried to refuel my rental car before returning it, I was
declined at the gas pump for “unrecognized customer
loyalty.” I had inserted my credit card ahead of my “loy-
alty brand card.” When I returned home and flipped on
the TV, a commercial for a well-known credit card com-
pany was running, boasting that, “We have no cus-
tomers, only members.” I paused to think: Is this the
future of healthcare? No more inpatients and outpa-
tients, only members of organizations that manage the
care of its members in a manner that affords the high-
est and best care available in the marketplace by deliv-
ering measurable, successful outcomes? 

Efficiency, performance improve-
ment, member engagement —
this “membership” approach
embraces behaviors that focus
on health and wellness, nutrition,
smoking cessation, weight man-
agement and chronic disease
management by leveraging
patient information and medical
technology.

Healthcare marketing today is
focused not only on traditional
approaches that build physician
referrals and consumer loyalty,
but also on member engage-
ment. As health clubs have
trainers to coach and mentor
their members, so are healthcare organizations recruit-
ing chief experience officers to assume new roles in ele-
vating member engagement/care management and
self-management through Internet tools, including
online communities. In addition, call centers are being
repurposed to engage patients in post-care follow-up
by partnering with each member in an effort to solidify
member loyalty.

As we think about how other types of companies are
attracting and retaining their members, are healthcare
providers not also evolving into this practice model in a
similar manner? We are beginning to see and feel the
impact of healthcare reform resulting from the Afford-
able Care Act (ACA), health information exchanges
(HIEs), patient-centered medical homes (PCMH), mean-
ingful use (electronic health records), chronic disease
management and patient (member) centered care. At
the same time, healthcare providers must look to re-
duce expenses and boost revenues through data-driven
performance monitoring, standardization of staffing
models and by leveraging technology, as members will

be given the opportunity to shop
for their own coverage. 

As this retooling and repurposing
approach to care unfolds, it pres-
ents a range of opportunities and
challenges for healthcare facility
planners and designers. We find
ourselves beginning to think less
towards institutional and hospi-
tality design approaches, and
more towards customized and
personalized design with the
amenities and elements that sup-
port needs and expectations,
enhance members’ attitudes and
elevate their experience. These
programs for design will not only
include traditional medicine, but

also will embrace holistic, complementary and alterna-
tive choices. Duke Integrative Medicine is but one
example; it’s a model that offers a portal to the vast
spectrum of scientific advances at Duke Medicine, and
an open door to each member’s innate healing power. 

Knowledge, choices and member spirit together form
the catalyst for transforming health and healing — care
medicine that treats the entire person: body, soul and
spirit. 

Architects, engineers and planners meet with the Kansas City
Chapter of the AIA to plan for change in healthcare design.
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Mr. Calvin is a recent graduate of the University of Tennessee College
of Architecture and Design, where he received a Master of Architecture
degree. 

The design of the patient room within a healthcare
facility continues to be a topic that receives a great deal
of attention in the design community. The design of the
patient room directly affects the outcome of the patients
as well as the caregivers themselves. With the room
being the center of interaction between patients, family
members and caregivers, it must also meet the needs of
each of those individual groups. This means special
consideration must be given in the design phase to
addressing the issues that affect the relationships
between the aforementioned parties.

Infection  Control

No other issue in healthcare design has affected the
change in patient room design more than infection con-
trol. Over the past few years there has been an increas-
ing awareness and emphasis on controlling and pre-
venting hospital-acquired infections (HAIs). Hand
hygiene is a very important component in the preven-
tion of HAIs. Yet, while most healthcare workers realize
this, recommended hand-washing procedures occur
only about 50 percent of the time, according to recent
studies. With the advent of new technologies, radio fre-
quency identification can now help keep track of hand-
washing habits throughout the healthcare facility and
keep staff aware of their ability to spread infection. 

Another promising approach - still being tested - is the
application of a paint-like coating to walls, surgical
masks and other objects in the healthcare facility to
help reduce the spread of MRSA (Methicillin-resistant
Staphylococcus aureus.) These new technologies will
have a direct impact on the design of the patient room
in the future.

Location  of  Toilet  Room

A key issue that must be addressed when designing an
inpatient room is the location of the toilet with respect
to the patient and the staff. Each configuration has a
different effect on the perception and use of the patient
room. An inboard toilet usually limits the caregiver’s
view of the room from the corridor; however, it also
allows for a larger family zone and provides the most
natural sunlight and views to the outside. 

In an outboard configuration, full view of the patient
and the environment is achieved from the corridor,
allowing for optimum surveillance when dealing with

Current Trends and Issues
in General Patient Room Design

An inboard toilet limits the 
caregiver’s view of the room 
from the corridor, but allows 

for a larger family zone.

A large family zone, natural light
and significant views are afforded
by a midboard design, but travel

distance for nurses increases.

An outboard toilet room
configuration lets nurses
see the patient and the

room fully.

by Rodney W. Calvin
®

continued on page 4

fall-risk patients. This design, however, also limits the
amount of window space for natural light and makes
the family zone smaller. 

In a midboard design, there is a large family zone, full
visibility, natural light and significant views, but travel
distance for nurses in the corridor is increased. This
configuration is also less economical, due to the fact
that the rooms do not work within a standardized
patient model. 

There is no clear choice as to which design is best, but
staff preference should not be ignored when selecting a
configuration.

Insights  from  a  Post-OOccupancy  Evaluation

The recent case study conducted by HFR Design at
Hugh Chatham Memorial Hospital in Elkin, N.C., shed
some light on staff perceptions regarding patient room
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The functional programming of rooms in a healthcare
facility is a very important and a sensitive concern.
Some planners and architects have used a “random
space analysis” process that doesn’t relate to the geom-
etry of the room, the functionality of the space or the
relevance of “standard room types.” When spaces are
repeated by service line — staff offices, exam/treatment
rooms, procedure rooms, inpatient rooms, etc. — it is
important to seek common ground on the length, width
and height of these spaces. Using the “Guidelines For
Design and Construction of Health Care Facilities” is a
superb starting point.  We believe the design should
meet and exceed the minimum standards (published by
the Facility Guidelines Institute with assistance from
US/DHHS).

When the geometry is properly established, and the
interior functionality determined, one can gain signifi-
cant value in terms of same-handed layout, continuous
safety measures, handicap compliance, optimum size,
equivalent equipment arrangements and common envi-
ronmental attributes by service line. The sensitive study
of these standardized areas leads to “optimum function-
ality” and functional zoning.    

Over time, this method of “functional” programming
saves space, improves efficiency and encourages the
safest approach to space use. The acoustical elements,
sound transmission between rooms and exterior lighting
(windows and skylights) become key design and per-
formance standards that lead to the “most appropriate”
final design.

Other features of the process will lead to design layouts
that can be zoned in “modular” and customized
arrangements to more effectively provide improved flow
patterns, standardized structural and mechanical sys-
tems, and, most importantly, the enhanced opportunity
to offer simplified wayfinding and streamlined flow pat-

Hart Freeland Roberts (HFR Design) is a 102-year-old architectural and engineering firm offering architectural design, healthcare master planning
and programming, market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project 
management, office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, 
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide from offices in
Nashville, Kansas City, Louisville and Jackson, Tenn.

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
9100 Marksfield Road, 
Suite 300
Louisville, KY 40222

Don Pierce, AIA
Director, Kansas City Office
(816) 822-8500
(816) 520-0529
dpierce@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, 
Suite 108
Kansas City, MO 64114

Sammy West
Director, Jackson Office
(731) 421-8000
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Contact:

Visual
impact.

Architect 
review of
geometry
and suite.

Site
factors.

Space Standardization and Overall Geometry
by James G. Easter, Jr., FAAMA, Diplomate in Healthcare Administration, SVP,
Principal, Director of Planning and Programming, Healthcare Division, HFR Design

®

continued on page 4

terns. This is one of the most common areas of concern
when conducting campus master planning on larger,
more complex medical campuses. 



4

A New Approach to Healthcare Delivery ...
(continued from page 1)

Current Trends and Issues in General Patient Room Design ...
(continued from page 2)

Space Standardization and Overall Geometry ...
(continued from page 3)

®

In addition, functional programming with space stan-
dardization (when appropriate):

• Offers a cost savings based on rational ratios of
“need to demand.”

• Promotes awareness on the part of clinical and 
operational professionals, helping them see the value
and price the components.

• Assists in “clustering” and re-zoning inefficient  
“specialty” programs and designs.  

• Permits service alignment and re-alignment (in cases
of existing facility upgrades) by specialty mix.

• Works well with engineering and utility services that
are less costly when packaged and designed 
collaboratively around a modular system, with
process, volume and cost in mind.

But don’t forget: While it’s true that establishing stan-
dard sizes results in efficiencies and economies of scale,
and while modular and standardized layouts are cer-
tainly here to stay, it’s important that “rubber stamping”
not occur. A modular or prototype design does not “fit
all locations,” and it is important to balance modular
buildings and components with innovative, creative
design.

Contact Mr. Easter by email at jeaster@hfrdesign.com or by calling
(615) 424-3642.

design. Regarding the location of the toilet room, many
of the staff members preferred the outboard configura-
tion because of the optimum visibility, which provided
the opportunity for quick observation of the patient
environment and better safety for the patient. The out-
board configuration also allowed for the shortest travel
distance from bed to toilet, thereby reducing the proba-
bility of a patient fall. 

The addition planned and designed by HFR for this hos-
pital utilizes the same-handed patient room concept,
and the impression from staff regarding this design was
very positive. This concept allows for supplies and mate-
rials to be in the same place in every room. 

It seems that the more efficient the workplace, the better
the attitude of those who work there. This helps alleviate
unwanted stress and helps keep morale high. This may
also help decrease nursing turnover, which can be very
costly. When you have nurses who genuinely care about
the patient’s well-being, are more efficient and less
stressed, the hospital becomes a more effective institu-
tion. 

•••

All these issues are key when making decisions regard-
ing the design of the patient room. They should be
examined from a variety of perspectives, keeping in
mind that what works for one facility may not work for
another. The philosophy of the healthcare facility and
the preferences of the staff and patients must be taken
into account as well. But no matter which patient room
design is selected, it will definitely have a direct effect
on the efficiency and quality of care provided.

Just as our shopping behavior trends toward organic
food products without traditional additives and preserv-
atives, so also will our healthcare choices reflect these
new attitudes and opinions. Will the exclusive “health-
care clubs” that offer these consumers choices emerge
as the industry leaders? Let’s face it, membership has
its privileges. 

Contact Mr. Testerman by email at ttesterman@hfrdesign.com or by
calling (502) 425-8505.

The Advisory Board’s Fred Bentley
Speaks on ACA’s Impact

Fred Bentley, Senior Director for The Advisory
Board Company, recently gave his perspective
on the Affordable Care Act to HFR principals
and invited guests at HFR Design headquarters
in Nashville. The occasion was a special ses-
sion preceding the HFR Healthcare Division's
annual strategic planning conference. 

Bentley presented an overview of the current issues of greatest
importance to the healthcare industry, with special emphasis
on how the various provisions of the ACA are expected to
impact healthcare providers. He fielded a wide variety of
questions from the audience, which included numerous high-
level healthcare executives.

An expert in the fields of health policy and service line strate-
gy, Bentley’s research efforts focus on the economic, political
and technological innovations that are transforming the U.S.
healthcare delivery system. 

The Advisory Board Company is generally considered to be
America’s most respected healthcare research and guidance
organization.
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(Author’s note: The following article was developed from an
abstract prepared for the recent SECAD conference in Nashville,
in conjunction with Debbie Gregory, RN, BSN, who is co-founder
of the Nursing Institute for Healthcare Design and Senior
Clinical Consultant for Communications and Technology
Planning for Smith Seckman Reid Engineering. Also instrumental
was a conversation with Virginia Trotter Betts, MSN, JD, RN,
FAAN, Commissioner of the Tennessee Department of Mental
Health & Developmental Disabilities.)

