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PREFACE
This is a primary or functional brief. Just what
that phrase means is subject to several interpretations.
We use it to signify a brief which defines
all the activities of the proposed hospital,
the components which are necessary for those
activities,
the purposes, the functional relationships,
and the general requirements of those components,
in the very broadest terms the accommodation
required for those components.
The functional brief is further intended to enable the
architect to proceed to broad development and design considerations for the whole hospital and site, and to undertake his provisional cost estimates.
The functional brief will also allow those authorities charged with the responsibility of approving this
major development (and other interested persons) to form
a clear overall and moderately detailed picture of the
hospital which the Planning Committee recommends.
Supporting data and discussion of background are included
wherever they seem relevant. This approach has added significantly to the bulk of the brief, but hopefully will make it
a more coherent and useful document than a bald statement of
conclusions.
It is appropriate to define also what this functional
brief does not contain. It does not contain details of
staffing at all the relevant levels, nor details of the
recruiting programme which will be necessary to provide
this staff. Nor does it contain more than a small fraction
of the detailed information provided by many committees and
individuals on specific accommodation and equipment. The
process of collecting, collating and codifying this detailed
information has been pursued during the preparation of the
present brief and will be continued in the succeeding phases
of planning. This material will form the basis of the much
more detailed secondary brief.
Finally, this functional brief contains almost nothing
on design. This is quite deliberate. The whole objective of
this phase of planning and of the functional brief has been
to define functions, policies, requirements and problems.
This brief aims to provide all necessary functional background for the architect without fettering him with our
piecemeal design solutions. This has often required considerable restraint, which it is hoped will not be mistaken for
woolly-mindedness.

SECTION 1.

INTRODUCTION
"Patients are people in trouble" ........1. 1
Theoverall concept ..................... 1. 2
General description.....................1. 6
Physical integration and separation.....1. 8
Patient numbers .........................1.10

1. 1

"PATIENTS ARE PEOPLE IN TROUBLE".

Dr. E.L. Brown has used this telling phrase as the
first chapter heading in her perceptive study, Newer
Dimensions of Patient Care. Those involved in the present
planning exercise have tried at all times to remain aware
of the message it contains. The patient has been at the
centre of our thinking whether the matter under discussion
was his immediate care in a crisis, his comfort in more
elective circumstances, the teaching of those who will
look after him now or later, research into the disorders
that plague him, or administration and financing of the
services he needs.
It is almost inevitable that the fairly technical
documents that follow could be subject to the criticism
of anyone minded to make it : that there isn't a great
deal written about the human needs of the patient. We
hope that in formulating these documents we have had
those needs very much in mind. Though we have not paid
repetitive lip service to them, this brief is our attempt
to meet those needs and others that he may be less specif ically aware of.

1. 2

THE OVERALL CONCEPT.

History
In July, 1968, the Minister for Health in New South Wales
announced the Government's intention to build a major teaching
and community hospital at Westmead, some 15 miles west of
Sydney. After discussions with a number of bodies, including
the University of Sydney, the Minister, in July, 1969, set up
a Working Party to report to him on ways of proceeding with
the planning of this major complex.
The Working Party reported expeditiously and, as a result
of its recommendations, the Minister established a Planning
Committee, chaired by Professor B.R. Williams, Vice-Chancellor
of the University of Sydney. The Planning Committee contained
representatives of the University of Sydney, the Hospitals
Commission of New South Wales, the Department of Health, the
Government Architect, the State Planning Authority, Sydney
Hospital, and the Parramatta District Hospital.
The terms of reference of this Planning Committee were
Define the community health service needs in
the region and the services both general and
specialist required to meet them.
Define the education and research facilities
necessary to establish a high quality teaching
hospital.
Prepare a functional brief, plans and estimates,
and present them to the Minister for approval.
Recommend a commissioning programme to the
governing body. This will include arrangements
for staffing and utilisation of the Hospital.
Make recommendations to the Minister on any
other matter touching on the development of
the Hospital.
Have such powers and financial resources as
may be required to carry through this planning
with efficiency and despatch.
The Planning Committee in turn set up a Project Team, led
by Professor John Read, Professor of Medicine in the University
of Sydney. In its planning activities, the Planning Committee
had the assistance of a number of sub-committees, whose members
gave unstintingly of their time and expertise in a wholly
honorary capacity.
Quite early in its deliberations, the Planning Committee
adopted a tentative timetable for planning and building of the
proposed complex. This timetable was based on the 12-stage
programme developed by the Government Architect of New South
Wales, and the draft timetable was drawn up by his officers.
The timetable adopted called for the submission of the func-
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tional brief by the end of October, 1970, and for the first
phase of building to be completed by the end of 1977. The
present functional brief has been prepared in accord with
this timetable.

The Needs.
There is an enormous, unfulfilled need for hospital
facilities in the rapidly growing western area of Sydney
where hospital bed numbers and other health facilities
are far less than in any other area of the metropolis, and
far below those which would be predicted by any reasonable
standards. At the same time, the clinical teaching facilities
of the University of Sydney have for years been seriously overtaxed. This straining of facilities has been aggravated in
some instances by contraction of appropriate patient attendances in the more central part of the metropolitan area, at
the same time as the growing western areas have increasingly
lacked any direct access to teaching hospital facilities.
This combination of circumstances forms a background to
the concept that the complex to be built at Westmead should
be a large university teaching hospital with a major role
in the community. The situation is rather different from
that obtaining in some teaching hospitals both in Australia
and overseas, where the first initiative for the teaching
hospital may lie with a teaching or research need and where
the community demand for such facilities, at least on any
major scale, may be marginal. In the present instance there
is a complete coincidence of need both from the community's
and the University's point of view for the appropriate facilities.
The clinical demand in the western region of the Sydney
metropolitan area is such that a complex containing something
of the order of 1,100 beds will be urgently required by 1978.
Within this total it is proposed that there shall be developed
a very wide range of clinical facilities, including some not
ordinarily found within the confines of a general teaching
hospital. In addition, it is proposed that the hospital will
be an outward-looking one with a firm commitment to community
medicine as well as to intra-hospital medicine. While precise
student numbers are still under discussion, it is likely that,
at any one time, there will be between 200 and 250 medical
undergraduates of the University of Sydney, a large number
of medical post-graduates, and a large number of paramedical
personnel receiving instruction within the complex.

