
  
    
      
    
  


Integrating Care

This book provides a timely review of the contemporary interpretation of the 'comprehensive health centre', a building type that was originally advocated by health reformers in the UK in the first half of the twentieth century. The book discusses the development of this idea, the failure under the NHS to apply the idea in practice in the second half of the century and the recent emergence, in all four regions of the UK, of comprehensive health centres providing a wide range of health and social services, often linked to other community facilities.

A review of the latest developments in comprehensive health centre design forms the core of the book in the form of detailed case studies of ten exemplary recent projects. Generously illustrated in full colour, the case studies include plans, diagrams, photographs and analytical text, providing the reader with detailed information about a range of design approaches.

Following devolution, NHS health policies in England, Scotland, Northern Ireland and Wales have begun to diverge and the role of the comprehensive health centre in the current health service of each country is assessed. Aimed at professionals, healthcare facilities providers and policy makers, the book also considers the opportunities for and obstacles facing the further development of the comprehensive health centre as an integral part of the infrastructure of the NHS in the future.

Justin De Syllas trained at the AA and the Bartlett Schools of Architecture in London. After working for a number of leading architectural practices and teaching for several years he joined Avanti Architects in 1985, where he was a director for 26 years. He acted as lead consultant for the Barrhead Health and Care Centre in Scotland and was the Avanti director in charge of the development, with Kennedy FitzGerald Architects, of designs for the Grove Health and Wellbeing Centre in Belfast and Portadown Health Centre, both in Northern Ireland. These, alongside seven projects by other architects, are featured as case studies in the book.
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Preface

The comprehensive health centre was developed as an idea in the first half of the twentieth century and, although much smaller and more limited versions of the health centre have become common, the much larger comprehensive version failed to become established as a part of the standard infrastructure of the National Health Service (NHS) and seemed, in the second half of the twentieth century, to have been all but forgotten. But it has re-emerged at the beginning of the twenty-first century in all four corners of the British Isles. The extent to which this was a conscious revival of an earlier idea is not clear and, in its new form, it has not been referred to as the Comprehensive Health Centre, but a recent generation of large health centres have been designed to serve the same social, clinical and practical functions as the earlier comprehensive model. It therefore seems appropriate to try to understand the origins of this building type and its intended role in a state healthcare system. This is therefore both a study of the architecture of the contemporary comprehensive health centre and of the economic, political and social circumstances in which this building type was conceived.

At the time the book was being prepared, as well as a continuing debate about the future of the NHS, a parallel public discussion was taking place on the increasing disparity in wealth between a few very rich and the very many poor people living in Britain and other countries. It has been suggested that this disparity may soon approach the level of gross ineguality that was found in Edwardian Britain, a situation that led to the first of the twentieth century's great social reform initiatives.1 National Health Insurance was introduced in Britain in 1911, in part as a response to a humanitarian crisis and in part in order to forestall social unrest. The NHS was later built, in the mid-century on this foundation and is a key example of how the tendency of the free market to respond to demand rather than need Can be managed by a degree of state intervention. The NHS helped, with other welfare measures, to transform the opportunities of the majority of the population in the United Kingdom and Northern Ireland in the second half of the last century.

The measures that were developed to mitigate some of the negative effects of the great, positive force that is Capitalism, including the redistribution of wealth through taxation and the provision of state welfare services, helped to bring about one of the most peaceful and civilised periods in British history, at least at home. My generation was born at the right time in the right place to be the privileged beneficiaries of late-twentieth-century British welfare capitalism. It has therefore come as a surprise and a shock to those who grew up taking welfare provision for granted to find that the protection it provided has been under sustained attack in recent decades as a 'nanny state' imposition on the freedom of the individual.

The impact of 'anti-big-government' ideology now invites the question whether we are going 'forward to the past' in the twenty-first century by tolerating the creation of a level of inequality that may once again cause widespread suffering and social division. We are told that the welfare state and the European Union are limiting individual freedom and choice. I am with Tawney in believing that' [f]ew tricks of the unsophisticated intellect are more curious than the naive psychology of the businessman, who ascribes his achievements to his own unaided efforts, in a bland unconsciousness of the social order without whose continuous support and vigilant protection he would be as a lamb bleating in the desert'.2

If freedom and choice mean accepting gross inequality, poverty and suffering then social cooperation is surely an ideal still worth trying to practice. Perhaps we need to go 'back to the future' envisaged by a remarkable generation of reformers whose proposals for a state-run health service predated and informed the founding of the NHS. What a review of those ideas reveals is that key elements of the logic of those early proposals were abandoned in the political accommodation made between central government, local authorities and the medical profession at the founding of the NHS. As a consequence, the NHS, amazingly effective though it has been, has been handicapped in its ability to realise its full potential as an organisation ever since.

In order to maintain the 'continuous support and vigilant protection' referred to by Tawney we need to look at those aspects of the culture and administration of the NHS that have made it less efficient and effective than it might have been. In the narrative that follows it is suggested that consideration should be given to the development of a more unified administration and a more coherent model of care for the integration of primary, secondary and social care services in the NHS and to greater investment in a publicly owned modern healthcare infrastructure in the form of hospitals and health centres as the principal means by which to deliver comprehensive medical and social care to the population as a whole in the future.

This book is about one component in such a vision, the comprehensive health centre, and is dedicated to the good ship NHS and all who sail in her. May she reach a safer port in the not too distant future.

Justin De Syllas
June 2014


Notes and References

1 These included: the 1905 Unemployed Workmen Act: Labour Exchanges, the 1906 Education Act; free school meals, the 1907 School Medical Service, the 1908 Old Age Pensions Act, as well as the 1909 labour exchanges and the 1911 National Insurance Act covering health and unemployment.
 2 Tawney, R. H. (1964). Religion and the Rise of Capitalism (Penguin Books, Harmondsworth), p. 264. Today he might have said ‘the banker and the businessman’.
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Introduction

What is a Comprehensive Health Centre?

'Over the past decade the NHS has invested in modern multi-purpose premises where GPs work alongside nurses, pharmacists, dentists, therapists, opticians, midwives and social care staff. Commissioners were encouraged to set up one-stop health centimes — sometimes referred to as 'supersurgeries' or polyclinics — which bring together services such as GPs, health visitors, dentists, a pharmacy, a cardiology clinic, X-ray facilities and optometry under one roof, About 750 such centres have been built since 2000.'1

At the turn of the century the Labour government in England and the devolved governments in Scotland, Northern Ireland and Wales all initiated significant programmes of healthcare building. In addition to both improvements to existing and the provision of new hospitals, this included an unprecedented level of investment in primary care premises. Of particular note was the decision to promote the building of what are called in the quotation above 'one-stop health centres', 'supersurgeries' or 'polyclinics', names that all refer to the bringing together, under one roof, of a wide range of primary, community health and social Care services.

There is no accepted name in common use in the UK for these large, multi-purpose health centres. The term used in this book, the 'comprehensive health centre', is intended to distinguish this recent generation of buildings from the more modest local authority and NHS health centres built in the last century. The idea of the health centre was developed in England in the first half of the twentieth century and the term 'comprehensive health centre' was used in the late 1940s to describe the type of centre envisaged in the National Health Service Act of 1946; buildings that were intended to provide a comprehensive range of primary, community and social care services.

A distinguishing feature of the comprehensive health centre is its role in co-locating services that have traditionally been provided by different agencies in different buildings. These include:

	family practitioner services provided by GPs, dentists, opticians and pharmacists;
 	health authority primary care and community services including some specialist services transferred from hospitals to community settings; and
 	local authority social services.


The comprehensive health centre is both quantitatively and qualitatively different from a health centre in the sense generally understood at the end of the twentieth century Quantitatively this is a question of the larger size of the comprehensive centre and the broader range of facilities and services it provides. Potentially more importantly however, is the qualitative difference that concerns the way in which community care is supposed to be delivered in a comprehensive Centre, through integrated inter-professional and team-based ways of working.2

The ten case studies of comprehensive health centres presented in this book, together with numerous other recent examples, are evidence of an attempt by the NHS to modernise and rationalise health services. The aim has been on the one hand to concentrate specialist services in fewer, more advanced hospitals treating only the most complex medical conditions and on the other to improve the guality and continuity of primary, community and social care services that have traditionally been neither well coordinated nor consistent in terms of standard and accessibility in all areas of the country. The case for improving community care arises from the need to:

	move as many services as possible out of high-cost hospital care into community facilities;
 	provide better access to services for patients by providing care in their local community or at home;
 	take advantage of the opportunity presented by developments in medical technology for GPs and nurses to specialise and, in the context of team working, to provide a wider and safer range of services to patients;
 	promote the better coordination of primary and secondary care services and health and social services; and
 	place more emphasis on preventative healthcare.



0.1 Ground-floor plans of the ten case study buildings to the same scale (plans run over the next three pages).

[image: 0.1 Ground-floor plans of the ten case study buildings to the same scale (plans run over the next three pages).]
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While the primary aim of the comprehensive health centre is to make healthcare services available to patients, they also provide significant opportunities for staff development. One of the objectives is to facilitate coordination between different health and social care disciplines and this can be promoted through formal and informal forms of social interaction. Providing a shared staff room, for example, generates informal encounters between personnel. The critical mass of a comprehensive health centre also makes it possible to provide a wider range of training facilities than are affordable in smaller doctors' surgeries and health centres. Facilities such as meeting and seminar rooms provide opportunities for 'continuing professional development' and for interdisciplinary activities such as case conferences. Such facilities, as well as serving the staff in the centre, can also be used by health and social care staff working in other locations in the same community.

Not only could the development of new ways of working in the primary care sector help to relieve pressure on hospitals, it could also allow trained nurses to take on some of the duties currently undertaken only by GPs and allow GPs to develop new skills and, by working in larger coordinated groups, to develop innovative ways of working and carry out research. By acting as a hub, the comprehensive health centre could also be a focus of training and research for smaller GP group practices located in the same area, promoting clinical networks and a focus for patient networks and self-help groups.

The comprehensive health centre also has the potential to promote a sense of community Because community services are a local resource, the centres from which these services are delivered should help foster a sense of belonging and citizenship. One way in which this can be encouraged, in addition to bringing together local health and social services in one location, is to add other community facilities into the mix. Whether this consists of only a café space where people can meet and information about health and the community can be displayed, or is extended to include more substantial facilities such as a Citizens Advice Bureau, a library or even a sports and leisure centre, for example, the idea is that the additional community facilities should serve to open up the centre to a greater range of users and a bigger footfall. A number of examples of such additional facilities can be found in the ten case studies.

Although the comprehensive health centre, as defined in this book, is presented as a facility that can provide patients and clinicians with benefits, it is not advocated as a 'one size fits all' solution to the challenges faced by the providers of community care services. It should be one resource in a range of healthcare facilities linking care in the home at one extreme and the acute specialist hospital at the other. Nor is it claimed that all community care services should be located in comprehensive health centres. There are circumstances in which specific services may be as well or better provided as standalone facilities where there is sufficient demand or where there are other benefits such as the creation of the critical mass reguired for a specialist service or the separation of a patient group such as those with chemical dependency. Egually, in more remote rural locations the demand for services will often be insufficient to support a comprehensive health centre on the scale of the case study examples. Smaller local clinics can be a more effective means, in isolated areas, of providing accessible local care, especially if centralised facilities would necessitate patients travelling distances that could lead to higher nonattendance rates.

Nonetheless the comprehensive health centre is proposed, when combined with a supportive institutional and professional culture, as one way of achieving a more coordinated and integrated 'community care' service than was generally realised in the group practice Centres, health centres and clinics built in the twentieth century The designs of the health centres in this book have been based on the assumption that the health professionals who will work in them will adopt an 'inter-professional teamwork' approach.3 Inter-professional team working has been advocated over the last thirty years as a way community services could be improved now and in the future but its development has been hampered both by reluctance on the part of politicians to fund capital developments and by professional resistance to change on the part of many clinicians.

[image: ]

Although the case study buildings will all provide improved working conditions even for conventional working practices, their full potential will only be realised where design intent and practice coincide. The hope is that this new generation of buildings will be effective in supporting the aims described above and that they will prove to be examples of an approach that will become more widespread in the future.

[image: ]

Chapters 2,3,4 and 5 contain ten detailed case studies of comprehensive health centres that opened between 2007 and 2011 in the four countries of the UK. Each case study has been written by the architectural practice that designed the building. The studies illustrate the wide range of approaches that have been adopted in the design of buildings serving very similar functions (see Figure 0.1). Yet despite their apparent diversity, there are strong underlying similarities between these buildings not only in terms of function but also in terms of their spatial organisation and the way in which key design issues such as circulation, flexibility and sustainability are addressed. In order to make comparisons between buildings easier, the floor plans for every building have been drawn to the same scale and formatted in a uniform style and the case studies follow essentially the same format.

Though the case studies are offered as exemplars from which lessons can be learned, they are not presented as ideal models to be copied. All of these buildings were designed to a specific brief for a specific site. Where traditional design guidance is often prescriptive, insofar as it seeks to promote a particular approach, the case studies are descriptive and are intended to encourage clients and designers to use precedents to inform a critical debate as to what is appropriate for their own project.

Where a project team and a design team want to learn from precedents there is no substitute for visiting a building, seeing it in action and talking to the people who use it. This is not always easy, however. Arranging for all of the interested parties to be available on the same day, organising access and travelling to sites that may be widely distributed Can make it difficult to visit many examples of recent comprehensive health centres. While first-hand experience of buildings should always be the priority it is hoped that these case studies will add to and complement lessons learnt from site visits.


Notes and References

1 Davies, P. (2012). The NHS Handbook 2012/13 (NHS Confederation, London), p. 65,
 2 The term 'comprehensive health centre' is not, therefore, intended to include hospitals, primary care centres that provide services to a specific group of patients such as children, centres that provide a specific form of treatment such as a renal dialysis or smaller health centres offering only a limited range of services. The definition also excludes independent family practitioners' clinics such as GP group practices, smaller GP and dental surgeries and high street opticians and pharmacies.
 3 For an explanation of the concept of inter-professional team working see, for example, Pritchard, P. (1995). "Learning to Work Effectively in Teams", in Owens, P., Carrier, J., and Horder, J. (eds.), Interprofessional Issues in Community and Primary Health Care (Macmillan, Basingstoke and London), pp. 205-232.




Chapter 1
The Health Centre Concept

Origins

Before the establishment of the National Health Service (NHS) in Britain, only manual workers (mostly male) were eligible for limited general medical services under the National Insurance Act of 1911. The Act made it compulsory for all manual workers to join health insurance schemes to which subscriptions were made by the employee, the employer and the state.1 The insurance companies each contracted the services of a panel of general practitioners (GPs) to provide a basic medical service to the insured, giving the arrangement the name 'the panel system'.

The concept of shared risk through insurance had been developed by Friendly Societies in some industries during the nineteenth century and this approach was adopted and expanded by the Liberal government as part of its welfare reforms of 1906-1914. But this arrangement still left the dependents of insured workers without adeguate support in times of illness. Women were especially exposed because of the sacrifices many made in order to feed their families, as were the young, the old, the handicapped and the unemployed.2 There were two different reforming responses to this problem. Some advocated rhe extension of National Insurance (NI) to cover the dependents of insured workers, while a number of more radical thinkers began to lobby for the eaablishment of a state health service to protect the whole population.3

Even for those who were insured, NI only provided access to see a GP and although the voluntary and poor law hospitals provided some acute care for the poor, this was limited in scope and distribution. Volimtary hospitals tended to accept patients with unusual and therefore interesting diseases and the workhouse infirmaries provided care in the most austere institutional circumstances to ensure that only the desperate would have to be supported by the Poor Law Guardians. Healthcare before the NHS was therefore available only to a proportion of the population and was for many either unaffordable or unavailable. Those who could afford to pay for care had access to their family doctor to provide general medical services but, if they needed inpatient care, had to rely on private nursing homes that offered only limited medical expertise.

The movement for reform was not only driven by humanitarian motives. The recruiting drives for the Boer War and later the First World War exposed the fact that a very large proportion of the population was not fit to serve in the armed forces. There was also concern, following events in Russia and across Europe in the early years of the twentieth century, that the dramatic contrast in income and living conditions between the rich and the poor would lead to social and political unrest and potentially revolution. This led to the recognition that in peace as well as war, Britain could not compete effectively with other countries without achieving some improvement in the health of its workforce. In addition, the growing effectiveness of both medical science and clinical practice inevitably stimulated demand for access to hospital services by those who could pay for treatment.

Proposals for the extension of NI or alternatively for the establishment of a state health service were developed by a number of different groups of progressive members of the medical profession, politicians and social reformers and led, at the end of the First World War, to the establishment of the Ministry of Health. The new Minister appointed three consultative committees to give him advice on the measures needed to improve health services: one representing the views of the medical profession, one the local authorities and the third the patient population. Arthur Greenwood,4 who was appointed as a member of the Consultative Council charged with representing the views of patients, drafted one of the clearest statements of the case for a state health service that has come down to us from that period.


[image: 1.1 Diagram of the spatial distribution of facilities in a local healthcare system as envisaged in the Dawson Report of 1920. Hospitals in this diagram are called Secondary Health Centres (blue), and both large and small local health centres are called Primary Health Centres (red).8]
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'We hold strongly that the nation cannot afford to be without an effective public health service, that the preservation of human life and the conservation of human energy and the abolition of preventable disease and unnecessary suffering are essential to the wellbeing of the community. What the nation cannot with impunity allow are the far reaching effects of physical inefficiency and incapacity which reach upon every side of its social and economic life. The exercise of the responsibility of citizenship, motherhood, and employment are bound up with the health and vigour of the people. Our education system can yield its full fruits only when the school population is healthy. The ends of economy will be served not by crippling the public health service but by a wise and generous expenditure devoted to the provision of adequate health services which will conserve and develop the physical powers and energy of the people. To withhold financial resources from the public health service is a shortsighted policy striking at the foundation of the national welfare. The adoption of a comprehensive5 public health programme, on the other hand, will be abundantly justified by the immeasurable gains which would accrue in the social efficiency of the whole population.'6

At the same time, Dr Bertrand Dawson was appointed to chair the Consultative Council representing the views of the medical profession. His committee's report, which is known as the Dawson Report, was published in 1920 and contained detailed proposals for the coordination of local health services.7 The report set out the relationship between the different facilities that the committee suggested would be needed to deliver a coordinated health service (see Figure 1.1). These were to include teaching hospitals, local hospitals (called Secondary Health Centres in the report), and a new idea, Primary Health Centres, which were to be community facilities provided by local government and run by local GPs offering a range of primary care services.

The Dawson Committee's plan was impressive for its time, but many of the ideas it contained, including the concept of the health centre, were based on earlier proposals by others. It was, nonetheless, the first government-published document to advocate the use of the health centre as the focus for primary care in England and was one of the first texts in which the term 'health centre' was used.

Dawson's Primary Health Centres were intended to significantly expand the scope of GP activity. 'There would be accommodation for communal services such as those for pre-natal care, child welfare, medical inspection and treatment of school children, physical culture, examination of suspected cases of tuberculosis and occupational diseases, &c. These Services should, where possible, be aggregated at the Primary Centre ... . The communal services ... would, where possible, each be directed by a doctor (or more than one) practising in the area, such doctor having specially qualified himself for his post, The directorships of these communal services should be part-time posts paid on a time basis. For these services also, consultant advice should be available'9

In addition, each Primary Health Centre was to include patient wards and staff residential accommodation for nurses, midwives and district nurses working in the health centre and providing domiciliary services. The wards were included so that 'if in his judgment a patient could be more advantageously treated in the Primary Health Centie, he [the GP] would be able to arrange for the patient to be transferred there under his care.'10

The Dawson Report did not propose the inclusion of GPs' own surgeries in the Primary Health Centres,11 and the closest the committee came to advocating the establishment of GP group practices was the suggestion that 'Where local conditions, and medical opinion, favoured the plan, collective surgeries might with advantage be tried, either attached to a Primary Health Centre, or set up elsewhere',12 As well as confirming that GPs would retain their individual surgeries, the report proposed that they would run the health centres (on a part-time salary). Giving GPs access to the Primary Health Centres would give them the opportunity to expand their horizons and engage in team working. It would also extend the influence and ensure the autonomy of GPs and protect private practice.13

Dawson's Primary Health Centre was, in other words, to be a GP-run cottage hospital and would be supported by the Secondary Health Centre or local hospital and both would be provided by the local authority. 'The services of the Secondary Health Centres Would be mainly of a consultative type. The Centres would receive cases referred to them by the Primary Centres, either on account of difficulties of diagnosis or because in their diagnosis or treatment a highly specialised equipment was needful. On the other hand, Primary Centres would ease the work of the Secondary Centres by treating less complex cases which are now sent to the larger hospitals, and by receiving patients from the Secondary Centres when the acute stage of their illness had passed.14

Thus the Dawson Committee envisaged a new organisational structure in which three of the existing branches of medical practice — private practitioners, local authority clinics and hospitals — could all be accommodated and brought together in a coherent scheme. The financial basis of these proposals was not developed but it seemed to have been assumed that the Boards of Guardians would be abolished and the poor law infirmaries taken over by local authorities, private patients would continue to pay for medical services and the panel system, based on NI, would be extended to dependents. GPs would continue to work as independent businesses and would be able to treat both panel and private patients in their surgeries and in the Primary Health Centres.

'The Primary Centre would be the home of the health organisation and of the intellectual life of the doctors in that unit, Those doctors, instead of being isolated as now from each other, would be brought together and in contact with consultants and specialists; there would develop an intellectual traffic and camaraderie to the great advantage of the service. No doubt discussions and postgraduate instruction would in time be organised, and 'study leave' to teaching hospitals could easily and advantageously be arranged,'15

The Dawson Report presented a well-developed vision of how a coordinated health service might be organised. It not only established the idea of the health centre but also contained some of the earliest examples of health centre design. Plans for a small, a medium and a large Primary Health Centre were included in the report and show that these were to be quite substantial institutions. Figures 1.2 to 1.6 show the front elevation and plans of the Type 2 Primary Health Centre, which was described in the report as follows:

'This plan represents a building which would be suitable for the service of a small town or group of small towns or villages. In this building... the various rooms would be used at separate times for different purposes. Care has been taken, therefore, so to arrange the position of these rooms that they can be used for special examinations, if necessary, taking into consideration the various classes of patients who will use the Health Centre. It will be observed that a small labour and operating room has been provided on the Second floor, but it is not intended that this floor should be used entirely for maternity work, for which special buildings should be provided.'16
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Given that these designs were one of the first attempts to visualise what was to be a new building type, they are enormously impressive. They are a precursor of the comprehensive health centre, proposed for the NHS at the end of the Second World War. The Dawson Committee's report was extremely influential and is referred to in discussions about health service organisation to this day. It represented, however, the views of the medical establishment and was a lobbying document designed to convince the newly appointed Minister of Health that improvements in healthcare could be achieved without resorting to the nationalisation of medicine and salaried employment for doctors.19 It was an ambitious attempt to improve healthcare by creating a unified local authority-run infrastructure to which independent contractors could have access.

This was, however, the inherent contradiction in the Dawson proposals. In order to ensure that the medical profession would not relinquish control of health practice to local authority committees and councillors, the report proposed extensive representation for the medical profession in the running of the local authority services, 'Nothing could have been more damaging to the prospect of local unification because such a demand ran directly counter to municipal policy ... "it is a principle of local government" local authority spokesmen repeated endlessly, "'that the people who spend public money should be publicly elected". Co-option the authorities might tolerate, but under no circumstances would they grant the doctors direct representation',20

The conservative nature of the Dawson Report can be clearly seen in the reluctance of the committee to commit the medical profession to entering salaried public service or to accepting the principle of local democratic control over the publicly subsidised services they were to provide. The Dawson Committee's scheme was intended to improve health services, but also to forestall left-wing medical agitation for a publicly provided health service with salaried doctors.21 Despite the ambition of its proposals, the Dawson Committee was closer in spirit to the reforming school advocating an extension of NI than the more radical call for a state health service.

The Committee's recommendations failed to gain the approval of the Minister of Health and the Committee did not produce a final report. In order to implement reform, the Minister needed a plan that not only had the backing of the medical profession but was also realistic enough to be implemented, which the Dawson proposals were not, in part because of the demand for extensive representation for the medical profession in the running of the local authority services, in part because such complex proposals could not be implemented within a realistic political time frame and in part because of the depressed state of the post-war economy.


1.3 Dawson Report Primary Health Centre Type No. 2. Ground floor plan.18
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1.4 Dawson Report Primary Health Centre Type No. 2. First floor plan.
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1.5 Dawson Report Primary Health Centre Type No. 2. Second floor plan.
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1.6 Dawson Report Primary Health Centre Type No. 2. Third floor plan.
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Health Centres in the 1930s and 1940s

The post-war reforming zeal that had led to the formation of the Ministry of Health did not result in either the establishment of a state health service or the extension of MI to dependents. Instead, more modest reforms let to the emergence of a number of municipal health centres in the 1930s and 1940s. 'Particularly important in London, as elsewhere, was the Local Government Act (1929) which turned poor-law health services over to county and county borough councils. The Act was not only important to the expansion of hospital provision. Taken together with the Maternity and Child Welfare Act (1918), the Public Health (Tuberculosis) Act of 1921, and the Midwives Act (1936), the law allowed borough-level governments to develop integrated health programming for tuberculosis prevention and treatment, maternal and child welfare, school medical services, dentistry, school meals, sanitation and infectious disease control, including venereal disease, that did not segregate care for paupers and non-paupers. This broad permissive framework was taken up by public health and maternity and child welfare committees in the labour boroughs ... whose lay leadership embraced the potential for democratic control of emerging health services. Health centres were ideally meant to both coordinate and push the boundaries of local services; to develop a broader range of health care than was normally available from the borough (to include treatment of common diseases like rheumatism, for example), and make it available in a single location. London's health centres demonstrate the innovation possible in public health and medical care provision at the municipal borough level by the late 1930s'.22

Crucial to this development was the fact that the Local Government Act provided local authorities with a block grant for capital development to replace grants for individual services. It was the flexibility this gave that enabled the progressive municipal authorities in London to centralise their scattered clinics in a single building offering a range of services. Critically, however, the municipal health centres built in London in the 1930s were not able provide the general medical services offered by GPs, because this was deemed to undermine private practice, and were prohibited from providing some forms of domiciliary care. Given the public service ethos of local government and the increasing professionalisation of medicine, the inclusion of the GP at the heart of the health centre team was the logical next step, but although by the mid-1930s the Labour Party was committed to a policy of local authority-run health services which would include salaried family practitioners, this policy was far from being adopted by the national government.

Nonetheless, the municipal health centres did represent a significant step forward and projects such as the Bermondsey Health Centre (1936)23 — the first municipal centre to be built in London — and Finsbury Health Centre (1938) — the most influential health centre design of the period — did a great deal to promote the concept.24 Another important experiment, the Pioneer Health Centre in Peckham (1935),25 also had a profound influence. This was a voluntary-sector project which focused on the promotion of family life, preventative care and research, but it did not contain GPs and did not offer any curative medicine,26

As well as these practical experiments, the idea of the GP-led health centre continued to be developed and promoted by reforming medical and political groups such as the Socialist Medical Association (SMA) and Political and Economic Planning (PEP) in the 1930s and 1940s. The SMA, established in 1930, was a leftwing pressure group made up primarily of medical practitioners that put forward a socialist vision for a state health service.27 The organisational reform proposed by the SMA was based on local authorities being given responsibility for the provision of a comprehensive, publicly provided health service to be delivered through area hospitals and local health centres. In contrast to the Dawson proposals the SMA proposed that the local authority would be responsible for both the financial and organisational administration of a full range of primary, secondary and social care services for its area and advocated that medical care should be free to the whole of the population. It also proposed that GPs would be salaried and would work in teams based in health centres alongside other family practitioners and a range of allied medical and domiciliary staff.

Another important difference was that the SMA's proposals for the health centre did not include any provision for inpatient accommodation. This reflected a shift away from the earlier emphasis on GP access to hospital beds towards the idea that teamwork, both within groups of GPs and between disciplines in the health centre, would be the mechanism for improving services and overcoming the isolation of the GP. As well as being motivated by the interests of patients, the SMA's proposals were intended to raise the standard of both education and practice within the profession and promote inter-professional collaboration.

'However well informed any individual doctor, he or she could not know everything about rapidly expanding medical science, so in the future "the team and not the individual doctor must be the unit". The medical centre (a synonym for the "health centre") would be the location of such teams and would "bring together in the closest possible cooperation all the several spheres of clinical activity". These centres were to be linked to hospitals reorganised into "a complete and coordinated... system"',28

In the SMA's version of the health centre, 'Every centre would have a team of general practitioners, each responsible for between 2000-2500 patients. Patients would be able to choose their own doctor, as long as the doctor still had room on his or her list, and would be seen "mainly by appointment" at the centre. Although the stated purpose of the GPs was to practise curative medicine, it was also clearly intended they should have a preventative role. It was to be their duty to "do the utmost to maintain and improve" their patients' health. General practitioners would therefore carry out periodic medical checks and various mechanisms were to be put in place to allow, for example, for the reporting of unhealthy domestic conditions. Finally, at least one of the GPs attached to each health centre was to be a woman.

If however, this was the sum of the SMA's proposals they would amount to little more than an advocacy of group practice. But in a socialized medical service, health centres were to have a much broader and more important function. Qualified pharmacists would be available to dispense drugs, while there would be departments and clinics specifically geared to such health issues as child welfare and "the study and heatment of early mental disease", Pathological laboratories were to be provided for it was important that "Pathology should not be divorced from clinical medicine".... Centres would have an important role in record keeping, thereby enabling maximum knowledge of each individual patient; and, again emphasising their preventative and didactic functions, would provide "health education by lecture and demonsbation". Similar, if slightly more modest, proposals were also made for health centres in rural areas.

The health centre, then, was to provide a comprehensive, integrated service — both curative and preventative — to the citizens of its designated area, and to act as a focal point of health care. Importantly, there was also to be a close relationship With hospitals, general or local. These Would take patients sent to them by GPs, who would be encouraged to remain in contact with their hospital charges. Once again, this was part of the SMA strategy for bringing general practitioners fully into the health care system, thereby ending their professional and intellectual isolation. Hospital specialists — for example in tuberculosis and venereal disease — would also be attached to centres and have patients referred to them by GPs. Patients could thus receive both primary and more specialized care at or through the centre. As far as the relationship between hospitals and health centres was concerned, integration was clearly to be a two-way process'.29

As an additional counterbalance to the loss of a hospital role, it was also proposed that GPs should have a more active role in preventative medicine and social services and the SMA was unequivocal about the fact that a publicly provided health service offering free care should not rely on the private and voluntary sectors.