There is a great need for com-
munication and collaboration
between senior mental health-
care leadership, hospital
designers and the clinicians who
work daily in these healthcare
environments. Knowledge-
based initiatives and advanced
design principles apply in the
mental healthcare setting as
well as in acute and long-term
care housing. Nurses, mental
health professionals, architects
and engineers working together
results in superior healthcare
environments for this mental
health/developmentally dis-
abled (MHDD) population. 

Comparing notes on accessibil-
ity, building design and the
interface of short stay and
community-based outpatient
care with the more complex
needs of  mentally ill and developmentally disabled populations
is key to effective service delivery. The marriage of clinical pro-
tocols, compassionate care and creative design can produce
remarkable results.

Architectural  Design,  Sensory  Design  and  Functional  Balance

We envision a continuum of care that covers all stages of men-
tal healthcare needs, and in that future, planning and design

principles play a major role. For example, unlike the more
“open” acute care environment, the psychiatric facility imposes
varying levels of constraint, protection and security that must
be balanced with the needs of the resident and care team.
Respect is a key variable, balanced with the use of materials,

finishes, furnishings, doors,
windows and spaces that serve
as places of respite, care and
small-group therapy. The facil-
ity must also provide more
normalized environs as the
resident recovers over time.  

The most appropriate environ-
ment for each mental health-
care patient is determined by
the individual treatment plan.
The grouping of patients, the
patient-to-staff ratio and the
flow of residents must be care-
fully crafted, with all the sen-
sory responses taken into con-
sideration. Design concepts
must respond to age, sex,
accessibility, therapeutic
milieu and physical needs.
Sensitive interior design must
address wayfinding within the
facility, the color and texture
of materials and finishes,

acoustics and the scale of the program. The environment must
provide adequate exercise, play and work therapy, and these
spaces often become the pathway back to the community.

Individual  Empowerment  and  Supportive  Rehabilitation

As the care team develops, the architectural space plans, inte-
rior design concepts, layouts and furnishings evolve. Ideally,
these spaces and places are creative, warm and inviting, with
clear respect for safety of both residents and staff. The envi-
ronment allows the resident to experience both personalThis Issue ...
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Pictured here are (l-r): Debbie Gregory, RN, BSN, co-founder of the Nursing
Institute for Healthcare Design and Senior Clinical Consultant for

Communications and Technology Planning for Smith Seckman Reid Engineering;
Virginia Trotter Betts, MSN, JD, RN, FAAN, Commissioner of the Tennessee

Department of Mental Health & Developmental Disabilities; and 
HFR Senior Vice President James G. Easter Jr., FAAMA, 

Director of Planning and Programming for HFR’s Healthcare Division.
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The hospital master plan is one of the architectural tools
that clearly establishes the “road map” for ongoing suc-
cess in healthcare facility design. The design of the hos-
pital can be an asset or a detriment to effective opera-
tions; a master plan can help make sure the design is an
asset and one that accommodates future growth.  

Owners, architects, engineers and builders are now see-
ing significant opportunities to establish “Integrated
Project Delivery” (IDP) teams that work together under
one contract in a disciplined and harmonious manner to
complete complex healthcare projects, using advanced
Building Information Modeling (BIM) and “collaborative
contracting” methods. 

This innovative process and the superior results it can
produce can only be achieved through client and consult-
ant partnerships in which the goals are clearly defined
and the concepts articulated from the very beginning.
Those actions are central to an effective master plan.

Yet, there should also be a basic healthcare philosophy
guiding the plan. In best practice, the decisions reflected
in the master plan must be grounded in an overall vision
of what the hospital wants to be, how it defines “health-
care” and how it wishes to be perceived. Having this
underlying philosophy — if it can be put in writing and
understood by all involved — is of immense value to the
planner and architect in developing the master plan. 

When it comes to establishing a philosophy of healthcare
delivery and communicating it clearly, no one has done it

more successfully than Planetree, the internationally rec-
ognized nonprofit organization that promotes a patient-
centered, holistic approach to healthcare. Hospitals that
are members of the Planetree Alliance adopt the princi-
ples of the organization and put them into practice.

Needless to say, the concept of “patient-centered” or
“patient-friendly” healthcare is not unique to Planetree.
It’s just that Planetree has gone to great lengths to spell
out exactly what the concept means and how it can be
put into practice. 

One of the basic tenets of the Planetree philosophy, as
stated in its “Vision, Mission and Beliefs,” is that “physi-
cal environments can enhance healing, health and well-
being.” Therefore, the Planetree model stresses the
importance of architectural and interior design in the
healing process.

This writer can state from experience that having
Planetree’s well-articulated philosophy to guide a master
plan, combined with the shared vision of all involved,
has helped make the success of one uniquely challeng-
ing project much more achievable. In the case of Valley
View Hospital in Glenwood Springs, Colo., the HFR
design team developed a long-range, six-phase master
plan that is allowing the hospital to replace and enlarge
the existing facility on-site, in other words, creating an
“in-place replacement hospital.” The facility has
remained operational as the phases have been imple-
mented. The final phase of the project — a new cancer
center, hospital administration, food service, physician
offices and other support spaces — is currently being
implemented. 

The master plan and design of the replacement hospital
embody the core values of the Planetree Alliance, as
evidenced by Valley View receiving the Spirit of Planetree
Award for Architectural Design, among other honors. At
the same time, the planning and design have produced
excellent operational efficiency and space utilization. 

The sensitive balance of form, function, economy and
time, which are the fundamental aspects of healthcare
design, are best achieved through a master plan that is
guided by a comprehensive healthcare philosophy. 

Contact Mr. Potter by email at jpotter@hfrdesign.com or by calling
(615) 370-8500.

These renderings 
show interior and 
exterior views 
of the new HFR-
designed Cancer
Center at Valley View
Hospital, Glenwood
Springs, Colo.

The Master Plan and What’s Behind It

by John R. Potter, Jr., AIA, 
Senior Vice President and Project Architect,

Healthcare Division, HFR Design
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Hart Freeland Roberts (HFR Design) is celebrating its 100th
anniversary this year. The company was founded in 1910 by
architect Russell Hart, who was joined a few years later by
engineers Eugene Freeland and Martin Roberts. The three men
established a reputation for excellence in design and unsur-
passed client service, principles that continue to guide the
100-year-old firm.

Today, HFR Design is one of the nation’s leading designers of
healthcare facilities large and small, providing architectural
design; interior design; master planning and programming;
market research and feasibility studies; civil, transportation,
structural and environmental engineering; and project man-

agement. Looking toward its second century, the firm contin-
ues to excel in the planning and design of acute care hospi-
tals, critical access hospitals, senior living facilities, medical
office buildings, labs and other healthcare-related facilities. In
addition to its Nashville headquarters, HFR Design maintains
offices in Kansas City, Louisville and Jackson, Tenn. 

In connection with its 100th anniversary, HFR Design is pro-
ducing a hardback “coffee table” book detailing the firm’s 
history and presenting interesting facts about the architectural
and engineering professions. Numerous images, from late
19th century photographs to futuristic renderings, are 
included. 

Hart Freeland Roberts (HFR Design), which celebrates its 100th anniversary this year, offers architectural design, healthcare master planning and
programming, market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project 
management, office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, 
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide. 

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Contact:
Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
The Forum III Office Park, Suite 190
305 N. Hurstbourne Pkwy.
Louisville, KY 40222

Scott D. Corbin, AIA
Director, Kansas City Office
(816) 822-8500
(816) 868-6766
scorbin@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, 
Suite 108
Kansas City, MO 64114

Sammy West
Director, Jackson Office
(731) 421-8000
(731) 695-2902
swest@hfrdesign.com
Hart Freeland Roberts
113 N. Liberty Street
Jackson, TN 38301

3

Old and new: A notable HFR project from the 1920s (left) was the permanent reconstruction 
of Nashville's exact replica of the Parthenon (photo by Bruce Gore); 

Gibson General Hospital in Princeton, Ind., is a recent example of the firm's 21st century expertise in 
healthcare facility design (photo by Chris Phebus, www.phebusphotography.com). 

®
HFR Design Celebrates 100 Years of Service!
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Planning and Designing for Mental Health and Psychiatric Facilities ...
(continued from page 1)

spaces as well as structured group encounters defined by cre-
ative clinical support teams. 

To maximize support, rehabilitation and overall care, design-
ers should create a place where non-institutional characteris-
tics prevail. A residential style of housing is encouraged. This
may vary from the “softer spaces” designed for senior care
and geriatric patients with dementia to more protective envi-
ronments for younger adults suffering from schizophrenia.

In all cases, the quality of the care plan interfaces with the
space and place of care to maximize the features of nature,
loving expressions, places of warmth and sensory responses
designed to facilitate rehabilitation, re-orientation to family
and recovery. 

Family,  Friends  and  Social  Support

It takes a cohesive family support system to survive and recov-
er from mental health-related problems. This is a pressing
concern in a world adept at war, fractured by family upheaval
and economic stress, and pressured by sexual addiction, alco-
hol, drug and related chemical abuse. The treatment environ-
ment of the future will likely require higher volume and more
creative ambulatory care with broader home-based treatment
that maximizes resources but improves access (through use of
telemonitoring, real-time AV linkages and routine home-based
and/or outpatient visitations). 

Expanded remote assessments, intervention and informational
continuums are a must. How this mental health and develop-
mentally disabled “call center” is designed and developed will
evolve over time, but meanwhile, it is important to recognize
that knowledge is power and that this interventional measure
is crucial to a care plan that is manageable, effective and
affordable. 

Spiritual,  Emotional  and  Intellectual  Support

The great thinkers that we associate with health and healing
have always possessed a keen sense of creativity, time and
space. All have been gifted people with the uncanny balance
of right- and left-brain thinking that permitted their seeing the
world through sensitive and compassionate eyes while allow-
ing design to motivate their creative energies. They also had
the gift of salesmanship, intense competitive spirit and a pas-
sion for training and development. These traits are found in
many people in our society today, but with the added charac-
teristics of Internet overload and huge volumes of information. 

The environment is expanding MHDD interventional demands
exponentially. Finding a sense of self-worth, belonging, peace
and personal pride may be one of our greatest needs. How
we address the spiritual and inner psyche of our most vulnera-
ble citizens with a sensitive respect for normalcy is challenging.

Human  Touch  and  Sensory  Stimulation

The caring environments that seem most effective respect the
personal space of residents, show empathy for both the
patient and family, and assist with treatment by giving of

themselves. This “giving process” resides in the MHDD work as
well, and in best practices which are integral to each patient’s
emotional state of mind. For many the perspiration of exercise,
the heat of a sauna or the warmth of a shower offers both
therapeutic and clinical relief. “Sensitive doses” of touch and
TLC respond to the need for caring, compassion and confi-
dence. 

Healing  Arts  and  Sensory  Responsiveness

The healing arts have progressed to levels well beyond the tra-
ditional MHDD and psychiatric arenas. We will soon see the
value of art, music and science as they become a part of the
continuum of care that balances traditional therapy with new
ways of thinking, treating and responding to the needs of the
human mind. What would a new style of therapeutic respon-
siveness look like and what programs might be introduced
that advance beyond the status quo into the next generation of
mental healthcare?

Complementary  Therapies

MHDD professionals are recognizing the need to balance the
groups and recreational endeavors with the rehabilitative and
occupational needs of family. There is a willingness to explore
new concepts of human interaction, responses to addiction
and untested reactions to space and environment (mental ill-
ness, mental retardation, developmentally disabled, substance
abuse, dementia, etc).  