The General Plan.
The proposed complex will be planned from the outset,
on a scale not previously undertaken in this country, as a
major university hospital with a major community role. The
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various components of patient care, community service, teaching and research will be developed in a rational and coherent
relationship to each other from the outset. The hospital will
not begin as a district hospital and grow over many years to
teaching hospital status. Nor will it begin as a small teaching hospital and grow slowly to a large one. So pressing are
the needs that it will be planned and developed as a major complex from the outset.
This approach brings with it both problems and opportunities. The problems will be primarily those associated with
the establishment of a wholly new major complex of any sort,
and those associated with its rapid growth. These problems
are large, but.they are far from insuperable. Their avoidance
or solution will require careful pre-planning of staffing and
commissioning of the complex in all its aspects. This planning
lies outside the ambit of this brief, but it should proceed
at the same time as physical planning of the complex.
The opportunities are those related to planning a new
hospital as a coherent unit from the outset, and to introducing new approaches that would be less practicable in the
up-grading of an old hospital. All this will take place on
a site free from major land constraints, and in an area where
the community demand is large and unfilled.
In its service role, the complex will be relatively
distant from all other advanced clinical facilities, which
are otherwise clustered in a relatively small area of central
Sydney. In its teaching role, the complex will be much further
separated from the parent university than any other clinical
school in Sydney. Both of these factors must be met by appropriate, and indeed special provision of resources.
In considering the range of facilities to be developed,
the Planning Committee has been much influenced by such
considerations. The expert sub-committees have considered
whether the proposed complex should not function in some
satellite relationship (at least in some clinical areas) to
established units in central Sydney. With rare exceptions
(where a single unit for the whole metropolitan area may
suffice) this proposition has been found wanting. The proposed complex will serve something approaching one-third of
the population of metropolitan Sydney, who live at great
distances from central Sydney. It must provide a wide
range of advanced clinical services to serve this large
population adequately., It is regarded as inappropriate that
considerations of rationalization should specifically apply
to such a large and un-served segment of the population rather
than to the very much better served, more compact, central
portion of Sydney.
There will be close linkage between the clinical, teaching,
and research roles of the complex, with mutual benefit to all
three. The fruitful inter-relation between them will be
fostered by adoption of the principle of academic headship
of hospital service divisions. There will also be a signif-
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icant number of holders of joint academic and hospital
posts in the hospital.
It should be re-emphasized that development of a hospital complex of the type envisaged in the succeeding detailed descriptions hinges crucially on acceptance of the
principle of broad development from the outset. It will
not develop in the form envisaged on the basis of limited
initial facilities with slow diversification over the years.
The functional plan is not properly achievable on the basis of
providing a little initial general medicine and surgery, and
developing special units as the years go by. It is predicated
on the need to develop first-class facilities and attract firstclass staff to ensure the success of this relatively distant
complex; and only the broad development set out will do this.
Equally it should be emphasized that what is proposed
is not an ivory tower hospital, largely serving a referral need
for sophisticated services. This concept of a teaching hospital has been largely discredited, except in a few isolated
overseas centres. Its ill effects may be seen in several
Australian teaching hospitals; and to plan a modern teaching
hospital on this basis would be unthinkable. Increasingly
it has been recognized both in Australia and overseas that
the teaching hospital must have its roots in the community
and fill a community as well as a referral role. There is
no reduction of high standards implicit in such an approach
for the teaching hospital; and nothing but higher standards
of medical care for the community can result. Again, the
clinical demands set out in the Patient Numbers sub-section
of this section of the brief indicate that nothing short of
a large hospital with both local and referral functions will
meet the needs of even the four adjacent local government areas.

1. 6

GENERAL DESCRIPTION.

The hospital will contain a wide range of clinical
services directed to detection, diagnosis and management
in their widest sense. Specifically it will contain sections concerned with:
Medicine and Medical Specialties.
Surgery and Surgical Specialties.
Obstetrics and Gynaecology.
Pediatrics.
Psychiatry.
Community Medicine.
Diagnostic Services.
The activities of these clinical services will involve medical graduates, nurses, paramedical personnel,
technicians and administrative staff.
Two other major activities of the complex will be:
Education : in a variety of fields.
Research.
All these activities will require the support of a
variety of other services which may be broadly grouped as:
Administrative and Financial Services.
Physical Services.
It is intended that the physical facilities utilized
by these various activities shall be integrated in the
complex in a fashion which leads to the efficient discharge
of their functions.. It is not intended, for example, that
patient care, patient diagnosis, teaching and research should
be prima facie separated geographically. Each of the services
and activities referred to above will make use of facilities
situated in one or more of the following:
In-patient accommodation.
- general wards.
- special wards.
Out-patient department.
Emergency department.
Admissions area.
Diagnostic and investigational areas.
Operating theatres.
Special procedure areas.
Medical records department.
Library.
Central education facility.
Administrative offices.
Many of these areas will not be as exclusive in their
content of physical facilities as is traditionally conceived.
For example, there will be considerable decentralization of
teaching facilities into the ward and out-patient environments; and there will be considerable overlap (and rational
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sharing of expensive facilities) between diagnostic and
research laboratories. This leads to some difficulty in
detailed description if tiresome repetition is to be
avoided, yet clarity retained. Appropriate cross-reference
had been attempted throughout the brief.
The presence of several thousand patients, staff,
students and visitors on one site further requires the
provision of appropriate facilities for:
Patient, staff, and visiting amenities.
Staff accommodation.

PHYSICAL INTEGRATION AND SEPARATION.

Detailed physical and functional relationships will
be noted for all sections later in this brief. The present
section outlines several broad principles and specific
groupings and separations which are of general importance.

