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Ihesis

In recent years, around 48 percent of non-hospital healthcare establishments
employed fewer than fve workers. In contrast, 72 percent of hospital employees were
in establishments with more than 1,000 workers. The healthcare industry includes estab-
lishments ranging from small-town private practices of physicians who employ only one
medical assistant to busy inner-city hospitals that provide thousands of diverse jobs.
This is in connection to the rapid growing populations in big residential cities. The
growing population living closer together gives rise to illness, diseases, injuries,
and family medical needs. Since the hospital provides complete medical care, ranging
from diagnostic services, to surgery, to continuous nursing care, there is a need of a
smaller version of it. The medical care has to be more mobile and flexible enough to
handle the density of a decreasing populating city. Residential care facilities provide
around-the-clock social and personal care to children, the elderly, and others who have
limited ability to care for themselves. Workers care for residents of assisted-living
facilities, alcohol and drug rehabilitation centers, group homes, and halfway houses.

4
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Thesis

The hospital®s complete medical care system can be combined with the Residential care
facilities provision, around-the-clock social and personal care. The purpose of this
thesis is to establish a system of Architectural designs for combining the hospital and
medical center together in a way that will beneft the city in a multiple deployment of
mobile wnits. It is also to redesign how the patient is viewed, assessed, interviewed,
and in formatting a diagnosis. How can this newly generated Mobile hospital/Residential
service generate new designs to fit or be modeled after the residential city family? The
Residential family Medicare can also shift the medical service from the original idea of
what a patient could be considered. Can a whole family be considered a patient? If so,
how will that shift the Architecture of the offce, patient room, social relationship of
staff and patient, and service aspect of time and place? How will this change the medi-
cal job industry? What kind of skills will be needed to adapt to this unique process?

Mid-Patient
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Thesis

Health care 1n America has come a long way in the last century. [he system or health
care is really a combining contributor of resources, finance, and research. Despite this
contributor the health care service has failed to reach certain services that are the
corner stone for keeping each neighborhood, community, city, and state healthily. One
of the first attempts by doctors to help the growing early American population in care
was door to door service. This service was very personal, where doctors would stay in
contact and become part an essential part of a family. This family doctor knew very well
his family®s history of medical problems, concerns, and behaviors. This service kept the
family together mentally and helped strengthen their bond. But one of the many weak-
nesses of this kind of service was a lack of resources of other people, technology, and
research. Also this kind of care had limited this doctor to only a few served families.
The rest of the community still needed health care, but the doctor could only service
so many during his life span. “Over the last few hundred years, doctors came to ben-
eht from the use of developing sciences such as chemistry. Physicians began to access
other disciplines to help heal patients. They also began to draw on multiple facets of
medicine to cure ailments. Among the goodies at the disposal of 19th Century doctors:
knowledge of evolution, psychiatry, the beginnings of genetics, and immunology.”1. The
development of sciences, like chemistry, had also brought together groups of doctors and
researchers that were now able to help and serve the community on a larger scale. The
most important aspect of this was a higher success rate in curing the ill. People start-
ed to depend more on the knowledge and service of the health community rather than the
church. This became a big split in how America viewed health and mortality. The church
was still important in the curing process, but science and service from it became more
defined. Finally, after the 1928's reliable prescription drugs and penicillin began to
restrain disease before surgery or other last resorts. Modern surgery was coming of apge.
The question now became how to deliver health care service and receive patents easiers?
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Thpsis

The complex answer still remalned in technology development. Ihe car became Just as
important as the science of medicine and procedures. Vehicles were able to pick up and
deliver a higher volume of people from around the city. This pushed the doctor somewhat
out of the home and into a specifc organized area of operation. The clinic has its own
history of development, but in this frame of discussion it is seen as the next stage of
delivery service. A step above a single doctor’s office, the clinic still provided family
service, but now removed from the home. The clinic was still vitally part of the neigh-
borhood because it was located in smaller business building. The clinic helped organize
time for patients, gave the doctor a reliable staff, and paved the way for hospitals.

