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ABSTRACT 

A METHODICAL APPROACH TO FORMULATING THE CLIENT USER INPUT 

TO A DESIGN BRIEF FOR HEALTH BUILDING 

Raymond J.Brigden 

This work involved a world wide search of literature on 
design briefing in general and briefing for health 
buildings in particular. A critical review of the 
literature has revealed that methods used currently to 
formulate client user requirements for a brief are varied 
and haphazard, despite the generally held importance of 
the brief.This apparent deficiency it is argued, often 
results in misunderstanding of the real user requirements 
by not providing adequate organisational data upon which 
an economical design can be based. 

Seven well documented methods of preparing design briefs 
are examined in depth and considered inadequate for 
general use. The work proposes a new method which offers a 
structured approach, enabling the user input to the brief 
to be organised in such a way as to encourage a more 
thorough consideration of particular requirements. The new 
approach helps to identify the implications of selecting 
specific design options and expedites agreement of the 
design brief, thereby making better use of project team 
members time and ensuring an accurate and logical way of 
recording decisions. 

The work demonstrates the initial development of the 
proposed new briefing method which was tested in six field 
trials. The resultant briefs provided the design teams 
with well considered intelligible user requirement data. 
Although for trial purposes the documentation concentrates 
on briefing data for health centres and hospital 
departments, the work concludes by proposing in outline 
how the systematic approach could be applied eventually to 
whole hospital planning decisions. 
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PART 1 

1. INTRODUCTION 

1.1 Aim of the investigation - why is a brief necessary? 

Methods used currently to formulate user requirements at the 

briefing stage for health buildings are varied and haphazard. 

Often inadequate information is given to the design team, 

misunderstandings of the real user requirements occur, and 

because the planning process is complex, this information 

gets further jumbled in the protracted period of time 

required to prepare the brief. In addition to causing delays 

in the planning stages, incomplete information at the 

briefing stage can be shown to have serious implications for 

the subsequent commissioning and evaluation of the building. 

The aim of this work is to test the hypothesis that:-

"by adopting a structured approach to health building 

design briefing, firstly, the user input to the brief 

can be organised in such a way as to encourage a more 

thorough consideration of their requirements, and 

identify the cost and special implications of selecting 

specific design options. And secondly, that such a 

method could expedite agreement of the design brief, 

thereby making more efficient use of project team 

members' time". 
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If the general hypothesis is verified it will be developed 

further to enoompass that:-

"such a methodology extended to whole hospital or health 

building could result in more efficient service and 

capital planning in the National Health Servioe (NHS), 

and provide a user requirement data base from whioh 

future deoision making can benefit". 

1.2 Baokground 

In order to test this hypothesis a decision had to be taken 

on how far baok one needs to look at design briefing in 

general and briefing for health buildings in particular. 

Scrutiny of published material revealed that little had been 

written specifically on design briefing before the second 

world war and the inoeption of the National Health Service 

(IHS) in 1948. It was not until the 1960s, that papers on 

the subjeot began to appear in any noticable number, and many 

of these made but oursory reference to the importance of an 

ordered brief. 

In 1931 a Departmental Committee on the Cost of Hospitals and 

other Public Buildings was set up by the then Ministry of 

Health in a Minute dated 5 July. (Ministry of Health (MOH), 

1937) The terms of reference were as follows: 

"To oonsider and report on the questions of the capital 

cost of oonstruction and the annual cost of 
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maintenance of the following classes of public buildings 

provided by Local Authorities, viz. hospitals (including 

mental hospitals), public assistance institutions, 

mental de-ficiency institutes, maternity homes 

(including maternity departments newly constructed or 

added to hospitals), and baths and wash houses, special 

regard being paid to a) the establishment and periodic 

revision of standards; b) modern methods of 

construction; and c) the possibility of securing a 

reduction in present costs without impairing the 

efficiency of the buildings for the purposes for which 

they are designed". (Ministry of Health (MOB), 1937) 

This report was the forerunner of more specific guidance on 

health building which began to appear over twenty years 

later, and there were only two paragraphs in the 84 page 

report which referred to the need for briefing (and a 

recognition even in 1937 of the complexity of hospital 

planning). The committee were of the opinion that, 

' ••• If satisfactory results are to be obtained without 

unnecessary expenditure, it is essential that the whole 

project should receive full and careful preliminary 

study. The particular requirements of each section must 

first be carefully formulated. These are the data that 

must be supplied to the architect and the engineer 

before they can begin their work of planning. 
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'For the production of a well conceived scheme the 

close collaboration of medical, nursing, administrative 

architectural and engineering advisers will be 

necessary, and, if possible, their combined advice 

should be obtained even before the site is selected. 

This collaboration should continue throughout all the 

subsequent stages.' 

The National Health Service Act became law in 1946 and by 

Statute it became the duty of the Minister of Health to 

provide throughout England and Wales, amongst other things, 

hospital accommodation. In planning terms the identity of 

the client was reasonably clear, but since then each 

successive Minister has had a different interpretation of his 

duty as laid down in the Act , ••• to provide accommodation to 

such extent as he considers necessary to meet all reasonable 

requirements'. 

Reviewing the design of modern hospitals since the second 

world war, Cusdin (1966) found that the establishment of the 

NHS in 1948 encouraged the concept of teamwork, for there 

was, 

a growing recognition and acceptance of the concept 

that the design of a hospital was no longer the work of 

an individual, but of a team, consisting of the 

doctors, nurses, administrator and architect, and 

engineers and quantity surveyors. At best the hospital 

could only be as good as the brief. The problems of 
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function and of planning can only be determined by the 

examination of the problems of both aspects by the team. 

The picture of the lone architect presenting beautiful 

perspectives and drawings to the Board is now faded, and 

in its place was a starry-eyed team of doctor, nurse 

administrator and architect submitting a glossy A4 

report •••• ' 

The Ministry of Health in fact set up divisions representing 

these various interest groups to coordinate planning policy. 

Similar groups were established at each Regional Hospital 

Board (RHBs) and most of the Boards of Governors of teaching 

hospitals (BG) set up multi disiplinary planning teams to 

advise on the planning and design of new premises. The 

Minister had a Chief Architect who was mainly advisory, and 

incidentally shared with another Ministry, but it was not 

until 1958 that the architects department at the Ministry was 

enlarged and placed under the control of its own Chief 

Architect. 

The immediate post war period up to the mid 19508 was a 

difficult one in the NHS. There was a legacy of old pre war 

and more recent wartime temporary hospital buildings, many of 

which had reached the end of their useful life and much war 

damage needed rectifying. The period was one of austerity 

for all and despite the commitment of the new government to 

the NHS, the service had to take its place in the public 
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sector queue for limited financial resources. The newly 

constituted RHBs tackled the complex task of NHS building and 

the Ministry issued Memoranda which involved advice on 

hospital building operations. 

In 1953 the Ministry produced a Hospital Building Operations 

Handbook (HBO) which consolidated all the memoranda on 

hospital building operations which had been circulated to 

Regional Hospital Boards (RHB), Board of Governors (BG) and 

Hospital Management Committees (HMC) series (MOH, 1953) The 

document superseded about 10 circulars dating back to 1948. 

The HBO Handbook was in nine parts as follows: 

1. Outline of Building Contract Arrangements Generally. 

2. The Hospital Building Programme. 

3. Planning and Bye-Law Controls, etc. 

4. Starting Date Procedure. 

5. Definitions of capital and Maintenance Work. 

6. Works Financed from Non-Exchequer Sources. 

1. Housing proposals - New Works and Conversions. 

8. Materials. 

9. Contract Procedure. 

It is not the purpose of this work to describe and evaluate 

the HBO in detail for this has been done already (Moss, 

1914). However, in respect to user briefing procedures, 

the HBO now seems rather deficient and this is evident 

particularly in part 2 of the document. RHBs and 8Gs were 
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asked to look well ahead in the planning of the capital works 

programme and take into account certain government 

priorities. As part of the procedure it was necessary to 

seek formal approval from the Minister of Health for building 

schemes costing more than £10,000. (1953 prices) Though 

authorities were expected also to describe schemes between 

£1,000 and £10,000, to enable the Minister to form a clear 

picture of what was proposed, it was not necessary to seek 

formal approval for these and they could be carried out as 

'minor works'. We have a very sketchy picture of the 

standard of briefing input to both large and minor capital 

schemes in the 1950s. It is perhaps significant that the 

Minister required RHBs and BGs to 'make a case' for approval 

of capital schemes by letter. There was no requirement for 

operational data and it is therefore difficult to judge the 

extent to which this formed an essential part of schemes, and 

how schemes could be evaluated for approval. 

Certainly the HBO was a new concept, for it not only set out 

the way in which building programmes should be prepared, but 

also offered detailed guidance on the way to process 

individual schemes above or below £10,000. Some indication 

of the development of design briefing at that time was given 

by Moss (1974) who reviewed the role of the HBOs. He stated, 

••• A considerable organisational impact was felt at 

planning authority level in that a number of "hurdles" 

were erected over which each scheme had to jump before 
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it was approved. And, the results were readily visible 

in the way that project teams organised themselves to 

prepare design briefs whether the scheme was to be 

carried out "in house" or not. In the case of a scheme 

over £10,000 the hurdles were: 1. Programme; 2 Case of 

need; 3 Sketch plans and estimate; 4. Plans, 

specifications, Bills of Quantities, the firm starting 

date; and 5. Tender ••• ' 

It was 1961 which saw the start in an expansion of the NHS 

building programme. The Ministry of Health (1961) issued a 

circular entitled 'A Hospital Plan for England and Wales' 

which for the first time the Minister asked RHBs and BGs to 

look at their long term requirements and submit proposals for 

capital development over the following ten years. This 

opened a flood gate as authorities grasped the opportunity to 

try and modernise their facilities and improve the range and 

standard of health care. This first stab at overall planning 

control needed revision in 1966 when it became steadily 

clearer that the plan could not work out as intended. (MOH, 

1966) The revision was needed for as a leading article in 

the Hospital (1966) stated it was necessary, 

to allow for greater increases in population than 

had been expected, to make a greater allocation for 

geriatric and psychiatric provision and above all 

because a detailed but not precisely costed list of 

schemes could not be matched to the amount of money 

available ••• ' 
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The 1966 plan (MOH, 1966) predicted a total expenditure on 

hospital building of about £1000m over a period of 10 years. 

The revised plan presented to Parliament acknowledged that in 

the early days of the NHS there was little experience in the 

design of modern hospital buildings. It was thought that a 

larger hospital building programme and more experience of 

hospital planning would make it possible to take advantage of 

the unity of the British hospital service and 'make available 

for use of all hospital authorities the distilled experience 

of the hospital service in Britain and elsewhere.' The 

document commended the use of building guidance being issued 

by the Ministry and thought the revised plan would bring a 

greater realism to hospital planning. 

The plan appeared to offer the prospect of a rapid 

acceleration in the modernisation of British hospitals. The 

means were to be available both in finance and technical 

expertise, for as Cusdin (1966) pointed out, 

' ••• What had been no information at all in the late 

1940s became an embarrassement of riches by the middle 

1960s, for, at this time, we saw the beginning of the 

publication of what are now sometimes cynically called 

"The New Statutes of Lambeth (Elephant and Castle Ward). 

I mean the list of publications from the MOH referred to 

as deSign guidance' 
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But despite the increasing availability of planning guidance, 

a warning was sounded by an anonymous medical consultant 

(Lancet, 1966) who referred to reports of the indifferent 

progress that the MOH was making in its hospital building 

programme. He pointed out that little seemed to have been 

written about the extraordinary buildings that the Ministry, 

when it did have the money, was putting up and calling 

hospitals. The writer indentified a lack of user input to 

planning and suggested that in the new hospitals that had 

been built 'the consultants had largely been excluded from 

planning with disast;rous results'. He listed numerous 

examples of bad design where administrators had chosen to 

exclude the real users from the planning stages. The writer 

recognised that, 

not every medical man is interested in planning, or 

is even able to understand an architects drawing. But 

it is also true that many architects are kept completely 

in the dark about what is supposed to happen in the 

buildings they are to design ••• But many is the 

hospital architect who has said in conversation with the 

consultant" Well, if I only had known beforehand" ••• 

(Lancet, 1966) 

To succeed, it appears that the extensive revised hospital 

building programme launched in 1966 required close 

collaboration between users and designers. If the article in 

the Lancet described the true situation regarding 

10 



multidisciplinary involvement in planning and design at that 

time, then acceleration of the health building programme had 

considerable implications. There was the need for the 

client/users to be generally involved in the preparation of 

the design brief otherwise the results might be nothing short 

of disastrous in terms of acceptable buildings. 
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2. THE BRIEF 

2.1 Almost two decade ago Oliver Cox (1968) suggested that 

the 'need for brief making is more pressing today than ever 

it was'. He was referring to the magnitude and complexity of 

planning and increasing pace of technological and social 

change, which had made it necessary to hold objectives 

continually in review. Cox considered two main factors which 

had brought brief making into the lime-light. 

most architectural tasks and all planning tasks 

involve many people before decisions and solutions are 

eventually arrived at; on the one hand there are the 

"problem setters" representing many people or groups 

while on the other hand there are the "problem solvers" 

who work in teams involving many different skills. 

Rapport is essential if co-ordinated creative thinking 

is to result •••••• some area of common agreement must 

be found ••••• The statement of objectives that forms 

the brief can provide this common area of agreement •••• 

Many of our development and building processes go on 

over a very extended time scale during which it is 

perfectly possible for many new faces to appear on, and 

disappear from the stagel 

The need for brief making has not diminished, for the brief 

remains a major element in prooesses such as the setting up 
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of say either a research project or, the design of a 

building, Although this work is mainly concerned with that 

particular briefing which is associated with the design of 

buildings, it should be recognised that briefs of quite 

another kind should preceed this and provide an input to the 

formulation of a design brief. For example, in the National 

Health Service (NHS) strategic and operational planning 

(DHSS, 1982) for the service requirements of a health 

district may involve the generation of a series of briefs 

which contribute to the ultimate design of buildings. 

The service development needs of a health district may 

include plans for some major capital developments. On the 

other hand, it might prove possible to provide a high 

proportion of additional services by adaptations and 

developments of existing hospitals at considerably less cost 

(DHSS, 1982). A series of briefs can emerge, each tested in 

terms of feasibility and cost against the options available. 

The ultimate agreed brief then forms an input of operational 

policy decisions to the design brief whether this be for new 

or upgraded accommodation (Fig 1). 

The assumption that the brief plays an important part in the 

production of buildings is borne out in the architectural 

press, although there are some architects who consider that 

too detailed a brief may inhibit innovation and design and 

more important inhibit future change (Weeks, 1973; Trimble et 

al, 1972, Heath, 1970). But 'brief' is a rather vague term, 

13 



0 .... 55 
6UIQAIIIC' ON NATIONAL. POLICIES 

AND Res.OURc.E AVAILl61L.1TY 

B..!!B 
I ,,",PL.EM f. NT Al ION 

O~ NATIONAl. 

POlo\ C.IES AND 
{,UIOEI.INES ~ 

ALLO,j:\TION OF 

"E~Ou~,e&., 

SPEC.IALIST 

5 eltVI "ES" M"OldL 

I'1ANPOWEIt. 

MA3'O~ C.At'ITA ... 

PI\OC.ItAM1'1t 

5ERVICE. 
PL~NNIN6 

BR\Et= 

.sUt'WEY 

I 
FA"LI'i\E~ 
~\JA\ I.Rt!>LE 

DH~ 

TRANSL.ATIDN Of POLICle!l AND ,"U\QU'NU '''''TO 

LOc..AL.L'f f!.RUO .s~R" "Ei ; !lTAAT~(i" AND 
09EA.ATlONAL. f'L.9,.NIN& - A,M fa 1'11'110 oll'l£c.'T,,,,!:t­

PREUNT 5TO""; WMAT UfhllC.fi '0 fiE ?ROvIOEO 

5£RVIC.t ANO OPERRitONRL Pl.ANNING BRIEF 

!lEA.VIC.e.. 1'1££0 
TO ~E MET 

it:s.'T OPTIONS 

c.o" UFECtI\JINW 
- C.II'I'''\' 
- Q.b1etl"E 

- NW "'UIIt"OOAT.ol'I 
1-__ -t-\lf&«AO'tl6 

- AvRII..' .'L.nY 0' 
Rl!uullc:ES, 

~£R",c.e~ TO 
P.le.. P"QIIIOS.~ 

PU\NN INC; ", ... 0 

Ol'e~R"O"\QL 1!:,~'EF 

SERVICE!»; 
FA"'L'T'f~ 

''''I'Hl.nBLE 

Nfw OR. 

~ uPesA,'Ultb 

C\'I.Ot\I'IO~.1III 

I 
1- _ _ _ _ _ _ _ _ _ _ _ _ 

- - - -t OESIGN BRIEF 

I 
1 
1 

I 
I 

~-------------------

FIG 1 

@,UI1..t>/ Rl..iEK 

CCU'Ir'lIS\olON / HOi'll liOA./t."~LUAU 

Examples of the stages of Service Planning at which a brief 
may be produced leading to the provision of accommodation. 

14 



which despite constant usage may have a totally different 

meaning to the various groups of people involved (Jenks, 

1975). 

This paper concentrates on briefing as applied to buildings 

and questions in what way is it so important. Is it the 

point at which design starts? Is it a once and for all 

process, or one which matches the design stage by stage? Is 

it just a means of conveying the client's instructions to the 

architect, an instrument of communication collecting 

information and evidence for a design project? 

THE BRIEF 

2.2 Definition 

There is no neat definition of 'brief' which adequately 

describes the process and/or the product. The Oxford English 

dictionary defines a 'brief' as a ' ••• short statement or 

account of something that is, or might be fully treated!' In 

simplistic terms it could be added that it is no more than 

the application of common sense to decide what is to be done 

before actually starting to do it. The preparation of a 

brief requires a review of what the problem is all about 

before attempting to produce solutions (Cox, 1968). 
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In terms of describing an architectural brief it is difficult 

to find any definitive source of reference. The Royal 

Institute of British Architects (RIBA, 1965) referred in 

rather generalistic terms to the brief, 

••• 'Design of buildings depends on information, both 

general and specific, assembled for the purpose and 

providing the circumstances and requirements which, for 

convenience, is referred to as the brief! 

The RIBA Handbook regarded the brief as consisting of the 

client's brief, consideration of statutory requirements, site 

conditions, economic appraisal, identification of standards 

reference to previous solutions and experience. There 

appeared an emphasis on the brief being directed towards 

specific and individual building requirements, aiming to 

solve problems of design at an early inception stage, 

concentrating on such factors as economic feasibility, 

building constraints, and drawing on past experience as an 

aid to the designer in producing sketch plans for client 

approval. It is perhaps significant that the Handbook set 

out a plan of work which described twelve operational stages 

of design, of which the brief is associated only with the 

first two stages of 'inception' and 'feasibiliti'. (Fig 2) 

Following the 1965 edition of the Handbook, Green et al 

(1966) were of the opinion that because of the somewhat 

unusual organisation of work required to carry out a hospital 
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project from inception to detailed design stage, the RIBA 

procedure needed some modifications. There was a requirement 

for a system of information retrieval to enable various 

aspects of design to be followed through from stage to stage. 

They suggested the use of check lists or questionnaires 

which, 

' ••• have been compiled as the result of previous 

briefing and design expertise and can provide a useful 

medium of communication between users and designers.' 

A revised edition of the Handbook published in 1980 was more 

helpful, and identified procedures which, if undertaken at 

the briefing stage can contribute to a successful design. 

For the first time the value of user requirement studies was 

noted, and although the general statement on the brief was 

repeated from the 1965 edition there was a recognition that, 

... like the process of design the formulation of the 

brief for a project is a developing process, the stages 

of its compilation must match the design stages so that 

the level of information which goes into it, proceeds in 

the same way from the general to the particular to the 

exact'. (RIBA, 1980) 

This statement might be regarded as rather overambitious 

although the Handbook noted the series of cyclic interactions 
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which take place, for as the brief grows it provides material 

for design studies increasingly, and these in turn effect the 

brief and call for more information studies. It was now 

acknowledged that compilation of the brief extended into four 

stages rather than two, namely Inception, Feasibility, 

Outline proposals and Scheme Design. At this point, stage D 

the brief should not be modified further and becomes 'frozen' 

through the remaining stages. 

The development of the brief was not to be regarded as a 

personal statement, but needed to be as objective as 

possible. It is a major component of the design process and 

if the information contained is inaccurate or incomplete, 

wrongly interpreted and understood, or given the bias to meet 

pre-conceived ideas, misunderstandings may ensue and the 

quality of design will suffer. The handbook urged the 

importance that from start to finish the preparation of a 

brief is done in 'an objective, systematic, well ordered and 

understandable way'. 

The Handbook discussed the principles of user requirement 

studies as a contribution to the brief and defined them as 

the process of identifying purpose, in terms of activities 

and human needs, for a projected building, and analysing 

their effect upon its design. A user requirement study was 

identified as a procedure for getting adequate briefing 

information, particularly when user needs are changing 

rapidly and getting more complex. (Fig 3) 
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Although more attention was given to briefing procedures, no 

exemplar or outline of a typical brief was given and the 

reader is still left not fully understanding what a brief 

consists of. Certainly there was now recognition that a 

brief cannot be regarded as a once and for all time task -

just a list of imperitive requirements to be followed 

exactly. Such an approach can stiffle innovation which 

otherwise might with advantage influence objectives. It can 

also debase the relationship between the 'problem setters' 

and 'problem solvers' (Cox, 1968). This was emphasised by 

the Ministry of Public Building and Works (MOPBW) in their 

guide 'Preparing to Build' which recognised that the briefing 

stage of a building involves the making by the client of a 

great many interdependent decisions, 

'It must overlap the design stage because some of the 

issues calling for decision;_-. do not arise until the 

designer has explored alternative solutions to the main 

problems set by his client's requirements'. (MOPBW, 1965) 

Other authors (Cox, 1968; Calindo, 1975; Green, 1975 

Carrington, 1979) have attempted to define the brief in 

different ways regarding it as a declaration of intent, which 

formulates objectives and constraints in terms of which it is 

proposed that the design should proceed. Host are agreed 

that the brief should provide inspiration and purpose behind 

the design, and spell out such factors as the essential 
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operational aspects, management, economic and constructional 

policies as related to the conception of the design 

objectives. 

Calindo (1975) defined the brief as: 

the document where the decisions for operation and 

design should be stated in order to determine for the 

project that pattern of organisation and design which 

will provide optimum service with the available 

resources of staff and finance'. 

Green (1975) described briefing as the name given to the 

process of collecting information and evidence for a design 

project. He regarded briefs as documents which collect 

together the various bits of information produced in the 

process of discussing requirements and possibilities. 

Carrington (1979) considered that the brief should be a 

document written in a form understandable to all involved in 

the planning and operation of a building. 

It should analyse the problem to be tackled, define 

the philosophy, in terms of design implications, and all 

the component parts of the building right down to the 

detailed physical requirements of every room or space, 

indoors or out., 
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Treagus (1962) referring to briefing regarded it as the most 

important stage of all. 

If mistakes are made at this stage; if information 

given is inadequate or inadequately stated; if 

interpretation of instructions is incorrect or 

unbalanced, then much time and money will be lost'. 

This was echoed by McCutcheon (1965) and Jefford (1967) who 

considered that from the client/user point of view the brief 

was the most important and biggest single creative act in the 

design of any project. 

These comments support the view that a brief should be 

prepared jointly by the problem setters (client/users) and 

problem solvers (designers) who need to establish common 

agreement regarding not only what is desirable but 

realisable. For as Cox (1968) stated the brief making 

process and design should be regarded, 

••• 'as partners in the continuing process of working 

towards a solution that is a synthesis rather than a 

compromise between ends and means. 

This active collaboration between client/user and designer 

and the need for a clear and consistant brief formed the 

theme of a number of papers published in the 1960s and early 

1970s. (Gates, 1971, HOPBW, 1965, Austin Smith, 1962, 
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Calindo, 1975). Both Gates and Calindo regarded the brief 

not only as an instrument of communication, but also as a 

means of conveying adequate instructions to define the 

clients require-ments. Not all designers would give 

unqualified support to the use of the term 'instructions' 

which if applied in the strictest sense could inhibit 

innovative approach to design, as stated by Cox (1968), and 

also by Oddie (1961) who considered that, 

'The architect who hopes to deSign a successful building 

regards his brief as of fundamental importance in the 

same way as the clinician who hopes to reach a correct 

diagnosis regards the patient's history' 

Leslie (1961) was certain that the design of a hospital could 

be no better than the standard of the brief given to the 

architect, but recognised the innovative role of the deSigner 

when he stated, 

... we should remember that no building of any quality 

was ever planned by a committee and that the architects 

job is to be planning adviser to the committee whose 

principal job is to decide the schedules of 

accommodation, and to channel information to the 

architect ••• ' 

Even in 1981, at a Symposium on Briefing at the Building 

Research Establishment (Department of the EnVironment, 1981), 
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there was still a plan for the active involvement of the 

client/user and designer in preparation of the brief. The 

report, which was circulated only to participants in the 

Symposium recorded that, 

'There was a great deal of discussion, although little 

agreement, about who is responsible for the briefing 

process. One architect argued that it was the 

architects responsibility - he had the inescapable 

responsibility of asking the right questions as his job 

was to meet the client's real need and not just his 

perceived requirements. The architects traditional role 

of passively "taking the client's instructions" was not 

good enough today and that he should be initiating more 

positive action. Another architect and a client argued 

that the responsibility was shared because there are 

areas of each activity which the other does not 

understand'. 

However even in the 1960s there were a few client users who 

regarded the brief as something more than just a compilation 

of rooms. Sommerville (1961) was quite clear about this when 

he stated, 

From a clear and precise statement of people, 

process and organisation emerges the brief; it should be 

noted that this is much more than a schedule of 

accommodation'. 
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and Crawford (1972) said, 

The functional brief specifies what people will do 

- not what space and facilities they want'. 

This was expanded also as recently as the mid-1970s by Ingham 

(1976) who regarded any building only as good as its brief; 

he pleaded, 

'What designers need to know are the activities, the 

philosophy, the people, the equipment behind a 

requirement. Not just to be given cold room schedules 

and asked to get on with it'. 

The formulation of the brief is therefore perhaps the most 

critical period in the relationship between the client/user 

and the designer (National Joint Consultative committee, 

1973, Prodgers, 1967). It needs to be a document which is 

understandable to all involved in the planning and operation 

of a building (Carrington, 1979). It maybe argued that 

innumerable buildings have been designed and built 

successfully, with or without comprehensive briefs, equally 

many of these are deficient in functional content despite 

their architectural ingenuity. But a brief in a bureacracy 

is often more than just a means to design, it is also a link 

to many other things. The absence of a brief can create long 

lasting problems for the planning and management of the 

organisation. The nature and content of a brief will be 

discussed later in this work. 
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2.3 Who is the client 

Identification of the problem solvers who contribute to the 

creation and execution of the brief is relatively straight­

forward. They include designers or works professionals such 

as architects, engineers, quantity surveyors and other 

specialists who interpret the clients requirements into 

specific proposals, prepare instructions for the contractors 

and generally make the decisions needed to carry out the 

project. The problem setter or client is a much more 

ambiguous term which can be variously interpreted. In the 

Concise Oxford Dictionary 'the client is defined as 'A person 

using the services of a professional man (lawyer, architect, 

social worker); a customer. Chambers Students Dictionary 

considers the term to mean 'one who employs a lawyer or 

profeSSional man; dependent; customer'. The Dictionary of 

Building (Penguin) is more precise by defining client as 'The 

person or organisation by whom the builder or consultant is 

employed, to whom he is responsible and from whom he draws 

his fees •• ' This was expounded in Preparing to Build, 

(MOPBW, 1965) a handbook published by the Ministry of Public 

Building and Works: 

'The client is the party who commissions the building, 

and may be a private individual in need of a building 

for his own or his family's personal use, an enterprise 

requiring premises for commercial or industrial purposes 

27 



or an institution or agency of government - local, 

regional or central - building for some public use.' 

The Individual Client 

The individual person who requests an architect to design and 

build for his personal use can clearly be identified as the 

client and user in a true sense. He or she is the potential 

user and the architect has a direct planning relationship 

with a client who can be quite specific regarding user 

requirements, commissioning the building and paying the 

bills. For the man who pays the piper calls the tune! The 

client in this instance may not be sufficiently technically 

experienced to prepare a detailed brief, but can discuss his 

requirements as a basis for the agreed brief. The two 

alternative approaches of brief making were described by 

Green (1973) who said 

'In one case the 'client' presents the designer with a 

description of what he wants and tells him 'to get on 

with it'. In the other the designer takes the 

initiative and probes the users needs, subsequently 

putting forward ideas to be tested against the stated 

requirements' 

This individual as a client has considerable advantages 

because the extent to which it is necessary for him to 

consult on the content of the brief 1s limited, usually no 

further than within his own family. 
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Provided he accepts the financial implication it is quite 

possible to introduce variations in the building to suit his 

own needs. The end result is generally a building which is 

adequate and satisfies the clients needs at the time of 

commissioning. Without an agreed brief this would be 

unlikely. 

2.3.2 The Corporate Client 

The small commercial or industrial project may still involve 

a single client, for example one man requiring a small shop 

or factory premises. But normally the client is 'corporate' 

where commercial, industrial organisations or agencies of 

government are involved. In large organisations a list of 

different, often conflicting and potentially divergent 

interests may be represented. Each has decision-making 

arrangements considered appropriate to normal functions but 

these may not be appropriate to client function in a building 

process (MOPBW, 1965). 

Ideally, a corporate body involved in a building project may 

be able to resolve itself into a simplified or individual 

client for that purpose. Sole responsibility for dealing 

with the designer and builder can be entrusted to one man, or 

alternatively to a building committee or planning team where 

authority in the organisations is proportional between 

executives officials or committees. 
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In commerce or industry generally it is the client who wants, 

and uses the building, and pays for it. The client, who may 

be an individual or corporate body is concerned mainly that 

the building is commercially and economically viable. The 

brief must clearly identify the functional requirements and 

specify those aspects which require flexibility in the design 

solution to accommodate future changes in use, for example to 

accommodate changes in industrial production. During 

preparation of the brief there may be some 'proxy user' 

representation but often this is limited to 'experts' who 

advise the client of requirements from the user point of 

view. The actual user is rarely consulted, the needs of 

production or organisational aspects take precedence. 

However, legislation enacted in Scandinavian countries is 

changing this because the law there now insists that plans 

for new hospitals are discussed with everybody who is likely 

to work in them. 

This situation can be further complicated in agencies of 

government where financial and management accountability may 

be vested in different levels of a hierarchy. For example, 

when the National Health Service (NHS) was reorganised in 

1914 (Parliament, 1913) five tiers of 'management' could be 

identified; Parliament, the Department of Health and Social 

Security (DHSS), Regional Health Authority (RHA), Area Health 

Authority (AHA) and Health District. 
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It could be argued that Parliament which represents the 

nation and ultimately pays the Bills, is the actual client, 

and that all other levels of management are agents of 

Parliament. This line of argument follows the view that 

Parliament achieves what it wants through the Secretary of 

State for Health and Social services via ministerial policies 

which are instituted by the DHSS; the Permanent Secretary at 

the DHSS is personally accountable for the use of resources 

in the NHS. This view assumes the RHAs are agents of the 

Secretary of State and through the DHSS are accountable for 

the management of health services in their region. Similarly 

the AHAs are regarded as agents of the RHAs and the District 

Health Authorities accountable to the AHAs. This argument is 

conceivable in terms of the allocation and management of 

financial resources, for through its agencies Parliament 

attempts to achieve an even provision of health services 

through the United Kingdom. Parliament knows what the nation 

can afford to spend and applies building cost allowances 

which aim to provide generally an overall even standard, 

balancing national levels of provision with individual local 

needs. 

In large building schemes the RHA (agent) manages the overall 

planning and financial control within cost limits and cash 

limits set by the DHSS. Before the second reorganisation of 

the NHS in 1982 (Parliament 1980) the AHA participated in the 

planning of large schemes and would be the agent responsible 

for commissioning of the building and controlling the revenue 
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allocated by the region for its subsequent operators. Below 

certain cost ceilings the AHAs were given delegated 

responsibility for the planning and management of small 

building schemes. Before April 1982 the health district 

management team (who represented the users of many 

disciplines) participated to some extent in the planning and 

was responsible for making the completed building work. With 

the 1982 NHS reorganisation (Parliament 1980) and the 

abolition of AHAs, the new District Health Authorities (DHAs) 

will generally assume the role and accountability vested in 

the previous AHAs and Health Districts. 

The converse view is that the RHA is the client because 

within certain Ministerial policy constraints, the RHA is 

responsible for the ultimate financial control of building 

schemes in the region. The RHA employs the building 

contractor and consultants, and pays the fees. This relates 

very well to the three definitions of client sto\t111 9 on page 

28. If the client is regarded as being much higher in the 

hierachial tree, then effective control of building schemes 

may become too remote from reality. With delegation of small 

schemes in the future to DHAs, then the same argument can 

apply at this level also ie the DHA can be described as 'the 

client' for the purpose of the small scheme which it manages 

directly out of centrally provided financial allocations. 

The legal status which supports the view that the RHA 

(formerly RHB) is usually the client is embodied in the NHS 

Act (19~6). Chapter 81, Part 11, 13 (1) which states that, 
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• A Regional Hospital Board and the Board of Governors of 

a teaching hospital shall not withstanding that they are 

exercising functions on behalf of the Minister, and a 

Hospital Management Committee shall, not withstanding 

that they may be exercising functions on behalf of the 

Regional Hospital Board, be entitled to enforce any 

rights acquired, and shall be liable in respect of any 

liability incurred (including liabilites in tort), in 

the exercise of these functions, in all respects as if 

the Board or Committee were acting as a principal, and 

all proceedings for the enforcement of such rights or 

liabilities shall be brought by or against the Board or 
) 

Committee in their own name. 

Despite both of these opposing views it could further be 

argued that the real clients were the hospital users, staff 

and patients, and that the representatives on a project team 

merely a 'proxy client (Fairley 1965). This view was 

expressed in a World Health Organisation (WHO) report (Moss, 

1977) on the Planning Teams and Planning Organisations 

Machinery. The report stated that, 

multi professional planning teams have on them 

other people who may be regarded as 'proxy' clients 

whose job it is to represent the views of all classes of 

hospital users, with whom they are in touch continually, 

and who are, at the same time aware of the designers 

problems. In short the planning team is in an ideal 
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position to communicate three ways; with those who want 

hospitals (the clients); with those who pay for them 

(government or corporate bodies); and with those who 

design and build them (design firms, employed 

consultants)'. 

For the purpose of describing the user input to briefing and 

accepting that the term 'client' may be dependent on a number 

of management situations, generally the term 'client/user' 

will be adopted in this work. Where it is quite clear that 

user requirements in the brief are being referred to, then 

either user or proxy user will be applied as appropriate. 

In health service planning, multiple interests inevitably 

need to be considered. These range from those of the 

hospital staff (particularly staff directly involved in the 

care and treatment of patients - doctors, nurses, and 

paramedical professionals), the health authorities (who are 

responsible for the planning and management and financing of 

the service), through to the reason and purpose of it all -

the patient. In practice the corporate responsibility for 

client input to planning almost always is devolved to the 

project team who represent the professional users and 

management, and presumably the patient who despite his 

importance rarely has any direct representation to protect 

his interests. For obvious reasons it is not possible to 

speak to every patient and as Moss (1911) pointed out recent 
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research has indicated that interviews with patients do not 

produce really useful planning data. He considered that as 

the planning teams were all potential patients, the combined 

knowledge and experience of the team of doctors, nurses, 

administrators and design trained collaborators could 

represent the patients needs. 

Although not directly comparable with the complexities of 

health service planning an interesting situation arises in 

the mass housing building industry where the 'client' changes 

as the project progresses. Initially the builder or site 

developer acts as client, commissioning an architect to 

produce designs based on a brief which he considers a 

potential user or purchaser may accept, and which from a 

commercial aspect are reasonable attractive and potentially 

saleable. Some changes to the design as it is being built 

may be possible, but the ultimate client or purchaser is 

generally restricted to matters of a minor nature involving 

selection of finishes or provision of fitments. In the main 

this is not a serious drawback as the brief by a proxy user 

is quite acceptable. A good deal is known about housing - we 

all live in a dwelling of some kind - and market research 

provides a wide range of information on the aspirations and 

needs of potential householders. But as the ultimate user is 

not generally involved in preparing the original brief, he 

tends to shop around to try and select a property which is 

nearest to his personal requirements and which would have 

formed the basis of an individually prepared brief. This may 
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prove difficult particularly during a housing shortage, when 

availability of houses may be restricted to one or two 

identical designs provided in endless rows on housing 

estates. 

That in itself is not disastrous if some adjustments can be 

made to satisfy the needs of the user and the standard design 

is sufficiently flexible to accommodate future alterations or 

extensions. A good example of this is the rows of Georgian 

properties developed in the 18th and 19th centures, 

(Summerson, 1962) which today are very suited to alternative 

use, eg residential or commercial accommodation after 

alterations or re-furbishing. 

But even the Georgian properties were not entirely uniform. 

In his Biography of Thomas Cubitt, Hobhouse (1971) described 

the development of Tavistock Square in London in the 

following terms, 

'The different takers of houses in the terrace can still 

be clearly identified by the patterns of railings and, 

where they have survived, of fan lights. Thus Framptons 

houses at the North end have railings with upright 

balusters, others have the fashionable double bow 

railings, while Astleys houses in the middle have 

another pattern of upright railings, and Framptons block 

at the end have another pattern of balcony railings 

found on Cubitts' houses with square open balusters. 
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This demonstrates very clearly how, even with an estate 

particular about design details, a developer of standing 

and a fashionable architect, the customer was allowed 

considerable say over details of designs in the 1820s, 

in a way unthinkable in the 1840s, when sophisticated 

architectural taste applauded the design of Lewis 

Cubbitt's Lowndes Square Terrace (Surveyor, Engineer and 

Architect, 1841) because the individual houses had been 

merged in the whole'. (Figs 4-7) 

However, in some mass housing schemes, in terms of 

satisfying user requirements the brief falls short 

considerably. Often the site developer has to build to a 

price and it is the user who is forced to accept a design 

solution which is very much a compromise with his ideal 

needs. Indeed the question may be posed whether such an 

approach of creating standard housing and circumventing 

client user briefs is a solution which is acceptable for the 

freedom of the individual. Although the short comings of 

briefing will be explained later it is appropriate at this 

point to mention briefing and standard design solutions in 

the form of mass housing. 