Physical Integration.
So far as is possible, each of the following activities
or patient groups will be integrated physically rather than
broken into dispersed specific sub-units:
The operating theatres.
The out-patient department.
The emergency department.
The intensive care unit.
The admissions area.
The radiology department.
Each of the other investigational areas.
The medical records department.
The central education facilities for all
varieties of student.
Patients of various medico-economic
categories.
This listing implies no more than a general policy of
integrating physically all components of each advanced,
sophisticated, and expensive service, so as to provide as
wide a range as possible of those services to all divisions
of the hospital within reasonable economic limits. It
does not imply that some flexible sub-division within each
physically integrated unit may not be desirable or even
mandatory. Details of such sub-division are taken up
later in the brief.
Point 10 requires some amplification. The planning
groups have all been aware of the present and continuing
state of flux that surrounds the economics of personal
medical care. They are further aware that categories such
as "private, intermediate, public, pensioner, insured, etc."
may not have the same connotation in a further 10 years
that they have now. They believe, however, (i) that some
patients in any system will always be able and willing to
pay for a greater degree of privacy and amenity and a
greater degree, of choice than may be available in a
"standard" system; (ii) that such physical provision should
not imply separation from the best standards of hour-to-hour
supervision in the general hospital; (iii) that all patients
in all medico-economic categories should have the same
"ideal" access to diagnostic and treatment facilities.
For these reasons, the hospital will not contain
separate, private wards, wings or blocks. Patients
presently classified as "private or intermediate" will be
accommodated in the same wards appropriate to their clinical
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needs as patients presently classified as "public".
Provision will be made in ward design to meet their
specific needs for privacy and amenity. Similar considerations enter into the out-patient brief, where provision
is made for close conjunction with private consulting rooms
available for renting by individual consultants.

Physical Separation.
In one sense, the definition of certain separations
is a continuation of the previous section. It implies
that the needs of certain large groups of patients are
so different from those of others that these patients
should be grouped together, whatever other sub-divisional
boundaries are blurred in the process. "Separation" does
not imply the primary need for separate blocks or buildings,
though if design considerati.on led to a grouping in blocks
or towers, some of the present major separations could be
utilized for that purpose. A degree of physical separation
that leads to conceptual separation or exclusiveness is to
be strictly avoided.
The two numerically major groups of patients for
whom separation of in-patient ward facilities will be
provided are
Obstetrics and gynaecology.
Pediatrics.
The only physically separate building which will be
recommended in this brief for in-patient accommodation will
be for
Child Psychiatry.
Within the main complex there will be further separations
recommended, each involving a relatively small number of
specific patients. Such separations will be based on specific
clinical, nursing or organizational needs of patients. They
will not be based on the ability of a single clinician to
point to "my ward" as in some older hospitals. At the same
time, economics of medical staff movement and effort will
not be lost sight of. These separations will be outlined
in subsequent sections of the brief.
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PATIENT NUMBERS.
Three approaches were used in an effort to determine
the total bed numbers required for the proposed complex.
These three approaches led to very similar estimates, and
they will be outlined briefly.

The Local Approach.
The proposed hospital will have two main clinical
functions, which can be expressed in geographic and population terms
It will provide a comprehensive district
service for a local community.
It will provide a referral hospital service
with specialized diagnosis and care for
patients from within the local community and
from a far wider referral area, as do the
older teaching hospitals.
An analysis of local population distribution and hospital usage indicates that the minimum area and population
for which the proposed complex could be expected to provide
a district service would be constituted by the following
proportions of the four adjacent local government areas.
Parramatta
Holroyd
Blacktown
Baulkham Hills

80%
90%
25%
80%

It is assumed that the rest of the local populations will
use other, local hospitals for reasons of greater proximity,
and that Blacktown Hospital will increase considerably in
size.
The latest population projections for these percentages
of the four local government areas, provided by the State
Planning Authority, give totals as follows.
1976
1981
1991

270,000
290,000
379,000

:
:
:

The usually recommended rate of acute hospital bed provision is 4 beds/1000 of population. An analysis carried
out for Sydney, and based on data from the Survey of the
Metropolitan Hospitals, 1969, indicates that for local purposes the figure of 4/1000 is certainly not an overestimate.
Applying this rate to the populations referred to above, the
requirements for hospital beds for district hospital purposes
would be
1976
1981
1991

:
:
:

1080
1160
1516
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Some of this demand will be met by private hospital beds,
of which there are 215 in the area at present, and which may
increase in number slowly. The balance of beds required in
the Westmead complex to meet district hospital demands may
therefore be estimated at
1976
1981
1991

:
:
:

850
910
1200

An additional quota of beds will be required for patients
referred for special care or because of the advanced teaching
hospital services offered. An analysis by Dr. Sidney Sax
indicates that one-third of the hospital 1 s total beds will be
required for these patients, over and above the district
hospital demand. The total Westmead bed requirements would
then be

District demand
Referred (1/3 of total)
Total

1976

1981

1991

850
425

910
455

1200
600

1275

1365

1800

Strenuous application of methods to improve bed utilization in the hospital and to promote community care outside the
hospital may reduce these estimated requirements, by an amount
which can only be the subject of guess work. If an estimated
reduction of 10% is applied on this basis, the estimated requirements could be reduced approximately to
1976
1981
1991

:
:

1150
1230
1620

It must be re-emphasized that these estimates are based
on the smallest local community service area that could be
reasonably assumed. They can be regarded as minimum estimates
in every sense.

The Western Metropolitan Regional Approach.
To keep the above local figures in perspective, hospital
bed demands for the western metropolitan region of Sydney as
a whole were examined. The following 14 local government areas
were included Parramatta, Hoiroyd, Blacktown, Baulkham Hills,
Auburn, Ryde, Windsor, Penrith, Fairfield, Liverpool, Campbelltown, Camden, Wollondilly, and Cob. Populations for these
areas will aggregate, on the predictions of the State Planning
Authority,
881,000 in 1971.
1,218,000 in 1981.
1,767,000 in 1991.
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By 1978, with a population of about 1,115,000, the
region will require 4460 acute hospital beds (at a rate of
4/1000). This will require the development of some 2800
additional acute hospital beds in the region by 1978 (and of
greater than 2,000 more in the decade to follow). Even if
every conceivable development of hospital facilities at
Blacktown, Liverpool, Fairfield, Campbelltown, Lidcombe,
Camden, and Nepean, took place by 1978, there would still
be a residual demand for over 1200 beds for the region to
be met at Westmead by 1978.
The 'above population estimates also give an indication
of the population for which the proposed complex at Westmead
must provide a regional referral service. In the absence of
any other teaching hospital facilities in the region, this
referral population will exceed one million people by 1975.