The best-known type of hospital is the general hospital, which is set up to deal
with many kinds of disease and injury, and normally has an emergency department to deal
with immediate and urgent threats to health. A general hospital typically is the ma-
jor health care facility in its region, with large numbers of beds for intensive care
and long-term care; and specialized facilities for surgery, plastic surgery, child-
birth, bioassay laboratories, and so forth. Larger cities may have several hospitals
of varying sizes and facilities. Some hospitals, especially in the United States, have
their own ambulance service. Many of these hospitals were still funded by religious
organizations. So, the three main players in health care grew together the technol-
ogy, delivery service, and involvement of the community, like churches. The continued
development of delivery has now formed three main services that are still in use to-
day. Homecare, clinic, and hospital services are very well established, but these ser-
vices are only able to deliver a insufficient amount of services to the public . Why
are the c¢linics and hospitals only able to meet a limited number of communities? What
are the services, technology, and resources avallable in each system? In order to un-
derstand what these systems are lacking, we first must know and define what they are.
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The Inpatient and outpatient are part ot the same health care system, but apart
in service, excess, and technology. “Inpatient care is care given to a patient ad-
mitted to a hospital, extended care facility, nursing home or other facility. Long
term care is the range of services typically provided at skilled nursing, intermedi-
ate-care, personal care or eldercare facilities.” 2. Outpatient care is any health
care service provided to a patient who is not admitted to a facility. Outpatient care
may be provided in a doctor®s offce, c¢linic, the patient’s home or hospital outpa-
tient department "“Outpatient treatment in a doctor’s office or clinic, often supple-
mented by medications administered at home, remains the norm for most routine care.
Thanks to advances in treatments and technology, many tests and surgical procedures
formerly conducted in the hospital can be done in an office setting. Outpatient care
also provides the norm for most mental health and chemical dependency treatment.™ 2.
Most hospital diagnostic imaging departments in fact perform imaging of outpatients
in an inpatient setting (inside the hospital), but the outpatients are fully ambula-
tory and do not have to be formally admitted to the hospital in order to have the exam.

Inpatient rehab is the most hands-on form of treatment, when an addict resides in
the treatment facility and is monitored 24 hours a day, as the person fght addiction.
In inpatient rehab, following detox, patients uwsually receive different forms of treat-
ment that can include therapy, group therapy, discussions on sober life and assistance
in living a life of sobriety once released. "Most inpatient rehab is voluntary and only
in severe cases can a person be forced to attend. Once admitted, almost every hour of
the patient’s day is filled to help them hght their addiction and keep their mind on
staying sober. Inpatient treatment can range anywhere from a couple of weeks to a sev-
eral months, depending on the patient and level of addiction.”3. Some patients transition
to outpatient treatment and become integrated back into the world slower than others.

Mid-Patient



Thesis

Outpatient rehab 1s another, otteén ertective torm ot treatment tor those hghting
substance abuse. Similar to inpatient in its methods, outpatient is when the patient
receives treatment at the facility, but does not live there. Much like inpatient, outpa-
tient patients will receive daily treatment at the center, which will wsually take up a
large portion of the day to keep them constantly focused on recovery. “Outpatient rehab
ranges in length much like inpatient, but is a cheaper alternative in most cases. Most
outpatient patients also attend other forms of treatment, such as Alcoholics or MNar-
cotics Anonymous meetings to keep them focused when they are not at the facility.™ 3.

Inpatient hospitalization makes sense for major surgical, diagnostic or therapeutic
services, where the patient’s condition or reaction to medication must be closely monitored.
In the case of mental health treatment, a hospital stay may make sense if the person is
suicidal or self-destructive or poses a threat to others. Inpatient hospitalization also
allows a combination of individual care, group therapy, activities and community meetings.

“Outpatient hospitalization takes advantage of hospital equipment and exper-
tise during a wvisit, but without the expense (or life disruption) of an overnight
stay.”2. Logistics also play a part in the choice of outpatient treatment versus inpa-
tient care. Not only does outpatient care offer added convenience to the patient, it
also assists the admissions departments in hospitals, as there are often not enough
beds to cover stays for routine procedures. “As the shortage of beds seems to be
prevalent in hospitals throughout the U.5., it makes more sense to increase outpa-
tient services and provide inpatient care for people with more chronic conditions.”4.

Mid-Patient
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The systems ot 1npatient and outpatient are vital to the health care system, but
the gap between the two services and delivery must be filled with a programmable option.
This option will provide the desirable family care and growing need in areas where there
are not sufhcient outpatient and inpatient focus post. This thesis will help provide
a mid-patient service and delivery that will help low income neighborhoods with vital
health care needs. This thesis will also challenge today’s defnition of what a patient
is and the primary function of the family. The patient can become the family as a whole
which will diagnose and treat not only the physical aspect of the body, but also the psy-
chological requirements of the family. The family as a patent in the mid-patient system
will become the missing piece of the overall healthcare system. Transportation, baby-
sitting, family based programs, and information sharing among the community will give
families a base to build their overall health outlook for future generations to come.
In order to implement this new mid patient system, the community and family’s require-
ménts must become apparent and addressed. What are the essential health issues in the
community and how does this affect the understanding of health concerns in each familyr

The two essential health care issues have been discovered to be financial support
from communities to families, and access to important healthcare facilities. The commu-
nity today has become a barren region for available financial support to their citizens.
This has forced the government to become the main support for struggling communities.
The support from the government to the community becomes the support to the family.
But, the government fnanced programs are only available for certain types of families.