The complementary therapies involve concepts from the past
that mental health programs abandoned but may likely revisit
in the future. These include the importance of animals, gar-
dening, creative crafts, design/sculpture/arts, educational
intervention, home-training and day care at all levels (respite
for families and creative day care for children). The balance of
art and science with music, reading and storytelling all fall into
this category. The current transition into the “graying genera-
tion of baby boomers” is rapidly impacting MHDD demands
(linkages to assisted living, geriatric psychiatry, secondary care,
skilled care and long-term care are necessary).

Healthy  Communities  (Youth  +  Aged)

The path leading to a healthy community is often much like
the pathway through a hospital or down a busy street in an
unfamiliar city. The ability to “find one’s way” is often impact-
ed by poorly defined pathways, inclement conditions, self-serv-
ing distractions and insensitive vendors. In a healthy communi-
ty, there are milestones, visual cues, symbolic images and
environmental factors that make the trip more meaningful. In
a building, this might be described as “pleasurable or experi-
ential wayfinding”; creative interior design and architecture
make the travel an enjoyable and educational journey.

A healthy community is both internal to the family unit and the
social network of the population served, and is “lived out”
through socialization of the MHDD resident admitted to an
appropriate treatment program. Access to information, crisis
intervention, medication, physical therapy, rehabilitative sup-
port and family-focused care are vital attributes. A healthy
community doesn’t discriminate or create barriers to change
and growth.

Contact Mr. Easter by email at jeaster@hfrdesign.com or by calling (615) 424-
3642.
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Architects who design hospitals have a responsibility to com-
pare and contrast the attributes of healthcare facilities and
obtain “evidence-based” feedback from the user groups (staff,
physicians, patients, etc.) regarding their design decisions. We
believe these post-occupancy assessments should include staff
feedback along with that of the patients and families.  

Fulfilling this responsibility with action recently were HFR archi-
tects Sam DiCarlo (one of your co-authors) and Jack Potter,
who toured eight cancer centers around the country. Their
research efforts coincide with three additional cancer center
projects already on the drawing boards at HFR. 

The range of observations and discussions during the tour var-
ied from design features and details to equipment selection,
operational and efficiency measures, and outcomes impacted
by quality design. We believe the designs we produce in the
future will benefit from these discussions, as we have gained
insight into what works best
and experienced the out-
comes of others decisions. 

We were also gaining
insight into client percep-
tions of a start-up cancer
center program, with these
being the issues they most
wanted to talk about: 

• Start-Up Goals and
Objectives

• Initial Hurdles plus
Planning and Design
Challenges

• Staffing Strategies
• Equipment and

Furnishings
• Budgetary Concerns and

Funding Methods
• Design and Construction

Pitfalls 
• Windows of Opportunity
• Things One Would Not Want to Repeat

The authors felt that
the most prevalent
start-up challenges
related to having
expert guidance
from the beginning:
consultants willing to
listen, ask probing questions, record answers, seek out com-
mon operational and design themes, and “think outside the
box.” There was also the suggestion that the team visit
Planetree programs, which have a very high environmental,
family-focused, sustainable and design-related philosophy.
This was helpful in that Planetree centers, by their very mis-
sion, understand the value of sensitive design and typically do
not cut corners, avoiding major shortfalls after opening. The
Planetree projects were excellent examples of wayfinding, nat-
ural light, color, materials and finishes.

Also deemed highly
important in a start-up
was preparation of a com-
prehensive “shopping list”
of services and functions
that could be compared
from site to site and ulti-
mately used for master
zoning of the “building
blocks” that become the
foundation of a new cen-
ter. This functional-pro-
gram-plus-master-zoning-
plan instrument became
the roadmap now being
used by HFR for cancer
center design projects.   

Once the program and
master plan have been
agreed to, it is time to
crosscheck the potential
cost of the project in

order of magnitude. This is easily completed using the agreed
to program and master plan drawings to compare and con-
trast the projected sizes of spaces, their location and disposi-
tion in terms of renovation, new construction and develop-

This Issue ...
• Benchmarks For Improved Cancer Center Design
• Protecting Access to Capital Through Competitive Planning
• Powerful Branding: A Breast Health Center With Digital Imagery
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Planning a successful cancer center requires careful consideration of funding methods,
design features, equipment selection and much more.
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Benchmarks For Improved
Cancer Center Design

by Sam DiCarlo (left), AIA, Senior Vice President,
and James G. Easter, Jr., FAAMA, 

Director of Planning and Programming, 
Healthcare Division, Hart Freeland Roberts



Access to capital is crucial to implementing an organiza-
tion’s competitive strategy. However, the current econom-
ic climate is complicating hospital performance, resulting
in bond downgrades and reduced access to capital. In a
recent industry forum, Fitch Ratings projected twice as
many bond downgrades as upgrades for 2009. And this
new trend was demonstrated in Moody’s recent down-
grade of 18 hospital systems’ ratings in October-
November, 2008. As a result, organizations are giving
additional scrutiny to how they are being rated.  

Bond rating agencies’ evaluations typically fall into four
broad operating categories: financial reserves, debt
structure, core operations and strategic position.
Historically, hospital management teams have focused
on performance in the first three evaluation categories.
However, the fourth category, strategic position and
related market strategy (i.e. competitive planning), needs
to be given additional attention, since it is a key predic-
tor of long-term sustainable operations. Raters and
underwriters understand this.  

2

These agencies look for the hospital executive team to
clearly articulate their organization’s competitive plan
and give evidence that the plan is (1) being followed,
(2) producing the desired results and (3) being updated
to reflect new realities and opportunities. The bottom
line is that management needs to demonstrate that a
culture is in place to ensure opportunity identification
and realization.           

Such a culture needs to produce candid evaluations of
an organization’s strategic position and a competitive
market strategy with sufficient organizational commit-
ment to implement. But, too often, organizations find
this difficult to achieve. Here’s why:      

Competitive planning often takes too long to develop,
tends to result in “big bang” rather than incremental
change programs, and replicates the linear engineering
approach of requirements definition, solution specifica-
tion and build.  

Recognizing the need for quick responses to market
changes, the competitive planning process is changing.
It is becoming action-oriented and operations-focused.
It has begun using pilot tests to replace exhaustive
analyses, third parties to objectively address politically
charged issues, and phased implementation to drive
early results. It is moving from linear to multi-thread
development. Such an approach moves competitive
planning from a once-every-three-years exercise, sepa-
rated from day-to-day operations, to an activity that is
an integral part of the organization’s ongoing business
processes. (See accompanying illustration.)

By adopting this approach to competitive plannning,
organizations are responding to changing market
needs, building excellent customer relationships, achiev-
ing superior financial performance, securing bond rat-
ings and maintaining needed cost-effective access to
capital. 

(Contact Mr. Rich Miller by email at rmiller370@aol.com or by calling
(843) 821-2148. Contact Mr. John Miller by email at jmillerv@bell-
south.net or by calling (404) 307-9925.)

by Rich Miller (left) and John Miller, 
Miller Consulting

Competitive planning is fast becoming an integral part of the
regular business process for many healthcare organizations.

Protecting Access
to Capital Through
Competitive Planning



People today increasingly make their healthcare 
choices as active consumers. That means individ-
ual providers of healthcare must let potential
patients know exactly what they offer and in which
areas they excel. It’s about differentiating them-
selves from other providers in a decisive and
clear-cut way, what we’ve come to call “branding.”

For hospital owners, women’s health is a crucial component in overall
success. Therefore, branding that attracts female patients — backed up
by excellent services that win their loyalty — should be a major focus.
And not only do women represent a large percentage of the market as
patients. Studies have shown they make the vast majority of all health-
care purchasing decisions. In other words, win over the women, and
you’ve won much more than half the battle.

Some healthcare systems are attracting women by making names for
themselves in women’s heart care, some in other areas. Breast health
can generate a strong brand, as well, and for many women is a gate-
way to other services. 

In establishing a breast health center, or enhancing an existing one,
technology is key. Women want — and deserve — the utmost accuracy
in testing, along with comfort and a specialized staff they believe in
and trust. Therefore, when it is time to plan your new breast health
center, you will want to plan for all-digital imaging. 

A small percentage of medical professionals argue that film mammog-
raphy is just as accurate as digital mammography in detecting breast
cancer for the general population. However, those who have adopted
the digital method believe without doubt it is superior. It seems all

agree that women who are pre- or perimenopausal or who are younger than age 50 may benefit from having a digital
exam, rather than a film/analog mammogram. 

HFR worked with Maury Regional Hospital (MRH) in Columbia, Tenn., in planning a state-of-the-art Women’s Center.
According to MRH Women’s Services Coordinator Dana Salters, “Digital imagery is superior to analog hands down. We defi-
nitely increased efficiency after going with all-digital imaging. There is a decrease in radiation dose, along with shorter exam
times for the patient, and virtually no need for retakes.”

Hart Freeland Roberts (HFR Design), which traces its roots to 1910, offers architectural design, healthcare master planning and programming,
market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project management, 
office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, commercial/retail,
industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide. 

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Contact:
Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
The Forum III Office Park, Suite 190
305 N. Hurstbourne Pkwy.
Louisville, KY 40222

Scott D. Corbin, AIA
Director, Kansas City Office
(816) 822-8500
(816) 868-6766
scorbin@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, 
Suite 108
Kansas City, MO 64114

Sammy West
Director, Jackson Office
(731) 421-8000
(731) 695-2902
swest@hfrdesign.com
Hart Freeland Roberts
113 N. Liberty Street
Jackson, TN 38301
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by Beverly Reagan,
BS, RT, AAMA

Consultant
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Branding that attracts female patients — who make most 
healthcare purchasing decisions — makes a lot of sense 

for hospital owners.

Powerful 
Branding: 
A Breast Health Center With Digital Imagery
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ment phases that may occur in a staged fashion over time.
The projected project costs become a key element of the
pro forma, which must include many of the income rev-
enue and expense items along with the anticipated pay-
back period for the entire venture.   

Many questions have been asked about the reimbursement
factors for both the RT and Chemo/IV aspects of cancer
care. This must be researched carefully by the provider to
ensure that third-party and private payment expectations
have been met and that the market share will permit a
viable program, given the location, population demo-
graphics and staffing plans.

Another concern was: What options do we have in radia-
tion therapy (RT) and megavoltage equipment? We learned
that there are not a lot of choices in RT equipment, with
Varian, Elekta and Siemens taking the lead. 

It is very important to involve key clinical and nursing sup-
port professionals in the technology phase of the discus-
sions, and to have vendors share their perceptions and
experience with both the healthcare delivery team and the
design consultants. Getting input from those who will actu-
ally deliver the care and from those whose business it is to
stay attuned to the needs of cancer center owners will go a
long way toward establishing a successful program. 

Contact Mr. DiCarlo by email at sdicarlo@hfrdesign.com or by calling
(615) 370-8500. Contact Mr. Easter by email at jeaster@hfrdesign.com or
by calling (615) 370-8500.

Benchmarks For Improved Cancer Center Design ...
(continued from page 1)

Powerful Branding: A Breast Health Center With Digital Imagery ...
(continued from page 3)

Jonathan Sanders, director of imaging at Mt. Graham
Regional Medical Center in Safford, Ariz., cites statistics show-
ing that for every five positive cases found through analog
mammography, a digital system found a sixth one.
“Unfortunately, I didn’t know at the time of her exam that one
of the lives we might have saved with digital mammography
was that of my aunt,” says Sanders. 

Dr. Casey Hines, radiologist at Murray-Calloway County
Hospital in Murray, Ky., says his facility had three film/analog
mammography units and replaced all with one digital unit.
“We were following certain patients with calcifications on the
analog system and can now see even more calcifications on
the same patients with the digital breast mammography sys-
tem,” says Hines. “The additional calcifications were there all
along; we just could not see them on analog/film.”