The Minimal Clinical Units Approach.
The various clinical sub-committees of the Planning
Committee were asked to indicate their views on the minimal
bed requirements for each clinical segment. In defining
"minimal" they took into account
the minimal facilities below which an
individual unit ceases to be professionally
viable.
the minimal requirements for balanced teaching
of undergraduates and postgraduates 15 miles
from the campus.
the heavy local service demand and the real
community role which the new hospital must
play.
the requirement of "balance" within hospital
services.
The recommendations from these committees totalled
approximately 1100 beds.

Total Beds For the Complex.
In the light of all the above considerations, there is
a clear demand for more than 1100 beds at Westmead by 1976-78,
with the demand continuing to increase after that time. The
minimum nature of this estimate is further underlined by the
fact that, within the complex, there will be groups of beds
(e.g. psychiatry and community medicine), important to include,
but not covered by the estimate of 4 acute beds/1000.
Planning is therefore based on a total of 1100 beds to be
developed in Phase I. (In the detailed accounts of subsequent
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sections, the actual figure becomes 1111). Unless otherwise stated, the provision of facilities set out in this
brief is based on the total of 1100 beds.
In considering the ultimate size of the complex,
attention was paid to data set out earlier in this section,
to considerations of optimum and maximum effective size,
and to considerations related to human needs and the potential
depersonalization of very large institutions. Information
available on the second and third points is imperfect7 but,
against this background, it is recommended that the complex
be planned to grow to 1600 beds by 1990. This recommendation
should be seen as one which allows the planners of Phase I
to make provision for this order of growth in the decade following commissioning of Phase I.

Division of Beds within the Complex.
The broad breakdown of beds within the complex was
approached in the following ways.
Data from the original computer records used in compiling
the Survey of the Metropolitan Hospitals, 1969, was examined
for the seven local government areas nearest to the proposed
complex, to provide an adequate sample of the types of
patient requiring treatment. The number of patients originating from these 7 local government areas (no matter where
in Sydney they were treated) was determined for each of the
clinical categories of the Survey (with the omission of
psychiatry, geriatrics, and obstetrics, the allocation of
beds for which were to be determined on other grounds). The
number of patients in each clinical category was multiplied
by the mean "length of stay" for that category for the whole
metropolitan area. The resulting figure for each category,
expressed as a percentage of the whole, is an index of the
percentage demand for beds of that clinical category. From
the same data, the proportion of those under the age of 14
years was also obtained.
For comparison with an adult and pediatric teaching
hospital, data from Royal Prince Alfred Hospital and the
Royal Alexandra Hospital for Children were obtained and
treated in the same fashion as above.
The results are shown in the following Table.
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Table.
Percentage demand for beds in each
clinical category, excluding psychiatry,
geriatrics and obstetrics.

Category
Medicine
Gynaecology
Pediatrics
General Surgery
Orthopaedics
Special Surgery

Seven L.G.A.s
Over 14
Under 14
30.3
10.3
-

17.7
10.2
9.0

R.A.H.C.

-

-

-

-

8.7
5.8
2.4
5.6

50.6
15.1
10.8
23.4

R.P.A.H.
31.3
15.8
3.0
22.4
6.8
20.8

As noted earlier, data were also collected from each of
the clinical sub-committees on minimal bed requirements on
other grounds. Bed numbers predicted by local demand, by
teaching hospital distributions and by clinical sub-committees
were then compared, and very little discrepancy between the
estimates was found. Reconciled figures based on all these
estimates form the basis of the bed distribution recommended
below. These bed numbers are in no way irrevocable. If
patterns of demand change in the future, it is anticipated
that sufficient flexibility will be retained in design to
allow re-allocation of bed numbers without major disturbance.
Such flexibility is an inherent part of the functional descriptions given of individual areas in subsequent sections of this
brief.
For psychiatry, geriatrics and obstetrics, a rather
different approach was used. The sections on psychiatry
and geriatrics should be consulted for the basis of the
relatively small bed allocations made in these areas. The
obstetric allocation is again on the conservative side, on
the basis that women prefer to have their babies as close to
home as possible. It is anticipated that there will be
adequate obstetric units in each of the hospitals of the
western metropolitan region.
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Bed Allocation in the Complex.
Adults
Medicine and Medical Specialties.
Surgery and Surgical Specialties.
Obstetrics
Gynaeco logy
Community Medicine
Special Psychiatry
Radiotherapy
Healthy Baby Nurseries
Special Nurseries

250
325
115
80
50
40
10

Children
80
100

16
70*
45

870

241

Total = 1111 beds
(*plus 70 healthy baby bassinets
not traditionally counted in
bed establishment).
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GENERAL ORGANIZATION.
In-Patient Beds.
Some 250 beds will be allocated for patients in this
general group. Some will be combined with beds from the
"surgical" allocation to form discrete and separate groups
such as Intensive Care. Others will be grouped in specially
defined areas for specific purposes. Others will be grouped
in standard ward units which will accommodate a variety of
patients with "medical" illnesses.
The disposition of the 250 beds, divided in this way,
will be as follows
For Combination with Surgical Beds
Beds for Intensive Care, Transplantation and Immunosuppression Areas.
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Specially Grouped in Defined Areas
Coronary Care and Arrhythmia
Monitoring
Haemodialysis
Dermatology
Infectious Diseases
Arthritis.

8
6
16
10
20

In Standard Ward Units
Up to 4 special diagnostic and
investigational beds each for
7 special medical units (see
below) other than Dermatology
and
Arthritis.
Other medical beds

28
145
250
p

Out-Patient Facilities.
There will be extensive out-patient department activities,
almost all of which will take place in standard out-patient
accommodation. There will be access to several "special
procedure" rooms in the Out-patients' Department.

Laboratories.
There will be a variety of clinical diagnostic laboratories, and each of the special medical units will be
responsible for the provision of certain diagnostic procedures
and measurements in laboratories under its direction. These
laboratories will be sited in close and rational relationship
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with the traditional diagnostic laboratories and departments. The research facilities for all clinical and
laboratory groups will also lie in this area of the hospital, as will the administrative offices of the special
units.

