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1. INTRODUCTION 

1.1 My full name is Adam Gordon Flowers.  I have worked in architectural 

practice for twenty years and am a Director of CCM Architects based in 

Wellington.  I hold a BBSc and a BArch and am a Graduate member of the 

New Zealand Institute of Architects. 

(a) I have worked on a number of health projects including the design of 

new facilities for Grey Base Hospital, Kenepuru Hospital, Boulcott 

Hospital, and projects within existing facilities at Wellington Regional 

Hospital, Wakefield Hospital and Palmerston North Hospital. I am 

currently part of the design team commissioned by the Ministry of 

Health to design a new Outpatient facility for Canterbury District Health 

Board.  

(b) I have been engaged by the Ministry of Health on behalf of the Crown 

to provide evidence on the specific technical and clinical constraints of 

developing new health facilities.  

2. CODE OF CONDUCT 

2.1 I confirm that I have read the code of conduct for expert witnesses as 

contained in the Environment Court’s Practice Note 2014.  I have complied 

with the practice note when preparing my written statement of evidence, 

and will do so when I give oral evidence before the hearings panel.   

2.2 The data, information, facts and assumptions I have considered in forming 

my opinions are set out in my evidence to follow.  The reasons for the 

opinions expressed are also set out in the evidence to follow. 

2.3 Unless I state otherwise, this evidence is within my sphere of expertise and 

I have not omitted to consider material facts known to me that might alter or 

detract from the opinions that I express. 

3. SCOPE 

3.1 I have been asked to provide evidence in relation to the specific 

requirements of health facility design and how those requirements impact 

on the ability to use a site in the most effective manner.  
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4. HOSPITAL DESIGN GENERALLY 

4.1 Hospitals and healthcare facilities have a distinctive institutional typology 

which must be well understood when designing facilities.  Specifically, there 

are a number of clinical and compliance requirements which must be 

considered in the design of new health facilities and which make the design 

of such facilities more complex than other large buildings.   

4.2 These matters include clinical functionality, adjacencies and colocation of 

departments, separation of public and private circulation, servicing and 

logistics planning, circulation planning for bed transportation, the special 

and complex transport and accessibility arrangements for bariatric patients,  

response arrangements for emergency situations, post-disaster planning, 

infection control, future flexibility, changing clinical models of care, and 

many others. 

4.3 In addition, modern healthcare facility design principles typically include a 

“patient-focussed” driver, which is balanced with best practice for clinical 

safety and efficiency. 

4.4 One of the standard reference documents for new facility design and 

refurbishment of existing buildings is the Australasian Health Facility 

Guidelines. This document provides benchmark guidance on departmental 

size and configuration, room size, materials and service requirements. 

4.5 It is also important to note that healthcare service, models-of-care, and 

equipment change and evolve continually. Consequently, health facility 

design best-practice changes to support the evolving needs of the clinicians 

and support activities. Hospital clients typically have a long-term view of 

facility management and anticipate a lot of change through the lifetime of a 

building. New healthcare facilities therefore tend to be built with long term 

flexibility in mind and a “long-life, loose-fit” mantra.  

4.6 The changing nature of health facility design not only relates to new types 

of procedure or clinical activity, but also the consequential impacts on 

patient flow and patient cohort. For example, the current increase in day 

surgery and outpatient activity as a result of improved surgical techniques 

has changed the demand ratio for short stay beds in comparison to in-

patient (or longer stay) beds. An increase in bariatric patients is impacting 

room size in some areas. A focus on whanau support is adding to 
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accommodation needs in others. In addition, increased patient throughput 

(as a result of advances in technologies and other efficiencies) increases 

the space requirements in circulation areas.  

4.7 At the opposite end of the scale, social expectations of privacy and amenity 

continue to challenge traditional ward layouts. Facility design for services 

such as rehabilitation, mental health, and late stage / end-of-life care are 

particularly sensitive to these changes and those services are increasingly 

considering how building design can support improved patient and family 

well-being and experience. 

4.8 This increased emphasis on the patient experience also translates into 

other areas of facilities design including ease of wayfinding, accessibility, 

architecture to create appropriate therapeutic environments, integration with 

landscaping, access to views, privacy, and patient dignity. Architectural 

features that support these factors can include low windows in ward rooms, 

daylight into patient areas, window connections at the end of primary 

corridors, dispersed waiting spaces with good amenity, courtyard and 

garden design. 

4.9 Demographic change and ageing populations in many communities also 

result in increased demands on hospitals in those areas, which in turn add 

to the need for additional floor area requirements. 

4.10 This does not always mean the development of new campuses but can 

(and often does) result in the reconfiguration and redevelopment of existing 

facilities.  Specifically, there are often tangible benefits in the evolution of 

healthcare facilities by co-locating new and expanding services on existing 

campuses. Such co-location avoids duplication of support services, major 

equipment and plant, and provides clinical back-up and efficiency.  