Just as the Dawson Committee took the idea of a health system based on private practice combined with the extension of NI to dependents to its logical extreme, so the SMA took the idea of a state health system as far as could be envisaged in the 1930s. The SMA's proposals reflect its conviction that a market economy could not be used to deliver a fair, equitable and efficient health service. They also embodied the spirit of the time in which progressive intellectuals believed in the potential efficacy of social and economic planning. But it would be a mistake to characterise the SMA as advocating a top-down system controlled only by politicians and doctors. Though it was keen to introduce planning and coordination into healthcare, the SMA insisted that there should be a strong element of democratic control by local populations over local services. While the SMA proposal risked committing the medical profession to political and bureaucratic control, and intentionally left little scope for private practice, it was at the same time less paternalistic and professionally aloof in character than the Dawson Committee's approach.

The other important contributor to the debate, especially in relation to the support it gave to the idea of the health centre, was PEP, an influential planning think-tank formed in 1931. PEP was financed by private-sector corporations and published reports on a wide range of political and economic issues during the 1930s. Its PEP Report on the British Health Services, published in 1937,30 contained an audit of existing health services and proposed greater coordination between medical services while advocating the extension of the panel system.31 Because it presented itself as an objective research organisation, PEP's views were seen as being politically neutral and much of its analysis, for example, on the potential increase in efficiency and reduction in cost of a coordinated health service, gave support to the views of more radical advocates of reform.

PEP also supported the idea that primary care services could be improved through the use of health centres. 'It seems likely that the position of the general practitioners could be much strengthened and public confidence in them fully restoredl if they could evolve some acceptable system of working in local groups from well-equipped cental dispensaries. These centres would possess the latest diagnostic and therapeutic equipment and perhaps a small operating theatre and a properly staffed pathological laboratory. A clerical staff competent to keep the important medical records of such a centie could be maintained. ... .An arrangement of this sort would remove the general practitioner from professional isolation and put him in congenial surroundings where he could undoubtedly develop his own interests and thus give reciprocal help to his colleagues. Such centres would obviously give opportunities for bringing under the same roof some of the allied and ancillary professional health services and they might be associated with the local hospital'.32

Another important aspect of PEP's vision was of the health centre as a community facility that could promote citizenship and transform the relationship between doctor and patient, 'The involvement of local people in the life of the centre, it argued, was fundamental to the effectiveness of the whole project: "If the people of the neighbourhood regard it as their institution: established at their wish, they will take full advantage of it". To PEP ... the health centre could be a socially integrative force. People could "meet their doctors outside the surgery and the sick-room in the centie's lecture hall or in the community centre".... PEP's health centre was to be an "arena for mutual discussion and questioning" and a means of "equipping doctors and other health workers with that intimate knowledge of the 'consumer' of the health service which they often lack today". In this modern local facility "doctors would learn to treat their patients not as irresponsible children but as adult fellow citizens" ',33

Indeed, a key element in all of the proposals for a publicly provided health service was the belief that such a system would transform social relations between the state, the medical profession and the population and resolve many of the conflicts and inefficiencies that characterised the uncoordinated set of health services that had grown up over time. The SMA's proposals were at the more Utopian end of the spectrum in being quite explicit about the fact that the creation of a socialised health service was to be the prelude to the creation of a socialist society. The SMA was also the most insistent of all advocates of reform that a publicly provided health service must be subject to local democratic control. In contrast, the Dawson Committee, while it saw reform as a necessary part of the development of a more effective and efficient organisation of health services, did not want to change either the commercial or the professional relationship between doctor and patient.

Although the threat to the doctor-patient relationship was a common concern in debates about a state medical service, the SMA was clear about the fact that patients would be free to choose their salaried doctor under their proposals. When conservative doctors spoke of the threat to the doctor—patient relationship, usually what they were referring to was the threat to their commercial relationship with private patients which relied more on personal reputation than medical expertise. The more progressive view was that the modern physician, with his or her scientific training and outlook, no longer needed to compete with other doctors in presenting the most convincing air of competence (the bedside manner), but should instead be confident enough to accept a more open and honest relationship in which doctor and patient could work together in order to arrive at the best decisions regarding the patient's treatment.34

While PEP had no argument with capitalism as such, like the SMA it believed that team working in modern multi-disciplinary health centres would change the circumstances that underpinned some of the outdated attitudes of the medical profession including the often obsequious or patronising treatment of patients (depending on their status) and the rigid caste distinctions between different medical disciplines.

Labour Party Policy

The influence of the work of the Dawson Committee, the SMA, PEP and many other pioneers can be seen in the adoption of a policy to establish a state health service by the Labour Party, the official opposition, in the 1930s. This policy was based on two key concepts:

	That a state health service would be divided into a number of unified regional health administrations, run by local government, which would be responsible for all forms of healthcare in each area, Having all of the health services in a particular geographic area run by a single funding and administrative body was seen as being the most effective way in which to facilitate the planning and integration of preventative and curative medicine and of specialist, primary and social care services.
 	That health services in a given area would be delivered from a network of hospitals, multi-purpose health centres and local health facilities. The hospital would act as the specialist centre for a district and would be attached to a number of health centres run by the same administration. The health centres would provide a full range of health and social care services to a local community and would include general practitioners, dentists, pharmacists, district nurses, midwives, social workers and public health services. Each multi-purpose health centre would be connected to other primary care facilities and smaller surgeries and clinics in the same area.


Thus, by the Second World War, 'the health centre' and the hospital' were seen by most reformers as key closely linked facilities in a comprehensive and integrated healthcare system in which there would be a significant level of interaction between general practitioners and specialist physicians and between doctors and other healthcare professionals.

After a quarter of a century of debate, in which only incremental progress had been achieved, attitudes towards the creation of a publicly funded health service changed during the Second World War. The sacrifices made in the war and the expansion of suffrage gave rise to the strong political pressure to improve the circumstances of the working population following an allied victory. This led to the establishment by the 1945 Labour government of a range of welfare state services, an integral part of which was the setting-up of the National Health Service. The NITS was based on a number of guiding principles:

	• it would be universal in that every citizen would have an equal right to health protection and care;
 	• it would be comprehensive in that it would provide all services both preventative and curative;
 	• it would involve no payment on the part of its users at the point of delivery;
 	• it would be financed, in the main, from central taxation thereby spreading the risk and costs of health prevention and care across the whole of society, rich and poor, healthy and sick.


While the provision of a comprehensive and integrated system was central to the philosophy of the NHS created in 1948, the newly formed service found it impossible to overcome the inherited variations in the quality of the service and the standard of accommodation in different areas of the country. As a consequence NHS services were neither fully coordinated nor equally distributed during the second half of the twentieth century. One of the principal reasons for this in England and Wales was the fragmented administrative and funding structure of healthcare and social services established at the founding of the NHS.

Aneurin Bevan's greatest achievement was to create, against the expectations of both the medical profession and the politicians at the time, a national organisation to run publicly funded hospitals which swept away and replaced the old, unevenly distributed system of voluntary and local authority hospitals. He did not put local authorities in charge of the new hospital system, however, because he believed that local government was not equipped, as it stood at the end of the 1940s, to effectively administer an enterprise of this scale and complexity

How Bevan wrested the hospitals away from the local authorities and the voluntary sector is an extraordinary and dramatic story in which he managed, through the Royal Colleges, to do a deal with the hospital consultants,35 As he famously put it, he 'won over consultants by choking their mouths with gold'. Although he succeeded in establishing a national hospital service as the central pillar of the NHS, Bevan was unable to realise the vision of a unified health administration providing both specialist and community services. The local authorities had lost their hospitals but they were still a powerful political force with strong support in Westminster and they resisted losing the preventative, after-care and public health services that they had been developing since the nineteenth century. Bevan was obliged to let the local authorities keep these services and therefore to accept the division of the NHS into a hospital system for specialist services and a local authority system for community services.

It seems to have been Bevan's intention to make local authorities responsible for the provision of all primary health and social services, Local authorities were responsible for maternity and child welfare, domiciliary midwifery, health visiting, home nursing, home helps, vaccination and immunisation, school medical services and public health. Historically however, they had never been allowed to trespass on the field occupied by private-sector family practitioners, such as GPs, dentists, opticians and pharmacists, which had all operated as small independent businesses. At the founding of the NHS, in order to unify primary care services, Labour policy was that family practitioners should become local authority employees and work alongside other health practitioners in local authority-run health centres. Thus the health centre was envisaged as playing an essential role in coordinating and integrating community services.

However, this arrangement was vehemently resisted by the medical profession in the 1940s, particularly by the British Medical Association (BMA) representing GPs, on the basis that, as local authority employees, family practitioners would lose their professional independence and become public functionaries. The BMA insisted, as a condition of the cooperation of its members, that family practitioners be allowed to continue to operate, as they had done under the previous NI legislation, as independent contractors. Instead of selling their services to insurance companies, however, under the new system, they would be contracted directly by a separate administrative organisation set up by the NHS.

This established a division not only between primary and secondary care services but also, within community care, between family practitioners and local authority services. As a result the NHS that emerged in the late 1940s consisted of three separate administrative branches: health authorities, local government and family practitioners. This 'tripartite structure', as it has come to be known, meant that the unified local administration that was originally envisaged to facilitate integration was never realised. It was a damaging political compromise that was adopted by Bevan because, he judged, without the support of the GPs and the local authorities the National Health Service Act would not have gained the approval of Parliament.

Fate of the Comprehensive Health Centre

Despite the failure to create a unified administration for the NHS, the idea of a comprehensive and integrated service was not abandoned and Section 21 of the 1946 National Health Service Act made it 'the duty of every local health authority to provide, equip and maintain and staff health centres' in which 'general medical services, general dental Services, pharmaceutical services, local health authority services, specialist services, etc.' would be made available.36 These were, in other words, to be 'comprehensive health centres'37 and this was the name by which they were often described during the late 1940s and early 1930s. The centres were envisaged as being the focus for the primary health and social care facilities in a local community.

But the tripartite structure of the NHS was to lead to a number of serious difficulties in the implementation of this policy. It soon became apparent that creating comprehensive health centres would be impossible in the political, economic and administrative circumstances that had been established. The first difficulty was financial. At the time that the welfare state was established by Attlee's government there was a severe shortage of funding and materials for construction. Because primary health and social care figured lower in the scale of priorities than National Insurance, reconstruction, housing, hospitals and education, community services started out relatively underfunded and remained so during the whole of the second half of the twentieth century.38

Equally problematic, as already noted, was the fragmented structure of the health service in which no single local organisation had either administrative or financial control over the different parts of the NHS. Whereas an NHS hospital was managed by a single administration which could coordinate the activities of its various departments, a comprehensive health centre would have had to accommodate services provided by the local authority and the independent family practitioners. Obtaining agreement between these groups proved to be difficult because the impulse on both sides to jealously guard their autonomy and sphere of influence outweighed the desire to cooperate in a planned and coordinated service. Thus, despite the widespread support expressed by many social and medical reformers for the idea of team working and the co-location of a full range of community services in a single building, the comprehensive health centre, as envisaged in the Act, was strongly opposed by the ESMA in the early years of the NHS.39

Only one comprehensive health centre was built in England in the immediate post-war period: the John Scott Health Centre at Woodberry Down in North London (see Figure 1.7), named after the Medical Officer of Health responsible for developing the project brief. The building was commissioned by the powerful and progressive London County Council (LCC), which had initial plans to establish a comprehensive health centre in each of its nine divisional areas to fit in with the school plan for London and longer-term plans to provide a neighbourhood health centre for every 20,000 people, a total of 162 centres. The John Scott Centre, which opened in 1952, was to be the first of the divisional centres and was designed by the LCC Architects Department as a prototype and promoted as the most advanced health centre in the world.
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The John Scott Health Centre had five departments, which are shown on the plans in Figures 1.8 and 1.9 as A to F as follows:

	Family practitioner services included a suite of accommodation with consulting rooms for GPs and dentists, a minor operations room, a room for ophthalmology and specialists, a sterilising room, a doctor's laboratory with a small drug store attached, sleeping accommodation for a night duty doctor and staff facilities.


Local authority services included:

	B. a school health unit;
 	C. a child welfare unit;
 	D. an ante-natal unit: and
 	E. a remedial exercises and child guidance unit.


The centre also provided a lecture theatre, offices for administration, staff common rooms, refreshment rooms and a caretaker's flat (F).

There was initial resistance to the Woodberry Down project because 'The idea of comprehensive health care with all these services under one roof alarmed many in the medical profession who perceived it as threatening the ideal of the family doctor. Progress was delayed by a dispute between the Ministry of Health and the British Medical Association about the suitability of such a comprehensive health centre. However, in 1948, permission was obtained and ground was broken in March 1949. This was less than one year after the creation of the National Health Service, and construction went forward on this first model of a new and specialised building type '.40


1.8 The John Scott Health Centre, Woodberry Down, London. Ground floor plan.43
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1.9 The John Scott Health Centre, Woodberry Down, London. First and second floor plans.
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The building was officially opened by Somerville Hastings, who was a lifelong campaigner for health reform42 and had played a leading role in the SMSA, the SMA, the LCC and the Labour Party over the whole of the first half of the twentieth century.

The description of the advantages offered by the John Scott Health Centre in a contemporary review in the British Journal of Nursing confirms that its potential as a social and medical resource was appreciated by some, if not by all, in the clinical professions.

'The opinion is widely held that the local health authority services, whose primary object is the prevention of illhealth, should be more closely linked with the general practitioner — the family doctor — so that he could play a greater part in the preventive health services. The building of a health cenfre with special accommodation for general practitioners will go a long way towards bringing about this closer association, since the health centre is a meeting place for all those working in the health services of the neighbourhood where general practitioners, dentists, public health doctors, health visitors and midwives carry out their day-to-day work for the people of the neighbourhood.

[I]t is anticipated that the health centre will provide a better and more efficient health service to the people in its neighbourhood. It will be easier and quicker for them to obtain in one building the health services they usually require, and will regard it as the health headquarters of that neighbourhood, where he or she can receive medical attendance in good surroundings, make appointments by telephone for surgery or domiciliary visits, and have available additional diagnostic facilities and auxiliary services and treatment in emergencies. All these will be very real advantages.

[T]he health centre can provide many advantages to the doctor. Practising as a member of a group it should be possible to keep his working hours to a reasonable number and to ensure that when he is off duty he is undisturbed, that he has regular holidays and alternative arrangements can readily be made if he is sick. His clerical duties will be lessened, and group practice should offer greater opportunities than does private practice for real professional co-operation, while better facilities for good clinical work will be available and specialist services probably easier to secure,'44

By the time the John Scott Health Centre project commenced on site in 1949 it had been acknowledged that there were insufficient resources available to roll out a programme of health centres for London or indeed for anywhere else in the country. Important though it is as the only built example of a comprehensive health centre from this period, the John Scott Health Centre project failed to communicate to either the medical or the architectural professions the sense of excitement achieved by earlier health centre experiments such as the Pioneer Health Centre in Peckham and the Finsbury Health Centre. As well as being criticised by some as an expensive folly at a time of national shortage,45 there are three aspects of the design that may well have militated against its greater acceptance.

The first is that the building is provided with separate entrances for each department, W. J. Durnford, the senior LCC architect on the design team, discussing the design of health centres at a conference, observed that a 'planning issue where opinions still differ is the approach to the various units. Should this be from a single entrance to a large central space, from which corridors would radiate, leading to the various units, or should all units be arranged to have their own entrances and waiting spaces, so reducing to a minimum congestion and cross traffic?'46 The John Scott Health Centre reflects the latter approach and originally had a total of seven separate entrances. The centre therefore presents itself to the patient as a number of separate facilities, although these are linked internally.

Subsequent experience in health centre design suggests that Durnford made the wrong choice. As well as detracting from the sense of a unified centre, the separate entrances must have created a security issue as well as a certain amount of confusion. The alternative approach was demonstrated in the design for a health centre proposed, but never built, for the Wythenshawe Estate in Manchester. This was for a larger facility than the John Scott Health Centre and demonstrated that a more complex building could be planned with greater clarity in terms of entrances and circulation. Here all of the adult services were to be accessed from a single main entrance, presenting the building as a more unified facility than Woodberry Down. In addition, there were to be separate entrances to each of the departments providing services for children, which would have removed the most likely cause of problematic 'congestion and cross traffic'. From the available evidence this building would have been the most architecturally distinguished example of an early NHS comprehensive health centre had it been executed.47

The two other features of the John Scott Health Centre which seem not to have been fully resolved are the planning of the waiting rooms and the provision of staff rooms. Although GPs were grouped in their own wing, every GP was provided with a suite consisting of a consulting room, an examination room and a waiting room, an arrangement that was also used for the dental treatment rooms. This approach meant that the building had a large number of small waiting rooms scattered throughout the plan, using a lot of space.

This arrangement can be found in other smaller health centres designed or built during the same period and was described in a review of the John Scott Health Centre as providing flexibility for both single-handed practices and partnerships. By the mid-1950s, however, it was being reported that 'First it is more costly to have separate waiting rooms. Secondly it is much less efficient than having a secretary-receptionist who controls traffic. The whole purpose of the secretary-receptionist's office which overlooks the waiting room is that every patient goes there and says "I am so and so; can I see Dr. so and so?" The patient sits down and the secretary-receptionist gets out the notes and pops them into the doctor's office; and she can see where the patient is and can control traffic. When there are fifty people coming in an evening, to have those people shut up in a lot of little waiting rooms means the secretary cannot control the flow and the doctor has to do so'.48

Several staff rooms were provided in the John Scott Health Centre for different grades of clinical and administrative staff, reflecting the strong hierarchy that still existed within the different branches of the medical and allied professions. While such distinctions were common (and to this day GPs still sometimes resist sharing a staff room with other disciplines), this feature is noted here because it demonstrates that one of the key advantages of the comprehensive health centre, as envisaged by pre-NHS reformers, which was to break down the barriers between different disciplines was not initially accepted.

On a more technical architectural note the design of the Woodberry Down building took account of future adaptability. "The consfruction system takes the form of a concrete frame spaced on a modular grid. This allows abundance of natural light and also complete flexibility of internal partition arrangement.... The framework and resultant fenestration will allow for ready internal adaptation if at any time, this becomes desirable. The multiplicity of sanitary appliances created a difficult problem. All pipework, so far as possible, has been arranged out of sight. A horizontal duct on the inside of the external walls from floor to window sill on the first floor contains practically all service pipes, wastes and wall panel radiators. Vertical chases convey the piping to and from a duct under the ground floor. Movable panels have been arranged for easy access to all piping'.49

Although in architectural terms the John Scott Health Centre cannot be ranked alongside Peckham and Finsbury, it did represent a step forward in the development of the health centre in that it provided a more coherent and integrated combination of primary care services than the pioneering buildings of the 1930s, in particular because it included family practitioners. The Centre has remained in continuous operation since it was built and has been very popular with patients. It has recently been refurbished and the number of entrances has been reduced to two, one serving two GP surgeries at one end of the building and the other serving Community services. The building continues to function well, even though its corridor-based plan still makes wayfinding a little difficult inside the building. Perhaps the most useful lesson the building has to offer is that the provision for adaptability has proved, in the long term, to be very effective.

However, the scale of the John Scott project proved, in the 1950s, to be the exception; an initiative that sought to pioneer a new approach for which there was neither the political will nor the financial means available. As a consequence the vision of the comprehensive health centre as an integral part of the NHS was never realised.50 Instead, for many years each of the organisations responsible for delivering primary and social care services tended to produce their own range of building types. As well as a few modest local authority health centres, these included independent GP, dental and ophthalmic surgeries, group practice premises owned by GP partnerships and a variety of local authority clinics.

The situation was summarised in 1988 as follows: 'The National Health Service created, and was designed to create, a dramatic improvement in both the extent and the quality of care by specialists in hospitals. It also suddenly extended GP care from the minority of male manual workers covered by the old Lloyd George Insurance Act, to the entire population. It vastly increased the accessibility of general practice but did nothing, and was not designed to do anything, to improve its quality. Clinical medicine did improve between 1948 and 1967 (the first important structural reform of NHS general practice), but not at anything like the pace of improvements in hospital care'.51

Conflicting Agendas

The building of health centres did start to increase from the 1960s onwards. Initially, new centres were built and run by local authorities but in 1974 responsibility for health centres in England and Wales was transferred to health authorities. Because of the lack of progress being made in reducing the number of old-fashioned single-handed practices, and in making improvements to primary care premises, the government decided, in addition to accelerating the construction of health centres, to incentivise GPs to design, build and finance their own group practice premises. This, it was hoped, would obtain some of the advantages that health centres were intended to provide at a lower cost by encouraging teamwork and raising the standard of GP accommodation.

New legislation meant that from 1966 the NHS paid rent and rates for the use of accommodation owned by GPs contracted to the NHS and a new loan scheme (subsequently run by the General Practice Finance Corporation) was introduced which made it easier for group practices to raise capital to develop their own accommodation. This meant that group practices could both borrow the capital for a development and pay off the loan over time using NHS rental payments, an arrangement that operated as a government subsidy enabling independent group practices to become owner-occupiers of their business premises courtesy of the taxpayer.

Capital loans from the General Practice Finance Corporation stimulated the development of better housed and better staffed modern group practices, particularly in more prosperous areas where GPs liked to work, and led to an increase in the establishment of larger practices offering an expanded range of services. 'Eventually this almost wiped out two common features of industrial general practice; the seedy front-parlour surgery in the GP's own home and the squalid shop on the high street with a half-painted glass front, staffed only by a harassed GP's wife. It reduced the proportion of CPs working single handed from 43% in 1952 to only 14% by 1980, This did not always improve access for patients, but did encourage sharing of staff and equipment, and placed some limits on the idiosyncratic behaviour of GPs'.52

The development of group practice premises did not suit all GPs, however, and in order to encourage some doctors to move into local authority health centres, the rent doctors paid to local authorities for accommodation was also fully reimbursed by the NHS from the 1960s. This meant that local authorities could charge a realistic rent to GPs which helped make the business case for a health centre providing space for family practitioners more viable. In such circumstances, health centres could offer an attractive alternative for GPs to the development of their own premises by providing improved accommodation with no capital outlay.

This will have suited those doctors who, even in more popular areas, were uninterested in developing their own premises or, through public service conviction, wanted to integrate with other services and in many such instances authorities were able to build health centres that included accommodation for GPs. By the early 1970s one hundred or so new health centres were opening each year and, by 1974, 15 per cent of GPs were working from them, the numbers rising about 2.5 per cent per year.

Support by successive governments for the construction of new health centres and new GP group practice surgeries helped create a renaissance in primary care and produced some very interesting architectural designs for both building types. But these were not comprehensive health centres. The two types of accommodation, however, were neither entirely complementary nor an adeguate substitute for the comprehensive health centre. Health centres tended to be very modest in scale and in the range of services they offered and, in most GP practices, what was known as the 'primary care team' consisted of a practice nurse, receptionists and a practice manager. The attachment scheme initiated in the 1950s did help to give the impression that the GP group practice was beginning to take on the role originally envisaged for the health centre, but the attachment scheme only provided a gesture towards the integration of community services and had a limited impact on the coordination of health and social care as a whole.

In terms of the integration of services, the opportunity provided to independent group practices to build their own new premises with government support was, in one regard, self-defeating in that it inevitably impacted on the willingness of many GPs to base themselves within health centres alongside other primary care services. Thus, just at the time when local authorities, and later health authorities, became better able to develop health centres, the government provided a disincentive to many GPs to join health centre projects.

This situation was exacerbated by the privatisation of the General Practice Finance Corporation under Margaret Thatcher's Conservative government. Not only did the replacement organisation make more capital available for the construction of premises for family practitioners, the rules were also relaxed so that commercial landlords could develop premises for family practitioners. This led to a further acceleration of private-sector ownership of property benefiting from NHS rental reimbursements and continued to inhibit the ability of both the NHS and health authorities to integrate family practitioner and local authority services.53

Thus, although the health centre became a more standard feature of the NHS estate, it was still proving impossible to establish a regular distribution of comprehensive health centres providing a full range of services to the same standard in all areas. Politicians in both of the major parties were well aware that the tripartite structure of the NHS was continuing to inhibit the development of an integrated health service, and this view was supported by a number of reports and Royal Commissions. But neither party was prepared to take the steps necessary to create a unified primary and secondary health and social care administration which would facilitate the planning and management of a coherent programme of linked hospitals and health centres if this meant another major confrontation with the medical profession.

An important consequence of this failure was the low priority that came to be given to preventative medicine in the new health service. 'Preventative medicine was crucial to a fully integrated health service, and one of the key institutions in its promotion was to be the health centre.... health centres were consequently not just bricks and mortar, or even aggregations of general practitioners, They were also crucial to preventative medicine, to the integration of health care in the widest sense, and in providing the opportunity for the realisation of that template for socialist society, medical teamwork.... The health centre was particularly important here, for it was to be the location of primary care practitioners and other medical and associated personnel; was to be closely linked to hospitals, so that specialists would be readily accessible; and would bring under one roof the "two great branches of medicine" — the preventative and the curative — leaving them "no longer isolated from each other'"54

The end result was that the comprehensive health centre, as a strategic instrument in the integration of health services under the NHS, was effectively killed off as a coherent strategy from the outset, even if lip service was still being paid to it as an ideal during the 1950s. Meanwhile the conditions under which GPs worked were so poor in the 1950s that they threatened to resign from their contracts with the NHS during the negotiations over better terms and conditions in the early 1960s. The success of these negotiations, based on the GP Charter, served to consolidate the independence of GPs alongside the NHS and greatly reduced the likelihood of future resignations. Such had become the dependence of GPs on the NHS that it was no longer financially viable for them to consider private practice. While this led to greater stability within primary care, it also institutionalised the administrative division between GPs, local authority and hospital services. The confused nature of the long-term strategy for integrating community services is poignantly illustrated by the many instances in which a doctors' group practice surgery from the 1960s, 1970s or 1980s is located close to and not infrequently directly alongside a completely separate health centre containing no GPs and built only a few years earlier or later.

While the purpose of the health centre was always to bring together different services under one roof those that were built in the second half of the twentieth century were almost always smaller and contained a more limited range of services than the model of the comprehensive health centre envisaged in the NHS Act. Not all of them contained GPs as well as health authority services and the different organisations providing community services continued to operate independently of each other with, on the whole, limited coordination between different agencies. This fragmentation of service delivery resulted in the long-standing failure by the NHS to create a fully accessible, equitable and integrated pattern of health and social care.

The failure of the health centre policy also meant that the idea of team working between GPs and doctors in hospitals and between GPs and other primary and community care disciplines saw very limited development. Many GPs continued to be opposed to team working in a health centre environment with its implication of recruitment to a local authority-directed programme, which they saw as a threat both to their independence and to the personal nature of the doctor-patient relationship. While it was envisaged by some reformers that GPs would assume a leading role in the context of an integrated primary and community care service, their reluctance to engage in the project effectively denied them the opportunity to develop a more significant role for general practice and for themselves.

During the second half of the twentieth century; the idea of the comprehensive health centre seems to have been all but forgotten,55 Only a few radical GPs, such as David Widgery a general practitioner in East London, continued to advocate the idea. Writing in 1979 he said: "The potential of a properly designed, modern and attractive centre which provides a working base for doctors, dentists, nurses, health visitors and social workers is that it could genuinely become a centre for health. There would be sufficient skills pooled to avoid unnecessary and long-delayed excursions to hospital consultants and a large-scale operation would allow the basic laboratory investigations to be carried out both quickly and to high standards. The centie could be staffed at night to offer emergency callers personal advice and, if necessary, immediate access to relevant personal medical records. It could become a community centre where local people felt they had a right to attend and where they were welcome when they were well for screening and advice that went wider than what is narrowly defined as 'medical'. It could be the basis for services which patients themselves could help arrange: playschools, nurseries, physiotherapy, help during convalescence, and specialist lay groups of fellow suffers, say people frying to lose weight or stop smoking, who could support each other. Naturally and almost imperceptibly attitudes to health could be altered, and health education and medical self-knowledge become a reality'.56

Pressures for Change

The National Health Service in the last quarter of the twentieth century enjoyed enormous prestige and occupied a very special place in the British way of life. While it appeared to be protected by its status as a 'national treasure', the service was by no means perfect and the year-on-year increase in its cost, as ways were developed to treat more and more medical conditions and life expectancy was dramatically extended, put a growing strain on the welfare budget, As a consequence, politicians of both parties became increasingly concerned both to lay claim to being the party that supported the NHS and, at the same time, to find ways in which to improve its efficiency and contain its cost.

The pressure to contain costs came not only from the growing NHS budget, which when compared with other counties was relatively modest, but also from the fact that income tax during the second half of the century was progressively reduced so that as welfare costs rose, treasury resources declined. The wonder was not that the NHS was less effective than it might have been, which was inevitable given its flawed administrative and funding structure, but that despite this it was, for so long, so effective and won such popular support.

The pressure to contain costs led to a change in outlook on the part of politicians and health policy planners in which it was recognised that one way in which to improve services and cut costs would be to reduce the dependence of the service on expensive hospital care and to expand community services to meet a greater proportion of people's health needs. Medical know-how and technology were making it possible to treat a growing number of conditions outside hospitals, including mental health problems and chronic illnesses that could increasingly be managed without hospital admission.

As a consequence there was a gradual but significant change of attitude towards the importance of preventative and community care during the 1960s and 1970s. Although hospital services had a very high profile in terms of dramatic life-saving results, research was creating a growing understanding that preventative and primary care services have a significantly greater impact in terms of maintaining the longer-term health of populations than had traditionally been recognised and that the real gains in terms of people's health prospects come from general improvements in lifestyle including factors such as housing working conditions, exercise and diet, followed by improvements in preventative and primary health and social care, with hospital treatment trailing some way behind as a factor influencing the quality of people's general health and their life expectancy. An influential contribution was made to this debate by Thomas McKeown in his book The Role of Medicine, published in 1979, in which he argued that 'misrepresentation of the major influences, particularly personal medical care, on past and future improvements in health has led to misuse of resources and distortion of the role of medicine57

The idea of 'community care' was promoted, from the 1960s onwards, as the way forward but, despite continuing attempts to restructure the service, it proved to be very difficult for governments to shift expenditure away from the secondary care sector and into the primary care sector. Although it was generally accepted in both political and medical circles that specialist services should be concentrated in fewer, better-resourced hospitals, the hospital sector was a victim of its own success and popular resistance to the closing of hospitals made it very difficult for the NHS to reconfigure its infrastructure. At the same time, the fragmented structure of primary, community and social care services and the failure to release funds from the secondary sector made it equally difficult for the NHS to develop a coherent infrastructure for community care.