Staff Organization.
The organization of the physician staff will be
described at this point, since it presents specific
problems and features with implications for physical
design. In the description that follows, the word
"team" refers to a group of, say, 3 physicians, with
a junior and senior resident medical officer, and about
24 beds under their care. The term "unit" refers to a
sub-specialty group (e.g. Cardiology, Nephrology) within internal medicine, with unit offices, laboratories,
one or more Fellows (equivalent to Registrars), but no
single group of specialty beds apart from (a) the four
beds for each specialty unit, and (b) any specially grouped
beds in defined areas for which it may be responsible (e.g.
coronary care, haemodialysis).
All physicians will be appointed to the staff as
"physicians" without other seniority label. They will
be grouped in teams of 3, where the sub-specialty interests
of each of the members of the team are different. One
junior and 1 senior R.M.O. will be allocated to each team,
which will be responsible for about 24 beds.
At the same time, each physician will elect also to
belong to a sub-specialty unit. Each sub-specialty unit
will then consist of those physicians particularly expert
in that field, plus one or more Fellows in that specialty.
Each physician will also elect as to whether he proposes
to practise only in a sub-specialty or in both that subspecialty and general medicine. His decision will apply
to all patients ("private" and "public") that he treats in
the hospital. It will be the responsibility of the Head
of the Division of Medicine to maintain an appropriate
balance between sub-specialty interests, as well as between
"specialty only" and "specialty plus general medicine"
applicants, in recommending appointments as physician to
the hospital.
The special medical units will include
Dermatology
cardiology
Thoracic Medicine
Endocrinology
Gas tro- entero logy
Neurology
Nephrology
Haematology and Immunology
Joint Disease.
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Dermatology differs from th e others in that, for a
variety of reasons, it will have all sub-specialty staff.
Its beds will all be congregated in a single area, because
of the cultural unacceptability of patients with extensive
skin lesions to other patients.
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GENERAL IN-PATIENT REQUIREMENTS

General
In the sections that follow, functional descriptions
will be given of the in-patient ward facilities required
for both special ward units and standard ward units for
medical patients. Descriptions for the Intensive Care
Unit and for the Transplantation and Immunosuppression
Area (both of which have both medical and surgical implications) will be given later in the brief.
In considering the design and grouping of the standard
medical wards, attention should be directed to the design
implications of the staffing organization. Junior and
senior R.M.O.s attached to a team will be responsible for
about 24 beds in standard ward accommodation, and may have
some lesser commitment to patients in special areas. An
attempt will therefore be made administratively to keep the
24 or so beds belonging to a team from being unduly dispersed.
At the same time there will be certain advantages to patients
in certain clinical categories in being grouped together.
These factors and the inter-action of teams and units determine that, ideally, the 173 medical beds in standard
ward units should be placed at 2 (or, at very most, 3)
adjacent levels in the hospital.

Standard Ward Accommodation
Purpose: Two general groups of patients will be
admitted to the 173 medical beds in standard ward accommodation
patients with medical" illness not requiring
admission to Intensive Care or other defined
area (145 beds).
patients for detailed diagnostic studies
requiring admission to one of the four-bed
groups allocated to the special medical
units (28 beds in 7 groups of 4).
In all these be Is patients will be admitted, examined,
treated, and nursed. They will make frequent visits to diagnostic departments. A major amount of teaching and learning
by undergraduate and postgraduate students will take place
here. Patients will range from ambulant to very ill and
confined to bed.
Functional Location:
(a) All standard ward medical beds should be placed
at 2 (or, at very most, 3) adjacent levels in the
hospital.
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There should be ready patient access to all
diagnostic areas requiring patient attendance
(radiology, nuclear medicine, clinical diagnostic laboratories).
There should be ready specimen access to all
diagnostic areas requiring the forwarding
of specimens.
The standard ward medical beds will make the greatest
elective in-patient usage of whole-patient diagnostic areas
and of specimen diagnostic areas. Patients of all clinical
varieties in these beds will require ready access to radiological facilities and to nuclear medicine facilities.
Patients with neurological problems will require ready
access to the neuro-radiological section of the department
of radiology.
Patients in the four-bed groups assigned to the special
medical units (28 beds in all) should be placed in ready
proximity to the clinical diagnostic laboratory of that
special medical unit. So far as grouping of these special
4-bed components is concerned, there would be advantage
in bringing together geographically the following
12 beds : 4 Endocrinology.
4 Nephrology.
4 Gastro-enterology.
Where the major specific demand will be for careful
and complete collections of specimens of urine, stools,
and other samples over long periods, and the transport
of these specimens to biochemical or clinical diagnostic
laboratories.
8 beds : 4 cardiology.
4 Thoracic Medicine.
Where the major specific demand will be for patient
transport to the closely associated clinical diagnostic
laboratories of those units.
there are no natural groupings with other
special unit beds for
4 Neurology
4 Haematology and Immunology.
Requirements:
Accommodation:
See description of standard ward accommodation later in
brief. There will be a higher than average allocation of
tutorial and interview rooms in the medical area.
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CORONARY CARE AND MONITORING
OF ARRHYTHMIAS.
Purpose: The coronary care unit (5 beds) will provide
for the admission of patients suffering from actual or
suspected myocardial infarction. It is important that such
patients should be nursed and monitored in an atmosphere
of calm and tranquillity and not in one of drama and crisis.
The coronary care unit should thus be near to, but separate
from, the Intensive Care Unit. There are advantages in
combining the 3 beds for monitoring of serious arrhythmias
with the 5 beds of the Coronary Care Unit.
The patient is admitted to the ward from outside the
hospital, everything possible being done to expedite his
admission and streamline admission procedures. He is placed
into bed, examined clinically, connected to monitor by
E.C.G. leads, blood samples taken. Under certain circumstances
he may require insertion of a pacemaker catheter, which should
be performed in a closely adjacent catheter laboratory under
sterile conditions. Infection and septicaemia of patients
having indwelling catheters is a very serious complication;
ideally therefore all patients with pacemakers (indeed all
patients in the unit) should be nursed in single rooms, with
the opportunity for barrier nursing, and for placing protective clothing on visitors. The patients will be
monitored continuously for 48-72 hours in an uncomplicated
case of myocardial infarction and will then be transferred
to a standard medical ward. With certain complications
haemodynamic studies may be necessary, and currently it
seems likely that there will be a considerable demand
both for haemodynamic and non-invasive type of monitoring
in such a unit.
Functional Location: The unit may represent a
sequestrated segment of the Xntensive Care Unit, but
there must be sufficient functional separation to achieve
the purposes set out above. There must be facility for
very rapid patient-in-bed transfer to cardiac catheter
laboratory. The unit should be sited in a quiet area
of the hospital or, better, adequately sound-proofed.
Requirements: Extra 3-phase power supply. Extra
power points for monitoring and recording equipment.
Leads to central station. Provision of oxygen, air,
and suction. Sound-proofing. Air-conditioning.
Accommodation:
(a) Single rooms for patients :- size 150-200 sq.ft.
(at least 2 rooms of the latter size); should
have bed on wheels, so that it can be moved to
catheter laboratory with minimum fuss. Should
have equipment for E.C.G. monitoring, pressure
monitoring; oxygen, air, suction; washbasin;
connections of monitors to central nursing
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station; the patient should be visible at all
times from the central nursing station (glass
wall); air-conditioning essential; spotlight
near bed for manipulative procedures; there
should be a window so that the patient can
distinguish between day and night; a clock.
Doors should be big enough for rapid access
of "crash" trolley. Bird respirator.
Central Station Facility :- connected to all
monitors; should include special equipment for
arrhythmia counting; good visibility of central
monitorscope and of all beds; writing facilities
for nursing and medical staff. Carpet to minimize
noise.
Bedroom for resident medical officer : - close
to unit, but ideally not right in it; should be
comfortable with bed, desk, radio and bathroom
and toilet facilities.
Equipment room and clinical laboratory : these units are likely to be "clinical research
laboratories" in teaching hospitals for a
considerable period of time, and should have a
room housing recording equipment for use at
bedside. Function could be combined with small
clinical laboratory for performing blood gas
analysis and pH estimations.
Particular reference should be made to the publication,
INTENSIVE CORONARY CARE, published by the National Heart
Foundation of Australia.