Harbraken in 1972 suggesting the development of support 

structures as an alternative to mass hOUSing, stated that the 

problem was not new. He mentioned Berlage (1918), who 

commented on the conflict of proposals for standardised 

housing to solve a post-war housing shortage, 
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FIG 4 
Sketch map of Bloomsbury showing the areas developed 
by Cubitt. (Georgian London, Summerson, 1962) 

rIG 5 

Cubitt Designs - Tavistock Square. (Thomas Cubitt, Master 
Builder, Hobhouse, 1971) 
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fIG 6 
Detail of balcony rails - Cubitt houses, Tavistock 
Square, (1982) 

fIG 7 
Cubitt's Lowndes Square designs (Thomas Cubitt, 
Master Builder, Hobhouse, 1971) 
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••• 'The conclusion must be that the return of the 

consultation and involvement on the part of the users, 

in the most literal sense must be accepted. • •• By 

accepting the involvement and initiative of the user as 

a starting point of contemporary housing, we may begin 

to see a way out of the constraints in which we operate. 

Both the technological and human sides of the housing 

problem can acquire new perspectives.' 

In other words a way must be found to involve users in the 

preparation of the brief if individual needs and aspirations 

are to be realised. 

The provision of a large number of dwellings' on one site can 

be seen as one project, similarly the briefing for designs of 

a large number of dwellings become a single problem and is an 

approach which at first sight appears the obvious solution. 

Starting with the assumption that a town or community 1s no 

more than an architectural brief which only requires that 

people are to be shelterd, there seems no reason to leave its 

design to several instances. Why bother with the user? 

Despite that mass housing, where on the one hand large 

numbers are waiting to be housed, and on the other experts 

are struggling with the problem how best to effect this, in 

many ways harbours dangers. It occured to Harbraken that: 
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'The workers - and this is the essence of the matter­

see in the dreadful monotony of endless rows of 

identical houses and bungalows an assault on their 

personality, upon their freedom, upon their humanity, 

this kind of housing turns one into a herd animal, a 

snob, a dependant, and this is understandable. For 

after the long period of guardianship and distribution 

systems imposed on them from above, they fear that they 

will again be cut off from any say and initiative which 

they had slowly gained in the manner of their dwelling. 

And now this proposed form of housing which has already 

drastically been characterised in a revolutionary organ 

as "one uniform, one fodder, one kennel" means to them 

being stacked away in some sort of cellular prison.' 

Harbraken considered there was still a conflict between the 

method which from the professional point of view appears 

best, and the instinctive reaction against it on the part of 

the user. It still concerns the way in which people shall be 

housed as much as a housing shortage which at present as in 

Berlage's day demands a solution. He questioned why this 

apparent conflict has lasted so long and whether the fact 

that a conflict exists between man and the method chosen to 

combat the half century old housing shortage means that there 

is a connection between man and method. Harbraken referred 

to the method as being mass housing to which the resistence 

of the users are the denial of involvement and initiative to 

the habitant. He stated that, 
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in a good housing process the craftsman should act 

as craftsman, the architect as designer, the technician 

as technician, the user as user, and that it is from the 

meeting of all these complimentary actions that the 

dwelling and the town must result' 

Again a plea for consultation and involvement of the user in 

determining the brief! 

Harbraken, philosophised a good deal on the unsuitability of 

mass housing and suggested an alternative may be to provide 

'support structures' consisting of a permanent framework 

which are not themselves dwellings or even buildings, but 

capable of lifting dwellings above the ground, 

'constructions which contain individual dwellings as a 

bookcase contains books which can be removed and 

replaced separately; constructions which take over the 

task of the ground, which provide building ground up in 

the air, and are permanent like streets.' 

He intended that such support structures would avoid the need 

for dwellings to be uniform. Individual occupants would 

select a prefabricated dwelling which would be assembled 

according to their requirements and financial means. This 

dwelling could be slotted into an appropriate position in the 

support structure or removed, and would enable an arrangement 

of different dwelling types to proceed freely. The addition 
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and adaptation of small shops and spaces or areas for 

commercial use would require no artifical planning, but may 

be included in direct response to requirements and the active 

interest of occupants in their environment would return along 

with individual responsibility. The money invested in 

support structures would be well spent for it would be 

unnecessary for authorities to re build them. Construction 

of dwellings to a large extent could take place independently 

of the weather and technical experiments, as well as 

experiments in the field of dwellings could be carried out 

inCidentally. 

Harbraken postulates that such a solution would re-establish 

the client user involvement in briefing, by giving a choice 

in determining individual requirements for housing. 

Certainly it would be a step forward in this direction and 

become one way of modifying imposed uniformity. This need is 

borne out when observing what individuals achieve in present 

mass housing situations. The superficial addition of 

improvements after purchase such as alternative paintwork, 

porches car parks, decorative iron work, custom designed 

double glazing, etc. 

Whether Harbraken's support structures are a valid 

alternative to mass housing is debatable. The economics of 

high initial investment may preclude the proposal. But the 

sheer size and extent of the support structures in a total 

town development may in itself recreate a feeling of mass 
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housing. The individually selected dwellings slotted into 

the structure may appear so varied as to result in a 

fragmented, unco-ordinated whole. 

Explaining the 'erosion of human habitat' in their book 

'Community and Privacy', Chermayeff and Alexander (1963) 

concluded that there was a failure on the part of architects 

to respond to the real needs of client users through a brief. 

They recognised that man is fully capable of solving problems 

and of creating environments that could help reshape humanity 

for the better. The stumbling block was a lack of 

recognition of the dominant circumstances of the present 

urban culture and how it affects man. They suggested that a 

fresh look at the problem was essential and that the 

designer, 

must recognise that the diverse pieces of civilised 

main habitat - cities, towns, constellations, clusters, 

streets, arteries, parks, squares, houses, appartments, 

dwellings, shelters - call them what you will - have 

become obsolete. We believe that any further attempt to 

design in the conventional way, without a careful look 

at the problem, and the help of some defensible basic 

principle, will do little more than add another set of 

shapes to the growing catalogue of architectural 

millinery'. (Chermayeff and Alexander, 1963). 
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The approach concentrated on the hypothesis that privacy was 

a prime factor in dwellings, both internally in separating 

the various family functions, and externally in relation to 

other dwellings, communal and circulation areas. Even in the 

mass housing situation privacy could be successfully 

achieved. A suitable solution was recommended which 

consisted of a number of standard designs to meet this aim, 

but it was recognised that alternative choices must be 

available within the context of overall planning. It was 

considered that the aspirations and needs of the individual 

user could be satisfied even though he was not involved in 

the original brief. 

2.~ Client responsibility 

It has been stated that a building is only functionally as 

good as its brief. (Ingham, 1976). Equally the brief is only 

as good as the amount of effort the client/user and designer 

are prepared to put into its preparation. (Department of the 

Environment, 1981) This view was supported by Vandiver 

(1972) who stated, 

the only person who is fully capable of identifying 

his particular goals and requirements is the user 

himself, and that the product of creative interaction 

between users and the architect will be the common 
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understanding necessary to produce not only buildings 

that are more responsive to the need of their occupants 

but also better architecture'. 

The appointment of a project team does not necessarily 

guarantee an adequate, well considered multi-user input to 

planning. Although the architects and engineers involved are 

usually conversant with the intricacies of planning, their 

expertise in hospitals may be lacking. The 'proxy users' 

even though highly qualified in their own professional field 

may virtually be amateurs in the 'planning game' and removed 

from practice by a number of years. Indeed it may be their 

first and only involvement in a project of any magnitude. 

Recognition of this deficiency in expertise supports the 

provision of suitable planning guidance, including the use of 

briefing data and 'planning aids' such as check lists for 

formulating operational policies. The form and extent to 

which these are helpful will depend on the size of project 

and the experience of the user and designers. (Architects 

Journal, 1966) 

There are varying views regarding the role of clients in 

planning. Commenting on the whole process of briefing and 

design, Green (1913) suggested that it depended on three 

factors, 

1. The amount of time available. 
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2. The amount of information already available in 

relation to what must be obtained to meet the maximum 

required standards of performance. 

3. The availability of suitable people to provide, 

obtain, process and use the information. 

The National Economic Development Office (NEDO) (1975), 

recognising the strong association between clear client 

identification and clear briefing stated that it is the 

responsibility of the client/user representative to see that 

all the parameters of a project are set out at the earliest 

possible stage. NEDO considered it important that the brief 

was well prepared by the client/user particularly for large, 

complex or novel projects. Their case studies had shown that 

this client function was all too often un-recognised or 

poorly executed. 

The proxy user certainly cannot carry out his 

responsibilities unless he has the necessary experience and 

organises himself to do it (Prodgers, 1967). At a Building 

Research Establishment Symposium on Briefing (Department of 

the Environment, 1981) discussing the area of client/user 

skills, one architect commented that all client/users are 

inexperienced in briefing (unless it forms part of their own 

skill) and tend to lack a knowledge of what the cost of 

architecture consists of. Project teams need considerable 

self discipline to achieve an orderly programme in 
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preparation of the brief. There is the need for formal 

minutes - recording the decisions made and the reasons behind 

the decisions (Adams and Cammock, 19101 ). If discussions are 

to be fruitful and waste of time avoided then they must be 

structured on an agreed pattern (Adams and Cammock, 191011 , 

Cammock and Adams, 1910). 

A truly representative multi professional planning or project 

team combines user and works professional groups (designers) 

into a balanced whole, with responsibility for preparing 

project policies and programmes (Moss, 1917). 

There must be adequate user and designer representatives 

without creating an unwieldy committee, but Green et al 

(1966) pOinted out that, 

It is tempting to increase membership of a briefing 

team so as to ensure that all potentially interested 

persons get a say, but in practice when too many people 

are involved it is difficult to work efficiently'. 

This was also recognised by Graham (1961) who stated 

Planning committees begin by being too big - to 

placate all the interests that demand representation; 

they proliferate subcommittees. It is magnificently 

democratic but it is not planning. Even where the 

people on these committees are prepared to take an 
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enormous amount of time and trouble in the effort to 

contribute from their own experience, the experiences 

are too varied and have never been analysed and compared 

so that the exercise tends to become incoherent, 

inordinately time - consuming and frustrating for 

everybody.' 

Graham's view is valid, but if the size of a project team is 

to be kept within reasonable bounds, then arrangements must 

exist to facilitate consultations between project team 

members and their professional colleagues. An appropriate 

solution is to use specialist planning sub-committees who 

consider detailed planning aspects which the full project 

team view and coordinate within the overall context of the 

project. (Fig 8) Works professional representation and 

continuity of membership on the project team is essential in 

such sub-committees. The users - nursing, medical, technical 

and other professional staff - are brought into the 

discussions and given the opportunity of offering the useful 

knowledge which they possess. (Oddie, 1961, Schafer, 1953) 

This was highlighted by Cooper (1965) who stated, 

to write a detailed operational policy for a future 

hospital requires up-to-date knowledge, experience and 

techniques ••• ' 

Cooper was probably referring to the need to take advice from 

users who were 'au fait' with up to date needs, as he felt 
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that membership of a project team often included individuals 

whose duties were mainly administrative, and who could only 

devote a small fraction of their time to such a problem. 

In project teams the client has a responsibility to avoid 

delays caused by endless discussions, argument and change of 

mind which will severely curtail the time left for productive 

work to the inevitable detriment of the project. One of the 

reasons offered for the enormous length of time taken to 

design medical buildings is that the medical profession and 

the architectural profession approach the problem in 

diametrically opposite directions. Austin Smith (1962) 

suggested that the architect's design process usually starts 

with broad and general ideas leading to particular and then 

exact ideas. He said that this process is not adhered to by 

the medical profession who tend to approach the problem by an 

initial concentration on minutiae. 

Certainly the ultimate responsibility for briefing decisions 

rests with the client and often compromise is necessary to 

achieve them, but decisions must be produced by a project 

team when they are needed and these decisions adhered to. 

Compromise is perhaps the most difficult aspect for the 

client and this was recognised by the MOPBWD* (1965) in 

their publication 'Preparing to Build', 

* Ministry of Public Building and Works Directorate of Building 

Management. 
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Members (of project teams) must be prepared if 

necessary to make real concessions, sacrificing some 

part of the interests entrusted to them in order to 

prevent still more damaging delays. Where the building 

committee consists of people very experienced in their 

own fields, opinions tend to be firmly held and 

compromise is often difficult; small fact finding 

exercises are the only way to avoid or resolve such 

impasses'. 

If a thorough and well considered brief is to be produced the 

user must be prepared to do his homework, and as mentioned 

previously, allocate sufficient time and effort to the 

process. Another factor is the illusion held by many 

client/users that architects are mind readers. Such an 

assumption will result in misunderstandings and 

dissatisfaction as the project progresses. This point was 

aptly made by Crawford (1912), 

'Architects are professional solvers of a special sort of 

problem - just as doctors are in their field. Before an 

architect can solve the problems posed by a new building he 

must be quite clear about what the problem is. He has to be 

'briefed', he has to extract information from his client -

just as the doctor has to extract information from his 

patient in order to make his diagnosis. But clients can do a 

great deal more to help their architects in this information 

extraction process than a patient can do to help their 
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doctor. The client can, indeed must, do his homework. If he 

does not the architect will invent his own idea of what he 

thinks his client wants; he will then proceed to the best of 

his ability to find a solution to what may be the wrong 

problem altogther - a classic example of 'doing the wrong 

thing bloody well'. 
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3. BRIEF MAKING 

3.1 Deficiencies 

The design brief is an important two-way communication 

between the planning and design teams; the extent to which it 

is of value depends on whether it conveys an accurate under­

standing of client user requirements, and also whether the 

planning team have given adequate thought to the data 

assembled, the options available, the design considerations 

and cost implications. 

The necessity for multi user involvement in briefing in the 

National Health Service (NHS) has already been mentioned. 

Before reorganisation of the NHS in 1974 the overall 

responsibility for planning was vested in 14 Regional 

Hospital Boards (RHB's). 

Some of these adopted standard methods of preparing design 

briefs and managing building projects. But in general this 

was not a national practice, for each RHB was autonomous and 

at liberty to use their own methods of working, provided they 

operated within an overall financial accountability and some 

measure of building control for large schemes. Briefing 

methods used in the late 1950's and early 19605, concentrated 

on departments or rooms as the units of enquiry. Check 

lists were used to study existing departments in a hospital 

and establish a basis for future requirements. There were 

disadvantages as Green et al (1966) pointed out for, 
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the method suffered from the inherent fault of 

merely trying to improve existing departmental 

organisation by improving space and environmental 

standards and traffic flow circulation' 

By the mid 1960s, briefing methods, where they existed, 

tended to utilise room data sheets. These set out room 

requirements in detail, supplemented by general guidance and 

schedules of accommodation contained in Ministry of Health 

(MOH) Building Notes, which formed the basis of cost 

allowances, ie a cost ceiling set by the MOH within which a 

project of given functional content was generally to be 

contained. 

In the 1960s little had been achieved nationally to 

rationalise the approach to design briefing. However, some 

studies were in progress, for example the Greenwich district 

hospital project, and an Activity Data Method (ADM), 

introduced by the Ministry of Public Building and Works 

(1966), (described in part 2 of this work) achieved a degree 

of acceptance. This ADM developed the idea of room data 

sheets but with the emphasis of recording user reqUirements 

to provide the designer with as complete a statement as 

possible of his clients' requirements before the design stage 

was reached. 

It was claimed by the MOPBWD (1966) that the Activity Data 

Method aimed, 
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to be more fundamental and to record the activities 

which are to take place in the building. It does this 

by means of standard diagrams and data sheets, which 

form a compact document for use by all members of the 

design team. The document can be revised easily and 

further information added where necessary •••• ' 

However, perhaps the insularity of the NHS precluded general 

acceptance of the Activity Data method at that time. 

Although more enlightened client users recognised that 

operational policies, or how a building is intended to work, 

were the foundation of a design brief, many briefs remained, 

and still remain deficient in setting out clearly and 

concisely the client user requirements. The result was that 

in many instances, buildings, which in operational terms did 

not satisfactorily meet the needs of the user, often needed 

costly contract variations during building or immediate post 

contract alterations before bringing into use. 

This was highlighted by Gates (1971) who said, 

'The need for planning changes during documentation, 

building alterations within a few months of occupation, 

or compromises in working methods upon initial 

occupation are often too readily explained as being the 

outcome of new developments since the work was 
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started •.• A more accurate answer is often that 

insufficient attention was given to the preparation of 

the brief. 

Deficiencies in briefing might be attributed in some part to 

an emphasis on the use of 'schedules of accommodation'. This 

approach was encouraged and made routine by the use of MOH 

Building Notes which specified a schedule of accommodation, 

the room areas defined being directly associated with cost 

allowances. It was common practice to regard this schedule 

to be a requirement as of right and status, irrespective of 

whether the operational needs justified provision. More 

dangerous, this method of briefing took no account of the 

organisation of work which should be the basis of the brief, 

or the carrying out of that work which in time must be the 

basis of space allocation or the most effective way of 

utilising space and accommodation. 

This was noted by Moss (1977), reviewing hospital design and 

the National Health Service, who stated, 

'The formulation of a schedule of accommodation at an 

early stage of the project was seen to be of great 

importance. Since that time the early preparation of 

schedules has been questioned as being one factor which 

has inhibited a 'functional approach' to hospital 

design, contributed to a lack of understanding about 

hospital operations and obscured the relationship 

between operation and design'. 
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The result of this was in many instances an inadequate brief 

on which to develop the design. In the early 1960s Clifford 

(1962) held the view that, 

Architects quite rightly complain that the 

information they are given is vague and imprecise'. 

at about the same time, Cooper (1965) pOinted out that the 

amount of time and detail that went into the formulation of a 

brief varied considerably. He complained that, 

rarely it seems does the architect find sufficient 

information in them to know exactly how the client 

proposes to use the facilities to be provided. 

A decade later case studies by the National Economic 

Development Office (NEDO) (1915) on briefing still showed, 

that this client function is all too often un­

recognised or poorly executed. Even where a brief was 

provided by the client department, some proved to be 

more a vague statement of aims than a definition of 

physical and social needs in terms of functions, 

relationships, areas, environment, time-table and 

budget'. 
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A recognition that all was not well with briefing was 

confirmed by a study at Loughborough University by Trimble et 

al (1972) who found that briefing procedures were 

unsatisfactory in a number of ways, 

'Firstly building performance requirements tended to be 

made known to designers in a sequence incompatible with 

the design sequence, caused late ammendments to designs 

or, if it were too late for amendments to be made, the 

performance of the building fell short of what it might 

have been'. 

This was echoed by Dorta (1974) who highlighted inadequate 

briefs as consisting only of a schedule of accommodation 

prepared by unqualified personnel with insufficient time or 

resources, 

Result - buildings delivered late, inadequately 

commissioned and incapable of meaningful evaluation' 

Shortcomings in the ultimate performance of a building may 

not be due entirely to inadequacy of the user input to the 

brief. Compromises during the building period, for example 

the substitution of components for commercial or technical 

reasons; inadequate production documentation which may result 

in variation of component fixing; change in statutory 

requirements such as fire regulations - all are possible 

factors which may contribute to user dissatisfaction. But in 
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many instances it is the initial statement which forms the 

client user input to the brief which does not provide 

adequate organisational data from which the space and 

equipment requirements can be derived and the design based. 

This incomplete brief in many instances, was lacking 

infor~ation which would be of considerable value for 

commissioning the building. In many instances the brief for 

a health building tends to be vague, both in format and 

content. This makes evaluation comparison between projects 

very difficult. 

The situation since reorganisation of the NHS 1974 has 

changed very little, indeed Moss (1971) presented his 

findings of an assessment of the main methods used to give 

guidance on planning and design in the National Health 

Service (NHS). His original intention was to examine 

hospital design briefs in order to try to identify the 

information gaps which ap~ !ared to be complicating the work 

of design teams, but found that, 

'At the time the original objectives were set it was 

considered that such a work might conjecture the 

essential contents of a design brief and from that, 

postulate a briefing method or model. In the event a 

search for and survey of design briefs revealed them to 

be either non-existent, particularly in the NHS period, 

or so patchy as to be virtually useless for comparative 

purposes'. 
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This was echoed by Green (1975), who noted that there was a 

bewildering variety of forms for briefs and found, for 

example, that there was little similarity in sequence or 

format for hospital development briefs in Australia. 

Many other recent authors had similar view points. Calindo 

(1975) at that time noted, 

'The existence of many different methods for briefing 

and the different definition of terms were the main 

problem in trying to define the brief and its 

characteristics'. 

This was in spite of early methods such as the Activity Data 

method introduced by the Ministry of Public Building and 

Works. 

In the same year Jenks (1975) thought 'brief' at best to be a 

vague term and wondered, 

whether the meaning is the same to all parties in 

the discussion or whether the perceptions of the brief 

are in fact totally different to the various groups of 

people involved: 

Considering the importance of the briefing process and its 

effect on all stages of a project it is surprising that there 

61 



appears to be at present no universally accepted method of 

preparation. Later, a number of attempts which have been 

made to achieve this will be discussed, including various 

aids to briefing and a method of formulating the client user 

requirements for a design brief comprising a check list 

approach. Meanwhile it is appropriate to explore the content 

and format of a brief, and its relationship to design, 

commissioning and evaluation. 

3.2 Content and Format 

The important characteristics of a good design brief have 

been referred to in papers published over almost two decades. 

The Architects Journal (1966) published an article on 

hospital briefing practice and procedure. It stated, 

The objectives of the briefing process are to give 

design teams a clear idea of the functions for which the 

hospital building is to make provision and how in 

principle (in some cases in detail) it is to be 

designed. It may also be said that the objective is to 

give hospital users a clear idea of the design 

proposals.' 

A few years later Gates (1971) noted that a properly 

considered and organised approach to the preparation of a 

brief will pay dividends, no matter how small a building 

project may be. He stated that, 
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a systematic examination of the needs ~ill often 

surprise the user ~ith the number and complexity of the 

requirements it will reveal; requirements vital to the 

success of the project ~hich were not previously 

recognised, even by those most familiar with the 

operations. 

Describing briefing for hospital buildings in Australia, 

Rivers (1912) assumed that a medical or surgical brief would 

have already been prepared. The planning team would then 

draw up a brief ~hich would be the lynch-pin of the whole 

project. Rivers regarded the brief as being the clients' 

careful, detailed and specific instruction to the architect 

on which the detailed design should be based described two 

sets of brief in sorts, 

1. The performance brief - This sets out in 

principle, the building and service functions with their 

working relationships; it describes the performance 

requirements of the building and largely leaves it to 

the architect to decide the manner by which the required 

performance is satisfied. 

2. The specific brief - This describes in careful 

detail the whole proposal; room sizes heights etc ••••• , 

Another Australian author, Fletcher (1979), considered that 

brief information should comprise of, 
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'a MANAGEMENT control plan covering the project planning up 

to the start of construction a STATEMENT of operational 

policies governing the working of the hospital and its 

department a DRAFT development control plan showing the 

relationships of departments one to another and the main 

lines of communication for each department indicating room 

areas and highlighting critical layouts, sizes and 

engineering service requirements. Where alternative 

solutions to accommodation requirements exist, these should 

be noted for consideration in the desigr'. 

Finally, four years previously, Green (1975) considered that 

the aim of the briefing process in designing, is to assemble 

evidence on the functional or operational requirements, so as 

to, 

' ••• produce a form of building which will allow the 

functional requirements to be met in an optimal manner'. 

Assuming the written form is being considered, there are 

certain elements which should form the basic framework of any 

design brief. That the brief could emerge in concise and 

simple language could hardly be disputed (McCutcheon, 1965). 

Carrington (1979) considered that, 

It should analyse the problem to be tackled, define 

the philosophy of operation, and relate that philosophy 
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in terms of design implications, to all the component 

parts of the building right down to the detailed 

physical requirements of every room or space, indoors or 

out'. 

But not all designers are convinced that detailed briefs are 

advantageous. Heath (1970) had similar views to Carrington 

(1979), he considered that a successful brief depended upon, 

exhaustive and imaginative exploration of all the 

possibilities and the sifting of ideas for their worth 

and appropriateness, though in some quarters over­

elaborate briefs are regarded not always giving the 

client what he wants'. As details tend to be out dated 

even before the project is complete, there is support 

for the plan as you build, build as you plan, school of 

thought, with a statement of broad principles as an 

essential element'. 

This accorded with the views of Trimble et al (1972) at the 

University of Loughborough who considered that, 

time spent on formulating detailed briefs was not 

felt to be justified by the gain experienced by 

designers or clients from such detail'. 

Whether Heath and Trimble were justified in making such 

generalisations regarding detailed briefs is a matter of 

65 



opinion. They were perhaps tending to regard too much detail 

as restrictive to the design process rather than the prospect 

of early obsolescence of the subsequent design. Indeed there 

are dangers in regarding detailed information such as room 

activity data, as sacrosanct rather than information on which 

to base a more neutral design solution. Whilst these so­

called 'instructive' elements of the brief should not be 

present a rigid predetermined solution,much is to be gained 

by ensuring that sufficient information is included. Gates 

(1971) emphasised that if the best possible solution is to be 

achieved, 

unnecessary restrictions imposed by the brief 

should be avoided, but it is equally important that it 

should be as thorough as possible, covering all the 

legitimate user requirements which could influence the 

design solution'. 

Weeks (1973) was satisfied that by and large hospital deSigns 

are based on well understood briefs which results sometimes 

in sensitive design, but was convinced that the resultant 

buildings were generally doomed to obsolescence. He 

questioned the value of precise briefs which could create 

difficulties in large building projects constructed in stages 

over a period of years and stated that, 

Because this kind of building is not completed 

quickly its brief is bound to change while it is under 
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construction. Precise briefs and designs are only 

appropriate, in fact, for the first stages of such a 

building's construction: later stages must be capable of 

being constructed to meet functional needs that will not 

be known until those stages are reached' ••• 

Weeks' solution was a brief which produced a design for an 

indeterminate hospital which allowed expansion as the stages 

of the project progressed; for example, - Northwick Park 

Hospital and Clinical Reseach Centre. 

Beddard (1961) referred to brief making and the possible 

obsession of project teams with space rather than function, 

and suggested that the brief should be confined to a 

description of function and procedures. He quoted Florence 

Nightingale who knew the meaning of functional planning when 

she wrote the following to Gulton, Inspector General of 

Fortifications in 1861 saying, 

'Your draft does not define with sufficient precision 

the manner in which the meat is to get from the 

Commisariat to the soldiers' kettle, and the clothing 

from the Quarter-masters Store on to the soldiers' 

back'. 

During the past two decades the majority of authors have 

recognised that the importance of function rather than space 

at the brief making stage emphasises the need for written 
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policies of operation. These are the essential content of 

the client input to a design brief, extending from whole 

hospital and departmental policy considerations to the 

operational aspects of individual spaces, in that order. As 

already mentioned, the finalised schedule of accommodation 

should emerge only when these aspects have been fully 

explored. Indeed, detailed consideration of operational 

policies and the potential for multi functional use of space 

can have an effect on the original outline schedule of 

accommodation produced for outline costing purposes at early 

stages of a project. 

Many writers have highlighted the importance of operational 

policies and the brief. A leading article in the Architects 

Journal as early as 1966 stated, 

Before it is possible properly to consider a 

schedule of accommodation or the interrelationship of 

departments major policy decisions must be made on how a 

particular hospital will be organised and run'. 

Two years previously Newell (1964) referring to operational 

policies said, 

At this early stage, the fundamental pattern of the 

hospital has to be borne in mind, and this will include 

how goods will reach the hospital, the arrangements 

needed for vehicles, stores and supply policies within 
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the hospital, methods of transporting materials within 

the hospital, details of mechanical services and traffic 

routes for patients, staff and visitors which must to 

some extent be segregated'. 

Previous to this paper, Prodgers (1964) emphasised that the 

architect wanted not only a schedule of accommodation, 

but also clear information about the processess and 

activities that are to go on in the building'. 

It is evident therefore that in addition to specifying the 

service to be provided, and the workload and functional 

requirements on which the design is to be based, operational 

policy considerations form an essential element of an 

architectural brief. These policies should indicate the 

various differing modes of operation, which need to be 

catered for. They should be set out in terms which are 

clearly understood but not completely deterministic (Jefford, 

1961; Beddard, 1961), and in writing rather than client 

produced graphical form (Austin Smith, 1962). There should 

be sufficient information to enable the design team to 

understand how the client proposes to use the building - its 

functional requirements, pattern of movement for patients, 

staff and supplies, and what standards will be observed. It 

will be of little value if the operational policies go no 

further than repeating the general considerations which form 
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the early sections in HBNs. (Cooper, 1965, Smith, 1965) 

However, highly detailed operational aspects do not form part 

of an architectural brief although these will need to be 

identified before staff are appointed or designated to run 

the new building at the commissioning stage of the project. 

(Smith, 1965) Then the limitations of what has been built, 

staff available and other aspects can be assessed. 

The specification and selection of spatial requirements can 

follow only when the proposed method of operation has been 

determined and the use of space overtime agreed. The 

department or building being planned should be regarded as a 

system rather than a series of unrelated spaces or rooms. 

Operational policies then set the scene for further detailed 

work. This was emphasised by Adams and Cammock (19101 , 

197011 ), 

It establishes the mood of the building - whether 

the atmosphere will be domestic or institutional, busy 

or peaceful. It establishes the quality - the 'social 

class' and 'prestige' aspects. It establishes 

priorities - such that the architect can apportion the 

money between the various building elements in his cost 

plan - and avoid conspicious waste (such as floor 

finishes requiring expensive cleaning equipment in a 

very small building). Most important of all it enables 
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the members of the planning team to understand each 

others attitudes and the reasons behind their 

decisions.' 

Various methods of preparing operational policies have been 

devised but it is interesting to note that despite 

promulgation of these through published papers, none seem to 

have found universal acceptance. 

Some operational policies produced by the client user employ 

a systematic approach, setting out progressively the mode of 

operations, and leading to detailed operational aspects 

related to specific room or spaces; these are the better 

methods. Other operational policies can consist simply of a 

narrative set out under various broad headings. 

Another factor which may have discouraged general acceptance 

of the methods available, is the difference in terminology 

used compared with that adopted and understood by a 

particular client. 

Both Adams and Cammock (1970) were precise in their 

evaluation of operational policies with statements such as, 

The first group of operational policies sets the 

whole scene for future detailed work ••• Written 

policies for the operation and administration of the 

building form the essential basis of the briefing method 

the backbone (of this method) lies in formulating 
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and recording the policies which will constitute the 

brief ••• and •••• the policy statements are the 

client's final instructions to the architect telling him 

what to provide and why'. 

Adams and Cammock also considered that a standard format for 

architectural briefs should be adopted to make certain that 

the same ground would be covered and no items missed. 

Methods of achieving this by a check list approach, used in 

different ways, have been described by several authors. 

(Green, 1975, Jenks, 1975, Cowan and Goodman, 1960). 

Undoubtedly such methods (which will be explored in detail 

later) do lend themselves to the adoption of standard formats 

for architectural briefs and a saving of preparation time. 

(Dorta, 1974, Cowan and Goodman, 1960). However, it is 

important at this point to record that such methods must 

allow flexibility to incorporate individual project team 

variations, and whatever advantages are claimed for logical 

methods, the intuitive approach to design cannot be 

discounted. (Green, 1915) 

Relationship to Design Process 

The importance of defining function, organisation and 

operational policies at the outset of a building scheme has 

already been emphasised. Only when these have been 

identified can the design process begin to flow. (Fig 9) 

(Fairley, 1965, Mellem, 1961) However, preparation of a 
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brief is not a unique compartmentalised event, but a 

procedure very much dependent on interaction with the design 

process. (MOPBWD, 1965) It is essential that the designer 

participates in the 'brief making' at an early stage of 

planning. (Heath, 1970) Indeed, it may be appropriate that 

the designer contributes to this by probing user's needs 

(Green, 1973), for systematic co-ordinated briefing and 

design can go a long way towards solving problems involved 

with complex design such as health buildings. Jenks (1975) 

presented two extremes of opinion relating to this, 

on the one hand the RIBA view of a client 

orientated brief with decisions fixed at an early stage 

of design, on the other hand the view of a holistic 

approach of a process that is cyclical, covering the 

whole design process, but requiring fairly sophisticated 

management to operate.' 

Jenks described the difference between the concept of a 

client brief given to the designers who then take it away, 

interpret, add to it and then design; compared with the 

concept of a briefing process which involves communication 

between client, users and designers with an evolving brief, 

investigating the problems which arise and designing in 

parallel with the evolving brief. Jenks saw this process 

commencing at inception of the scheme and ending perhaps by 

evaluating the building after it was brought into use. 
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Cox (1968) also supported the cyclical approach, regarding 

designers as essential partners in creating a brief, testing 

its strength and flexibility even when it is being born. Cox 

considered that, 

Brief making and design are partners in the 

continuing process of working towards a solution that it 

is a synthesis rather than a comprise between ends and 

means.' 

Unsatisfactory design solutions can result from a lack of 

communication between 'briefers' and 'designers'. This may 

be due to attitudes of the client/user who may be inclined to 

dismiss his involvement in total construction planning, 

regarding the process as exclusively within the province of 

the architect - 'this is what he is being paid for'l' 

(Carroll, 1965) The lack of communication, and sometimes 

misunderstanding can also result from incompleteness of 

information - for example an inadequate insufficiently con­

sidered brief, which has already been mentioned in previous 

chapters. Graham (1961) regarded the most serious weakness 

in our planning as, 

The lack of collection and digestion of information 

about the requirements we are planning to meet. We 

start with very little in the way of data, reliable or 

precise, about the procedure and activities we are going 

to house. There is a mass of established practice, of 
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personal impressions and individual preferences. But 

when each of the principles concerned is if not wayward, 

at least fallible, and not only mortal, but 

superannuable, they are not going to take us so very far 

in the useful life of the new hospital.' 

Although Graham pleaded for improved information techniques 

contributing to the design process, these alone will not 

improve the quality of architectural design for briefs alone 

cannot create good buildings. The creative process is the 

prerogative of the designers and there are good buildings in 

existence for which there was no brief. Honey (1969) 

suggested that very much depends on the architects skill in 

handling this information in the service of his conceptual 

skills. 

Mitchell (1963) considered that time taken to prepare sketch 

plans could be reduced if the architect ensured he consulted 

with those people who knew the function of the building. If 

this were done then the final building would be more satis­

factory with fewer design errors evident which once made were 

difficult to rectify. One particular aspect of the design 

process needs to be remembered. It is tempting for a design 

team to prepare working drawings based on the briefing and 

detailed design consultations, introducing changes found 

necessary during design but without consulting the users as 

to whether these changes are acceptable. Green (1973) warned 

of the pitfalls of this approach. 
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Changes may be proposed and made during 

construction to get over unforseen problems. These 

again need to be followed up and if necessary the 

operational system may require modification. Further 

changes may then have to be made to the building or 

equipment.' 

Radford (1968) welcomed the development of standard briefs 

and designs following the working needs of hospitals, which 

made it possible to rationalise and develop a range of common 

briefs and designs for various hospital departments. He 

thought these could be used to add to an existing complex, to 

form part of a complete redevelopment scheme or the nucleus 

of a complete new project. Radford noted however, that a 

successful programme for the production of a range of 

standard and commonly applied briefs and designs depended on, 

an analysis and rationalisation of the planning 

policies for the hospital, 

setting down a range of policies suitable for the 

individual facilities or departments, 

evolving a series of development designs based on 

these policies, 

formulating a rationalised range of planning 

policies for the individual facilities or 

departments, 
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defining the range of spaces commonly needed for 

these facilities and setting down the room data 

material, 

producing a series of designs for facilities or 

departments consistent with the development 

scheme.' 

Moss (1977, 1978) also welcomed trends in standardisation of 

data at briefing and design stages as paying more dividends 

faster. Briefing and design is speeded up, progressive 

improvement is facilitated and so on. Moss referred 

particularly to the use of standard activity or room data 

being developed by the DHSS as a method of briefing (see page 

,.~). But he warned that there were drawbacks as well as 

dividends in this approach when the data in inexperienced 

hands was married with other standardised data such as 

recommended room sizes and area cost ratios. Neither 

activity data nor any other method can design buildings - all 

the relevant information is important and activity data takes 

its place among the most useful base data available. 

Standard designs evolving from standard briefs may not 

provide an acceptable solution for all potential users. The 

objections may be based on personal preferences and 

idiosyncrasy, nevertheless it is reasonable that before 

accepting a packaged solution a user must satisfy himself 

that the operational policies on which the standard brief is 
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based reflect the overall whole hospital planning policies 

for the total scheme. The standard briefs will require 

careful scrutiny by the project team to ensure these 

conditions are met, and if not, appropriate amendments made 

and the implications of these considered in relation to the 

standard design solution. A good example of this would be an 

assumption in the standard brief for a department that staff 

changing facilities are centralised. A whole hospital policy 

of decentralisation would require appropriate additional 

accommodation provided at departmental level. 

Green (1973) suggested that standard solutions tended to 

inhibit progress. Referring to hospital designs being 

offered as 'off the peg' solutions he said, 

... This may do away with briefing altogether in 

theory, but it would be an unwise client authority who 

did not at least do some preliminary examination to see 

if the 'off the peg' solution matched their particular 

problem. It rarely happens that it does The 

necessity to go through the same process each time a 

hospital is to be built does seem wasted. But the 

development of new ideas and better solutions to old 

problems depends largely on testing a variety of 

different approaches to the same problem.' 

Although not directly relevant to this statement it is appro­

priate to record the view of Laurenson (1966) who pointed out 
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that no architect 'worth his salt' would design a building 

and then leave the administrator to fit in what is required. 

He needs to understand the intended operational policies. 

Using an off-the-peg solution without scrutinising the 

operational policies on which it is based can result in a 

similar situation. 

It is important to appreciate the difference between standard 

design solutions and unique design solutions derived from 

standard space and component data. For reasons mentioned 

previously, the standard design solution may prove quite 

unpalatable to the innovative designer. On the other hand, 

provided that standard space and component data does not 

present itself as an imperative, rigid, preconceived solution 

with fixed shapes or sizes of spaces or rooms, then it can be 

helpful both to user and designer in contributing to an 

acceptable design solution. For the user it helps him to 

consider operational and functional aspects which otherwise 

he might have neglected. For the designer, provided the 

ergonomics on which the data is based is sound, much of the 

standard graphical information can save time in drafting, 

particularly in respect to the spatial implications of 

specific components and potential overlap of function. The 

designers skill enables interpretation of the basic standard 

data, modifying and manipulating it to achieve a solution 

appropriate to the project. 



Success of the final design, which almost certainly will be a 

compromise solution balanced somewhere between the initial 

user requirements and the design constraints, is dependent 

not only on a clear and precise statement of people, 

processes and organisation - the brief, but also on the 

interaction and consultation between project and design 

teams. Such creative interaction between users and architect 

help to achieve the common understanding necessary to produce 

buildings that are 'more responsive to the needs of their 

occupants and also better architecture' (Vandiver, 1972) 

Relationship to Commissioning and Evaluation 

Commissioning is inevitably closely related to planning as it 

is concerned with putting into effect decisions taken, either 

explicitly or by implication at the planning stage. (Barker, 

1968). Detailed operational systems need to be developed 

and, unless planning documentation is available the 

commissioning team may misunderstand the original operational 

intentions of the project. 