How the government responded to these pressures at the end of the twentieth century is a story that needs, in the context of the case studies, to be told country by country So strong is the brand image of the NHS that many users of its services are unaware that it is not a single organisation. At its foundation an NHS was set up to serve England and Wales whereas Scotland and Northern Ireland each had a separately funded and administered system. The structure of each of these services was slightly different at the outset and each has developed independently with Wales gaining greater control over its own health service following devolution in 1998. As a result there are now four health services in the UK, each of which has differences in policies, priorities and arrangements for the administration, funding and delivery of healthcare,

All four countries have had to face the same problems in terms of modernising their health services and have responded to these challenges in broadly similar ways by trying to concentrate specialist services, to move some hospital services into community facilities and to improve and coordinate primary community and social care58 One manifestation of this common need to develop community care has been the emergence, in all four countries of the UK, of a significant number of comprehensive health centres in the opening years of the twenty-first century which are much closer in character to the theoretical model of the comprehensive health centre of the mid-twentieth century than to anything that had been built since then.

At the same time there has, in some respects, been an increasing divergence of approach to reform in England compared with the other countries in the UK. Whereas Scotland, Northern Ireland and more recently Wales have all sought to tackle the underlying systemic problem of the fragmented structure of the service, English governments and health planners have moved in the opposite direction by starting to dismantle rather than strengthen the state-run service by outsourcing much of its work to the private sector. This difference in approach is a reflection of both the culture and the politics of welfare in each country and has obviously influenced the degree to which each administration operates as a unified system in terms of planning and organisation. This in turn has implications for the role of the comprehensive health centre in each country

In the four chapters that follow, the case studies of comprehensive health centres built in Northern Ireland, England, Wales and Scotland are presented in the form of ten detailed case studies. Each chapter deals with one country and has a brief introductory description of healthcare policy leading up to the construction of comprehensive health centres at the beginning of the twenty-first century Despite differences in policy and outlook it will be noted that the comprehensive health centres that have been produced to date in all four countries have a great deal in common. It is, however, in the future that diverging health policies are likely to lead to more obvious differences in both the organisation and the architecture of community health and social care.
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Chapter 2
Case Studies Northern Ireland

Health Policy in Northern Ireland

Following the Good Friday Agreement of 1998, after years of under-investment in public-sector infrastructure, it looked as though the 'peace dividend' would allow Northern Ireland to reorganise and modernise its health service. This led, in 2002, to the preparation of a consultation paper on the health service by the Department of Health, Social Services and Public Safety (DHSSPS) called 'Delivering Better Services: Modernizing Hospitals and Reforming Structures'.1

Delivering Better Services formed the basis of plans by the DHSSPS, in conjunction with the Northern Ireland Health and Social Care Trusts, for the reorganisation of the overall administrative structure of the service, the development of a new model of care, an estate strategy and an investment strategy, all based on a comprehensive region-wide planning exercise.

The principal aims of the new model of care were to reduce, wherever possible, dependence on expensive hospital services by:

	developing services to support people who need care in their own homes;
 	moving less specialised services out of hospitals into community-based facilities in order to improve accessibility to earlier diagnosis and preventative therapies;
 	coordinating community services that were being provided in a disjointed way from a wide range of locations and facilities through the development of Integrated Clinical Assessment and Treatment Services and the provision of comprehensive community health centres; and
 	concentrating specialist services in fewer, more specialised centres.


Changes were proposed to the geographic structure of the service both for its administration and for the delivery of services. A single commissioning board replaced four that previously served Northern Ireland. In the former system, services were provided by 17 Health and Social Care (HSC) Trusts. Although these had the great advantage (over NHS administrations in the other countries of the UK) of having a single organisation providing both health and social services, a significant majority of trusts were responsible for the provision of either acute or primary and community care services, but not both.

In April 2007 the number of HSC Trusts was reduced to five, each of which was made responsible for the full continuum of health and social services within its geographic area. The new structure brought social care, community health services, acute health services and mental health services together within a single organisation.2

Implementation of the estate strategy began before the administrative reorganisation took place and included a capital investment programme for the whole of Northern Ireland. The strategy was designed to provide the infrastructure needed to deliver the new model of care and included proposals for five levels of facilities including:

	local health centres;
 	community or comprehensive health centres;
 	local hospitals;
 	acute hospitals;
 	regional centres of excellence.
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These facilities would be coordinated so as to provide an integrated continuum from the home through primary, community, sub-acute and acute facilities supported by structured networks. The diagram showing this proposed distribution of services in Figure 2.1 looks much like the arrangement envisaged in the Dawson Report of 1920 shown in Figure 1.1.

In addition to significant investment in the hospital infrastructure and in facilities at all the other levels, it was proposed that 42 'Level 2' new comprehensive health centres should be developed, located at population centres across the country (see Figure 2.2). Because of their integrated health and social care structure, the HSC Trusts in Northern Ireland were in a position to develop comprehensive health centres that would contain GPs, community services and social care without having to establish special partnerships with local authorities as was the case in England and Scotland. The comprehensive health centre was therefore adopted as an intrinsic part of the service infrastructure alongside the programme of hospital rationalisation.

These projects are seen as key facilitators: first, in enabling the transition of appropriate services from secondary to community care with a focus on health promotion, illness prevention, and earlier diagnosis and intervention; and second, in bringing together and integrating in a single facility the majority of community services that are currently dispersed both physically and operationally. In so doing, they act as a vertically integrating mechanism for the five levels, most importantly between the primary and acute sectors' (see Figure 2.3).5


2.2 Map showing the proposed location of the 42 community health centres planned for Northern Ireland.4 To date, only a proportion of these have been completed and the location for some may change as the estate strategy develops over time.
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This unification of the administration of health services in Northern Ireland represents the closest any UK country has come to realising the 1930s vision of a geographically based, integrated administration providing a comprehensive health and social care service, and contrasts dramatically with the events taking place in England at the same time where the administration of the NHS was being progressively fragmented (see Chapter 3).

Importantly, when it came to commissioning the buildings reguired for this initiative, design was given a key role. The procurement of all new-build health projects in Northern Ireland is managed by the Health Estates Investment Group (HEIG), a section of the DHSSPS.7 HEIG sets policy for the health, social services, ambulance and fire services estate and provides specialist professional and technical expertise to support the development and maintenance of capital projects commissioned for these services. It pursues this through key functions including policy and guidance, promotion of design excellence and fulfilment of the 'Design Champion' role on behalf of the Department.

Under the leadership of John Cole, the former head of HEIG, a priority was to improve the quality of the design and construction of public-sector architecture. One way in which this objective was pursued was a new strategy for the commissioning of design services. The design team for each project was selected through an OJEU8 'expression of interest' process in which the most eligible applicants, selected on the basis of their previous track record, were shortlisted. A fixed design fee for each project was established in advance by HEIG and the final choice of the design team (which was made by the HSC Trust commissioning the building with advice from HEIG) was based on ideas put forward by each team at a competitive interview. All teams were therefore competing on a level playing field financially and the successful team was selected on both its track record and the quality of its ideas for the proposed project rather than the cost of its services.

It was recognised by HEIG that shortlisting design teams on this basis would preclude most Northern Ireland design consultants from participating because of the lack of opportunity in the preceding decades for local practices to develop a healthcare design portfolio. HEIG was keen, however, to provide Northern Ireland practices with the opportunity to gain experience in the health sector so that they would be available to take on some of the many projects it was anticipated would be commissioned by the HSC Trusts. To accommodate this objective, Northern Ireland practices were encouraged to form associations with practices with experience of healthcare projects based in other countries including the Irish Republic, the UK and the rest of the EU.


[image: 2.3 Diagram showing the function of the comprehensive health centre in facilitating vertical and horizontal integration in the Northern Ireland health service.6]
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HEIG also pioneered a new procurement method to be used for the appointment of general contractors called Performance Related Partnering (PRP). PRP was designed to improve the build quality of projects for the health service estate and to reduce conflict in the construction process. Under PRP, general contractors were selected on a qualitative as well as a cost basis. Tendering contractors were required to sign up to providing a building within an overall cost limit set by HEIG as a condition of participation in the tendering process. They were then shortlisted on the basis of their financial standing and track record to tender for the first commission in a framework agreement. During the tendering process, contractors were invited to put forward confidential proposals for cost savings which, if they were accepted, could be reflected in their competitive bid. Once appointed, a contractor would be retained for further commissions if their performance on the first contract was considered to be acceptable.

As John Cole explained, 'We've nowdone over forty buildings under this framework and we've found that the attitude of both the design team and the contractor is different from when it's a single project. It's less adversarial. We make them think in a different way about adding value to the process rather than optimising profit. We don't have contractor's claims any more. Buildings are getting better all the time in terms of quality outcomes'.9 The combination of a coherent model of care and an enlightened commissioning process has enabled HEIG to help HSC Trusts across Northern Ireland to commission a series of high-quality health buildings, many of which have won architectural awards.

Historically, the relative lack of economic opportunity in Northern Ireland may have had a further effect on the ability of the DHSSPS to integrate GPs into the new community health centres now being provided across the country. Whereas doctors in wealthy areas of England were often keen to develop their own premises in the second half of the twentieth century, using the incentives offered by the government, in Northern Ireland during the same period circumstances were often not conducive to attracting group practices to invest in their own developments. Many GP practices were therefore willing, in the 1960s and 1970s, to be housed in small publicly owned health centres, which by the end of the century were outdated and they had outgrown. As a consequence GPs in Northern Ireland are often more willing to move into the new comprehensive health centres where these have been provided as this does not entail any loss of independence and offers a tangible improvement in their working environment.

While the modernisation of the health service in Northern Ireland got off to a very impressive start during the first decade of the century, following the economic crisis of 2008 and the change in government in Westminster in 2010, there have been greater constraints on the level of capital investment. The cuts in real terms in Treasury funding has slowed down the investment programme and has led to an increase in pressure to use private capital for public-sector projects. A few hospital projects in Northern Ireland have been funded using PFI contracts and third-party development arrangements are now being piloted for the continuing development of the comprehensive health centres programme.

Generally there has been resistance to the penetration of the private sector into the health service in Northern Ireland but there can be little doubt that, as in England, the combination of political pragmatism and strenuous lobbying by the private sector has led to increasing pressure for change. Whether this will, in time, result in the opening up of the Northern Ireland health service to independent providers of clinical care is not yet clear, but the danger this presents can be understood by looking at what has taken place in England over recent decades, which is described in the next chapter.

Of all the countries in the British Isles, Northern Ireland currently appears to have the most coherent plans for the future of its health service. As in all large-scale health systems, the infrastructure designed to serve the model of care invariably lags behind the service strategy itself. One can only hope that, in this instance, the development of both the model of care and the estate will continue along the progressive lines initiated at the beginning of the twenty-first century. If it can avoid becoming mired in PFI and private-sector development debt, Northern Ireland may yet demonstrate that there is an alternative way in which a state health service can be run to the one promoted as being the only feasible option by politicians in England.

Portadown Health Centre


[image: 2.4 Portadown Health and Care Centre. View of atrium space.]
2.4 Portadown Health and Care Centre. View of atrium space.



Location and Context

Portadown Health and Care Centre opened in 2010 in Portadown in County Armagh in Northern Ireland. The new centre serves a population of 32,700 in the town and the surrounding area and replaces an existing GP clinic which had become overcrowded and outdated and which had a severe shortage of car parking space. In commissioning the new centre, the Southern Health and Social Care Trust took the opportunity to bring together a wider range of services under one roof.

It was necessary, however, to maintain the existing GP services in the original building while the new centre was being constructed, which precluded redeveloping the existing site. Instead Craigavon Borough Council provided an alternative site immediately adjacent to the former GP clinic on Meadow Lane. Meadow Lane separates the southern edge of the town centre from the meadows alongside the River Bann, which runs through the town. The site on Meadow Lane is therefore close to the town centre and enjoys a beautiful vista to the south across the water meadows and the river. The location of the new building is therefore familiar to patients and is accessible on foot from the town centre to the north or by bus or car via Meadow Lane.


2.5 Portadown Health and Care Centre. Diagram of floor plates (concept drawing used in competitive interview). The dotted red line shows the route of both a main sewer and the surface footpath leading to the river.
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2.6 Portadown Health and Care Centre. Site plan.
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Programme

The new centre contains seven GP practices, a dental practice, and a nurse treatment area, plus family planning, imaging and outpatient services. It also contains office space for a wide range of health and social services staff working in the community. Staff facilities including a staff room, a conference room and meeting rooms are provided to encourage research, training and interaction across the wide range of health professionals working in the centre. At the main entrance to the centre there is also a pharmacy and a Citizens Advice Bureau.

Site Layout

The site is bisected by a public footpath following the line of a major underground sewer. The sewer could not be built over or moved and the path is a well-used connection between the town and the river. This led to the location of a three-storey building with a compact footprint on the eastern side of the footpath and the provision of a large surface car park for patients on the western side. Secure staff parking is located in a basement underneath the building.

The triangular floor plan of the building is in part derived from the shape of the area allocated to the building and the curve of Meadow Lane, but the free-standing, pavilion-like form of the building is also the product of its internal layout and organisation.

Careful consideration was given to traffic access onto and circulation within the site. The patient car park is laid out with walkways that lead to an open pedestrian area in front of the main entrance to the building. A bus drop-off and canopy, disabled car parking and cycle racks are also located close to the main entrance. The entrance forecourt is also planned so that it can be used for access to the building by an ambulance in an emergency or to accommodate a mobile clinic.

The basement staff car park is served by a separate service entrance and access road onto the site which drops down to basement level on one side of the building before rising up to join the main site exit. The road is used by service vehicles collecting refuse or making fuel and other deliveries, thereby separating patient and service traffic in order to reduce congestion and increase safety. The basement staff car park is gated to provide staff with safe access into the building if they need to collect supplies at weekends.

Building Organisation

Like most clinical buildings, the brief for the Portadown Health and Care Centre included a large number of separate departments each containing its complement of clinical spaces. This produces a very cellular plan in which every space requires natural daylight and most require natural ventilation. Such briefs therefore require a building form with a relatively shallow plan and a wide frontage; a long extrusion of space about 11 m deep. In addition, there was also a requirement for separate access to each department and the ability to vary the layout of departments within the building and rooms within departments in the future as patterns of healthcare evolve and change.

At Portadown these requirements led to the development of a triangular doughnut of uninterrupted floor space for clinical areas on three floors arranged around and accessed from a central roof-lit atrium. The plan is therefore a continuous ring of space at each level (see Figure 2.10). This provides a large area of accommodation, all Of which benefits from an extensive external frontage and outlook and a shorter internal frontage overlooking the atrium. Within this compact arrangement, all of the departmental space is a short distance from the main entrance.

The atrium forms the public realm for the centre and is intended to act as a community resource. It contains the main reception, waiting areas and a coffee shop and is civic in scale and welcoming in character. In contrast, the cellular, clinical spaces around the perimeter of the plan are more private and intimate in scale; the realm of the confidential consultation between doctor and patient.

Circulation and Wayfinding


2.7 Portadown Health and Care Centre. View of the atrium on entering the building. Note the wayfinding column and coffee shop.
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The key to the way this building works, however, is in the connection between these two spheres — the public and the private. Public access to the ground floor departments is directly off the atrium floor itself and access to the departments on the upper floors is via a dramatic stair and lift tower at the centre of the atrium from which flying bridges span across to connect to the perimeter accommodation. On the first and second floors the bridges open into departmental reception and waiting areas, each of which has views of the river and is shared by two adjacent departments.


[image: 2.8 Portadown Health and Care Centre. View of the triangular platform and staircase at the centre of the atrium.]
2.8 Portadown Health and Care Centre. View of the triangular platform and staircase at the centre of the atrium.



This arrangement makes the building easy to understand, stimulating to move through and allows for independent access to many departments without patients having to pass through one department to reach another. Clear, purpose-designed signage, colour-coding and supergraphics are used to reinforce wayfinding.


2.9 Portadown Health and Care Centre. View of perimeter GP reception and atrium bridge leading to the central staircase and lifts.
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Fire escape staircases are located within the perimeter accommodation in each of the three corners of the plan and these can be used by staff to move between floors. This allows staff to reach the basement car park and the staff facilities on the second floor without having to pass through the public areas of the building.

Departmental Adjacencies

The main entrance opens directly into the atrium around which most of the primary care services are located, including nurse treatment, physiotherapy and podiatry, family planning, imaging and a clinical zone containing speech and language, audiology and a suite of bookable consulting and examination rooms for outpatient clinics.

On the first and second floors the GP clinics and the dental surgery are located on the south-east and south-west sides of the plan. Each department is organised on a short, curving corridor which connects all the rooms to the public waiting and reception at one end and the staff/fire escape stair at


2.10 Portadown Health and Care Centre. Ground floor plan.
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2.11 Portadown Health and Care Centre. First floor plan.
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2.12 Portadown Health and Care Centre. Second floor plan.

[image: 2.12 Portadown Health and Care Centre. Second floor plan.]


the other. All doctors' consulting rooms are located on the outer façades of the building to provide privacy and a view, and records, administration offices and utility rooms are located on the inside of the plan looking into the atrium (see Figures 2.11 and 2.12).

Open-plan office space for a wide range of health and social services staff working in the community is located on the north side of the first and part of the second floor. Services include the older people and primary care team, children's and young people's team, the domiciliary team, health visitors and child therapy. These are staff-only areas and are accessed from fixed bridges located alongside the lift shaft in the atrium core. Shared staff facilities including the conference room and the staff room are located on the second floor in the north-east corner of the building.

Long Life, Loose Fit

One of the few certainties in the design of health buildings is that whatever the brief requirements today; they will change in the future. These buildings therefore need to be adaptable. With this in mind, flexibility was an integral concern in the development of the design for the Portadown Health and Care Centre. The strategy was to create a flexible floor plate at each floor level that could be sub-divided into a number of separate departments. All room partitions in the building are non-structural and the windows on both the atrium and external elevations have mullions located on a planning grid to allow for the regular positioning of room partitions. This arrangement allows for any area of the plan to be easily modified in the future to meet new demands.


2.13 Portadown Health and Care Centre. Diagram showing fixed building elements and flexible floor plate.
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The building is planned so as to provide two departments on each side of the south-east and south-west sections of the floor plate on the first and second floors. These departments may change in size in the future, however, so the decision was taken to make it possible to alter the position of the access bridges connecting the perimeter accommodation to the circulation tower in the atrium. The four bridges on these two sides of the circulation tower have been designed so that they can each be located in five different positions. This does not allow for short-term flexibility but will facilitate more radical changes in the relative size, layout and number of departments in the longer term.

This feature was also used, however, to keep planning options open during the design and construction stages of the project. As the brief evolved, it was necessary to replan whole areas of the building. The adaptability of the plan and the access bridges made it possible to make revisions, even while the project was under construction, without having an impact on fixed elements such as the structure, the main circulation tower and fire escape stair cores, plant rooms, main service distribution ducts and the building envelope. The flexibility of the plan has therefore already proved its worth.


2.14 Portadown Health and Care Centre. Services strategy diagram.
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The servicing strategy divides the floor plate into six separate zones so that mechanical and electrical services can be adapted to suit the departmental layout. Service risers are located alongside the fire escape staircases at each corner of the plan. Structural floors are flat in-situ concrete slabs with no downstand beams, and horizontal services distribution takes place within a dropped ceiling void that follows the route of the departmental corridors on each floor. This makes it possible to omit suspended ceilings and to expose the concrete slab in the cellular rooms or open-plan areas on either side of the ceiling duct. This both increases ceiling heights and allows for night purging.

To accommodate wash hand basins, a regular line of holes has been provided through the floor slabs around the perimeter of the building through which waste pipes drop to be collected together at ceiling level in the basement car park. Many of these drop locations are in use but those that are not will allow for new clinical wash basins and waste pipes to be added and connected into the drainage system in the future with minimum disruption.

Low-Energy Comfort


2.15 Portadown Health and Care Centre. Basement car park with services distribution at ceiling level. Note holes in transfer beams to allow for the introduction of additional services in the future if required.
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The building has been designed to achieve a predicted carbon emission of 22.17 kg/year/sq. m by employing a number of environmental strategies. All rooms are day lit and naturally ventilated except where there is a clinical imperative for greater environmental control. The building envelope is designed with high-levels of insulation and high-performance glass to reduce heat loss and solar heat gain. The design of windows, with opening sections at the top and the middle, was modelled to achieve good air circulation with window openings that are restricted to 100 mm for safety. The concrete ceiling soffit in naturally ventilated rooms has been left exposed to provide thermal mass for night purge cooling in summer. Leaving the windows open at night in summer cools down the concrete floor slabs which then help to keep the internal spaces cool during the following day.


[image: 2.16 Portadown Health and Care Centre. Building section showing environmental control strategy.]
2.16 Portadown Health and Care Centre. Building section showing environmental control strategy.



The atrium is supplied with fresh air via an underground thermal labyrinth which cools the incoming air in summer and warms it in winter. This ensures that the atrium remains comfortable with minimum mechanical heating and cooling and that rooms looking into the atrium can also be naturally ventilated. The flow of air through the atrium is controlled by automated high-level louvres around the edge of the atrium roof light. Careful modelling of the daylight provided by the roof light over the central atrium was carried out to ensure adequate levels of natural light in the surrounding rooms as well as in the space itself.

A biomass boiler provides 70 per cent of the peak load used for space heating and hot water. In addition, an array of short bored piles underneath the surface car park supplies geothermal energy to a ground source heat pump. This feeds coils embedded in the atrium floor to provide additional heat in winter and cooling in summer.

Architectural Expression, Landscape and Art

The Portadown Health and Care Centre is located at the junction of town and riverside. It is a relatively large building and in terms of architectural expression needs to relate to both an urban and a rural context. The triangular shape of the building with its gently curving sides helps to reduce its bulk when seen in perspective. Red brick, which is a characteristic building material in the area, was chosen to help integrate the building with its surroundings and to accommodate the curve in the elevations.

Externally, the opportunity was taken to soften the impact of the building and the surface car park as much as possible with appropriate hard and soft landscaping. Because the building sits on the edge of the natural landscape of the river and its flood plain, a simple approach to planting has been adopted using trees and low ground cover. Careful attention has also been paid to ground surface finishes, external lighting and signage. Inside the building weeping fig (Ficus benjamina) and black bamboo (Phyllostachys nigra) have been used to create areas of architectural planting.

The use of art as well as landscape and interior design as a therapeutic dimension of the building was considered to be important and the client appointed an art curator who worked with an arts group made up of staff, patients and representatives of the design team to ensure the artworks were integrated with the architecture. Two major commissions came out of this process: one for an external sculpture that formed an integral part of the landscape design and the wayfinding strategy, and one for a group of internal works to provide a mood of calm and intimacy in waiting rooms.

The external piece, a large totemic sculpture by Alan Burke, is located in front of the main entrance. It is very much a 'public' artwork in scale and character and will be experienced by both the users of the building and by passers-by. It stands on the pedestrian route that crosses the site connecting the town and the river. Bold in scale, the piece has a fluid form inspired by the river and the themes of water and life. Contrasting materials (bronze and sandstone) and quality of workmanship also give it a 'close-up' tactile and visual appeal.


2.17 Portadown Health and Care Centre. View of main entrance and entrance sculpture. The curved elevations of the building help to reduce the centre's mass in perspective.
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In contrast, the internal installations consist of groups of small works by Andrea Spencer that are set in glass cases located in alcoves in the walls of the four GP reception and waiting areas. The works comprise intricate pieces of exquisitely blown, flame-worked and fused glass, alongside fabricated and found objects. These works were inspired by local and historical themes; 'home', 'riverside', 'linen' and 'industry', and are located where people can spend the time to appreciate their subtle beauty and humour. It is hoped that people will read different interpretations into their contents and make up their own stories.

Internally, the atrium is the centrepiece of the design. It is a space that is not revealed on the outside of the building and indeed has little in the way of outlook, the external frontages of the building having been reserved for clinical accommodation. The space is lined in warm birch veneer ply and provided with generous internal planting. It is crowned with an atrium roof, the triangular structural beams of which are clad internally to provide broad, light-reflecting reveals to strips of glazed roof lighting. Externally the tops of the triangular beams act as walkways for the maintenance and cleaning of the roof light. The aim was to create an inward-looking space that was sufficient in scale and interest to create its own internal landscape; an unanticipated delight that is only discovered on entering the building.

Portadown Health and Care Centre
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Carlisle Wellbeing and Treatment Centre, Belfast
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2.18 Carlisle Wellbeing and Treatment Centre. Antrim Road elevation and main entrance.



Location and Context

The Carlisle Centre is one of eight new community health centres built by the Belfast Health and Social Care Trust since 2001. Six of these have been designed by Penoyre & Prasad LLP with Belfast-based Todd Architects.

Each new centre was designed to serve a local population around a recognised key node in the city; convenient for transport, work and shopping and having the potential to become a beacon for health and regeneration within its neighbourhood. Each serves a population of around 70,000 people. The Carlisle Centre is located on Antrim Road, one of the main arterial routes in and out of Belfast in the north of the city.

Programme

The brief for the growing family of community healthcare facilities in Belfast was to provide a one-stop shop, or gateway, to health. The centres offer a holistic array of social and healthcare services, including children's services, podiatry, chiropody, physiotherapy, dentistry and a Citizens Advice Bureau while also serving as bases for health visitors, district nurses, home helps and others who take care into people's homes. The centre also includes general practitioners. A key aspect of integration of services is the ability to share knowledge and best practice for staff.

Site Layout

Some of the site for the Carlisle Centre was previously owned by the Trust and accommodated an outdated health centre which was demolished. The site fronts onto the busy Antrim Road, and rises a whole storey from front to rear, with terraced houses to the north on Cranburn Street, and three further terraced houses within the confines of the eventual site on Lincoln Avenue. The scheme was designed in a 'C' shape round a courtyard so that the purchase of these houses, though desirable, was not essential. The purchase was eventually completed some time into the design process, making for a better scheme with the walled garden open to the south.

The slope of the site accommodates two levels of car parking to the rear of the site, and means that the building has a second egually prominent entrance at first floor from the upper car park level.


2.19 Carlisle Wellbeing and Treatment Centre. View from ground floor entrance of reception and main atrium staircase.
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Building Organisation

The design strategy had a very clear concept, which has proven easy to plan and operate. A 'C' shape of rectangular blocks is oriented round a light-filled atrium which opens onto a walled garden on one side. The atrium is a clear route between the upper and lower entrances, with the main reception visible on arrival. The large window at the east end of the atrium frames one of Belfast's famous landmarks — the cranes of the Harland & Wolff shipyard.

All public and clinical spaces are located at ground or first floor. Upper levels are for staff use, with the second floor predominantly open-plan offices. On the third floor an airy staff dining area with south-facing terrace overlooks the internal courtyard garden below. This stepped, terraced garden is accessible from both lower and upper levels, and includes a terrace for play at the top and another at the bottom opening off the atrium café, linked by gently ramped paths. It is carefully landscaped with semi-mature trees.


2.20 Carlisle Wellbeing and Treatment Centre. View of the atrium from the first floor entrance with children's play area in the foreground.
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2.21 Carlisle Wellbeing and Treatment Centre. View of first floor entrance from the car park with the drum of the staff room and the staff terrace above.
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2.22 Carlisle Wellbeing and Treatment Centre. Ground floor plan.
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2.23 Carlisle Wellbeing and Treatment Centre. First floor plan.
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2.24 Carlisle Wellbeing and Treatment Centre. Courtyard garden seen from the atrium.
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2.25 Carlisle Wellbeing and Treatment Centre. Second floor plan.

[image: 2.25 Carlisle Wellbeing and Treatment Centre. Second floor plan.]



2.26 Carlisle Wellbeing and Treatment Centre. Third floor plan.
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2.27 Carlisle Wellbeing and Treatment Centre. View along access gallery with waiting spaces overlooking the atrium.
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Circulation and Wayfinding

There was no place for soulless, disorienting corridors in any of these new centres. Health Estates were aware that the typically specified ratio of clinical space to circulation space is based on accumulated historical data on exactly the sort of buildings that these new health centres were not to be. Instead, the brief included increased net-to-gross allowances, demanded a higher quality of experience and resulted in generous well-lit spaces for patients to enter, wait and circulate in.

The building circulation takes place around the lofty atrium. An access gallery runs along one side of the atrium at each level, with comfortable balconies projecting into the space, forming sub-waiting areas. Within the departments, when the visitor is already accompanied by a member of staff, are double-sided corridors, shortening the patient journey. Patients can therefore relax in the waiting areas, enjoying views out into the garden, a clear view of the entrance and route they have taken, and in close proximity to the sub-receptionist and the consulting room they will be seen in. They may also choose to wait in the café at the front of the building.

On entering the building at either the upper or lower level, the visitor can be greeted by the receptionist, who can directly point up to wherever he or she needs to go. Colour is used to further help distinguish different areas, with splashes of strong colour along the access galleries and corridors. Signage then acts as a supportive layer of information, not the primary means of directing people. People have commented that four or five years after opening, the building is free of the kinds of handmade ad hoc notices that are familiar in other health centres.

Beyond their value in assisting the patient's and visitor's journey, the spatial quality, scale and surface character of these common spaces have the capacity to raise spirits and communicate care, respect and confidence.

Departmental Adjacencies

At all stages the architects worked closely with clinical service managers to achieve optimal arrangements for current and future working practices. All public and clinical spaces are located at either ground or first floor. The services more oriented towards the elderly, such as podiatry and physiotherapy, are located at ground level.


[image: 2.28 Carlisle Wellbeing and Treatment Centre. View across central atrium.]
2.28 Carlisle Wellbeing and Treatment Centre. View across central atrium.



Children's services are on the first floor with a play area at the upper level of the atrium and access to a dedicated external secure play area in the garden when weather allows. Dentistry occupies the block to the front of the building on the first floor, with its dedicated waiting area occupying a prime position overlooking the atrium. Speech and language therapy and occupational therapy services are also located at this level. Although it only comprises one room, the sexual health clinic has been carefully considered so that people can reach it discretely up a secondary stair and wait where they cannot easily be observed by others.

Spaces designed for dual use with the community, such as the café and multi-purpose large meeting room, are located near the front door for easy out-of-hours access.

Due to the sloping nature of the site, the back of the ground floor is underground. These dark spaces are used for toilets, stores and car parking.

The second and third floors are for staff only. The health and social care provided in people's homes in Northern Ireland means that the new centres were to become a base for the large number of outreach staff. Previously many of these outreach staff ended up being based in their cars, grabbing a sandwich or making phone calls, so a specific part of the brief was to provide an environment where staff chose to return for lunch, to meet their colleagues and to increase the chance for interaction across professional boundaries as well as promoting cohesion within.