HAEMODIALYSIS.
Purpose: Provision of haemodialysis ("artificial
kidney") facilities for patients whose excretory function
is being maintained in this fashion as a prelude to kidney
transplantation or as an alternative to transplantation.
There will be provision for 6 haemodialysis points in the
Unit, each working 2 shifts per day, 6 days per week, and
thus providing 72 dialyses per week. Patients in the
programme will undergo dialysis twice per week.
When patients first enter the programme, they will be
in-patients, usually in a medical ward, and will be brought
to the haemodialysis area twice weekly. Subsequently they
will attend the unit twice weekly by appointment from their
homes, and will stay for a period of about 6 to 8 hours.
A small number of in-patients per year will be brought
to the unit on 1 to 3 occasions only for haemodialysis, as
treatment for acute renal failure or acute poisonings. On
still fewer occasions, a patient in another part of the
hospital will be too ill to be brought to the haemodialysis
unit, and one of the mobile haemodialysis machines will be
wheeled from the unit to him.
Functional Location:
The unit should be sited in the same general
part of the hospital as the Transplantation
and Immunosuppression area.
There should be ready access for patient
transport to and from the medical wards.
There should be ready access for patients
coming to the unit twice weekly from outside
the hospital.

W. There must be facilities for rapid and frequent
transmission of blood samples to Biochemistry for
immediate analysis and transmission of results to
the unit.
Requirements:
Provision of large supplies of dialysis fluids and
blood from central storage areas, and facilities for
limited storage of these in unit.
Provision of storage space within unit for tubes,
lines, apparatus; drugs; food (because patients
and staff will have to eat at "odd" times);
surgical supplies; formalin (for cleaning artificial kidneys).
Provision of sterile surgical supplies, drapes, etc..
Provision for removal of very large amounts of
disposable plastic containers and materials.