That the brief forms a vital link between planning, com­

missioning and evaluation was recognised two decades ago, by 

Milne et al (1963) who stated, 

'In addition to its function as a guide to the architect 

in designing the hospital, a written programme can serve 
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as a permanent record of the original planning and 

simplify the work in future operation. It can be used 

in orientating hospital administrative staff to the 

system of operation planned. It also furnishes a basic 

reference for selection of equipment that promotes the 

most efficient operation of the hospital, and for 

necessary continuing evaluation'. 

This would appear to be a commonsense viewpoint, but 

regretably there are innumerable instances even recently 

(which will be described later) when this all important brief 

is either unavailable or presented as a incomplete incoherent 

collection of information, which is of limited value to the 

commissioning team or subsequent evaluation exercises. 

Since 1963 a series of authors (Langslow, Kings Fund, 

carrington, Howell) have pleaded the importance of the brief 

being available during commissioning and evaluation stages. 

Their papers have inferred that lip service has often been 

given to this need; the commissioners and evaluators being 

left to start from the beginning in the compilation of 

detailed operational policies or operational systems. 

At a conference on hospital commissioning at the Scottish 

Hospital Centre, Brian Langslow (1967) pOinted out that the 

seeds of smooth commissioning were sown during early planning 

and that one of the important aspects was the recording of 

operational policies, 
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'Plans were a reflection of policies but too often the 

commissioning team were left to seek out the operational 

policies which had produced the plans. Operational 

planning was often misunderstood, it was a continuing 

process of revision and refinement during which the 

briefing requirements and the design solutions 

interacted on each other. To record this was not to 

encourage inflexibility'. 

The development of detailed operational systems from the 

brief was described in revisions of the document on com­

missioning published by the Kings Fund. (Kings Fund, 1975, 

1981) It was pOinted out that before a new hospital is 

designed the systems to be used are first planned in outline 

as operational policies which are then given to the architect 

as part of a brief. These are then developed in detail and 

should constitute the programme of future operational 

systems. (Fig 10) 

Carrington (1979) has already been quoted on his views of the 

importance of adequate briefing during the design stage. 

carrington also emphasised that the written brief should be a 

document in a form understandable to all involved, not only 

in the planning of the building but also in its operation. 

He recognised the importance of the link between various 

stages and that, 
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..... There should be no breakdown of communication 

between planning, commissioning and operation • 

•••••• The person appointed to run a building should be 

able to understand the philosophy behind the design, 

with adequate guidelines as to the proposal use and 

reasoning. This should aleviate response problems 

which are the result or ignorance. 

...... A comprehensive design brief should be available 

to all concerned for even if people disagree with some 

of the contents, at least they know the reasons for the 

decisions t • 

A year later, Howell (1981) undertaking a research project on 

commissioning for the DHSS, found that in many instances 

information on operational policies or planning decisions 

which are a vital aspect of commissioning was either 

inadequate or non existant. There were no whole hospital 

policies available in 5 of the 13 sample hospitals in his 

survey, either newly commissioned or about to be 

commissioned. In 3 hospitals departmental policies seemed 

non existant. Where such policies were available, muoh of 

the information was oonsidered insufficient. A literature 

search, (Howell, 19801 ) revealed only a small number of 

operational polioies, the most useful work having been 

carried out by the Institute of Operational Research at 

Walsgrave Hospital, Coventry, and the Oxford Regional 
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Hospital Board in the 1960s; and more recently two notes of 

Good Practice No 8 and No 13 issued by the DHSS. (DHSS, 

19181, 191811) Howell considered the situation to be most 

unsatisfactory for, 

'In view of the importance of the above documents for 

ensuring that the new facilities are commissioned to 

achieve the intended purpose of the scheme, the problem 

is a serious one. The inadequacy of such information 

may lead to policy decisions and procedural systems 

being adopted which are inappropriate to the intended 

design of the facility'. 

Even if policies were available it would appear that their 

validity was in doubt. Outside of the survey, a senior 

hospital officer suggested that hospitals were being designed 

and decisions taken without the necessary policies having 

been agreed and confirmed originally. 

Howell in his report listed a number of problems which relate 

to commissioning and which are associated with planning 

information such as operational policies and a brief, 

'- There is a need for information concerning original 

planned use and subsequent changes. 
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The need for an efficient information system 

concerning the planned use of a facility becomes 

more critical the longer the time period between 

the design stage and the service commissioning 

stage. 

Project team minutes are available for this purpose 

if the original project team has been disbanded. 

However, the standard and efficiency of minute 

taking can vary considerably leaving unanswered 

questions. 

Officers involved in the original project teams 

decisions will not be available to fill the missing 

information needs.' (Howell, 1981) 

In 1967 Langslow had complained of the inavailability of 

written policies. It is interesting to note that 8 years 

later in 1975 he considered the problem still present. 

it must be said that many commissioning teams 

(service) have begun their work needing to find out what 

operational policies were implicity in the design 

because nobody had written them down.' 

Howell (1981) found instances of this deficiency for a number 

of the officers included in the survey indicated that they 
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were unable to obtain the original policies around which the 

hospital was designed and also subsequent changes to the 

original planned policies. 

Just as the commissioning team need to base the development 

of operational systems on the original operational policies, 

so effective evaluation needs access to information about the 

original planning decisions. The absence of a written brief 

creates difficulties, for evaluators need to make a olear 

statement about how the building fulfils the brief given to 

its designers. As a first step it is necessary to establish 

whether the activities of the users are being carried out in 

the way intended at the time when the brief was drawn up. 

Baynes in the Kings Fund document Evaluating Hospital 

Buildings (Kings Fund, 1969) emphasised the importance of 

this basic factual information which offered the key to 

evaluating a number of possibilities which were involved, 

tIf the building is not being used according to the 

brief is this because, 

the users do not know the original concept 

the users needs have changed (which may indicate 

errors in the brief) 
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the designer did not fulfil the brief (which may 

indicate errors in the design activity that went on 

after briefing, or may indicate errors in the 

brief) 

the designer improved on the brief (and 

improvements are being realised in practice) 

If the building is being used according to the brief, 

this fact still needs relating to the positive and 

negative observations already made on the site. These 

questions may be asked, 

was the brief itself adequate? 

did the designer fulfil the brief adequately?' 

In the same document there were indications that the 

availability and content of briefs would improve as a result 

of new systematic methods being introduced by the DHSS. A 

letter from W G Cannon, the then House of Governor at 

Addenbrookes Hospital, suggested that the confusion which 

made evaluation very difficult should begin to disappear. He 

was referring to the introduction of the CAPRlOODE procedures 

in hospital planning in which planning teams were required to 

record the principles behind their detailed deCisions, and 

work to a stage-by-stage procedure for approval and 
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subsequent completion of an NHS building project. (Appendix 

2) Cannon thought that in the future it would be easier to 

trace back the thread of information and argument that led to 

the adaption of particular forms of planning, design and 

construction. Indeed CAPRICODE does specify that a brief 

should be formulated at Stage 3 and gives general indications 

of what the brief should contain. It does not however, set 

out detailed guidance in this respect, and the content, 

detail and format adopted depend very much on the competence 

of individual project teams. 

The Kings Fund document (1975) summarised the sources from 

which the evaluation process could draw information. 

'Planning documents: These will probably have to be gathered 

from a variety of sources. An effort should be made to trace 

the planning decisions back as far as possible so as to show 

how, say, national economic problems have had a direct effect 

on the cost limits of a particular building project ••• Policy 

documents: These should reveal the intended use of the 

building. In them it should be possible to identify which 

operational policies have had a decisive effect on the 

design. For example, the use of a waitress service for 

meals; the introduction of progressive patient care. 

Identifying the policies will also allow the evaluation to 

check how they are carried out in practice. Once again, the 

minutes of the project team will be a good source of 

information ••• ' (Kings Fund, 1975) 
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The ultimate sentence could be regarded as wishful thinking. 

Most project team minutes are so voluminious and unstructured 

as to be of limited value as a source document for 

commissioning and evaluation. Policy documents either singly 

or as part of a brief are often incomplete and similarly of 

little help in future stages of a project. 

The absence or incompleteness of original operational policy 

statements can seriously hamper effective evaluation. In 

addition to being an important pre-requisite to the design 

process, they provide a yardstick against which the design 

can be judged during planning, and form an essential part of 

any comparison between a building and others of its kind. 

Only if they exist in precise detail can evaluators decide 

whether they are comparing different buildings designed for 

similar functions or similar buildings trying to serve 

different functions. 
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4. SUMMARY OF CONCLUSIONS 

The design brief is an important link between planning, design, 

commissioning and evaluation. The importance of operational 

policies as the foundation of a design brief has been stressed in 

most papers published since the 1960s. Despite this, briefs have 

often been deficient in setting out clearly and concisely the user 

requirements, which in many instances has resulted in buildings 

which do not satisfy functional requirements, often needing costly 

contract variations or post-contract work to rectify the 

inadequacies. 

Shortcomings in the ultimate performance of a building may be due 

to compromises during the building period, but in many instances 

it is the original brief which can create misunderstanding and 

does not provide adequate organisational data upon which a design 

can be based and commissioning of the building accomplished. In 

the National Health Service, although some Regional Health 

authorities may adopt their own standard format for design briefs, 

in most instances the brief for each health building tends to be 

unique both in format and content. This makes evaluation 

comparison between projects very difficult. Frequently briefs 

consist only of a schedule of accommodation prepared by 

unqualified personnel with insufficient time or resources the 

result being buildings delivered late, inadequately commissioned 

and incapable of meaningful evaluation. 
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Scrutiny of literature on planning reveals that brief making 

should never be regarded as a once and for all time task -

specifying a list of imperative requirements to be followed to the 

letter. Brief making and design are 'partners in the continuing 

process of working towards a solution that is a synthesis rather 

than a compromise between ends and means'. Active collaboration 

between client/user and designer and the need for a clear and 

consistent brief formed the theme of papers published in the 1960s 

and early 1970s. It was considered important to ensure that a 

functional brief specified first what people will do - operational 

policies - rather than space and facilities they want - schedules 

of accommodation. The brief should avoid unnecessary restrictions 

but should be as thorough as possible covering all legitimate user 

requirements which could influence the design solution. 

Although various methods of preparing operational policies have 

been devised none seem to have found universal acceptance. There 

is at present no standard method for preparing a design brief. 

In preparing the brief, communications and liaison in the project 

team, 'thinking through' collectively, agreeing objectives, 

resolving conflicts, and so on can create a problem area of 

primary importance. The manipulation of technical data and 

producing design solutions are secondary, in the sense that 

solutions to theffi are dependent on ~aking progress in the primary 

area. It was noted that clients, 'users', and designers, often do 

not have the knowledge, experience, skills, and attitudes to 

enable them to cope, as a team, with this problem area, and that 

sOffiething should be done to help them. 
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Multi user input to planning is important and the user cannot 

carry out his responsibilities unless he organises himself to do 

it. Project teams need considerable self discipline to achieve an 

orderly programme in the preparation of the brief. The client/ 

user has a responsibility to avoid delays caused by endless dis­

cussions, argument and changes of mind which will severely curtail 

the time left for productive work to the inevitable detriment of 

the project. The user must not have illusions that architects are 

mind readers. He must be prepared to do his home work and 

allocate sufficient time and effort to the process of producing a 

brief. If he does not, the architect will invent his own idea of 

what he thinks the user wants. 

Preparation of a brief is not a unique compartmentalised event but 

a procedure very much dependent on interaction with the design 

process. Systematic, co-ordinated briefing and design can go a 

long way towards solving problems involvea with complex design 

such as health buildings. Unsatisfactory design solutions can 

result from a lack of communication between 'briefers' and 

'designers' • 

Standardisation of data at briefing and design stages, 

particularly activity or room data, speeded up the process 

although there were drawbacks when the data in inexperienced hands 

was married to data such as recommended room sizes and area cost 

ratios. Standard designs evolving from standard briefs may not 

provide an acceptable solution for all potential users. A 
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standard brief requires scrutiny by the user to ensure that the 

operational policies on which it is based reflect the overall 

whole hospital planning policies for the total building scheme. 

This is in fact the same process as creating it in the first place 

- there is no less responsibility. 

A commissioning team requires access to the original planning 

policies in order to develop the detailed operational systems. If 

these are not available there may be misunderstandings regarding 

the original operational intentions of the project. There are 

innumerable instances even recently when the brief was either 

unavailable or presented as an incomplete, incoherent collection 

of information, which is of limited value to the commissioning 

team or subsequent evaluation exercises. All too often the com­

missioning teams are left to seek out the operational policies on 

which the plans were based; in many instance nobody had bothered 

to write these down. 

The absence of a written brief has created difficulties for 

evaluators who need to make a clear statement about how the 

building fulfils the brief given to its deSigners, and whether the 

activities of the users are being carried out in the way intended 

at the time when the brief was drawn up. 

It was surmised that the implementation of CAPRICODE in 1910, 

which required planning teams to record the prinCiples behind 

their decisions, would make it easier to trace back the thread of 

information and argument that lead to the adoption of particular 
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forms of planning. Although CAPRICODE (Appendix 2) specified that 

a brief should be formulated at stage 3, it did not set out 

detailed guidance on the content of the brief which depend very 

much on the competence of individual project teams. 

Although project team minutes should be available to provide 

information on policy decisions, most are so voluminous and un­

structured as to be of limited value as a source document for 

commissioning and evaluation. (Howell, 1981) The availability of 

project documentation leaves a good deal to be desired. Although 

it may be argued that unnumerable buildings have been designed and 

built successfully, with or without comprehensive design briefs, 

equally many of these are deficient in functional content despite 

their architectural ingenuity. This is evident particularly in 

some hospitals planned in the 1960s and commissioned during the 

1970s. Notable examples of these are some new teaching hospitals 

which present an imposing facade and lavish facilities in the 

entrance, but unacceptable design in patient and clinical areas. 

Here utility rooms and toilet facilities may be ergonomically 

inadequate, and the observation of patients from a staff base 

difficult if not almost impossible. 
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PART 2 

Have briefing methods improved? 

The first part of this work explored the importance of the 

user input to a design brief. It was argued that there is 

ample evidence to show that briefs are deficient in many 

instances and may not even describe adequately outline 

operational policies, often because user requirements are not 

set out clearly and concisely even when the information 

exists. Although no common format exists for the 

presentation of a brief, the availability of planning 

guidance such as Building Notes, Technical Memoranda and the 

systems approach embodying Activity Data has increased 

considerably during the last two decades, and it might be 

assumed that this would have resulted in improvements in the 

briefing process. This does not appear to have taken place, 

indeed it has been suggested that the opposite prevails and 

that the type of guidance which has emerged has tended to 

stifle innovation in design. Moss (1977) stated that there 

is, 

anecdotal evidence to suggest that the more 

competent architects in the NHS feel suffocated by the 

amount and nature of officially produced guidance and 

resentful of the influence that it puts into the hands 

of people not considered by them to be genuinely 

contributing members of the project team.' 
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Moss was also very critical regarding solution orientated 

guidance which, 

puts the designer at a disadvantage in the multi­

professional planning team in that he finds himself 

under suspicion when suggesting some design or 

organisational change for improvement which is "not in 

the book".' 

Furthermore, Moss appeared to express doubts in the 

development of guidance which encouraged a change from the 

traditional methods of working to, 

a systems approach with its piles of paper, a rule 

for everything, and check and re check' (which) 'has 

affected adversely the role of designers... Traditional 

professional boundaries are shifting enormously quickly; 

with their new systemised data doctors and nurses are 

playing designer - without any knowledge of design 

theory or the pitfalls of linear decision making - and 

nobody knows where they are. And architects feel under 

pressure to re-establish themselves as "leaders" of the 

design team without knowing exactly howl 

There are several pOints in this statement which can either 

be challenged or merit comment. Regarding the systems 

approach which started in the late 1960s with the 
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introduction of CUBITH*, it is true there is a tendency for 

paperwork to proliferate. However, those who are involved in 

the development of systems are, or should be conscious of 

such disadvantages. An example of an attempt to simplify 

systems management is a recent plan by the DHSS to bring 

together data sheets for common (frequently used) activity 

spaces or rooms into a separate document (and thereby avoid 

the need to include the detail of each in every new Health 

Building Note). It is often inefficient management 

arrangements or bureaucratic processes which result in the 

proliferation of paper. The decision for example, that every 

member of a project teams should be provided with a copy of 

every piece of paper generated by the project. 

Moss is quite correct that professional boundaries have 

shifted enormously quickly. This results from the 

development of multi-professional co-operation in planning 

teams, which is strengthened by blurring the edges of 

professional boundaries and weaving together the skills of 

individual professions into a new profession of 'planner', 

who inevitably acquire a knowledge of design theory and 

decision making. It could be considered that in many 

instances these skills are developed 'on the job' and may not 

necessarily equate with a complete understanding of planning. 

* Co-ordinated Use of Building Industrial Technology for 

Health Programmes 
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This was acknowledged both by Moss and a committee who 

investigated the education and training needs of health 

facility planners (Moss, 1919, Health Services Planning and 

Research Steering Committee, 1913) 

If the doctors and nurses are having acquired design guidance 

and systemised design data now accused of playing designer, 

it would not be unreasonable to suggest that previously 

designers could have been accused of playing client. Such a 

situation may have been occasioned by lack of adequate client 

briefing or a designer may have been faced with a client who, 

through lack of experience, was unable to understand the 

detailed implications of a design solution to his require­

ments. Little wonder the designer (who mayor may not have 

acquired expertise in hospital design) found himself forced 

to make assumptions and take decisions regarding the 

operational intentions of the project. 

It will be recalled that Moss was also concerned regarding 

the need for designers to become re-established as leaders of 

the design team. Certainly there is no dispute in respect to 

the leadership of the design team and in the majority of 

situations it is the architect who fulfils this role. 

However, leadership of the planning (project) teams is 

another matter. Whilst the overall co-ordination of the 

teams may be vested in a Chairman from one of the management 

or planning disciplines, selected for his ability and 

expertise, the leadership input changes emphasis as the 
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project progresses. At first during outline considerations 

and formulation of operational policies, the client input 

predominates, although architectural and 'works professional' 

involvement is of vital importance. At later stages of the 

project the emphasis moves towards the works professional 

input and the client input diminishes. 

Even with planning experise, acquired from the evolution of 

the multi-disciplinary approach to planning and the 

availability of guidance in various forms, during the last 

two decades many planning teams seem unable to organise 

themselves to formulate a comprehensive, well thought-out 

design brief. Various items of guidance can be identified 

individually as briefing data, whether being Health Building 

Notes Or systemised activity space or room data, but what is 

missing is a method of linking all this information to ensure 

that client user requirements are set out clearly and 

concisely. The second part of this work discusses some 

previous attempts to formulate systems to prepare design 

briefs. 

Systems 

Lao rse a chinese philosopher in the 6th century Be is 

reputed to have said that the reason for having a system in 

common use should be beneficial by enabling business to be 

transacted in an orderly and understandable way between the 

parties involved. Many attempts have been made to establish 
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such an approach to hospital planning; an agreed set of 

hospital planning procedures is now a recognised feature 

adopted by national, regional and district health authorities 

both in the United Kingdom and abroad. One such set of 

procedures, CAPRICODE (Appendix 1) mentioned previously, 

enables United Kingdom regional and district health 

authorities to know what the national (state) authority 

expects from them in feasibility studies, appraisal of 

options, functional content, estimated costs and control of 

building projects. They understand the kind of information 

they are required to produce and the various stages through 

which a building project must progress. This enables the 

authority to plan its work accordingly. These and other 

similar procedures are generally non-specific in the way 

which briefing data should be assembled and consequently 

result in planning submissions of varying standard and 

content. They are not systems of briefing but systems of 

procedure. 

The danger of any system is that it may become the master and 

not the servant. Green (1974) considered that a system 

should be capable of coping with change, for, 

If it has to be continually modified to make it 

work, or to keep up-to-date with changing Circumstances, 

it is time to think of abandoning it. No system can be 

produced overnight and be expected to work perfectly. 

The planning procedures which have been found to be most 
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useful have been the result of much detailed study and 

gradual improvement. But they should not be unduly 

complex if they are to be under-stood and used easily, 

and do all that is required ••• ' 

It could be argued that a total system of planning can prove 

too rigid and inhibit innovatory approaches to design. The 

essence of a practical easy-to-use system is the way in which 

it can be adopted or modified to meet change and the needs 

of a particular project (DHSS, 1910), providing a framework 

which enables logical, systematic consideration of options 

which constitute an input to briefing and design. It is 

important that a successful system encompasses the total 

range of decision making from the broad policy considerations 

to detailed room data. The shortcomings of systems attempted 

so far can be attributed to a number of factors including 

complexity in use, a reliance on a particular group of 

experienced planners dedicated to making the system work, or 

concentration on one aspect of briefing with little or no 

direct relationship to the total requirements. Even so, 

there has been some success with systems particularly those 

utilising room data, such as the activity data method (ADM) 

developed by the Ministry of Public Building and Works (1966) 

and the Activity Data Base introduced by the Department of 

Health and Social Security (1916). Similar methods form the 

basis of other systems which have been tried, and although 

some purported to encompass organisational and operational 

aspects the emphasis remained on briefing data which is 

mainly orientated to rooms or activity spaces. 
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When arguing whether briefing methods have improved it would 

seem appropriate to consider first, one which has been used 

as a basis for research into new design concepts, (ie testing 

a design hypothesis) followed by some which have led to, or 

are almost entirely concerned with activity space data, 

where operational policies are clearly defined beforehand. A 

method which is supposed to cover operational aspects of 

briefing, will then be discussed followed in Part 3 of this 

work by the description of a proposed more simplified 

approach to the solution. 

The Greenwich Project 

In June 1962 the South East Metropolitan Regional Hospital 

Board agreed to co-operate in the Ministry of Health's (MOH) 

third research and development project for which St Alfege's 

Hospital, Greenwich was selected. The aims of the project 

were , 

'To redevelop a whole hospital on an existing and 

restricted hospital site while maintaining a full 

service from the old buildings; to have modular planning 

so as to make use of repetitive and standardised items, 

and to provide an efficient and reliable service for 

patients and visitors in a safe environment (Green et 

al, 1911)' 

The experience gained in the planning and design of the first 

HOH redevelopment projects (a hospital out patient department 
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and accident centre at Walton Hospital, Liverpool, 

(Heathfield, 1961, Hospital Management, 1968) and a hospital 

kitchen, restaurant and stores building at Kingston Hospital, 

Surrey) indicated that there would be considerable advantages 

in undertaking a whole hospital project. There was the need 

to test out briefing, planning and design methods by 

studying, as a complete system, such questions as the effect 

of layout on efficiency, the cost implications of various 

forms of supply and distribution, and certain possible 

layouts and shapes for hospitals which were being considered 

in theory only, from the viewpoint of integrating engineering 

services into the building structure, and of providing for 

growth and flexibility. 

The total concept of Greenwich has been fully documented 

elsewhere (Green et al, 1915 Moss, 1915). Discussion will be 

confined therefore to an outline of the research on which the 

project was based and its relationship to briefing. The 

Greenwich project was seen to be an ideal opportunity to test 

planning and design methods among them research and briefing. 

In fact it could be likened to a 'hospital planning 

laboratory' that could benefit every aspect of the 

Department's published guidance, as well as its advisory and 

other work. 

The research and briefing work at Greenwich was not intended 

to lead to the choice of overall layout and shape of the new 

building but rather to 'fill in' and test an already selected 

building shape. It was not a question of layout and building 
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shape arising from an analysis of user requirements but 

rather ascertaining how flexible were the basic physical 

limitations. Both the briefing research and the physical 

planning of the building went on in parallel and affected One 

another all the time; an interactive process. 

From the architectural and engineering point of view a number 

of design factors were being tested. Experience on the 

design of several new hospitals had led to theoretical 

studies by the DHSS on which factors in layout could 

contribute to an improvement in operation. The high rise 

tower block design of hospitals was the trend in the United 

States during the early 1960s but although this seemed 

acceptable for up to 300 hospital bed~, schemes planned for 

700 or more hospital beds in the United Kingdom created 

problems. The most important of these appeared to be the 

impositon of severe restrictions on the layout and 

relationships of various departments which limited their 

ability to grow and change, as well as complicated questions 

of adjacency. 

There were examples being planned or built in the United 

Kingdom of five out of the six shapes of hospitals 

illustrated in Fig 11. The one missing was the low, compact 

shape involving deep planning with a large proportion of 

internal rooms and mechanical ventilation. Studies by the MOH 

showed that this type of hospital could have advantages for a 

small site like Greenwich, particularly as a relatively 

large amount of accommodation was needed. 
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fIG 11 
Six hospital shapes (Hospital Research and 
Briefing Problems, 1971) 
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The adoption of this building shape enabled the designers to 

test a number of planning concepts. One of the most 

interesting of these was the introduction of a 6 foot high 

(approx 1.8 metre) interstitial service space between each 

floor which permitted the utmost flexibility of mechanical 

and electrical services. Provision of this service space 

reduced the number of vertical service ducts which would 

otherwise have been necessary, permitted a wide span, deep 

beam building to be used enabling engineering services to be 

located so as to avoid getting in the way of usable spaces 

and rooms. In addition, the so called interstitial spaces 

gave freedom of access to maintenance staff for repairs 

without interfering with laboratory or hospital work. 

Other aspects which formed part of the Greenwich project 

included more compact planning and grouping together 

functionally related departments in such a way as to reap 

benefits in terms of convenience, flexibility in use, economy 

of space, reduction of journey times for staff and supplies, 

and possible use of shared accommodation or engineering 

services. The basis for this planning centred around a 

number of outline hospital planning policies (Fig 12). 

The Greenwich Project made it possible to place both research 

and briefing into a logical sequence of planning and give an 

opportunity to evaluate the effectiveness or otherwise of the 

methods used. Green et al (1971) mentioned that in the early 

stages of the Greenwich project it was apparent from comments 
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was agreed that it would be acceptable if a 9 in 
diameter hole for a duct or pipe could be made in 
any 2 ft square of floor or ceiling. The layout of walls 
and partitions was to be based on a planning grid of 
2 ft in accordance with the then current 
recommendations on dimensional coordination. 
This related to the larger scale structural grid of 16 ft 
which proved to be an economic spacing for columns 
carrying simply supported steel and concrete beams 
spanning 64 ft. The external columns were placed 
outside the peripheral walls to avoid awkward 
junctions between partition walls and columns, and to 
give maximum freedom in the arrangement of rooms 
within the discipline of the 2 ft planning grid. The 
external 'eyebrow' thus formed also helped to give 
some solar shading and a means of easy access to 
the outside wall for maintenance and cleaning. 

2.7 OUTLINE HOSPITAL POLICIES So far, this 
section has concentrated on describing the way in 
which the subjects for investigation in the Greenwich 
project were embodied w a building layout and 
shape related to the site. This description, by itself, 
does not give a complete basis for understanding 
the research and briefing methods. There were also 
a number of outline hospital planning policies which 
were established at the outset and which form an 
essential part of the context. 

These may be summarised as follows. 

I A district general hospital of about 800 acute, 
maternity, geriatric and psychiatric beds and 
related diagnostic, treatment and outpatient 
services to be provided on one site to serve a 
population of about 160,000 people. 

2 Staff residential and industrial supply service 
facilities to be housed independently of the main 
clinical services. Management and training 
facilities to be provided alongside or within the 
main hospital. Close collaboration with local 
health authorities and general practitioners to be 
encouraged. 

3 Facilities, such as supply services, which can 
be shared for a larger unit than a district general 
hospital, to be centralised to serve a group - or 
larger unit - as appropriate. As many facilities 
as possible to be shared between departments 
in the hospital to economise on capital and 
running expenditure, provided this does not 
interfere with efficient operation. 

4 Communications for people, ideas and 
information to be simple, quick, direct and 
reliable. Ease of control and supervision to be 
aided primarily by layout, or by electrical or 
mechanical communication systems - where 
Suitable layout is not possible. 

S Departments to be located to give maximum 
convenience for access by patients and staff, 
especially for emergency cases and for the 
disabled and aged. Layout of accommodation to 
encourage ease of orientation for staff, patients 
and visitors. 

6 Supply and distribution of goods and disposal 
of waste to be simple, reliable, convenient and 

FIG 12 

quiet as far as is consistent with considerations of 
infection control, security and economy. 

7 Environmental control to be achieved by 
explOitation of building shape in combination 
with full use of reliable engineering design 
techniques. 

8 Space provision to be equivalent to Building 
Note 3 standards, or less where research indicate. 
that performance requirements are not 
jeopardised. The main building support structure 
to be designed to last for at least 60 year., but 
the secondary cladding and finishing elements, 
and the engineering services, to be designed to 
be replaceable within this period. 

9 Equipment to be .0 located and de.igned that 
maintenance, repair or replacement will involve 
minimum interference with normal operation of 
the hospital. 

10 Cleaning and maintenance of the building to 
be effected with the minimum cost and 
inconvenience to users. 

11 The building and engineering service. to be 
easy to adapt to varying functiON and to allow 
provision for the ho.pital and its constituent 
departments to grow - or shrink - as needs and 
re.ources dictate. 

12 Staffing costs to be kept to the minimum 
consistent with a good standard of .ervice to the 
patient. 

Outline Operational Policies - Greenwich District 
Hospital. 
(Hospital Research and Briefing Problems, 1971) 
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made concerning recently completed hospitals, that quite 

often a new building did not provide the user with what he 

thought he was going to get. They considered even worse 

that, 

'this situation often arose when user and designer each 

thought that they had understood the ideas, language and 

requirements of the other. There was an area of 

misunderstanding that had to be probed and allowed for 

in the research and briefing work'. 

The Greenwich team set out to construct a briefing 

organisation that would lead to the possibility of common 

objectives being established between users and designers. In 

order to clarify the complexity of the situation three broad 

zones of activity were identified (Fig 13). A briefing 

organisation was necessary to resolve problems associated 

with the first two zones for in the case of Greenwich this 

involved four authorities, the DHSS in an approving and 

advisory capacity, the South East Metropolitian Regional 

Hospital Board as the client, the Greenwich HMC as the users 

and the Hospital Design Unit of the DHSS together with 

private consultant structural engineers as the designers. 

The briefing organisation for Greenwich was arranged into 

three tiers (Fig 14). The top level Steering Committee was 

equivalent in the 1960s to the Central Planning Group in most 

Regional Hospital Boards, but perhaps the most important 
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FIG 13 
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F"IG 14 
The three tier briefing system adopted for the Greenwich 
Project. (Hospital Research and Briefing Problems, 1971) 
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level in the organisation was the Investigating Sub-groups 

where the detailed briefing investigations were carried out. 

These were multidisciplinary teams consisting of a common 

nucleus of the project secretary, a doctor, a nurse, an 

engineer and two architects, and were supplemented as 

necessary by a number of specialist advisers according to the 

subject under discussion. The Greenwich approach to briefing 

was by functions; the investigation beginning first by 

examining each of the main functions and potential 

organisational patterns at whole hospital level and then the 

functions applicable to individual depart~nt~ or wards. For 

example, as Green et al (1971) described, 

'in-patient care, as a hospital system, was examined 

prior to considering the detailed design of "wards". 

This enabled the whole range of patients' needs to be 

considered from the time he first saw his family doctor 

until after he was discharged from hospital'. 

The method of data collection at Greenwich was an analysis of 

several methods which included patterns of activity 

determined from statistical records, questionnaires to 

collect information from users" observation of user 

activities, and discussions between users and advisers. To 

facilitate this a logical sequence of procedural headings and 

associated check lists were developed. (Appendix 2) The main 

headings were as follows: 
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A. Decide how you are going to carry out the 

investigation 

B. Find out the general facts about the subject being 

studied 

c. Find out about the place where the subject is to be 

situated 

D. Find out how it is to be used or operated, by whom 

and the accommodation needed 

E. Find out what conditions are requ:.red for proper 

use or operation 

F. Find out what facilities are required 

G. Find out what limitations there are on the use or 

design of the subject 

H. Propose a design to meet the requirement stated 

I. Decide how to fabricate the design 

J. Find out how it works in use. 

The relationship of the various procedure headings to one 

another is shown in Fig 15. The six stages of the 'design 
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fIG 15 
The briefing investigation network as it existed in the 
Greenwich Project. (Hospital Research and Briefing 
Problems, 1971) 
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idea' and its development throughout the project are set out 

down the side of the diagrams. These design ideas acted as a 

control for the investigations being modified as the project 

progressed. The sequence or content of the procedure 

headings might vary according to the investigation being 

undertaken, for example in surveys or work studies some might 

be inappropriate and were omitted. 

As the briefing process progressed the data collected was 

presented in a number of forms. In addition to systematic 

recording of data in a convientional way in minutes on data 

sheets, and drawings, a good deal of information was 

presented in functional diagram form. It was here where the 

research aspects of the Greenwich project offered an 

alternative approach for use of traditional types of flow or 

bubble diagrams (Fig 16) to show space or activity 

relationships can be misleading as they may be taken to 

indicate planning proposals. Green et al (1971) explained 

the 'functional' approach (Figs 17 and 18) which was adopted 

at Greenwich, 

... A problem which the researchers had to solve was to 

devise a form for such diagrams so that they would 

reveal any gaps in knowledge, and also provide a basis 

for producing and evaluating layout proposals at 

hospital, department and room level ••• A device ... 
known as a "process chart" or "functional diagram", was 

adopted for the Greenwich project and on such diagrams 
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were represented sequences of events applying both to 

people and things. This clarified the nature of the 

relationship between the various fUnctions and 

activities and could be produced so as to illustrate 

different degrees or levels of detail'. 

These functional diagrams often formed the basis of sketch 

plans which analysed the principal movements of staff or 

supplies (Figs 19 and 20). In addition, considerable use was 

made of modelling devices including mathematical models to 

help solve the traffic circulation and lift problems, 

minature plastic building bricks or panels, and full size 

scale mock-ups of various activity spaces, rooms and 

equipment. 

The main attribute of the Greenwich briefing system was the 

way in which basic activities were analysed by the 

investigating sub-group to provide a brief with a clear 

understanding of how a hospital works (Fig 21). From this 

information the designer was able to appreciate the 

characteristics of flow patterns of staff, patients and 

supplies and by innovative designs make the most efficient 

use of space. These studies provided design information 

which could be used as a basis for future design guidance and 

planning, for example the development of the 'string' of 

combined consulting/examination rooms in out-patients 

departments, the sharing of rooms between in-patient wards, 

the size and arrangement of bedrooms. This activity design 
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In-Patients - Organisation 
Economic Aspects - Labour 

1. As much direct visual supervision as possible to be 
provided but patients privacy also to be considered 
e.g. single rooms to have glazed panel in door (and 
corridor wall). 

"Why 6 beds?" 
2. 6 bed bays - however openly planned are leaa easy 

to supervise than Nightingale ward. 

ref: 
Lakenheath 
U.S.A.F. 
air base 
hospital 

3. Staffing figures should not be presupposed at this 
stage but staffing ahortages may occur temporarily 
and be allowed for in planning. 

4. More privacy and leas noise should be the aim in 
design and layout. 

5. Use of call systems should be explored as an aid in COM 
reducing labour content of nursing work. 

6. T.V. unlikely to be justified on cost grounds (it is 
not efficient in use when televising subject in dim COM 
light when it could be of most use - e.g. in single 
rooms at night.) 

7. There might be a case for special T.V. control in 
single rooms or intensive care unit when nursing' COM 
staff are in short supply - also for monitoring 
senile patients, for example, or for geriatric and 
seriously ill pstients in 6 bed wards 

B. Monitoring systems can be useful in intensive care 
units and in anaesthetic rooms - 'Fingerstall' clamped SO/EQ 
on finger end to record pulse, temperature and blood 

D7 

Matron 

Mr. Sewell 

Matron 

FIG 21 

pressure. Very good for use in intensive unit. 

In-Patients - Function 
Medical procedures (contd.) 
\lard rounds 

lUI/AN 
23.1.64 _____ _ 

Purpose of the ward round is to check on the progress 
of the patient, to order or alter treatment, and to 
make further diagnoses. 

The smallest ward round consists of a houseman and the 
ward sister or staffnurse, but another nurse will 
often also go on the round. 

There is at least 1 round per day. The main one is 
in the morning. The doctor says a few words to all 
the patients; there is limited examination in bed for 
a few patients with special symptoms ·and may carry out 
some minor treatments. He examines the temperature 
and other charts, and in a few cases the records, 
of the patients. The sister takea the records trolley 
(with a diagnosis tray) on the round;. the temperature 
chart may be kept with the patients notes or on the 
bed. . 

There is sometimes a subsidiary round in the af~ernoon 
which is relatively perfunctory. The houseman again 
visits at 10 p.m. mainly to prescribe, but he may see 
a few patients. The night round ends with a cup of 
tea. 

The major ward round occurs I, 2 or 3 times a week. 
This consists of the consultant, possibly 3 registrar, 
3nd the houseman, the sister, nurse in charge of the 
patients, and any other nurses who are free at the time. 
(Not many other activities can take place at the 83me 
time as a major ward round.) 

Greenwich - example of the InvestigatIng Subgroup notes. 
(Hospital Research and Briefing Problems ,1971) 
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information was supplemented by operational policy statements 

derived from sketches by the investigating sub-groups. An 

example of these are illustrated in Figs 18 and 19. 

The briefing method used at Greenwich could be considered as 

providing a valuable contribution to design. Much of the 

work concentrated on very detailed analysis of function both 

at whole hospital and departmental level. In some instances 

it may have been the first time that hospital user activity 

level has been studied in such great depth and the infor­

mation generated enabled the designs to make the most 

efficient use of available space. 

Much of the research and conclusions reached in the Greenwich 

project have already been fed into national guidance and 

design data. The detailed analysis of functions produced 

information which is valid without further manipulation. To 

repeat all this detailed analysis for every new project would 

simply be Ire-inventing the wheel', even though it could be 

argued that Whole Hospital operational policies subsequent to 

Greenwich have changed and require very different design 

solutions. Indeed, there may be certain functions which are 

new or modified, and that in these instances detailed studies 

of the Greenwich type would be a valuable contribution to the 

brief. But without the support of the experienced and 

enthusiastic designers who were involved in the Greenwich 

Project, it is doubtful whether the general use of this 

method is appropriate to achieve a comprehensive brief within 
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a reasonable project time scale. As a research tool and 

generator of neutral design information from development 

projects such as Greenwich, and to undertake studies of 

special design problems the method has much to offer. But it 

utilises a number of components which do not easily come 

together to create a total briefing package suitable for 

general use by NHS 'proxy' users, who in the future are 

likely to constitute the majority of Project Teams. 