“Many children who receive Medicaid were enrolled because they have a par-
ent who receives public assistance. Because public assistance has tradition-
ally been offered primarily to single mothers and because family structure may
influence the ability of parents to obtain health care for their children, fam-
ily structure is an important aspect of children’s access to health care.” 5.

Some research has been done on this connection of  accessibili-
ty of pgovernment sponsored programs and identihable types of families. The
low income based single parent family has become the main focus of these systems.
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"At high lTevels of maternal education, family structure did not influence physi-
cian visits or having a usual source of care, as expected. However, at low levels of
maternal education, single mothers appeared to be better at accessing care for their
children. Health insurance coverage explained some of the access differences by family
structure. Medicaid is important for children of single mothers, but children in two-par-
ent families whose mothers are less educated do not always have access to that resource.
Public health insurance coverage is critical to ensure adequate health care access and
utilization among children of less educated mothers, regardless of family structure.™5.

So what is available for the rest of low income educated and non-educated types
of families? There are two Kinds of low income parents; one’s who have a high school
degree and others who don’t. Both types are unable to achieve a higher paying job to
secure a healthy income. Since low-income families are not able to earn enough money
for health care they will likely end up either on government funding programs or just
go without it, unfortunately. This gap of service and delivery must be hlled and im-
plemented for the community to mend as a whole. The design of the mid patient will
be geared towards helping all low income urban families in a system which is acces-
sible and affordable. This system will address key health concerns unique to low in-
come families in America. So what are some of the main concerns that plague the low
income community? How is low income connected to the well being of its inhabitants?

Health problems are more prevalent among low-income working families. In De-
troit sixteen percent of full-time workers in low-income families report fair or poor
health, compared with 7 percent of workers in middle-income families. Low-income adults
working a moderate amount are even more likely to have health problems, with 25 per-
cent reporting fair or poor health. Health problems may be contributing to their lim-
ited hours of work. Low-income families are also more likely than middle-income fami-
lies to have a child in poor health. Also among low-income families, the parents
with no employment in Detroit has more than one third (36%) reported illness or dis-
ability that prevented them from working. Poor health and the ability to work, be-
comes a cycle of continue decline of well being in Detroit’s low income communities.6.

Mid-Patient
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Thesis

Five areas ot health care high risk in the Detroit low income neighborhoods that
will become the focus of the thesis systems are dietary, cancer, diabetes, immuniza-
tion, and respiratory care. Dietary is well connected to the other four and becomes
a key factor in controlling the heightened risk involved and caring for the body to
avold future problems.?7.Ismailstudy completed a study that had examined the relation-
ship between dietary patterns and caries experience in a representative group of low-
income African-American adults. The Participants were residents of Detroit, Michigan,
with household incomes below 258% of the federally-established poverty level. Some of
the results from this study showed that soft drinks are the major individual-level de-
terminants of caries in this population. Also the data shows that this is a severely
overweight population. "Having nearly three-quarters of the predominantly-female par-
ticipants either overweight or obese is well above the national average.” 8. Dietary
quality is poor by several measures. The proportion of energy from fats is above the
level recommended by the US Department of Agriculture, while the carbohydrates and pro-
tein levels are near the bottom of the recommended range. The continued consumption of
sugar in the diet has pushed diabetes to the forefront of isswes plaguing the community.

Diabetes in Detroit have forced the health community to take action, but the
action taken is not sufficient enough to slow down the problem among the low in-
come African American population. “Underlying the problem are complex factors-genet-
ic, physiological, psychological, familial, social, economic, and political-coalescing
to over determine these conditions. These interacting factors include events occur-
ring during fetal life, maternal physiology and life context, the thrifty genotype,
the nutritional transition, health impact of urbanization and immigration, social at-
tributions and cultural perceptions of increased weight, and changes in food costs
and availability resulting from globalization."9. Clinicians will have to get out of
the ofhce, and health care institutions will have to reach out through communi-
ty collaborations. Ecomomic and social factors may limit patients’ abilities to make
changes in diet and exercise without a prior intervention at the community Ilevel,

12 Mid-Patient



Thpsis

Community-based nutritional health and activity interventions have the potential to
make a modest public health impact. Many different kinds of communities have had success
in fostering community gardens, opening farmers® markets, increasing children’s exercise
through walk-to-school programs, promoting safe bike and walking paths, and altering the
foods available in school lunches and snack machines. At the larger political level, con-
sumers and professionals can become involved in national efforts to reduce advertising
of foods to children, especially on television, putting taxes on junk foods with revenue
to support availability of fresh fruits and vegetables, improving the nutritional qual-
ity of foods aimed at children, and pushing for a code of conduct for the food industry.