Regarding the potential implementation of a digital mammog-
raphy system, this writer has heard concerns voiced such as:
“Is this the best solution for the patent?” “Can the time and
cost in planning a digital breast health center be justified?”
“Will it really make a difference when women are choosing
where to have an exam?” When one becomes familiar with
the facts, though, the question should be: “Can I afford not to
plan a digital breast health center?”

Contact Mr. Ron Franks by email at rfranks@hfrdesign.com or by calling (615)
370-8500.

• Identifiable entryway, drop-off and convenient parking
• Views and natural lighting (carefully placed glass, skylights

and pleasant views)
• Healing spaces and materials (water, stone, sculpture, 

artwork)
• Clear and tasteful signage
• Warm, pleasant public spaces (library, Internet, discussion,

conference)
• Discrete examination, clinical and consultation spaces
• Segregated chemotherapy spaces (some open and some

closed areas)
• Non-threatening megavoltage spaces (soft finishes, hidden

technical spaces, warm colors and materials to mask the
heavy equipment)

• Open and playful hallways that don’t look like traditional
hospital hallways

• Taller ceilings with non-institutional lighting designs
• Discrete work areas segregating staff work and consult 

from patient waiting and holding
• Innovated gantry and entryways for radiation therapy 

(heavy doors are very threatening)
• Acoustically buffered areas to reduce noise transfer and

ensure privacy
• Discrete spaces for staff learning, work and team meetings

Key Design Considerations
When Planning a Cancer Center

TTeesstteerrmmaann  JJooiinnss  HHFFRR-LLoouuiissvviillllee

Tom Testerman, NCARB, has joined the
Louisville office of HFR Design, where he will be
involved in healthcare and senior living facility
planning, design and project management. He
brings 30 years experience to the firm.

Testerman

HHeeaalltthhccaarree  FFaacciilliittyy  SSyymmppoossiiuumm  &&  EExxppoo

HFR healthcare facility planner Jim Easter and architect Bob
Harrett, along with Daryl Weaver, CEO of King’s Daughters
Hospital in Yazoo, Miss., and architect Richard McCarty of The
McCarty Co., will speak on Operations, Strategy, Planning and
Design Keys to Rural Hospital Success at Healthcare Facilities
Symposium & Expo, Sept. 30 - Oct. 2 at Navy Pier in Chicago.
For complete information and to register, visit www.hcarefacili-
ties.com. Early bird pricing through July 31.



AA  SSeerrvviiccee  ooff  HHaarrtt  FFrreeeellaanndd  RRoobbeerrttss  AArrcchhiitteeccttss  &&  EEnnggiinneeeerrss..  CCooppyyrriigghhtt  ©©  22000099  HHFFRR,,  IInncc..
Healthcare Division Newsletter Vol. 2, #2

healthforward report

What is “good design” as it relates to healthcare architecture?
The answer depends on whom you ask and what their criteria
are for evaluating good design.  A patient would probably
place high value on the finishes, amenities, ease of use and the
design subtleties that promote a warm, friendly, comforting
environment.  An administrator might view efficiency and rea-
sonable construction cost, along with patient friendliness, as
hallmarks of a good design.  A doctor, nurse or technician
would have yet another set of standards, based on their daily
interaction with the facility. 

Ultimately, it is the architect’s role to listen carefully to these
sometimes disparate design goals and then produce a design
that takes them all into account. That is what clients expect us
to do. So, in a sense, they rely on the archi-
tect to tell them what good design is, as
applied to their particular facility. 

Someone once said that “good design is
free,” meaning that any solution might deliver
what the client is asking for, but that good

design goes beyond mere deliverables,
achieving a success that shows understanding
and caring about the client’s needs. In other
words, this part of the service goes beyond
the contract, producing what can truly be
called “good design.”

Here are a few specific concepts that,
depending on how they are handled, can often make the differ-
ence between good design and ordinary design:

Clarity
A consistent approach to all aspects of a project reveals the
clarity of the design. For example, a hospital lobby may be
filled with beautiful materials, but if the space has awkward
proportions, the original intent of the design is defeated. 

Site  Design
The first impression 
of a hospital is from
the road. The site
layout leads the
patient and visitor,
easing the transition
into the hospital.
Among other items, site layout is dependent on topography
and existing infrastructure. Is patient and visitor parking an
endless expanse of asphalt? Would a parking structure bring
people closer and reduce travel distances? The emergency
department should have an entrance that isn’t tucked around
the corner. It is desirable to locate delivery entrances and

loading docks
in the back of
the house, but
efficiency and
ease of use
affect the inter-
nal workflow.

Way-ffinding
Good way-find-
ing design helps
alleviate anxiety
for patient and
visitor alike.
Can one find
the appropriate
parking lot,
delivery or load-
ing area, ED,
outpatient, etc.?
Site signage

should have a clear and simple theme that is consistent with
the design and mission of the hospital, inside and out.

Interior  Architecture
Interior architecture is the heart and soul of a building. To
make it so requires a design interface of exterior, interior,
technology and systems. It’s often difficult to manage, but it’s
wonderful to experience the final product. And the interface of
these disciplines opens the door to a holistic design focused
on vision instead of program.

This Issue ...
• Good Healthcare Design is About Listening
• Deploying an eICU Program in Challenging Financial Times
• The Whitfield Building: Assisted Living at the Meadows

continued on page 4

The grand lobby in this HFR-designed Colorado hospital
amply demonstrates the maxim that interior architecture

is the heart and soul of a building.

SM

Good Healthcare Design
Is About Listening

by Rob Bryant, AIA, Project Architect,
and John L. Coke, AIA, Project Architect,

Hart Freeland Roberts



There is a growing consensus that the “senior generation” of
the new millennium is more affluent, healthier, and has higher
expectations in general than their counterparts of previous gen-
erations. Thanks to modern medicine and a rise in general
health consciousness, “baby boomers” typically do not feel or
even look “old,” and they certainly have no intention of retiring
to an “old folks home.” On the contrary, they are looking to
retire in a place comparable in comfort and style to the homes
they will leave behind.  

Architects and designers in the field of assisted living — and
healthcare in general — have the task of rising to this chal-
lenge. One school of thought in dealing with the issue is to
gain knowledge from the hospitality industry, in which the goal
is to create spaces people will enjoy living in for an extended
period of time, comfortable environments that feel like “home.”

The design for the proposed Whitfield Building, to be situated
on the existing Lakeshore Meadows “aged living” campus in
Nashville, aspires to answer that call. The two-story building
will consist of 46 generously sized apartments and 16 apart-
ment units for residents who require memory care support serv-
ices. At first glance, the building could be mistaken for an
upscale hotel or resort. The dramatic approach to the over
scaled and craftily articulated porte cochere, an element almost
exclusively found in hotel design, is a main contributor to this
aesthetic. This assisted living facility, designed in the Arts and
Crafts architectural style, is clad in an artistic medley of resi-
dential materials such as stone, brick and fiber cement lap sid-
ing. Exterior building materials are used on the interior of the
building as well to help facilitate the transition of the architec-
tural style to the interior and to create a visually cohesive
design.

The Whitfield Building contains a number of intimate interior
and exterior spaces planned to create an environment that
gives a sense of comfort and home to the residents as well as
their visitors. Residents of the 69,000-square-foot facility will
have 24-hour/seven-days-a-week access to entertainment and
amenities such as restaurant style dining, café /soda shop, inti-
mate parlor and living areas, media/theater room, library,
beauty salon, business center with Internet access, mini phar-
macy, on-call medical care, laundry facilities, luxurious gar-
den/patio/gazebo areas, a thought provokingly designed wan-
dering courtyard for memory care residents, and a graciously
sized two-story main lobby area that will serve as a central hub
of activity and interaction. The main lobby is open to a second-
floor balcony and boasts a custom-designed water fountain
with attached seating and an ingenious two-story, walk-thru
fireplace complete with craftsman-style monumental staircase.  

2

by Valarie D. Harris
Project Designer/Illustrator

Hart Freeland Roberts

AAnn  aassssiisstteedd  lliivviinngg  ffaacciilliittyy  tthhaatt  rreesseemmbblleess  aa  ffiinnee  hhootteell::
tthhee  pprrooppoosseedd  WWhhiittffiieelldd  BBuuiillddiinngg  aatt  LLaakkeesshhoorree  MMeeaaddoowwss

iinn  NNaasshhvviillllee  ccaatteerrss  ttoo  tthhee  ttaasstteess  ooff  ttooddaayy’’ss  sseenniioorr  ggeenneerraattiioonn..

THE
WHITFIELD 
BUILDING:

Assisted Living
at The Meadows

Designing for the
Senior Generation of
the New Millennium

continued on page 4
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The severe recession, complicated by the simultaneous credit and liquidity crises, has seriously disrupted
capital projects across the healthcare spectrum. Many hospitals have suspended building programs. Others
have delayed major IT purchases and upgrades. Every day, hospital staff is impacted by hiring freezes, pay
cuts, even layoffs. Under these constraints, deploying an eICU program — even considering doing so —
seems counterintuitive. But is it?  

For those new to the concept, the eICU program is an intensivist-led, multi-professional care team and infra-
structure supporting the care of critically ill patients across a healthcare system or region. It uses advanced,
scalable telemedicine technology, decision support capabilities, and proven workflows, all integrated with
bedside teams across ICUs, EDs and other high-acuity care areas, to deliver improved clinical and financial
results. Recent statistics show an average 30 percent reduction in hospital mortality of ICU patients, severity-
adjusted ICU length-of-stay reduction of 29 percent, reductions in variable costs of care and risk spend, and
increases in hospital and professional fee reimbursement.

With its proven clinical and financial results, an eICU program
investment is a smart decision in any economy. It improves patient
care as well as staff satisfaction. But more importantly, it has been
demonstrated to be accretive to earnings. Recent experience has
shown that a health system deploying an eICU Program can
achieve a rapid return on investment — in some cases just months
after activation. In addition to these tactical benefits, the eICU pro-
gram offers the host organization a strategic advantage in the
region it serves. 

Nationwide, a severe shortage of intensivists limits critical care
quality. But the eICU-enabled health system more easily attracts
and retains this scarce resource. Optimal utilization of ICU beds
positively impacts ED throughput, volume of surgery, and overall
capacity management of medical/surgical beds. The program
increases quality of care while simultaneously improving efficiency,
resulting in an increase of inbound referrals as well as hospital and ICU throughput.  

In these tough times, most cannot invest in bricks and mortar. But at a fraction of the cost, an eICU program
is the virtual equivalent — creating increased capacity with the beds and staff already in place, and provid-
ing a compelling, sustainable competitive differentiator.

As with any investment, there are costs. In the first year, the major spend components of an eICU program
include construction of an eICU hub facility, installation of technology at the ICU bedside, computer hard-
ware and software, and implementation of consulting and training. The principal operating expenses are
payroll of the eICU clinical staff and support services from the vendor.  

The collapse of real estate prices has moved beyond residential properties into the commercial sector. While
unfortunate, this creates an opportunity to secure eICU hub space at a reduced cost. Typically, using existing
space at an inpatient facility is not recommended due to its high demand and higher remodeling costs. But

Hart Freeland Roberts (HFR Design), which traces its roots to 1910, offers architectural design, healthcare master planning and programming,
market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project management, 
office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, commercial/retail,
industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide. 