Analysis of space used by staff for providing best service, as discussed below, led to an arrangement of large open-plan offices, small, confidential or quiet working cells, and flexible unallocated meeting rooms. Shared desk space meant a reduction in overall floor areas with the savings reallocated to better quality staff facilities. The culmination of the working areas is the rooftop dining room and external terrace where staff can meet each other as well as rest.

Long Life, Loose Fit

Like most modern health centres, the Carlisle Centre has been designed for flexibility and future reorganisation of services. All internal walls are non-load bearing, the windows are located on a regular grid and services are designed to accommodate change, whether it be sub-division of large spaces, opening up of cellular spaces or changing from clinical to clerical space or vice versa.

The Trust, which was previously split into South and East Belfast Trust and North and West Belfast Trust, invested heavily at the very beginning of the project in a process of understanding and restructuring the working practices of staff. The understanding of working practices, undertaken by South and East Belfast Trust with the help of workplace consultants DEGW, analysed the most desirable and effective use of office space. The idea of cross-disciplinary collaboration between health and social services involved culture change which was carefully handled and tested through restructuring pilot projects before any investment in the new buildings.

Previously the hierarchical nature of the NHS and the historic link between better offices and an individual's status meant that senior managers, who might often be away from their desks, had the best and most spacious offices, whilst clerical staff who were there all the time had the least space. A key intellectual shift occurred when the staff took on board the notion of viewing 'space as a resource not as a territory1 — a phrase borrowed by Penoyre & Prasad from the Medical Architectural Research Unit in London. Helped by changes in IT, this means staff can work at the most appropriate place for their task — an open-plan office, a small quiet room or out on the terrace. Embracing cultural change and accommodating continual changes in working practices from the very outset of the brief bodes well for a long life and loose fit for this organisation in this building.

The very unusual opportunity for the same architects to design consecutive buildings like this allowed for a process of continual improvement in quality and delivery. Design principles established with clinicians and estates for the first suite of three buildings for South and East were built on for the Carlisle Centre, the first of the programme in North and West.

Low-Energy Comfort

The design of the building incorporated a number of energy efficiency features into the project. The spatial planning and building orientation have been carefully considered with respect to passive and active solar design and daylight. The narrow planning of the wings of the building enables maximum use of natural ventilation throughout the building. Mechanical ventilation has been limited to a small number of rooms where natural ventilation is either not possible or inadequate to meet comfort conditions. There is a simple heating and ventilation strategy with radiators and manually opening windows.

The reinforced concrete structure provides a thermal mass and the insulation is to high value. Careful consideration has also been given to limit air infiltration to the envelope of the building.


2.29 Carlisle Wellbeing and Treatment Centre. Landscaped courtyard garden.
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Trees planted within the courtyard and along the west elevation provide a degree of solar shading and prevent glare and give a 'natural' outlook from many of the consulting rooms. Brises-soleil are provided to the curtain walling to the main entrance area. The south-facing expanse of glass to the internal street provides ample natural daylight and views to the courtyard and has a high specification low-e glazing with automatic opening windows and high-level vents.

Architectural Expression, Landscape and Art

It was important to the Trust that the Carlisle Centre be a prominent landmark and a catalyst for the regeneration of the area. Externally, the building presents a tough face onto the busy Antrim Road and a 'soft centre' to the well-planted garden. The external elevation to the streets is of a dark tweedy brick, with windows grouped into bands and arranged within a large-scale zigzag of brickwork, interlaced with a weave of copper strips. Security is addressed by having a large gate which slides across the small entrance courtyard at night time, and carefully considered roller shutters integrated into lower-level windows.

The elevation to the north of the building has projecting asymmetric triangular bay windows to the consulting rooms clad in zinc. This avoids overlooking the houses opposite and affords privacy to the consulting rooms whilst offering views out towards the docks. The protected internal elevation to the walled garden is white render with timber and glazing.

The brightly coloured drum above the rear entrance contains a meeting room which rises through the building to the staff dining area opening onto a roof terrace.

The interiors have a high quality of finish that achieves a calming, non-institutional feel and promotes a sense of general wellbeing. Generally walls and ceilings have been painted white to reflect natural light, with circulation areas given a sense of warmth by the use of beech ceiling tiles and doors.

Certain walls within the main circulation zone and individual rooms have patches of colour. The boldness of the colour palette works with the scale of the building to provide a transition from the openness of the internal street to the more intimate scale of the smaller circulation spaces and individual rooms. Clinical and consulting rooms and smaller offices have a complementary palette of more muted colours with white.

The selection of comfortable contemporary furniture by the Trust is entirely appropriate for the non-institutional and welcoming ambience they required. The experience of waiting in the lower level of the atrium is also enhanced by an innovative hands-on health information installation. An art coordinator was engaged by the Trust to work with the architects and specially commissioned works by local artists are integrated with the building.


2.30 Carlisle Wellbeing and Treatment Centre. View from Antrim Road.
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2.31 Carlisle Wellbeing and Treatment Centre. Art installation in landscaped courtyard.
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Grove Wellbeing Centre, Belfast
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2.32 Grove Wellbeing Centre. Grove Park and landscaped parking to the left and York Road to the right.



Project History

In January 2002, Kennedy FitzGerald Architects were commissioned by Belfast City Council to design a new leisure centre to replace the existing Grove Baths in Belfast. Prior to site appraisal and briefing, Kennedy FitzGerald were also approached by Health Estates, who were working on the primary healthcare strategy for North Belfast in conjunction with the Belfast Health and Social Care Trust. They had identified a need for a new health centre in the area of the proposed Grove Leisure Centre. This centre would combine both the Trust's primary care services and a number of GP practices and it was recognised that there was an opportunity to combine health and leisure services on the site. At the same time the Belfast Education and Library Board were looking to renew library services in the area. This led to these three public agencies deciding to locate their services for the area within a single building.

Agreement to proceed with a centre containing all three of the proposed services was reached in early 2003 and Kennedy FitzGerald Architects formed an association with Avanti Architects to assist them with the development of the project. Avanti Architects were approached due to their extensive experience in primary healthcare architecture. Kennedy FitzGerald assumed overall responsibility for the coordination and design of the project, with Avanti Architects leading on the interior planning and design of the health centre. The two firms worked closely to ensure that the building as a whole was functionally and architecturally coherent and the project gained significantly from this collaboration.

Project Context and Brief Development

The building is located in the economically deprived area of North Belfast and is a catalyst development in the regeneration of the area. North Belfast endures some of the highest indices of ill health and multiple deprivation within a city that has been described as 'Britain's Child Poverty Capital' (Guardian, 14 November 2004). The area accounts for 30 per cent of Belfast's long-term unemployment. Civic, social, health and economic regeneration and sustainability became the core focus of the briefing process and the project is regarded as one of Belfast City's primary regeneration strategies.

The building brief was developed through a series of workshops and meetings during which potential 'synergies' between the services were identified. As well as providing better access to healthcare services, opportunities were identified to encourage increased community participation in fitness activities, sport, culture, arts and lifelong learning and for patients to utilise and benefit from facilities and resources in the leisure centre. Patients will also benefit from the provision of information on health-associated issues and health promotion programmes by the library service.

Location and Site

The Grove Wellbeing Centre is located on the steeply banked southern edge of Grove Park and faces onto York Road, one of North Belfast's key arterial routes in and out of the city centre. The building therefore addresses a park context to the east and an urban context to the west, whilst also mediating a sharp change in level between Grove Park and York Road.

Programme and Organisation

The design was developed to address the challenge of the long narrow site constrained by a very steep sloping bank to the rear, the requirements in the brief for spaces of a significantly different scale and character ranging from the sports hall to a medical consulting room, and the ambition of the three commissioning clients to provide a single building rather than three linked facilities.


2.33 Grove Wellbeing Centre. Site plan.
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To achieve the goal of a unified facility, the three functional components of the building are organised around a central three-storey entrance concourse. The concourse provides the main vertical circulation for the public as well as acting as a control device allowing access to each of the individual services, without perceived barriers. The large spaces of the leisure centre are located to the right-hand side of the entrance concourse and the health services to the left. The concourse can also be accessed at first floor level from the car park at the rear of the site, giving direct access to the library that is also located at this level. The concourse also contains a pharmacy and an information and exhibition area located beside the public café.


[image: 2.34 Grove Wellbeing Centre. Diagram of functional programme.]
2.34 Grove Wellbeing Centre. Diagram of functional programme.



Health Centre Accommodation

The health centre area of the Grove Wellbeing Centre is planned in three fingers of accommodation, each of which is two storeys on the street frontage and three storeys on the park side. The fingers are linked by a central glazed circulation spine and are separated by landscaped courtyards bringing views and daylight into the public areas of the health centre as well as providing views through the building between the park and the road.

The three floors of health accommodation each contain a different function and each is entered separately from the entrance concourse. This layout creates adaptable space which is shallow enough to provide for the many small consulting rooms and clinical spaces to have a window for daylight and natural ventilation, and an outlook.


2.35 Grove Wellbeing Centre. Concept design section.
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[image: 2.36 Grove Wellbeing Centre. View of the health centre from Grove Park.]
2.36 Grove Wellbeing Centre. View of the health centre from Grove Park.



1. Ground Floor: Primary Health Care Trust Services

The ground floor contains all of the services run by the Belfast Health and Social Care Trust and has its own reception and waiting area. The services include a coordinated physiotherapy and occupational therapy rehabilitation service, a minor surgery suite, a dental surgery and podiatry.

2. First Floor: GP Practices

The first floor provides accommodation for two GP practices. The practices have a shared reception and records area located next to the entrance concourse. A shared waiting area is located opposite the GP reception.

3. Second Floor: Social Services Offices

The second floor is a staff-only area and provides office accommodation for a number of social services department teams, a staff resource area and a staff room. This area can be entered from the main public concourse, or staff from the ground and first floors can access the second floor via the fire escape staircases in each finger of the plan.


[image: 2.37 Grove Wellbeing Centre. Primary Health Care Services reception with building entrance atrium and café in the background.]
2.37 Grove Wellbeing Centre. Primary Health Care Services reception with building entrance atrium and café in the background.




2.38 Grove Wellbeing Centre. Ground floor plan.
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2.39 Grove Wellbeing Centre. First floor plan.
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[image: 2.40 Grove Wellbeing Centre. GP reception and waiting area.]
2.40 Grove Wellbeing Centre. GP reception and waiting area.




2.41 Grove Wellbeing Centre. Second floor plan.
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Library Accommodation

The library is located at the front of the building at first floor level. It provides for the following services:

	lending library;
 	reference library;
 	computer resource centre;
 	schools visits to library;
 	health promotion;
 	special events to celebrate heritage, culture and arts.


Leisure Centre Accommodation

The leisure centre is organised on three floors. It provides the following facilities:

	swimming pool;
 	fitness suite;
 	sports hall;
 	sports injury clinic for the assessment of injuries and health matters and rehabilitation;
 	day care for the elderly — rooms associated with this are within the leisure centre side of the building and are available to the community for other uses during the evening.


Long Life, Loose Fit

The design of the Grove health accommodation was developed for spatial adaptability throughout the life of the building. The width of the accommodation fingers is set at 12 m to provide an economic clear structural span between external walls. The module permits efficient planning of medical, consultation and office space off a central corridor. The internal walls were constructed using lightweight metal stud partitions to facilitate future adaptations to meet changing needs. The fenestration was designed as one long structural opening in-filled with glazing and blank metal panels as the room layout reguired. The glazing and panels are detailed to allow for easy removal and refit so the window pattern could be altered to suit any new interior room configuration.

Services are distributed in the ceiling void above corridors. This allow quick and efficient connection to main spine containment from all areas of the building, minimising future disruption and minimising service penetrations between inhabited rooms to maintain the acoustic integrity of dividing walls.

Environmental Engineering

The environmental design strategies include the use of natural daylight combined with sensor-controlled artificial lighting natural ventilation, a Combined Heat and Power system with the waste heat being used to heat the pool water and pool hall all year, mechanical ventilation, heat recovery enhanced fabric thermal performance and rainwater harvesting for the pool. A green roof was incorporated into the project to enhance the ecological profile of the building. The green roof reduces carbon dioxide levels and rainwater run-off, and contributes to lower urban temperatures as 30 per cent of rainwater stored in roof planting is returned to the natural cycle.

The narrow floor plate of the fingers allowed single-sided rooms with a maximum depth of 4.4 m to be ventilated via an automatic opening vent at high level within the room. The open-plan offices with a depth of 12 m use cross-ventilation via automatic opening vents on either side of the finger. The main circulation area, waiting areas and entrance concourse are naturally ventilated via high-level and low-level glazed louvres. The automatic vents are controlled via CO2 and temperature sensors. Manual override switches and opening windows in each room give occupants control of their own space.

Unwanted heat gains within the building are controlled via external louvres which also act as light shelves that bounce direct sunlight deeper into the plan. The building is designed to be energy efficient by installing systems that are not reliant on human interaction, an example of which is the total lighting control system that includes both motion sensors and dimmable daylight-sensing control.

Architectural Expression

As a result of their function and location, many leisure centres are blank, shed-like buildings which do not present an interesting or attractive urban faćade to the street. Primary healthcare centres, in contrast, are often designed to resemble detached suburban houses rather than urban street architecture. What these have in common, however, is that they are often surrounded by a moat of tarmac and car parking. The challenge at the Grove was to reconcile the contrasting scale and character of the different


2.42 Grove Wellbeing Centre. Public library.

[image: 2.42 Grove Wellbeing Centre. Public library.]



2.43 Grove Wellbeing Centre. Pool Hall.
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elements that make up the building in a unified architectural form with civic presence.

The topography of the Grove site gave rise to an elongated building with a long street-facing façade. The aspiration for an integrated facility is achieved formally by the use of a low-pitched roof which reconciles the contrasting scales of the health centre, library and leisure centre facilities in a single, unifying form.

The park land behind the building rises sharply before levelling off to a plateau on which there are public playing fields. The building works with and cuts into the sloped bank, greatly reducing its visual impact when viewed from the park. The sedum


2.44 Grove Wellbeing Centre. External view of the library.
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[image: 2.45 Grove Wellbeing Centre. York Road elevation.]
2.45 Grove Wellbeing Centre. York Road elevation.




2.46 Grove Wellbeing Centre. View showing a clinical wing and courtyard facing York Road.
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roof links the building and Grove Park, providing a frame edge to the panoramic views Of the City and the docks with their landmark cranes beyond. Car parking is integrated into the sloping site on a series of carved-out landscaped levels which follow site contours between the building and the park.

The courtyards in the health centre are landscaped both to provide an outlook for the rooms and corridors in the building and to create a green link between the street at the front and the park at the rear. Considerable thought has been given to imaginatively resolving the need to protect the building with robust security materials that are also pleasing to the eye. Rather than using roller shutters on windows, fixed woven steel mesh has been used both as secure enclosure to the courtyards and as a screen to the ground floor façades. This allows light into the building and retains views of the landscaped courtyards but restricts vision into areas of the centre such as its swimming pool. Colour-changing lighting enlivens the building at night, enabling the centre to have an attractive and stimulating round-the-clock presence within the built environment.

Grove Wellbeing Centre
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Chapter 3
Case Studies England

Health Policy in England

The health service in England has undergone a series of changes and reorganisations over the last 30 years under successive Conservative and Labour administrations. It has been difficult for the layperson to understand the logic behind many of the changes, not least because of the piecemeal manner in which they have been implemented over a considerable period of time. With hindsight, however, a pattern can be seen emerging and there is a general consensus that, despite some inconsistencies, both political parties have pursued a common direction of travel. This has been to progressively reduce the responsibility of government for the provision of a comprehensive and integrated state health service and its replacement by a health market in which a growing proportion of services are provided by the private sector.

The changes can be characterised as having progressed through a series of stages which are set out below in roughly chronological order.

1. Creating a Market

In the 1980s the health service was protected by its popularity from the outright privatisation that was applied, under Margaret Thatcher's government, to many state-run industries. Instead, the Thatcher and Major administrations, based on the recommendations of the 1988 Griffiths Report, sought to introduce management systems within the NHS that would make it operate more like a private-sector organisation. Initially this took the form of a management revolution in which '[ijt was an article of faith (which New Labour would later adopt with the fervour of converts) that only managers with private sector entrepreneurial values could make the NHS efficient'.1 This led to a massive expansion of the management function. 'The number of general or senior managers in the NHS rose from 1,000 in 1986 to 26,000 in 1995'.2 It also led to the introduction of a number of changes intended to make the NHS more efficient and economic, an early example of which was the decision to put non-clinical services such as cleaning, catering and laundry, which had traditionally been carried out by NHS employees, out to competitive tender with private and voluntary sector providers.

Another innovation was a reduction in the range of services available on the NHS to the frail elderly and people suffering from chronic diseases. Under Thatcher's 'community care reforms'3, long-term care for the elderly, which had previously been financed through the NHS and social security entitlements, was in 1993 removed from the remit of the NHS and handed over to local council social services departments, where it became subject to means-tested charges. Almost all home help and domiciliary services for the frail elderly have been privatised and a majority of older people in care homes now pay most of the costs of their own care. As a result many elderly people have had to sell their houses to pay for care that was once free. At the same time many services provided to all ages of the population by dentists and opticians became subject to increased charges, further eroding the NHS principle of a comprehensive provision free at the point of use.

Also in the 1990s came the introduction of an 'internal market' in which NHS hospitals were be expected to compete with each other for NHS and GP funds under a system in which, instead of hospitals receiving block grants, money would follow patients. Creating an internal market required the separation of the purchasing function from the provision of services. The Conservative Government partially split these functions by creating two models of commissioning, one based on health authorities and one on general practice.

Instead of hospitals carrying out the work commissioned only by their Health Authority, the idea was to enable them to offer services more widely by turning them into semi-autonomous organisations called NHS Trusts. This enabled them to compete for work from both GPs and other Health Authorities. Most NHS hospitals became NHS Trusts under John Major's administration and further steps were taken under the Blair government to increase their independence by making them Foundation Trusts, resembling private companies in their structure and organisation, which were also required to be self-sustaining.4 The longer-term implication of requiring Hospital Trusts to break even was to create financial difficulties for many hospitals, causing serious discrepancies in different areas of the country in the level of services provided to patients, and undermining the NHS principle of equality.

The general practice initiative was 'GP fundholding', a relatively short-lived policy which gave GP practices or consortia of practices a budget with which to purchase non-urgent elective and community care services and to provide new services to their patients.5 Allowing GPs to keep any savings from their budget was intended to act as an incentive for them to manage costs by offering a wider range of services themselves (thereby reducing dependence on hospital care), and reducing waste by cutting down on unnecessary treatments and prescriptions. It has been suggested that one agenda behind fundholding was 'distancing government from responsibility for the delivery of clinical services. If GPs were given the budgets, then they would become responsible for creating and managing waiting lists and for rationing healthcare'.6 Fundholding was never taken up on a large enough scale to achieve significant efficiencies7 but the drive both to find savings and to transfer risk were not forgotten as objectives and were to be revived later under a different guise.

2. Developing Commissioning

The Labour administration of 1997 abolished the internal market in the NHS but developed the separation of the purchasing and providing functions by creating a new form of local organisation to carry out the commissioning function in England called Primary Care Trusts (PCTs). These organisations were responsible for planning and purchasing NHS services to meet the needs of a local population and for the provision of community health services.8 Each PCT contracted or employed all of the GP practices and community care staff in a given area, thereby strengthening the potential for integration between the two. They purchased specialist services from NHS Trusts and worked with local authorities to coordinate community and social care. It was also envisaged that PCTs would increasingly commission services from the private and voluntary sectors as well as NHS organisations. This was intended to spur efficiency, generate innovation and provide patients with choice.9 But the introduction of clinical services provided by the private sector was controversial and was not at first made explicit because of the known resistance of many NHS staff and the public.

3. Outsourcing Hospital Development

Instead, more attention was initially given to the expansion of private-sector non-clinical services in the form of the outsourcing of both the construction and maintenance of new NHS buildings under a procurement programme called the Private Finance Initiative (PFI). This enabled private companies to bid to fund, build and maintain hospitals and other capital developments such as the provision of IT systems and hi-tech equipment, allowing the NHS to renew its infrastructure without the debt counting as public borrowing and without raising taxes. Instead of paying off a loan from the government, Hospital Trusts were able to lease and buy back their hospital from a private-sector development consortium, typically over a period of 25 to 30 years, in return for the payment of a unitary charge. The long-term cost of this arrangement, however, dramatically exceeded the Cost of publicly funded development and is likely to lead, in some instances, to the development consortia acquiring ownership of hospitals where NHS Trusts are unable to pay the unitary charge.

4. Outsourcing Hospital Clinical Services

In 2000 the Labour government announced that it was to provide a massive one-third increase in NHS funding. At the same time the Secretary of State for Health, Alan Milburn, signed a 'concordat' with the Independent Healthcare Association by which private companies could enter into 'Long Term Service Agreements' to provide treatment to NHS patients. This was a significant further step in the 'marketisation' of the NHS and was used initially to allow independent-sector treatment centres (ISTCs) to take on NHS hospital work in order to help cut waiting lists. This initiative served to break the NHS monopoly of specialist healthcare and to create a bridgehead for the penetration of the private sector into secondary care. Initially there was to be a limit on the proportion of NHS work that could be given to the private sector but that limit was removed by Patricia Hewitt in 2006.10

5. Improving Community Services

The logic of improving and centralising expensive hospital services in fewer larger, more specialised centres serving patients with more complex needs was intended to be complemented by the transfer of some hospital services, such as diagnostics and the management of chronic illness, to community-based facilities and by the expansion and increased integration of community services generally. While this has been a long-standing policy objective, community care has developed slowly over the last half century This, as was noted in Chapter 1, was in part because of the fragmented structure of primary community and social services in England and it was acknowledged by the 1990s Labour administration that the increasingly unhelpful split between the agencies delivering health and social services needed to be addressed if there was to be better overall cooperation and integration.

Rather than tackling the underlying cause of this longstanding problem, however, by bringing all of these services together in a more unified administration, the Labour government chose, like every other Westminster administration in the second half of the twentieth century to look for ways in which to remove some of the obstacles to better integration without unduly upsetting the medical establishment. This it did by making it easier for different health and social care agencies to coordinate their activities and to commission buildings from which to deliver a wider range of primary, community and social care services.11

An important feature of this initiative was the creation of Community Health Partnerships (CHPs), organisations formed by PCTs and local authorities specifically to deliver integrated health and social care in community settings in England where these services were the responsibility of separate agencies. One of the core purposes of a CHP was to deliver local health improvements that would help to close the health inequality gap between well-served and poorly served areas, which generally meant reinforcing services in areas of deprivation.

A further feature of this strategy was the encouragement the government gave to PCTs and CHPs to build and run comprehensive health centres, particularly in under-doctored areas. In The NHS Plan: A Plan for Investment, A Plan for Reform, published in 2000, the government promised an ambitious programme of investment including the rebuilding and refurbishment of much of the NHS estate. As well as plans for 100 new hospitals, this included proposals to provide '500 new one-stop primary care centres'.12

6. Outsourcing Health Centre Development

The decision to use the comprehensive health centre as one means of progressing the modernisation agenda was significant, but in England it was essentially a device used to address some of the megualities caused by the uneven distribution of GPs and community health services rather than part of a long-term strategy to restructure community care. Nor was the government prepared to provide the capital funding needed for this initiative out of general taxation; it chose instead to use private capital to build comprehensive health centres by making funding available through 'Public-Private Partnerships' in which CHPs formed joint ventures called Local Improvement Finance Trusts (LIFTs) with commercial organisations. Where a LIFT was established, the commercial partner would raise the capital and act as the lead in managing the procurement process. All of the English case study buildings in this chapter were funded and delivered by LIFTs.

7. Outsourcing Primary Care Clinical Services

Although the proposal to build 500 'supersurgeries' was designed to alleviate the problem of underprovided areas, in the same document the government also undertook to modernise 3,000 GP surgeries. Thus, although the decision to encourage the building of comprehensive health centres signalled support for a more unified and integrated model for the delivery of community care, the policy was not intended to present a challenge to independent GP practice. Instead, in 2004, GPs were awarded a new contract which included a significant pay rise and made 'out-of-hours' cover optional.

At the same time PCTs were provided with a new primary care commissioning tool, the 'Alternative Provider Medical Services' (APMS) contract. Whereas GPs had traditionally been contracted directly by the NHS either individually or as partnerships, PCTs could now offer APMS contracts to private companies employing GPs on a salary. One of the functions of the APMS contract was to enable PCTs to bring salaried GPs into their new comprehensive health centres should independent GPs be unwilling to work in them. This opened up general medical services to competition from the private sector and, following the decision of 90 per cent of GPs to opt out of out-of-hours provision, PCTs used the APMS form of contract to tender this service to the independent sector, creating the beginnings of a market in the primary care sector to sit alongside a well-developed market in local authority social care services.

This development was significant because it has led to the emergence of private companies as providers of GP care. Many of these have been set up by entrepreneurial GPs such as 'The Practice pic', a company that 'now holds contracts for over 50 GP surgeries and GP-led Health Centres, regularly delivers over 120 community outpatient clinics per week, and sees in excess of 1 million patients per year',13 Other private-sector organisations providing primary care are being established by healthcare corporations based in the UK and abroad. There is a certain irony in the fact that GPs have for decades resisted becoming salaried employees of the NHS because of the threat it posed to their clinical freedom and professional autonomy and to the doctor—patient relationship, but are now increasingly becoming the salaried employees of what have been dubbed 'doctorpreneurs' and commercial healthcare corporations.

While Labour policy sought to address weaknesses in the distribution of community services by reviving the idea of the comprehensive health centre offering a full range of services, any impact this might have had in terms of integrating community care was, at the same time, being undermined by the growing market in primary care services. Under the 2003 legislation, which provided for the creation of Foundation Trusts for hospitals, PCTs also became eligible for Foundation Trust status. As such, they would cease to be subject to the control of the Department of Health and would become 'public benefit corporations', non-profit making but free to set their own pay scales, borrow on the private market and enter into contracts with private providers. By 2005 GPs were required to offer patients a choice of four or five NHS providers, including any independent provider that offered treatment at NHS prices. This would be paid for by the local PCTs which, in 2006, were put under pressure to also offer their own provider services, which included most community health services, for tender. Before it could be fully implemented, this initiative was overtaken by the events described under the heading 'Privatising Commissioning' below.

8. Promoting the Darzi Polyclinic

Many PCTs were keen to adopt the coordinated model of service delivery that the comprehensive health centre represented. The late 1990s and early 2000s was a period of prosperity in the UK in which expenditure on the NHS was dramatically increased. The building of a significant number of comprehensive health centres was, therefore, the result of a favourable set of political, social policy and economic circumstances. Indeed the optimism of that time can be gauged by the fact that, in 2006, NHS London, the Strategic Health Authority for the capital, commissioned a review of London's healthcare led by Professor Sir Ara Darzi. His findings were published in 2007 as Healthcare for London: A Framework for Action in which he set out a ten year plan. Although Darzi's recommendations covered the whole range of health services for London, the proposal that gained much public attention was his advocacy of what he called the polyclinic. This was, in effect, another, if more ambitious, version of the comprehensive health centre or one-stop shop promoted in the NHS Plan of 2000.

As can be seen in Figure 3,1, Darzi's definition of the polyclinic is similar to the comprehensive health centre case studies included in this book. In fact, his report referred to one of the case study projects. 'London has some healthcare facilities that come close to our vision of a polyclinic. For instance, the Heart of Hounslow Centre for Health has GP services, outpatient care, physiotherapy, dentistry, podiatry, social care outreach, mental health services for children and a gym to help in rehabilitation. All these services take place in a purpose-built facility that covers six floors. However, the centre does not provide urgent care and only has a limited range of diagnostics. So we have to look abroad to see a full example of a polyclinic.' The example he cites is Pokium in Berlin, which 'provides over 250,000 outpatient contacts a year. It has 45 doctors, a mixture of GPs and specialists, as well asnuises, physiotherapists and other health professionals, On-site it has access to x-ray, ultrasound, echocardiography and spirometry. Nine further sites are planned by 2009'.14

The fact that the Heart of Hounslow Centre for Health is, by a wide margin, the largest building in terms of overall floor area devoted to healthcare in the case study sample and yet was considered by Darzi to be too modest reflects the scale of his ambition. Darzi went on to prepare proposals for the health service for the whole of England which were published in 2008, in which he advocated the provision, in under-doctored areas, of what he now called GP-led health centres.15 Both proposals, however, faced significant opposition from some clinicians because the centres were, in most instances, to be privately owned and staffed using APMS contracts. This was seen as both competing with independent GPs and as a vehicle for privatising community care services; implications that were unpopular with both independent doctors and NHS community care staff.16

Nonetheless, 'All 152 primary care trusts in England were ordered to have [a polyclinic] up and running by April 2009,17 and by mid-2010 140 of them had managed to establish something that answered the name, with 12 more due to open by the end of the year. Of the first 140, about a third were run by private companies or joint ventures with private companies. But few if any of them resembled the bustling, high tech multi-purpose facilities so glowingly advertised in Darzi's London report, complete with urgent care units and diagnostic facilities'.18

Another problem for the polyclinic initiative was that the period during which it was to be implemented coincided with the economic crisis of 2008. With the onset of the recession, the availability of both public and private capital receded and in 2010 the change in government effectively consigned Darzi's vision of the polyclinic to history.19 One of the case study buildings did benefit from the policy however. Whereas the Heart of Hounslow Centre for Health, the largest building in the case studies, was viewed by Darzi as being too small to qualify as a 'full example' of a polyclinic, ironically the Kentish Town Health Centre, the smallest building in the case study sample, managed to obtain funding on the basis that it would act as a hub polyclinic for its area.


[image: 3.1 Illustration from Healthcare for London: A Framework for Action describing what a polyclinic would provide.]
3.1 Illustration from Healthcare for London: A Framework for Action describing what a polyclinic would provide.



9. Privatising Commissioning

There were some significant improvements in the performance of the NHS under New Labour but the combination of the financial crisis of 2008 and a change of government created a very different economic and political climate. The Coalition government of 2010 not only initiated its austerity programme but also made dramatic changes in the organisation of the NHS, despite its promise that 'we will stop the top-down reorganisations of the NHS that have got in the way of patient care'.20 In some respects the coalition government's plans can be seen as a continuation and extension of the previous reforms. The transformation of the NHS into a commissioning organisation spending a fund of taxpayers' money to buy health services in a market of competing providers has been accelerated.