In order to address many health care services and delivery issues to low in-
comeé neighborhoods, a series of components making up a new delivery and service sys-
tem will conform to the community’s needs. This will be the focus of the design
project for the thesis. They will not replace the hospital and ¢linic’s usage, but
enhance the effectiveness of their strengths. The areas of influence or enhancement
that the components will focus on, is the standard procedure that the health profes-
sions useé throughout their practice. This standard procedure is categorized in three
stages the preventative, the diagnostic, and the treatment. They are redefined and
implemented in a certain way that will benefit the low income community the most.

Mid-Patient

12



Ihesis

The preventative component cam be the most moveable, dellvery that 1s flexible
of service and brings the healthcare to the family. This component can travel from one
neighborhood vacant lot to another underserved area in a two day period. This is depen-
dent on the neighborhood®s needs and how long 1t will take to help that area recover
from major health risk. It provides the entire first offensive for fighting or inform-
ing against common health problems in low income families. This stage sets the standard
for the rest of the system and keeps the system effective on the family scale. The five
main usages of the preventative component will address cancer, diabetes, immunizations,
respiratory, and dietary care. Each mobilized unit will address each problem specih-
cally in the form of shots, research, screening, exams, and provide one on family care.
These mobile units will also be im full contact with local clinics for specific ser-
vices including, patient updates, technology information, new preventive techniques,
and for a uniting network of health service. Since this wnit will be the smallest and
first defense in the system, it can be relocated by a motor wehicle malnly a truck with
u-haul ability. The main goal for this component is to address low income families
health issues before they become a bigger financial, emotional, and health problem.

The 2nd component is a medium design for delivery and service stage that addresses
the family®s diagnostic phase. This component becomes a community service and planning
center. This center will help families deal with the emotional, psychological, and ev-
eryday needs of a person or persons diagnosed with a disease. If the preventative stage
does not catch the issue before it becomes a major problem then the family will still
report to the hospital for proper diagnoses and treatment. The diagnostic component will
accompany this process with supportive programming such as babysitting, life coaching,
medical researching, therapy, coping abilities, and family counseling. In this stage ot
the system the component will supply the preventative units with health supplies, medi-
cal research, and logistics support. When the unit is hnished serving the community
for that day, it can return to the diagnostic component for docking and debriefing.

14 Mid-Patient



Thesis

This level ot tamily service will become a gulding character that will tocus 1ts én-
ergy on controlling the stress on the family and the response from the life changing
diagnosis of the family-patient. The diagnostic phase becomes the mediator and coor-
dinator with the hospital care and the family. This is also performed inm a manner of
relaxation, which is a major goal for this component. The unit can be dissembled and
reassembled as needed. This is dependent on the community’s needs in a certain crisis
area. The time frame for this can exist from a year to two. This allows the unit to re-
locate and target in on the most critical health zones. The preventative component will
accompany this movement by serwving nearby nelghborhoods around the diagnostic center.

The last stage of the system relies on the treatment component for body and men-
tal communication within a programming style dialogue. This unit 1is the largest of
the three in programs, support, range of service and delivery, and square feet. This
center could be located on corner condition, taking up three to four lot size areas.
This unit will also become active in a mixed range for low income communities that
contain small businesses districts with encompassing residential zones. The traffic
volume is a drivimg factor for determining this location because both the preventa-
tive and diagnostic units will be dependent on this center for support. Both smaller
units may also need to refer families to the treatment center located between ten to
twenty mile radius of dwelling. This center will coordinate both the diagnostic and
preventative in logistics, management, and as a higher medical information supplier.

This building will also support neighborhood activities, like a local pym, weipht
training, aerobics, dietary classes, and a place for kids to hang out at. The Treatment
component will also carry a community pharmacy and a small health food store. This us-
age of space will provide steady income, people, and function. This function will also
keep the site relevant to the communities® everyday needs. One of the biggest strengths
of this building is its inmternal flexibility. The spaces can be changed or maneuvered
in such a way as to fit a new program or just to expand an existing one in an adjacent
space. This can be accomplished by movable partition walls that can glide on a mechanical
divider or by arranging the equipment and furniture so that a desire area 1s established.

Mid-Patient
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The flexibility of its floor plans can keep the building usage purpose important to
the ever changing community. The treatment unit will also work alongside doctors
of the hospitals by allowing sharing of ideas, patient’s treatment needs, recovery
plans, prescriptions, new family patient references, and relieving of stress in the
overall recovery. This communication will also help staff of nearby hospitals and
clinics with over populated spaces and burdens of handling their patient’s needs.