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, 
Suite 300
Brentwood, TN 37027

Contact:
Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
The Forum III Office Park, Suite 190
305 N. Hurstbourne Pkwy.
Louisville, KY 40222

Scott D. Corbin, AIA
Director, Kansas City Office
(816) 822-8500
(816) 868-6766
scorbin@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, 
Suite 108
Kansas City, MO 64114

Sammy West
Director, Jackson Office
(731) 421-8000
(731) 695-2902
swest@hfrdesign.com
Hart Freeland Roberts
113 N. Liberty Street
Jackson, TN 38301

continued on page 4

EEvveenn  iinn  
cchhaalllleennggiinngg

eeccoonnoommiicc  ttiimmeess,,  
aa  ccaassee  ccaann  bbee  

mmaaddee  ffoorr  
iinnvveessttiinngg  iinn  aann
eeIICCUU  pprrooggrraamm..

Deploying an eICU Program in Challenging Financial Times

by Joel S. Gochberg
Regional Director

Phillips VISICU
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Efficiency
This is determined in part by the volume of patients and the
duration of their stay. The time a patient spends waiting can be
reduced by designing the space so that various functions are
adjacent or near to each other, meaning the patient isn’t
required to circumnavigate the hospital to receive an image or
prescription. Ease of use by visitors also determines the efficien-
cy of a hospital.

Visitor  Amenities
Certain visitor amenities, often small gestures, go a long way
toward delivering hospitality and patient care. Chapels, private
family/doctor consult spaces, gift shops and gardens may carve
precious square footage out of the hospital, but can be incor-
porated in lobby spaces with minimal impact.

Competence in these areas, of course, is only the first measure
of good design. Architects must constantly be aware of current
design trends, deliver solutions based on a genuine enthusiasm
for what they are doing, and, above all, show genuine concern
for their clients.

Contact Mr. Bryant by email at rbryant@hfrdesign.com or by calling (615) 370-
8500. Contact Mr. Coke by email at jcoke@hfrdesign.com or by calling (615)
370-8500. 

an eICU hub can be located anywhere. In fact, a health system
may already own underutilized space that could be converted
for eICU hub use, providing a facility that is comfortable and
effective without being extravagant.

Many hospitals already have made investments in the patient
monitoring and IT systems necessary to feed information into
the eICU hub. Although some servers, network and audio/video
equipment are necessary to support an eICU program, their
cost is modest compared to major IT investments. Software
licenses, implementation, training, support and upgrades can
be amortized over multiple years, reducing the upfront invest-
ment.

Based on research conducted by the Advisory Board Company,
chances are an existing intensivist staffing model costs more
than an equivalent eICU physician staffing model. In a typical
intensivist model, one physician supports up to 20 patients.
With an eICU program, one intensivist and two critical care
nurses can support more than 100 patients.

In 2008, at least $4.5 million in grants was awarded by major
insurers and the federal government to support program devel-
opment and outreach.  Plus, with the recently passed financial
stimulus package, dollars will be made available for healthcare
IT projects, which may include eICU program deployments.

With a smart approach to licensing, bargain hunting for space
and a combination of funding sources, an eICU program can
be within the reach of a health system, even in the midst of this
challenging time.  

Contact Mr. Gochberg by email at joel.gochberg@phillips.com or by calling
(931) 233-0479. 

Hospital Beds, Planning and Housing Needs ...
(continued from page 1)

The Whitfield Building: Assisted Living at The Meadows ...
(continued from page 2)

Deploying an eICU Program in Challenging Financial Times ...
(continued from page 3)

AASSHHEE  SSeessssiioonn  FFooccuusseess  oonn  KKeeyy  QQuueessttiioonnss

At the recent Health Facility Planning, Design
and Construction Conference in Phoenix, spon-
sored by the American Society for Healthcare
Engineering (ASHE) in conjunction with the AIA
Academy of Architecture for Healthcare, key
questions often asked by hospital administrators,
engineers and facility managers were fielded by
a panel that included HFR’s Jim Easter, FAAMA,

and Bob Harrett, AIA, along with Clay Seckman, PE, of
Nashville-based Smith Seckman Reid Inc. engineering, and Rex
Mason, JD, AIA, of Phoenix.

Attendees heard a discussion of proper planning for healthcare
facilities and many of the engineering and infrastructure issues
hospitals face daily. Seckman discussed infrastructure and engi-
neering aspects of building design and development, empha-
sizing that every plan should begin with a “work-up” of the
mechanical, plumbing and electrical systems. He also
described how voice, data and communications systems are
integral threads in the fabric of operations. 

The panel answered questions from the audience related to
topics that included cost management, infrastructure, contin-
gency planning, consultant selection and pre-qualification, plus
ways to implement projects effectively. Easter concluded the
session with 10 steps to follow in a campus master plan. 

“Well over 200 people attended,” notes Easter, “and we got
extremely favorable feedback from the audience following the
presentation.”

LLoouuiissvviillllee  OOffffiiccee  DDeessiiggnniinngg  MMiissssiissssiippppii  HHoossppiittaall

Louisville Office Designing Mississippi Hospital 
HFR Design-Louisville is designing a replace-
ment, 35-bed hospital for King’s Daughters
Hospital in Yazoo City, Miss. The new, 75,000-
square-foot critical access hospital will be built a
few miles from the present facility. Bob Harrett,
AIA, director of the Louisville office, is architect
of record.

“We chose HFR to design our replacement hospital because of
their experience in planning and designing critical access hos-
pitals,” said Daryl W. Weaver, CEO of King’s Daughters.
“Hospitals of this type have unique operational needs, and HFR
demonstrated a full understanding of the functional efficiencies
necessary for a successful design.”

In a very real sense, this planned senior living facility accurately
represents the type of environments for retirees we’ll be seeing
more and more of as the 21st century progresses. Both baby
boomers and senior generations of the future will be able to
relate to this type of living as a natural extension of the envi-
ronments they’ve known and loved in their youth. 

Contact Ms. Harris by email at vharris@hfrdesign.com or by calling (615) 370-
8500. 

Easter

Harrett
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healthforward report

HFR’s Dick Carota recently spoke at the American Academy of
Medical Administrator’s (AAMA) annual meeting in San
Antonio, Texas. His presentation addressed the topic: “Hospital
Beds ... How Many and What Kind?” The session was well
attended with representation from both the AAMA federal and
private sector membership.  

Utilizing actual planning case studies, Dick illustrated how his-
torical use data and new service delivery initiatives may be uti-
lized to forecast future bed needs.  Methods for projecting
future workload volumes were highlighted along with unique
factors that can affect the volume outcomes. A number of evi-
dence-based design and planning scenarios were illustrated.
Attendee responses and questions addressed issues such as:
“Does the increasing use of private rooms impact the numbers
of bed and their utilization?” “How has the obesity factor
impacted design and quanti-
ties of rooms?” And, “How do
you see the architecture of the
inpatient rooms changing in
the future?” Feel free to con-
tact Dick Carota with ques-
tions at (615) 424-3642 or
rcarota@hfrdesign.com.

Also at the San Antonio con-
ference, your author, a past
chairman of AAMA, spoke on
“Asset Management and
Administrative Services: Form
Follows Function Follows
Funding,” addressing the
importance of comprehensive
master planning, program
analysis and functional inte-
gration of patients, staff and
family into the planning and
design process. How evi-
dence-based design impacts “hands-on care” of patients and
how “branding and benchmarking” of assets improve access,
quality and ROI were also included in the presentation. 

Design illustrations for future inpatient rooms were presented,
along with two HFR case studies illustrating how “good plan-
ning plus good design equals better business practices and

improved management outcomes”: Hugh
Chatham Memorial Hospital in Elkin, NC,
(featured in the October
2008 edition of healthfor-
ward  report) and DeKalb
Medical, a major force in
mother and infant care in
Decatur, GA. Through photos
and descriptions, a history of very successful management,
planning and design was revealed. Questions were numer-
ous, including “Does good design cost more?” and “How can
we convince our board of directors to hire creative planners
and designers?” Questions concerning this presentation can
be addressed to Jim at (615) 424-3642 or via email to jeast-
er@hfrdesign.com.

Meanwhile, at the Annual
Tennessee Governor’s
Conference on Housing in
December, this reporter,
along with HFR’s Kyle Dunn
and Tom Phillips, outlined the
steps one should follow in
preparing a housing needs
assessment. HFR Affiliate
Partner and Senior
Consultant Tom E. Phillips,
AICP, is also Principal of
Phillips & Associates,
Manhattan, KS, and authored
an article in the July 2008
healthforward report. 

The program also included
presentations by housing
leaders and a legislative
update by Tennessee
Congressman Jim Cooper,

who described societal, planning and service delivery chal-
lenges. David Fox, AIA, a professor at the University of
Tennessee College of Architecture and Design, along with one
of his students, presented examples of their work from a pro-
gram that involves students in the design and construction of
low income housing for Tennessee communities. Afterwards,
they answered questions concerning program start-up, fund-
ing and ongoing efforts.  

This Issue ...
• Hospital Beds, Planning and Housing Needs Addressed by TEAM HFR
• Healthcare Facilities Benefit From LEED Certification
• Project Spotlight: Energy Efficient AND Within Budget

continued on page 4

Presenters at the recent Tennessee Governor's Conference on Housing 
included (left to right) Jim Easter, HFR Design; David Fox, University of 

Tennessee College of Architecture and Design; Tom Phillips, Phillips & Associates;
and Kyle Dunn, HFR Design. 

SM

Hospital Beds, Planning and Housing
Needs Addressed by TEAM HFR

by James G. Easter, Jr., FAAMA,
Director of Planning and Programming

Healthcare Division, HFR Design
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by Emily R. Rowry, LEED-AP
Assistant Specifications Writer

Hart Freeland Roberts

Sustainability, broadly defined, means using a resource so that
the resource is not depleted or permanently damaged.
Sustainable design, more commonly referred to these days as
“green design,” means designing the built environment to com-
ply with this principle.

Green design is an integrated design process within architec-
tural design. In addition to concern for outdoor environmental
pollution, green design also focuses on indoor air quality: the
air our physicians, patients and staff breathe, day in and day
out.  

In 1998, the U.S. Department of Energy grasped the signifi-
cance of this problem in healthcare and funded the Leadership
in Energy and Environmental Design (LEED) program in an
effort to promote sustainable building design and reduced
energy costs. The LEED program develops and enforces sus-
tainable design standards for several construction project types:
new construction, heavy renovation, interiors and shell space.
Each LEED rating system offers levels of certification according
to the number of credits completed: Certified (26-32 pts), Silver
(33-38 pts), Gold (39-51) and Platinum (52-69). All credits are
grouped into one of six sections, based on the following types
of sustainable design:

1. Sustainable Sites (SS) - ecosystem preservation,
building location, heat island and light pollution control - 14
points possible.

2. Water Efficiency (WE) - decrease
potable water usage in building and landscap-
ing - 5 points possible.

3. Energy & Atmosphere (EA) - pro-
mote green power usage and decreased use 
or elimination of ozone-depleting chemicals -
17 points possible (2 required for certification).

4. Materials & Resources (MR) - 
promote use of recycled and regional materials
- 13 points possible.

5. Indoor Environmental Quality (EQ)
- improve healthy indoor air quality and ther-
mal/lighting comfort for users - 15 points pos-
sible.

6. Innovation in Design (ID) - encour-
age creativity and exemplary performance in
green design - 5 points possible.

The U.S. Green Building Council has compiled a list of benefits
for LEED design, including reduced energy costs, a decrease in
employee sick days, increased staff productivity and improved
education on environmental standards. Designing a building
for LEED certification does add some upfront cost to the project
budget; however, many owners of LEED-certified buildings
have seen this initial investment repaid over time through a
decrease in energy and labor costs. These ROI factors are test-
ed with the owner during architectural, planning and program-
ming phase of development. 

Owners with stringent budgets can choose to design their
buildings with “LEED-like” elements. Both scenarios are possi-
ble with the help of a LEED-accredited professional assisting
with the programming and design process. In order to gain this
accreditation, candidates must pass an exam that covers LEED
credits, project team, procedures and calculations.