Ministry of Public Building and Works (MOPBW) 

6.3 Activity Data Method 

In 1966 the MOPBW, Research and Development Section isssued 

an R&D Bulletin - Activity Data Method (ADM) - a method of 

recording user requirements. The method described was being 

used at that time in connection with the army's chain of 

permanent storage depots and workshops in the United Kingdom. 

The MOPBW (1966) pOinted out that one of the most difficult 

tasks in the building process is to provide the designer with 

a clear and comprehensive statement of the user requirements. 

The Bulletin stated that, 

At present the most common form for recording 

requirements is a schedule of rooms with details of the 

furniture and fittings for each room. But the designer 

needs to know a great deal more before he can design 
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a building. He will need information on the activities 

to be carried out in the various rooms and on the way in 

which these activities are inter-related - to name only 

two of the many points he will be expected to take into 

consideration. Normally he collects this information in 

a haphazard way as the design stage proceeds, committing 

it to memory or scribbling it on scraps of paper. In 

these circumstances even the most conscientious and 

confident designer may overlook a number of details 

which may give cause for complaint when the building is 

finally occupied' 

The MOPBW regarded the ADM as being able to provide the 

designer with as complete a statement as posssible of the 

users requirements before the design stage is reached. It 

was one of the first attempts to move away from a schedule of 

rooms which may pre-suppose a design solution, and instead 

record the activities which are intended to take place in the 

building. The Bulletin described standard data sheets and 

diagrams intended for use by all members of the design team. 

(Fig 22) These data sheets were assembled as a compact 

document in a form which enabled easy revision and the 

addition of other information as required. 

The sheets were divided into two sections. The left hand 

side described the activity and enumerated the people and 

things concerned and illustrated the various amounts of space 

required. The right hand side described the quality of the 
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List of Activities 
Exampl. tak.n from Army AIrcraft Workahop 

Prlmuy AotIvltiM 
,. Command of Workahop 
2. Administ.ring 
3. Technical Control 
4. Holding Technical Publications 
6. Supervising AIrcraft Servicing 
6. Parking Aircraft 
7. Aircraft Servicing 
8. Ground T .. ting Aircraft 
9. Painting Aircraft 
, O. Supervising E.I. & R. Servicing 
, , . Electrical Component Servicing 
12. Radio Equipmant S.rvicing 
13. Instrumant Servicing 
14. Battery Servicing 
16. Supervising Ancillary Servicing 
16. TVre. and Wheels Servicing 
, 7. Hvdraulic Equipment Servicing 
18. Engine Parts Servicing 
19. Spark Plugs Servicing 
20. Textiles Servicing 
21. Safety Equipment Servicing 
22. TranamilSions Sarvicing 
23. Arms Servicing 
24. Ground Equipment Servicing 
26. Sup.rvising RAOC Stom Section 
26. Controlling RAOC Stom 
27. Storing Spare Componentland Pam (RAOC) 
28. Storing Tools and Materials (REME) 
29. Loading and Unloading Stores 
30. Storing AIrcraft Full 

Sec:ond.ry AatlYItI .. 
Parking Privati Transport 
Personal Cleansing 
Changing Outer Clothes 
Refreshment 
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Activity Data Method: Example taken from Army Aircraft Workshop­
list of activities, and activity sheet describing Aircraft 
servicing. (Ministry of Public Building and Works, 1966) 
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space required for the activity. Contrary to present-day 

practice, where user input is involved in formulating 

activity data sheets, it was considered the responsibility of 

the designer to prepare the activity sheets. He entered 

details on the sheets after discussing user requirements with 

his client. 

The ADM was planned from the start to be capable of 

amendement to accommodate changing circumstances - rather 

contrary to the views of Green (1974). However, despite the 

innovative approach to the design of activity spaces, the 

method would appear to have had some shortcomings. At the 

time of publication the briefs prepared were for buildings to 

house organisations already in existence. These 

organisations had formalised structures which could be set 

out on charts and based on a good deal of management 

experience. This meant that a complete list could be made of 

all activities in the building and provided a basis for the 

activity space sheet required. Where a formal organisation 

did not exist, or where changes were required to be 

incorporated in the new building, an alternative method of 

listing activities was required. Suggestions were made as to 

how this might be tackled but no detailed solution was 

offered. 

Although the activity sheets gave a good deal of information 

to the designer there were some defiCiencies. Relationships 

of activities within the space were specified but little 
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information was provided on relationships between groups of 

activities, other spaces and operational aspects involving 

the total organisation. A link analysis chart (Fig 23) was 

available but appeared too complex to convey easily the 

nature and importance of such relationships. It was left 

entirely to the designer to accommodate the activities in a 

building in whatever variety and number of spaces he thought 

appropriate. The design solution which emerged may have 

proved satisfactory if the designer was experienced in that 

particular type of planning, but rather fragmented activity 

information could result in misunderstandings and abortive 

design work. The ADM also assumed that the nature and 

function of activities would remain constant and did not 

really easily accommodate changing circumstances. 

Department of Health and Social Security (DHSS) 

6.4 Co-ordinated use of Building Industrial Technology for 

Health Programmes (CUBITH) 

The activity data method being developed by the MOPBW 

eventually influenced feasibility studies on the possible use 

of activity data by the DHSS. But this work was preceeded by 

studies on CUBITH in the late 1960s, following a need for the 

construction of health buildings to be framed within a 

growing but saturated building industry. 
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Where there is more than one officer 
in activity 2.' each officer should be 
treated as a separate activity. for the 
purpose of this diagram. with links 
appropriate to the work done by each 
officer.'",,'. 
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LINK ANALYSIS 

vital links 
Important links 
aircraft tow(ld or 
paoplC2 (somC2tlmes 
light loads) 
trollC2Y atc. pu I lC2d 
machanlcal handltng 

road vC2hlcl<zs 

alrcraf: 
tak(loff & 
land' 

push(ld 
carrying 

by hand 
C2qulpman t 

Link analysis chart (Activity Data Method, Ministry of Public 
Building and Works, 1966) 
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In the 1960s the construction industries wer'e becoming 

overloaded with demands by industry and social public 

services (Radford, 1969). A number of reasons for this were 

promulgated: 

a declining site labour force, 

increase in unit cost as a result of further 

demand; quite the reverse to manufacturing industry 

where increases in unit production had resulted in 

a reduction of unit cost, 

the need to increase productivity to remain 

competitive. 

At that time it was recognised that the stock of knowledge on 

the construction of health buildings based on accumulated 

experience was considerable. Guidance of various sorts was 

becoming available and new ground had been broken in design 

concepts and constructional techniques by DHSS development 

projects. (Heathfield, 1967, Hospital Management, 1968); 

MOH, 1968, Hospital Management 1968). 

In the late 1960s it was thought that the development of a 

system of dimensional co-ordination in metric terms (Radford, 

1962) would lead within a decade to the mass production of 

co-ordinated components (Radford, 1963). The stock of 

knowledge on closed building systems was in the process of 
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being r'e-shaped so that the systems would be able to draw 

from a body of nationally agreed components. Progressive 

views were emerging on the planning and design of health 

buildings and research studies were beginning to exert an 

influence on building development. The client user began to 

come into prominence as an indispensible source of knowledge 

and experience for the production of design briefs. Modern 

management techniques were being introduced. There was an 

acknowledgement that in the future there would never be 

sufficient resources to provide for all demands by unique 

design solutions, even by using technical inovations or the 

use of some standards, eg departmental designs. Radford 

(1969) considered it important to fundamentally consolidate 

and shorten patterns of work in health building and utilise 

effectively the skills and expertise of all concerned for, 

'It requires no exacting knowledge to say that the 

present building process is anachronistic. There is no 

transaction procesn between the actions of each 

participant'. 

Radford's view (1969) was that the situation of an 

increasingly saturated building industry and the 

accommodation of a store of knowledge and experience demanded 

a review of existing operations. He considered that the means 

were available to do this from both within and without the 

building industry. 
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6.4.1 Dimensional Co-ordination and Inaustrial Building, 

Hospitals Design Notes (HDNs) 

The move to this point of view followed work started six 

years previously. In February 1963 the Ministry of Public 

Building and Works (MOPBW) issued a statement on Dimensional 

Co-ordination for Industrialised Building which set out 

recommended preferred increments related to dimensional 

requirements of housing, schools, hospitals and offices in 

the content of industralised methods of building (MOBBW, 

1963). This was followed a year later by the first of a 

series of Hospital Design Notes (HDNs) entitled Dimensional 

Co-ordination and Industralised Building (MOH, 1964). The 

Note was intended to provide an introduction to the 

application of industralised building techniques to hospital 

(and some types of local authority health and welfare) 

buildings. HDN No 1 discussed, 

a. the general principles affecting and the basic 

information required for, the design and construction of 

dimensionally co-ordinated buildings and components 

whether the latter are made on the site or factory 

produced; 

b. the recommendations to relate the use of 

traditional materials and the design of factory-made 

standard components in a system of dimensional co­

ordination; 
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c. the relevance to hospital building of the 

recommendations on the use of preferred increments 

published in February 1963, in the Ministry of Public 

Building and Works Statement DCI, "Dimensional Co­

ordination for Industrial Building"; 

d. the work of the (MOH) Study Groups which were 

examining the practical problems of applying the method 

to the hospital building programme. 

Although the emphasis in the HDN was on the technical aspects 

of industrial building it was recognised that there were 

associated requirements which needed to be considered to 

achieve satisfactory results. These were identified as, 

a. a clear brief on the functional requirements which 

the building is to satisfy; 

b. the use of preferred increments in the design of 

spaces and components; 

c. the selection of a technique to relate components 

to each other; 

d. the use of preferred dimensions in the design and 

production of ranges of dimensionally co-ordinated 

components and the variety reduction of all components; 
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e. administrative measures to ensure the effective use 

of these new techniques by architects; engineers, 

quantity surveyors and industry. 

The HDN gave detailed information as to how these 

requirements might be met, for example illustrations of 

dimensions, and component assembly (Fig 24) and planning 

grids (Fig 25). Of particular interest and directly relevant 

to this thesis was the reference to functional requirements 

and the two major considerations which needed to be borne in 

mind. These were, 

i. the functions which the end-product (the hospital 

or health building) is required to perform; and 

ii. the need to accommodate future changes in these 

functions even through the nature of these changes 

cannot be forseen with any precision? 

It was emphasised that the functional requirements for 

hospital buildings are reflected in the decisions taken at 

each stage of planning and building, particularly briefing 

and recognised the need to incorporate in the design the 

ability for changes in use of spaces within hospital 

buildings to accommodate the rapid and continuous changes 

which occur in medical and nursing practice. The HDN set out 

the extent to which this could be reflected in the actual 

design dependent on the solutions available to the following; 
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FIG 24 
Dimensional Co-ordination for Industrialised Building 
example of data component assembly (top); preferred 
vertical dimensions of the structure (bottom). (Ministry 
of Public Building and Works, 1963) 
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i. Study of user requirements, anthropometric data and 

the rationalisation of spaces; 

ii. Practicable design techniques, eg depth/length 

ratios; 

iii. Grouping of like user functions to allow for 

limited internal adjustment; 

iv. Standardisation of layout and extensive techniques 

for mechanical services; 

v. Provision for future lateral or vertical growth of 

parti-cular departments; 

vi. Assessment of probable trends, eg it is probable 

that over a period of years the demand for specialist 

diagnostic and treatment facilities will increase; 

vii. Design of components to achieve interchangeability 

when functions change. 

The Ministry of Health intended the series of Hospital Design 

Notes to encompass the wide range of user requirements and 

activities associated with the use of industralised building 

techniques. Taken together these were to give information on 

the layout of individual departments, and standard design 

techniques and methods of construction which were being 
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developed for use on all health building projects. The 

context was described as the CUBITH Programme - Co-ordinated 

use of Building Industrial Technology for Health Buildings. 

One such Hospital Design Note No 20 - 'Standardisation in 

Hospital Building: Briefing and Design' was never published 

and exists in draft form only. But this draft (MOH, 1968) 

did set out the principles of using CUBITH which were carried 

through in other documents into development of the programme. 

The document emphasised that whenever possible standard 

briefing and design material should be used since, 

it has become increasingly clear that an undue 

amount of time is being spent by the staffs of Hospital 

Boards and consultant designers in developin& each 

project as though it were unique. Although inevitably 

hospitals vary, the great majority have certain featur'es 

which are common, such as inpatient and outpatient 

accommodation, diagnostic and treatment facilities, and 

operating departments. Very often these sections or 

departments are designed as complete entities which are 

then fitted into the development plan for the whole 

hospital. Sometimes they are designed as additions or 

extensions to or replacements of existing departments. 

Some Hospital Boards have already evolved standard 

designs for a number of these departments for use in 

their regions and to that extent there has been some 

saving of time. There is a need however, for the 

139 



central supply of material for standard hospital 

departments incorporating wherever possible the work 

done in the regions.' 

Draft HDN No 20 described the form in which information would 

be provided in the design notes for each department 

including, 

a. operational policies 

b. schedules of accommodation 

c. architectural and engineering design sheets 

d. a cost plan 

e. an equipment list 

f. study considerations 

g. production plan. 

The full production material which the MOH envisaged being 

available consisted of, 

a. Standard material - intended for use in any health 

building project as well as being used for the brief and 

design material for all standard projects, 
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b. Project or department material. 

This comprises all the details for a particular 

department using standard methodology and material, all 

project drawings, cost plan and bills of quantities. 

In addition to Hospital Building Notes (page5~ ) the then 

Ministry of Health (MOH) during the late 1960s issued a 

number of guidance documents associated with the development 

of industrial hospital building. One of these, Hospital 

Design Note No 3, described studies by a MOH Architectural 

group which examined the availability of standard ranges of 

components all co-ordinated dimensionally and which would fit 

into any health building designed on the national pattern of 

preferred dimensions. 

6.4.2 Health Building Production Systems 

Subsequently the Department of Health and Social Security 

(DHSS, 1970) commissioned a computer programming consultant 

to study the application of Automatic Data Processing (ADP) 

techniques to the CUBITH system and his report identified 

further the objectives of the system and set out the various 

sub systems. In that report the main objective of the CUBITH 

system was defined as being, 
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to ensure that optimum design and construction 

techniques are applied to future Health and Welfare 

building, within an environment of contracted cost and 

time scale'. 

It was considered that this could only be achieved by the 

application of standardised techniques, ie the gathering 

together of existing skills and expertise and the provision 

of easy access to this data to aid decision making. The 

report suggested that there was considerable scope for the 

automation of procedures which were both time consuming and 

expensive; for many day-to-day decisions could be facilitated 

by setting up a Management Information System which would 

evaluate possible choices according to set rules laid down in 

the light of experience with previous schemes. 

The report acknowledged that the production system for Health 

Building schemes is divided into six separate sub systems; 

Brief, Design, Production Documentation, Construction, 

Commissioning and Evaluation. It was suggested (DHSS, 1970) 

that these six sub-systems were mainly time orientated and 

that it was preferable to consider the total CUBITH system 

as, 

a continuous whole from which groups of related 

tasks or procedures can be selected for discussion in 

turn. For example, the procedures dealing with the 
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requirements, ordering, installation and evaluation of 

equipment cut across the six CUBITH sub-systems and can 

be said to form a sub-system on their own'. 

These all embracing procedural sub-systems (Appendix 3) were 

identified as: 

1. The Hospital Building Programme 

2. Project Team Activities 

3. Determination of Project Requirements 

4. The Development Control Plan 

5. Activity Data 

6. Equipment 

7. Staffing 

8. Cost analysis 

9. Design development 

10. Production drawings 

11. Engineering 
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12. Scheduling and component selection 

13. Tender action and contracts 

14. Construction 

15. Services to the construction industry 

16. Maintenance documentation 

17. Commissioning team activities 

18. Data base management 

19. Project file 

20. The on-line enquiry system. 

Virtually none of these procedural sub-systems could be con­

sidered as being self contained and the report suggested that 

each should be developed within the framework of the total 

system. Flow charts indicated the procedures to be adopted 

in relationship to ADP methods, eg the processing of activity 

data (Appendix 4). The briefing procedures outlined such 

factors as the composition of the project team, assessment of 

need, determining functional requirements, disposition of 

facilities on a selected site, the use of activity data, 

selection of equipment and identification of broad staffing 

requirements for the project. 
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All these activities were seen as part of a common data base 

with ready access for control and decision making throughout 

a project. As a result of this and other factors, studies 

proceeded on the development of a standardised approach in 

hospital design. No purpose would be served in untangling 

the chronological order of the development of the various 

aspects which contributed to ADP and standardised hospital 

design. In fact development of the various components 

proceeded often in parallel and during this process the order 

of precedence altered as the studies proceeded. 

6.4.3 The Harness System 

Most of the actual project design effort was directed towards 

the Harness project, a logical development of the principles 

promulgated by CUBITH, which orginated in 1968 following a 

suggestion by Regional Hospital Board Secretaries, that the 

DHSS should co-ordinate the standardisation of planning 

activities among the Boards. Webber and Moss recorded this 

in 1973 when they described the main aims of the Harness 

programme as being, 

'1. To achieve a large measure of standardisation in 

future hospital buildings so that the limited resources 

of skilled planners and designers can be concentrated 

more on the early stages of planning, and later on 

evaluation, and in doing so, 
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2. to avoid stereotyped hospitals by providing a choice 

of sizes of departments and flexibility in assembling 

them. 

3. To reduce the briefing and design period for a 

project and thus ensure that the hospital is as up-to­

date as possible when it is opened. 

4. To provide up-to-date guidance.' 

The title 'Harness' applied to a method of designing and 

building hospitals took its name from the wiring system of a 

car to which all the electrical components are connected. In 

a Harness hospital it was intended that all departments would 

be assembled round a main corridor, known as the 'Harness 

zone', through which people, supplies and energy would pass. 

After considerable research, the vehicle chosen was a 

universal building block of 16 metres square from which 

departmental deSigns could be built by using a series of 

blocks assembled according to a set of rules to accommodate 

the functional content (Fig 26) (Webber and Moss, 1973, DHSS, 

1972, 1974). This enabled the design of standard departments 

in such a way that they were capable of being linked together 

to form a unique hospital development out of standard parts, 

in response to local requirements of both functions and 

siting. 
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The relevance of Harness to this work is in particular the 

studies which have led to the use of ADP techniques in the 

briefing and design of health buildings. CUbITH sawall 

aspects of the process capable of being achieved through the 

application of ADP techniques. In the event some parts of 

the system have become freely available to health authorities 

in the form of computer packages, principally for development 

control planning, engineering systems, costing, equipping and 

other technical aspects. Much of this material was refined 

in association with the latest DHSS 'Nucleus' hospital 

projects subsequent to Harness being developed (DHSS, 19762). 

In spite of all the systems development which took place, it 

seems remarkable that the briefing area remained relatively 

untouched. Some parts of what was originally the Cubith 

system have not been developed completely, indeed on the 

briefing front the main achievement has been the production 

of activity data material which still requires the prior 

formulation of operational policies as a basis for the 

selection of appropriate activity spaces. Although the 

'Harness' and subsequently 'Nucleus' projects have utilised 

common formats for preparing the briefs for individual 

departments which led in turn to the selection of activity 

data, they could not be described accurately as briefing 

methods. This was because the techniques used for the 

consideration of options and compilation of the briefs were 

left to the methodologies devised by individual planning 

teams. This activity data has now been developed into a com­

prehensive data base, which differs from the original ADM of 
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the MOPHW in that the DHSS method provides neutral data which 

can be used for a variety of different operational 

requirements. At present, however, the method remains a 

manual system and only recently has work begun on possible 

automation. 

6.4.4 DHSS Activity Data 

The present Activlty Data Base (DHSS, 1916, 1980) originates 

from the Activlty Space Data Sheets developed for 'Harness' 

Hospital Projects (Moss, 1975). The system consists of 

Activity Space Data Sheets ('A' sheets) and Activity Unit 

data sheets ('B' sheets). The 'A' sheets give information on 

space use (Activity) equipment and environment (heat, light 

sound) (Fig 27). The 'B' sheets give details such as 

dimensions and servicing on specific items or groups of 

equipment. (Fig 28). Each 'A' and 'B' sheet is separately 

coded and accessible from an index which lists activity 

space/room types under broad functional headings or major 

character-istics of the activity unit required. Taken 

together, all the various 'A' sheets, 'B' sheets and index 

form a bank of information referred to collectively as the 

Activity Data Base (ADB). 

During the briefing stage of a project and following the 

preparation of operational policies and a schedule of 

activity spaces (traditionally a schedule of accommodation), 

the A and B sheets are selected from an index and extracted 
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ISSUE RELATED TO NEW HBN'I A 

ADB ACTIVITY SPACE DATA SHEET C0103 

OIlIOIN DHSS 
DATE JUNO 1979 

NOJICT CODE 

ACTIvm SMeI NAM! CONSUL TING, GENERAL 

ACTIVITY 1 ASSESSMENT x-ray illuminator double, wall mounted A27AB 

UNIT 1 ADMINISTRATION desk, single pedestal with chair 

HLICnON 
and socket outlet BI4AO 

1 TOILET handrinse basin B27EB 

1 HOO K hat and coot, twa C03CB 

2 CHAIR upright stacking C04CA 

1 TRe LlEY dressing/instrument C31CI 

-

FUNCTIONAL DESIGN REQUIREMENTS 

FACI LlTlES needed for the following activities 

i) A patient who may arrive on foot, in a wheel chair, or occasionally on a 
stretcher/patient trolley, to be confidentially interviewed prior to examination 
if required, in adjacent examination roorn. 

ii) Hondwashing. 

iii) Viewing )(..ray films. 

iv) Desk work. 

v) Disposal of soiled dressings and soiled paper .towels, 

PERSONNEL 

I stoff and 3 others 
All do~ 

ADDITIONAL EQUIPMENT OR ENGINEERING TERMINALS not ",soo, .. 0<1 W'lh •• poe,l,e ocU.,IV un'l 

Track, window curtain 

PLANNING RELATIONSHIP 

Direct communication with 1 -or 2 examination spaces 

c c.o- eort< .... .-0 ~1I.Coe ........ 

A 

TECHNICAL DESIGN DATA C0103 

SPACE REQUIREMENTS 
SPACE LOCATION 

PERIPHERAL INTERNAL 
NOTES 

Air temptt'ature Wune, 18~C 

'" Au c~"'" Nitur.1 Of med"nlcal NAT 
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Aile"'",," Ral. " nwc~nlcal Z -o --.. -
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a . 

Z I "I'''' .u""d." 
Summer a .... _ 

U ..a:1X' Au hum.d.ty Winter 
.l: _ou ;;: ~~J A" ,.,,, ...... 

.. 0: 
1'~I.II\Ie 10 ildlo,n,ng SOIe.1 .." U A" p,"sure 

J lll~hlll''9 ",'en'l"y o.n"iJl 300 lux at desk 
L.Qf"'ng ,nl~'ly N,gh' -

~I l,Qt!hnq ,nt~lty Loa' -1-' 
Grode B H xl L,q"hnq ,nle'"'ty Emergency 

,,~ --

~II* (il,lft" 'n\'k. 

Cnlour f.l'ltlr"PlU COLOUR C ORRECTED 
0 ,., 

~! 
M;u",rum .Kcrn.tll,. hOI ~url<tCP tempelatUle . 82

V
C SOUC 

M.i",moJ.11 ,JOf'P'lt·\lIC hn! "","uer supply temperatur, 6I)°C 43°C 0 

I Aco:!"Ol"hh·lf'vc: nf n(.Il\t:' "om outside 

~ I~''-""""'t.'; .. ""~nd , ... , w,th.n "'K' 5OdB(A) 
0,' i o ISRUPTlIIE V Z I' * I O,'u.rlln,Qn 0' "0.'" which cannot be> tole,attd IMth,n spac. 

~ 01 I _~ acc~~II.,le '~"" Ie"''' an he e.Cffded 10% 

NOTE 
A~o'~I" (.I)I"\lf~' nf thpw condlt.o", unnOI be att ... ned e.c,," by the UN of COItly lAd comole_ ~I", IYl1em1. 

* 
\(""J'" ,huu.d "nlv 1M! put .lqol'fI\I :he-s", o:ond.,.oo' """"IP they .... ,"wnt'" to room 'unctlon at 01""'"' ,n..,., In 

.K.c,)r.I""l..fI With Uo'1Joif.ln.nldl G ... ,dclf"lc,,, 

DESIGN CHARACTER 

INTfH'.J,L FINISHES WALLS FLOOR CE'L'NG 
f--------

GRAUE 5 3/6 5 ---- .--
St~rACf ;~f~LfCTIV1n 

UOOHS Patient/stretcher trolley access, 

IRONMONGEFPr 

WINDOWS Clear, solar control, privacy control. 

INTE~NAL GLAZING ANO 

METHOD OF OBSCURING 
N/A 

HATCH N/A 



FIG 2t) 

ISSUE RELATED TO NEW HBN', B 

ADB ACTIVITT UNIT DATA SHEET 827£8 

OIIGIN D.H.S .S. DATI NOV 1979 
ACTIVITY UNIT I TO ILET : Handrinse basin work area PIOJICT CoDE 

Tml 

Activities: . Handri nse faci lit i es for use in a work area 

r+-r \1:1 - +-~+-r4~4-~-+~ ~+-+-+--I--+--+--t--i-t--t--t--, r-~ -
-ll 

Group 

1 

2 
2 

3 

Item 

Basin, small 

!-'l-,/'RF\--+--+--+--+-+-+-+- _.+-+-+--+---1 
~"""""7 ' 

-+--+-+r+~-;---1Ru~·-----t--+-+-1--+--+--+--t--i--r---1 

~_t_i_._,-. -- '-r-+--+--+'-+-+--il---I 
I 

Oty Size R.f. No. 

1 
Top, mixer sproy, deck mounted, lever action 1 

I 

Dispenser, paper towel, BS 1439 1 
Dispenser, soop 1 TCH 600 

Holder, sock, medium, freestanding 1 TEL 510 

C:O-_ 1ft Conf_ 

Department of Health and Social Security Activity Data Base: 
example of 'B' Sheet, TOILET:Handrinse basin. (DHSS,1779) 
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from the activity data bank, and entered into the design 

brief as basic data. In some instances ther'e will not be a 

suitable 'A' sheet in the bank, in which case the planning 

team prepare a new 'At sheet and select the appropriate 'Bt 

sheets to provide the functional requirements of that 

particular activity. In other instances some modification to 

a bank 'A' sheet may be all that is required. 

These A and B sheets do not describe design solutions but 

their purpose as stated by the DHSS (1980) is to, 

make the indentification of design requirements by 

the planning/design team and the subsequent 

interpretation of these design requirements less time 

consuming, more accurate, more reliable, and more 

consistent with general practice and current guidance. 

It has to be emphasised that the plan-ing/design team 

still carries the responsibility for ensuring that the 

requirements shown or implied in the data sheets accord 

with the operational policy' 

Cost and area constraints have to be kept in mind by the 

planning team when identifying requirements by thu selection 

or preparation of A and B sheets. The full effect of these 

are not apparent until the design stage which may result in 

some revision of requirements. When all the A and B sheets 

have been selected or prepared for each activity space, they 
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are normally put together in a departmental set which is 

attached to, and completes the design brief which comprises, 

a. a statement of function content and current cost and 

area limits, 

b. an operational policy, including a schedule of 

activity spaces, 

c. a set of A and B sheets. 

Activity Data is now used by the DHSS as a basis of detailed 

design and cost guidance for the new series of Health 

Building Notes (HBNs) currently being issued. Each HBN 

contains a list of ADB sheets related to the department 

concerned. The ADB material is used by the DHSS for work on 

exemplar design solutions on which reasonable economic cost 

allowances can be based, taking into consideration present 

practice. It is considered that in broad terms this basis of 

costing will permit a project team to consider solutions 

which embody some changes in practice. 

The DHSS has considerable confidence in the ADB method and 

suggests (DHSS, 1980) that if it is widely used the 'A' and 

'B' sheets will, 

make a significant contribution to: 
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a. better health building design by providing 

greater facility for -

i. the accurate identification of detailed 

design requirements at the briefing stage in a 

form which can be readily translated into 

design layouts, 

ii. the identification and examination of 

design options at the design stage, 

iii. the recording of data for commissioning 

and evaluation, 

iv. consistent standards of provision. 

b. greater efficiency and economy in the use of 

source professional and technical recources 

particularly at the briefing and design stages by -

i. reducing the man hours required for each 

stage, 

ii. reducing the possibility of changes in 

decision (or failure to make a decision) at one 

stage in the project process, giving rise to 

disruption and abortive work in subsequent 

stages. 
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Many health authorities now utilise the DHSS activity data 

both as an input to the brief in projects such as Nucleus 

hospitals or non-standard hospitals and departments,and also 

when planning smaller upgrading schemes for eXisting 

buildings. But the DHSS method by itself provides a vehicle 

for expressing user requirements only at activity space 

level. It is regarded as complimentary to other guidance 

such as Health Building Notes, Equipment Notes and Technical 

Memoranda together with National and Regional Health 

Authority policies. In order to select appropriate activity 

data, it is necessary to formulate clearly defined 

operational policies such as to provide the bridge between 

the overall broadly defined functional content of the 

building scheme and the specific user activity space 

requirements. The method of achieving this by means of a 

logical systematic approach is the important gap in the 

system which Part 3 of this work will attempt to fill. 

Australia 

6.6 An action sequence for Health Facility Planning 

In 1976 the Department of Construction of the Commonwealth 

Government of Australia acquired a set of DHSS Activity Data 

sheets. At a meeting of State Government representatives in 

Melbourne that year, a preliminary report was considered 

(HFSB,1976) on Planning and Information Systems for Health 

facilities prepared by the Hospital Facilities Services 
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Branch (HFSB) of the Department of Construction. To further 

the development of these systems it was agreed at the meeting 

that studies would be undertaken of the DHSS Activity Data to 

determine its possible use in Australia. The objectives 

of the studies were stated at this meeting (HFSB, 1916) to 

be, 

'- To fully test the viability of the British Activity 

Data sheet as a vehicle for tranference of information 

during briefing (at room level). 

To determine the extent of adaptation necessary to 

align the British data with Australian custom and 

practice. 

To determine the amount of commonality between the 

various Australian authorities at activity space 

activity unit levels.' 

Twelve projects, at an appropriate stage of planning for 

inclusion in the studies, were subsequently selected and 

nominated at 

States. 

meetings held in each of the Australian 

The HFSB found that DHSS Activity Space Data at room level 

provided an acceptable basis for the development of material 

suitable for application in Australia. Some adaptation was 

necessary, however, for example in one Australian scheme a 
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total of 82 'A' sheets was used, 61 of these being DHSS 

sheets, of which 55 required some change, the l~emaining 21 

being created specifically for the project. (Figs 29 and 

30) • 

In terms of data required at room level the development of 

Australian Activity Space sheets created a similar facility 

to that offered by the DHSS Activity Data. It was decided 

that the link between the broadly defined functional content 

of building schemes and room data would be achieved by 

recognising more levels of activity into which the 

information can be packaged, ie whole facility, departmental, 

activity group, activity space and activity unit. This 

approach; giving an example of a whole facility, data sheet 

is illustrated in Fig 31. 

This concept of packages of data from whole facility level 

down to activity unit level appears attractive in its 

simplicity, because it offers the possibility of capturing 

'chunks' of structured data on to data sheets (or the like) 

which can be coded, and thus offer facility for both manual 

and computer handling. What it cannot do however, is to cope 

with the variety of opinions at the various levels which from 

the British point of view need to be considered in whole 

hospital planning, eg particular policies. This observation 

was made in an assessment of the proposed Australian method 

in an internal minute at the DHSS (Brigden, 1~77) which 

stated, 
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OE.PAR.TMUH Of 
CONSTRUCTION SP.\C E DATA s 
PROJE.CT C.v:~3::::-I:u. HOSrI:'AL ~ I.f Code 

-------------------------+-r~~--
D f ~ ART M E..N T "c: ;:!)~~. ;Jli> !X;~(;:.::;y 

ACTIVITY SPACE. NAME. 

Dirty Utility 

ROO~1 HO' 
(i! .. bbl.,) ... 

1 • ..., 
_,I. 

1. Storae;e of workinl su",!'li.·s of b"d?·inr., uri~:lls, vc:~it !lowls .. r.d 
sputum containers. 

2. Prep~r~tion of above ite~~ for distrihuti~~ to r~ti~nt~. 

3. Settinr;-up !lpeCilllen.'l of urin~ etc. for e)(~'::1in:ltior:, t!:sting and/or 
laboratory investi~~ions. 

It. H"llSurino: urine volumes, te!;ti!:(, 5peci~e!"_" recor :i!:.- res:.lts ilnd 
di~!,o~in:~ of tested r:ut~ri:ll. 

5. i>isro~inr. of content~ of dr~inurre !lottles anj cle~nir.f e~pty bot~le5. 

6. Cleansing tra1s, up to :} trolleys an! oth~r eGui;:r.:er.~ u-ec in clinic·,l 
procedurr.s 

7. Teo::por'p"'Y holdinr: of 1111 r:o.at.,rials re'1'lirinn: :iir.pos:ll or re-proceO'",i::.; 
e.~. ~~D returns, dressinr, linen etc. 

8. nandwashine;. 

PE::lSONNEt. Up to , atatr. 

ACTIVITY SPACE. ~£.t.ATlONsuIPS _.t\-, ."jO'";'" 0" c:.o ..... pl; ..... c ...... ,,'i .!> .. c.~. 
----..... D.",t. 
- - ---t '"aI., ..... 

. . 
Central position ~ith ~ & ~ area with di~ect accens to loth 
the Cnsualty treat::1ent area anct ~~err;~r.cy Resuscitation area. 

Easily accensible fro~ O.P.D. 

I" -. 

--~-------------------------------------------------

AC'TlVITY 
L,;N;T 

S~~~C~ION 

-,~ .... , 
- - -.. I ..... , 

.; •. ~\J ~ .• · ..... ,.::.tL 

TI:..CHNICAL 

AI'rcondrhon;n~ 
Vcz....,fjlaf,on 
Alt- Filtrotlon 
~\-"1u-sf AI, 
SFce Pr~oSu"cz., 

W",f,,,t" 

DES1QN DATA 

S o.o~ 

os /01 

~ lOS 
S 107 

M.a.c\,'c:.al Ca.;e-; 

~COM OE.S1Ct·l CHARACTE.~ 

'.'J,;·,d ow ... 

FIG 29 

Cla~ A ~~_, 
~ '10 . ., III c::al~o ~'1 :3 f"'Oo'\CZ"i , 

Australian Briefing Method: Example of an Activity Data Sheet 
(Hospital Facilities Service Branch, Victoria, Australia,1976) 
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DEPARTMENT of ACTIVITY DATA BASE U CONSTRUCTION UNIT DATA SHEET 

ACTIVITY UN 11 DISPOSAL BED PAN 5ANITi51NG H IF CODE 

I 

activi ties: Faci lity for flushin g. sanitising and 
2 

holding of 3 
bed panSJ Urinal bottles and other ut enSlls. 

4-
S HP 6 

b OH 

I 
~ ~ rL+ I .... 

1 I' iY IL I , 

IL L.I r -, "'1.~ 1"-" 
It !u L W ~ !L W ! 1'1 I 

L-- f0- r 1 ~\ (((J' 
, '-'- r-' 

F--f"'! 
I I P I I I 

I I seclt i dn 

fmj, - - .. 1- _ /T,ItM1 
I 

- - I '.k ILJ...J I I . _. 
I 

I 

equipment 
group Item puanllt size not es 

1 bed p.)r. Silnlt:ser, bUilt In or caomet type , 1"70.X 56C 
,'( L.~O mm 

bed pan an d ur i nal bottle rack . 1 10COX SOO".,., 

sink stainless sl eel, laps, wall mounted, 

el bow action, h or c 1 1200 X 600mrr 

dispenser, soap 1 

2 dispens:!f J pape r towel , 
3 trolley, soi led linen 

services 
st eam 
cold water 
hot wilt er 
flu s h e'r II n e 
'soil wilste 
'lent 
electrical 

FIG 30 

The Australian Briefing Method: Example of a 'B' Sheet.(Hospital 
Facilities Service Branch, Victoria, Australia, 1976) 
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. ~~: 

AC-r ... ":TY ::. .... ":'"4 t..4:.£ 
WI-OL£ FJ.CI!"~ DATA r. __ "",=, F 

'. I I l 
,,--," I I .. ! I 
4-. 1 , II , lOCI I l . ~ 

. , . 

- -

Oi'.::ANISATIONAL. PCUCI£5a (c-ol,) 
.. 

.. tIUCO.~ CA1£ ...... : .... V. 

r...a.iTy ' . 

N_ -
t· ., 

-'Sf"-

-

I L" Australian Briefing Method: Example of Whole Facility Data Sheet 
(Hospital Facilities Service Branch, Victoria, Australia, 1976) 
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'The narrative aspect of the Australian documents (even 

though I recognised there would be data sheets similar 

to samples of those attached), led me to regard the data 

as guidance rather than a specific selection of all 

options which should be considered when generating the 

brief. For example, in one section there is an 

instruction to determine the operative policies of each 

department using the principles established in 1.1.3(d) 

(Fig 3~). However, although examples of content are 

given, the full range of options to be considered are 

not spelled out as we would wish.' 

Since 1911 the Australian method has been developed further, 

for example the data on the 'A' and 'B' sheets has been 

transferred to a range of sheets, one sheet being exclusively 

designed for the user, excluding building professional 

considerations. In the extension to various levels of 

consideration above activity spaces, the concept of 

departments has been dropped in favour of a concept of 

services to be considered at two levels. However, the 

approach remains wedded to data sheets for each level and 

does not appear to encourage the user (preparing 

contributions to the brief) to consider most of the known 

options, and does not offer the facility to add his own where 

appropriate. In short, it ensures that no new ground will be 

broken. 
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(f) 

POlicies related to transport, communications 
supply and disposal, etc. between the facility 
and related services external to the site. 

Refine and expand each servioe prOV1S1on foll 
whole facility relationship, management ~rganisaticnaJ. 
decisions. 

e.g. 

lber of outpatient visits .projected 

(g) SUl)lllr1Clse and co-ordinate all decisions to oonfirm the 
¢=Ovisions necessary to satisfy the intention and soope 
of the facility services. 

Dete:nnine the departments, or organisational unita, to be 
established within the facility 

(a) List, noUonaliy,--the de~~nts (see Appendix A) 
required to satisfy the provision statement. 

(Nate: These are organisational. units only and will 
nat necessarily have a signifioant space allooa.tim, 
e.g. the housekeeping department ~ only have small 
oleanera rooms soattered throughout the facility.) 