The Preventative, Diagnostic, and Treatment components will act as one system by re-
lating function, relationship between staff and family, movement, and communication between
resources. The movement of all three will become focused on reducing some of the overall
health problems plaguing the low income community. After bringing the risks and needs of
service under a certain determined level, the system will revert to mainly research and
community health care conditioning levels. This is where the focus will change from bringing
down the health concerns, to maintain some healthy living standards for family generations
to come; while duplicating the aggressive delivery and service of reducing health problems
among near low income areas. This entails a build-up of the diagnostic component first,
which will then lead to establishing the preventative model units into other neighborhoods
and building a new treatment component that is out of the range of the first units® effec-
tiveness. This process can be duplicated as many times as needed to service all of Detroit
and become a prime example of intervention among the much needed low income communities.
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P reredent

Precedent of Patient-and-Family-Centered
Health Care.

Institute for Patient-and Family-Centered Care.

What are the core concepts of patient- and family-centered care?

* Respect and dignity, Heakh care pracifioners listen to and hanor patient and family perspeciives and
choicas. Patient and family knowledge, values, beliefs and cultural beckgraunds are mcorporated into
the planning and delvery of cara.

*Inlanmalicon Sharng. Heallh care praclibonsrs cammunicate and shane camphele and unbiEsed inlanmabon
with patients and families in ways that are afirming and useful. Patients and families recene fimely,
complete, and accurate mformaton inarder fo effectively padicipate in care and decision-making,

" Farlicipabon. Patierts and families ane encouraged and supported in panicipating in care and
gecision-making at the level they choose

* Collzbaration. Pefients and families are also included an an instibulion-wide basis. Health care leaders
colabarate with patients and families in palicy and program development, implementation, and evaluation,
in heakh cane Racility design, and in professional educaton, &% well a5 inithe delsvery of cans.

Creating patient-centred care

How to:
* ensure the patient's voice is heard in management; ':'JI-'!-'fith_ 12010
* ensure the voice of patients is heard in research; Emaory Liniversity -
* conduct @ survey of patient expenence; &l Rights Beserend
* clanify the responsibility of patients; Iititute for Patient and Farmily
* communicate with patems using 2180 century media, centered Care
* provide high quality infermation for patients; Little P Everitt H. Wilamson
* manage arrars well;

&L al. Preferences of patients
fior patient centred appraach
ta cormsultations: ohservational
study B, 2001; 322: 486

* help professionals develop the skills they need lo involve pafients {o their prefarrad level in
degEion-raking and the management of carne,
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Baptist Center

faciitate operational efficiencias
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Project category: New construction (completed February 20058)
Chief administer. Ron Robinson, Administrator.

Firm: Gresham, Smith and Partners.

Design team: Joseph F. Thompson, AlA, Prinicipal-in-Charge;
James R. Kolb, AlA, Design Principal; Shawn Kirouac,
Associate AlA, Project Manger; Elisa A. Worden-Kirouac, IIDA,
NCIDQ, Interior Designer; Amy E. Davis, Interior Designer.
Photography: Joseph Lapeyra Photography; Jim Kolb, Gresham,
Smith and Partners.

Total building area (sq.ft) 252,000.

Construction cost/sq.ft $214.

Total construction Cost (excluding land): $54,000,000.

Mid-Patient 21



Precedint

Baptist Center

Baptist Medical Center South JACKSONWVILLE, FL

Gresham, Smith and Fartners

JU] . 1
reflect evidence-based design X |

Pyl I 1] TR 17 11 " i
F, F ;I L ] g
internal gardens 18 L R

gxtenshye art proagram : i

emerging technologies
expanskon and adaptanion
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Baptist Medical Center South opened 1in  Feb,2005. as a
satellite full service community hospital with 92 beds. Services include
Intensive Care, Emergency Medicine, Obstetrics, Diagnostics, Surgery, and
Medical/ Surgical inpatient nursing. Design concepts focus on patient safety,
reflect evidence-based design, accommodate emerging technologies, facilitate
operational efficiencies, and provide a clear pattern for expansion and
adaptation. A driver is the creation of three internal gardens. These
gardens serve as internal landmarks further supporting way finding. The
central garden is visible from the public elevator lobby at every level.
The gardens also serve to bring daylight and garden vistas deep into the
plan. One benefit is that 16 of the 18 ED exam rooms have garden vistas to
provide positive distractions for patients during a stressful experience.

Mid-Patient
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Precedent

Is your hospital planning a new emergency department or expansion? Due to ever-
increasing patient wvolumes, at least once during your career you should expect to
be involved in one. Creating a new space involves more than simply adding rooms and
square footage - build-outs must be flexible and have longevity. Have you ever won-
dered what goes into the development of a new emergency department? I did and found
Jim Bynum - registered architect at Perkins + Will with twenty years experience in
planning and implementation of healthcare architecture - to give me his perspective.