The end result of LEED certification is a built environment that
is healthier for the users and less costly to operate over time.
People who enjoy their working environment have greater moti-
vation to excel, which improves company morale and produc-
tivity.

Sustainable environments are here for the long term, and the
certification process ensures added value for the building user. 

Contact Ms. Mowry by email at emowry@hfrdesign.com or by calling (615)
370-8500.

The use of solar power and other forms of green energy helps build credits toward LEED certification.

Healthcare Facilities
Benefit From 

LEED Certification
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PROJECT  SPOTLIGHT

Many healthcare facility owners, along with their
architects and engineers, have considered solar
and geothermal energy to dramatically reduce a
building’s energy usage. Additionally, it’s “just the
responsible thing to do.” But, all too often,
those efforts are dashed when design cost esti-
mates quickly point to those options as budget
busters. However, there are attainable alterna-
tives, all too seldom used, that easily avoid the
budget ax. 

For the design of the new Ringgold County Hospital in Mt. Ayr, IA, HFR worked with the
owner, the owner’s rep and the power company to design a building that performed
above the norm and returned energy cost savings to the owner through design. We
worked closely with a consulting firm charged with the goal of integrating energy conser-
vation concepts into our design for a high-performance hospital envelope. The design
also included daylighting of the building.

Hospitals are, by their very nature, energy-intensive structures. Large areas are often in a
cooling mode, even in the dead of winter, due to their 24/7 operation, required lighting
levels, constant equipment usage and the intense use of each room in the building. But
there are some simple, no-nonsense design decisions that can and will reduce energy
use daily. They include:

• Windows of low E clear glazing in a thermally broken aluminum frame.
• Occupancy sensor lighting controls in rooms such as offices, restrooms, 

storage rooms, locker rooms, conference rooms and lounge/waiting spaces.
• Dual level switching of lights.
• Manual dimming of lighting in rooms such as conference and board rooms.
• Premium efficiency supply and return fan motors.
• Structural precast concrete panels with an integral insulation core.
• Premium efficiency pump motors.
• Variable frequency drives on supply and return fan motors and chilled 

water pumps.
• On-demand hot water heaters.
• R-30 roof insulation.
• High efficiency gas boilers. 
• Sensible heat recovery system design.

All of these measures are then computer modeled to arrive at informed design choices
by weighing construction costs of the measures against the potential energy cost savings
over time. 

Finally, by designing large, daylighted public spaces such as the lobby area, the need for
artificial illumination is minimized. Coupled with accent lighting, the room uses minimal
daytime power for lighting.  

EEnneerrggyy  EEffffiicciieenntt  AANNDD  WWiitthhiinn  BBuuddggeett

Hart Freeland Roberts (HFR Design), which traces its roots to 1910, offers architectural design, healthcare master planning and programming,
market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project management, 
office furniture and equipment programming and space planning. The firm serves the healthcare, education, municipal/civic, commercial/retail,
industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide. 

Ron L. Franks, AIA
Director, Healthcare Division
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Hart Freeland Roberts
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Contact: Bob Harrett, AIA
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(816) 822-8500
(816) 868-6766
scorbin@hfrkc.com
Hart Freeland Roberts
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continued on page 4

Precast concrete panels with an integral 
insulation core are part of the energy-efficient

design at Ringgold County Hospital.

by Scott Corbin, AIA,
Vice President, Principal,

Healthcare Division, Hart Freeland Roberts
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The HFR team’s housing needs assessment steps included:

Step 1:  Establish a housing plan steering committee.
Step 2:  Survey the current situation and conduct on-site con-
stituent interviews and property assessments (housing condition
survey and visual assessment of existing housing).
Step 3:  Collect relevant housing, population, demographic
and economic data.
Step 4:  Present draft findings for comment and feedback.
Step 5:  Conduct citizen focus group sessions and present pri-
orities for joint ranking and comment.

Other “change agents” described by city planning specialist
Tom Phillips and this writer included: 

• Collaborative Leadership 
• Utility and infrastructure 
• Staged program funding 
• Neighborhood “health index”
• Constituent sounding boards
• Incentives to grow the local economy
• Reinvestment in private dollars
• Creating new housing opportunities near 

the university
• Flexible planning and zoning regulations
• Code enforcement and incentive measures
• Community planning through shared vision
• Facilitating economic growth within the area

Two case studies completed by HFR Design in 2008 were pre-
sented: a housing and human services engagement for the city
of Pittsburg, KS, and a recreational, wellness and fitness study
completed for Fayetteville, TN. Both demonstrated the linkages
between human services, housing, recreation and quality of
life.

For questions concerning this presentation, call Jim Easter at (615) 424-3642 or
(615) 370-8500 or email jeaster@hfrdesign.com, kdunn@hfrdesign.com or
tphillips3@cox.net.

All of this effort early in the design phase to save utility cost
dollars is, of course, contingent on the construction manage-
ment team carrying out the work properly. In addition, the end
user must be on-board with policies that minimize energy use
in order to achieve the cost savings goals of the design. 

Contact Mr. Corbin by email at scorbin@hfrkc.com or by calling (816) 822-
8500.

Hospital Beds, Planning and Housing Needs ...
(continued from page 1)

Energy Efficient AND Within Budget ...
(continued from page 3)

DDaavviidd  JJaannnn  BBeeccoommeess  aa  LLiicceennsseedd  AArrcchhiitteecctt

David N. Jann of HFR’s Kansas City office
recently became a licensed architect in the state
of Missouri, having passed the Architectural
Registration Exam.

David, a project manager, joined HFR in January
2000. He is a 1992 graduate of Kansas State

University, where he earned a Bachelor of Architecture degree.

Programming, design, construction documents, and construction
administration are his main areas of expertise. David has been
mostly involved in healthcare projects, the most recent of which
were replacement hospitals in Carthage, IL, and Falls City, NE.
He served as project manager on both.

Past HFR-KC projects on which he has worked include replace-
ment hospitals for Cameron Regional Medical Center, Cameron,
MO, and I-70 Medical Center, Sweet Springs, MO.

HHFFRR  AAttttaaiinnss  SSiillvveerr  LLeevveell  aass  AAAAMMAA  SSttrraatteeggiicc  PPaarrttnneerr

HFR Design has been recognized by the Board of Directors of
the American Academy of Medical Administrators (AAMA) as a
sustaining and supportive member of AAMA and elevated to
Silver Level Strategic Partner. “This is one of the highest honors
that could come to a corporation,” said James G. Easter Jr.,

FAAMA, Director of Healthcare Planning and Programming for
HFR Design. “We make a priority of being actively involved with
this fine organization.”

AAMA’s Strategic Partners program recognizes the major role
that leading corporations play within the Academy and its spe-
cialty groups. 

LLoouuiissvviillllee  OOffffiiccee  HHoonnoorreedd

HFR Design-Louisville, headed by Bob Harrett,
AIA, was recently selected for a Best of Louisville
Award in the Engineering & Architectural
Services category by the U.S. Local Business
Association (USLBA), a Washington, D.C. based
organization whose purpose is to promote local
business through public relations, marketing and

advertising. 

The award program recognizes companies that the USLBA iden-
tifies as having achieved exceptional marketing success.
Winners are determined based on information gathered by the
USLBA and data provided by third parties.

MMeeddiiccaall  EEqquuiippmmeenntt  SSppeecciiaalliisstt  JJooiinnss  HHFFRR  aass  CCoonnssuullttaanntt

Beverly Reagan, an executive diagnostic imaging
equipment consultant and medical equipment
planner, has contracted with HFR as a consultant
in the Healthcare Planning Department and will
be based at HFR headquarters.

Reagan comes to HFR with a background in
executive consultative business development, medical equipment
planning of major and minor medical facilities, educational con-
sulting, plus nursing experience and coursework. Her education
includes a bachelor’s degree in radiology education and health
administration. 
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What role does the design of a hospital play in creating good
city design? 

The author believes an important aspect of hospital design is
the contextual and physical relationships that exist between a
hospital and the city and neighborhood within which it oper-
ates. To strengthen and enhance the ways in which a hospital
contributes to the livability, aesthetic quality, social fabric and
built environment of a city, the basic concept of hospital “proj-
ect design” needs to be broadened to include the spatial
arrangement and activities of that city.

Hospitals operate within defined geographic boundaries, which
are typically set by ownership patterns or expansion into near-
by neighborhoods. Hospital designers are well equipped to
master plan a formal framework for individual buildings on a
medical campus, typically including in their plans key elements
such as wayfinding signage and on-site circulation for the gen-
eral public, the goal being to create a user-friendly environ-
ment. However, focusing on the interface beyond the bound-
aries of the hospital - the larger urban context - is often neg-
lected, to the detriment of the hospital and the community at-
large.  

City design, according to author Kevin Lynch, deals
with the spatial and temporal pattern of human
activity and its physical setting, taking into account
its socioeconomic and psychological effects. The
design of new or expanding hospital environments
needs to be compatible with city planning principles
and local planning policies. Understanding and

coordinating with the larger city-planning framework is critical. 

Presented here are some examples of urban design/planning
principles that represent the logical interface between city plan-
ning and hospital project planning:

Community  Access/Connectivity

A hospital represents a significant “development node,” and in
many instances generates nearby private development in hous-
ing, office or commercial space. How the community gains
access to a hospital is critical to both hospital designers and
community planners. Transportation facility planning is neces-
sary to successfully serve the hospital, the community, and new
development opportunities that arise. A holistic approach is
needed to evaluate street capacity, roadway widening, traffic
calming measures and highway infrastructure. How well
pedestrians, bicycles, autos and public transit are accommo-
dated, how strong the various linkages between hospital and
community are, how effectively local business and living envi-
ronments are supported, all contribute to livability and to the
success of a hospital. 

Park/Open  Space

Hospitals, by their very nature, bring concentrations of people
together to provide or receive medical care or conduct
research. A collaborative design approach between hospital

by Tom E. Phillips, AICP
Principal, Phillips & Associates

Affiliate Partner and Senior Consultant,
City Planning, Hart Freeland Roberts
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Working together can
be mutually rewarding 
for hospital planners
and city planners, 
who share many of
the same goals.
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Cancer Center, then interviewed clinical staff there. In talking
with staff members, they learned that lack of room circulation,
especially around the patient infusion chair, was the most com-
mon complaint. It was also pointed out that there was not a
designated space for family members in the room and that
nurses often had to reach over patients to dispose of needles
or other biological waste.  

The design team created a 3D layout of a treatment room that
outlines three “zones,” for patient, clinical staff and guests. The
patient has full view outside a window in the room, while the
charting station is located close to the door. The L-shaped con-
figuration creates small alcoves to place chairs or sofas for
family members to wait. The reclining patient chair also
includes moveable side tables on which patients can place lap-
tops and other portable devices.  

In 2008, a senior design group is focusing on inpatient care,
specifically the inpatient room as applied to critical access hos-
pitals (CAH). CAHs require a different planning and design
approach because they are limited to 25 staffed acute-care
beds. These hospitals must make the most of their limited
space and dollars through creative design, while also meeting
the demand for a higher quality patient care environment. 

With this in mind, the students are researching room designs
that meet AIA guidelines, but which also incorporate a creative
component that transforms the traditional “hospital room” into

a comfortable “hotel room” for
patients and family members. 

In the past several years, HFR has
completed replacement hospital
designs for several CAHs in the
Midwest. We anticipate great results
from this year’s student team and

look forward to incorporating those results into our future CAH
patient room designs.

Contact Ms. Mowry by email at emowry@hfrdesign.com or by calling (615)
370-8500.