(b) Determine the major fUnctions of each department. 

e.g. General Acute Nursing Department: 

24 hour nursing care of patients. 

Treatment of patients. 

Patient accommodation needs • 

X-r~ Department: 

Taking of X-rays. 

Reporting of X-ray findings. 

Catering Department: 

Cooking and serving of meals. 

(Preparation will not be done as food will 
arrive ready to cook). 

(Note: Ensure at this point that all services required 
are provided for.) 

(0) 

(d) 

(e) 

(f) 

DetSl'llline the organisational relationships between 
departments and the general enviroomental requirements 
of each department. 

e.g. Desoribe the organisational. lilllal bet~, .. an the 
Nursing Educatim Department and the General 
Aoute Nursing Department, between the X-~ 
Department and the Operating Department, eto. 

OUtline speoial air oonditioning requirements 
of the Operating Theatre Department. 

OUtline the IIIaD8geIIIeI1t and organisaticmal prinoiples 
of each department. 

e.g. With reference to 1.1.2 (e), develop IIIIID&geIIISnt 
and organisational. statements for each department, 
including whether they are to be centralised or 
dispersed organisations, i.e. housekeeping will 
generally be a dispersed department, the Operating 
Theatre Department will be oentralised but have 
an outpost in the Accident and Emergency Department. 

Detem1ne the workload on each department. 

e.g. From needs analyses determine the number of 
hnotional units (see Appendix A) required for 
each department. 

SUIIIII&l"ille and oo-ordinate all deciSions regarding 
departments in order to oonfirm or modify the department 
list oompiled in (a) above. 

1.1.4 Consider the inte:r-actions occurring in the facility and 
establish, in prinoiple, Systems to expedite them 

(a) 

(b) 

Define the types of inte:r-action whioh ooeur, both 
between parts of the facility and between the facility 
and services external to the site. 

e.g. The flov of stores, equipnent, people, vehioles. 
COlll!lW1ioations in the form of telephone, IDILil, 
oomputer displ~. 
aJilding servioes suoh as power, disposal systems, 
vater, air oonditioning, piped gas. 

Establish prinoiples and polioies for the systems to be 
adopted. 

e.g. Segregation of people and goods. 
Labour or equipment intensive systems. 



South Africa 

6.1 Briefing and Design Guides 

The National Building Research Institute, Pretoria (NBRI) is 

developing a format for a new series of briefing and design 

guides for health care facilities in South Africa. In the 

Preface of the first document in the series which provided 

data for Nurses Residences, the objectives of devloping the 

new format (NBR1, 1980) were stated as being, 

firstly the rationalisation and simplification of 

the planning process, by the structuring of a logical 

sequence to be followed through the project from initial 

planning decisions regarding the number of residents and 

type of accommodation required, to design information on 

the individual spaces within the residence, and 

secondly, the development of an address system to 

enable ease of reference and the rapid retrieval of data 

stored.' 

The original intention was that the briefing and design 

guides would be used as a checklist of items that should be 

included in the design brief for a normal building project, 

and that a planner would write an original set of designers 

instructions using the checklist as a basis. However, it was 

considered that planners did not have enough time to write a 

comprehensive brief for every unique building project; what 
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they wanted was a standard set of instructions which they 

could hand to design consultants. Theirs was the view that it 

was not possible to formulate such standard data which could 

be generally applied, and therefore for each building or 

department type a set of two documents would be provided to 

cover every situation. 

The set of two documents produced by the NBR1 consisted of a 

Standard Design Guide which contained standard planning, 

design and building data related to the specific buildingl 

department/space; and a Briefing Guide which comprised a 

checklist of questions requiring unique decisions, and where 

available, alternatives or data which would aid decision­

making. The preface of the document (NBRI, 1980) stated 

that, 

'The planner will use the briefing guide to aid the com­

pilation of a Schedule of Requirements ~hich will 

describe the unique requirements of his project. On 

completion this would be forwarded to the Works 

Department who may want to add their specific project 

requirements before handing both the Schedule of 

Requirements and the Briefing Guide - which combines in 

a new form the Designers Instructions - to the design 

consultants.' 

It was intended that the documents would be stored in 

computer form to enable easy revision and the rapid addition 
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of new, or the exclusion of old data. For example it was 

thought that if a standard solution was found as a result of 

using the Briefing Guide, then this could be transferred to 

the Standard Guide and the organisational problem set out in 

the Briefing Guide would be omitted in subsequent revisions. 

The NBRI were of the view that much building data not 

included in the documents might in due course, be usefully 

added to the Standard Design Guide, as and when the 

information became available. It was suggested (NBRI, 1980) 

for example that, 

new data could include standard finishes, door 

furniture, fire fighting equipment etc. The documents 

have been structured to admit new data at an appropriate 

address where reference and retrieval can easily be 

made.' 

The structures of the two documents are described as 

compatible with each other so that decisions made in the 

Briefing Guide can be directly related to guidance in the 

Design Guide. For example Figure 33 illustrates the way in 

which the narrative in the Design Guide is translated into 

decisions. The examples given show the sort of 

organisational information which the user needs to provide as 

part of the brief. But, before these organisational aspects 

are fully explained, the briefing guide launches into the 

consideration of design data and area cost guides (Fig 34). 

Immediately after this engineers data is given prominence 

followed by activity and accommodation requirements (Fig 35). 
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VI 11111 
VI 

Pl1? 

!l111 

!1?I , 

1"lIlrOSE 01' THE RESIDE'Ir:E 

5tate whether th~ Resi~~nce r9q~ir~1 is for a hospitll, nurs~s' 
trlinin~ collele or hoth. 

OES:RIP~I~~ 01' THE RESIDE1TS 
List vhich ~f the follovin~ c~teg~ries of hospital and 
resi~ence st~ff reJuire aceoa~oiltion. Th~ nu~bers ~f resident 
hospital staff viII be shown unier f~31 vhile rBs11~nce staff 
~ill be f~lly covered unier (O~'. 

student nursps 
S~uicnt oara.edieals 
OIJal i Ued nursl'!s 
)ullifie1 plrlae~iclls 
Hsters 
'atrons 
Re~i1ence staff -

Hf)usekeeners 
Roae sister/varden 
Oo~estl.C'!!' 

,)ther 

R05prT~L/C0LLR1E I'A:TLITI~S ~V~IL'RLE ro THE RESIO!1:r 

're anv of the folloving f~cilit1es 1n ~~1stance at the 
hospitall =olleqe and available f~r use bv the res11ents or 
will it suit lOCll reluire.ents better Lf anY of the3e 
fl=iliti~s ~r~ pr~v1del ~t thP. h~3pltal'=olleq~ fn~v or 
~~istinal r~th~r thin ~t the ~c51Ien~p.? 'ny flCility consljp.~e~ 
sh,uld hc b~th 11=qe eno~gh to .eet the !i1itionll loal (If 
In,' and 10cat3d for convenip.~t uSP. by the rp.li1en~~. 

'uJti-puro~SD hill 
;oorts fac!lities 
<>il'linq 
I{itr.hen 
'torp.s 
'ai~tenanc~ Qnit 
Livil'lq-out 1oa2stic staff chlnoe/1ininl facl11tip.5 
Livinq-in doaestic staff re~ilp.nt1al t~=ilitlns 
't~~r (sopcifYl 