One significant departure from previous policies, however, has been the abolition of the Strategic Health Authorities and local PCTs, the organisations that were responsible for planning and commissioning healthcare on behalf of the patient population, and the handing over of these functions to independent-sector organisations called Clinical Commissioning Groups made up of GP practices, often in partnership with private companies, Foundation Trusts21 or charities.

Perhaps the seeds of this initiative can also be found in an earlier policy. Although Labour abolished GP fundholding in 1999, it reintroduced the idea as 'practice-based commissioning' in 2004 in another attempt to involve GPs in the resource management of the services they provide or request on behalf of patients. The Coalition government has taken this a step further by relinquishing the function of commissioning to independent general practitioners. Because GPs have neither the experience nor the resources to take on a full role Of planning and commissioning services, and many of them will not even be interested in doing so, this presents them with an unpalatable choice. They must either become health planners and reduce the time they spend with patients or, if they want to stick to their vocation, they must delegate the planning, commissioning and managerial processes to others. Many will follow the latter course by joining forces with one of the many private organisations offering these services.

Outsourcing commissioning to such organisations, which will include private healthcare, management consultancy and insurance companies, Can be seen as a more thoroughgoing revival of the strategy to distance government from responsibility for the delivery of clinical services, on this occasion by shifting responsibility for creating and managing waiting lists and for rationing healthcare to Clinical Commissioning Groups in much the same manner as was intended with the earlier policy of GP fundholders.

Outsourcing commissioning is also surely the point at which 'marketisation' becomes 'privatisation'. New Labour 'marketisers' might have believed that they could control and harness the power of the private sector to obtain a better deal for the patient and the taxpayer by encouraging providers to compete for work commissioned by the NHS. It is difficult to see how handing over the job of commissioning services to the private sector will work in the interests of patients and taxpayers. In a system that guarantees the provision of a comprehensive and integrated service, commissioning means more than just obtaining services on behalf of patients; it means health service planning, needs assessment and resource allocation across geographic populations to ensure that everyone, rich or poor, young or old, healthy or sick, enjoys equal access to services.

The issue here is not only the ability of independent-sector organisations to assume the commissioning role — although this is open to guestion — it is also the conflict of interest this raises. Independent GPs, whether or not in partnership with private companies, both commission and provide services, and in many instances these services will be purchased from companies in which the GPs and their partners have a financial interest. Many of the private-sector organisations that are taking up the commissioning role with GPs are directly involved in the provision of private medical services and medical insurance. Many also have a duty to their shareholders to maximise profit.22 This will lead, in the future, to Clinical Commissioning Groups determining who will be eligible for what treatments on the basis of commercial considerations as much as, if not more than, the needs of patients.23 'The NHS will in effect be turned from what is still, broadly, a managed system of healthcare into something more like a regulated industry of competing providers — over which the Secretary of State will no longer have day-to-day control'.24

This, of Course, all has profound implications for the role of the comprehensive health centre in the English NHS and some of these implications are explored in Chapter 6.

Heart of Hounslow Centre for Health, London
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3.2 Heart of Hounslow Centre for Health. Sketch of new health centre (left), and housing (right) with public piazza between.



Location and Context

The Heart of Hounslow Centre for Health is located on the Bath Road, a busy east-west artery that links the centre of Hounslow with Heathrow, a few miles to the west. The site for the new centre was part of an existing NHS primary care facility, the Thelma Golding Health Centre, a two-storey postwar building with the usual range of NHS Estates 'additions'. To the north of the site, on the opposite side of Bath Road, the character is low-rise suburban housing and to the south it is large-scale multi-storey offices along the equally busy Staines Road. To the west the immediate neighbour is St Mark's RC Church and School.

Within Hounslow, the building was conceived as a civic flagship, located on the edge of the town centre with its entrance facing a newly created public piazza. This new civic space has brought welcome regeneration to the area and with Hounslow town centre, Hounslow Central Station and local bus routes all nearby, an overall pleasant and convenient visiting environment has been created for the new health centre and housing.

The centre integrates well into its surroundings —stepping incrementally from three to five storeys along its north-south axis, thus reducing the bulk of the building in sympathy with the mixed scale of the local environment and creating a 'transition' between these scales. As part of the LIFT procurement, a new housing development helped to fund the health centre and was designed to sit alongside it, utilising the remaining site available when the existing buildings were demolished following decant into the new facility. This new housing, with its much-needed affordable and key worker accommodation in the area, was provided separately by a housebuilder, efficiently and at a scale that complements the new health centre.

Programme/Brief

This centre was built in pursuit of the new ambition for primary care in the NHS whereby a large range of services is gathered together in one place to better serve patients, develop staff capacities and provide 'joined up' delivery. This ambition needed to be expressed in the civic qualities of the architecture. The building was procured through a Public Private Partnership, which means that possible future uses of the building needed to be considered in the design. Together, with the Constantly changing nature of healthcare services, this created a compelling case for adaptive design.


3.3 Heart of Hounslow Centre for Health. Main entrance and public piazza with the vehicle drop-off and canopy to the right-hand side.
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The Heart of Hounslow Centre for Health is now one of the largest primary care centres in UK, and has replaced cramped and sub-standard provision in the previous centre, gathering dispersed neighbouring facilities into one site. At nearly 9,000 sq. m. the new building represents an increase of 43 per cent in area on the previous services and is a pioneering move in the 'joined up' and patient-focused delivery of primary healthcare in London.

The intention was also that this building would be an Integrated Health and Social Care' facility, bringing together NHS primary care and local authority social care in a single location, promoting improved inter-agency delivery of services, particularly for children's services, a key element in the new centre. The design allows integration of London Borough of Hounslow social services teams, with dedicated space for their care teams.

Spatially, the challenge for this building has been to balance large scale with intimacy. In developing the concept, the service providers were unanimous in their preference for the real integration and high flexibility that the chosen model represents, all under a single roof as opposed to a campus approach.

Site Layout

The site for the new centre was 'created' on the existing Thelma Golding site by some partial demolition of existing buildings and decant into some temporary facilities, but mostly by using under-utilised 'brownfield' site to the east of the existing centre. The site was also defined by a new highway being created between Bath Road and Staines Road as part of traffic improvements in Hounslow. This new road, Hospital Road, provided an extended public realm for the new building and a key elevation facing the road and the town centre beyond.

The relatively long and narrow strip of site between the existing buildings and Hospital Road effectively defined the shape of the building. The design concept is essentially two 'strips' of accommodation, parallel to Hospital Road, separated by a central atrium space, entered at the north end facing Bath Road.

The Heart of Hounslow sits in a newly created urban landscape setting with its entrance facing a new public piazza set back from the busy main road. A vehicle drop-off allows visitors to be set down close to the main entrance, the route to which is protected by a cantilevered glass canopy.

Staff and visitor parking is provided outside, more than doubling the previous provision, set amongst formal and informal tree planting and soft landscaping 'contained' by the raised gardens that follow the building's articulation.

Building Organisation

The concept for the organisation of the building is for a central atrium between two 12 m-wide linear blocks, each with a central circulation strip for efficient and adaptable planning. To break down the bulk of the building, a faceted or 'cranked' form was devised. There are a number of advantages of the cranked form, both in space planning terms and in the elevational treatment.

The cranked form allowed the building to fit into the constricted site and also divided the building into distinct 'parts', either as departments or for internal visual interest in the atrium. At each 'crank' are located either staircases or waiting spaces, utilising the 12° angle to maximum effect. With the access to the linear blocks coming from the central atrium, this means all department 'parts' can be accessed without crossing departments and the layout of the wings easily allows future restructuring of departments for expansion/contraction.

At the centre of this 'caressing' shape is the true heart of the building — with the main reception and health information point, the café with informal central waiting spaces and the main vertical circulation provided by two elegant staircases and associated lift cores.

The Heart of Hounslow provides accommodation for four GP practices and a range of clinical services, including physiotherapy, podiatry, dentistry, speech and language services, diagnostic imaging, and special facilities for children, adolescents and people with learning disabilities, together with the workspace for each department and outreach care staff.

The vertical organisation of the building was developed with much consultation with service providers and input from the future users of the building. With children's services being one of the key services being provided in the new building, it was decided to locate all of these together on the ground floor. Although these services did not have the largest 'footfall' of those services in the building, it was felt that access would be easier for these patients on the ground floor. The ground floor level of the building is raised 0.7 m above general external ground level to provide visual privacy to ground floor consulting rooms.


3.4 Heart of Hounslow Centre for Health. Ground floor plan. The ground floor is dedicated to children's and young persons' services, which benefit from access to enclosed gardens.
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3.5 Heart of Hounslow Centre for Health. View of café on the ground floor looking towards the main reception desk, one of the public staircases and the entrance.
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Consequently the first floor needed to accommodate the highest 'footfall' services — the GP practices. Each of the four GP practices takes up a portion of the first floor area, depending on their relative size, each with its own reception and waiting area facing onto the atrium. It was also decided that there should be no patient-accessible spaces above the second floor, so all of the outpatient departments, including dentistry and imaging, are located together on the second floor level. Third and fourth floors are staff-only zones, primarily departmental administration on third floor, grouped in a number of shared working spaces, and bookable meeting rooms and staff club on the top floor.

The departmental organisation is also linked to the form of the building, as it steps incrementally from three to five storeys along its length, responding to the urban context. The floor plates reduce in size complementing the sectional diagram, which graduates from patients to staff going up the building.


3.6 Heart of Hounslow Centre for Health. First floor plan. The four GP practices are located on this floor.
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3.7 Heart of Hounslow Centre for Health. Second floor plan. Outpatient and imaging departments are located on the second floor.
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3.8 Heart of Hounslow Centre for Health. Third floor plan. This is a staff floor containing administration facilities for each of the services, grouped to encourage interdisciplinary working.
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3.9 Heart of Hounslow Centre for Health. Fourth floor plan. Staff facilities and the staff club, which enjoys panoramic views from its elevated position and spectacular views into the atrium, are located on the fourth floor.
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Circulation and Wayfinding


3.10 Heart of Hounslow Centre for Health. All public circulation is located in the atrium, enabling patients to understand the layout of the building.
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The primary circulation and wayfinding strategy for the building is the use of a central atrium space to organise the overall layout. The main entrance is located in the north end of the atrium, a three-storey wall of coloured glass. Immediately on arrival at the main reception, the whole of the building and its circulation is revealed in the lofty and light-filled atrium space. Two staircases ascend from the centre of the atrium and are linked back together at first and second floor levels by bridges running at a diagonal. These also link the two lift cores, positioned in each of the linear wings diagonally from each other, and coincide with the landings of the stairs. The overall effect is one of a clearly organised and animated space.

Adjacent to each stair and lift landing 'balcony' there are receptions and sub-waiting areas for each of the departments or GP practices. From each of these reception areas leads the internal department circulation — a double-loaded corridor in the centre of the linear wings. The circulation has been arranged so that there are no crossovers between departments, allowing each department to control access to its own clinical spaces.

There are four staff access/fire escape stairs located in the 'cranks' of the linear wings, two per wing. This allows staff to circulate vertically between departments without crossing public areas if required.

The intention of the wayfinding strategy was to make it intuitive and reduce reliance on signage as much as possible. The simplest aspect of the wayfinding strategy is that the location of each department can be simply pointed to from the main reception.

Colour was also used as a key in the wayfinding strategy and the staff and public were consulted on its use. From an initial palette selected by Penoyre & Prasad, stakeholders selected their preferences and these were assigned to each department or practice. Each department's palette of colours included a 'highlight' colour for wayfinding, a 'lowlight' colour for waiting areas and a feature wall colour for larger spaces such as open-plan offices.

At this point, internal studies were undertaken to explore how each department colour could be displayed as a 'flag' of colour on the atrium walls adjacent to their reception and be visible from the ground floor of the atrium. These colours were also used in the main directory signage around the building.

Departmental Adjacencies

The building currently accommodates some 14 separate departments and services, and these are arranged on each floor to create optimal relationships. The whole of the ground floor is dedicated to children's and young persons' services as these were seen as a priority for the entrance level and have access to enclosed gardens (see Figure 3.4). These services include audiology early years nursery therapies and CAMHS.

There are four GP practices, all located on the first floor, with their own identifiable sub-reception and waiting areas, linked with balconies and bridges across the atrium (see Figure 3.6). On the second floor there are outpatient services, including podiatry, phlebotomy, dentistry, sexual health and district nurses, together with community outreach teams (see Figure 3.7). The second floor also accommodates the imaging department, including X-ray, ultrasound and a breast-screening service. This department was added after the building had been in operation for two years, as the success of the building created a demand for additional clinical services.


3.11 Heart of Hounslow Centre for Health. Diagram showing colour strategy. Each department has been allocated a highlight colour for wayfinding.

[image: 3.11 Heart of Hounslow Centre for Health. Diagram showing colour strategy. Each department has been allocated a highlight colour for wayfinding.]


The third floor accommodates the administration facilities for each of the services, grouped to encourage interdisciplinary working (see Figure 3.8), which is further reinforced by the staff club facilities on the fourth floor, offering a range of meeting and seminar rooms (see Figure 3.9). The staff club enjoys panoramic views from its elevated position and spectacular views into the atrium, where patches of coloured light from the clerestory glazing move with the sun.


[image: 3.12 Building Better Health standard 1.2 m planning grid showing typical clinical rooms.]
3.12 Building Better Health standard 1.2 m planning grid showing typical clinical rooms.




[image: 3.13 Heart of Hounslow Centre for Health. Elevation showing horizontal bands of glazing on modular grid allowing for future adaptability.]
3.13 Heart of Hounslow Centre for Health. Elevation showing horizontal bands of glazing on modular grid allowing for future adaptability.



Long Life, Loose Fit

The LIFT procurement process meant that the long-term use of the building had to be considered and that this may not be a healthcare use after the expiry of the initial 25-year lease. This meant that the building design should not only allow for flexibility within the healthcare use but also transformation to a future use, say as offices or even a hotel.

The structural scheme is a key part of long-term adaptability. The structure for this building (as for all others designed by the Building Better Health team) is a flat-slab concrete frame with structural bays of 7.2 m generally. This dimension stems from an efficient planning module of 1.2 m that allows for a flexible range of room sizes or open-plan offices, all with non-structural internal partitions.

Externally this 1.2 m grid is subtly reflected on the elevations where windows alternate with coloured aluminium panels in modules of 0.4, 0.6, 0.8 and 1.2 m, forming horizontal bands, allowing future flexibility for internal reconfiguration based on the planning grid.

The other key parts of the future flexibility are the central atrium (as described above) and the building services strategy. The services strategy is based around four vertical cores — two per wing, each serving a quarter of the floor area but also allowing for the 'steps' in level as the building rises from three storeys to five storeys. At roof level, above each riser, there is a roof plantroom that distributes downwards. This strategy avoids long runs of services and complicated crossovers.

These key principles were tested shortly after completion when a new imaging department was required to be created in open-plan office space on the second floor. A new clinical department (including X-ray equipment) was added, using the 1.2 m planning grid, with no structural alterations and relatively minor services adaptations, in a 'live' environment with minimal disruption to the adjacent departments.

Low-Energy Comfort

The location of the building close to Heathrow Airport and directly under the southern runway flightpath influenced the approach to environmental comfort. To protect against the noise of landing aircraft, the building needed to be very well sealed acoustically and fully mechanically ventilated. These requirements had 'knock-on' beneficial effects. The high level of acoustic sealing and mass of the concrete frame assisted with the thermal performance of the building, reducing air leakage and moderating the internal temperatures. An active chilled-beam solution was adopted for the heating/cooling of the majority of spaces. In most rooms, a proportion of the concrete slab soffit is exposed in order to assist in moderating the internal temperatures. The atrium is also used as a climatic 'buffering' space.

The following energy efficiency measures have been incorporated in the design of the building:

	energy sub-metering of main plant via BEMS;
 	energy sub-metering of individual departments;
 	5 per cent improvement on Building Regulations fabric thermal performance;
 	zonal control of space heating and variable speed fans;
 	occupancy-sensing lighting controls;
 	high-efficacy external lighting with daylight control;
 	high-efficiency condensing boilers;
 	Building Energy Management System (BEMS);
 	air-handling unit heat recovery.


The building is equipped with low-flush toilets and pollution is minimised with the use of waste segregation and low NOx emission boilers and the recycling of operational waste.


3.14 Heart of Hounslow Centre for Health. External view showing cranked façade and building stepping down towards the front of the site.
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[image: 3.15 Heart of Hounslow Centre for Health. Coloured glass in the atrium end walls and clerestory windows bathing the interior in coloured light.]
3.15 Heart of Hounslow Centre for Health. Coloured glass in the atrium end walls and clerestory windows bathing the interior in coloured light.



The building was designed prior to BREEAM Healthcare and was assessed using the NHS Environmental Assessment Tool (NEAT). The initial NEAT assessment for the Heart of Hounslow achieved a score of 79 per cent, which eguates to a rating of 'Excellent'. However, the final evaluation rating was 'Very Good'. This was mainly due to factors such as existing land use and ecology achieving lower than anticipated scoring and also the impact of the full mechanical ventilation.

Architectural Expression

Externally, the 'cranked' long elevations are clad in slate grey terracotta cladding and highlighted with coloured aluminium panels in a range of colours and sizes. The cranking of the long elevations has the effect of foreshortening the apparent length of the building when viewed along the street. This helps to reduce the impact of the building but also creates interest in what could be a long and repetitive elevation. Further visual engagement is provided by the colour and pattern of the panels and the windows with their extended fin profiles. The pattern looks random but closer inspection reveals that there is a consistent mullion spacing of 1.2 m to reflect the internal planning grid.

The end elevations that enclose the main entrance are in white render with recessed lines that form a composition with the windows. The end walls of the atrium are formed in stepped curtain wall glazing, wrapping around at high level as clerestory windows, all inset with a pattern of brilliantly coloured glass that fills the central atrium space with an ever-changing pattern of light and colour (see Figure 3.15).

Heart of Hounslow Centre for Health
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The Waldron Health Centre, London
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3.16 Waldron Health Centre. Building and square from the north.



Location and Context

The Waldron is located in south-east London, in an area that has been made heterogeneous by much twentieth-century development in which housing estates and tower blocks populate a discontinuous landscape. The site lies at the west end of a local pedestrian thoroughfare — Douglas Way — and a string of local community facilities, public buildings and public open spaces stretching from Deptford High Street to Fordham Park just to the west.

The site, a north-facing peninsula block, is bounded on three sides by streets: Amersham Vale to the west, Douglas Way to the north and Stanley Street to the east. New Cross Railway Station, which is on the opposite side of Amersham Vale, generates a great deal of footfall that fans out into the neighbourhood; much of which is channelled past the centre on its way to and from Deptford High Street. The immediate streets are residential. The only exception is a three-storey Victorian Board School which, with its generous storey heights and brick fagade, dominates Stanley Street.


[image: 3.17 Waldron Health Centre. Phasing diagram showing the sequence in which the development was progressed in order to achieve service continuity.]
3.17 Waldron Health Centre. Phasing diagram showing the sequence in which the development was progressed in order to achieve service continuity.



The Waldron replaces a much smaller single-storey 1960s health centre that no longer met the needs of the community or the aspirations of the NHS.

Programme

The Waldron accommodates a wide range of services including four GP practices, a King's College Hospital community dentistry team, Guy's and St Thomas' and University Hospital London community midwifery, reproductive and sexual health services, speech and language therapy chiropody, and physiotherapy as well as outpatient care and diagnostics. In addition, the foyer doubles as a café and is linked to a health promotion space.

The centre houses offices for local community nursing teams including school and district nurses and health visitors. Staff facilities include a common room, library, training facilities and meeting rooms.

In addition to the brief, the architect, in conjunction with the private developer partner, proposed a broader mix of uses including flats, a café and a number of commercial retail units that have subsequently been let to a pharmacist and an optician, which would bring further life to this urban quarter, soak up ground floor frontage ill-suited to the privacy of clinical consultations and add commercial uses to the development model.

Site Layout

The building is Z-shaped in plan and occupies the north-east and south-west guadrants of the peninsula. The parti frames two contrasting open spaces — one, the existing allotments, the other, a new public sguare in the north-west guadrant which opens up a diagonal route across the site, bringing footfall to the centre en route from Deptford High Street to the railway station.

The plan form allowed the existing centre to remain fully operational during construction, which was a requirement of the brief. This led to phased construction.

The square is framed on two sides by retail spaces —now occupied by an optician and a pharmacy — and in due course will be completed by a five-storey residential building with a café on the north side of the square. Pedestrians and vehicles are separated by the design. People approaching on foot do so via a colonnade and glazed entrance lobby on the south side of the square, whereas those driving to the centre — staff and the disabled — approach the covered car and cycle parking beneath the south wing via Stanley Street. From here there is a second entrance, and, like the one from the square, it leads into the central foyer.

The scale of the Waldron (which is neither a GP practice nor a hospital) is that of a public building and as such it has the capacity to be a civic structure situated in the fabric of the city and the daily lives of those dwelling nearby where its urbanity and humanity are of utmost importance. The Waldron was designed to both fulfil its public role and at the same time to retain the necessary intimacy for clinical consultation.


[image: 3.18 Waldron Health Centre. Building and allotment from south.]
3.18 Waldron Health Centre. Building and allotment from south.



Building Organisation

Inside, the plan is generated from the patient's perspective. The design seeks to describe a narrative journey in five frames, beginning with the square and inside leading first to the foyer, then the cloister (or 'bridge'), the waiting room and finally to the clinical room. The building is planned with two overlapping wings, north and south, separated by the five-storey foyer.

Each wing accommodates two clinical clusters each with its own reception and waiting room. The first can be accessed directly from the foyer; the second is accessed from the end of a cloister or 'bridge' leading from the foyer. A court, into which the waiting spaces of both clusters look, separates the cloister and clinical wing. The last leg of the journey from waiting room to consulting room is as short as possible — patients enter the clinical corridor at the midpoint passing the fewest number of doors to reach their destination. Back-of-house administration is coupled to the clinical corridor. This allows clinicians to come and go easily and to talk face-to-face with administrative staff without encountering patients.

Circulation and Wayfinding

Building and square are synonymous with the place, New Cross. Movement into and around the building formalises the existing public realm. Thus the Waldron taps into the everyday life of New Cross. The internal logic — borne out of a quite pragmatic interpretation of patient and staff behaviour — is coupled to an intentionally architectonic exterior. Not only does the new public space denote the Waldron's civic aspirations, but also the building itself exhibits elements that draw visitors and passers-by to it. Undeniably 'large' in its context, the south wing is 'berthed' on the east side Of Amersham Vale. Here a canopy cantilevered from the fagade, which provides shelter — an attraction for some in both sun and rain —leads to the public space at the north end of the site forged by the plan. On the south side of the square the building is four-storey In front (and continuing the covered route formed by the canopy) is a storey-high concrete colonnade which leads to the entrance. By contrast, on the east side of the square, the building steps down to a single-storey glazed concrete screen.


3.19 Waldron Health Centre. Initial organisation sketch.
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Inside, on passing through the entrance lobby — a cube — the visitor discovers a gaUeried foyer which rises to five storeys and which is bathed in south light by a high-level window. Beneath this, a single stair like a switchback alpine road wends its way to all floors. There are also two lifts just inside the entrance. The first floor gallery houses an artwork by Martin Richman — a frieze or modern-day foil tapestry that circumnavigates the space.


3.20 Waldron Health Centre. Typical consultation and examination room.
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The first three floors are publicly accessible, with the top floor restricted to staff. Circulation is intuitive, A sequence of distinct spaces — animated by scale, material and natural light — lead one through the building to the clinical suites within. Views out over the square and allotments play an important part in orientation.


3.21 Waldron Health Centre. Central foyer and main staircase.
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The central foyer and cloisters or 'bridges', like the trunk and boughs of a tree, lead to every 'branch' of the building. The design means the patient passes as few doors as possible en route to the clinician, thereby simplifying decision-making and reducing anxiety.

From the waiting room within the cluster, the path to the clinical room is designed to be as short as possible, being both easier for the patient and more efficient for the clinician given that the arrangement mitigates against time wasted waiting for the patient once called.

Departmental Adjacencies

The various services within the building are delivered from specific or multi-functional clinical suites, each with its own reception and waiting space.

A single suite on the ground floor provides services oriented to parents and children. Community midwifery speech and language and baby clinics use this suite. Privacy in these rooms is achieved by harnessing the site's natural topography to raise the consulting rooms above the eye level of passers-by on pavements outside. Being on the ground floor, these services are easier for parents with children and pushchairs, as well as expectant mothers, to reach.

Space is also provided at street level for health promotion and events. This takes the form of a large group (meeting) room which opens off the entrance foyer (and which may be used as an extension to this space).

The four suites on the first floor are occupied by GP practices. Each wing contains two practices. Each practice has its own reception and waiting space; however, the clinical accommodation is arranged so the practices can share clinical rooms with the adjacent practice through an interconnecting door (with controlled access) at the midpoint of the wing.


3.22 Waldron Health Centre. 'Bridge' circulation to clinical cloister.
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3.23 Waldron Health Centre. Waiting room.
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3.24 Waldron Health Centre. Ground floor plan.
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3.25 Waldron Health Centre. First floor plan.
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3.26 Waldron Health Centre. Second floor plan.
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3.27 Waldron Health Centre. Third floor plan.
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There are three suites on the second floor. The first is occupied by King's College Hospital's community dentistry team, the second provides sexual and reproductive health services and the third is a multipurpose flexible suite for podiatry physiotherapy leg ulcer clinics, counselling services and phlebotomy.

The third floor is for staff only and contains offices for the local community nursing teams (school and district nurses and health visitors). Their open-plan office is directly above, and convenient for, the flexible suite on the floor below from which they run their clinics.

Shared staff facilities — a common room (and kitchenette), library, training rooms and meeting room suite — are also provided on this floor. Many of these spaces have direct access to external courts and terraces with dramatic views of the London skyline.


3.28 Waldron Health Centre. North courtyard.
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Architectural Expression, Landscape and Art

When the practice designed the Waldron in 2003, it was, barring a single room designed for Simon Henley's GP wife, their first health facility Prior to that, commissions had been for the workplace, the home, educational environments and adaptive reuse of existing building stock.

While the purpose of the building was to accommodate the National Health Service, the architects were bemused by how rarely health centres and hospitals are architectonic. Their objective was to change perceptions of a health building, to devise a way of deploying the many small clinical rooms without creating a labyrinth and to use materials that might bring humanity to what is a large public building but in such a way that it might also be considered urbane. They sought to create a civic building similar to a public library or town hall, but to retain the necessary intimacy for consultation.

Formally the building steps up from two storeys in the north-east to four in the south-west, at which point it reaches the height of the Victorian Board School on Stanley Street. Together these frame the allotment as a room in the city.

Waldron is clad in a timber-veneer rainscreen, which is cherry in colour and redolent of English eighteenth-century furniture or the body of a string instrument such as a violin or cello, bringing undeniable warmth to what is a substantial building. Bronze-anodised aluminium windows are variously proud of, flush with and recessed from the façade —their presence and absence being a key protagonist in the typological reading of the architecture — which means that when seen obliquely from the nearby trunk road, the Waldron appears to be no more than a great timber cabinet in the city.

The search for a balance between function and endurance is further developed externally in the dialectic between the homogenous timber elevations and the superimposition of archetypal elements —canopy colonnade and screen — and heterogeneous supergraphics. From certain angles the repetitive fenestration on the broadside east and west façades are evident, from others they are concealed by projecting fins that shield the windows from the sun and the sound of trains. The west elevation gives way to the square, which is framed on two sides by shops and in future on the north side by a five-storey residential building and café. The canopy, colonnade and screen invite proximity and provide a counterpoint in scale and material to the greater building mass. The east end of the arcade marks the entrance to the centre. Above, storey-high letters rest on the canopy, concrete colonnade and screen, spelling out the words WALDRON, HEALTH and CENTRE. Seen together, they constitute a useful sign, but, seen apart, as they often are, they play a part in the composition of each elevation and in the sculptural and material character of the whole.

The grain of the city affects the plan. In turn the plan makes sense of the existing urban situation. And the logic in plan extends to the section. Waldron is deceptive about function. Of course it is designed to work but its interiors have been moulded to achieve this plan form and a monumental setting. Waldron, both the building and the square, mark a place, the New Cross mainline railway station, at a time of great investment and optimism before 2008. As such, it is a physical manifestation of an enduring institution, the NHS.

Long Life, Loose Fit

Flexibility was a primary interest in making the Waldron sustainable. The building is sub-divided into a number of clinical suites. These suites are designed to be as generic and non-service specific as possible, allowing for future change to service models, with minimal alteration to the accommodation.

The building's concrete frame provides the basis for adaptability. Flat-slab construction and columns shaped to be incorporated within the external envelope and corridor partitions create the freedom to redeploy services and rearrange partitions. The building is planned on a 1.2 m module to which the column grid, room dimensions, cladding and fenestration all conform. This allows typical room sizes of 10, 15 and 20 m2 to be generated as necessary to meet the space standards for different room types. Room sizes are generally 10 per cent larger than NHS minimum standards, aiding functionality — both ergonomics and accessibility — and at the same time improving the potential for interchangeability of use in the short to medium term. In the longer term the building's modular planning grid makes the redesign of suites quite straightforward. The size of adjacent suites can also be renegotiated within a wing. (See Figure 3.12 in the Heart of Hounslow Health Centre case study showing the standard modular approach used for all buildings commissioned by Building Better Health, the client for both this and the Heart of Hounslow Centre for Health.)
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3.29 Waldron Health Centre. Detail of west elevation.



Low-Energy Comfort

The Waldron was one of the first NHS buildings to achieve a NEAT 'Excellent' performance rating (NHS Environmental Assessment Tool) and, although there are no renewable energy systems, the design minimises energy consumption. The designers sought to create a building that was palpably sustainable.

Spaces have exposed concrete soffits which attain the necessary thermal mass, in Conjunction with operable windows, to achieve predominantly naturally ventilated interiors. Windows, which are protected from excessive solar gain by external louvres and awnings, give individual occupiers control over their internal environment, which is a known factor in improved comfort.

Where the clinical activities require mechanical ventilation, the design again takes advantage of the thermal mass. The building is also well insulated. When designed, the specification exceeded the then current UK Building Regulations Part L elemental standards by 15 per cent.

Interiors are day lit by substantial windows which typically achieve a 3 per cent daylight factor and again add to occupant comfort. The artificial lighting was designed in accordance with NHS technical design guidance and is controlled by PIR systems.

Energy use is reduced through heat recovery, high-efficiency condensing boilers (with low NOx emissions) and responsive and efficient artificial lighting. Other environmental strategies and systems include sub-metering by plant and department and the use of A-rated major construction materials. Water-efficient fittings were installed throughout where not precluded by NHS guidance.