Provision of extensive electrical supplies, which
must be secure.
Provision of extensive plumbing, including drain
beside each bed.
Air-conditioning is essential : use of formalin
in cleansing of 6 machines twice daily.
Accommodation:
6 dialysis points, with bed, machine, other
apparatus (high space/bed requirement). Provided
in large room with floor-to-ceiling divisions.
two change areas for patients, two for staff.
food area.
nurses' station.
doctor's room.
storage space (with 2 refrigerators) as above.
cleaning room to which machines are wheeled for
cleaning with formalin : to accommodate 3 machines
at one time.
small occupational therapy store.
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INFECTIOUS DISEASES.
Purpose: A unit of 10 beds for admission, nursing and
treatment of adult patients with what are broadly understood
as "infectious diseases." Patients may be transferred from
another part of the hospital, or admitted directly to this
unit. (Note that there is also provision for a 20-bed
isolation unit for pediatric patients.) Patients in this
unit will have a variety of disorders ranging, for example,
from "open" pulmonary tuberculosis to infectious hepatitis
and typhoid fever. They will range from very sick to ambulant.
Functional Location: Without "hiding" the unit in a
neglected cul-de-sac, it should clearly be so placed as to
reduOe any hazards of transmission of infection to other
parts of the hospital. There will be minimal movement of
patients to whole-patient diagnostic areas, but a considerable
transmission of specimens (including highly infectious specimens)
to specimen diagnostic laboratories. There will be minimal
patient or staff movement (other than medical staff movement)
between this area and any other area of the hospital.
Requirements: Self-contained facilities for all ward
activities, and high provision of facilities for individual
patient and staff hygiene and personal waste disposal.
Accommodation:
All patient accommodation in single-bed rooms.
Provision of all ward facilities that involve a hazard
of infection transmission on a self-contained basis.
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DERMATOLOGY
Purpose: Accommodation of patients requiring intensive
dermatological treatment or removal from their usual environment for treatment purposes.
Functional Location: In general this group of patients
should be sited near "medical" rather than "surgical" facilities. They will present a smaller demand than general medical patients for transportation to whole-patient diagnostic
areas, but will generate a moderate number of specimens for
transmission to specimen diagnostic areas. A small number
of patients will need transport access to superficial Xray treatment facilities in the Radiotherapy Department. A
small number of out-patients will need ambulant access to
the ward unit for balneotherapy.
Requirements: Air-conditioning essential. Provision
for balneotherapy (see below), and ultra-violet therapy.
Accommodation: (total of 16 beds).
Arrangement by three 4-bed and four 1-bed units, with
bathing and toilet facilities that do not have to be shared
with patients of any other clinical category.
Standard provision of other ward facilities, if necessary shared (apart from bathing and toilets) with other beds
to constitute standard ward unit facilities.
Provision of two small rooms for balneotherapy (tar
baths followed by ultra-violet therapy), with a small
waiting room to allow out-patients to attend for this
therapy.
Small room for ultra-violet therapy.
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ARTHRITIS UNIT.
Purpose: The 20 beds allocated for this purpose will
be grouped because of the very particular needs of patients
to be admitted to them. They will accommodate patients
suffering from joint disorders at all stages of progression.
One of the central and common needs for all such patients
is an appropriate programme of rest and rehabilitation of
affected joints and of the whole person. The functional
end-result achieved by therapy is heavily dependant on the
mobilization of physiotherapy and rehabilitation resources
at all stages of the illness.
Patients will usually be admitted electively from the
out-patient department, from outside doctors or from other
wards in the hospital. A small number of patients will be
admitted with a greater degree of urgency, quite seriously
ill. They will require all the usual services of the diagnostic departments, with a particularly high usage of radiology. Many patients will be confined to bed for at least
part of their hospital stay, most will have some degree of
physical incapacity, and some will be grossly crippled.
Apart from standard treatment as in any medical ward,
almost all patients will require frequent and regular
physiotherapy and many will require hydrotherapy. The full
facilities of the rehabilitation section of the Community
Medicine service will be necessary for some.
A number of the patients will face the combination
of prolonged hospital stay, physically disabling illness,
and an arduous programme of self-help in recovery. These
factors should be kept in mind in planning their accommodation, the amenities associated with it, the ward outlook and so on. Maintenance of morale is essential, and
the environment should be planned with this in mind.
Some patients will require intervention by orthopaedic
surgery. Such patients might be transferred to the orthopaedic surgical area at the time, or they might be transferred directly back to the Arthritis Unit.
Functional Location: Because of their need for broadly
similar facilities, there would be advantage in grouping
closely the beds allocated to the Arthritis Unit, the beds
allocated to the Rehabilitation Unit, and the Geriatric
beds. They might be grouped in a continuum in the sequence
set out in the preceding sentence. The Arthritis beds (in
common with the others) should be placed so as to allow very
ready access to physiotherapy, hydrotherapy, gymnasium and
occupational therapy facilities. There should also be
specimen transport access and patient transport access to
the appropriate diagnostic services.
Requirements: Ward facilities (bathrooms, toilets,
eating, etc.) geared to disabled patients, with provision
of appropriate aids wherever possible. Overhead frames for
beds.
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Accommodation:
Standard accommodation with the various provisos
listed at various points in the preceding discussion.
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OUT-PATIENT REQUIREMENTS
With the exceptions, modifications, and comments listed
below, the medical out-patient requirements are standard ones
see description of standard out-patient facilities later in
this brief.
The general features particularly pertinent to medical
out-patient facilities are
(a) there must be ready ambulant (but sometimes disabled)
patient access to whole-patient diagnostic areas
and ready specimen transport to specimen diagnostic
services.
(b) there must be a higher than average provision of
rooms suitable for students to interview patients.
(c) there must be access to the following in the
immediate environment
a procedures room for sigmoidoscopy (near
clinics used for gastro-enterology).
a room which can be darkened with e.g.
black-out blinds, for examination of optic
fundi (in each set of medical clinic rooms).
a room for plotting of visual fields (near
clinics used for neurology).
a small room for microscopic examination of
skin scrapings and setting up cultures for
fungi (near clinics used for dermatology).
(d) there must be storage facilities for special forms,
stationery, and small pieces of equipment used for
specific clinics.
(e) there must be access, within the out-patient department or immediately nearby, to a sterile
procedures room for e.g. carrying out biopsies,
injecting joints or tendon sheaths, etc., during
the currency of an out-patient session.
(f) the out-patient facilities for patients seen at
the "Rheumatology" clinic should provide for the
fitting of plasters or other appliances, and their
medical checking. This could be achieved either
by an interface with the main Physiotherapy
Department, or by the provision of an area for
a physiotherapy "sub-station'S in the out-patient
department. This need for access will be shared
too by the Orthopaedic and Accident out-patient
clinics.
'

(g) the out-patient facilities for follow-up of
patients who have undergone renal transplantation have the following special characteristics
(i) they are of standard physical form and may
be sited in the general out-patient department,
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but should not share session with adjacent
clinics where patients commonly have infections,
or share clinic rooms with disciplines where
infection is common.
patients often attend daily for long periods,
so facilities should be available (registration, records, dispensary) to conduct sessions very early in the morning (7.30 a.m.)
or in the evening, so that they may avail
themselves of family transport or avoid
losing their jobs. For the same reason,
"patient handling" should be geared to
rapid movement from arrival to departure.
the clinic must function 7 days per week.
specimen collection, transport and analysis
is required to provide rapid (same visit)
data from Biochemistry and Haematology.
there should be provision for receiving
and storing temporarily plastic containers
holding several litres of urine, and for
storing empty containers for issue to
patients.
with the projected load 4 clinic rooms,
each with an attached examination room,
should be allocated for 1 session, 7 days
per week.