4.11 Masterplanning of facilities typically anticipates such expansion or 

intensification of sites, but should maintain flexibility wherever possible. In 

my experience, prediction of future development and change on health 

campuses is an imprecise science. Campus development is often 

influenced by central healthcare policy decisions and funding availability as 

much as it is by controlled growth and changes in clinical requirements. 

4.12 It is also important to note that healthcare facilities in central urban 

environments can have quite different characteristics to more suburban or 
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rural locations. The community amenity provided by access to good quality 

and a wide range of healthcare facilities should be embraced. 

4.13 New facilities on existing campuses are typically driven by new health 

service need (e.g. provision of a service that does not already exist on the 

campus), replacement buildings where existing facilities are at the end of 

their useful life or where new buildings are required to support changing 

models of care. Masterplans typically consider future development 

opportunities to enable manageable development over time. Development 

scale is therefore often driven by the area requirements of an entire 

department or departments, rather than simple area expansion. Projects of 

1,800 – 2,400 sq.m. are not unusual. 

4.14 Where working on such sites, there are often good arguments for creating 

building forms that maximise the development potential of a site. This 

approach minimises the footprint of a building, and provides future flexibility 

for further stages of development. 

4.15 In consideration of future internal alterations, healthcare facilities are often 

designed with large span grids (typically 7.6m to 9m spans in both 

directions), so that reconfiguration is not constrained by structural columns. 

Similarly, building forms tend to be relatively simple to provide flexibility in 

internal planning. Complex forms create fixed points that, in my experience, 

have proved difficult to plan around. 

4.16 Architects and health-planners have various tools available when dealing 

with large simple forms on a campus. In previous hospital projects that I 

have worked on, we have paid attention to proportion, materiality, 

landscape, and detail to provide articulation to large forms. Such techniques 

allow for architectural richness and an appropriate address to the street, 

whilst maintaining internal efficiency and flexibility. The architectural 

response is typically mindful of the context including scale, streetscape, and 

neighbouring buildings. 

4.17 Public healthcare facilities are also often considered as part of local and/or 

regional post-disaster strategies. Hospital buildings are typically required to 

be considered Importance Level 3 or 4 buildings. As such, requirement for 

resilience in their servicing often introduces specific spatial issues such as 

water storage, generator back-up, and fuel storage. 
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4.18 Traffic design around healthcare facilities is a further and important 

consideration on the planning of any campus. Healthcare facilities typically 

have high parking requirements for patients, visitors, and staff, over 

extended hours of operation when compared with a typical commercial 

property. As specialist healthcare designers we expect, and design for, 

critical emergency vehicle movement and high volumes of service vehicles. 

4.19 Health facility planning typically considers all of these factors and distributes 

access points for public, staff, service vehicles and emergency vehicles to 

support safe use and patient amenity. 

4.20 Designers must typically consider whole-of-life costing, operational costs, 

energy consumption, and environmentally sustainable design in their 

recommendations to clients, as well as capital expenditure. In my 

experience capital constraints of projects will frequently result in the 

application of a value management process to maintain cost control. Project 

decision making in such processes tend to prioritise clinical service delivery 

and safety, with the result that the more discretionary building features are 

often challenged through the design process. In my experience, this 

prioritisation is shared by the communities that are served by the healthcare 

providers, that is to say when faced with a similar choice most people would 

also prioritise the clinical experience over the aesthetics of the building. 

4.21 That said, in my opinion, clients funding public healthcare facilities have a 

responsibility to commission buildings that are appropriate civic 

architecture. Healthcare facilities are considered important community 

buildings, and should be expected to be robust, safe, and welcoming.  

4.22 As a designer in the healthcare sector, I am an advocate for architecture 

that robustly considers whole-of-life costing, and is responsive to its 

context. Our hospitals should be places where patients, visitors, and staff 

feel safe and comfortable. I believe that healthcare facility design should 

address the public realm, and the space between buildings. I aspire to 

design buildings that improve the built environment and the public realm. 

4.23 Alongside those aspirations, I support a pragmatic approach to healthcare 

facilities and understand the complexity of hospital design and the 

constraints they place on health architecture. The capital constraints on 

public healthcare facility projects can be expected to remain, and our 
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expectations of appropriate campus development should be mindful of 

those constraints. 

5. CONCLUSION 

5.1 Hospitals and healthcare facilities have a distinctive institutional typology 

and hospital campuses must often be intensively developed to maximise 

efficiency and connectivity. 

5.2 Campus planning is typically influenced by access, traffic planning, 

servicing, post-disaster response, and emergency activity. Healthcare 

facility planning is shaped by the need for long-term flexibility, clinical 

functionality, ease of circulation, and efficient flow for patients and staff. 

5.3 Healthcare facilities provide a valuable community amenity, and are seen 

by the community as important civic buildings. 

5.4 However, as long-term owners, clients commissioning healthcare facilities 

are often concerned with maintenance, operational costs, and whole-of-life 

value. In the current economic environment, capital constraint on those 

delivering health service and commissioning new facilities means that there 

is a constant tension between capital expenditure on facilities and other 

investments delivering positive health outcomes for the community.  

 

Adam Flowers  

19 October 2015 