A living brown roof provides a habitat for insects and bird life, and in particular the local black redstart. Demolition material from the previous building was set aside and recycled on the roof.

Built on an inner-city brownfield site, within walking distance of a thriving local high street, and next to a suburban railway station and a multitude of bus routes, the Waldron is well integrated into London's local and wider urban infrastructure.
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Kentish Town Health Centre, London
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Introduction

Kentish Town Health Centre is a new health building in central London, housing a large GP practice (James Wigg Practice, NHS Camden (Camden PCT)) and a wide range of health facilities. The project was a labour of love for Dr Roy Macgregor, whose vision was to create a wonderful building where not only medicine but health, design and art came together for the community, and the whole team worked collaboratively to create a building that expresses this new, holistic approach to healthcare.

Process/Programme


3.31 Kentish Town Health Centre. Site plan.

[image: 3.31 Kentish Town Health Centre. Site plan.]


As project champion, Dr Macgregor initiated an RIBA competition for a building that was won by Allford Hall Monaghan Morris (AHMM). One of the main challenges of the building was to design the very complex inter-relationships of uses and to create a very flexible internal space where staff and users felt connected and part of a whole. The partnership of a local design champion and AHMM, working with LIFT, Camden PCT, Camden and Islington Services and the contractors Morgan Ashurst PLC, delivered a building where design delivers the integration of services as never before.

Kentish Town Health Centre houses a large GP practice, a dentist, paediatric services, children's services, breast screening and diagnostic imaging, plus supporting office space, staff facilities, a library and meeting rooms. The fully accessible ground and first floors accommodate all public and clinical space, while the second floor is a private space for use by staff with teaching rooms. Some areas and rooms on the ground floor are accessible out of clinic hours for a range of community uses so have their own, discrete entrances and security.

Close and collaborative partnership working and consistency were essential to the delivery of this outstanding LIFT project. Also, early involvement and consultation with community organisations and the local authority as well as health stakeholders, facilitated the inclusion of a broad extended primary care team and a community agenda. The building successfully operates as a multi-functional place that supports the community on different levels. The centre has seen an increase in the take-up of all its services and a growing number of community events.

Location and Context

Kentish Town Health Centre creates a bold civic presence that responds to its environment. It is located just off the busy Kentish Town High Street, within a network of residential streets. This once genteel area, carved up by railway lines from the 1860s, became impoverished with multiple families inhabiting the Georgian villas and terraced houses of the area.

In 1887, a pioneering doctor, James Wigg, created a medical centre providing free healthcare for local residents and this ethos continued into the 1960s when a new building was proposed — one that would integrate two large local practices and a range of services. Opened in 1974, the building proved unsatisfactory in numerous ways and was eventually rendered structurally unsound by the effect of tree roots. The new building is located on the site of the previous healthcare centre.

Referencing the brick and stucco, and forms of the surrounding housing, the ground floor is a brick plinth, with the rendered forms of the upper floors floating above. The use of cantilevered rooms at first and second floor provide extra indoor and external space while allowing the retention of many existing trees, which was of great importance to the local community.

Building Organisation/Circulation

The complex inter-relationships of the programme and multiple services were rigorously adjusted throughout the design process and AHMM used the analogy of the game Jenga to explain this approach. The volumes of each function were rearranged until the desired relationships were achieved and the remaining voids were utilised to provide views, outdoor spaces and access to light and air.

Internally, the building has been designed around the concept of a street that is entered from the north and south ends of the site. This generous 5 m-wide public/private space leads visitors to the reception at the heart of the building from where all services are accessed. In the reception area, the reception desk is flanked by a pair of glazed stair cores that provide access to rooms on the upper levels. The street is also intersected by bridges and terraces, and internal windows give views across the space, connecting uses.


[image: 3.32 Kentish Town Health Centre. Southern entrance approach and building in street context.]
3.32 Kentish Town Health Centre. Southern entrance approach and building in street context.



Smaller internal voids have been used to provide light to lower floors and small hatches have been included so that staff can call to each other without using the phone or stairs.


3.33 Kentish Town Health Centre. Ground floor plan.
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3.34 Kentish Town Health Centre. Internal street and reception desk. Note patient self-check-in on opposite wall.
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3.35 Kentish Town Health Centre. First floor plan.
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3.36 Kentish Town Health Centre. Second floor plan.
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Flexibility


3.37 Kentish Town Health Centre. Second Floor staff room leading to staff terrace with table tennis table.
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One of the greatest challenges for the architects was to provide flexibility within the interior layouts that could allow for daily changes in use, as well as more long-term shifts in healthcare reguirements. Hot deslang and bookable conference rooms provide a flexible working environment that allows for a generous staffroom and terrace. At special tea points and break-out areas, different staff groups can meet to discuss and liaise about clients to avoid duplication and unnecessary appointments. The staff library provides a ten-terminal training environment, where the first 3D virtual learning environment in primary care is being developed.

Within all rooms, a hanging-rail system allows everyone to customise their space from a wide selection of fixtures. Interchangeable IPS panels allow the switch from clinical to counselling use with green, black and white selected to provide a calming, neutral environment. Similarly, three modes of lighting can be selected by the GP or counsellor to best suit the needs of the patient. Within communal areas a cost-effective lighting strategy has been designed to reinforce the linearity and volumetric nature of the spaces.

The materials and fit-out elements of the building have been selected to be both robust and highly flexible. Within the main internal street, terrazzo flooring provides a high-quality finish, with non-slip rubber flooring used for clinical and circulation spaces. In the gym, a timber sprung floor has been installed to allow for many community uses including aerobics and dancing. The windows are aluminium thermally-broken Sapa 65 sections with tilt-and-turn casements. A coloured fixed mesh on the outside allows windows to be open securely and left open to allow for night-time cooling.

Wayfinding, Graphics and Art

For the public areas, Studio Myerscough created a series of huge, brightly coloured, hand-painted icons loosely themed on health and wellbeing. The double and triple height street space is enlivened by bridges and views, and the colourful graphics create a stimulating internal streetscape whilst providing ease of use for the diverse needs of the many users. Staff have reported that 'patients appear to be more relaxed in the waiting room. Our level of aggression at the front desk is remarkably reduced following moving to these premises'.

For wayfinding at ground and first floor, all rooms are identified with huge numbers painted across doors, frames and walls. As the rooms are used by various professionals, a magnetic signage system was created so that users can quicldy and neatly locate their name plaque to identify the room they are using.

In the stair cores, each level is announced with huge, simple graphics and giant arrows directing visitors to suites of rooms.

As well as the bespoke graphics package for the building, Studio Myerscough, working alongside Wood & Wood Signs, developed a large lightbox art piece for the main entrance. Assembled on site, the artwork of health-related icons was sealed within toughened glass. Another key initiative was the changing display of art throughout the building that received Arts Council funding.


[image: 3.38 Kentish Town Health Centre. Open natural ventilation panel with expanded metal mesh for security.]
3.38 Kentish Town Health Centre. Open natural ventilation panel with expanded metal mesh for security.



Sustainability


3.39 Kentish Town Health Centre. Elevation of internal street with atrium graphics.
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Making the building as sustainable as possible was important to the client and this agenda was rigorously incorporated. Key features include the use of recycled materials and low-energy options, electric vehicle charging points and a green travel plan with folding bicycles supplied for doctors to use on local home visits. The innovation extends to protecting the tree canopy through extensive use of cantilevers to allow the retention of as many mature trees on site as possible.


3.40 Kentish Town Health Centre. Sustainability diagram.
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The ventilation for the centre is a combination of mechanical and natural, which delivers a saving of £1.2 million on air-conditioning costs. Natural ventilation is delivered through openings in the building perimeter and roof lights. Bespoke manually operable panel/window openings provide security and protection from rainfall while allowing night-time purging of internal space temperatures. The roof lights over the internal street provide natural lighting, and ventilation openings automatically adjust to allow natural stack and cross-flow ventilation.

Also, vertical roof lights provide natural lighting and ventilation to internal areas of the top floor. For rooms without external openings sufficient to provide the required natural ventilation, mechanical ventilation is provided from a central air-handling unit located on the roof. In winter, the mechanical ventilation provides fresh air requirements, while in summer it provides a constant increased air flow for daytime and nighttime purge ventilation. Digital controls monitor and control heating and ventilation systems.

Structure

The existing building had received substantial damage from the underlying clay soil and the proximity of numerous mature trees on the site. Once demolished, these considerations were the key design challenges for the building. The new health centre was designed with three storeys and a flat roof. To provide increased floor plates at first and second storeys, substantial cantilevers were used — the greatest being 4 m in length. At the extreme corners, the building cantilevers in both directions.

Due to the arrangement of the internal walls, it was not possible to introduce perimeter columns. Instead, internal, strategically located cantilever-reinforced concrete walls were used to act as deep beams to support a series of upstand beams at first floor level around the building perimeter.

The ground floor and first floor structures, including the second floor, were constructed in reinforced concrete. A steel frame was adopted above the second floor to support the roof, to reduce loads on the large cantilevers and to allow for large openings. To allow for greater flexibility at the second floor, the slab acted as a transfer structure. Simple flat slabs were designed to span between the columns and walls facilitating services distribution.

Longitudinal and lateral stability has been provided by the use of shear walls, the primary locations of these stabilising elements being lift and stair cores. The floor plates act as horizontal diaphragms to


[image: Ground floor reinforced concrete structure.]
Ground floor reinforced concrete structure.




[image: First floor showing reinforced concrete structure.]
First floor showing reinforced concrete structure.




[image: Second floor reinforced concrete stucture and steel roof structure.]
Second floor reinforced concrete stucture and steel roof structure.




[image: 3.41 Kentish town Health centre. Structural strategy. piling is started on site.]
3.41 Kentish town Health centre. Structural strategy. piling is started on site.




[image: Ground floor slab is cast with heave protection below.]
Ground floor slab is cast with heave protection below.




[image: The perimeter upstand beam allows the first floor slab to cantilever over the ground floor.]
The perimeter upstand beam allows the first floor slab to cantilever over the ground floor.




[image: The second floor slab is cast. The floor plates act to tie the cantilever walls back to the stability cores.]
The second floor slab is cast. The floor plates act to tie the cantilever walls back to the stability cores.




[image: The roof is constructed in steel to reduce the loads on the large cantilevers.]
The roof is constructed in steel to reduce the loads on the large cantilevers.




[image: The structural frame nears completion.]
The structural frame nears completion.




[image: 3.42 Kentish Town Health Centre. Terrace outside main ground floor waiting room.]
3.42 Kentish Town Health Centre. Terrace outside main ground floor waiting room.



transfer horizontal wind loads from the elevations back to the stability cores and also tie the cantilever walls to prevent them from overturning. In addition to wind loads, the cores are designed to sustain the out-of-balance loads generated within floor slabs due to the differing lengths of cantilevers around the building.

Landscape

With the landscaping, as many existing trees as possible were retained including London planes, ash, lime and a damson. The new landscape elements were designed to relate to the residential scale of gardens and pockets of green in surrounding streets. A series of small gardens and terraces are carved into the built form. These offer space to hold a discreet conversation, make a phone call or have a breath of fresh air and are open to both staff and patients.

At the rear of the site, accessed from the waiting room, a large communal garden has been created where people can sit while waiting for appointments or results. Also a large, enclosed, roof terrace has been provided for the staff to use for meetings or lunches, and also for social Occasions.

Architectural Expression

Kentish Town Health Centre works at both civic and community level. The building is bold and contemporary but relates sympathetically to its context. In both scale and rhythm, the building


3.43 Kentish Town Health Centre. Space, light, colour and views in the main atrium space.
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responds to the surrounding villas and Georgian terraces. Over the ground floor of dark brick floats the white rendered volume that echoes the brick and stucco of the domestic architecture.

'With our new building we were trying to achieve an integrated and uplifting place where not just medicine but health and art could come together for the community — the building delivers exactly that. In the main waiting room and wherever you are in the building everything is connected. The wonderful play of light and views to different spaces makes everyone aware of what is going on and where it is located. The whole team have worked tirelessly to provide the outcomes we sought in the original brief — it is a joy to now inhabit these delightful spaces.'

Dr Roy Macgregor
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South Liverpool NHS Treatment Centre
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3.44 South Liverpool NHS Treatment Centre. Animated street frontage along Woolton Road. The large bay window provides views out from a first floor waiting area.



Location and Context

South Liverpool NHS Treatment Centre is the first of three planned Level 2 Primary Care Treatment Centres across Liverpool in response to the PCT's 'outside of hospital strategy' which aims to improve availability of secondary care services at local level. The new facilities offer services currently provided inside hospitals in settings closer to people's homes while exploring co-locations andjoming-up of services with key partners such as the City Council, community and hospital providers. The building is sized for a population base of 100,000-150,000.

The centre occupies the site of the former Sir Alfred Jones Hospital, which it replaces, and adjacent allotments in the centre of Garston Urban Village, a predominantly residential local centre with various retail and community facilities. Located on a bend and elevated due to its position on a sandstone rock, the site dominates the local context and positively contributes to creating anew landmark public building in a low-density and low-rise urban setting. Links to public transport are excellent with both Liverpool South Parkway Station and a large bus terminus on Speke Road being within walking distance from the site and meeting the PCT's target of providing patient access to Level 2 services within a 30 minute public transport journey.

Programme

The centre contains two GP practices, a dental surgery and a walk-in centre as well as facilities for a wide range of extended primary and secondary care services including radiology, sexual health clinics, podiatry, audiology, ophthalmology, IV therapy, phlebotomy, physiotherapy and outpatient services. At street level the building has a pharmacy and the 'Can Cook' café run by a community enterprise, which promotes home cooking and healthy eating and offers cookery classes to locals.


[image: 3.45 South Liverpool NHS Treatment Centre. Main entrance at lower ground floor level with forecourt, café and pharmacy on the junction of Church Street and Woolton Road.]
3.45 South Liverpool NHS Treatment Centre. Main entrance at lower ground floor level with forecourt, café and pharmacy on the junction of Church Street and Woolton Road.



Supporting office spaces and staff facilities including a shared common room and kitchen with roof terrace are provided at second floor level. Use of meeting rooms, training facilities and waiting areas extends beyond clinical services and enables the centre to act as a platform for patients to gain access to a wide variety of other community services such as Job Centre Plus, NSPCC, Healthy Homes, Fuel Poverty Domestic Violence Project, Liverpool City Council, etc.

Site Layout

The site layout is driven by the geological constraints of the plot and the desire to enhance accessibility and connections to the public realm. Dramatic rises from street level to the elevated plateau, up to 5 m in some areas, used to act as a barrier, impeding access to the former hospital and generating tortuous links to the public realm. Hard surfaces and steep gradients of the embankment along the site boundaries to Church Road and Woolton Road, combined with the main entrances being oriented away from the street, generated a hostile and unwelcoming character for the previous premises.


[image: 3.46 South Liverpool NHS Treatment Centre. Site plan.]
3.46 South Liverpool NHS Treatment Centre. Site plan.



The majority of the accommodation of South Liverpool NHS Treatment Centre is still sited on top of the embankment, using the existing topography to strengthen and contribute to the envisaged landmark character of the new development. The building shape responds to the urban context by providing a clearly defined street frontage. A linear 'wing is sited along Church Street and set back to soften the impact of the change in levels by reducing the gradient of the embankment (see Figure 3.46). Along Woolton Road a 'zig-zag'-shaped element offers an animated street frontage while providing a distinct focal point to mark the main entrance on approach from Church Road and leading visually to the entrance from the car park at the rear of the development (see Figure 3.47). A cut into the rock provides a generous public space leading up to the main entrance and active frontage at pavement level for the pharmacy and community cafe (see Figure 3.45).


[image: 3.47 South Liverpool NHS Treatment Centre. Car park entrance.]
3.47 South Liverpool NHS Treatment Centre. Car park entrance.



Cycle storage facilities for the public are located adjacent to the main entrance at street level with a further five Sheffield stands next to the car park entrance. Staff cycle storage is provided via an internal store accessed at street level from the newly created public space and situated next to staff stair core leading straight up to the second floor, where staff shower and changing facilities are provided.

Car parking, drop-off facilities, with an elevated section to cater for the needs of visitors in wheelchairs, and vehicular access are provided at the back of the development (see Figure 3.47). The car park can be closed off via a gate to control access to the rear of the development during late openings and out-of-hours. Provision of a technical block to the southern boundary of the site allows the separation of staff maintenance and delivery access from the main entrances for the public.

Building Organisation

The design concept is based on the principle of individual clinical clusters arranged around a central hub housing the initial point of patient contact and acting as a visual reference point for all departments in the building (see Figures 3.48 and 3.49). This allows all clinical services to operate independently off the central hub, offering short journeys to clinics and delivering the easily legible, patient-friendly environment that was a key requirement of the brief.

The development is organised around a central atrium and courtyard defined by two linear wings and a 'zig-zag'-shaped block along the street (see Figure 3.48). Specialist departments with more specific layouts are accommodated in the more bespoke 'zig-zag'-shaped block, with the linear blocks being based on more generic cellular layouts and offering a higher level of flexibility. Consulting


3.48 South Liverpool NHS Treatment Centre. Upper ground floor plan. The main public street entrance is located at lower ground floor level (see Figure 3.50), while the car park entrance is at this level.
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[image: 3.49 South Liverpool NHS Treatment Centre. View of main waiting area from car park entrance. The central meet and greet desk can be seen on the right and the external courtyard on the left. Tropical planting reinforces links between external and internal spaces.]
3.49 South Liverpool NHS Treatment Centre. View of main waiting area from car park entrance. The central meet and greet desk can be seen on the right and the external courtyard on the left. Tropical planting reinforces links between external and internal spaces.



and treatment rooms are arranged along the external perimeter of the building to maximise the potential for natural ventilation and daylighting. Supporting clinical accommodation forms a central internal core in outpatient and specialist areas to allow easy access from all consulting and treatment rooms.

The atrium accommodates the main patient waiting area which opens onto an external courtyard housing the Sir Alfred Jones Memorial Garden inspired by the birth of tropical medicine in Liverpool (see Figure 3.58). The re-instated portico of the former hospital provides the focal point of the courtyard and responds to the local community's desire to commemorate the much-loved old premises. Planting reinforces the link between external and internal spaces and is themed on its importance in the development of medicines and as part of a healthy diet. At street level a community enterprise cafe promotes healthy food and cooking. External landscaping of shrubs and wildflower lawns softens the impact of the elevated building.


3.50 South Liverpool NHS Treatment Centre. Lower ground floor plan. The main street level entrance is located at this level giving access to the main upper ground floor plan located, due to the site topography, at a higher level.
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3.51 South Liverpool NHS Treatment Centre. First floor plan. The majority of clinical accommodation is located on the upper ground floor and on this floor, clustered around the two-storey public atrium.
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3.52 South Liverpool NHS Treatment Centre. Second floor plan — staff accommodation.
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Circulation and Wayfinding

A building of this size, particularly one open to the public, requires a high degree of legibility in its design. Care was taken to provide opportunities for people to reorientate themselves and navigate their way through the building as easily as possible and with a minimum need for signposting. Designing spaces of distinctive character along the primary circulation routes allows people to anticipate where they are going and to recognise where they have been by drawing on the means of space and light to provide identity and reorientation. Clear signage and colour-coding are used sparingly to supplement this concept.

With the majority of the clinical accommodation located at upper ground and first floor level, the focus of the design was to generate a legible visual and physical link between street level and the atrium hub space at upper ground floor level which forms the internal focal point of the development. A landscaped feature staircase in the main entrance inspired by the geology of the site mitigates the change in site levels, offering an inviting approach from street level and drawing patients to upper floors where all the clinical accommodation is provided. The lift core is located adjacent to the feature stair (see Figures 3.50 and 3.53).


3.53 South Liverpool NHS Treatment Centre. Main entrance stair leading to upper ground floor. Lifts are located on the left-hand side of the photograph (see Figure 3.50).
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A timber screen in front of the main stair to first floor clinical services provides the internal focal point of the atrium. Situated in front of the screen is the 'meet and greet' facility easily identifiable for visitors entering the building from the car park or the street (see Figures 3.48 and 3.49). Sub-waiting areas at first floor level are fitted with windows offering views out onto the atrium and visual references to the central hub space. Arranging all clinical accommodation as clusters around the hub enabled the creation of calm and more intimate waiting zones away from main circulation routes.


3.54 South Liverpool NHS Treatment Centre. Timber screen behind 'meet and greet' desk, which is just out of the picture on the left.
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Escape staircases are located on the outer perimeter of the building and allow staff to move through the building bypassing the public core of the centre.

Departmental Adjacencies

During a four-week user group consultation the initial proposals were reviewed and finalised with service leads and members of staff, resulting in high-volume services being located at upper ground floor level with specialists on the first floor to ensure a smooth delivery of services.

The upper ground floor houses meeting and health education facilities, diagnostics services, a walk-in centre, an outreach site of Alder Hey Children's Hospital, two GP practices, an IV therapy suite, a phlebotomy suite and outpatient services.

A physiotherapy suite with gym, podiatry a sexual health suite, dental practices, audiology, ophthalmology and further outpatient services are located at first floor level.

All clinical suites are directly accessible from the central hub space and have individual receptions and sub-waiting areas to allow them to operate independently from each other.

Administration offices and record storage for all clinical services are accommodated at second floor level together with staff welfare facilities including a shared common room, showers, changing facilities and a roof terrace.


3.55 South Liverpool NHS Treatment Centre. Second floor staff common room.
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Long Life, Loose Fit

The layout of the building has been designed to maximise the potential flexibility of the new premises, allowing internal reconfiguration over time and being able to respond to changing patterns of healthcare delivery.

Standardised room sizes and layouts arranged around supporting accommodation were used throughout the development. These are based on typical room layouts which have been developed to enable flexibility to allow for future changes in service provision with minimum alterations to the building fabric. All schemes constructed as part of the framework are constantly monitored and any feedback received will be implemented in an evolving design guide outlining space standards, layouts and specifications of a typical health development by Liverpool and Sefton Health Partnership which this scheme is based on.

Being constructed as a steel frame with internal nonstructural partitions, the building also offers the scope to entirely strip out larger parts of the development should the need for major internal alterations arise at some future point.

Low-Energy Comfort

Simulations of the environmental impact were used from the initial massing proposals onwards to optimise the orientation and shape of the building throughout the design process. Renewable energy technologies supply 44 per cent of the building's energy demand via solar thermal collectors and ground-source heat pumps which supply both heating and cooling. Thereby the anticipated buildings carbon emissions calculated in accordance with Building Regulations Part L (2006) are reduced by 23 per cent, contributing to the building design achieving BREEAM for Healthcare 'Excellent'.

Architectural Expression

South Liverpool NHS Treatment Centre is a large-scale development arranged as a composition of individual, volumetric components. These have been shaped in a sculptural manner to respond to the urban context and existing street edges while integrating into the unique local topography. Despite the majority of the building consisting of two-storey development, the overall scale of the building


3.56 South Liverpool NHS Treatment Centre. Environmental strategy diagrams: (top) renewable technology strategy; (bottom) heating and cooling strategy.
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highlights its civic character and role as a public building at the heart of the community. The result is a distinctive landmark, easily identifiable within the district and appropriate for the envisaged patient volume.

Each individual, volumetric component of the building is treated in a well-defined but cohesive manner, utilising the variety and scale of differing materials and textures to counteract the potentially monotonous character a large-volume building could generate. The reflective and uneven surface of the stainless steel shingles softens and dematerialises the volume of the 'zig-zag'-shaped wing and beautifully responds to the ever-changing light settings of the surrounding environment (see Figures 3.44, 3.45 and 3.47). A similar effect is achieved by the polycarbonate rain screen cladding to the inner courtyard (see Figure 3.58). Blue engineering brick makes reference to the industrial past of Garston's docks and railway links. Varying window sizes, bay windows and patterned facing brickwork introduce a more human scale.

Large efforts have been made to deliver a high-quality interior design for the public spaces in the development. A sculpted dramatic staircase leading up to the upper ground floor, double-height spaces, wood panelling, planting, a landscaped accessible courtyard and careful choice of furniture offer the richness and quality of materials you would normally expect of a luxury hotel and were essential to create a warm and welcoming environment for patients and staff to enjoy. Inner rooms were reduced to a minimum to flood the premises with daylight and maximise views out throughout the building.

Landscape and Art


3.57 South Liverpool NHS Treatment Centre. View of staircase from main entrance at lower ground floor level taken from the meet and greet desk at the upper ground floor level.
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The landscape design plays a key role in improving connections between the new premises and the public realm. By cutting back the existing rock, a focal point and public space is created at the junction of Church Road and Woolton Road, providing an active street frontage at street level. Soft landscaped embankments rising at a low gradient from the back of pavement towards the street frontage of the building help to soften the boundaries to the public realm. Borders of shrubs of various heights at the back of pavement disguise the extent of the change in level and provide a green shield along the site boundary. A wildflower lawn covers the upper parts of embankment next to the building. A line of trees along Church Road focuses views to the main entrance when approached from Speke Road.

The inner courtyard forms the focal point of the main double-height waiting area. It is accessible to the general public and has a mixture of hard and soft landscaping with screens in front of clinical accommodation to provide privacy. Elements of the landscaping reappear as part of the main waiting area and reinforce the link between external and internal spaces (see Figure 3.49).

Engagement of the local community and an artist in the design development led to the creation of the Sir Alfred Jones Memorial Garden in the heart of the development to commemorate the much-loved old hospital and Liverpool's role in the history of research into tropical diseases. The relocated entrance portico of the previous premises forms the centrepiece of the gardens, which are themed around the role of plants in medicine and food and are the new home for some of the tropical planting from Liverpool's Botanical Collection.

The 'Tropical Gardens' are also the main feature of the environmental artwork and contain an interactive sound installation of tropical insects, amphibians and birds, a sunken sculpture of a mosquito's proboscis and a display entitled 'Endangered Species' focusing on skills of local craftsmen that are in danger of being lost forever. Video screens in the main waiting area show a series of four digital stories looking at the hidden history of Garston. The films are a collaboration of local interest groups with the Foundation for Art and Creative Technology (FACT) Community Media Programme and aim to trace connections between Liverpool's port history, local allotments, markets and the legacy of Sir Alfred Jones.


3.58 South Liverpool NHS Treatment Centre. View of Sir Alfred Jones Memorial Garden from main waiting area.
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Chapter 4
Case Study Wales

Heath Policy in Wales

Health services in Wales were initially established in 1948 as part ofthe joint NHS for England and Wales and were therefore originally organised under the same tripartite structure as England. In 1969 the Secretary of State for Wales in Westminster assumed responsibility for NHS Wales and subsequent Secretaries took the service through most of the same 'reforms' that were being implemented in England during the second half of the twentieth century such as the creation of the 'purchaser— provider split', 'GP fundholding' and the formation of 'NHS Trusts' (see corresponding introduction to Chapter 3).

In the lead-up to devolution in 1999, and in the period since, NHS Wales went through a series of reorganisations in which it began to take on a more distinct character of its own; this process culminated in 2009 with the restructuring of health services under the new National Assembly for Wales Health and Social Care Department. This stage of restructuring put a strong emphasis on the establishment of greater local autonomy and the integration of NHS and local authority services. The Health Authorities were replaced by 22 Local Health Boards, the boundaries of which were coterminous with those of local authorities. The National Assembly for Wales was also keen to step back from many aspects of the business-oriented approach to healthcare organisation developed under Thatcher, Major, Blair and Brown. Thus, payment by results and Foundation Trusts were not adopted and the purchaser—provider split was dropped.

At an operational level the commissioning, planning and review of joint working rested with the 22 Local Health Boards, which brought together GPs, nurses and other primary care professionals with local government and other representatives of local communities. They were responsible for identifying local need, determining local priorities and deciding what services should be provided for the populations they served. They were also responsible for the development of local health action plans to implement local priorities.

In 2003-4 the Local Health Boards were required to develop a Primary Care Estates Strategy in consultation with all relevant local stakeholders. To assist them in this process, Welsh Health Estates had commissioned a survey of all primary care premises across the country to enable the Local Health Boards to identify the current condition and performance of their estate. The Primary Care Estate Strategies were to demonstrate how each Local Health Board planned to develop its estate over the following decade, to ensure that it met the vision of Improving Health in Wales: A Plan for the NHS and its Partners.1

There seems not to have been a strong commitment on the part of the Health and Social Care Department to promoting the comprehensive health centre as a key resource at this time, but it was offered as one of several possible options. In looking at their primary care estate, Local Health Boards were invited to consider, as well as the usual 'do nothing' and 'do minimum' options, three possibilities:

	'Centralise — rationalise the existing portfolio of properties into a smaller number of large purpose built premises in strategic locations;
 	Decentralise — continue to operate out of existing properties where it is technically feasible and economically viable to do so and increase the number of GP and other premises particularly in areas where there is a current lack of provision;
 	Hub and Spoke — rationalise the number of GP and other premises into several primary care resource centres where a number of services can reasonably be co-located and retain/replace a suitable number of existing premises in other areas'.2


The case study example of a 'primary care resource centre' chosen for this chapter was commissioned by Neath Port Talbot Local Health Board, one of the first to develop its Integrated Primary Care Estate Strategy The development of a vision that recognised the need to replace and enhance many of the existing primary care facilities within its area was a significant step. The new model of service focused less on traditional hospital-based services and more on receiving the right services at the right time in the right place, and this philosophy formed the basis for the brief for Port Talbot Primary Care Resource Centre.

The development of the brief for the new centre was the result of inter-agency planning and collaboration with partners in the health, social and voluntary sectors. It produced a new interpretation of the comprehensive health centre concept, offering the coordinated delivery of health and social care services. The building was procured via a third-party developer, Haven Health, which was the preferred option of both the GPs and the Local Health Board as the main tenants. It was felt that the third-party development route had the benefit of the private sector absorbing any up-front risks while providing specialist development expertise to support both the GPs and the Local Health Board.

Neath Port Talbot Local Health Board became part of Abertawe Bro Morgannwg (ABM) University Health Board following a further major reorganisation of the health service in Wales in 2011. NHS Wales now delivers services through seven Local Health Boards (which are in essence district rather than local), each of which is responsible for planning, securing and delivering healthcare services in a geographic area. Local authorities retain responsibility for social care and are reguired to work with Local Health Boards to improve coordination and joint working across a whole range of health and local government services. There are also three NHS Trusts with an all-Wales focus offering specialist services, and Public Health Wales, a single public health organisation for the whole country.