rT?! ~P ~CCO~~,)~_TI)~ T) 8~ PR~~IO~D POR DIFFERENT RESIDENTS 

!he follovina \rp. th~ p,lieies or, posed by the Provinces. St!te 
~hi:h sitisfi!s t~e needs ~f this proiect or 1escrlbe the 
oarticul~r req~ire.ents for this project. 
:'P~ PR0VI"CE 
;enerallv ~ccoa~oiatio~ ~or 111 3t~lent nurse~ vill ne pr,vLied 
in sinale stuiT bed~oo.s. In s~.e cases a nroportlon of thiS 

~~~SE~' R~STnEH:! IIR1.000.000 l'~~p. 11 
------------------------------------------------------------

!""3) , 

l=='m~O~ltion alV he providp.~ in q ~r 6 bed dormitories. ~o 
10uble r~'.s viII ~e orovidei. Jualified st~ff viII be h~used 
in sino Ie bei-sittina- rory~s ~~d aatrons ~nd lady vardens in 
either bn~ or tva be1roomed fl~t5. 

JR~"GE FREE ST'TS 
5tuient nurses vill be ace~a~~dated in either double or sln31e 
to)as. .0 doraitories viII be orovi~e1. Qualif1e1 nurSes vlll 
be housed in either sinqle or'bed-sittin1 rooms. 'atr~ns and 
lair vardens aif be h~used i~ either bachelor, one or tvo 
bedrooBed flats. 

TRUSVI\H 
5talent nur~p.s will be icc~mm)~ated in either dOUble or s1nale 
3ta df bedrooms. "0 d~rmitories. Qualif1ed norses viII -be 
sceo •• odited in sir.~le or bed-sitting rryoms. 10 Per cent of the 
rools f~r qUllifiei norse!!' are t) have en-SUite bathrooms. 
'Iatrons and ladf v~r"'ens (ho~e sisterl H'e to have ~oe 
bedronmei flits vith a combi~ed 1iningl livino roo~. 'atrons 1n 
=harge of small hospitals ar~ to have 1 one beiroo~ert fllt vith 
seplrate dining and living =oo.s vhile a m!tron in charle ~f a 
1arqe hosp1tal 1s to havp a Similar but tV) be1roo.ed fl~t. 
'here the hospital =onc~rne1 is a tr~in1nq hospit11, the aatron 
in char?e is to have a stu1y in a11!tion to th2 flat type 
:ies=ribed above. 

~O'3ER ~F RE~IDEnTS TO R~ ~cco~~nD~TED 

rh3 nuaber of r~siient3 at a nurses' reslde~ce a1' be derived 
fr,m the nuaber of hospital beds by usin~ the follovLn~ formula 
fin use in the ~r!r.~e Pree qt~tpl: 

1. ~otll nu~b~r ~f nursing an1 para~ed1c~1 staff at the 
hosoital fAI = 1,2 ~ hospital beds. 

2. Thes~ nurS2S =a~ be ~roupp.d loto the follo~ing categor1es 
and proportions: 
7..1 Student nu~!!'es - QO~ ~ ~ 
2.2 OU1l1fied Dors~s - ~O' t ~ 
2.1 ~~ra.edicals - 20~ x _ 

3. ~c=0.moi3tion is prOVided f~r the f~lloving proportions 
of each category: 
.1.1 c;·udent nursps - 100'1; 
l.2 Q~alifie1 nu=s~~ - 25 - 10~ 
1.1 rlrlm~dicals - 2~ - JO~ 

r!l~ ab~vp fi~ur~s shoul i be a1allt(!~ to meet local 
circuastancps, e.g. ·he ~~,u~t of 1==om.o1~.1C~ lvail~bla in 
th2 cOlllllluni·y: wheth~r 1 ;!lnn t~V:l {",!ler':! q'lllihe1 staff .1re 
lore li~ely t~ be alrrie1 an1 not relu1rin1 l~cc~~oiationl. ~s 
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This method is one of the first which attempts to approach 

brief making in a systematic manner, but there are a number 

of deficiences which must be taken into consideration. 

1. It was suggested that planners did not have the time 

to formulate a comprehensive brief, and ther'efore the 

solution of standard instructions by testing or 

quantifying options in the Briefing Guide would suffice. 

Yet the introduction to the document (NBRI, 1980) 

assumed that the planner would be 'conversant with the 

standard operational policies, design requirements and 

standards set out in the Standard Design Guide' (20S 

pages). It would have seemed more appropriate to 

include sufficient information for the 'user' in the 

Briefing Guide to avoid reliance on the Design Guide. 

2. The Briefing Guide tends to jumble 'design' or 

'engineers' decisions with 'user' decisions rather than 

to concentrate initially on organisational aspects which 

can then lead the designers to interpreting these 

requirements in technical and design terms. 

3. The document is not easy to follow, par'ticularly for 

inexperienced users who are likely to be the majority in 

the future. The way in which the decisions are set out 

could encourage either a shopping list approach or the 

selection of these administratively by one person rather 

than a project team. 
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4. The method seems to be geared more to standard solutions 

rather than presenting options (within certain cost 

constraints). It is in a format which is not likely to 

encourage discussion and consideration of alternative options 

for a project by a planning team. However, as an aid to 

designers it seems to provide a useful means of assembling 

technical data for designs if that is what designers need to 

know all at once. But for the user it does not encourage 

careful consideration or organisational aspects and the 

selection of options which may lead to the most flexible and 

economical solutions. 

7. FURTHER DEVELOPMENTS 

7.1 A briefing framework 

It is evident from an initial assessment of the systems 

described in section 6, that to be successful such a proposed 

method should enable efficienct management of the briefing 

process; be simple to use, initially manually then possibly 

by automatic data processing techniques; not demand more time 

to prepare the user input to the brief; and should not 

confuse 'design' or 'engineering' decisions with 'user' 

decisions, but should concentrate on organisational aspects 

which help to identify and quantify the accommodation to be 

provided. 
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Further, the method should not be designed in such a way that 

it is necessary to rely upon a particular group of 

experienced planners to make it work. It should be possible 

for project teams to benefit from the wide planning 

experience which could be built into such a method. There 

would be the need to develop documents which are easy to 

follow and also encourage logical progress through decisions 

which need to be made, providing links to previous and 

subsequent decisions. 

Some of the other criteria whic.h should be taken into 

account, not necessarily in order of precedence would be: 

possible reduction of the translation of material 

from one form to another and the amount of 

paperwork generally generated by a building 

project; 

the inclusion of identifiable planning options open 

to a project team at any stage in the project, 

without recourse to other scattered material, 

thereby minimising referral to other guidance 

documents; 

the information presented on briefing should be 

related to other information systems; 
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the avoidance of creating a straight jacket or 

limiting innovation in design by architects which 

might otherwise result in other professionals 

playing architect; 

the ability to accommodate future changes or 

alternative options suited to local needs, 

flexibili ty; 

the avoidance of misinterpretation of the brief by 

use of diagrammatic explanations; 

the provision of a logical method of recording 

deCisions; 

the provision of a planning and deSign tool which 

enables the consequences of particular option 

selections to be traced; 

manageability, avoid the difficulty of handling 

large flow charts; 

simple to use; 

enable the incorporation of graphics to convey some 

particular option; 

ease of transfer to a computer based system. 
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Developing these criteria further enables the construction of 

a theoretical framework against which the various briefing 

methods can be assessed, ie. 

Simple to use/manage 

Client user requirements stated clearly and 

concisely 

Enables planning implications of decisions being 

considered to be highlighted 

Enables compatibility with previous decisions to be 

checked 

Enables possible identifiable choices of planning 

decisions to be considered 

Minimises referral to other guidance material 

Briefing information compatible with other 

information/guidance systems 

Part of a systematic data chain 

Accommodates choice of alternative options not 

contained in documentation 
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Enables incorporation of graphics to convey a 

particular option 

Enables whole hospital policy considerations to be 

taken into account 

Is not prescriptive 

Does not assume a standard design solution 

Reduces the amount of paperwork in briefing 

Reduces the amount of conventional minutes of 

project team 

FLexible in use. 

(The reasons for selecting these questions, which can be set 

out in the form of an evaluation matrix are discussed on 

page:2 20). 

Taking this into account, at first sight it may appear that 

planning of health care buildings should be no more complex 

than any project which encompasses the accommodation and 

facilities required for a commercial, scientific or technical 

service. But there is a difference, for in Health Service 

Planning a very wide range of multi-user interests need to be 

considered at every stage, which adds a dimension not always 
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found in other situations (page 34). For example, in 

planning a film processing laboratory, the overall laboratory 

objectives and operational policies would be the receiving, 

processing, and dispatch of photographic films and 

photographic prints of various categories. Generally this 

could be planned on a linear-flow production system. 

Although some parts of the laboratory would need to be 

designed for specialist activities, the method of production 

and facilities required to meet customer needs fit into an 

overall system, and could be specified by one authorative 

client/user, ie the owner/management board. Other-user 

consultation if undertaken will be considerably constrained 

by the overall system, and limited to input from supervisors 

in specialist parts of the laboratory who would concentrate 

on measures for productivity and profit. Although the design 

and installation of processing equipment would require very 

detailed technical planning the preparation of a brief is 

relatively straight-forward. 

On the other hand briefing and planning health care buildings 

such as hospitals is considerably more sophisticated. 

Although the overall objectives of the investigation, are 

• care and treatment of patients, the extent and range of 

activities associated with this are extremely complex. 

Even in overall operational terms there can be some dicotomy 

between clinical and management objectives which need to be 

resolved. Some sections or departments may be managed by 
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medical clinicians, others provide a service for medical 

clinicians and are managed by nurses or para medical staff, 

yet others are managed by technical or specialist staff who 

provide services for each department in the whole hospital. 

Often activities in one department may affect every other 

department in the hospital, eg catering, domestic services 

and supplies. Additionally, in the NHS, profit and loss 

measures are missing, and this make it almost impossible to 

make a meaningful comparison with commercial, scientific or 

technical services. 

Because of this, a multi-user input to preparing a design 

brief for health care buildings is essential. First, there 

is the need to take into account such factors as the 

perceived user requirements, various alternative planning 

options and the implications of providing these, balanced 

against economic and cost constraints. Second, no building 

project proceeds as a series of linear tasks, constant back 

tracking is necessary to previous decisions when preparing 

the user input to a brief, together with projection to 

decisions which have not yet been considered. The net result 

is the development of a series of conceptual leaps during the 

briefing and design stages during which the original brief is 

modified and refined to take cognizance of the changes 

proposed. Third, a smooth briefing process is not helped by 

the inexperience of project team members. This has already 

been discussed in detail in previous parts of this work when 

referring to the apPointment of a project team, which 'does 
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not necessarily guarantee adequate, well considered multi­

user input to planning' (page 46). The 'proxy users' even 

though highly qualified in their own professional field may 

be amateurs in the 'planning game' and removed from practice 

by a number of years, also it may be their first and only 

involvement in a project of any magnitude. 

It could be argued that this multi-user involvement in 

briefing is self defeating. Too much information can create 

considerable confusion; there is an element of truth in the 

proverb that 'too many cooks spoil the broth'. Even so, too 

little or inaccurate information is equally unacceptable. 

Multi-user consultation if efficiently managed should result 

in a much improved brief and a better understanding by the 

designer of the way in which the building is intended to 

function. Care needs to be taken, however, that primary 

objectives ie efficiency and economy, are not overlooked. 

It is perhaps for these reasons that previous attempts to 

develop universally acceptable briefing procedures have 

achieved only a varied measure of success. If the methods 

had always been applied by experienced planners then their 

value may have been enhanced. But this is not really 

practicable and there is a need to approach the problem in a 

more Simplistic manner. 

What is required is a decision framework which would guide a 

project team through the options which need to be considered 
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when formulating the brief. The method would need to 

identify the background information and guidance relative to 

the options being considered, and present it in an easily 

assimilated manner without the necessity for the project team 

to constantly refer to innumerable documents or papers which 

generally is the case at present. It would also have to 

ensure that main aims and objectives were constantly taken 

into account. 

For the special needs of health care buildings such a method 

would ideally need to be applied in concept to different 

levels of decision making, ie 

a. Strategic and operational service planning: 

Encompassing the higher level decisions relating to a 

proposed building scheme which need to be in a form 

suitable for direct input to the lower levels of whole 

hospital (or health building) and departmental planning. 

It is a translation of service planning objectives into 

project functional units. 

b. Whole Hospital: The specification of whole hospital 

or health building operational policies, ie statements 

of intent on those matters which affect all, or most of, 

the project under consideration. The first of these 

being concerned with content arising from the assessment 

of need, which is a product of the health service 

planning activity. The next group of decisions are 
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those which link up to give consistency to and cohesion 

with a number of widely disparate activities and which 

indicate possible groupings of related activities. In 

planning terms there is the need to identify measures of 

efficiency which are directly or indirectly related to 

the use of resources. For example, studies of the 

utilisation of space throughout the hospital in so far 

as it identifies spatial requirements. This may result 

in management or organisational changes to meet the 

proposed requirements. 

c. Departmental: The specification of project team 

(client/user) requirements, establishing operational 

policies for the organisation of an individual 

department/unit/section and, after careful consideration 

of these and other planning alternatives the eventual 

selection of a schedule of activity spaces previously 

known as a schedule of accommodation. 

The first two parts of this work attempt to argue the case 

that current methods used to elicit and organise the user 

input to a design brief are either haphazard or inefficient 

or both and therefore incomplete. Further, many of the 

methods attempted more recently, although based on a 

structured approach are also either incomplete or too 

restrictive. They do not provide the information necessary 

to produce a comprehensive, well considered statement which 

satisfies user requirements without unduly constraining the 
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creativity of the designer. Little attempt is made to take 

into account the 'real world' constraints of capital and 

revenue monies, energy, time etc; these things are not 

constant. 

Further it is argued that because these methods have 

apparently failed, it does not necessarily follow that a 

systems approach is wrong and the final part of this work, 

which attempts to satisfy the demands of an evaluation 

framework, based on the criteria just described, will propose 

a new method for briefing which is applicable broadly to the 

three levels of decision making, described previously and set 

out below in reverse order from that normally adopted for a 

building project:-

a. Departmental 

b. Whole Hospital 

c. StrategiC and Operational Service Planning 

7.1.2 Inception 

The need for a systematic approach to design briefing was 

identified in the CUBITH system report (DHSS, 1970) which has 

already been discussed in section 6.4 of this work. Of the 

twenty procedural sub systems described in the report 

(Appendix 3 and 4) it was acknowledged that, 
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' ••• some parts of the sytem were not developed 

completely, indeed on the briefing front the main 

achievement has been the production of activity data 

material which requires the prior formulation of 

opeational policies as the basis for the selection of 

appropriate activity spaces' 

The Department undertook a feasibility study on setting up an 

Activity Data Base (ADB) structure (DHSS, 19711) which, 

' ••• a. will be capable in the short term of recording 

and documenting the Dudley Harness Project,·' 

b. will facilitate a logical progression in the 

recording and documenting of subsequent Harness 

hospitals, 

c. will be capable or responding, in the longer term, 

to possible future trends away from standard solutions, 

d. will link up with parts of the ADB structure namely 

Activity Unit (B) sheets and Room data sheets which have 

been in a process of development for some time.' 

• A new Harness prototype district general hospital at 
Dudley in the West Midlands. (Completed 1982) 
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In addition to the Activity Data sheets which have been 

discussed already on page , the feasibility study proposed 

that the preparation of a narrative brief could be achieved 

by the use of pre pre pared flow charts to record project 

decisions and intentions. 

It was considered that the flow chart (Fig 36, page 183 , 

Appendices 5 and 6) would be a graphic convention 

representing the decisions which client/users take (either 

consciously or unconsciously) in the preparation of a brief, 

and the alternative solutions on offer. These decisions it 

was thought would be shown in their logical sequence with 

interactions, highlighting where appropriate, the repetitive 

or 'master' nature of some decisions, by construction of 

decision 'loops'. In this way quite complex problems could 

be decomposed into a relatively simple sequence of decisions. 

Two points of interest emerged from this report - the 

reference to all parts of the sub system as activity data, 

and the assumption the automatic data processing techniques 

(ADP) would be in general use by project teams, hence the 

proposal for a flow chart approach in which it was assumed 

that the user would be led automatically through the stages 

of selecting options. 

In the event none of these assumptions proved acceptable, 

because it was perceived that the first level of the 

subsystem was concerned with organisational decisions which 
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led to the selection of activity data; resources did not 

permit the general introduction of ADP and the creation of a 

brief is not an automatic single way flow through a decision 

tree approach. 

Further support for the application of systems and standards 

to health building and the development of a briefing method 

was given in a paper presented to the Building Development 

Steering Group at the Department of Health (DHSS, 1971 2). 

The paper (BDSG No 13) considered that there was; 

'An undoubted need to use improved methods of carrying 

out the various processes involved in the realisation of 

a building scheme, and in linking these processes 

together in a way which eliminates so far as possible 

the translation of material from one form to another, eg 

from prose to sketch designs, from sketches to detailed 

drawings, from drawings to lists of building compoents, 
~ 

or the unnecessary repetition of routine tasks.' 

Furthermore, the paper regarded the scope of the Briefing Sub 

System to be, 

The process by which the client tells a designer 

what are his needs in terms of spaces, the activity to 

be carried out in them, the environmental conditions, 

the services and equipment required to perform the 

activity. At the end of the briefing stage the project 
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team will have available to it reasonably accurate 

information about the total area of the project, its 

likely shape and cost (capital and revenue) and a 

preliminary list of equipment needed, together with the 

estimated equipment cost. 

The Building Development Steering Group approved the general 

thrust in the development systems set out in BDSG paper No 13 

and commissioned an outside conSUltancy Urwick Dynamics Ltd 

to comment on the proposals. The Urwick Dynamics report 

(DHSS, 19722) emphasized the importance of giving a high 

priority to the development of activity data, for, 

'If increased use of computers is to be made to assist 

with the design of hospitals, activity data is necessary 

at all levels. Due to the computers inability to 

bridge, intuitively, the gap between the client and the 

hospital designer this data requires to be compiled in 

great detail and according to a disciplined format. 

Activity data in this form will of course be equally 

useful where hospitals are being designed by traditional 

methods •••• The availability of complete activity data 

is extremely important if full advantage is to be taken 

of the computer systems connected with commissioning ••• 

Activity data is necessary to provide a factual basis 

and a disciplined structure for a large proportion of 

the work of evaluating hospitals ••• The improved quality 

and higher volumes of activity data that will be 
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required in the future will make it vital to prepare 

this data in advance of its use on any particular 

project.' 

The Department decided to develop the briefing sub system as 

part of the systems approach to health building. It was 

considered that this sub system could be described under an 

all embracing title of the Activity Data Base (ADB) and a 

working party was set up to check how this should proceed. 

The working party agreed that ultimately the principal levels 

for data recording would be: 

Level I 

Whole hospital and major services data, ie 

a. Development Control Plan, eg relationships 

between various departments in the completed project 

taking into account the phasing of building, 

b. More than one major service, eg the 

implications of catering services for the whole 

hospital, 

c. The general functions of the hospital, eg 

pattern of patient care. 
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A significant flaw in this approach was that data cannot 

necessarily emerge in this order, eg the supply policies may 

well determine the shape of the building. 

Level 2 

Accommodation Design Data (mainly concerned with all 

information affecting the design of individual types of 

accommodation required to house the services represented 

- hence the title), ie 

a. Departmental data 

b. Section data 

c. Activity Space data 

d. Activity unit data 

The working party regarded the objectives of the briefing sub 

system to be to provide project teams with the activity data 

they required at all stages of health building, after the 

overall or functional content had been decided. They thought 

this would be achieved (DHSS, 19123) by, 

providing a structured method of storing, 

retrieving and using activity data from whole hospital 

policy level, through major services, organisations and 
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section levels sto activity unit data and, to provide 

links with other parts of the system.' 

It was though that the structure of ADB could be in the form 

of a branching questionnaire which would initially be based 

on the Departments current philosophies, ie, the Harness 

basic brief. 

An initial appraisal of the two principal levels of data 

recording indicated that it might be more expedient to 

develop the lower levels of data decisions, ie rather than 

commencing with the Whole Hospital. It was considered that 

the organisational options at the lower level would help to 

identify those whole hospital policy aspects which should to 

be taken into account at the upper level. For example, there 

is a need for observation beds for Accident and Emergency 

department (A&E) patients who have to remain in hospital for 

a short time, and these facilities could be provided at A&E 

level or elsewhere in the hospital. 

It was decided further to amalgamate the four components of 

the proposed 'Accommodation Design Data' into two distinctly 

separate entities. One, the Accommodation Design Data (ADD) 

in conjunction with studies of space utilisation related to 

operational and managerial systems, would elicit user 

requirements and would embrace only decisions identifying the 

departmental and unit planning data, which would lead 

ulitmately to the selection of activity spaces; the other, 
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Activity Data Base (ADB) would be a compendium of solutions 

of activity space and unit data, ie the detailed components 

of activity spaces or rooms. Because of the urgent need to 

provide activity space and room data for the Harness 

programme and subsequently Nucleus Hospitals, it was proposed 

that the development of ADB be accelerated. As it happened 

the activity data sheets were developed for manual use (Moss 

1975; DHSS, 1976, 1980) and have yet to be put into a form 

suitable for selection or processing by computer, or even 

retrieval by Microfiche. 

The author decided that the principles of the Accommodation 

Design Data described in the Feasibility Study (DHSS, 1971) 

would be explored to see whether this approach offered a 

useful contribution to the process of design briefing. 

7.2 Accommodation Design Data (ADD) 

7.2.1 Decision Tree 

The feasibility study on setting up an Activity Data Base 

(ADB) (DHSS, 1971 1) included examples of prepared flow charts 

to record decisions and intentions for the ADB system. These 

flow charts appeared to have been designed to provide the 

basis for an automatic data processing procedure. It was 

envisaged that ideally the user would have access to a 

computer terminal with a visual display unit, which would 

enable him·to progress step by step in preparing the brief, 

189 



through the various options and decision loops in the style 

of a decision treee. But it was thought that these flow 

charts could be used initially in a manual form. 

In addition to the accommodation design options flow chart 

(Appendix 6) attempts were made to develop further examples 

to show how the principle could be applied to the higher 

levels of decisions relating to the planning of a Whole 

Hospital (Fig 36 and Appendix 5). 

However attractive the idea of automation applied to planning 

may first appear, it becomes less practical and acceptable as 

the process of brief making is analysed. A project team 

charged with the task of preparing a brief is generally a 

disparate group of individuals. Whilst the 'proxy users' 

(see pages 35/36 and 48) may be experts in their own clinical 

or technical field, as planners their experience may be 

limited. Conversely the works professional members of the 

project team whilst being experienced 'technical' planners 

may have a variable knowledge of the clinical needs, and 

reasons behind the clinical needs expressed by the user. 

The project team is a forum in which these various aspects 

can be debated, balancing user requirements against cost and 

design. This dialogue and compromise which takes place in a 

multi disciplinary working situation cannot be over 

emphasised. The notion that the team would become more 
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efficient and logical in the decision making process, by 

framing their discussions around a computerised selection 

process was thought to be not very practical. 

Similarly, the use of flow charts in the form of a decision 

tree would not be much better. Apart from the difficulties 

of handling what could be lengthy documents, their use could 

stifle discussion and result in the automatic selection of 

options which may not necessarily be cost effective. 

The author considered that an alternative approach should be 

adopted, which would concentrate more on a type of recording 

device which resulted in a statement of detailed policies for 

a hospital, enabling the project team to access the 

appropriate activity/room data sheets. 

Proposals for this new method of recording briefing decisions 

still followed the premise that the user needed to be 

directed to other parts of the document to select further 

options dependent on the first option selected. There was 

doubt even at this stage whether such a proposal was 

feasible. It was felt that this method could result in some 

discontinuity in the preparation of the brief by taking 

decisions in isolation from other related matters on 

'forward' pages necessitating considerable amendments when 

the same page and selection of options was reached through a 

different decision path. 
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The first draft included 'Whole Hospital Data Options' as 

well as those which identified the more detailed 

Accommodation Design Data (ADD). This was to demonstrate 

that the same approach would be equally applicable for 

either. Each page of the document was to be structured in 

three sections (Fig 37): 

A A standard heading box with the number of the page 

(highlighted for easy reference) on the right, 

B A box which stated the' decision or intention to be 

recorded and, if necessary, any special instructions, 

C The body of the page which would list the available 

options (with graphic aids if available). On the right of 

each option, a unique option reference would be given, with a 

page number followed by the reference of the option within 

the page (A to Z). This would be followed by an empty column 

headed I after which appears the number of the next page to 

be read if that option is taken. 

Figure 37 (left) shows an example Whole Hospital Data 

Decisions page which was based on the flow chart in Figure 36 

(Appendix 5) and (right) a page of ADD decisions prepared 

using decisions 76 and 77 of the flow chart (Appendix 6) 

contained in the May 1971 feasibility study report (DHSS, 

1971 1). 
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Figure 38 gives examples of (a) a method of giving the 

breakdown at Major Service 'Diagnosis/Treatment' level before 

examining the options available at ADD level for each 

section; (b) showing how graphical aids could be used to 

help explain options without a long narrative (the example 

given was purely to illustrate the feature and had no actual 

formulation) • 

The proposal by the author appeared acceptable and a decision 

was made by the Activity Data Base Working Group (ADBWP) to 

proceed with the preparation of complete ADD trial documents 

for various hospital departments. The ADBWP also produced a 

paper (DHSS, 19724) which set out in general the aims and 

objectives of the ADB briefing system. The objectives were 

stated to provide, 

'The Data': 

a. A store of all activity data available on client 

user requirements which project teams need to proceed 

from, an outline of functions and known functional 

content for a project, through all stages of health 

building from Briefing to Evaluation; 

b. A potential source of information for the 

development of other parts of the total system; 
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'The System': 

A logical method of identifying requirements and 

recording project decisions at the briefing stages, 

showing at each point of decision the available options 

and the consequences of particular options selected. 

During feasibility studies of the proposed system there were 

indications that these objectives cannot be met entirely. 

The system can identify the type of accommodation but further 

work is necessary to decide the best way to quantify the 

amount. 

7.2.2 Initial Format of ADD 

To test the feasibility of applying the ADD concept to 

planning all sections of a hospital, the author decided to 

prepare outline drafts for several sample departments. These 

included, Out Patients, In Patients Accommodation, Childrens 

Accommodation, Accident and Emergency, Operating and Elderly 

Patients Accommodation. 

Outpatients Department 

The Outpatients department was selected as the first draft 

and a worked example given of its hypothetical use by a 

project team. The document was structured in two parts - 1. 

ADD decisions and, - 2. Schedule of Activity Spaces. 
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Part 1 contained the decisions to be made and recorded by the 

project team when planning the service and was presented as a 

set of preferred options which may be chosen. It was 

suggested that other options could be added by the user if 

required. 

The sequence of decisions were set out under four broad 

headings: 

General Philosophy of the complete service. 

Scope and Workload of the complete service, being a 

statement of the functional content and need which has 

been previously determined. 

Organisational Principles and General Facilities upon 

which the complete services accommodation will be based. 

Accommodation Facilities for each element of the service 

giving basic principles and workload for the element 

together with a statement of the facilities required (in 

terms of exclusive and shared activity spaces). 

Part 2 was intended as a schedule of Activity Spaces giving a 

list of the accommodation for the service. It permitted the 

totals of activity spaces to be accumulated arising from the 

decisions recorded in part 1. The document attempted to 

group generic activity spaces and arranged these so that it 
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would be possible for the number of rooms or a proportion of 

room usage required to be recorded against their respective 

service element. It was intended that after accumulating 

totals from part one, the document could also be used for the 

re-examination of the accommodation which could be shared and 

finalising totals for each activity space. 

The first ADD draft adopted a question/answer approach by 

which the user was led through the document, recording the 

answer to each question by ticking the option(s) required. 

The technique adopted referred the user forward where 

appropriate to another subsequent page for further questions 

resulting from the choice of a particular option. (Fig 39) 

It was intended that when completing the section giving 

accommodation facilities for the individual elements of the 

service (which in OPD are the specialties, paramedical 

services and other facilities), the user would refer where 

necessary, 

to information "below the line". (See Fig 40) 

This states any relevant principles and workload for the 

element which in some cases is a necessary preliminary 

to choOSing the detailed facilities for the element 

which appear 'above the line'. 

In the first part of the ADD, in addition to ticking the 

facilities required it was intended that the user would, 

198 



SHB 
ACTIVITY IJ AT A ~A~E P .... ·.G~ 

DnAFI so 
ACCO r!.f,WDt.. TI O:l D::~IQN DATA DEC I~IONS 

OPD PJ'I?JI.1!rnIC',L SJ~P'VjCF.S 

Nhich pnrClmedicnl staff ... lil1 provide p<lramedicnl services <lS 
requir.e(:? 

OPTIONS 
GO TO 

~-----------------------------------------------------4-~~-~~~~~~ 
REF. J PA'S r 

J'lppliance fitter (recorded under orthopaedics P.34) 

Audiometrists (recorded under EllT P.26) 

Chirooodist (recorded under DerNatology P.25) 

Dental technicians (recorded under Dentistry P.24) 

Dietitian 

EC.G, EEG technicians 

"neMatology technic inns 

Health visitcrs (in attendance only, no OPD 
accor.~odation implicCltio~s) 

IlcnrinQ aid techr.icians (recorded under r;:JT P.26) 

Medical photographer/illustration 

Nec1ical f>ocial Horkers 

Occu~ational therapists (in nttcndance only, no 
OPO accc~~od~tion implications) 

Opticians (recorded under ophthalmology P.l3) 

Orthoptists (recorded under ophthalnology P.l3) 

Physiothcra9istG (in attendance only, r.o OPO 
accCr."J11oda UOH im!"l ica t ions) 

psychiatric social'Horkers (recorded und~r psychiatry 
F.37) 

Psychologists (recorded under psychiatry P.37) 

Resoiratory function tcchnici<lns (recorded under 
clinical ncas~rcment P.52) 

Speech thcrClpist (recorded under EJ;T P. 26) 

at end move to page 60 

FIG 39 
Activity Data Base: Options page illustrating the 'GO TO 
PAGE' column, Accommodation Design Data 

(-Note: SHB - Systems Health Building') 
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S H 8 .1liL'll.L 
ACTIVITV DATA e·ASE 

ACCO,.,MOOAT ION DESIGr" DATA 

OPD 
Which out-patient facilities "'ill be provided 

OPTIONS 

Consulting/examination combined 
I 

Consulting with separate examination 
Treatment cubicle~ 

A~diometr~ (pure tone) 
Audiometry (free fiE..ld including play audiometry) 

Labrynth ~est 
I 

Hearing aid assessment 

Wax imp,ression 
Hearing aid workshop 

Speech therapist 

.Clean utility 
Dirty utility 

"lC's specimen collection - male 

DEC ISIONS 

for ENl'? 

REF, 

I WC's specimen collection - female 
I 

WC' s specimen collection - female with bidet - I 

Sub-waiting/receptionist I 
Accommodation for day surgery/investigation (will I 
be recorded under day care facility) 

I Theatre facilities for day surgery - OPD minor 
theatre, main theatre 

1 

at end return to page 19 

~~at are the number cf doctor sessions required 
for ENT? 

~~at are the number of speech therapist sessions? 

What are the number of audiometry sessions? 

fIG ... 0 
Activity Data Base: options page illustrating the 'GO TO 
PAGE' column, (the numbers e.g. Cl,Wl,direct the user to a 
2nd part of the document for the selection of activity 
spaces), Accommodation Design Data 

200 

PAG( 

26 

J r->t .. RT 
"";'Ir.r 

CI 

I C:; 

VI 
I 
I CIr-

Cit-

I 
CS 

\13 

I V3 

J2 

C!; 

Hl 

":1 
7,1 

ZI 
Zl 
Yl 



where appropriate, quantify them by recording the number of 

rooms or proportion (expressed as a fraction or percentage) 

of room usage alongside the facility required. (Fig 41, 

page ;/ 03 ) • 

Guidance data for estimating the number of rooms or 

preparation of room usage was to be made available in a 

separate document. Examples of this given in the 

introduction to the OPD ADD document were the ratio of 

consulting examination rooms to the number of doctor sessions 

and, the ratio of utilities to speciality consulting/ 

examination rooms which is just the beginning of the planning 

process. The 'below the line' information required on the 

OPD ADD page 26 illustrated in Figure 40, were questions 

related to the estimated number of doctor, speech therapy and 

audiometry sessions in the ENT clinical accommodation being 

planned. 

Alongside each detailed accommodation facility the 

appropriate page reference of the part 2 document was given 

where totals for the appropriate activity spaces were to be 

accumulated. 

Each question and option was intended to be uniqely 

identified within a service by a reference number. It was 

suggested that this offered an alternative method of 
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recording decisions by noting the reference number of each 

chosen option, together with the proportion of room usage, if 

applicable, on a separate sheet of paper. 

Part 2 of the ADD document was to consist mainly of matrices. 

(Fig 41), in which the user entered numbers of rooms and the 

proportion of room usage in the column under the appropriate 

activity space name (subsequently to have a code number also) 

and against the appropriate service element (eg consulting/ 

examination - combined standard, surgery, medicine etc). In 

the absence of a fully developed ADB system it was though 

that some sheets in part 2 might eventually be presented in 

the form of a matrix of distinguishing characteristics for 

selecting the appropriate activity space 'A' sheet. (This 

was tried in the ADD Childrens accommodation and, the 

Accident and Emergency draft document which will be discussed 

later in this work). 

, 
The process of finalising the activity space totals was 

considered to be iterative and details of facilities recorded 

in part 1 might be amended in the process. In order to 

achieve this there was the need to consider such factors as 

clinic timetables and the utilisation of space. Finalising 

the totals, it was thought, would result in a final schedule 

of activity spaces - giving the numbers required and the 

references of the 'A' sheets to be retrieved from the 

Activity Data Base. 
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OPD CONSULTING/EXAHml'~TIO~ -

'Consulting 

+ 2 Exam 

Standc.rd 

Cardiology 

Chest Diseases 

Dentistry 

Dermatology & Chiropody 

ENT 

Geriatrics 

Gynaecology 

Medicine - general 

Neurology , 

Obstetrics 

Ophthalreology 

Orthopaedics & traulna 
. . _l:IUlQ:rcn Sj 

paed~atr~csnp~~~~mc~~_ 

Physical medicine 

psyd.iatry 

Radiotherapy 

RhelL"!Iatoloqy 

Staff Occupational healt 

Surgery - general 

- neuro 

- plastic 

- cardiothoraci. 

Urology 

Venereal Diseases 

Other 

:----- - --
TOTAL 

"A" SHEET r, r: f. I 
FIG 41 
Activity Data Base: Matrix 
Accommodation Design Data 
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..... ' ~ 

for activi ty spaces, 
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It wa~ proposed that when all accommodation design data 

decisions had been recorded by the project team, the design 

policy narrative could be prepared directly from the 

completed pages. 

The draft OPD document was used in the DHSS as a pilot to 

prepare a brief based on the existing Harness Outpatient 

Department planning policy. For trial purposes all the 

options contained in the ADD document, and the options 

selected for a complete outpatient department were 

underlined. Extracts from this first attempt at producing a 

narrative brief from ADD are shown in Fig 42. 

The approach seemed promising and application of the same 

format to a first draft of accommodation for children seemed 

to be acceptable. 

In patients 

The author made an attempt to extend the ADD method to 

Inpatient accommodation and this resulted in a further stage 

of development. One of the original objectives behind 

developing the method was to minimise the need for project 

team members to refer to a multitude of different guidance 

documents. The concept of self contained supporting guidance 

data was pursued and a draft illustrating the principles 

which would be helpful for use with ADD was prepared. At 

this stage the idea was maintained that this supporting 
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.Inlger/orflcer. PIt lent servIces 
stlrr only. Nursing Drrlcer no. 7 
nursing stlrr only. 

pot lent ser.lces .111 be the 
serretory. Potlent lervlces 

.onlger/ofrlcer ror clerlcol 
Ind Nursing orrlcer no. 7 ror 

'.2 The syste. or PIt lent docu.entltlon .111 be pre-reglltrltlon 
It rlrst Ittendlnce •• lnuII process .08e .echlnlsliion Ie 
lIbelling .Icnlnes •• Itn rull dltl processing equlp.ent. 

Ne. pltlent •• 111 register centrlllI It the .edlcIl services 
deplrt.ent Ind locllly It I recept on In OPO. Ae-Ittendlnces 
.111 report dlrlctly to tho OPD 10cIl reception pOint. 

~~:I!I~~I~~ Ippolnt .. nt Iystel In operltlon .111 be block, 

The cltegorle. or pltlents docu.ented .111 be: rlrst Ittendlnce 
tor pre-regIstered oulp.tients, •• bulent p.tlents wJth doctor's 
letter Ind non-I.bullnt pltlents .Ith doctor's letter· return 
Ittendlnc. or I.bullnt booked p.tlent .nd non-•• bul.nt booked 
potlent. 

,., The control or .ub-•• ltlng ore ••• 111 be the responsIbIlIty 
or tne Clinic receptionist .nd the Clinic nurse. The procedure 
If • p.tl.nt II tlk.n III In the •• Itlng .r •• s elll be procedure 
1-. 

'.A The p.tl.nt .111 be cIII.d rro. the .lln .oltlng ore by the 
Clinic r.ceptlonllt, the Clinic nurl., the Clinic .ualll.ry. 

'.5 Ae.e.rch .111 be undert.ken In.ol.lng: Inter.le.lng p.tlent. 
.nd/or their relIt I ••• ; collection or p.thologlc.1 spec lIen. Ind 
the ob.erv.tlon Ind .. nltorlng or pltlent. o.er I 11.lted period 
I I •• crelnlng). 

J.' To.chlng .111 be clrrled out ror:­

NedlcIl undergrldute. 
Nedlcll po.t-grldu.t •• 
Student nurs •• 
Pupil nurses 
Pupil .Id.he. 
Post regltr.tlon nur ••• 
Dletltlons 
•• dlcll Socl.1 Worklrs 

~~l~!:~~:~:PI.t. 
A.dloguphe .. 
•• dlc.l Photogr.pher tr.lnee. 
Speech thlr.plltl 
T.chnlcl.n •• tr.lne •• - fCC 

. HC 

He.lth vl.ltor. 

Resplrltory function 
Plut.r 

Pot lent •• nd/or their r.l.tlve. 

'.1 Potlent .elghlng ond •••• urlng rocilitle •• 111 be c.ntr.lly 
.t receptlon/reglltr.llon

l 
.dJ.cent to selected .ub- •• Illng. 

• aJlcenl to e.ch .ub-.olt ng. 

'.1 Tne s,Ite. or supply ror dlspo •• bl.s .111 b. tOPPlny up, ror 
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_III be toppl"l up. 

'.9 Stor, Chony.nr 'oc.lltl.s .111 bl r.qulrla 'or c.ntr.l storr 
chonglng! lac. • Iff chlnglng .nd IDC.l 11.lted cn.nglng eg 
h.ndb.g ocker •• 

N.B. 
I- .pproprl.te n.rr.tl.e or proc.dur •• ould b. Insert.d 
h.r •. ) 

4. SPECIALIST fllCILlllES 

I~or tnls .nd tne rOlloolng •• ctlons a denote USu.llr • nueber 
or roool .ppe.rlng In this position .nd • denote tho ellher I 
nu.ber of roo.s or a proportion - e.pressed .s • tractJon or 
::~l~j~~'~ or roo. u •• ge - .ould nor •• ll, Ipp •• r In thl. 

4.1 CHESl DISEllSES 

The nu.b.r or doctor ••••• IDn. r.qulred 'Dr thl •• pec'.llty .r. 
lhe f.cllltles to be provIded ror chlst dll •• ses .re,­

Consultlng/ •••• Jn.tlon coob'ned 
Consulting .Ith sep.r.t ..... In.tlon 

~~::~::~~ : !:!Y! ~~:ff:~ 
Cleon utillt, 
Dirty ut'llty 
MC'S .pecl.en collectIon - .ale 
Me'S specl.en collection - ' ••• le 
WC's specl.en collect.on - 'e •• le .Ith bIdet 
Sub-eoltlng/receptlonl.t 
:::~~!r~~~Inr~:~t!::s~::!e~~icord.d under p.r. 
IIcco .. od.tlon ror d., In •• stlg.tlon. (recorded und.r 
dly clre r.cll.t,) . 

4.7 C_RDIDLO" 

• 
-. 
--

The nu.ber of doctors s.s.lons requlr.d for thl •• pecl.l.ly Irl 
a 
lhe r.cll.tl •• to ba prD.lded ror c.rdlDIDgy .r.,-

Consultlng/e ••• ln.tlon cooblned 
Consulting .Ith I.p.r.te •••• In.tlon 
Tre.teent - larye lrolley 
Tre.t.ent - s •• 1 trolley 
Cle.n utility 
DIrty utility 
Me's spec' •• n collectIon - •• le 
WC·. specl •• n col'.ctlon - r ••• l. 
WC's specl.en collection - f ••• l •• Ith bIdet 
Sub-•• ltlng/receptlonlst 
::~~:!r~~~Inr~:lt!:~I~::!:n~i.cord.d under plr. 
Acco .. odatlon ror da, Jny.stlg.tlons (recorded under 
dly c.re r.clllty) 

4.' DENTISTRY 

Cholrslde o •• lst.ntl .111 bo nur •••• dentll ••• Istlnts, 
technlcl.ns. 

Th. rlcllitle. to be pro.ld.d ror d.ntlstry .rl:­
B.slc ICcDeeod.tlon:-

Dent.l surg.ry 
Aecoyerr 
Consultants o,rlc • 
Oark roo_ 
Cleon uti I Ity 
Dirty utlllt, 
WC's sp.cl.en collectIon - .11. 
we's specf_en collection - ' ••• le 
WC's sp.cl •• n coll.ctlon - f ... l ••• th bldget 
Sub-•• ltlng/receptlonlst 

Sub-reglonll .ddltlonll .ccoo .. d.tlon:-

g:~~~~t:~::e!J'lce 



guidance material would be provided in a separate section of 

each ADD document. There would be easy reference between the 

guidance and option pages of the ADD, by adopting the same 

section numbers. For example page 4 of the guidance gave 

information regarding catering and this matched the options 

on page 27 onwards. 

As an experiment a change in approach was made so as to 

structure the organisational options as statements rather 

than questions. It was thought originally that the selection 

of options by implication required an appropriate question to 

be asked. However, phrasing the options as statements (fig 

44) was more likely to be useful when preparing the narrative 

brief in which the answer (or option selected) needed to be 

stated rather than the pre required question. 

Another feature in this draft ADD was the inclusion of an 

'earlier decision' column which was intended to alert the 

user to previous decisions which might have to be taken into 

account when identifying the accommodation required. For 

example, on page 41 (Fig 44) against reference C and D the 

user is alerted to the previous decisions made on pages 27 

(Fig 43), 28 and 30. On page 21 (Fig 43) the earlier 

decision references related to Whole Hospital Policies - WHo 

In addition the page layout was improved by using heavy rules 

around the data which was to be included in the brief. The 
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----------------- - -----

'go forward to page reference' was at this stage retained. 

An assessor outside the DHSS who was asked to comment on the 

draft considered the approach' promising (McCutcheon, 1973). 

A similar document on Maternity accommodation was drafted and 

trial briefs prepared using Harness and Best Buy Hospital 

Policies (DHSS, 19721, 1974; Webber and Moss, 1973; MOH, 

1968). The use of the earlier decision column and option 

statements rather than questions was considered a major 

improvement in the method. 

Childrens Accommodation 

In July 1973 a first draft of the ADD document 'Childrens 

Accommodation' was prepared for possible trial use in the 

NHS. In the event although it was widely circulated with 

other draft documents and received favourable comments no 

field trials actually took place. (Appendix 7) 

As a further development of the method it had been decided to 

include the supporting guidance within the body of the main 

ADD document. Supporting guidance initially in the form of 

health building note extracts was printed on the page faCing 

the appropriate options (Fig 45) and this was considered more 

helpful to the user than providing the guidance in separate 

documents. A further development was attempted by including 

also matrices listing the distinguishing characteristics of 

activity spaces and these were pOSitioned opposite the 
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Activity Spaces Schedule (Fig 46) which recorded the total 

accommodation required. Subsequently this was not pursued as 

providing both the 'question' and 'answer' could be regarded 

with a degree of fascism. Figure 45 also shows how the 

Harness standard department decision path (H) which could be 

followed when selecting options was highlighted. 

7.3 Initial Field Trials 

7.3.1 Accident and Emergency Department (A&E) 

The DHSS decided to re-design the Harness Standard A&E 

Department to take into account changing trends in service 

requirements. It was considered that a DHSS multi­

disciplinary team could use ADD to prepare a new design brief 

on an experimental basis. Although it would have been 

preferable to conduct a trial of ADD on a 'live' building 

scheme, the DHSS undertook the design project in much the 

same way as an NHS project team. 

The brief for the Harness A and E department is reproduced in 

Appendix 8. Figure 47 illustrates two sample pages from the 

ADD document showing the options selected (and amended where 

required) by the project team and the relevant extract from 

the brief. (Fig 48) This work was conducted on an 

experimental basis, the components in the experiment being, 
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DESIGI'l 
GRiEF 

HAltN£SS STANDA..tU> DEPARTHENT 

._{ -------~------------------------------------------~------'--.-
ACCIDE.""T & E!-:!:RC!:NCY 

4. . ORGANISATION OF SERVICE 

~e eXA~ination and treatment of ambulant A & E patients will be or9anised 
on a doctor-to-patient system for patients who nead to reoovc clothing 
and a patient-to-doctor .ystem for patients who do not need to remove 
clothin'J. 

:_~l ~ergency patients (except those requiring Admission by prior arrani~ent) 
wi'll be eXaJr.ined in the A & E departlllent before transfer to the wards. " • 

. TreatQent may be carried out in any of the following are~s:-

the resuscitation area (stretcher patients only); 
examination/treatment roo~; 
examination /treatment cubicle; 
plast~r/cajor treatment room; 
major trea~ent room. 

Children will b~ examined and treated only in the specific~lly provided 
co~ined examination/treatment r~. 

Procedures such as suturing, incision of atscess, reduction of simple 
fracture under general anaesthetic, will be carried out in a mAjor treatment 
room. FAcilities for appliCAtion of plaster of PAris for .:ergency patlentr. 
will be provided for the exclusive use of tne departmont. ~atlont. who 
require a major operAtive procedure under genoral anaesthotic, e.g. compo~~d 
fractures, exploration of extensive wound, will be treated in the main 
operatir.9depar~cnt which should have preparation, recovery and short 
stAY beds associated with it. Patients requiring a prolonged recovery \/111 
also be ac:o::ur.odated in these beds rather than the cubicles within the 
A .. E de artr.lent. Init a aegregAt on 0 patients w achia\"e 'i t e 

separate entrances for at,retcher patients and ambulant patients. 

Cleansing facilities will be provided near the entrance for patients who 
hAve b~en exposed to radioactivity or in)urous chemicals and require 
decontamin~tion. 

4.2 Patient facilities 

FIG 48 

Sanitary facilities will be provided in mAin w.i~nq and near the treatm .. nt 
&reA. Patients' property will be kept with them (e.g. in a mebUe basket) 
whilst thr~ ~lder90 CXAQination or troAtment, an~ they will drea. or 
\indress in exam.i:.ation/troatment cubicl.s. '. 

The mAin waiting area will acc~odate patients , .cco~~enyin9 relatives/ 
friends, and retuzning ambulance patients, there will be .eparate sections 
for both new and r(:-:.urn· patients. A separate waiting ar·ca will be provided 
also for children. 

A sub-waiting area .,ill be provided Adjacer.t to the consulting rooms. This 
may be used for forward waiting, e.g. for pAtients aw~itln9 treatment or 
those ambulant p~t!:ents returni.n; from X-rAY. 

Accommodation Design Data: Accident and Emergency Department 
(first draft) - part of narrative brief (extract relating to 
Fig 47 is identified within the box) 
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a. a multidisciplinary project team consisting of 

administrator, doctor, nurse, architect, engineer and 

quantity surveyor; 

b. a design exercise with space and cost constraints; 

The evaluation framework was not established at this time but 

an informal and anecdotal assessment by the project team 

found the ADD document easy to use and they were of the 

opinion that it saved time in reaching agreement of the 

brief. 

Review of ADD content 

Following the experience of the trial use of the Accident and 

Emergency department ADD package, the author decided in the 

mid 1970s to include Building Note material in ADD documents. 

This was a dramatic stage in the development of the method 

and had far reaching effects on future drafts. It was 

considered that this would help to achieve the following 

objectives: 

a. provide a single source of planning material for the 

client or user; 

b. enable total client/user requirements to be 

specified in one logically constructed set of project 

documents - the design brief. 
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These objectives if met would enable the ADD system to 

minimise the need for referral to other material - including 

Building Notes and policy documents - by client users when 