As cancer centers continue to grow in the U.S., patient comfort
becomes a more important factor in choosing where to seek
treatment. Poor flow patterns within a hospital department can
decrease treatment quality and efficiency as well as increase
patient discomfort. But what would the ideal chemotherapy
chair and treatment room layout look like?

A group of biomedical engineering (BME) students at
Vanderbilt University School of Engineering may have come up
with the answer. 

During their senior year, BME students at Vanderbilt are
required to complete a design project, usually in teams of three
to four individuals. Engineering faculty accumulate a list of
sponsors from academia and industry, each of which has real-
life problems that need to be solved.

Traditionally, biomedical engineering (BME) students focus on
projects applicable to medical research, such as implant
devices or data processors. However, one recent group took on
the challenge of designing the perfect chemotherapy treatment
room and patient chair.

To begin, the students took a firsthand look at the current room
layouts in Vanderbilt University Medical Center’s Ingram

by Emily R. Mowry, BE
Programmer, Planning, 

Healthcare Division

Toward a Better 
Chemotherapy Treatment 
Room Layout

IInn  tthhiiss  ttrreeaattmmeenntt  rroooomm  llaayyoouutt  
ccrreeaatteedd  bbyy  bbiioommeeddiiccaall  eennggiinneeeerriinngg
ssttuuddeennttss  aatt  VVaannddeerrbbiilltt  UUnniivveerrssiittyy,,
bblluuee  rreepprreesseennttss  tthhee  ppaattiieenntt,,
mmaaggeennttaa  tthhee  cclliinniiccaall  ssttaaffff  aanndd  
yyeellllooww  tthhee  gguueessttss..

[Editor’s note: Emily Mowry, Jim Easter and members of the HFR Planning and
Healthcare Design Department helped teach the class referred to in this article, with
Hart Freeland Roberts serving as sponsor of the 2007 chemotherapy room project and
the 2008 CAH inpatient room project.] 

2



3

PROJECT  SPOTLIGHT

So, you need an elevator, a stairwell and a mechanical pent-
house moved? No problem--it’s all in a day’s work, so to
speak, for the design team at Hart Freeland Roberts (HFR), and
that is precisely what was required in order to maintain the
functionality of design of the new 22,000-square-foot emer-
gency department for Maury Regional Hospital (MRH) in
Columbia, Tenn., a client we have served for nearly 25 years.
Making such changes would be a costly exercise, but MRH was
determined that there would be no
compromise to staff/patient flow and
appropriate adjacencies, and HFR was
dedicated to meeting those expecta-
tions.

In addition to making functionality a
top priority, construction phasing was
also a critical issue, and during this
stage it was business as usual in the
existing emergency department while
the new addition was being construct-
ed. Once completed, the ED relocated
to the new addition in order for existing
areas to be renovated. All of the addi-
tion and renovation had to be specifi-
cally designed to meet high-rise code
standards, as the new design broke down a fire separation
barrier that kept the high-rise patient tower separate. 

One unexpected challenge that arose during the course of the
project was the construction of a ramp (designed to bring
patients to the curbside for discharge), which involved a signifi-

cant grade change. While the design team’s initial solution
complied with codes, a number of patients and their families
were intimidated by the length and steepness of the ramp. HFR
ultimately decided that it should be torn down, redesigned and
rebuilt, and in addition helped to pay for the rebuilding. 

In an effort to help obtain the best construction manager fees
and services available, Maury Regional Hospital assigned Hart

Freeland Roberts the task of soliciting
proposals and qualifications from con-
struction managers. HFR’s design team
then went about developing a compari-
son matrix for this purpose, and MRH
finally selected the firm that historically
handled most of the hospital’s work. 

Opening its doors in mid-2007, the
new, state-of-the-art Maury Regional
Hospital emergency department now
provides separate entrances for both
walk-in patients and ambulances, a
central core surrounded by multi-pur-
pose exam rooms, and a shelled space
for future expansion and underground
parking for physicians. 

I’m happy to report that staff and patients alike have expressed
a great deal of satisfaction with the improved flow, functionality
and aesthetics of the new emergency department at MRH--a
hospital recently recognized as one of the top 100 hospitals in
the nation. 

Both staff members and patients have expressed great
satisfaction with the improved flow, functionality and

aesthetics of the new HFR-designed emergency department 
at Maury Regional Hospital in Columbia, TN.

by Ron Franks, AIA
Chairman

Hart Freeland Roberts

Functionality  Key  in  New  
Emergency  Department  Design

Hart Freeland Roberts (HFR Design), which traces its roots to 1910, offers architectural design, healthcare master planning and programming,
market research, feasibility studies, interior design, civil and structural engineering, environmental engineering, project management, 
office furniture and equipment procurement, and move management. The firm serves the healthcare, education, municipal/civic,
commercial/retail, industrial, parks/recreation, religious, corrections, transportation and environmental markets nationwide. 

Ron L. Franks, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0898
rfranks@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive, Suite 300
Brentwood, TN 37027

Contact: Bob Harrett, AIA
Director, Louisville Office
(502) 425-8505
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
The Forum III Office Park, Suite 190
305 N. Hurstbourne Pkwy.
Louisville, KY 40222

Scott D. Corbin, AIA
Director, Kansas City Office
(816) 822-8500
(816) 868-6766
scorbin@hfrdesign.com
Hart Freeland Roberts
9237 Ward Parkway, Suite 108
Kansas City, MO 64114
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New  Digs  for  HFR-LLouisville

HFR’s Louisville office has a new address, and Bob Harrett,
AIA, says he could not be more pleased with the move.
“Having a larger space with a better layout is already paying
dividends in terms of greater efficiency, plus we’re now closer
to more of our core market,” says Harrett, an HFR Associate
and Director of HFR-Louisville. The office provides healthcare
facility planning, design and interiors.

The new address is The Forum III Office Park, Suite 190, at
305 N. Hurstbourne Pkwy. in Louisville. Bob can be reached at
(502) 425-8505 or bharrett@hfrdesign.com.

A groundbreaking ceremony was recently held at the site to be
occupied by the new Memorial Hospital in Carthage, Ill. HFR
not only provided master planning and design services for the
replacement hospital, but also worked with hospital officials on
a CON, funding, negotiations with the city and land acquisi-
tion. Memorial is headed by CEO Ada Bair. 

Members of the design team included: Scott Corbin, AIA,
Principal in Charge; Jim Easter, Senior Programmer and

and community planners can lead to innovative ways to incor-
porate a public park or open space capable of serving both
the users of the hospital and the surrounding neighborhood. A
team approach can bring into sharper focus the spatial rela-
tionships between the layout of the hospital buildings, the sur-
rounding neighborhood and the transportation corridors that
link the hospital to the larger community. 

Streetscape/Civic  Space

The term “streetscape” describes all the elements that are visi-
ble from the street, plus the space from the front of a building
to the street edge. Elements of streetscape design include street
lighting, trees, changes in sidewalk texture, safe and conven-
ient pedestrian movement, street furniture, transit shelters,
business signage, hospital directional signage, overhead utili-
ties, landscaping and parking areas. While all these elements

are primarily the responsibility of city leaders and community
planners, they clearly have a direct impact on hospital design.
The images that people have about the pathways leading to a
hospital help define the meaning they attach to visiting that
hospital environment. Therefore, attention to civic space leads
to ensuring a positive engagement between the person and
that environment. A good streetscape provides a sense of ori-
entation that communicates a sense of identity, thereby con-
tributing to the creation of a recognizable and engaging envi-
ronment for the hospital, differentiating it from other locations
and contributing to neighborhood livability. 

Hospital planners and city planners share many of the same
goals, almost all of which relate to creating environments that
help make human activity more efficient, rewarding and enjoy-
able. It’s time they got to know each other and started working
together. They’ll find it mutually rewarding. 

Contact Mr. Phillips by email at tphillips3@cox.net or by calling 
(785) 537-2867.

Hospitals as Community Components ...
(continued from page 1)

Planner; David Jann, Project Manager; Brad Athey, Project
Coordinator; Marjorie Roysdon, Interior Designer; Brian
Crump, Structural Engineer (all of HFR); John Fleming, PE,
mechanical/electrical engineering, KJWW Engineering
Consultants; Terry Knoke, PE, and Doug Seeber, PE, civil engi-
neering, Poepping, Stone, Bach & Associates; John Kennedy,
kitchen planning, Santee/Becker Associates; and Bob Yancy
and Matt Short, medical equipment planning, MEMdata. 

Illinois  Hospital  Celebrates  Major  Milestone
HFR-Louisville has gotten squared away in new office space.

• Advanced Cardiovascular Leadership Workshops, sponsored
by the American College of Cardiology, will be held Aug. 21-22
at The Fairmont Hotel in San Francisco and Nov. 6-7 at Heart
House, ACC headquarters, in Washington, D.C. Full informa-
tion is available at www.acc.org.

• The American College of Surgeons’ 94th Annual Clinical
Congress, “Leading the Way to Quality, Safety and Excellence,”
will be held Oct. 12-16 at the Moscone Convention Center in
San Francisco. The complete program planner, including online
registration and hotel reservations, is available at www.facs.org.

• The American Society of Anesthesiologists will hold its 2008
Annual Meeting in Orlando Oct. 18-22. The deadline for online
registration and ticket purchases is Oct. 8. For more informa-
tion, visit www.asahq.org.

• The American Board of Medical Genetics has announced that
November 28, 2008, is the application deadline for the 2009
Certification Exam. Questions concerning the examination pro-
gram should be directed to abmg@abmg.org.

NEWS  NOTES  ...NEWS  NOTES  ...
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by James G. Easter, Jr.

As we read current healthcare publications, a number of provoca-
tive titles jump out at us:

“When We’re 65 … Few Are Looking Ahead at How to Care For a
Coming Horde Of New Seniors”
“Will There Be Enough Doctors?”
“Alarming VA Problems - Questions Continue Over Quality of Vets’
Healthcare”
“Longer Life, Less Healthy - Community Outreach Needed: Experts”
“Uncompensated Care Spikes by 8.3%: AHA - Medicare losses at
General Hospitals Also up 20% to $18.6 Billion, Association Says”

The demand for healthcare services continues
to escalate while the cost of care increases at a
disproportionate rate, much faster than the
general economy. Some have suggested high
costs are the fault of the delivery system; oth-
ers say the solution rests in the hands of the
consumer.  

Many suggest that healthcare isn’t really an
“industry” at all, but instead an inalienable
right, a societal obligation along with safety,
security and freedom of speech. This sentiment
is the reason for entitlement programs such as
Medicare and Medicaid, both of which are cur-
rently in a state of panic, with resources being
cut daily while demands increase.  

Over consumption of these programs has
resulted in major problems. Medicaid chal-
lenges at the state level have created budgetary
dilemmas that are bankrupting certain individ-
ual states. If over consumption without ade-
quate funds to cover the costs is the problem,
let’s examine what healthcare consumers typi-
cally consume: 

• Prescribed medications
• Emergency medicine for urgent, emergency 

and traumatic injury
• Outpatient and ambulatory care
• Elective care for routine medical needs and

personal choices
• Senior care for rehabilitation and crisis 

intervention
• Infant, pediatric and children’s care
• Wellness and fitness care
• Assisted living and nursing home care
• Psychiatric and mental health care
• Home care
• Long-term and hospice care

Obviously, we have a growing demand
for a wider variety of healthcare serv-
ices due to the Baby Boom spike,
longer life expectancies, wartime post-
traumatic shock syndrome, emotional
illnesses, obesity, addictive behaviors
and other conditions common to the
early 21st century. At the same time,
there is a never-ending list of health-
care solutions and portals of entry to
the system. 