These changes reflect a recognition that the planning and integration of services needs to be addressed at a district as well as at a local level and that Wales has now moved towards a more unified regional organisation for healthcare much like those of Northern Ireland and Scotland and away from the direction being pursued in England. Explaining the changes, the Welsh Assembly Government said: 'We need to provide care closer to people's homes and more self-care programmes to help people live more independent lives, provide more joined up services between health and social care, and increasingly focus on public health, creating a wellness service, rather than a sickness service. It means a shift in the balance of care, looking at the whole systems rather just hospitals'.3

In 2011 Welsh Health Estates became part of NHS Wales Shared Service Partnership and is now called Facilities Services. The Primary Care section of Facilities Services takes a lead role on all aspects of strategic development of the primary care estate. It provides advice and support for Local Health Boards on the development and implementation of integrated estates strategies and project development advice in respect of primary care schemes. It will be interesting to see, in the future, whether this partnership between the central advisory organisation and the Local Health Boards will lead to the further development of the comprehensive health centre as a model for the delivery of community health and social care services in Wales.

Port Talbot Primary Care Resource Centre


[image: 4.1 Port Talbot Primary Care Resource Centre. View on arrival.]
4.1 Port Talbot Primary Care Resource Centre. View on arrival.



Brief

The brief from ABM University Health Board was to deliver a 'world class', 'landmark' facility to foster multi-agency working between primary community voluntary and social services. The building was needed to accommodate four separate GP practices from Port Talbot that were working from property that was non-compliant with best practice and did not allow the flexibility required to serve the rapidly increasing population. To be provided alongside the GP practices would be dental facilities and community and therapy services along with early response services, elderly mental health services and local authority social and housing services. This unified approach would enable a comprehensive level of support to be offered to the community of Port Talbot and foster closer working relationships between healthcare professionals for the benefit of the patient population. Voluntary-sector agencies including Citizens Advice Bureau and Age Concern were to provide advice services from the centre along with a healthy eating' café as a 'not-for-profit' social enterprise. The development was to facilitate the transfer of services from secondary to primary care, whilst creating opportunities for diagnostic and specialist services.

Location and Context

Port Talbot Primary Care Resource Centre is located to the north west of Port Talbot town centre, serving largely residential areas to the south west and north of the site, and several sites were considered before the chosen site in Moor Road was identified. The site offered the opportunity to build a large two- to three-storey facility without compromising on footprint or car-parking provision. With good transport links via bus services, ample car parking and within walking distance for more able patients, the site lies in a central location within the catchment area for the four surgeries. The building sits between a large established residential community to the west and south west and warehouse retail including a supermarket provision to the south and east. Further to the south east of the site sits Neath Port Talbot Hospital.


[image: 4.2 Port Talbot Primary Care Resource Centre. Site plan.]
4.2 Port Talbot Primary Care Resource Centre. Site plan.



Programme

The project commenced in August 2005 with the initial concept designs being reviewed by the Design Commission for Wales in February 2006 and again in June 2006 with a full planning application submitted in July 2006. Planning approval was gained in December 2006 with the scheme going out to tender in September 2007. In January 2008 the contractor started on site under a design-and-build contract with architectural and engineering services novated across. The scheme reached 'practical completion' in August 2009.

Site Layout

The site developed is a brownfield site adjacent to a well-established residential area in Port Talbot and is bounded to the north east by Moor Road and to the south by Afan Way Primary access to the site runs adjacent to the existing supermarket provision and this helped to establish the natural focus for the visitor entrance to the Resource Centre. The form of the building was a response to site orientation and a desire to maximise levels of passive lighting to the internal spaces while also addressing the primary circulation axis.

The entrance responds to the site access and the commercial uses (café and pharmacy) are also concentrated here to further strengthen the impact of this visual marker by providing a welcoming active environment at the centre. This clarity in approach and direction is key to the success of the centre, reducing the stress that can often accompany visits to surgeries.


4.3 Port Talbot Primary Care Resource Centre. View of main entrance.
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The mass of the building lies on the east—west axis of the site curving away in plan with the narrowest elevation adjacent to the western boundary; this assists in reducing the perceived volume of the form and reduces the impact of such a large development on the existing residential population.

On the site the building itself is located such that it provides a physical screen between the public face and the private/staff areas to the north. Staff vehicles enter the site off Moor Road, separate to the public car park access, and this car park can be secured during the day with gated keycard access and during the evenings for the safety of staff outside of the Resource Centre's operating hours. The entire site is bounded with security fencing and the public access points are secured out of hours to prevent unauthorised access to the site and building.

The ethos of the Port Talbot Resource Centre is one of inclusivity and accessibility for all. The building has been designed to permit barrier-free access for ambulant disabled, able-bodied and wheelchair users, with access to the building achieved without the need for steps or ramps. Parking facilities adjacent to the building allow ease of access for all visitors.


4.4 Port Talbot Primary Care Resource Centre. View of the internal street from first floor.
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Building Organisation

The building is organised around a central street with two wings of accommodation to either side. The northern wing slides past the southern wing, defining the main entrance and externally guiding patients to the entrance doors. The mass of the building separates the car parking between public and staff, allowing privacy and security to the building's occupants. Doctors' surgeries, physiotherapists, health professionals, dental, podiatry and midwifery services all use the building along with the café and pharmacy Although the services are provided under the umbrella of a single facility, each end user has a defined presence that is easily legible for visiting patients. The accommodation has been designed with the more private consulting and treatment spaces to the external façade while the central street provides the busy active focus housing the Café and waiting areas for the patients. Public-facing activities are located on the ground and first floors while the second floor provides offices and staff facilities away from public scrutiny.

Each end user group has a waiting area off the atrium space and the offices/treatment spaces within end user groups are arrayed off a central spine corridor which enables each area to function securely and independently from its neighbour should the need arise. Where possible, rooms in continuous occupation are located to the external elevation where they benefit from natural light and ventilation. Where this has not been possible, fenestration onto the central atrium has been added to allow natural lighting into these internal spaces from this brightly naturally lit internal space.

Circulation and Wayfinding

The transparency of the circulation for visitors to the Port Talbot Primary Care Resource Centre is extremely important and the centralisation of previously disparate services is fundamental to the distinct character of the Resource Centre. The doctors and dentists have upgraded their facilities from small independent surgeries and it was of paramount importance that the visiting patients were made to feel comfortable and welcome. The central street provides the busy nexus, whereas the café adjacent to the main entrance provides warmth, activity and welcome immediately upon arrival. The effect of buildings upon their visitors can have a distinct impact upon wellbeing, and simplicity of organisation and ease of access contribute to visitors' comfort and calm when utilising the centre.


[image: 4.5 Port Talbot Primary Care Resource Centre. View of café from second floor balcony level.]
4.5 Port Talbot Primary Care Resource Centre. View of café from second floor balcony level.



The main entrance is located at the western end of the street and upon arrival the 'visitor information' desk provides guidance on direction and location for all the facilities. The bright naturally top-lit central street is warm, inviting and clearly zoned, and the distinctive colour of the vertical circulation core provides a strong directional marker for patients internally and externally as well.

Each waiting area and reception is visible and accessed directly from the street and at both the ground and first floor two doctors' surgeries share a reception zone. On the first floor a bridge links the two separate building wings and sets down patients directly at the reception zone for both surgeries. At the detail level, the additional needs of disabled visitors have been catered for through the use of appropriate colour contrasts, aids to communication, signage and changing and sanitary facilities for both public and staff. Waiting area seating was chosen to provide maximum flexibility of layout to suit individual surgery requirements while retaining a cohesive approach.

Fire escape cores to the end of each wing provide for internal circulation for staff, enabling them to move freely through all levels of the building without the need to utilise the main public areas, These cores also provide independent entrances for staff who do not wish to access the building via the dedicated staff street access from Moor Road.


[image: 4.6 Port Talbot Primary Care Resource Centre. Internal street from the main entrance. The main reception desk can be seen on the left with GP reception and waiting beyond the staircase.]
4.6 Port Talbot Primary Care Resource Centre. Internal street from the main entrance. The main reception desk can be seen on the left with GP reception and waiting beyond the staircase.




[image: 4.7 Port Talbot Primary Care Resource Centre. Central circulation core.]
4.7 Port Talbot Primary Care Resource Centre. Central circulation core.



Departmental Adjacencies

The ground floor accommodates two of the GP surgeries adjacent to one another in the northern wing of the centre, with two further GP surgeries directly above. This horizontal and vertical link allows for integrated working practices to evolve as the Resource Centre establishes itself and grows. Shared consulting facilities between the two practices further encourages cross-practice communication and working. The plan layout supports the future integration of these practices, with administration and reception areas capable of being combined to serve one larger facility.

On the ground floor community dental facilities and physiotherapy sit within the southern wing of the site along with the community café facility The circulation core sits centrally within the atrium space linking all floors, with public toilet facilities, disabled changing places and parent and child facilities all grouped within this clearly defined area. The colour of the circulation core makes it readily identifiable within the main circulation space for intelligibility.

On the first floor in the southern wing podiatry, orthotics, district nurses, and speech and language services are provided along with minor surgery for all the GP practices to utilise. Additional space for the Local Health Board is provided in the north wing with the two further GP practices.

The second floor accommodates Neath Port Talbot CBC social services, the Sure Start team, the COPD team base with education and training suite and shared staff facilities; these all sit within the northern wing of the building at this upper level. This floor is solely for staff access and staff facilities; the general public are not permitted access to this area.


4.8 Port Talbot Primary Care Resource Centre. Approach to main entrance from public car park.
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4.9 Port Talbot Primary Care Resource Centre. Ground floor plan.
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4.10 Port Talbot Primary Care Resource Centre. First floor plan.
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4.11 Port Talbot Primary Care Resource Centre. Second floor plan.
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Long Life, Loose Fit

Though the plan form of the building is curved, the structural grid is uniform across its length. The uniformity of the floor plate means that the nonstructural partitions within areas can be removed in the future should alternative uses be required. The internal room and corridor partitions are of lightweight construction, with cores and service risers providing the only fixed element on each floor plate. A percentage of the building was allocated for expansion prior to completion to allow and encourage additional uses as the building matures and the benefit the facilities offered is fully realised.

Plant spaces are located in the roof area of both wings and service risers running through the building are located at regular intervals within the space. Horizontal distribution runs above the ceiling area in the corridor zones between consulting rooms/offices, maintaining free access at all times.

Low-Energy Comfort

Port Talbot Primary Care Resource Centre has been designed to achieve a NEAT 'excellent' rating. NEAT is a software tool designed to assess the impact of healthcare projects on the environment. The use of high-efficiency boilers and thermal wheels within the air-handling units (reclaiming up to 63 per cent of the thermal energy from the ventilation system) and offsetting CO2 with the use of solar thermal panels to generate hot water all contributed to this assessment rating.


4.12 Port Talbot Primary Care Resource Centre. Structural column grid, service risers and vertical circulation.
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The building is positioned on site to maximise the levels of passive lighting to internal spaces, while internally, each consulting room has access to both high- and low-level windows. The design is a direct result of the need for natural daylight, views over the mountains and natural ventilation within clinical spaces without compromising patient confidentiality during consultations. The upper windows do not provide outlook but can remain open, providing ventilation and natural daylight deep into the consulting space while lower windows can remain closed for discretion. Blinds cover the lower opening to maintain privacy and modesty at ground floor level if required during consultation while windows remain closed to prevent these blinds from being buffeted open in the breeze and ventilation is maintained through the opening above.


4.13 Port Talbot Primary Care Resource Centre. Forticrete elevation.
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Architectural Expression

The site is in a coastal location and the materials for the building were chosen to be robust to deal with potential damage from the environment and vandalism whilst remaining aesthetically pleasing. A light off-white-coloured Sto render was used to the pharmacy facade to brighten the entrance area and office accommodation above while illuminating the primary visitor entrance. Forticrete textured block was used predominantly to the ground and first floor consulting accommodation to the north and south. In three Complementary colours the Forticrete is chamfered and staggered to provide relief to the external wall whilst echoing the stratification of the local mountain landscape surrounding Port Talbot.

Internal finishes are light and clean to maximise the natural light entering the building and street from above.

Port Talbot Primary Care Resource Centre

Data

Year of Opening 2009
Gross Internal Floor Area 5,950 sq. m
Form of Procurement Third-Party Developer

Credits

Client Haven Health Properties Ltd
Project Manager Quadrant Surveying Ltd
Architect Holder Mathias Architects
Structural and Civil Engineers Opus International
Cost Managers Quadrant Surveying Ltd
Contractor Inteiserve Project Services Ltd
Environmental Assessors Hoare Lea and Partners

Photography

Justin De Syllas Figure 4.14
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4.14 Port Talbot Primary Care Resource Centre. View of atrium showing staff rest area on second floor and GP waiting area on first floor.
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Chapter 5
Case Studies Scotland

Health Policy in Scotland

The NITS in Scotland was established under a separate Act at the same time as the NHS for England and Wales. The Secretary of State for Scotland and the Scottish Office had overall responsibility for the service which, like England and Wales, had a tripartite local structure of hospital, local authority and family practitioner services. In Scotland, however, health centres were the responsibility of the Scottish Office, rather than local authorities, which may have made health centres more acceptable to GPs.

Even before the official start of the NHS, the Scottish Health Department was making preparations for the new service and published guidance in 1947 on health centre provision. This included plans of a typical health centre, and the first new centre to be completed in Scotland was the Sighthill Health Centre which opened in 1953 in south-west Edinburgh, Although smaller than the John Scott Health Centre at Woodberry Down in London, Sighthill was nonetheless an ambitious project for its time and contained accommodation for GPs, dentists and local authority services.1 As in England, however, post-war shortages and the higher priority given to other welfare services put a virtual stop to health centre construction and no further centres of the scale of Sighthill were constructed during this early period.

Construction picked up in the 1960s and the Scottish Home and Health Department took the lead in a top-down initiative to establish health centres in the new town of Livingston. The creation of a new town was seen as an opportunity to establish a fully integrated health service with a new hospital and health centres which, from the outset, would link primary and secondary care, specialist hospital consultants and GPs. The first of the Livingston health centres opened in 1969 and was staffed by six doctors, four dentists, eight nurses, nine secretarial staff and part-time physiotherapy; chiropody and dietetic staff.

The initiative to build health centres did not all originate from the centre in Scotland, however. In Glasgow, pressure for their establishment was started by local GPs who recognised that in a city with a large industrial population, health centres would be more appropriate than group practice premises in areas undergoing redevelopment. So often in the history of the health centre, the problem has been getting GPs to support and join health centre projects. In response to the support of GPs for health centres in Glasgow, the central authorities developed a plan to align the building of health centres with the plans for hospital and major residential redevelopment projects. This gained the support of the Scottish Home and Health Department, making it possible to establish a Joint Medical Services Committee in Glasgow, representing GPs, the local authority, hospital services and the university to plan future health centre provision. By 1970 there were four centres underway in Glasgow the first of which to be completed was the Woodside Health Centre, which opened in 1971 and contained eight GP practices with 21 doctors, 24 nurses and 24 clerical staff. The new centre was connected to the existing Callander Street Clinic in which the local authority provided a wide range of personal health services and the two buildings were intended to deliver a functionally integrated service. Other health centres in Glasgow followed at Clydebank, East Kilbride and Dunbarton. These centres were on the scale envisaged for the comprehensive model of the health centre and when it opened, Clydebank was the largest health centre in Scotland with 32 GPs providing services for 66,000 patients.

These were therefore important examples of the health centre being used to integrate primary, community and social care services, and in the 1970s Glasgow led the way in health centre provision.2 The model was also followed in other Scottish cities but, in Scotland, as elsewhere, the tripartite structure of the health services and the challenges this presented to the coordination and integration of services often presented an insuperable obstacle to health centre development and joint working. Developments slowed down in subsequent years in Glasgow, in part due to the difficulty of finding suitable sites and in part because established GPs that were not in redevelopment areas or in new developments, many of whom had invested in their own premises, were less willing to consider health centre practice.3

Describing the objectives of the Scottish Health Centre Programme in 1973, Sir John Brotherston, the Chief Medical Officer in Scotland, acknowledged that '[t]he integration, of general medical, specialist, nursing, social work and other professional colleagues to form teams capable of participation at a higher level of clinical and social performance is a goal which will not be achieved without considerable effort'.4

As in England, responsibility for health centres was transferred to Regional Health Boards in Scotland in 1974, The rising cost of the service and the lack of integration in the system subsequently led to a number of NHS restructurings in the second half of the twentieth century the most significant of which came with devolution and the transfer of responsibility for health services in 1999 from the Secretary of State for Scotland, sitting in Westminster, to the Scottish Minister for Health and Community Care in the Scottish Cabinet.

The new Scottish Government put in place plans to create a more unified and integrated administrative structure. Primary Care Trusts and Acute Trusts were dissolved and incorporated into fourteen regional NHS Boards, seven Special NHS Boards and one public health body. Each regional NHS Board is now responsible for both the commissioning and provision of primary community secondary and mental health services in its area, an arrangement that begins to approach the ideal of a unified local administration. Under this new structure, the contracting of GP and other family practitioners' services and responsibility for health centres now also lies with the regional NHS Boards and not the Scottish Health and Social Care Directorate. This devolution of control to the regions was part of a deliberate policy to encourage integration and decentralisation and to discourage a top-down 'command and control' ethos.

Because all health services in each region are run by the same administration, it has been easier for Scottish NHS Boards to plan and implement the rationalisation and modernisation of their services and the estates from which these are delivered than has been the case in England, where each service is provided by a separate NHS Trust. NHS Greater Glasgow and Clyde (NHSGG&C), for example, is in the process of implementing an estate strategy based on a new model of care for all services from home care to specialist acute services and is proving to be an enlightened commissioner of good quality architecture.

Social services in Scotland, as in England and Wales, however, have remained the responsibility of local authorities. In order to address their integration with health services, the Scottish Government has promoted the formation of Community Health and Care Partnerships (CHCPs) across Scotland to encourage the development and effective distribution of joined-up health and social services. Each CHCP is formed by an NHS Board and a local authority and, in its role as the body coordinating health and social care services, it commissions health centres from which to provide the joint service. As in the other countries of the UK this has led to a revival of the comprehensive health centre in Scotland at the beginning of the twenty-first century NHSGG&C has established a number of CHCPs with local authorities in its area and was the NHS partner in the commissioning of the two comprehensive health centres featured in this chapter.

The comprehensive health centre has therefore become an important component in the Scottish Executive's programme to care for people, as far as possible, at home or in community facilities rather than in hospitals and to make community services more accessible to patients. Implementing a programme of comprehensive health centres in Scotland has also probably been made easier than it has been in England because by the turn of the century approximately half of Scotland's GP practices were already working in publicly owned premises (some 250 in total), roughly double the proportion that existed in England. Scotland has led the way in terms of health centre development in the past and the Scottish Government and Scottish NHS Continue to be committed to the development of a more integrated health and social care service.

Like Northern Ireland and Wales, Scotland is demonstrating that there is an alternative option to the marketisation and privatisation of the NHS, which is to improve its compromised structure by devolving responsibility to unified regional administrations, as was so powerfully advocated by many of the pioneers campaigning for a public health service in the first half of the twentieth century.5

Renfrew Health and Social Work Centre
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5.1 Renfrew Health and Social Work Centre. Main entrance.



Project Description

Renfrew Health and Social Work Centre is a new build multi-purpose facility for health and social care services in Renfrew delivered in partnership between NHS Greater Glasgow and Clyde, Renfrewshire CHR Interserve Project Services and Holmes Miller Architects. The new building places healthcare at the heart of the community with new and enhanced primary healthcare facilities, which means that fewer people need to travel elsewhere to meet their needs. The centre meets the higher expectations of health and social work professionals, patients and the general public and reflects a positive image of the future of Renfrew. It has received excellent local community feedback exemplified by this quote from Effie McGachie, President of the Renfrew Community Council:


'We are highly delighted with the new centre. It's beautiful — really modern and bright. In fact if you go in feeling unwell, you come out feeling better because it is just so nice inside! Having all the services together under one roof is a major benefit too.'



This is a testament to the extensive collaboration and consultation undertaken with local community groups, the client and end users by the developer and designers. The requirements of all service users have been incorporated through continuous dialogue embracing business cases, design development proposals, service commissioning plans, community engagement plans and the latest service delivery models.

Key Objectives

The objectives of NHS Greater Glasgow and Clyde included goals that depend on primary care services of sufficient capacity to deliver excellent outcomes for the communities they serve, including:

	accommodation for primary healthcare teams to deliver baseline services effectively and efficiently;
 	stimulating redesign of services by providing capacity for a developing range of services within local communities;
 	improving access for patients to health and social care services;
 	integration of services by co-locating health and social care services;
 	a health service which listens to patients, service users and general public;
 	real improvement in general health and health equalities;
 	a local NHS designed and organised around the needs of patients;
 	improving the use of skills, commitment and experience of staff to deliver the best service;
 	alliances in the community to provide joined up services and integrated care at point of need;
 	making the NHS more sensitive to the needs of ethnic minorities;
 	extending the range of services especially for self-care, psychological and social support.


Location and Context

Renfrew Health and Social Work Centre serves a population of 25,000 in the town of Renfrew on the edge of the River Clyde close to Glasgow. The new centre replaces an existing facility that had exceeded its planned life and was too small to accommodate the demands now placed on health centres. The redevelopment of the former council depot site follows on from significant public investment in the public realm within the town centre, and this location sits more centrally within the enlarged Renfrew district area, which now extends to the banks of the River Clyde and along to Braehead retail and leisure zone. The site is therefore well served by public transport and convenient for access on foot or by car.

The design allows for increased usage and expansion in line with forecast population increases.

Programme

Renfrew Health and Social Work Centre provides 5,250 sq. mover three floors and houses three GP practices, a range of community health services including podiatry; dental, physiotherapy; audiology and community clinics and the Social Work and Learning Disability teams.

Both private medical and social work shared services use common staff facilities, including the common room, kitchen and changing facilities alongside conference and meeting rooms, which encourages collaboration, training and interaction amongst staff in the centre.

Site Layout

The brownfield site close to the River Clyde came with significant challenges and constraints. A former power station east of the site left a legacy of transformers and a dense network of underground high-voltage electrical cables that dissected the site and ran the full length of the western boundary Flood risk from the tidal River Clyde required a high ground floor level so that the free board was 600 mm above the projected 200-year high water level.

These constraints together with planning considerations led the architects to settle on a compact three-storey solution positioned on the north-west corner of the site. This creates a prominent civic frontage onto the main road and largely avoids the high-voltage electrical cables, requiring only minor diversions. This also accommodated a structured arrangement of staff and visitor parking which relates well to relevant building entrances with access from Station Road.


5.2 Renfrew Health and Social Work Centre. Site plan.
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The large south-facing public sguare gathers patients, staff and visitors, irrespective of mode of transport, at the main entrance. This sguare also contributes to the public realm on Ferry Road as a new node on the link between the original town centre and the new Braehead extension.

Planning of vehicular movements, pedestrian routes and social spaces is clear and logical, avoiding conflict and establishing a safe environment with a direct link to a bus stop on Ferry Road. Car parking for the disabled, cycle racks, a taxi drop-off and an ambulance pick-up point are located beside the main entrance.

Building Organisation

Altnough the brief evolved through the consultation and design process, a consistent feature throughout was the reguirement for a large number of discrete and linked departments, each containing numerous small clinical spaces and other accommodation. The multi-functional and departmental nature of the building also reguires Controlled entrances and lockdown capabilities to suit operational reguirements. These reguirements were best achieved in a 'three-finger' layout with individual wings of clinical accommodation over three storeys arranged and accessed off a triple-height internal street. Book-end glazed screens and roof lights flood the space with natural daylight and ventilation.

Each finger contains a single department with linked facilities which ensures that control privacy, security and operational needs are achieved. The fingers contain reception and waiting areas that serve cellular rooms, each enjoying natural daylight, ventilation and privacy for patient and clinician. These requirements are well served by a central corridor layout that maximises natural daylight and ventilation.


5.3 Renfrew Health and Social Work Centre. Ground floor plan.
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5.4 Renfrew Health and Social Work Centre. First floor plan.
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5.5 Renfrew Health and Social Work Centre. Second floor plan.
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[image: 5.6 Renfrew Health and Social Work Centre. Street elevation. The regular pattern of windows, which provides for maximum flexibility, is enlivened with irregularly placed coloured glass fins.]
5.6 Renfrew Health and Social Work Centre. Street elevation. The regular pattern of windows, which provides for maximum flexibility, is enlivened with irregularly placed coloured glass fins.




5.7 Renfrew Health and Social Work Centre. Main entrance at night.
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The spaces between the fingers contain landscaped courtyards that provide visual connection with the outside world and exploit the capacity of planting to bring sensory benefits to people in potentially stressful situations.

The design is based on a simple diagram with a logical and easily readable hierarchy of spaces, which achieves an efficient 'commercial' ratio by reducing the specified gross floor area. Counter-intuitively this has been achieved in a welcoming open-access, airy building with generous public areas.

Circulation and Wayfinding

In a 'patient-centred' setting building users should be able to orientate themselves easily without assistance or reliance on an elaborate signage system.

We aspired to create a building that exuded welcome. Users are drawn through a double-height wall of glass directly into the internal street which is the heart of the building. The three wings sitting at right angles are immediately apparent, along with glimpses of the upper storeys. The dynamic of the simple layout, reinforced by vibrant colours and large-format artworks on key walls that guide users with little fuss or confusion.

As a state-of-the-art twenty-first century healthcare facility the building does not make special provision for 'disabled users'; instead the design's ethic is that the entire building and setting is barrier free and accessible to all.


5.8 Renfrew Health and Social Work Centre. Staircase inside the main entrance. The lifts are located behind the main stair when approached from the entrance so that users are encouraged to use the stairs.
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5.9 Renfrew Health and Social Work Centre. Main staircase and public lifts. The lifts can be seen on each floor landing.
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Departmental Adjacencies

The ground floor is occupied by three different GP practices, each with its own reception and waiting space leading from the internal street to the wing belonging to that surgery. An area of shared GP facilities is located on the south side of the street, containing a common staffroom, changing rooms, archive storage and meeting/training rooms.

Accommodation on the first floor contains a series of dental, physiotherapy; podiatry; audiology and speech therapy suites as well as a general clinical space that can be booked by other complementary services.

The second floor is occupied mainly by support staff and houses Renfrewshire Council's Social Work Office, Learning Disabilities Service and Community Health Care Team along with a generous staff area.


5.10 Renfrew Health and Social Work Centre. GP practice reception and waiting area. The timber pods on the ground floor, which can also be seen in Figure 5.8, contain the reception office for each GP group practice surgery.

[image: 5.10 Renfrew Health and Social Work Centre. GP practice reception and waiting area. The timber pods on the ground floor, which can also be seen in Figure 5.8, contain the reception office for each GP group practice surgery.]


One of the most appealing qualities of the new building is that it never feels busy even when it is being used at full capacity. The calming interior design and natural lighting in the main public spaces are largely responsible and, as each service is self-contained, the care environment within the centre has a quality of calm and peacefulness. This was highlighted by the Operational Support Manager at the centre, who said: 'I think we always gave good care, but I think we're giving good care in a really nice environment now'.

The spatial and dynamic qualities of the building are matched by a successful implementation of environmental control of temperature, acoustics, natural and artificial lighting and indoor air quality.

Long Life, Loose Fit

As healthcare needs to evolve to keep pace with development in clinical models, it follows that change or expansion is inevitable. The centre has been designed to be adaptable to accommodate change. This has been achieved through coordinated modular construction methodology. The steel frame construction limits load-bearing walls to plant rooms and provides potential for removal or relocation of partition walls without excessive disruption.

This adaptability was tested during the construction process when a change in policy resulted in the planned-for mental health facilities being removed from the building and replaced by the Learning Disabilities Services, The simple plan, envelope design and service node arrangement facilitated the reconfiguration with ease.

Low-Energy Comfort

A biomass boiler fulfils the main heating requirements. Justified because of reduced CO2 emissions, it is, in fact, rarely used over summer months because of the building fabric's capacity to retain heat. The amount of energy for lighting has similarly been minimised due to the success of the daylighting strategy which is expressed by the generous areas of glazing.

The over-arching target to create an energy-efficient and sustainable building resulted in a 'lean, mean and green' approach being taken in every design decision. This included selection of low-embodied-energy materials and Components, high-efficiency mechanical plant, waterless urinals and low-flush fittings as well as the renewable technology.


5.11 Renfrew Health and Social Work Centre. First floor physiotherapy treatment and exercise room.
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5.12 Renfrew Health and Social Work Centre. Second floor social work general office.
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5.13 Renfrew Health and Social Work Centre. Reception and waiting space outside the social work general office.
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5.14 Renfrew Health and Social Work Centre. Top-lit triple-height atrium. Colour, space, natural and artificial lighting and high-quality materials are all used to enhance the main public circulation atrium in the building.
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The design and environmental strategy minimised mechanical and electrical engineering systems to reduce annual energy consumption. This led to passive design strategies, specifically natural ventilation, being core to the architectural approach from the outset. The façade is designed to minimise solar gain and water penetration and maximise daylight penetration and to be airtight except for controlled natural ventilation.

The environmental impact of energy consumed by space-heating is reduced through use of biomass boiler plant and nnderfloor heating. Compared with the conventional fossil fuels of gas and oil, biomass has much lower carbon emissions that are close to neutral.

Energy performance headlines for Renfrew Health and Social Work Centre are:

	Energy Performance Certificate rating of A;
 	Building Target Emission Rate exceeded by more than 30 per cent;
 	'Very Good' BREEAM rating achieved with a score of 10/15 in the BREEAM 2006 ENE-1 Reduction of C02 Emissions category;
 	renewable technology in the form of a woodchip biomass boiler providing 50 per cent of the building's Heat Load;
 	naturally ventilated via opening windows except where mechanical ventilation is reguired to meet specific room criteria in clinical areas.


Architectural Expression, Landscape and Art

The building and landscaping at Renfrew Health and Social Work Centre have a positive impact and modern civic presence in the town. Internally, it has a sense of space and seems to have a therapeutic quality.

The building massing is a modern rectilinear composition of precast concrete, dark grey brick and large expanses of glass. This is in stark contrast to the appearance of surrounding buildings. Coloured glass fins provide a striking character to the main street frontage and emphasise its civic presence.