Flexible Use Planning

Bynum’s team came up with an idea to solve the drastic volume shifts that occur in
Daytona Beach, Florida. They call them pods: rooms that can see any acuity and are orga-
nized to keep rooms nearby and in nurses’ line of sight. Some spaces were oversized, such
as designated critical care rooms and trauma bays. Otherwlise, any room can be anything.

Easyaccesstosupplies. Placingamini-pyxisineachroomthat has commonly useditems, opened
quicklywithawandlinkedtoapatient,eliminatesleavingaroomtoget items fromacentral pyxis.

Mipi TVs in reach of patients and staff. Flat screen TVs may look cool and save
space if high up on a wall, but if they can’t be easily adjusted become a big distrac-
tion. “There should never be televisions that can’t be muted or remote controls that can
walk off with patients,” says Benator.

Fewer lightboxes. Modern tech has eliminated the need to have these in each room.

Having a few near the physician work area is sufficient when the PACS is down or patients
bring their own Hlm.

Matural lipghting. High “clearstory” windows allow light without views into the room
or open ED space.
Bedside Registration. This growing trend to have the nurse or physician be the first
contact after walking in the hospital is incorporated into design by eliminating the
registration desk.

Mid-Patient
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Precedent

Anticipating the future

Adaptability is the new mantra in ED design. While having individualized rooms for
a variety of specialties seems like a nice idea - having all the tools you need integrated
into the room - it only works well when those rooms are full with no one else waiting
in the queuve. For instance, having a gyne area unconsclously reinforces the idea that
suspected gyne-table requiring patients must be placed there and nowhere else. Sometimes
gyne patients wait until a new gyne bed is available even though other rooms might be free
to use. Psych rooms can be a challenge, too, as empty rooms are wasted and due to their
deliberately bare design, if flled with non-psychiatric patients are not as useful.

In a push for an optimally productive ED, many are designing standardized rooms
and opting to shuttle in the necessary mobile specialty equipment. Steve S5Strata and
Debbie Jacobs, authors of “Making Room: Optimizing ED space to increase patient capac-
ity” (HMealth Facilities Management Magazine, 2010) call it “flexible wse planning.”
They write that this type of design 1improves the efficiency of care delivery, and in
turn signihcantly increases capacity. This kind of system increases the longevity of
a facility since as needs change, rooms are not locked into a specifc conformation.

Bynum'’s team independently came up with a similar idea in order to solve the drastic
volume shifts that occur in Daytona Beach, Florida. They call them pods: rooms that can see
any acuity and are organized to keep rooms nearby and in nurses’ line of sight. Some spac-
e5 were oversized, such as designated critical care rooms and trauma bays. Otherwise, any
room can be anything. There would not be fast track, ENT, opthamology, ortho, psychiatric
or gyne subspecializations. Instead of having, for example, a large thirty-six room ED
with a single nurses station, and straggler rooms that aren’t visible to the central area,
the space could be subdivided into three or four manageable pods. Each one would have ded-
icated nurses, techs and doctors situated in an island surrounded by the treatment rooms.

Mid-Patient
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Pediatric Clinic, East Africa
40f7 Architectu re

Pediatric Clinic, East Africa
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Number and disposition of courtyards is associated with the
organizational logic of the clinic and has formative influence on
the relationship between outdoor and indoor space. Phase one
proposal envisages one larger courtyard surrounded by childbirth
(inpatient) facilities and disease prevention (out-patient) facilities;
and another smaller courtyard to be surrounded by outdoor family
area. There is full use of the outdoor areas with and without
shadow, as a natural extension of the indoor facilities. In the
design they wanted to promote ways of social interaction by plan-
ning for

The idea behind modular configuration is to define a spatial
solution which would be able to grow and adapt according to the
changing needs; or according to varied conditions at different
locations. Notionally,if more and more modules were to be added,
the clinic facilities could grow infinitely but always confined to the
circular matrix, defined by three differently sized courtyards.

Mid-Patient s
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Variety of Medical Care

Inpatient
] An inpatient isa patient wha must Ba hospital
ized for at least one night In arder to recelve madi-
_f', S cal traatrment

Cutpatient

An outpatient is someone who goes to a hosp
'.|1| [= I Lplls 'rl' J Erocecure |.'|.'|1': |1 et Mok Reguire
a stay owernlaght, Care provided to outpatients is
somatimes known as ambulatery carein a refer
ence 1o the fact that the patients can often walk in
and walk out, because the procedures are simple
and qulck.

Lrgent Care
Urgent care 5 health care provided to patients
wha have conditions which regquine medical attan
thon, kaally within 24 howrs Urn.}&ﬁl: card indnlvesd
conditions which could develop complications, but
arie not [ife-threatening Typically, urgent care is pro-

Nritieis | it :
:qlt.:f:;:;t: E',i,::;'ﬂ' vidad in a clinic which stands alone from a hospital.