recording their requirements and, by designers when 

ascertaining total client/user requirements. 

The experience with the A&E draft document supported the idea 

that the ADD structure should at that time remain basically 

unchanged but the material would be separated into 'Planning 

Options' and 'Guidance' as part of the four main categories 

of planning material in the ADD system. Those four main 

categories are as follows; 

a. Briefing Decisions - which could be expressed in 

terms of the client/user's choice of planning options. 

These would be displayed on the right hand pages of ADD 

documents. 

b. Briefing Guidance - which was to be used mainly to 

help planners (client/user) to select the planning 

options and record them in the ADD package. Generally 

this guidance would consist of extracts of Building Note 

information and other reference material displayed on 

the left hand pages of the ADD document alongside the 

appropriate planning option. It was considered that 

selected pages of the 'ADD guidance' could be extracted 

by the client/user for inclusion in an appendix to the 

design brief. This would provide background information 
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to the planning decisions recorded in the design brief 

narrative, which it was thought may be useful to 

designers and, writers of operational systems. 

c. Activity Space Specifications - which were intended 

to be details of existing 'A' (activity data) and 'B' 

(component data) sheets. At this stage it was envisaged 

that these might be summarised in the ADD part 2 

guidance matrix. 

d. Design Guidance - which was considered to form part 

of the information given to the designers and therefore 

be included in the design brief narrative. It was 

thought that this material should be set out as 

statements on the right hand option pages of the ADD 

document. The client/users would tick these statements 

in a similar manner to the selection of options although 

in most instances all the statements would be applicable 

for inclusion in the brief. Detail already contained in 

the A sheets would be excluded. 

The way in which the ADD system was intended to work is 

presented diagramatically in Figure 49. To summarise - the 

system thus far attempted to offer the means for the client/ 

user to proceed step-by-step in the formulation of user 

requirements for a design brief. Taking into account the 

basic project information, ie functional requirements, the 

user selected appropriate planning options from right hand 
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ADD pages ammending or adding others as required, and taking 

into account the relevant guidance on left hand pages. The 

completion of sequential pages led the user to a matrix which 

then helped to identify appropriate activity spaces and 

thereby assembled data for a narrative brief. 

Childrens Accommodation 

The changes in ADD content just described were incorporated 

in a new draft document for Childrens Accommodation. This 

draft was used by a DHSS multidisciplinary team as an aide 

memoire in revising the Building Note. The team found the 

system helpful, and by using the check list approach, it 

would appear to have saved time in drafting the initial 

stages of the revision. In the event the HBN was not 

published until 1983 for a variety of reasons, but the trial 

did show that ADD had applications other than for building 

projects. (Figs 45-46) 

1.3.4 Operating Department/Hospital Sterilising and 

Disinfecting Unit HSDU) 

During 1914 and early 1915 the principles tried in the 

Childrens Accommodation and A&D Department ADD were developed 

into further draft ADD document which included Operating 

Department, and Hospital Sterilising and Disinfecting (HSDU) 

Unit. 
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Following a presentation of the ADD method in January 1915, 

the South East Thames Regional Health Authority (RHA) 

suggested that ADD could be used as an experimental field 

trial to prepare a brief for a new operating department and 

HSDU at a hospital in South London. It would seem that the 

RHA project team for the development of these hospital 

operating theatres felt that the complexity of the 

development and the site were such, that a really systematic 

method of drawing up a brief was needed, allowing a 

comprehensive approach to data collection, storage and 

retrieval. 

At the outset it was considered that the exercise was limited 

by a number of factors: 

i. The task of producing policies and a brief which 

could then be developed into a sketch plan required the 

utmost urgency within a short timescale. Some of the 

Activity Data material had therefore to be prepared as 

the briefing continued and it could not therefore be 

handed over to the team for use as a complete package as 

the DHSS intended in the future. 

ii. The ADD/ADB method was only to be used in relation 

to two departments of the redevelopment scheme, ie the 

operating department and HSDU; an outline whole hospital 

and other departmental briefs were to be drawn up by 

'traditional' methods because experimental ADD documents 
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for these areas had not been developed. Moreover, the 

new operating department for which the ADD brief was to 

be drawn up was intended to include only four of the six 

theatres on the hospital site. The remaining two were 

already in existence and might be upgraded separately. 

The ADD method was evaluated initially by the RHA at the 

point when the complete design brief was handed over to the 

design team. Their comments included; 

'i. The ADD system offers considerable advantage in 

that the questions contained in the material have been 

evolved by a group who have examined other systems and 

schemes. This should ensure that all or most of the 

critical questions are at least asked at the very start 

of the planning process and as many as possible of the 

alternative answers are set before the team ••• 

ii. The decision of the team can clearly be recorded 

although in some cases there were still differences of 

opinion as what had been decided. It is however 

comparatively easy to compare the original documentation 

and subsequent narrative drafts and to refer back to 

earlier decision when necessary. (It was interesting to 

note the ADD apparently seemed to help the project team 

to 'know what it didn't know'). 

221 



iii. The process of selecting A & B sheets initially 

places a heavy time consuming load on one or two members 

of the team. However, the need for lengthy meetings or 

room data sheets should be eliminated and the design 

pack should be more comprehensive than the conventional 

room data sheets. 

iv. The ADD method apparently offers no more help in 

selecting sizes of rooms then conventional methods. The 

same source of guidance has to be used except that, 

a. The A & B sheets give some indication of 

spatial requirements relating to activities which 

would take place and the equipment required 

b. The policy itself often gives a much clearer 

indication of what spaces are used for, than a 

conventional and less systematic policy might.' 

In addition to evaluation of ADD by the project team some 

other points were raised in a letter by a Regional Nurse 

(SETRHA 19752) who was concerned at the beginning of the 

project that it was very important to produce a comprehensive 

and agreed operational policy and schedule of accommodation. 

The writer stated that, 

this sounds a simple exercise but at the stage when 

I became involved the operational policy had not been 
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written although, because of severe site restrictions, 

an architectural feasibility study had been produced. 

This study had been used by the project team as a basis 

on which to develop further detailed planning. It was 

obvious that the difficulties which the proposed design 

showed had not been appreciated by the district medical 

and nursing staff but they had accepted the feasibility 

study as the design solution as it appeared to be an 

improvement on their existing provision and conditions. 

Among the functions included in the feasibility study 

was an x-ray diagnostic room for special procedures 

which appeared to have minimal or negligible back-up 

facilities.' 

The writer pointed out that approaching preparation of the 

new brief using ADD resulted in a far more practically 

thought out solution which would position the special 

procedures facility adjacent to an existing operating theatre 

suite and the X-ray department. The use of ADD had been 

helpful for, 

'Having completed the policy and schedule of activities 

for the operating theatres and HSDU, I feel that the 

policies have been thoroughly and methodically thought 

through by the members of the project team and that 

therefore there should be far fewer problems with the 

design than there would have been with the more usual 

system of brief information.' 
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Design work on the proposed operating department was delayed 

for twelve months following completion of the brief. 

The first NHS field trial of ADD had shown some promise of 

the benefits which had been anticipated, and users found 

little difficulty in applying the method to arrive at an 

agreed brief. It was for this reason that no major changes 

in the format were envisaged by the author other than a 

positive decision to restrict the 'go to page x' column to 

the section of the document which identified the number of 

activity spaces needed (see Fig 50) and which directed the 

user to the activity space matrix to facilitate selection of 

appropriate activity sheets. For the operating department 

trial the 'go to page' column in the organisation options 

part of the document had not been completed. In practice 

this tended to disrupt the train of thought of the project 

team by the intermittent movement back and forth through the 

document. It was considered better for the user to progress 

through the document without interruption and utilise the 

previous decision column to check back for compatability with 

decisions already made. The precoded earlier decisions 

references were considered still applicable to options added 

by users, as these were positioned like with like. 
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PART 3 

8. A METHODICAL APPROACH TO DESIGN BRIEFING 

8.1 Introduction 

The first two parts of this work attempt to argue the case 

that current methods used to elicit and organise the user 

input to a design brief are not methodical and either 

haphazard or inefficient and therefore incomplete. Further, 

many of the methods attempted more recently, although based 

on some form of a structured approach are also incomplete or 

too restrictive, and do not provide the information necessary 

to produce a comprehensive, well considered statement which 

satisfies user requirements without unduly constraining the 

creativity of the designer. 

Further, it is argued that because these methods have 

apparently failed it does not necessarily follow that a 

systems approach is wrong. The final part of this work, 

which attempts to satisfy the demands of an evaluation 

framework first mentioned on page 217 and overleaf, will 

propose a new method for briefing based on the ADD system 

described in part 2 and which is applicable broadly to the 

three levels of decision making, described previously and set 

out below in reverse order from that normally adopted for a 

building project: 



a. Departmental 

b. Whole Hospital 

c. Strategic and Operational Planning 

8.2 Evaluation Framework 

Mention has been made already in Section 7.1.1 of the 

criteria which should be taken into account when creating an 

efficient briefing system. The sixteen questions posed on 

page 173 although not exhaustive, are broadly applicable to 

most projects. These questions tend towards the more 

practical aspects of project team work concentrating on those 

which influence the time which needs to be spent in order to 

arrive at a comprehensive, well considered and understandable 

brief. The following explores the background behind the 

choice of questions. 

Simple to use/manage: With increased delegation of 

responsibility for building schemes in the reorganised NHS to 

District Health Authorities, there will be a lack of client/ 

user planning expertise for some considerable time to come. 

Whilst many authorities have appointed 'second in line' 

officers exclusively to planning posts, others have combined 

the duties with managerial functions. This could diversify 

the planning input and reduce the amount of support which can 

be given to project teams. In many instances even where 

there is an exclusive planning post, the range and extent of 
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projects and the amount of work, will limit the planning 

support available. Many of the client/user representatives 

on project teams, whilst being experts in their own clinical 

specialties, initially have little or no planning experience. 

This means that any briefing method used must be simple and 

practical in approach and not hinder the articulation of user 

requirements for a design brief. The more complex the 

system, the less likely that it will be used effectively. 

After all, all we are trying to do is to ensure that the 

designers get enough help to make sensible decisions in the 

light of current constraints and knowledge. 

Check list approach: This should enable a more systematic 

consideration of planning options. It does not mean a 

'shopping list' whereby the client/user simply ticks his 

perceived requirements, irrespective of other considerations 

which may influence whether a particular option is needed or 

can be justified. It is merely an aid to ensure that 

relevant options are not overlooked. 

Client/user requirements stated clearly and concisely: Many 

references were given in Part I as to the importance of a 

clearly understandable brief. Of particular relevance and 

ceetainly worth repeating is that stated by Treagus (1962) 

who, when referring to briefing, regarded it as the most 

important stage of all, 
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If mistakes are made at this stage, if information 

given is inadequate or inadequately stated, if 

interpretation of instructions is incorrect or 

unbalanced, then much time and money will be lost •••• , 

An effective briefing system should ensure that the way in 

which the client/user intends the building to work is easily 

understood by the designers. It should minimise the use or 

jargon and present information in a clear unambiguous way. 

Enables implications of decisions being considered to be 

highlighted: Planning options cannot be selected in 

isolation. There is the need to consider operational or 

economic factors which may have important implications for 

the use of space or the project as a whole. Ideally it 

should be possible to cost options which can then be compared 

in terms of effectiveness, suitability and economy. The 

simple expedient of highlighting those options which have 

specific or extraordinary cost implications can be of 

considerable value. 

Enables compatability with previous decisions to be checked: 

As the preparation of a brief progresses, the selection of 

planning options will be influenced by decisions made 

previously at an earlier stage. It is possible for these 

previous decisions to be overlooked, particularly in a large 

project extending over a period of time. The effect of this 
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can be unfortunate especially if it results in the omission 

or duplication of facilities. A good briefing system should 

incorporate some means of referring the planning team back to 

these previous decisions as the project proceeds. 

Enables all possible identifiable choices of planning 

decisions to be considered: Although the emphasis is 

generally on the options which are selected, it is often 

equally important to positively eliminate others which then 

become specific exclusions. By recording these decisions in 

this way, the project team tries to ensure that when the 

building is brought into use, the users will be aware of the 

exclusions and not misunderstand the original purpose for 

which it was planned. A structured briefing system should 

help to ensure that this is taken into account during the 

planning stages, by listing all the options which can be 

identified from current guidance material. 

Minimises referral to other guidance material: Works 

professional members of a project team will need to be fully 

conversant with current building guidance and statutory 

regulations. For the purpose of the client/user input to the 

brief considerable time can be saved if references to 

appropriate extracts of guidance are easily available. It is 

of great value if these references or extracts of guidance 

are presented alongside the options being considered. There 

will always be the need to consult other more comprehensive 
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guidance material for points of detail, but such a facility 

within the briefing system avoids the need for constant 

referral to the full guidance documents. 

Briefing information compatible with other information/ 

guidance systems: In relation to the NHS the briefing 

information needs to be compatible with documents such as 

Health Building Notes, Health Equipment Notes and Health 

Technical Memoranda. For the purpose of a system framework 

it is important to recognise that virtually all options have 

some form of cost implication. It is therefore destructive 

to include information in the briefing system which is 

incompatible with information/guidance systems on which cost 

allowances are based. 

Part of a systematic data chain: Briefing cannot be looked 

at in isolation, it relies on policy information decided at 

whole hospital and strategic operational/service planning 

level. The architect and other works professionals use the 

brief in conjunction with various data processes including 

engineering costing procedures. There are considerable 

advantages in time and efficiency if the briefing system is 

one part of a systematic data chain leading from the Whole 

Hospital level to detailed planning, including locational 

relationships and subsequently commissioning and evaluation. 
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Accommodate choice of alternative options not contained in 

the documentation: Notwithstanding the points mentioned 

already regarding identifiable choices of planning 

options/decisions, a briefing system should facilitate a 

project team 'doing their own thing'. The structure of the 

system should provide a framework where unforseen or project 

specific options can be added to sections of 'like' options, 

and still maintain the logical progression and recording of 

decisions in the document. Of course this flexibility is not 

without penalty, for the insertion of a new alternative 

option carries with it the responsibility to consider cost 

implications and the effect of these options on the project 

as a whole. Nevertheless, a good briefing system should 

offer this flexibility in approach. 

Enables the incorporation of graphics to convey a particular 

option: There are instances when an option is more suitably 

presented in graphic form rather than text, eg a table, 

graph, or chart. The use of these are often very appropriate 

in demonstrating workload, and frequency or potential 

occupancy of spaces and rooms. The presentation of this 

information should form a complimentary addition to the 

narrative brief and be part of its structure. 

Enables whole hospital/whole building policy considerations 

to be taken into account: Many of the organisational options 

in a project dealing with specific parts of a building are 
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very dependent on the total hospital/building policies. For 

example the amount and size of spaces will need to conform to 

the overall organisation and delivery of supplies, the 

collection of items for disposal, catering facilities, and 

portering services. A briefing system should enable these 

factors to be taken into account, particularly if the special 

nature of the department being planned requires specific 

variations from the general whole building overall policies. 

Does not inhibit innovation design/is not prescriptive: The 

primary aim of a briefing system is to enable the client/user 

to express his requirements in terms of how the building is 

intended to work, ie the operational policies. The brief 

should not prescribe; it is for the designer to interpret the 

client/user requirements into a design solution. A briefing 

system should not result in the generation of a brief which 

inhibits innovative design. The system is doomed to failure 

and results in frustration if the designer feels that it 

holds them in a 'straight jacket'. He may well adopt a 

standard solution which does not respond to changes in demand 

over time. 

Does not assume a standard design solution: It could be 

argued that even if a standard design solution is the 

ultimate goal, then there are still merits in proceeding 

through the briefing process. This enables the client/user 

to understand the operational policies behind the standard 
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design. It also enables the incorporation of minor 

operational or design modifications during the planning 

stages. However, there is limited value in a briefing system 

which is structured to routinely produce a standard solution. 

The system should be able to facilitate both 'one off' and 

standard approaches. 

Reduces the amount of paper work in briefing: Most building 

projects seem to operate under the influence of Parkin sons 

Law where every piece of paper seems to propagate a further 

ten or more companions. In a large project the amount of 

paper generated is frightening, even with efficient filing 

and referencing methods it is difficult to ensure that 

information is readily available when required. More paper 

often means more errors and less efficiency. An efficient 

briefing system should not create unnecessary paperwork, 

indeed by a systematic approach the need for paper work 

should be reduced. It should be possible for each member of 

the project team to retain information on decisions made in 

relatively compact documentation, without the need to refer 

to other sources. 

Reduces the amount of conventional minutes of projet teams: 

Although accurate and informative minutes of project team 

meeting are an essential element in the management of a 

project, conventional minutes are often overweighted in 

detail. The record of decisions taken (and often revised) at 
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various times may be embedded a series of minutes (which may 

in turn be inaccurate) and difficult to find when required 

for reference at later stages. Ideally a briefing system 

should enable project members to keep a record of decisions 

as they are taken. The minutes need then concentrate only on 

the background leading up to decisions made with cross 

references to the brief as appropriate. This not only 

reduces the amount of paper generated, but facilitates 

referral to previous project team meetings. 

Flexible in use: It is a natural response to be antagonistic 

towards any method or system which appears to impose a rigid 

or prescriptive approach. Project teams tend to operate in 

an individualistic manner which depends on the composition of 

members and their particular role as they perceive it. The 

chairman may organise project team meetings in a particular 

way, either because this follows a well established practice 

or a method of working is chosen because that seems most 

appropriate. This final question in the evaluation framework 

is perhaps the most important criteria for it should be 

possible to use a biefing system flexibly, taking into 
~ 

account the particular needs, of a project team rather that 

imposing a stereotyped method of working. Flexible use must 

mean also the maintenance of a logical systematic approach to 

the preparation of a brief irrespective of the way in which 

the project team chooses to operate. 
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8.3 'State of the Art' 

The seven briefing systems discussed in Part 2 of this work 

only partially satisfy the criteria on which the evaluation 

framework is based (page 171). Some of the systems presented 

too many facts and too much detail; others were not 

sufficiently comprehensive. In some instances there was a 

tendency to be prescriptive and in others to assume a 

standard design solution approach. 

It could be argued that standard design solutions may in 

certain circumstances be appropriate; the problem is that 

users are not 'standard'. Nor does time or the body of 

knowledge stand still. However, to be effective and briefing 

system must accommodate a flexible approach to meet all 

planning situations. None of the systems described entirely 

achieved this aim. 

Because of these variations in structure of the briefing 

systems discussed, comparison of effectiveness is not 

entirely straightforward. Although the criteria set out in 

the evaluation framework broadly covers the attributes which 

would be expected of briefing systems, it was not appropriate 

simply to record whether a particular system did or did not 

conform. In some instances the criteria were partially met 

and this is acknowledged in the matrix illustrated in Figure 

51. 
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Certainly none of the systems available at that time could be 

regarded as entirely satisfactory. Briefs in general 

remained incomplete and of variable standard. Project teams 

who endeavoured to adopt a detailed and analytical approach 

often became submerged in piles of paperwork resulting from 

their efforts. In many instances briefs left designers with 

much still to 'guess' about user requirements and 

considerable time must have been spent in alternative design 

work. 

8.4 Change of direction 

Mention has been made of seven experimental briefing systems, 

six of which in many respects failed to satisfy an evaluation 

framework (Fig 51). The seventh system, Accommodation Design 

Data (ADD) being explored by the author, although a promising 

aproach, had a number of deficiencies; it appeared to satisfy 

eleven out of eighteen evaluation criteria, but only 

partially satisfied the remaining seven. Some designers were 

extremely critical of its apparent prescriptive I inhibitory 

characteristics. There was still the need for the user to 

constantly refer to other guidance material, it was still not 

part of a systematic data chain, the incorporation of 

graphics to convey a particular option had not been achieved 

and, Whole Hospital policy decisions were only partially 

taken into account. 
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In addition, Accommodation Design Data (ADD) although having 

some effect on the reduction of the project paperwork had not 

entirely achieved this aim, was not completely flexi.ble in 

use, and in some instances tended to be somewhat prescriptive 

in the way in which planning options were presented. For 

example, in the Operating Department draft (Fig 50, page 2~~), 

the user was simply asked to choose an activity space 

probably without having given sufficient thought to whether 

the space was in fact needed in the first place. 

Furthermore, the user was then directed option by option to a 

later page and so had to constantly move forwards and 

backwards through the document as the brief was prepared. 

Some change of direction seemed to be indicated and a series 

of seminars were held to explore whether the principles of 

ADD might be developed into a new method of briefing ie the 

Design Briefing System (DES). 

8.4.1 Seminars 

These seminars were multidisciplinary and attended by client/ 

users and works professionals including doctors, nurses, 

architects, engineers and quantity surveyors. During the 

initial seminars, in addition to the pOints mentioned above, 

a particular criticism was the inclusion of design guidance 

within the ADD documents. There was the view that the ADD 

approach could result in designers being placed in a 

239 



'straight jacket' with little room to develop individual 

initiative with all the unfortunate consequences that could 

generate. This point of view was understandable in the light 

of the way in which early ADD documents were drafted. The 

seminars served to overcome misunderstanding in the general 

approach to briefing, but more important provided the author 

with valuable information on which to base further 

developments. 

These criticisms had a considerable effect on the development 

and structure of what ultimately became the new DeSign 

Briefing System (DBS). Designers were consulted in the 

drafting of ADD material and they soon realised that this 

merely provided an aide memo ire to the design team and 

enabled the client/user to appreciate some of the factors 

which affected a design solution. 

Taking into account the results of these initial seminars the 

author decided to adopt a different approach for structuring 

the proposed new system. One of the most important aspects 

was the method by which options were presented for selection 

by the planning team. It was decided to move away from the 

somewhat 'staccato' manner in which options were listed and 

present them more as organisational statements which not only 

formed the basis for operational policies but improved the 

narrative flow of the resultant brief. 
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Other important developments were the elimInation of the 'go 

to page' column, an emphasis on the use of the 'earlier 

decision' column, the inclusion of a distinctive box or line 

against each option which has to be ticked or quantified as 

appropriate by the project team, and the elimination of the 

activity space matrices (Fig 46, page~I~). The selection of 

'A' sheets aggregating the total number of spaces required 

was presented in a separate document. The same principles of 

separate guidance and option pages were applied in this 

document called 'Part 2.' 

Draft documents incorporating the new method were prepared 

for 16 different hospital departments. These were presented 

informally as an outline methodology to all Regional Health 

Authorities, (to nurse planners initially, sometimes followed 

by multidisciplinary discussions) and the response at these 

presentations appeared encouraging. This reaction from 

potential users supported the views held by senior works 

profeSSionals, who at a presentation of DHSS current 

developments in research, (DHSS 1975) had asked that the DHSS 

resources should be devoted, above all to the subject of 

improved briefing. 

Despite the good deal of interest which was being expressed 

by the NHS regarding the possible development of the new 

system the limited range of documents then available appeared 

to discourage consideration of field trials. Many 
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of the building schemes which may have been suitable included 

departments or facilities which were not covered by ADD even 

in early draft form. A trial of the new system would have 

meant using conventional briefing methods for some 

departments, and ADD for others. Understandably project 

administrators were reluctant to operate two different 

briefing methods in the same project, whatever advantages the 

new concept seemed to offer. 

The title 'Accommodation Design Data inherited from earlier 

work on CUBITH (DHSS, 1970), could be regarded as rather 

ambiguous for it does not indicate what the system is really 

all about. For this reason, as the primary objective of the 

new system was clearly to facilitate the preparation of a 

design brief, a decision was made to attempt to formulate a 

title which would be more self evident- 'Design Briefing 

System' or DBS for short seemed appropriate. 

During the initial development of the new system potential 

users had become familiar with the term Accommodation Design 

Data (ADD), and for this reason the change in title was 

delayed until later in field trials. However, to avoid 

confusion henceforth in this work, the title 'Design Briefing 

System' (DBS) will be adopted as meaning the new briefing 

system irrespective of whether the illustrative examples 

depict ADD or DBS, which at this stage are synonimous. 
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8.4.2 Health Centre draft 

In the mid 1970s the author considered that the most 

promising possibility for the new method appeared to lie in 

producing a completely self contained document which would 

take into account the comparative size and complexity of the 

building which was to emerge. The opportunity for this arose 

when it was decided to revise the building guidance for 

health centres as the first of a new generation and style of 

Health Building Notes. Another advantage was the then 

government's policy which encouraged the building of health 

centres and introduced a proposed minimum spend on new health 

centres by health authorities, hence demand was established. 

(DHSS 19802, 1979, 1977) At that time there were several 

hundred health centres at early stages of planning, some of 

these intended to provide facilities for 10 or more Medical 

General Practitioners (GPs) and it was hoped that reasonably 

widespread field trials could quite easily be arranged. 

Work was commenced on the Health Centres DES which in some 

respects was thought to be a combination of what was 

equivalent to departmental and whole hospital briefing 

documents. The format was based on that which had been 

adopted in the revised ADD documents for A&E and Childrens 

Accommodation, but incorporating the major changes already 

mentioned (Figs 52 and 53). Whilst it was envisaged that a 
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C I Facilities adjacent to the _in entrance are required for: 

(a) a draught lobby 0 
(b) a pr .. shelter 0 
(c) an mtrance hall 0 
(d) an enquiry point 0 
(e) a reception llrea 0 
(f) a waiting area (] 
(g) 

~J(Ji 
D reception area should include counter facilities for patients 

attending: 

(a) general _Heal practitioner suites 0 
(b) c~ity servicesO 

(c) dental 5eIYices 0 
(d) hospital consultant sessions 0 
(e) 

EI The reception cOWIter should be: 

(a) undivided 0 
(b) sub-divided for: 

Or) 

(c) acneral lledial practitioner suitesO 

Cd) c~jty services 0 
Cp) dental serviCe<; oJ 
(n hoSfli tal consultant sessiClls 0 
ee) 



FIG 53 

ADD 
ACTIVITY DATA-ACCOMMODATION DESIGN DECISIONS 

1£AL'Ili CEN'IRt: 
PLANNING 
UNIT/DEPT 

tr:: 

EARLIER • 
OECISIO,., 1 3.ll:ifARI:D FACl1.ITIES - !ilYPLY AND snnGE 

A t;oods to be supplied by tile nearest district stores will be: 
(a) linen 0 

~lD (b) sterile supplies - dressings 0 
29G (c) sterile supplies - insuullents and utensils 0 

(d) medical and surgical smdries 0 
lSA (e) pharmacy supplies for the Area Health ~thority selVices 0 

(f) stationery 0 

B 

23D 

C 
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D 

(e) hardware and crockeryO 

(h) cleanine materials 0 
(i) catering provisiCllS 0 
(j) 

Goods to be supplied from a C.S.S.D. will include: 

(a) sterile supplies - dressings 0 
(b) sterile supplies - instrunents and utensils 0 
(c) 

Goods to be supplied direct from camtercial sources will include: 

(a) medical and surgical sundries 0 
(b) stationery 0 
(c) harm--are and crockery 0 
(d) cleaning materials 0 
(e) caterin& provisims - milk 0 
(£) caterina provisions - otherD 

(eJ welfare foods 0 
(h) 

The runber ot days supply held will be (SPECIFY IU(BER OF MYS): 
(a) linen 0 
(b) sterile supplies 0 
(c) medical and surgical sundries 0 
(d) pharmacy supplies for Area Health Authority snvices 0 
(e) stationery 0 
(f) hardware ~d crockery D 
(e) cleanine materials 0 
(h) caterine provisions - milk 0 
(i) caterin& provisims - other 0 
(j) welfare foods 0 
(k\- .-----____ ~---

PAGE 

41 

Accommodation Design Data: Health 
service, Shared facilities, Supply 
(right), Guidance Page (left) 

Centre; Organisation of 
and Storage - Options Page 
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health centre project team would use the new DBS document in 

a similar manner to that adopted for hospital departments, 

there were special considerations which applied to the 

preparation of a health centre brief. The establishment of a 

sizable health centre required an amalgam of multi interests, 

assuming that comprehensive facilities may be provided for 

general practitioners (GPs), community services and, other 

primary care services such as chiropody, speech therapy, 

social work and dental services. In the existing situations 

each of these users would have well established time tables 

for surgery or examination/treatment sessions, and it was 

likely also that the GPs considering occupation of such a 

health centre would be from several GP Group practices. 

Even before a brief could be prepared it seemed important 

therefore, that the users should 'take stock' of their 

existing situation in respect to sessions already established 

plus the number of patients and escorts attending and, 

attempt to extrapolate this information to the proposed new 

facilities. Rather than the imposition of planning 

constraints in terms of limited provision entirely by costs, 

this process should then encourage the users to rationalise 

their individual requirements and prepare tentative 

programmes of sessions which would enable economical planning 

in terms of accommodation. 
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It was thought that this could be achieved by including 

charts in the DBS document which would help users to collect 

information on their current workload before options for the 

project were considered. Figure 54 illustrates charts 

suitable to record information relevant to GP sessions. 

Figure 55 illustrates charts recording patient attendances. 

These Figures were taken from one of the health centre trials 

and show both an anticipated increase in GP sessions and 

patient attendances. During this trial, using the 

information collected on the charts, the proposed sessions 

were reviewed and a main waiting area with space for 36 GP 

patients and 24 community services patients was agreed. 

8.4.3 Health Centres Seminar 

The interim edition of the new Health Care Building Note 

No 36 was issued to the NHS in 1979 as a working document. 

This was the first of a new style format for Health Building 

Notes which provided comprehensive planning guidance linked 

to the DHSS Activity Data Bank. To follow up the issue of 

the new style guidance, a one day multidisciplinary seminar 

was held to demonstrate the use of the building note and 

associated activity data to those who expected to be involved 

with health centre design from Regions, Areas and Family 

Practitioner Committees. This seminar also gave the 

opportunity to present the Health Centres DBS draft, and 

obtain valuable comments on its proposed general introduction 
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FIG 55 
Accommodation Design Data: Health Centre (third 
Information collection chart - Patient Attendances at 
General Practitioner surgeries (left), Predicted 
attendances in the new Health Centre (right) 
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to the NHS. The seminar was attended by over 40 

representatives from the four Thames Health Regions and 

included doctors, nurses, administrators, architects, 

engineers and quantity surveyors. 

In addition to a demonstration of the guidance material, the 

afternoon part of the seminar was devoted to a briefing 

exercise using the new DBS to prepare a section of a design 

brief for a typical health centre. Seminar participants were 

divided into syndicates to consider the use requirements for 

the reception, waiting and medical records fascilities. In 

the event the general approach of DBS seemed to be along the 

right lines; an evaluation of questionnaires following the 

seminar indicated that the method should prove helpful to 

project teams. In response to a question of how useful they 

thought the new method would be to project teams in the 

preparation of design briefs (DHSS, 1979), over half of the 

respondents generally felt, 

that it would be useful, especially after some 

practice and to relatively inexperienced project teams. 

One respondent recognised however, that much would 

depend on the make up of the team and another pointed 

out a possible shortcoming on the lack of cost 

guidance.' 

1 
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6.5 Field Trials 

8.5.1 Health Centres 

From the mid 1970s onwards there were four major trials of 

the Health Centre DES and these contributed to a final draft 

document intended for use when the Health Centre Building 

Note was published. These health centres varied in size in 

different areas of the country: 

a. Hartlepool Health Authority 

b. Eastbourne Health Authority 

c. Portsmouth Health Authority 

d. South Bedfordshire Health Authority 

a. Hartlepool Health Authority 

This was to be a large health centre with a GP catchment 

population of 13,000 and, a 98,000 population requiring 

community services. Accommodation was to be provided for 20 

GPs from 6 GP practices and 3 individual GPs, plus facilities 

for visiting consultant ophthalmologists and ENT surgeons who 

were expected to receive referrals for all children in the 

area numbering 21,000. 
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At the first meeting of the Project Team for this difficult 

and complicated project the use of the new briefing method 

was agreed in principle. At the second meeting three weeks 

later the system was explained in detail and a draft Health 

Centre briefing document handed to each member of the team. 

The document was used at all nine subsequent meetings; a DHSS 

Nursing Officer attending each meeting as an observer to 

monitor progress. The Project Team members appeared to adapt 

easily to the system. 

A substantial amount of preparatory work was done by members 

between meetings; the possession of an individual document 

allowing members to look ahead, discuss with colleagues and 

bring collective views to meetings was found to be helpful. 

Options given provided a basis for lively discussion although 

certain members of the team found difficulty in stating their 

requirements in briefing form and wished to see design 

solutions. Here the briefing system proved an asset in 

providing a framework within which the meetings could be 

controlled. 

A first draft of the design brief from the DBS document took 

6 months to prepare and was submitted to the project team at 

their 8th meeting. The final draft was agreed two weeks 

later in mid 1976. 
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Upon completion of the series of meetings each member of the 

Project Team was asked to complete a questionnaire and an 

analysis of responses is given in Fig 56. 

Summary of comments extracted from questionnaires 

1. Three members suggested that the document be 

restructured to take into account groups of like functions in 

the health centre. 

2. The Chairman stated he personally found the document 

very helpful though two people found it irksome because of 

the discipline it imposed. 

3. The need for a better referencing back system and for 

space on left hand page for notes was mentioned. 

4. In answer to question 18 (Appendix 9) six out of seven 

members ticked 'substantial benefit'. 

5. Only one member felt planning time had been increased. 

This was qualified with the remark "but we were dealing with 

difficult personality clash". 

6. Family Practitioner - "In my personal position ie with 

no previous experience of being involved with Health Centres, 

I found a good deal of information, which I would not have 

considered previously, to be in the document". 
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7. Area Administrator - "I have been involved with top 

level planning of major Health Centres before reorganisation. 

There was not the need for this document then because 

relationships between the old Executive CouncillHealth 

Dept./GP's were better. In the reorganised set up the booklet 

became more valuable as time went by". (This view was 

expressed by other members although it would appear to miss 

the point of the perceived value of DBS). 

b. Eastbourne Health Authority 

In November 1976 a further opportunity arose to use the 

second draft DBS Health Centre document, which by this time 

had incorporated some of the amendments resulting from the 

first five months of the Portsmouth trial. The health centre 

was to be provided for 8 GPs plus primary care services to 

serve a population of 17-20,000 people. 

The method of approach adopted by the project team for 

preparing a design brief, as in the previous trials, seemed 

to be of value in progressing logically and systematically 

through the briefing process. Although much valuable 

information was gained from using the document during a 

period of five months, unfortunately one of the GP practices 
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withdrew their interest and the scheme had to be abandoned. 

However, the administrative assistant to the District 

Community Physician (SETRHA, 1977) commented, 

.... For what it is worth I would like to add that I 

am sure that the resultant brief would have been 

extremely comprehensive and I would have wished to 

process it to completion ••• ' 

c. Portsmouth Health Authority 

The concept of DBS was explained to a multi-disciplinary 

group at the Wessex RHA in January 1976. Following this 

presentation in March 1976 the Region suggested that there 

may be a suitable health centre project about to start and 

this would give the DBS system a valuable opportunity for a 

trial. The Regional Health Authority mentioned to the author 

that the health centre was very large, (WRHA, 1976), and 

should therefore be ideal for 'exercising' the system for, 

.... From our point of view the approach (ADD) which 

you outlined laid considerable emphasis on sharing of 

accommodation. Clearly economy of solution is 

particularly important in a centre of this size.' 
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The health centre being planned in Wessex was of a very 

similar functional content to the one in Hartlepool which has 

been described previously. From a trial point of view, this 

enabled a direct comparison between the first ADD health 

centre draft and the amended DBS version. 

Accommodation was to be provided for 22 GPs from 5 GP 

practices plus 3 trainees with a catchment population of over 

55,000; and full community services. 

Meetings of the project team commenced in June 1916 and 

continued until August 1977. The design brief was produced 

in a total of 19 meetings, the DBS documents being completed 

in March 1971. The project was monitored at every meeting by 

the attendance of a DHSS nursing officer (occasionally 

accompanied by a doctor) in the role of an observer. 

During the trial, the project teams appeared to have no 

difficulty in understanding the new briefing system. The 

structure of the document was amended as the project 

progressed in the light of the way in which options had to be 

considered by the team. One amendment of considerable 

importance (shown in Fig 52, page2~t) was the inclusion in 

the guidance pages paragraphs in red type which highlighted 

cost consequences of making decisions and identified areas of 

possible savings. 
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The project team were very enthusiastic regarding the value 

of DBS in preparing a design brief. The designers in 

particular regarded the brief to be of considerable help; it 

was the RHAs practice to appoint outside design consultants 

who found that the resultant narrative brief enabled the 

design process to proceed more rapidly. 

A DBS evaluation form was given to each member of the project 

team and a summary of the responses is shown in Appendix 9. 

The various comments from this trial were taken into 

consideration in a further revision of the DBS Health Centre 

draft document. 

d. South Bedfordshire Health Authority 

Because of changes in RHA's capital programmes, various 

delays occurred in the completion of planning for the health 

centres for the first two trials just described. Nevertheless 

design work had progressed s~tisfactorily on the basis of the 

DBS brief. Indeed, in the Portsmouth project loaded drawings 

were completed following an outline sketch plans but the 

deciston to proceed with the project was not made until quite 

recently. Contrary to this, ev~~ with a sixteen month gap 

between the brief being frozen and a start made on sketch 

designs, detailed planning of the Bedfordshire project was 

completed in only five team meetings over a five month 

period. The trial was successful as there were only two 

modifications needed of any consequence to the first sketch 

plan based on the narrative brief and a set of activity data. 
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The Bedfordshire project was of particular interest because a 

health centre of almost identical functional content had 

already been built in the same town where the new health 

centre was to be provided. Previously it had taken about 18 

months to obtain a 'frozen' brief before detailed planning 

could commence. The RHA considered that if the DBS were used 

to prepare a brief for the new health centre it would be 

possible to make a direct comparison in terms of possible 

improvements of time taken and quality of data; in the event 

this proved to be the case. 

The health centre was to accommodate two GP practices, using 

it as their main surgery and, three GP practices using the 

centre as branch surgery accommodation. The combined list of 

GPs was estimated at 1000-12,000. The community health 

services population by the year 1984/85 was estimated to 

total 18,000-21,000 of which 1000/1100 would be patients over 

65 years of age, 4500-5300 would be children on the school 

roll and 2500-2900 would be children under 5 years of age. 

Meetings of the project team commenced in July 1979 and 

continued until February 1980. The meetings recommenced in 

June 1981 and were completed in November 1981. 

Although much smaller than the two heath centres which were 

included in the first DBS trials, the health centre in 

Bedfordshire was considered similar in complexity for 
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preparing a brief. The inclusion of five GP practices plus 

other primary care services it was thought would require 

considerable consultation and compromise in terms of 

individual facilities required. In the event, the use of DBS 

simplified the whole process. 

The project team chairman used the DES documents as an agenda 

and to plan ahead regarding the information needed at 

subsequent meetings. The GPs in particular were able to 

consult with their medical colleagues well in advance of the 

meeting at which decisions needed to be taken. Consultation 

with the representatives of community services who needed to 

discuss the proposed facilities with a wide range of 

potential users including, nursing, midwifery and other 

professions was also made easier. 

During the five project meetings at which a narrative brief 

was prepared, the design 'interests' were represented by the 

Area Building Officer. It was a practice of the RHA not to 

allocate design assistance to the scheme until the stage 1 

cost estimate had been approved by the RHA. On completion of 

the narrative brief (Appendix 10) a small group of project 

team members, on the selection of activity data sheets, some 

of which were amended to suit local requirements (Fig 57). 

This activity data was ratified by the project team at a 

subsequent meeting when it reconvened 16 months later. 
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When the project team met again in June 1981 it was confirmed 

that the RHA had allocated a Job Architect and a Job Engineer 

to the scheme. The design team produced a preliminary 

outline sketch plan and with the exception of the waiting 

area and location of the treatment room and health eduation 

facilities, this was regarded as satisfactory. At the 

following meeting five weeks later the amended outline sketch 

plan was agreed and, the detailed loaded room layouts were 

completed after three further meetings at one month 

intervals. 

Whilst it could be argued that such a programme could be 

achieved using other methods of preparing a brief, it is of 

interest to note the following: 

1. The job architect was not present at any of the 

meetings at which the brief was discussed or activity 

data selected. 

2. He had joined the Regional Architect's department 

only a short while previously and had no experience of 

health building design. 

Taking this into account it was encouraging that the briefing 

data evolving from the DES method was of sufficient quality 

to enable a design solution (which was not a regional 

standard) to be produced after only two amendments of 

consequence to the original sketch plan. 
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The evaluation questionnaires (Fig 58) were completed by 

seven project team members. A few points of minor detail 

were noted for possible inclusion in future DBS drafts but in 

general those responding were enthusiastic regarding the use 

and value of DBS. Indeed, the overall time scale in the 

actual preparation of the brief had been reduced by at least 

50 per cent compared with a similar previous scheme. 

The special interest were the comments made by the architect 

on completion of the design, who was impressed by the quality 

of the brief resulting from the new system. The architect 

was unable to comment on the DBS as such as he did not have 

anything to do with its use on the project. But he 

continued, 

'I was not involved on the project until after the 

narrative brief had been prepared and it was this rather 

than the DBS itself that I used as a design brief. The 

narrative brief was very useful and helped me to arrive 

quickly at an acceptable plan. (see Appendix 11) 

Detailed planning (eg room layouts) has revealed that 

consultation between users and architect should take 

place before activity data material is selected'. 

These comments confirmed the general approach of DBS was in 

his opinion along the right lines and, subject to ensuring 
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that the important interaction between project teams and 

designer, was maintained, that the use of DBS could result in 

an unambiguous briefing package. 

The Bedfordshire health centre was approved to proceed at a 

budget cost of £b70,OOO with a start on site in 1982/83. 

8.5.2 Accommodation for Elderly People 

The results of trials of the Health Centre DBS document 

indicated that the general approach of the method in the 

preparation of design briefs had proved promising. Work 

continued in drafting other DES documents for use with Health 

Building No~es (HBNs) which were being revised. It was 

considered that the DBS documents should be offered for field 

trials in order to test the validity of the format as applied 

to briefing for hospital situations. Initially these would 

be made available only to health authorities on request. 

The first new style HBNs issued in 1981 were those giving 

guidance on Accommodation for Elderly People and 

Accommodation for Adult Acute Day patients. DBS documents 

were prepared to accompany each of these HBNs, and because of 

the increased emphasis on the priorities for developing 

services for the elderly (DHSS, 1971, 1981), it seemed that 

this need might offer opportunities to undertake further 

trials of DES. 

265 