Following an invited competition held by the centre's Artworks Public Involvement Group, internationally renowned Glasgow-based artist Toby Paterson was commissioned to complete a major artwork in the entrance of the new building (see Figure 5.8). His approach was to consider the new building within the context of the town of Renfrew as a whole, 'exploring the connection between a brand new, forward-looking building and the existing town'. His large-scale wall painting represents a composite hypothetical landscape' composed from the town's architectural features. Paterson describes this as, 'very much a subjective "snapshot" of the torn as it currently exists, but also an image that proposes different perspectives and orientations, taking the everyday and familiar and reconstituting it into something surprising and beguiling'. In this way; Paterson aims to, 'make a link between a new and unfamiliar building and the area and people it serves'. Paterson adds: 'I very much enjoy the notion that this work can be derived from a particular place, time and set of circumstances, but as those circumstances change (hopefully positively) around the work over time, that change is reflected by the work's constancy'.

The Artworks Public Involvement Group also liaised with local schools and art colleges to produce installations for the main exhibition spaces within the public areas in order to integrate art and fun throughout the building.

Renfrew Health and Social Work Centre

Data
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Gross Internal Floor Area 5,250 sq.m
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Client NHS Greater Glasgow and Clyde
Project Manager Renfrewshire Council
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Environmental Services TUV SUD Wallace Whittle, Glasgow
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Contractor Interserve

Photography

Andrew Lee Photography All photographs in the Renfrew Case Study.
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Winner Health Facilities Scotland Design Award, 2010
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Barrhead Health and Care Centre
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5.15 Barrhead Health and Care Centre. Main Street elevation.



Location and Context

The Barrhead Health and Care Centre was commissioned by East Renfrewshire Health and Social Care Partnership to provide integrated health and social care services to the town of Barrhead and its surrounding area. The new building is located in the town centre on Main Street alongside the East Renfrewshire Council offices and is a key element in the local authority masterplan for the regeneration of Barrhead town centre. The vision for the new centre, which opened in April 2011, was to produce a patient-focused environment tailored to the needs of both the local community and the staff working in the centre.


5.16 Barrhead Health and Care Centre. Site plan.
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The choice of site for the health centre was influenced by its central location and its proximity to the former health centre, which it has replaced. The steeply sloping site, formerly occupied by the Calibar Primary School (that has been provided with new premises nearby), fronts onto Main Street at the top of the site and drops towards the Levern Water Park at the back of the site. The site has views over the park and the heather-clad hills to the north west.

Accommodation

The new centre provides accommodation for three GP practices, a bookable clinical zone, two dental practices, adult mental health services, a child health clinic, a podiatry and physiotherapy department and a sexual health clinic. In addition, office space for health and social care staff working in the community is provided. A day care centre for the elderly is also located in the building and has its own entrance and garden. Support facilities for the public include a central atrium space around which the accommodation is organised. The main reception and the offices for the building administration, public toilets, breast-feeding and baby-changing rooms and a large meeting room are located beside the atrium.

Site Planning

The centre has been planned as a compact four-storey building which is set in the middle of the site. On the Main Street frontage the fayade is set back to create two sides of a public forecourt that is civic in scale and design.


[image: 5.17 Barrhead Health and Care Centre. Section showing the central atrium, public areas on the ground and first floors, staff offices on the second floor and a service area on the lower ground floor.]
5.17 Barrhead Health and Care Centre. Section showing the central atrium, public areas on the ground and first floors, staff offices on the second floor and a service area on the lower ground floor.




5.18 Barrhead Health and Care Centre. View of a typical GP consulting room.

[image: 5.18 Barrhead Health and Care Centre. View of a typical GP consulting room.]


A service road onto the site provides access for cars and service vehicles, There is a generous drop-off for patients and disabled parking is provided in front of the building. A separate drop-off and hammer head is provided on the other side of the site for the elderly day care centre. Public and staff car parking is arranged on each side and across the back of the building. With 152 spaces, there is a significant increase in parking provision compared with the former health centre.

Advantage has been taken of the slope of the site to create a lower ground floor at the rear of the building, which accommodates plant rooms, storage and FM areas including the central decontamination unit and the staff/service entrance.

As part of a green transport strategy; cycle racks have been provided for patients located in the public forecourt at the front of the building and for staff located in a secure area in the service entrance at lower ground floor level. Staff changing and shower facilities are also provided.

Building Organisation

All of the clinical accommodation that is accessible to patients is located on the ground and first floors and is organised around a triple-height top-lit atrium. Waiting areas are located either in or directly off the atrium with views over the park and the hills to the rear of the building. In addition to the waiting areas, the atrium contains an information point, seating, Café-style tables and chairs and vending machines for hot and cold drinks. The space has also been designed to accommodate temporary exhibitions and events.


5.19 Barrhead Health and Care Centre. Ground floor plan.
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5.20 Barrhead Health and Care Centre. First floor plan.
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5.21 Barrhead Health and Care Centre. Second floor plan.
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Circulation and Wayfinding


5.22 Barrhead Health and Care Centre. View of the main staircase on entering the atrium. The lifts are located to one side in order to encourage people to use the stairs.
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On entering the ground floor of the building, the visitor can see into the triple-height atrium from the main reception desk. The way through to the ground floor GP practices is directly across the atrium and a large staircase is located in front of the main reception with a lift to one side, making it clear how to reach the first floor. Each clinical department on both the ground and the first floor has its own sub-reception identified by a different coloured canopy.

This arrangement makes the building easy to understand, stimulating to move through and allows for independent access to many departments. Attention has been given to the provision of clear purpose-designed signage and colour-coding to assist wayfinding both inside and outside the building.

A fire escape staircase is located at each of the four corners of the building and these staircases are used by staff to move around the building. There are also two staff lifts that can also be used to evacuate disabled people in the event of a fire.


5.23 Barrhead Health and Care Centre. Diagram showing flexible floor plate.

[image: 5.23 Barrhead Health and Care Centre. Diagram showing flexible floor plate.]


Long Life, Loose Fit

The clinical space on the ground and first floors surrounding the central atrium is arranged as a continuous floor plate that can be divided up to form departments as required. The structure consists of a steel frame supporting concrete floor slabs. All internal partitions are non-structural and the windows on the external elevations are arranged to allow for the regular positioning of room partitions. This allows for any area of the plan to be modified and for the boundaries between departments to be changed should the need arise in the future to meet new demands.

Low-Energy Comfort

The building has been designed to be energy efficient and to achieve NEAT excellent with a predicted carbon emission of 20.26 kg/year/sq. m. The environmental control system employs a number of strategies:

	The building envelope is designed with high levels of insulation and high-performance glass to reduce heat loss and solar heat gain.
 	All rooms are day-lit and naturally ventilated except where there is a clinical imperative for greater environmental control.
 	A ground-source heat pump provides 100 per cent of the mechanical cooling to the building, pre-heats the domestic hot water and provides



5.24 Barrhead Health and Care Centre. Diagram showing location of plant rooms and services distribution.
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5.25 Barrhead Health and Care Centre. Lower ground floor plan.

[image: 5.25 Barrhead Health and Care Centre. Lower ground floor plan.]


	 heating to the atrium underfloor heating system. The ground array is connected to a series of 30 vertical bore holes, 120 m deep, underneath the car park. A detailed geothermal analysis was undertaken by drilling a bore hole and carrying out a thermal conductivity analysis; the bore was later used as a production hole for the system.
 	• Careful modelling of the daylight provided by the rooflight over the central atrium was carried out to ensure adeguate levels of natural light in the surrounding rooms as well as in the space itself.
 	• The building atrium makes uses of natural ventilation to dissipate heat via high-level automatic opening louvres. This reduces the requirement for mechanical ventilation to the space. Underfloor heating and cooling systems to the atrium optimise the efficiency of the ground-source heat pump system.
 	• The building features an enhanced BEMS system incorporating two-port control and variable speed pumping to minimise pumping energy.
 	• Radiant ceiling panel heating is provided throughout the building, which saves energy by achieving a higher 'perceived' temperature than the actual room air temperature.
 	• The building's air-handling units providing fresh air to mechanically ventilated spaces utilise heat recovery recuperators to minimise the energy required to heat fresh air and to minimise waste heat rejected from the building.
 	• The lighting design utilises daylight-linking technology to automatically dim artificial light when natural daylight is sufficient. This reduces the amount of energy required for lighting and reduces unwanted heat gain to the internal spaces.
 	• Where appropriate, rooms are fitted with occupancy-sensing light controls. Lights switch off when no occupants are in the room, greatly reducing energy wastage.


Architectural Expression, Landscape and Art

The Barrhead Health and Care Centre building faces onto two very different contexts — an urban shopping street at the front and a park at the back. The three-storey front elevation is designed to complement the adjoining council offices both in scale and character. Although the main health and care centre façade is clad in white render, the two staircase towers on each side of the facade are clad in stone to match the stone cladding used on the council offices, The civic quality of the forecourt is further enhanced by high-quality stone paving, a public sculpture and a clock on one of the staircase towers.


5.26 Barrhead Health and Care Centre. View of staff room roof terrace.
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[image: 5.27 Barrhead Health and Care Centre. View of the west corner of the building from the Levern Water Park showing the massing stepping down to follow the slope of the land.]
5.27 Barrhead Health and Care Centre. View of the west corner of the building from the Levern Water Park showing the massing stepping down to follow the slope of the land.




5.28 Barrhead Health and Care Centre. Physiotherapy department. User consultation helped to ensure that clinical spaces are well laid out, functional and reflect the new model of care.
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The sides of the building are expressed as long, two-storey elevations clad in white render with horizontal strip windows. The second floor is set back and is clad in curtain walling. This treatment is intended to reduce the scale of the building, especially when seen from the adjacent two-storey houses on Millview. The two-storey render elevations project at the back of the building beyond the line of the set-back second floor to give the impression that the building is stepping down the hill. The lower ground floor at the back of the building is treated as a dark base to contrast to the white render elements above.

Externally, the opportunity was taken to soften the impact of the building and the surface car parking as much as possible with appropriate hard and soft landscaping. Because the building sits on the edge of the natural landscape of the park, an unfussy approach has been adopted to external detailing with good-quality materials for hard landscape, tree planting and low ground cover. Careful attention has also been paid to external lighting and signage.

The use of art as well as landscape and interior design as a therapeutic dimension of the building was considered to be important and the client appointed an arts curator to work with an arts group made up of staff, community representatives and a member of the design team. A number of commissions came out of this process. These include an external sculpture to mark the entrance on Main Street, which represents birds' nests, and three internal sculptural pieces in the form of hexagons made in timber which also support tiny birds' nests. There are also a number of two-dimensional works on walls throughout the building.


[image: 5.29 Barrhead Health and Care Centre. View across the atrium from first floor waiting area.]
5.29 Barrhead Health and Care Centre. View across the atrium from first floor waiting area.



Consultation

Throughout the development of the brief and the design, the project team, known as the Design and Accommodation Steering Group, consulted regularly with both stakeholders and the public. The project team, acting as the user client, was made up of representatives of the client bodies, staff, the future building manager for the centre and a community representative. Its meetings were also attended by members of the design team. This group met monthly throughout the project.

Floor plans and room layouts were presented at each stage of their development to the project team and to specialist user groups and feedback was incorporated into the design. The NHSGG&C Estates Department, which is now responsible for the maintenance of the building was involved in regular discussions and the local disabled access group was also consulted. In addition, periodic public meetings were held in Barrhead to inform the public of progress and the arts group met regularly.

This process of consultation helped to ensure that the building provides a resource that is patient-focused, meets the functional requirements of the brief, reflects the new model of care being implemented by NHSGG&C and respects the dignity of the individual.

Barrhead Health and Care Centre
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Chapter 6
Interpretation

Cultural Issues

One interpretation of the comprehensive health centre could be that it is an unachievable ideal; part of a utopian model for a state health service in which there is integration between primary, secondary and social care services and staff from different disciplines are co-located and work together in teams. This vision, which was articulated by the SMA, PEP, the Labour Party and other radical members of the medical profession in the 1930s and 1940s, was never realised, for the reasons discussed in Chapter 1. The question is whether the aims of the comprehensive health centre could have been achieved if the proposal to provide a network of these buildings across the country had been implemented at the founding of the NHS or indeed could be achieved by such a strategy in the future.

The claim that a social and political project was inherently valid but failed because its architectural infrastructure was not properly implemented is a possible, but not in itself a convincing, argument. There have, after all, been a number of well-documented instances of innovative welfare projects being widely tested that had unintended consequences. A well-known historic example was the layout of some prisons in the nineteenth century. Buildings such as the Millbank Prison in London were based on the belief that solitary confinement could be used to reform miscreants by providing them with time and solitary space to reflect on their sins. This expectation was only abandoned when it was found that solitary confinement was more likely to cause a prisoner to go mad than to be rehabilitated.1

A more recent and perhaps more relevant example was the development of open-plan schools in the 1970s, which reflected the progressive primary school philosophy articulated in the Plowden Report of 1967.2 Open-plan teaching was not embraced by many of the teachers who were expected to apply the new educational techniques that underpinned the design of these schools. Even where teachers supported the idea of open-plan learning, research showed that they often continued to use a traditional classroom teaching approach. Even with the benefit of hindsight it is difficult to attribute blame when a design idea fails to promote its intended result. Does the responsibility lie with the policy makers, the commissioners and designers of the buildings or the teachers who failed to adopt the pedagogical practices on which the design of the schools was predicated?

Where there is a mismatch between design intent and the user's behaviour, it is the building that is out of step. This is not to say the design is necessarily misconceived, although like the prison example it may be; it is more likely to be that there is a discrepancy between the requirements and culture of the users and the layout of the building at that time and place. The advantages of traditional versus open-plan teaching is a debate that continues in primary education to this day, but the attempt at a top-down imposition of a new way of working by providing a different environment failed, without other incentives, to overcome the established culture and preferences of teachers. The open-plan school is not an idea that is either wrong or right. Since the 1970s open-plan teaching spaces have been successfully adopted by some schools and rejected by others. The lesson, in other words, is that the key to good education, or indeed to good healthcare, is not the result of a 'service-based' or of a 'building-based' solution, but of a reconciliation of the two.

Whether building a network of comprehensive health centres in the early years of the NHS would have had the impact intended by reformers remains speculation because the policy was never implemented and there is therefore limited evidence to support the claim that the co-location of different services and disciplines in the same building would, in itself, have made a significant difference. It seems likely, however, that co-location would not have been enough to promote the development of new social and professional networks and ways of working without a change in the culture of general practice and the outlook of the practitioners themselves.3

The same of course applies to the new twenty-first-century comprehensive health centres, which will only achieve their full potential where they have the support and collaboration of staff and patients. This is not to say that the comprehensive health centres that have been built recently simply will not function without integrated team working. The design of a comprehensive health centre will, through colocation, provide positive support for team working and integration between disciplines where this is a shared objective, but co-location is unlikely to seriously obstruct more traditional forms of practice.

Anyone familiar with existing health centres will know that it is not unusual for a GP group practice or a local authority service to occupy space alongside other services and continue to operate as an autonomous unit. Indeed there was anecdotal evidence that this was the case in some of the new comprehensive health centres visited during the research for this book. Face-to-face encounters can be very effective in situations in which there is a willingness to be open to interaction, but such encounters are also quite easy to ignore where a group is inward looking and committed to its own professional and often defensive culture. Architecture can help facilitate interaction and support change where the change is acceptable or desired by the people for whom a building is provided, but without the cooperation of users architecture either has limited impact or has unintended consequences.4

Because of the capacity of human ingenuity to overcome minor problems, it is only in extreme instances, such as the prison and school examples given above, that the layout of a building will significantly inhibit specific kinds of activity. Nonetheless, the spatial organisation of a building does always impact on social activity and relations and a badly planned building can be the cause of a lot of wasted time and energy where users have to try to overcome limitations imposed by the physical environment. Indeed the comprehensive health centre is a good example, where it provides diagnostic facilities, of the way in which a building can support both doctors and patients by cutting down the need for referrals to hospital for basic tests and scans with all the time and inconvenience these entail.

Although it has to be assumed that creating the physical infrastructure for a social policy will not necessarily provide the impetus needed to change people's behaviour, could other means have been used to promote the ideal of a unified health administration and an integrated medical service in the late 1940s? At least one writer has suggested that 'the Government failed to take advantage of a situation which, in some respects, favoured the widespread development of centivs. The disruptions caused by the wartime situation were beginning to subside but the health services were still in a state of flux. Many demobilised GPs were searching for new practices at this time and evidence from the BMA questionnaire of 1944 had indicated that a high proportion of doctors in the Services, who were accustomed to working for a salary within a bureaucratic framework, were willing to consider health centre practice'.5

There is also evidence that the BMA itself might have been more receptive to some form of health centre practice if this had been run by regional and local health authorities rather than by local government. In the event, however, the way in which negotiations between the government and the medical profession developed forced both sides to take polarised positions. Even if one accepts that Bevan had to compromise in order to gain the cooperation of local authorities and the medical profession, there is still the question as to whether, as the provider of funding, the NHS and consecutive governments could not have exercised a greater level of influence over both family practitioners and local government services.6 Though architecture cannot, on its own, be used to impose conformity, there are many other techniques that can be used to incentivise change. The failure of governments to come up with the right inducements and training to promote integrated practice and achieve better control over the planning and coordination of services was to have a profoundly inhibiting effect on the development of an integrated and egalitarian primary, community, voluntary and social care service within the NHS.

Reflecting on the negotiations with Bevan and his civil servants that took place in the 1940s, a representative of the BMA, Dr A. Talbot Rogers, said that 'All that seemed to the Minister essential was to ensure that everyone should have a general practitioner able to provide a service matching that of a club doctor,7 but enhanced in content because of the availability of a hospital-based diagnostic service. For this an NHI type of administration appeared adequate and it was adopted. ... I sometimes wonder, whether the progress of general practice was not set back a whole generation by the conditioned reflexes of Mr Aneurin Bevan'.8 This comment was made in 1971 and suggests that the fault lay with Bevan. Whether or not one agrees that the fault was his or the BMA's, the assessment of the outcome seems valid. Had Rogers been commenting today, he would have said that the compromise set back the development of an integrated community health service by several generations.

Though it must be accepted that the resources were not available after the Second World War to create a national network of comprehensive health centres or to buy out all of the practices on which the establishment of universal access to state-employed GPs would have depended, it might nonetheless have been possible to create the new infrastructure over time by using a range of incentives to win over GPs and bring them into employment in comprehensive and other NHS-run health facilities. The open-plan school incident suggests that changing the culture of a profession is something that requires time and persuasion and, probably most difficult of all, consistency in terms of political ideology and social policy Bringing GPs on side could only have been achieved using a longer-term strategy by offering doctors a choice: either salaried service in well-designed and equipped comprehensive health centres, training in group working and the offer of a leadership role in the management of community services, or isolated independent practice without subsidy.

GPs have played a very important part in the effectiveness of the NHS, acting not only as the first port of call for anyone with a medical problem but also as gatekeepers regulating patients' access to expensive specialist care. There is no reason to suppose that this role need be any different for many GPs in a more integrated and effectively organised health service. But how much more might some GPs, specialist nurses and allied health professionals with leadership qualities or special interests have been able to achieve in terms of health promotion, illness prevention and earlier diagnosis and intervention, had they adopted a more proactive and cooperative team-based way of working in comprehensive health centres, helping to move care away from hospitals and into the community?

Rather than incentivising GPs to integrate their work with that of the rest of the NHS, successive governments have institutionalised, in the bricks and mortar of subsidised group practice premises, a limited model of primary care practice in which GPs have been relegated to a restricted role. It would be interesting to know how many comprehensive health centres could have been afforded if the loan and rental subsidies offered to GP group practices had been devoted to publicly owned health centre construction.

The medical profession has, over the last half century, resisted change by maintaining a damaging difference of prestige between general practice and hospital care, by not actively initiating collaboration between primary, secondary and social care services and by failing to campaign for the redistribution of resources in response to the changing needs of patients caused by demographic issues such as the aging population. The fragmented structure of the NHS in England and the resulting lack of inter-sector and inter-discipline integration have not been effectively challenged by clinicians, politicians or patients.9

Infrastructure Issues

If changing the culture has been difficult, changing the infrastructure has been equally so. One of the problems facing doctors and managers alike has been in demonstrating that reforms that depend on large-scale investment programmes actually work. This is because such programmes nearly always fall victim to changes in policy, ideology and financial circumstances before they are even partially implemented, let alone completed. Building programmes are particularly vulnerable to government cuts because '[t]he divergence between plans and achievement marks, in part, also a divergence between administrative and professional definitions of rationality, on the one hand, and political definitions of rationality, on the other. In terms of efficiency, nothing was more destructive than sudden changes in the capital investment programme ... Politically, however, cutting the capital programme was far more rational than cutting the current budget: the former meant exporting the loss of jobs to the private sector, while the latter would have meant a confrontation with the constituency of health service providers'.10

There has, in consequence, been a tendency over the years for policy to swing from an acknowledgement of the need for a modern infrastructure for health services to an approach that seeks to achieve efficiencies by other means, such as administrative and management reorganisations, when capital for building was in short supply. These different approaches are not, however, valid alternatives; organisation and infrastructure are opposite sides of the same coin. Any policy that does not balance professional culture, administrative organisation and the spatial infrastructure and equipment required to deliver a service to individual patients in a set of compatible social and environmental arrangements will not work as well as it could and should.11

One of the principal functions of buildings is to structure and control physical encounters between people and, if there is any context in which this is necessary, it is in the physical and personal contact between doctor and patient in which it is the condition of the body and the mind of the patient that is the focus of medical attention. Health buildings therefore tend to be highly structured environments and much of the structure and control of encounters is provided by the spatial layout of the interior. This characteristic is typical of buildings in which the work of an institution is to effect a change in people: curing the sick, educating the ignorant, protecting the vulnerable, containing the criminal.12 In these circumstances the provision of and control over inhabited space is a fundamental dimension of social organisation.

But our understanding of the social function of space is blurred by the fact that civilisation has been built on our ability, in so many situations, to overcome the limitations of space and time. Through the invention of language, writing, money, printing, the postal system, photography, the telephone, radio and more recently satellite communication and the internet, we have been able to progressively free ourselves of the need for face-to-face encounters as an essential component of social interaction. There is, of course, a school of thought that nearly always asserts that such technologies will replace rather than complement previous arrangements. While this might sometimes be the case, it is a mistake in the context of healthcare to think in terms of spatial and trans-spatial forms of communication as being mutually exclusive alternatives. Both are powerful tools in social relations and, in a discipline that needs all the tools that can be put at its disposal in order to operate effectively, it is more useful to think in terms of trans-spatial communication technologies, such as the rise of telemedicine for example, as complementing rather than replacing personal interaction.13

Working collaboratively through face-to-face encounters has many real advantages not only in terms of the personal nature of the doctor—patient relationship but also in promoting ideas and innovation and helping professionals with a specialist focus to develop a wider understanding of the social context in which they operate. This, of course, only works effectively where there is a culture of openness that encourages collaboration and debate and provides the freedom to express dissent. The damage that can be inflicted by institutional defensiveness and secrecy has been demonstrated by many NHS failures including, at opposite ends of the spectrum, the Mid-Staffordshire and the Shipman affairs. But such problems are not only a characteristic of public-sector organisations. There is plenty of evidence that professional associations, trade unions, political parties and private-sector corporations are equally prone to secrecy and spin.

Given the magnitude of the challenge, it is perhaps understandable that politicians, faced with the apparently insuperable task of maintaining a state-funded health service, might feel that distancing themselves from the problem is the best solution. But the NHS is an organisation that serves the same people that politicians are supposed to serve, the general public. The NHS is not a service that needs to be dismantled; rather it needs to be strengthened. Whether or not some of the ideas discussed in this book could provide the key to how this might be achieved, surely there is a case for buildings that promote better interaction between different professional disciplines and between clinicians and patients. This is the claim made for the comprehensive health centre, but its full potential can only be achieved in the context of an integrated and unified service. In a mixed economy of healthcare in which the commercial interests of the provider are as important if not more important than the interests of the patient, it seems unlikely that the comprehensive health centre will be seen as the most relevant architectural solution to the delivery of competitive community health and social care services.

Financial Issues

Cultural and infrastructure problems are, of course, exacerbated by financial issues. There has never been a time when the NHS was adequately provided with attractive, modern and efficient buildings and fully up-to-date equipment. But does this mean that these were simply unaffordable? In the opinion of Charles Webster, the eminent historian of the NHS: '[b]y virtually all criteria, over the 1948-64 period the NHS cannot be regarded as a drain on national resources. Indeed, its costs were contained without difficulty, to the extent that resources were denied for obvious and urgent prerequisites, such as those connected with demographic change, medical advance, capital investment, or policy changes needed to keep up with rising expectations and the pace of improvement experienced elsewhere in the Western world. The inferior status of the health service was disguised by the political rhetoric; this effectively induced a sense of complacency concerning the state of the NHS, which vanished from the headlines. Owing to the effectiveness of this propaganda, reinforced by the evident improvement on the previous system, habitual stoicism and misplaced confidence among the public concerning the prospects for improvement, and a general disinclination to criticize a cherished national institution, the new health service drifted into a political limbo and thereby risked becoming a neglected backwater of the welfare state'.14

There is a growing body of evidence, however, to support the claim that adequate infrastructure and good architecture are an essential component of a successful health service. Well-designed buildings offer significant therapeutic as well as economic benefits. Professor John Cole of Queen's University Belfast, who has long campaigned for good design in healthcare architecture, uses an interesting diagram to explain how a 10 per cent increased efficiency resulting from the focus applied in the design process to operational cost-in-use can equate to a saving of up to 20 times the original capital cost (see Figure 6.1).15


6.1 Impact of design on the whole life cost of a building. The diagram illustrates the relative cost of design, construction, maintenance and operational costs over the usable life of a building.
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The greatest obstacle to achieving the commissioning of good architecture has always been the lack of capital funding and the stability of investment programmes. One of the main reasons the health service has had difficulty in keeping pace with the demands that are made on it is that change in both healthcare policy and practice is rapid, whereas providing the infrastructure of buildings and equipment needed to support both policy and practice is expensive and slow. Without progressive investment, therefore, the health service infrastructure has always lagged decades behind both the ambition and needs of the service.

It is surely the case, however, that a modern infrastructure for a state healthcare service is not only affordable, it also makes economic sense. Capital investment in buildings represents a tiny fraction of the overall cost of the NHS as a service. Lack of investment in modern, well-planned buildings reduces the efficiency of services, increases the cost of heating, lighting and maintenance, contributes to health facility-acquired infections, reduces access, compromises safety and increases both staff turnover and patient dissatisfaction. Under-investment in good architecture is, in other words, short term thinking. Taking the long-term view, the difficulty of finding funding should not be accepted as the justification for a substandard healthcare infrastructure.

Future Role of the Comprehensive Health Centre

As described in the case study chapters, the policy situation in the English NHS has become very different from those in the other UK territories. Much of the content of this book is biased towards an Anglo-centric view of the problems faced by health services. There can, however, be little doubt that the health services in the other countries of the UK are already being brought under the same intense pressure by Westminster, the international healthcare industry and much of the medical profession to accept privatisation. The forbearance of Northern Irish, Scottish and Welsh readers is therefore requested on the basis that the bias in this narrative may serve as a useful warning of what, for them, may also be the future.

In England the introduction of many competing providers delivering community care would not appear to be at all consistent with the spatial strategy underpinning comprehensive health centres, which are intended to form part of a system providing equity of access to a universal and integrated range of services. If, as history has shown, there has always been a problem integrating independent GPs with other NHS services, how likely is it that there can be effective coordination between an increasing number of competing public-, private- and voluntary-sector organisations?

The delivery of a planned and integrated service from a network of local comprehensive health centres is a spatial strategy that is suited to either a public-sector or a very large-scale private-sector model of administrative and financial organisation. With commissioning now in the hands of Clinical Commissioning Groups, the probability is that new models of care with spatial strategies that will address commercial as much as public welfare considerations in delivering services will be developed. Instead of trying to coax doctors into health centres to work alongside other disciplines, it is already being advocated that GP practices, along with the many other statutory and independent organisations providing healthcare, should be coordinated into 'polysystems', a trans-spatial alternative to Darzi's physical polyclinic that is no longer being pursued. In a polysystem, many small-scale organisations based in separate centres are 'networked' across space using advanced forms of communication and information technology thereby, in theory, obviating the need for physically centralised facilities with co-located disciplines.16

Trans-spatial forms of networking have long been used to develop and maintain cooperation and solidarity between people who have a common interest in all walks of life. There is, therefore, no question that proposals such as the formation of 'integrated care organisations', 'local clinical partnerships' and 'GP federations' are effective and necessary. The danger, however, is that such networks may be used not as an additional integrating force geared to the interests of patients but rather to promote the interests of independent suppliers as commercial enterprises. The fragmentation of service provision into a market of competing suppliers blurs the line between what is an NHS service and what is not, and indeed what is a publicly funded service and what is not. This fits well with the idea that, in due course, patients will be provided with a basic health service paid for by the state and that individuals who require additional services will need to fund them using 'co-payments' or 'top-up payments'.

The development of this approach has already been seen in social care and in dental and ophthalmic practice and is likely to be progressively introduced for many other services. It is an approach that is being promoted as 'giving patients choice' but can also be seen as being a way in which to ration free healthcare and provide an opening for private-sector insurance companies to finance treatments that will no longer be available from the NHS. In this scenario it is hard to see a meaningful role for the comprehensive health centre in England in the future.17 The abolition of the PCTs has already led to some health centres being underutilised or even closed because there is no public commissioning body to ensure that a planned provision of services is provided from them. Perhaps some centres will be run by local authorities in under-doctored areas. Others in more affluent areas may be adopted by large private-sector organisations with the capacity to offer a range of services along the lines of the centres run by American health management organisations such as Kaiser Permanente. How many other recent comprehensive health centres will be closed down or put to alternative uses in England has yet to be seen.

The best hope for a change in attitude on the part of the Westminster government is first that there will be an increase in the electorate's reaction against the growing 'mixed economy of healthcare' and second that the healthcare systems in Northern Ireland, Wales and Scotland will demonstrate that a unified, planned and managed public healthcare system can be made to work more efficiently in addressing the needs of the whole of the population. Most effective of all, however, would be a change of outlook within the medical profession itself to one that recognises the potential benefits to both doctors and patients of a more collaborative and integrated approach to healthcare.

It is hoped that the contribution that good buildings can make to both the quality and the efficiency of a health service is demonstrated by the case studies included in this book. Rigorous post-occupancy assessments of these buildings were beyond the scope of this study but these would be needed in order to make a more systematic appraisal of the success of the model. This study is therefore presented in the spirit of an interim review of an idea that may either come to represent a particular episode in the history of medical practice or alternatively records a turning point in the longer and larger struggle to realise the ideal of a more unified and effective public healthcare service. In either case the evidence suggests that the comprehensive health centre remains a vital proposition from which further lessons can and must be learnt.
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