Laa | Flaschilieck 09 Sepleirdner 2000
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Family units take a vanety of forms, all of which involve individuals living under
one roof. The family form or structure does not indicate how healthy the family is
or how they function. The family form i1s merely the physical makeup of the family
members in relationship to each other without respect to roles and function.

Extented Family
w Wiy

Nuclear Famil
B

Single Parent Family Childiess Family

Fublish by Ferris

Foundation

Fublish by Southern _ _ - - . . . .
Kings y Patient- and family-centered care,” is that social isolation is a risk factor in today's
Consolidated School society. Individuals, who are most dependent on hospital care and the broader
2010 Essence health care system, are also often most dependent on families and other support

Communications Inc. JJ1EWOrKS:
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What is Patient-and-Family-Centered
Health Care?

In the patient- and family-centered approach, the definition of family, as well as
the degree of the family's involvement in health care, is determinad by the patiant,
provided that he or she is developmentally mature and competent to do so. The
term “family-centered” is in no way intended to remove control from patients who
are competent to make decisions concerning their own health care, In pediatrics,
particularly with infants and young children, family members are defined by the
patient's parents or guardians,

"Patient- and family-centered care,” is that social isolation is a risk factor in today's
society. Individuals, who are most dependent on hospital care and the broader
health care system, are also often most dependent on families and other support
networks:

The objectives of patient-centred care.

* To involve the individual patient in the management of their care to their
preferred level

* To involve patients and the public in the allocation of resources

* To involve patients and the public in the management of services.

* To involve the individual patient in decision-making to their preferred level of
involvement.

* To involve patients and the public in the development and implementation of
research

Copyright 2010
Emory University
All Rights Reserved

Institute for Patient
and
Family Centered Care

Little P.Evenitt

H. Williamson

letal Preferences of
patients

for patient centered
approach to consulta-
tions

observational study.
BM.J 2001322488
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Copyright © 2010
Emary University -
All Rights Resarved

Institute for Patient and Family
centered Care

Lirthe B Evaritt H, Williamsan
et &l Preferences of patients
for patient centred approach
to consultations: observationa
sty AM . 20011: 377 434
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Defining Patient and Family.

The word ‘patient” has three different meanings in the Shorter Ciford English Dictionary.,
The first is “a sufferer, one who suffers patiently = 1735°. Here the meaning is of someane
with a disease who must just wait until erther the disease gets befter or death intervenes.
The second meaning, from the late Middle Englesh, is “one who is under medical treatment’
and the third is 8 more general meaning, namely “a person or thing that undergoes some

“ action or to whom something is done”.

The word "family" refiers to two or more persons who are related in any way—
biclogically, legally, or emationally. Patients and families define their families.

A, "A social group characierized by common residence, economic cooperafion

P and reproduchion, including adults of both sexes, at least one of whom maintain
g socially approved sexual relationship, and one or more children, own or zdapted
of the sexually cohabiting adults.” (Murdock, 1849),

B. "The famiy is...a group of persons united by ties of marriage, blood, or adoption;
constifuting a household; interacting and communicating with each other in their
respective social roles of husband and wife, mother and father, son and

daughter, bother and sister, and creating and maintaining & common culture”
|Burgess et al, 1971).



Questions about Patient
and Family Center Care?

Key questions about patient-family centred care.

* Will patient-family centred care increase costs?

* Wil patient-family centred care increase conflict belween clinicians and patients?

* Do all patients want patient-family centred cara?

* How does patient-family centred care relate lo systems of care?

* Will patient-family centred care reduce the status of professionals?

* Does patient-family cenlred care mean thal patients will be forced o make all decisions?

Can Patient-Family centred Care be
combined to form a Patient Family ?

Mid-Patient
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Program Development
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Residential 5tFU£tUFE5 1n

RESldentlal Demolltlon various stages of

demolition/1,867.

Various Stages of demolition
1. Met utility clearances(water;electricity;and gas).
2. Asbestos removed if necessary.
3, Wrecking permit issued.

4., Assigned to a demolition contractor.

5. Assipned to a demolition contractor.
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Percent

Asthma Percentage

R e e There are approximately 262,000
T - - Children living in Detroit.
- 72%-188,888-live in low income familie
15 — — — - - === - 39%-101,008-1live in poor families.
]
Total Mzl Female
. In 2005, 21.7% of Detroif high school
. (Detnoit
: Michigan children had fetime asthma.
United States
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Type of Ward for Different Types of Families.
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Ward Choice. Public wvs. Private
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Preventative Pods

Serving the Community
and Delivering health care
to low income Families.
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Preventative Pods

Preventative Pods Option 1.