The new HBN (DHSS, 1981) provided guidance both for inpatient 

and day patient accommodation. It was acknowledged that 

although some hospital projects ideally would include both 

types of facilities, possibly as a Department of Geriatric 

MediCine, others might consist of only one. This might be 

due to the availability of suitable eXisting accommodation, 

or perhaps because of phasing when part of the facilities are 

to be provided later. This situation influenced a decision 

by the author to prepare separate draft DBS documents for 

each of the two main elements, ie inpatient and day patient 

accommodation, rather than a comprehensive to encompass both 

which would have been rather bulky. Another reason was to 

avoid project team members being over burdened with 

unnecessary paperwork. 

As the Health Centre DBS trial document had proved acceptable 

in use, the new drafts adopted a similar approach. The 

format of these followed a pattern of possible use by a 

project team, proceeding step by step from the broad overall 

decisions through to the eventual consideration and selection 

of activity data (Fig 59). At that stage the DBS was still 

divided into two separate documents; the first containing all 

organisational options, and the second lists of activity data 

with related earlier decisions reference from part one. 

Extracts of HBN guidance was included on left hand pages, and 

options/decisions set out on the right hand pages (Figs 60-

61). Paragraphs of guidance dealing with cost effectiVeness 
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BI These will be provided in the following types of nursing section.~: 
(a) type A, for those requiring active treatment c=J 
(b) type B. for those requiring continuing a(tivc treat~nt or 

rehabilitation and slower stream "<'IIIedial tl.crapy ,lIld 
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A((a.H)DATIO~ FOR ELDERLY PEOPLE - l\-PATI~"TS GUIDANCE DHSS 
CBS 
SI.\GlE BEDRlUIS 
Each nursing section should contain ~-~ single rooms to accommodate: 
a. high dependeocy patients 
b. those likely to disturb others 
c. those needing segregation for clinical or other purposes; 
and to increase the fle:dbility in the use of the section in allocating accoll1l1Ddation betl>een the ;exes. T"o rooms 
should be suLUld-contained .... here patients "no may be neisy can be nursed without disturbing others and at least tl>O 
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in tne hospltal, one room should have a Ii.C. en suite. (HBS, paras :;.H-3.~9) 

~m Tl- BED BEDRCa>5 
TIle n~er of multi-bed bedrooms and the nurrber of beds within them may be influenced by loc;ll preferences :Ind. 
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pro\,i"ion of a Z-bed room or two adjacent single rooms with a cormunil:ating door ,,-hich can be used by close 
relati\'es or friends is a matter which will need to be decided locally. (HB;\;, paras 3.50-3.5-) 

PUIE.\"TS' CLOTIU:-tG 
Storage ... ill be required for patients' personal clothing and any hospital clothing "hich may be allo(ated for their 
use. It is desirable that patients should not be separated from their personal possessions .... hilst in hospital and 
therefore storage within each patient's bed space or single room is preferred. This can be achieved by prodding 
a fLxed beJside .... ardrobe for hanging day-to-day clothing and storing a small suitcase, "'ith a small bedside loc:>.er 
for holJing small articles such as towel, water jug and glass. A IOObile locker/"ardrobe has limited ..:apacity and 
addi tionally requires secure sui tease and clothini storage elseoohere .... i thin the nurs ing section. (HB~, para. 3,58) 

RELU [rES' ReG1 
Accor.urodation is required where the relatives of patients "no are seriously ill can rest durin& the day and sleep 
o\-emight. It should be remerrbered that the relati\'es themseh'es may be elderl), and disabled. 

Rooms should be sited .... ith other relatives' rooms, near to sanitary facilities, but not too isolated from staff. 
lhB~, para. 3.1~9) 
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were now highilighted in bold type* to alert the project team 

to the capital and revenue implications of certain decisions. 

The explanatory introduction to the document (Appendix 13) 

was supplemented with a colour videotape available on request 

by health authorities. 

Samples of the two DBS documents - Accommodation for Elderly 

People (in patients and Day Hospital) were issued to the NHS 

in 1981. Medical and nurse planners at RHAs expressed 

enthusiasm and indicated that they hoped to apply the method 

in their regions. Unfortunately, in many situations the 

planning for projects which encompassed facilities for the 

elderly was well underway and it was not thought possible to 

introduce DBS at such late stages. In the event a trial was 

undertaken in 1982, involving the preparation of a brief for 

geriatriC accommodation as part of a total hospital 

development. This trial included also the use of a draft DBS 

document - Rehabilitation - which had been prepared in 

advance of the Building Note revision specifically for the 

project. At time of writing these trials are still in 

progress and therefore at too ftarly a stage for proper 

evaluation of DBS. However, one in Derbyshire is 

sufficiently advanced to give some indication of what the 

project team thought of the new method of briefing in use. 

* This was decided in preference to red type which would 
have increased reproduction costs of DBS documents 
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Southern Derbyshire Health Authority 

The project selected for the DBS trial was part of a phased 

development of a city general hospital site for whcih the 

planning of Phase I (1982/87) had been completed. The first 

phase consisted of obstetrics and gynaecology beds, a sterile 

supplies department and a postgraduate medical education 

centre. The objective of the trial associated with Phase II 

(1987/92) was to produce a design brief using DBS, for 

geriatric accommodation. This comprised seven wards 

totalling 180 beds, and a further ward of 24 beds intended 

initially for possible surgical patients use. In addition a 

day hospital of 40 places and the first phase of new 

rehabilitation facilities were to be provided, plus various 

support services. The final Phases III and IV to be 

completed in 199212002, are planned to include some acute 

wards, operating theatres, intensive therapy unit, X-ray, 

adult acute day patient facilities, a renal unit and 

additional rehabilitation facilities. By Phase III it was 

envisaged that the total geriatric beds available in the 

health district would be about 710, of which 240 were likely 

to be provided on the city general hospital site. 

Eight meetings of the project team had taken place between 

September 1981 and January 1982 when the functional content 

of Phase II was agreed. Several members of the project team 

had during 1981 attended a regional presentation of the DBS 

271 



system. They were aware of the availability of DBS drafts 

for elderly patient accommodation, and as the extent of 

facilities in Phase II had been reduced to eliminate acute 

wards (appropriate DBS drafts were not available for this) it 

was thought that use of DBS might expedite work on the 

project. 

The DBS was demonstrated at the ninth project team meeting in 

March 1982. As a result it was decided to adopt the method 

and work was started immediately on the first sections of the 

accommodation for elderly inpatients document dealing with 

scope of service and workload. The use of DBS followed the 

general pattern experienced with previous trials and the 

project team quickly adapted the system to their own method 

of working. The Chairman decided that he would use the DBS 

option pages as a basis for planning meeting agendas. It was 

accepted that not all members of the present team would be 

present at every meeting. In order to ensure that they would 

be able to keep their own copy of DBS up to date it was 

decided that a note should be distributed after each meeting, 

giving a synopsis of the options selected, their reference 

numbers and any action necessary by, or information required 

from specific project team members in order to complete 

selection of the options outstanding. The options selected 

were also recorded in the master copy of the DBS held by the 

project secretary (Fig 62). Inevitably in a project of this 
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The accommodation will be sited: 
(a) on the eTOund floor 0 .. tar .. poaaible tor!ne I htieDtI ( .. bab) 
(b) 011 till 1n &Ill 2Il4 fioor 11 -oelMZ7 tor '!'ne , paUeDti (blaM 

Access wlll be required to: 
(a) the main hospital street 0 
(b) the hospital erounds n 
(e) an outside area or ea'riten 0 
(d) 

TebiCl1ll&:r 
Access and parkO' facilities will be required for: 
(a) lJI'bulances 
(b) patients' an escorts' cars B 
(c) disabledg:rsons' \°ehicles 
(d) staff 
(e) supply v icles 0 
(f) emereency services 0 
(a) 

".a_Dt) 

The order of priority for p1annina the Geriatric In-Patients sectionCsl 
near the other areas of the hospital is CINDICATE PRIORITIES IS 
N.J.IERICAL ORDER) : 

Ca) Geriatric Day Hospi tal 0 
(b) Rehabilitation Department 0 
(cl C>.It-patient Department 0 
(d) X-ray Department 0 
(e) Clinical Measurement 0 

~ (f) Cbapel 

--..........'- ..... ...LRl 

rIG 62 
Design Briefing System: Accommodation for Elderly 
Derbyshire Trial;'Master'Options Page recording 
team decisions 
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nature obtaining briefing information often took time and a 

further reminder note was brought to the attention of the 

project team at regular intervals. (Fig 63) 

As mentioned on pagel?O a specially prepared draft document 

'Rehabilitation' was used in this project to prepare the 

brief for the Department of Rehabilitation which formed part 

of Phase II of the project. This meant that there were three 

design briefs being prepared almost simultaneously by the 

project team ie Elderly In Patients, Geriatric Day Hospital 

and Rehabilitation. With the exception of a few temporary 

ommissions, the Elderly In Patient part 1 document (see page268) 

was completed by June 1982 in eight sessions of the project 

team over a period of about three months. The brief produced 

is illustrated in Appendix 12. Work on the Geriatric Day 

Hospital document started in April 1982; the initial 

selection of options was made in three project team sessions 

and completed in just over three months by early August 1982. 

Subsequently it was decided that the Geriatric Day Hospital 

would not be built in direct association with the in patient 

accommodation but provided elsewhere on the site as a 

separate scheme. However, the resultant brief (Appendix 12) 

was regarded suitable for this change of direction. 

The brief for the Department of Rehabilitation was commenced 

in May 1982 and although good progress took place, for 
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Trent ReglOnal Health ~uthority 
Trent Reqional Health Authority 

_ CITY HOSPITAL DEVELOPKENT - PHASE I I 
_ CITY HOSPITAL DEVELOPMEIII' - PHASE 11 

Design Brleflng Syst~ - Part Codes: 
Design Briefing Systea - Part Code.: 

Outstanding matters requiring aCtlon 
A - In-patient Accommodatlon Outstanding matters requirlng actIon A - In-Patient Accoamodation 

B - Geriatric Day Unit 
C - RehabilitatIon Department 

B - Geriatric Day Unit 
C - Rehabilitation Department Date: 18 / 05 / 82 

Date: 14 / 05 / 92 

----
Code Page Ref. Action requl.red Referred for Code Page Ref. Action Required Referred for 

Action to: Action to: 

A 20 - Guidance 
KunDer of Nursing Officers R.~/M.D_ 

A 18 Desi9n Decisions 

RIa) Whether bedpans/liners and urinals 
(bl will be disposable R.T....aIM.o..-R 

Design Decisions 

B(b) Decision dependent on the number I 
Ie) of Nursing Officers R.T_/M.o-

Design Decisions 

G(c) Whether bedpan disposal system will 
be disposable or non-disposable R.~/M.O_ 

22 Design Decisions 

A Breakdown of Nursing Staff into 
Full-tlme and Part-tiMe R.T ..... /H.D_ 

19 A Design Decisions 
B 

Dependent on a decision on dispos-e 
able or non-disposable bedpans I 
urinals R.T ..... /M.D .... 

Design Decisions 

B Number of Breakdown of Medical 20 - Guidance 

Staff Dr J.T.C .... Number of NurSing Officers R.T ..... /M.O"" 

24 Design Decisions 22 Desiqn Decisions 

A Number of Staff working at Peak 
periods: 

Nursing R.T~/M.o.-.. 

A Breakdown of NurSing Staff into 
Full-time and Part-time R.T_/M . .-

Other M.W. F_ 
Design Decisions 

B Number and Breakdown of Medical 
B J Design Decisions Staff Dr J.T. C_ 

Olb) Whe~h@r Speech Therapy facilities 
will be provided in the Day 
Hospi tal for In-Patif'nts M.W.F~ 

24 Des~~cisions 

A Number of staff working at peak 

B - Guidance 

periods: 
NurSing R.T_/H.~ 

Other H.W.F_ 

Chiropody facilities Dr C_/R.T'-

B J Design D(>~~ 

Design Declslons 
Dlb) 

Whether SJ.-"P.ech 111erapy faCilities 

E(b) Chiropody facllities Dr C"'/R.~ 
wlll be prOVided in the Day 
Hospital for In-p.atlents M.W. F~ 

L __ ,-__ 



reasons unconnected with DBS there were delays in its 

completion and work is still proceeding in 1984. Use of the 

Part 2 DBS documents for the selection of activity data 

proceeded well and amendments were made as necessary to 

relevant activity sheets to produce a package for the design 

team. 

Although this project trial of the DBS is still underway, the 

initial results are encouraging and it is possible to make a 

preliminary assessaent of the new method in use. 

In the Derbyshire trial the project teams considered that the 

application of DBS has enabled them to proceed more 

systematically through the decisions which they thought 

needed to be made. Three of the project team members (a 

sample seleoted out of interest rather than for being truly 

representative) agreed to respond to a questionnaire giving 

their initial assessment of DBS; tbese are presented in 

Figure 64. Informal discussions with otber project team 

members has also indicated a favourable reaction. 

The majority of the Derbyshire project team members were 

, experienced planners, and were able to base their assessment 

of the DBS method by comparing it with other RHA briefing 

methods adopted for similar health building projects in the 

region. Tbe use of the new method appears to have reduced 

the time normally required to produce a brief of his nature. 
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At this early field trial stage DBS seems to satisfy most of 

the points of the evaluation criteria set out in pages 171 

to I/~ of this work. Tbis is discussed in the following 

section. 
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Effective--------------+lneffective 
How effective was/were: Very Fairly Neither 

1. the introductory explanation? l 2 
2. the colour video illustrating use of DBS? 
3. the document in advance planning of meetings? 2 
4 • the document in covering critical planning questions? 2 l 
S. the guidance and decisions in highlighting cost implications? 1 2 
O. the document in helping you check earlier decisions? 3 
7. the document in lending itself to revision of decisions? 3 
8. the document in feasibility of use? 2 1 
9 . the decisions in highlighting other decisions 1 2 

10. the document in achieving a clear unambiguous record of decisions? 2 1 
ll. the method in keeping meetings to the point? 1 2 
12. the knowledge of decisions to be made before meetings? 1 2 
13. the guidance extracts? 1 2 
14. the usefulness of the document in recording decisions (rather than minutes)? 2 1 
IS. the document as an immediate and agreed record to take away? 1 
16. the usefulness of the document for commissioning and evaluation? 2 1 
17. the method in shortening the length of project meetings? 1 

18/19 
20. 
2l. 
22. 

Referring to question 17, was this due to DBS methodology? 
Did the document lead you to obtain relevant information before meetings? 
Did the document contain items which would have otherwise been overlooked? 
Was the document difficult to use? 

Yes 1 
1 
3 

No 2 
2 

23. How much of guidance should be included in the brief? 
24. Are you satisfied with the end result? 
25. Was the document of any benefit? 

26. Comparison of total planning time Less 2 Same 1 

all selective 
-- ----.-

sublitantial reservat10ns 
3 

2 1 
1 2 

More 0 

3 

Fai rly Very 

2 
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9. DISCUSSION 

9.1 The Brief and Briefing 

The first part of this work established the importance of 

client/user input to a design brief. It highlighted the 

general lack of a systematised approach to briefing, 

resulting in briefs which in many circumstances were 

deficient and in some cases did not even describe how a 

building was intended to be used. It also examined other 

eXisting systems and identified their inadequacy. It was 

shown that this lack of information to the design team often 

created misunderstandings of the real user requirements, 

producing buildings which did not satisfy functional 

reqUirements, resulting often in costly contract variations 

or post contract work to rectify the inadequacies. But in 

addition to causing delays in the planning stages, incomplete 

information at the briefing stage had been shown to have 

serious implications for subsequent commissioning and 

evaluation of the building. 

It was acknowledged that innumerable buildings have been 

designed and built successfully, both with and without 

comprehensive briefs, equally many of these are deficient in 

functional content despite their architectural ingenuity. In 

the view of the author, this was found to be evident 

particularly in some hospitals planned in the 1960s and 

commissioned during the 1910s. It was considered that 

notable examples of these were some new teaching hospitals 
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which appear palatial on first impression but conceal 

unacceptable space standards in patient and clinical areas 

which represent unforseen and intolerable revenue burdens. 

It was argued that a brief in a bureacracy (eg the National 

Health Service), is often more than just a means to design, 

it is also a link to many other things, eg anticipation of, 

revenue consequences and therefore budget implications. It 

was considered that the absence of a satisfactory brief can 

create long lasting problems for the user and manager of the 

organisation as well as for budgetting. This is important 

because if national budget forecasting is to be effective 

then briefs must assist. Another problem which may emerge is 

dissatisfaction with the interpretation of the brief by the 

design team arising from the assumption by the user of what 

he thought he was going to get, but did not because the brief 

failed to specify adequately the user requirements. 

9.2 Briefing methods 

The second part of this work explored whether briefing methods 

have improved during the past two decades. It established 

the increasing availability of planning guidance in the form 

of DHSS Health Building Notes, Technical Memoranda, and the 

sytems approach embodying activity data and research papers. 

It concluded that despite this, and provided authorities 

could afford to build or to renovate, then improvements had 

not taken place. Indeed, there was a suggestion that the 
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opposite often prevails and that the type of guidance which 

has emerged, has tended to stifle innovation in design (Moss, 

1977). 

Seven well documented examples of the available briefing 

methods were reviewed, including those which purported to 

encompass organisational and operational aspects of briefing. 

But in the majority of situations, the emphasis remained on 

briefing data which was mainly orientated at far too early a 

stage (ie before the operational and temporal implications 

were either explored or understood), toward rooms or activity 

spaces. Application of a sixteen point evaluation framework 

(Fig 51) revealed considerable shortcomings in most 

instances. 

9.3 Design Briefing System (DBS) 

The improved Accommodation Design Data draft documents and 

subsequent development of the new Design Briefing Systems, 

have shown that it is feasible to produce an aid to preparing 

design briefs which satisfies most of the criteria set out in 

the evaluation framework (Fig 65 column 7). Further, 

interrogation of the approach using the evaluation framework 

developed earlier has tested the hypothesis presented at the 

beginning of this work, that 'if the method were adopted more 

generally, a considerable improvement in the quality of 

design briefs could result'. Trial use of the DBS concept 
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has shown it to be of value, enabling project teams to 

articulate user requirements in an unambiguous manner to the 

satisfaction of designers. It is convenient to combine some 

of the evaluation criteria for the purpose of discussing the 

DBS trials. 

9. j. 1 Simplicity of use/check list 

In the most recent trial of the DBS 'Elderly Accommodation' 

document, the simplicity of approach was assessed and 

confirmed by observation at project team meetings. Some of 

the representatives from the district health authorities had 

a limited knowledge of planning, whereas others were 

experienced planners. The inexperienced found that a check 

list approach enabled them to visualise more easily the range 

and extent of options included in DBS which needed to be 

considered. This prevented the ommission of important 

aspects which must be considered in preparing a brief. The 

experienced liked the organised progression which enabled 

them to anticipate the planning information which needed to 

be collected and to identify the consultation required in 

advance of future meetings. The chairman of the project team 

used the document to facilitate the preparation of agendas. 

DES has the ability to refer the project team back to 

previous decisions which have a bearing on the option being 

considered. Project team members found this facility 
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especially useful as so often in the past, particularly in 

large projects extending over several years, the effect of 

these earlier decisions has been overlooked. 

Client/user requirements stated clearly 

One objective of the new DBS is to present information on 

user requirements in a clear, unambiguous, easily understood 

manner. For it has been identified earlier that a critical 

failure in many previous systems occurred when both client 

and designer thought they understood each other. The trials 

have shown that this understanding can be achieved with the 

minimum of jargon. A good example was illustrated in the 

Bedfordshire Health Centre trial. It will be recalled 

earlier in this work that the designer was not present at 

these project team meetings during the preparation of the 

brief using the DBS method. The initial sketch plan was 

based almost entirely on the narrative and selected activity 

data. That the resultant sketch plan required only minimal 

ammendment could arguably be attributed in some major part to 

the unambiguity of the brief. 

DBS has demonstrated its ability to improve communication 

between the project and design teams, by helping to create a 

mutual understanding of the client/user requirements which . 
need to be taken into account during design. It does not 

supplant the important dialogue between the client/user and 
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the designer, but reduces the amount of discussion which in 

the past has tended to extend the time required to arrive at 

an agreed brief and subsequently an acceptable design 

solution. 

Implications and compatibility of decisions 

This new briefing system provides, for the first time, a 

method which helps to highlight the implications of decisions 

as they are being considered. For example the effect of 

alternative options on existing or future planned services 

and phases. The expedient adopted of highlighting in bold 

type the potential revenue cost implications in the extracts 

of guidance proved of considerable value. It was found that 

this information alerted a project team to such factors at 

early stages of the briefing, even though it was not possible 

to calculate the precise cost of options. Merely identifying 

those which were revenue intensive served to encourage the 

project team to consider carefully all the alternatives. For 

example, when considering the provision of staff changing 

facilities, the ongoing revenue implications of a manned 

counter issue compared with automatic machine storage and issue. 

It was observed that members of the project team found the 

'reference back' facility in DBS of special value. The time 

scale for the preparation of the briefs in the last two 
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trials was reduced compared with other similar schemes, but 

the highlighting of earlier decisions which might have 

implications for the subsequent selection of other options 

still proved particularly helpful. For instance, taking an 

example from the Health Centre document (Fig 53, page 2~~), 

the provision of storage space for pharmacy facilities was 

envisaged for inclusion in the Health Centre (reference-a 

decis'ion made on page 15, option A). 

Another simple example is illustrated in the 'Elderly Patient 

Accommodation' DBS document (Fig 61, page 169 ). The need to 

provide relatives overnight stay rooms will need to follow 

the selection of options 6D, 13B, C and D on a previous pages 
I 

6 and 13, which noted that patients may be accompanied by 

friends or relatives who may also be elderly. 

The highlighting of cost implications and the reference back 

facility in DBS was found to assist a project team in their 

decision making to avoid unecessary duplication of facilities. 

Identifiable planning decisions, compatibility 

with other guidance 

Because the Health Building Notes provide a basis for cost 

allowance in health building (accepting that it may be 

feasible to create a design which can be planned below this 

cost ceiling), it was logical for DBS to include those 

286 



planning options which can be identified in current health 

building guidance and other DHSS guidance such as Health 

Equipment Notes and Health Technical Memoranda. 

The project teams who participated in the DBS trials found 

that this did not preclude the inclusion of their own 

alternatives in the brief. In many instances these were 

inserted simply to clarify the clients/use requirements 

(Fig 62, page 273 ). 

The DBS provided a framework so that as these additional 

options were considered with 'like' options, the logical 

progression of the brief was still maintained. It was noted 

that in the trials additional options added to the brief did 

not result in costs over and above those allowed in existing 

cost allowances. As the development of DBS progresses, the 

evaluation of briefs for different projects should enable 

consideration to be given as to whether some project specific 

options might be included for general application in revised 

DBS documents. 

Reference to guidance material 

Although members of a project team are exhorted to read the 

complete HBN relevant to the project under conSideration, it 

was found that they did not always do so for a number of 

reasons. For example, it sometimes proved difficult to 
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provide every member with a complete copy of the appropriate 

HBN. Even if members were able initially to read the 

complete HBN, it was not particularly convenient always to 

have to refer to it each time information was required. In 

the trials it was found that the extracts of relevant HBN 

guidance in the DBS documents were quite adequate in most 

instances. They provided a reference point when discussing 

particular options or perhaps helped to identify quickly the 

appropriate section of the HBN which needed more detailed 

scrutiny. It was not found that these extracts of guidance 

were out of context. 

Provided the guidance pages of DBS documents are revised 

regularly this may be of help to users in the field who often 

are unsure as to which is the latest piece of guidance even 

if they can get hold of it. 

Whole hospital policies - systematic data chain 

It will be remembered that DBS trials have been limited 

mainly to the preparation of briefs at hospital department 

level. However, sections of the documents, particularly 

those dealing with supply and disposal requirements, have 

shown that whole hospital policy considerations can be taken 

into account in the preparation of the brief. 
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The systematic data chain envisaged of which DBS will form an 

important part, is not yet fully realised. The possible 

development of a whole hospital level document will be 

discussed later. Meanwhile, it was possible during the 

trials to utilise policy decisions made at the upper levels 

of planning, ego service planning. 

The lower part of the data chain, for briefing at 

departmental level exists already and the use of DBS led 

users ultimately in a systematic way to the selection of 

activity spaces, (Activity Data Base) and subsequently to 

such information as computerised equipment schedules. It was 

noted also that project teams envisaged that the complete 

narrative would be used as a basis, certainly for 

commisSioning, and also later for evaluation of the completed 

building after it had been in use for a period. 

Incorporation of graphics 

The facility to present information in tabular form was 

considered to be advantageous. In all the trials this 

included such aspects as the summary of provision and 

estimation of staffing numbers for planning purposes. 

Tabular presentation was particularly useful in the health 

centre trials. Here, charts were used to encourage the 

project team to obtain information on present and prospective 

attendance of patients at General Practitioner surgery 
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sessions. This information proved of considerable value 

when, for example, planning the waiting space. However, the 

extent to which graphics might ultimately be fully utilised 

in DES was not realised in the present trials, and is an area 

for future development. 

Non-prescriptive approach/standard design 

The DES 13edfordshire trial showed how a comprehensive brief 

could be produced in a systematic way (para 9.3.2). Far from 

being prescriptive (or unduly influencing designs by the 

inexperienced or the innovator), the brief resulted in an 

acceptable design with very few ammendments needed to the 

initial sketch plan. The impression gained was that the 

designer did not feel unduly that he had been placed in a 

'straight jacket' which directed him towards a standard or 

specific design solution. He considered that his design was 

one of a number of possible alternatives which could have 

emerged. However, he did not partiCipate in the preparation 

of the brief (because, it will be recalled, that the RHA did 

not allocate design resources until the brief was well 

underway) and considered there would have been advantages in 

participating with the selection of activity data. This was 

not a criticism of DBS which allowed for the partiCipation of 

designers during preparation of the brief, but was directed 

to the management of the project. 
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Reduction of papework and conventional minutes 

The general impression gained during field trials of DBS was 

that use of the system did result in a reduction of paperwork 

compared with a conventional approach to the preparation of a 

brief. The bulk of minutes was certainly less; for example 

the minutes of one meeting of the Derbyshire project team is 

shown in Figure bb. These were supplemented by an action 

sheet lFig 63, page 175 ), plus a list of the options selected 

to enable absent project team members to update their own 

copies of the DBS document. 

It was noted that at the beginning of these project trials, 

there was still the tendency to continue the practice of 
\ 

photocopying and distributing almost every piece of paper 

discussed at project team meetings. However, the use of DBS 

had the effect of reducing this considerably which is evident 

from the material illustrated in Figures 63 to 66. 

9.3. 10 Flexibility 

Perhaps One of the greatest attributes offered by the new 

briefing is flexibility in use. DBS provides a framework 

structured in such a way that each project team can use the 

method in whatever way seems appropriate. Although both 

teams in the most recent two field trials tended to use the 

documents as an aid to structuring agendas, each developed 
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It war. noted that Kr 11-----, Dr C---- and Mr M----­
verP. yet to hold their meeting concerning the 
proviRion of Physiological (Clinical) Measurement 
and support services with reference to thiB 
development. 

62/44 RJ.TIO OF PATIElITS TO we'. 

The T~am di~cu3"cd th,· ratio of we's to patients and 
agreed that it r.hould ~in at ~ patip.nt~ to each WC. 
This would p,.,.,duce a total of U It'!: , s for patient. on 
thp Acutp./A~s~,.r.mcnt Wards and 7 It'!:'s fryr patients 
on the Rp.habl[it~tion Wards. 

02/45 FIRE SAFETY 

The fir<> ~nf~ty policy enunciated in ""a1th BuildinG 
Note ~7 and on page ~7 of thn ADD ~a19 t~~t e~ch "ll~lc 
rnom Md D'lulti-brlt m()m mu!':t be a h:11f hour ri~ 
~"iRtine enrlo$urP with" hnlf hour fire re"'~ting door. 

~ 

Dr C-----­
Mr M-------

w-------

Th" Tn"'" reI t Umt thl' ,,",uld CRuse ext"n8i ve probl .... " 
;\:- r.1r a~ r'h!":,.rv .... tlnn ,'lnd d<l.y tf"l day artlvitH'S are 
,......,rv·{'nu· .. d. 

Th. Tonm ~rrrrtp~ th~ pollry in t~ Int~ri. but would 
W:lit th,. l"f'~, tlnn f'1f ttl ... P, ... ft:10nAl ;;t;u"\dard~ Gr ... up I')rl 

thiS matt"r. 

~?/~r, DEVELCPHfJrr '.OtrrflCL P:.A.l1 

The T~~ nntrd th~t a dPrlUlon on Ward ~1~el with ~r~rrnrp 
to thf' --------- r.rPn~rill nOApltal, ----------, vas "till 
avalt~d. The ~p rould not b~ rlr&vn up until thl~ d~rlnlon 

han bp~n tay.f"'n . 

82/47 DESIGN BRlEYlllG SY!:;TEt1 PAIIT I 

ACCCJ1I10DATIOII roR l:.LDEHLY PF.OPLE - IN-PATIUrr:;. 

47.1. Out~tandi!l/l Herre for Confimation PageS 5- 10. 

Detailo of these were given 8e follovs:-

Page 5 - Cuidance, POLleT IECISIOII 

Whenever site penai ts, acceSS to garden. ror patients 
in Type B (Rehabilitation) Nursing Section should be 
arr!lll6"d . 

Pase 5 Desisn Decisions • 

B - (a) On the ground floor, ac rar aB poBsible, 
for Type B patientB • 

(b) On the first and aecond floor, if necessary, 
for Type A patients. 

Pase 6 - Guidance: POLleT MX:ISIOR 

OvpT:lIJ ratio of we',. to patients to be 1:4. 

The Tram has now completed confirmation on pages 
1-10 of th~ DBS P~rt I. 

~7.2. Confirmation on p~s 11-20 

The Tr~ agrerd ~d confirmed p&ge8 11-17 with the 
advice on 14F(b) supplipd by Mr F----------. 

Thp Trom Wr-T" unahle to confinn P"8"S 1R-2O ~" 
C'rrt:un der 1 ~l()n~ rC'm:t..inC'd out~tanding for artion 
by tlr T--- - -- on:-

18C 
lRIl 
1::'A 
l'1B 

1')C 
20 Guidanc~ 
20B(c) 

ACTION 



rIG 66 (cont'd) 

47.3 Inltial DiscusEion of Pages 21-30 

These were discussed by the Team. Kr ~-------­
agTeed to issue his usual record of the 
dSlcussions and outstanding aetions. 

(POST ME:ETING Ilcm:: 

E 2/4f FO'!'URE ME:ETIlIGS 

4E.1 Date of Next Meeting 

Dnte: Friday 3 ----------------
Tl~e: 9.45 am (ALL DAY) 
Venue: Room 3, Conference Suite, 

------------ Hospital, 

4E.2 Confirmation of Programme of Future Keetings. 

Friday 1 --------

Frlday ~ --------

9.(5 am 
(all day) 

9 . .(5 am 
(a," day) 

COlllCi the 
Rooe 2 

Sheffield 

Committpe 
ROOUl 2 

Sheffald 

Committee 
Rooo 2 

Sheffield. 

Design Briefing System: Accommodation for Elderly People, 
Derbyshire Trial; example minutes of Project Team 
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their own method of operation and completion of the DBS as 

discussions proceeded. The logical progression of the system 

was still maintained and the resultant brief (Appendix 12) 

demonstrates continuity of documentation can be maintained 

through to the commissioning and evaluation stages of the 

project. 

9.4 Recommendations for the general use of DBS 

Experience with the DBS field trials has reinforced the view 

that the principle of the proposed methodology is applicable 

to the preparation of design briefs for health buildings in 

the NHS, or indeed similar facilities in the private sector. 

Although field trials have indicated that the overall format 

of the new system is suitable for most planning situations, 

it is recognised that in developing the methodology DBS 

documents are 'tailor-made' for use in planning specific 

departments or specialist areas of a health building. 

Ideally such documents should be subjected to a formal 

evaluation before becoming definitive and made available for 

general use. 

But to achieve such an objective for all draft documents 

would be impracticabie because of the time scale involved, 

which in the case of a health building project could extend 

over several years. Despite this, it is considered that 

there is sufficient positive evidence to make DBS documents 
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more generally available. Any ammendments or additions 

necessary to DBS resulting from further field trials could 

then be incorporated after a period of use. 

It was decided that the best way to meet the demand for the 

new methodology was by arranging to issue the Design Briefing 

System in conjunction with new or revised DHSS Health 

Building Notes as a two-document package. This would then 

ensure a general awareness of its availability for-trial use. 

This is now underway and the first DBS documents have been 

made available including Accommodation for Staff Changing, 

and Accommodation for Children. (Appendix 14). These follow 

the original issue of DBS Health Centres, Accommodation for 

Elderly People - inpatients and day hospital, and adult acute 

day patients. 

For purposes of reproduction it was decided to combine 

parts 1 and 2 into one document. (See page 269 and Appendix 

14). The disadvantage of this is that project team members 

have their attention drawn to the part intended to be used 

for the selection of activity data before all organisational 

options have been selected. However, it is considered that 

provided the project team chairman emphasises the importance 

of ignoring this section of the system until later in the 

project, no serious disadvantage should result. The possible 

extension of the methodology to whole hospital decisions is 

merely indicated in the following section of this work. 
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10. TH~ WAY FORWARD 

At the beginning of this work it was envisaged that the 

hypothesis might be developed further to demonstrate that the 

DBS methodology might be extended from departmental level to 

whole hospital and ultimalely strategic and operational 

planning. It was thought that the use of such a system could 

result in more efficient service and capital planning in the 

National Health Service, and establish a user requirement 

data base from which future decision making could benefit. 

In the event, because of a demand from the NHS to develop the 

departmental approach of DBS, it was only possible to find 

time to carry out some initial exploratory work on the 

possible future development and application of the system. 

10.1 Whole Hospital decisions 

Of more immediate concern is the development of a means of 

linking together the various DBS departmental briefs to take 

into account whole hospital policies and planning 

implications. To some extent the format for this has been 

achieved with the formulation of the Health Centre DBS, as 

mentioned on page2~3, for the document could be regarded as 

a combination of what was equivalent to departmental and 

whole hospital DBS documents. However this is on a small 

scale and would need to be tested for use in hospitals. 
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Some exploratory work has been carried out on a possible DBS 

whole hospital document. Figure 68 lists an outline of the 

possible content envisaged, which is not exhaustive and 

ranges from the functional content and scale of the project, 

to such aspects as supply, storage and distribution, and 

preliminary staffing estimates. 

Because of the emergence of DBS documents for various 

departments of a DGH, it was considered important to try and 

develop a Whole Hospital 'linking' document along these 

lines. Figures 69 to 71 give example pages from the supplies 

section of the draft Whole Hospital DBS document. Similar 

examples are those dealing with preliminary staffing 

estimates for planning purposes (Fig 72), and patient care 

(Fig 73). 

Work on the development of this aspect is still at an early 

stage but one possible avenue of exploration is already being 

considered which presents the associated guidance in the form 

of options rather than just a statement of definitive 

'norms'. An example of this is a guide to the method of 

calculating the number of operating theatres required, taking 

into account both needs and ranges of provision (Rawlinson, 

1981). Further examples covering a whole range of hospital 

facilities are being developed. The emergence of such 

documents together with the system applied at a higher level 

of planning should serve to encourage the use of DBS, and 

provide an important link in the chain of planning procedures. 

297 



Design Briefing System WHOLE HOSPITAL DECISIONS 

1. nKTJOIA IDITOIT IICl 5I1E LIte! !lJ'R.J£S 
I •• STlIrFIIC; - fIlEUMI_V SUrFII(; ESTII_TES 

1.1 IOereral ,""U....."., 1 6.5 Scope of Serv lee 40 (For plannIng purpo ... s) 
1.2 sr."" Services be __ lth District 2 6.6 DrgonlaUCil or Service .. 
I.' ~ of I'ro¥hlCll 7 1'.1 ""<Ileal and dontal staff 9' 

!II 0 ..., 
,.... C1I .... ST£IIILE !lJ'R.IES 1'.2 ...... Ing st.ff 9~ 

"1 (II C'> 2. D£JWTlEJIT III. MLA l1('lStUPS 10. , Profess-lonel ...., tl!'Ch1tcal st.rr 97 

C 0- 6.7 Scope or Serv I ee ., I •.• ~Jnhtr.tJve enJ clerical st." 98 
nco 0- 2.1 Depar~1 IWI.tlanot>lps - C~lty Hospital 11 11 6.1 OI'gIInlMUU'I or Ser"lc~ .5 I'.~ AnC'lIlar. st.ff HI] ,.... :J -..J 1'.6 Other st.rr IDI 
c: 
"1 !D ,. ""Tloo CIIIIl ~ 

C1I .., I~ . ED.l:ATICfO 
0-

'.1 Goreral PrIncIples 12 Scope or Service '8 
C1I 

6.8 

.... '.2 In-I'IIUent. - Acute 
., 

6.9 OrgonlsatlCll of Sarv Ice 50 TRAINII(; 

.... ,., In-I'IIUents - Elderly ..... _t • I. 
:J , .. In-htlent. - Elderly langstay I~ 7. CATEIIII(; I~.I Scope or ServIce 107 

CO 
'.5 In-htlents - ChUdren 16 15.2 Orgenlwtial of Ser,,1ce HI< 

Vl '.6 In-I'IIUents - Mat.etnlty 17 7.1 Scope or ServIce 52 
'< '.7 Day PaUents 18 7.2 OrgonlsaUCil of ServIce 5' UIIWIV SERVICE 
III ,.e ~ Patients 19 ,.... 
It e. DISPIlSIIl I~.' SCope of Serv Ice I~ 

3 .. PATJ£MTS IICl VISITCIIS IKHUlES 15.. Orgonlsat1C1l or Service 106 

8.1 Scope or Serv Ice 59 

E •• 1 Scope of Service 21 8.2 0rg0nl5llUCil of ServIce 60 16. STArFII(; F ACILl TlES 

"3 •• 2 Drgonl .. U ... of Service 22 ..., 0 9 • DlHSTIC SERVICES - CUIIN~II(; 14.1 Scope or ServIce 107 

\0 .... 
5. DUllJllSIS 1M) TJOTIOT 14.2 Orgonl5lltl ... of Service 

It 
108 

CD 9.1 Scope or Service 64 

:J: lMIUIT1IIT SERVICES 9.2 DrgonlsaU ... or Serdce 65 17. SAfETY IICl SEClJIITY -
0 
III 

5.1 Scope of Service 25 FIRE I'RECAUTI(J6 
"0 10. PlllTEIIII(; .... 5.2 Orgonl .. u ... of 5erYlce 26 ,.... 

10.1 Scope or Service '9 17.1 DrgonlsaUon or service 117 
OJ .... a..lMJCIIL IEASlIID£NT 10.2 OrgonlsatlCll of Service 70 

PEIISOMM. SAfETY 

0 5.' SCGpe lflii Drgonl"U ... or Sarvice 21 11. 001_1111(; ANI "'I~ 
OJ 17.2 DrgonlsaUon or service 119 ,.... 
OJ MDI1X1l111lNDSI5 11.1 Scope or Service n 

11.2 OrgonlsaUCil of Serdce 7. SE[UU TV I'RECAUTICfOS 

5 •• Scope or Service 2'J 

5.' DrgonlsaUCil or Service :lO 
"0 

12. IW(Jlll\Tl~ICAl. REaRI5 IICl PATIENT SERVICE - 17.3 Orgon15llU ... or Service 122 

0 
III IFEllATII(; T~TRE fACILITIES 12.1 SCope of Service 83 18. TAAFrIC 1M) lOCATlCHll AElAT!JCSHIPS - EXTE-.S ACCESS 
III AICl CXHUUCA 1I11'1S 125 .... 

5.5 Scope of Service 'I IEDICAL AECIR)S CT .... 5.6 DrgonlsaUcn or Service )2 

It 12.2 IROAMISATlCfO IE SERVICE 84 

AElMlLI TAT IIJI 
""TlOO AECEPT ICfO. IIIII155ICfO IICl 01 SCHIIIU. 

5.7 Scope of Service " 5.1 OrgonlsaU ... Of Service ~ 12.' Drgonl5llUon of Ser'lce 16 

6. Sll'Pl.Y. $TlJUIIO[ IICl DISTR1IlITICfO ~ 111111111. SERVICES 

WEM. 12 .• DrgonlsatJon of Serwlce ~ 

6.1 Scope of Service ~ lJ. INF~TICfO - ~ICAlIlI'IS 

6.2 IlIgonl sotl"" of Serw lee '5 
6.) s.c.>lJes Dhtr10uUan~ .. H n.1 Scq.JI!o or 5Irr __ la 90 
••• Dlstrl_lGr> JII IJ.2 Qrvonhatlon of Service 9J 



(/I 0 .., M-<1I ..... .., (/I 

CO C ..... 
:J"OCO 
M-M-:;) 

C .., OJ 
<11 .., 

C") ..... 
C <11 
.... VI .... 
a. C .... 
1»'0 :;) 

:J'OCO 
n ~ 
<11 ..... VI 

<11'< 

"111 (/I 

I» - M-
\0 <11 

<11 Vl3 
0 

....... 0 
~ '0 -= <11 <11 :J" .... 0 
M- ...... 

0 <11 .... 
:z: 

N 0 
\0 (/I (/I 

\0 <11'0 .., .... 
< M-
.... ID 
0 ...... 
<11 

0 
CD 
M-
ID 

0 
'0 
M- , .... 
0 
~'O 
(/I 0 

(/I 

(/I 

" ..... ID C" 
CO ...... 

<11 <11 

..., 
..... 
C> 

0-
()) 

DHSS 
OBS Will ... : IIl..,I'ITIlI. 

b. q'PI'.Y, SrOAAr,I IINtI 11I"'Plllm II .. 

~11'f'I'Y.LSTOAArd: ./IIoIl_ "Y:;TR I lItrT I(lN 

GUIDANCE 

II "'!'Ply 'Y""'" ~ho"I.1 rrovl<k .1 ~n(ltl 't'lVirt' '0 thl' con"JIII("< .1nd ..... q h(' 
r'" , .• hlr, f II",hi,' and ".,'1 Iv ~,IBI'I.lhl,·. 

Wtth fhe- (''I:((''l''tloo of ph., nn:lu" It H.t' ltM'K ;1nc.J mrdl(.11 Nful1ftf"nt fNllltfrt1 
(or iln ('Ift("rJ!('n'y •. "111 c:.tor:'J:e (If l!flflllo; c.)t('Iuld h(' If'lItr.tlic;.(',1 111 oft.kr to 
;lthl .. vt' .. "", .... dfItH·n.y .,ml rc\I .• hility "' l",r(h.'~\IIf(, n"I'IVIIII!, qOflnl: 
and is<'1JinR J,!ooe.ts. 

The opportunity to H'Organise the whole of the local 3upplie~ ~y,t("lll, 
l"u",lry, C.S.S.I1. and 'torrs <hould "e con'lidert'd. 

fhe losts involved in distri"uting .. tort'S art' 1I0t 'ufficient to justify a 
very dclail('d study of tht' di<tri"ution of t'ach individual it('lll. Ifficit'nt 
de1ivt'ry will dqX'm on the "''fI"ihle &trouping of load .. at the distflhuti"n 
ct'Otre to avoid wa .. teful u<;e of manpower ,,00 cquiJ1llt'nt. 

References: 
JiJ.1:".lI.l"iRr Report on supplies vi thin a New District General Ibspi tal, 1970 
Nudeus 1'18nnin~ and Oc<ign IIrief - Suppl ies Distribution Centre/Central 

Linen area 
IIest Buy IIo~pital, Frilllley - Rationalisation of Plaming and Design • 

ItnlSffi lJ\L zoot: SLRVICE --- -
There should he a distinct industrial zone incorporating the following 
service .. : 
- launJry, linen and unifo"" (includi~ issue and storage) 
- II.S.H.lI./C.S.S.II. 
- Central Food Preparation in the t'vt'nt of frozen food service 
- 1'h~rm.1cy - hulk manufacturing and .. foralle 
- (entral t-iainten"nce for vehicles ;)nJ equiJIIICnt (dealing with all but 

dly-to-d.1Y In.lint('nan,~e) 
- llul k .. tores, for som(' i t(JIIS 

Such industri"l =one". an,l the associatrd hulk stores, should be sited 
to (onform to the rt')!iollo11 "evelo ..... '·nt phn 0100 currf'nt supplies policy. 
tht're does not havr to he a hulk "tore in e3ch zone. 

These service .. do not nrc,l to h3vr 3 clost' physical relation~hip vith the 
""spital(,,) Ihey s('rve "lid thrre is Rrl',lter effidf'I1I.:y anJ ccoflOllly to be 
found in larr,('-5c.1Ie 0fX'r~tloll. Sitl' ,·ost .. in the prOVision of engineering 
services and accl'~s may h(' redllc("tl If the industrial lone i .. on tht' same 
site a' a lar~t' 11O"pil .. 1 unit, although not ncce .. sarily the largest IInit 
it 5C'rve~. 
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b. 9Jrptv, ST!1IUI(;F. ANlllll<,11I111UTloo 

6.1 ~ OF SFRVICE ----_._-_. -- ---

Services to he supplied by the industrial zone service to the 
hoSPI tal wi II be: 
(a) laundry, IIn~n and uniform (including issue and storage) 
(h) \I.S.Il.lI. 
(e) central food pr~ration (frozen food service) 
(til central ~lintenance for vehicles and equipment 
(e) bulk storl'~ for some it~ 
(f) 

On-site services to be provided by the hospital will include: 
(a) laundry, linen and uniform 
(b) n.S.D.lI. 
(e) 

Provisions for the central kitchens will be Clbtained f~: 
(a) regional stores 
(b) outside caterers 
(c) a bulk food preparation centre 
(d) c~rcial sources 
(e) 

..- ~ 
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DHSS 
DBS MllLE Il1SP IT,\!. GUIDANCE 

hA slim Y. <;fORAr.1 ,\Nn nl<;Tl!I~1n If ... - LIN! N Sln'I'U 

1.1"1.'1 SUI'I'U 

A"ut fr,. ...... 'I~. IIONl ,n Ih .. mo~t .. uhqanl ial cateR''')' of "''Prl,e< to 
...n,h. "",I rio .. ,o<t 01 h.I ...... II"'!! , .. (on<,d .. r.1I>I ... ,\ b .. tt .. r SNVln' and" 
r",h", ",m ,n 110 .. "~l'lIr('(1 "", ~ of 1'0('11 ",II h .. 3,'h,cv .. d if a «('ntr .• 1 
Ilnf'" JYlOI .... oprf.1f.-d, 0;0 th .• f IIIWfl Ic" nnt m.:lfked :U\lJ lc;.~II(ld to 
tn~h\,lt)U;11 w.,nJ ... nr .1t" ... plt:I) .... 

I/.c 'uPl'ly 01 dc.1n 111)('" ",II Induo,," oo.,('hol" loncn. 'pc<ial cl,nical 
II ... " I ... !!. Iht';llr(' <lr:'IlC" :lnd clolhonl: for P.lt ,cnt" .' ...... 1 <laff. Il'l'se 

111',..1 he ;wailahlr "hrn 'rqolir .. " ,In" to ;lYo,,1 Lor!!e <trx'k< hc,,,~ held at 
all U<N I'<'inl". ,Id ,very ""q nor only he reJ:ul.or hilt <\Jffi':JPntly 
I r"(~'lllt to meet III ,I Y 1Il·",I". 

-
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DHSS 
DBS 

DESIGN BRIEFING SYSTEM DECISIONS 

MllLf ft)sr ITAL 

EARLIER 
DECISION 

A 

h/I SIn-N.Y. STIlWIr.t: A"'l [lISTRIRlfTION - L1Nf:N SUPPI.Y 

M.I ~I'F. OF SERVICE _._- --.-~-----~ 

On-site linen services will include the: 
(a) purchaSing of stocks 
(Ill <tOT~R{' ~n" distTihution of clean lin"" 
(el (oll{,ltion of soiled liJl('n 
(d) processin!: of soiled linen 
(e) 

81 linen will be laundered by: 
(~) d,e on-site hospital laundry 
(h) the district laundry 
(c) a commeTcial laundry 
(d) 

c 1 SeTVices will be r~ired for: 
(a) this hospital only 

PlANNING 
UNITIOEPT .... , 

PAGE 

40 

(b) peripheral hospitals (SPECIFY) ____________ _ 

(c) cOJJllUJlity seTVices (SPECIFY) 

(d) 

....•. -------. 
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bll <;(II'I',Y, s"lllRAL;~, ANI "I-;11I11U1I(~ - SII RII.I qll'l'l.11 S (cont,L) 

'!H(MI"" [lit; 
~ ., - --

II,.. «"""pt of provhhnK q .. ril'~3t.on faClI.t ... ~ at "n'ntral ... it 5 .. rving 
ho'p'I"I hc.h a< "cll .l' «~lty h('alth servIle need< ,~ no.. !t"l\("ra\1y 
d"t ('pltoJ . 

In ordN to ohta,n th .... ,~.c advantag .. s of larg .. -scale productIon and 

PAGE 
4~ 

th ............ u<" of st .. rll. ~.ng <'qlI'~nt, "" oax:h a~ po~Slble of iI hasp. tal'" 
nct-d fOf strr,le "IJlPI, .. , should bf" .... t fr_ a centrall~ .. d unit. 

Of those ,t!'lllS .... Ilh at pr .. srnt n .. rd to be st .. ril.srd hy hospital Imils, 
the <terilising of ,t~s (l) and (4) ~tioned on th .. previous page al~ the 
strrtll'illR of hottle' for .ilk feeds could he done at an area [.S.5.1I., 
wllI,h nl't'd not he on the hosp' til Is, te. 

11,e poss.hility of c .. ntral.Slng all on-site steriliSing in a siOltI .. unit, 
....'ch would he able to give a more rrliable service with econoMies in 
equi~nt and staffing costs than would be possible with separate Imits, is 
worUlY of consideration. Then' are also org.~nisational advantages in 
cor,nining such a hospital sterile supply unit with a central "'1ulpK'nt 
cleaning unit, i.e. a Sterilising and Disinfecting Unit. 

nIsrRlRlTTI~ 

The nature of the d_nd for C.S.S.D. supplies - r"ltular d_nd for a 5111311 
l1I""er of it('lftS - leads to a .:onsidrr;tt ion of topping-up or pre-view 
topping-up syst""s. Ine handling problem is not la.ge enough to justify 
trol1,'Y ('xchangc. n,e choice Itt"tween topping-up ;tnd pre-view topping-up 
d<'p<'nds on the nature of the C.S.S.Il. packs thOilselves. If sterilised 
boxes are used. then the collection of empty hoxes would provide a convenient 
.. ethod of pre-view. Where the C.S.S.D. is off-Site, tJte use of topping-up 
r(''l"ires a distribution store at the hospital. This could then provide 
reserve supplies for emergency usc. 

A stooy MS been IMde or the distribution effort and storage space involved 
in a topping-up system in order to deteminc the best frequency of 
rrplcni~'-'nt. It seems, on tht" assumptions 1II.1de, that 3 daily supply 
to wants h the IIIOst ecollOlllic frCtjU(,I":Y. III pract icc it may be fOllnd that 
~'1I!'t' w;II'd, or .J('p.1ft_nts, sud I as ttl<' X-ray dt"l",tot_nt, wi II not r('quire 
C.S.o,.lI. ~\lrrlie-s ('v .. .,. ,L~y. The dclive.,. rOlUl.J coo .... then he JII).Jified 
to rXl: I 00(' tlt('!ll on sOlIIt' davs. 

At some hospitals Visited, sterilised if\!itflacnts <Ire exchanged 
onp-for-onr in a sl'p.1r"tr .Jaily fOllnd. SIIKe thesr rollndS dpal with the s_ 
supply .J"p.1f!Jllrnt :>nd the 5 .... (' nllrslllR sCltlons, dfort llI.~y he savt'd Ity 
lOl.nining th('!ll. Th,s would he- P.1ft '<'lIlarly valuable whrre the C.S.S.O. 
is sume .Jist,mce from th<' hospital. 

-
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• 68 ~rPLY, STOAAGL ANTI OISIRIIll1TI~ - STFRIlJ: surPLIFS (contd.) 

b8.2 ORGANISATION OF Sr.HVICE 

AI Replac~nt .rd.cal/surgi,al fOquiPftent WIll be Obtai~ fr~' 
(.It the central ho'p.t.,1 stor('s 
Ih) tnr «'ntral "!'rllc slIpply drpar~nt 
(l) the ho'pltal q("fll'SIIlI: ;111<1 JI',nf"l'tIllR unl! 
(J) 

8 I Ster i Ie supplies wi 11 be stored in: 
(a) c(,lItral hospital stores 
(b) tJ,e hospital steril,sing and disinfect ing unit 
(e) the op<'rat ing d('partlllcnt 
(d) other Jrpartlllt'nts/units at clean utility room level 
(e) 

C I Processed sterile stock will be issued to the operating department: 
(a) on d(S~nd 
(b) "y a topping-up system 
(c) by staRling order 
(d) by requisition 
(e) by a counterfoil 5YSt..­
(f) 

n I Sterile supplies will be distributed to other users (other than 
the operating department): 
(a) on d_~nd 
(b) by a topping-up systfJI 
(c) hy standin~ order 
(d) by requisit ion 
(e) hy ;t cOIUltrrfoi 1 syst('lll 
(f) 

U This distribution will he Jlladc: 
(a) daily 
(II) twice dai Iy 
(c) 
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~:~S',~R" i 12 SiAFFlt\C - PRELNI~l.RY STAFFJ:-;C ESTl'·I~TES (contd.) 

A The provisional estimate of the nlmlber of nursi~ staff requHcc! 
for planning purposes, is as follows: ' 

Number No. staff 
SPECW.TY OR DEPARn.IE~T: of beds li.1.E. 

(a) general medicine 

(b) general surgical 

(c) children 

(d) elderly 

(e) elderly l<ith psychiatric disorder 

(f) G. P. beds 

(g) g)'TUIecology 

(h) maternity 

(1 ) 

t) I 

tk) adr-.illlstration 

II' dar-care \oI3rJ~ 

11:',' 

tn) 

to; conprehensi\'c child assessment 

(pi dental surgery/orthodontics 

tq' 

I r I 

f\ OPEMTJ:-;G DEPARTII!E.\T No. theatres t-io.staff 11.1.E. 

(al theatres: main suite 

(b) 

c oor -PATJE.\TS DEPARTIlIE~T 

(a) out-patients 

(b! 

Patient attendances No. staff II.T.E. 

TOTAl.. ~'I.NBJ:;.R OF STAFF 

----

Oesign Briefing System: Whole Hospital Data possible 
structure; Staffing estimates for planning purposes -
Options Page 
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3, ~ 1\-NTlL\TS 

~ Act-a;; lOn of In-patients may be: 
,"' frol" thE' I.alt Inl: list b}' prior arrangement 

PLANNING PAGE 
UNIT/DEPT 

IIH l' 

(~ on an eI1lC'Tl:cn(y basis via the famil)' practitioner, aCCIdent anc 
~el;:<'n~)' department or out-patients department 

IC' fellcH.ln. a domicillary visit 
(.:n 

p. ratlents .<ill be Grouped according to: 
(a) de.rte of illness and dependence 
(b) clinical specialty 
(e) age 
(d) sex 
(e, 

( De~re(' of illness and dependencE' classifications ... i:l be: 
(a 1 Intens he thera!'" 
(t>: hi!:" del'cnden:y 
(c) 101. dcpenJenc)' 
(d) self care 
(el 

l1 Patlents ,,111 be ad1:-.itted to: 
(a \ the unlt"nursin~ section oiferiO!; the appropriate le\'el of care 

accordlJlj; to the se\'erit)· of their illness 
(t-' nursln. sections according to clinical specialt)' 
(d) 

l Pat ier.ts ... ill then be: 
IS) mo"ed according to the progression of their illness 
(b) kep in that nursing section for the whole of their sta)' 

in hospital 
(C) 

r '\a; (' and fer.ale pat ients ma), be accOlll1lOdated in: 

---~~-

I,a, scparate multi-hed rooms or sinl:le rooms in the same 
n"rSH'~ section 

,t>' separate nursinl: sections 

----' -

Design BriefIng System: Whole HospItal Data possible 
structure; PatIent care prinCiples - Options Page 
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