It is the author’s opinion that there
are three major issues to address with-
in the healthcare delivery system:
access, quality and cost. Having access
to the system is a special blessing for
those who can pay. The greatest con-
cern is affordability and the ability of
the USA to determine how to manage
accessibility while balancing service
delivery in a truly unmanageable two-
tiered system (those who can pay and
those who can’t).  

Years ago, the answer was Health, Education and Welfare (HEW).
Many will remember that acronym and its ultimate demise. The
biggest complaint was in the “welfare” portion, which remains our
greatest challenge today. How can a society like America manage
the needs of consumers who have limited resources, compromised
lifestyles and limited to zero incomes? How can society manage

James G. Easter, Jr., 
FAAMA,
Vice President,
Director of Planning,
Healthcare Division,
Hart Freeland Roberts
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• A Changing Healthcare Consumer Base = 

A Changing Healthcare Architecture
• An Adaptive Patient Room for Critical Access Hospitals
• Project Spotlight: HFR Designing Replacement
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A growing demand for healthcare services is due 
in part to longer life expectancies.



Critical access hospitals (CAH), by their very nature, must be flexible in
order to do as many things as possible in a limited amount of space.
Being the community hospital of the new century, they are expected to
do a lot of things very well without having the specialty units seen in ter-
tiary facilities.

By now, we are all well aware of the concept of the three zones of the
private patient room:

• The Caregiver Zone
• The Patient Zone
• The Family Zone

And by now we are somewhat familiar with the concept of the same-handed room. Both of
these concepts result from the desire to achieve a more “universal” patient room, that is, a
room designed to house the LDR patient and baby, the bariatric patient, the telemetry
patient in need of closer monitoring but not quite an ICU candidate, and the orthopedic
patient, i.e., an all-things-to-all-people room design.

The Caregiver Zone

Even prior to entering the room, the nurse should be able to roll a computer on wheels up
to the view window just outside the room. From there, the electronic medical record of that

patient is accessed for review, and the patient is observed. This is done from a distrib-
uted caregiver workstation located off the corridor in an alcove. Good design would
have one of these for every two rooms, with every other alcove used for necessary med-
ical equipment and thus parked outside the mandatory eight feet of clear space.

In the past, the room would have a four-foot-wide door, but with the emergence of the
bariatric patient as well as the need to transport patients tethered to bigger and bigger
machines, a five-foot opening is becoming the norm. 

A nurse server accessed from the corridor for stocking purposes keeps interruptions to
the patient and family to a minimum. From inside the room, the nurse is able to pull
stock specifically supplied for that patient. Soiled linen is housed out of the way in that
unit and removed on the corridor side by housekeeping staff. Inside the room, the care-
giver has a sink, countertop and additional wall cabinet for supplies kept out of sight,
such as latex gloves and sharps containers. Available close to the patient’s side is a pri-
vacy curtain that affords cover for the patient from the open door to the corridor. This
privacy issue from the corridor seems to be the biggest determinate in selecting an
inboard or an outboard patient room design, but there is no one right answer here,
merely preference. 

The Patient Zone

Incidences of falling have led designers to position the head of the bed on the same side
of the room as the bathroom door, with a handrail from one to the other. However,
family members typically want to sit where they can watch TV along with the patient.
Both can be in the same area as long as the chair is on wheels. 

Providing patients a wide view through an oversized window is very desirable as well.
There is now considerable medical research into the healing power of such a view, even
though it is difficult to quantify as evidence.

Along the footwall is a whiteboard with day, date and names of the caregiving team,
along with a clock, flower shelf, artwork, corkboard for get-well cards and comforting
personal items from home such as framed pictures of loved ones. The TV is located
above the wardrobe unit built into the cabinetry.

Scott Corbin, AIA
Vice President, 
Hart Freeland Roberts

An
Adaptive

Patient
Room

for
Critical
Access

Hospitals
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by Scott Corbin
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Hart Freeland Roberts, which traces its roots to 1910, offers architectural design, healthcare master planning and programming, market research, feasibili-
ty studies, interior design, civil and structural engineering, environmental engineering, project management, office furniture and equipment procurement,
and move management. The firm serves the healthcare, education, municipal/civic, commercial/retail, industrial, parks/recreation, religious, corrections,
transportation and environmental markets nationwide. 

Sam E. DiCarlo, AIA
Director, Healthcare Division
(615) 370-8500
(615) 347-0598
sdicarlo@hfrdesign.com
Hart Freeland Roberts
7101 Executive Center Drive
Suite 300
Brentwood, TN 37027

Contact:

Bob Harrett, AIA
Director, Louisville Office
(502) 689-2159
bharrett@hfrdesign.com
Hart Freeland Roberts
P. O. Box 436883
Louisville, KY 40253

Scott Corbin, AIA
Director, Kansas City Office
(816) 822-8500
(816) 868-6766
scorbin@hfrkc.com
Hart Freeland Roberts
9237 Ward Parkway
Suite 108
Kansas City, MO 64114

Rex E. Mason, JD, AIA
Director, Phoenix Office
(602) 387-5096
(928) 713-0195
rmason@hfrdesign.com
HFR/MASON
2375 E. Camelback Road
Suite 510
Phoenix, AZ 85016
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PROJECT  SPOTLIGHT

HFR’s Kansas City office was recently
awarded the contract to design a new
60,000-square-foot Critical Access
Hospital to replace the current, 57-
year-old, Ringgold County Hospital in
Mount Ayr, Iowa. 

Construction is scheduled to start this
spring and is expected to be complete
by summer 2009. Gordon Winkler
serves as CEO of the hospital. Yanik
Companies of Minneapolis is the
Owner’s Representative for the proj-
ect, with John Curran as Project
Executive.

HFR, which has extensive experience
in Critical Access Hospitals, will provide full architectural and
engineering design services. In addition to the hospital, the build-
ing will include the existing Mount Ayr Clinic, and the Visiting
Specialists Outpatient Area will serve as an extensive outpatient
services center.

Lead architect Scott Corbin, AIA, said the plan calls for sharing
staff between the medical/surgical unit and the emergency depart-

ment due to the unique design of the
two areas of the building.

There will also be a number of shared
support spaces along with a circular
lobby/waiting room for the hospital
itself as well as the clinics. 

Renal dialysis, physical therapy and
cardiac therapy will be organized
along the front wall of the building so
that patients can park in the parking
lot designated just for them and go
directly into those departments from
the outside. “This will be much like
the configuration of The Medical Mall
at St. Joseph Medical Center,” said

Corbin, referring to a Kansas City project that he designed several
years ago.

In addition to the architectural services provided by HFR of
Kansas City, KJWW Engineering Consultants of Des Moines will
serve as the consulting mechanical/electrical engineers.

Contact Mr. DiCarlo by email at sdicarlo@hfrdesign.com or by calling (615) 370-8500.

HFR Designing Replacement Hospital in Iowa

HFR’s Scott Corbin (center) and Emily Mowry (right) discuss 
interdepartmental relationships with Ringgold County Hospital executives.

Sam E. DiCarlo, AIA
Director,
Healthcare Division
Hart Freeland Roberts

by Sam E. DiCarlo



The headwall is an example of the effort to deinstitutional-
ize the hospital. It is cabinetry that conceals medical gases
and the equipment hooked to the headwall. Sliding wood
panels reveal the equipment on the wall, and, once hooked
up, the panels are slid back in place, allowing the hoses and
cabling to drop straight down from the headwall in a less
obtrusive manner. The ceiling above the patient bed can
have an illuminated scene of serenity to help create the
healing environment.

The bathroom (why do we constantly refer to it as a toilet?)
is fully handicapped-accessible and contains a shower with a
fold-down, wall-mounted seat. Rather than being just a por-
tion of the open floor, which is becoming more common
due to space constraints, the shower is within a three-sided
area. This contains the water better, reducing falls. The sink
is in a stone counter that has plenty of room for personal
hygiene items, which can also be kept in the medicine chest
in the wall. It is also possible to have a small window above
the sink to allow natural light into the bathroom.

The Family Zone

Inpatients today are sicker than ever before, thus family in
the room is of even greater value. Rather than a
sleeper/sofa that could cause back injuries to the nursing
staff who deal with them, a window seat with built-in night-
stand for books, purses and keys is preferred. Pillows and
linens are stored underneath in large drawers. A reading
light with dimming capabilities is located above the head of
the sleeper/seat.

An Internet connection at the visitor desk means visiting
family members can stay in touch with the rest of the family
and their office. Finally, a reclining lounge chair next to the
patient allows both to watch TV together. 

A change in floor finish to a softer, noninstitutional finish is
a nice change from the faux wood floor of the rest of the
room. Lighting on this side of the room can be darker, and
the room itself is best when using darker colors such as nat-
ural blues and greens that foster a quieter environment. 

No matter what the final layout, it is highly recommended
that a mock-up room be constructed early on to test the
results. 

Creating a CAH patient room that can serve a wide variety
of patients while also serving caregiver and family needs is
absolutely achievable, and facility owners can enjoy the bot-
tom-line benefit of being able to do more at less overall
construction cost.

Contact Mr. Corbin by email at scorbin@hfrkc.com or by calling 
(816) 822-8500. 

those who are underinsured, ill informed or undereducated? It is through
the awareness of disease prevention and early intervention that a large
proportion of illness is managed. It is through knowledge that access to
the system works best.

There are answers to these questions, and they reside in the structure of
the “non-system” and how access, quality and cost are managed.  Some
solutions derive from taxation, some from medical savings accounts, some
from information technology, some from insurance portability, some
from deregulation and some from tort reform. One part of the equation
involves the willingness of Americans to share some of the profit from
the proprietary systems with the not-for-profit public systems.  

Last, but definitely not least, is the need to redesign and re-engineer
many of the capital assets within the system. This means new styles of
buildings, better information technology, transitional continuums of care,
cost-effective service delivery models driven by outpatient and ambulato-
ry care, plus new health and wellness communities.

Sounds pretty easy. Time to get rolling! This author will demonstrate 
how this works in future editions of healthforward report.  Get ready,
change is just around the corner and architecture is a very big part of 
the solution! 

Contact Mr. Easter by email at jeaster@hfrdesign.com or by calling (615) 370-8500.
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A Changing Healthcare Consumer Base = A Changing Healthcare Architecture ...
(continued from page 1)

An Adaptive Patient Room for Critical Access Hospitals ...
(continued from page 2)

• The American Society for Healthcare Engineering presents the 2008
International Conference and Exhibition on Health Facility Planning, Design
and Construction March 10-13 at the Gaylord Palms Hotel & Convention
Center in Orlando, FL. Online registration will be accepted through 
March 8.

• The American College of Healthcare Executives presents its 2008
Congress on Healthcare Leadership, “Redefining the Healthcare
Landscape,” March 10-13 at the Hyatt Regency in Chicago. Seminars, 
networking opportunities and career development programs are offered.
Online registrations will be accepted through the week of the congress. 

• The American College of Cardiovascular Administrators, a specialty group
of the American Academy of Medical Administrators, will hold its 19th
Cardiovascular Administrators’ Leadership Conference,  “Getting a LEG up
on the Competition - CV Services Leadership, Execution and Growth,”
March 26-28 at the Westin Michigan Avenue in Chicago. Early registration is
encouraged.

• The American College of Oncology Administrators, a specialty group of
the American Academy of Medical Administrators, presents a Cancer
Program Planning Conference June 19-20 at Vanderbilt University’s Frances
Preston Cancer Center in Nashville. Sponsors also include Vanderbilt and
Hart Freeland Roberts. Details available at www.aameda.org.

• The American Academy of Pediatrics will present its 2008 National
Conference and Exhibition Oct. 11-14 at the Hynes Convention Center in
Boston. Attendees are reminded that special events occur one day before the
official start date. 

NEWS  NOTES  ...NEWS  NOTES  ...
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