Unfolding 5tage 3
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Preventative Pods
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Preventatlve Pods
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Preventative Pods
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Preventatlve Pods

Option 2
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Preventative Pods
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Proventative Pods
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Preventative Pods
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Pod Technology System structural Frame Pull Away

The ski= ii compoasd of scientuated horirontal bands asd @v-dated
with & differant degraes oF Tramiledency, allowing for dlglyal
mnangisg to e projected slong 1ts l2ngth,

Tha Comeart Famml Systos
Proclesd wtilirescthe Best fesfures 1= the industry
to deliver high etandsrds of quality s=d perforesscs,

Haterdale) Ba%1, bem tedck alusimue

Vartical Grsthmng Factory | nstaed Paned Gk Hedical Pods ofe Opes for Business

wilani bty Chip mothy P Puisi sl Hle,
i |
' l_l )
¥
it
¥ |
| |l
| P Wtk byr Paned
i L - l'q_
Hnriaznal -\-""'-\._\_
Sutipdam -\""--__
e

b Jigst-emitting dinae (LED)  dx & sewicorductor loight source
LEDE prd wbed g ledicptes Laepi In sany davicas, #nd org
increpsingly used Tor Liphting, Istroduced as & precitical
rlectromic romponest is J96].
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Pod Advertising System
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Precedents Dimensions

Thit average Length of blgger Bve 14 BeCween 7ob neters 1o 12 meters
or 3% feet to 40 feet. These wehicles are usually packed with
dlfferent interecsting features, most of which are Lntended to offer
luxury and conventence. Their awerage welght stands somewhere around
G318 Kilograns To 7,86 Kilograms ofF 12,088 pounds To 15,558 pounds,

Irside dimensions: X6°5™ ¥ 7'8" X B"17 {Lxkxl)
Mom's Attic: 3' ® T'B x 3° LT {LuxMsH)

Deck helght: ' 9%

Dosr apenlng! 7707 ¥ &'10" [RWeaH)

Lesding ramp width: 2° ¥°

& typical container has doors Fltted at ocne end, and 1%
cansirucbed of corrfugated weathering steel,

[2] Contairers were origlnally 8 feet (2,44 m) wlde by 8 feet
{244 m} high, ard @lther o nomlnal 20 feet (6.1 m) ar 4 fook
[12.1%9 m) long.

They could be stacked up Lo seven units hiph. AL sach of Lhe
elpht ¢orners are Castings with openings for Teistlock Fasreners,

e Taller units have Been introdeced, Including "hi-cube’ or
- L a ] st “high-cube® units at 9 feet & inches (2.9 m) and 18 fect & inches
oo il 2l o B s B lairds e [le "] himl
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Mailn Roon Slide OQuts

Slideout System Control Options

o Rocier sl tchdqulck-of T contral

wLontrol 1 preset ot B SpeCliled current O,
It furss cff the zystes in ore-Salf second stier

1=p ~poE weEls WEAIRIRIFg) ATFERE BN FOTAFN, JREFE,;
et plrm, and rook deals.

Hydraulic Pumps for Slideouts

w Complate family of pomp sblres avallable for all
slidwcut applications,

B Lighteelght cospact deslps.

& Costrol waled systess awaflable for all slide
FooR [omiksatloes

Typical electric rack and gear systems

W Electrle dviter rotord Ffeatufe Lotegral lockd to poaitlvely

J e lock thi rigom i place ewery Timd, eliminiting roow drift
Y ! M, nd sral celasatios,
__" wOrive geirs asd ilide-radl dopgert rellem Gre concantris
. ! 'H.H §
. Sy

ENEering propic AlIgeeest af Mo DaTeedn racks ol gosts
i Chafts/pears are ofl lepregnated to eliminate oxidation
pnd 1o ersere smooth, gelet operation.

SracEaslosl spjusteblilty erovides tIght room sealling,

Copavight - 307 Butcorsersion 08 com
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Pod Structure System
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Like many large corporations, hospitals tend to suffer
from bloated layers of management, which mask the fact that
at its most basic and essential, a hospital is a “neighbor-
hood” business centered on a relationship between the doctor
and the patient. This calls for building designs that are
less corporate and more humanly scaled, that are flexible
enough to treat a patient’s condition rather than fit a
patient into a particular department.

Miller Swensson

This process of conditioning a unique outlook of the
medical service to a more basic utility unit that people can
identify with was just the beginning of a larger cycle. This
cycle was dealing with people on a human scale lead by a
architecture outlook on a medical issue. Inorder to truly
understand the impact of these components, the cycle must be
put into a larger scope and investigated through a different
lens. Maybe a different outcome will rise, along with new
problems to deal with.

Bassie Cummings III
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