LABORATORY REQUIREMENTS

Laboratories with which the Division of Medicine is
concerned will fall into 2 categories
Clinical diagnostic laboratories.
Research laboratories.
Clinical diagnostic laboratories are areas in which
diagnostic procedures and measurements are carried out,
which involve an area of expertise or technology broadly
confined to one organ system. Responsibility for such
areas is best vested in the special medical unit concerned
with that organ system. The procedures carried out usually
(but not invariably) involve the presence of the patient in
the laboratory for periods ranging from 10 minutes to some
hours. The procedures generate a large number of specimen
samples and physiological records which are then handled
in that laboratory or processed in one of the more traditional diagnostic laboratories.
Research laboratories are areas in which original research, 'basic" or "applied" is carried out. Research is
a very proper and indeed, integral, function of a university
teaching hospital. Laboratory research in the areas concerned with medicine often requires advanced technology and
supporting services. On the one hand, much of this technology is common to both diagnostic and research activities
in a specific area; on the other, there is a substantial
"grey area" of overlap between clinical research and new
diagnostic procedures which are in the course of development,
with significant benefit to patient diagnosis and care.
For these reasons, it is proposed that the clinical
diagnostic areas and research areas associated with the
special medical units be fused. As will be seen in later
detailed descriptions, this fusion may take the form of
immediate adjacency in some units, of some intermingling
of facilities in others.
For reasons of economy of equipment, space, personnel
and movement, as well as for advantages in patient care and
postgraduate teaching and research, two further physical
conjunctions are proposed.
The clinical diagnostic and research laboratories
of the special units will be grouped physically
with the more traditional diagnostic laboratories
in a fashion that rationalizes facilities, technologies and interests.
The administrative offices of the special units
will be incorporated in the diagnostic-research
areas and will serve as centres for postgraduate
teaching and research.
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The physical conjunctions proposed are
Group

Orthodox diagnostic
service

Special Unit diacinostic
service

Clinical
Chemistry

Biochemistry

Nephrology
Gas tro- ente ro logy
Endocrinology

Clinical
Physiology

Radiology
Nuclear Medicine

Cardiology
Thoracic Medicine
Neurology

Clinical Cell
Behaviour

Haematology
Bacteriology
Morbid anatomy

Haematology and
Immunology
Joint Disease
Dermatology.

A further laboratory requirement will be for animal
experimental facilities. In these there is much room for
shared facilities, and certain degrees of separation from
human facilities are mandatory.
Detailed descriptions of the laboratory requirements
are consolidated in the section on Diagnostic Services.
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3. 1

GENERAL ORGANIZATION.
In-Patient Beds.
Some 425 beds will be allocated for patients in this
general group, including both adult and pediatric patients.
Some of these beds will be combined with beds from the
"medical" allocation to form discrete and separate groups
such as Intensive Care. Others will be grouped in specially
defined areas for specific purposes. Others will be grouped
in standard ward units which will accommodate a variety of
patients with "surgical" illnesses.
In the quantitative aspects of the description which
follows, the numbers of beds allocated to the various surgical
specialties are broken down in much greater detail than they
are in the section on Medicine and Medical Specialties. These
numbers should still, however, be regarded as general indications rather than irrevocable allocations. They do reflect,
so far as can be judged, a reasonable estimate of relative
demands in a complex of the type envisaged. In some cases,
where provision of very specific accommodation is required,
they will have an important influence on design. But,
though there is every intention of grouping patients with
broadly similar needs, the greatest number of "surgical"
patients will be in standard ward units rather than in the
ology Ward" (just as in Medicine). Numerical minutiae
in the allocations that follow must not be allowed to dominate
design. There will be flexibility inherent in a system in
which, in general, wards do not "belong" to an individual surgeon. Temporary or long-term changes in demand can be handled
easily at the administrative level, provided accommodation for
patients in various clinical categories is not made overspecific.
11

The pediatric patients referred to will, in general,
be accommodated within the pediatric area of the hospital
(see PEDIATRICS for statement of rationale). The exceptions
will be in the Accident Service and the sections of Neurosurgery and Cardio-thoracic Surgery, where, because of very
specialized management in the early post-operative period,
the pediatric beds will be largely accommodated with the
adult beds. Even here, should the number of beds in an
appropriately designed unit not correspond with those
allocated, children might complete their post-operative
hospital period in the Pediatric area.
Against this background, the disposition of the 425
surgical beds will be as follows
Contributions to Combined Medical-Surgical Groupings
(all age groups):
For (a) Transplantation and Immunosuppression
Area, and (b) Intensive Care.

18
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For Day-only Procedures (all age groups):
Day beds.

20

Specially Grouped in Defined Areas:
Accident service
Cardio-thoracic surgery
Neurosurgery

Adults
45
22
25

Children
5
8
6

92

19

90
25
24
28
28

43
5
6
10
17

195

81

Standard Ward Units:
General surgery
Urology
Ophthalmology
Ear, nose, throat
Orthopaedics

Out-Patient Facilities.
There will be extensive out-patient department activities,
almost all of which will take place in standard out-patient
accommodation. There will be access to several "special
procedure" rooms in the out-patient department.

Laboratories.
The surgical services will not be responsible for a
group of clinical diagnostic laboratories in the same way
that the medical services will be. Members of surgical services
will, however, require access to research laboratories which
will be grouped with the other research laboratories in close
association with the diagnostic laboratories. Some aspects
of surgical research will also be appropriately carried out
in the animal house area.

Operating Theatres and Rooms.
The surgical services will all require access to the
main operating theatre area. In addition to this main
area, there will be other operating rooms and special procedures rooms in appropriate sections of the hospital. Such
sequestration will only take place when function is best
subserved in this way. These separated operating rooms will
be, in general, directed towards minor procedures under local
anaesthesia or emergency holding procedures.
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Staff Organization.
The Division of Surgery will be headed by a Professor
of Surgery to whom the various units will be broadly
responsible. It is anticipated that, at consultant level,
the staff will comprise both full-time and visiting staff.
It is both hoped and anticipated that many of the visiting
staff will be geographically full-time on the Westmead
campus. The value to patients in the whole Western Metropolitan Region, to the Westmead complex and to the individual
consultant of spending sessions in other hospitals in the
region is recognized.
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GENERAL IN-PATIENT REQUIREMENTS.

General.
In the sections that follow, functional descriptions
will be given of the in-patient ward facilities required
for both special ward units and standard ward units for
surgical patients. Descriptions of the Intensive Care
Unit and of the Transplantation and Xmmunosuppression Area
(both of which have both medical and surgical implications)
are given later in the brief.
The in-patient facilities required for pediatric surgical patients other than those in the Accident Service,
Cardio-thoracic Surgery and Neurosurgery are described in
the section devoted to Pediatrics.

Standard Ward Accommodation.
Purpose: The following groups of patients will be
admitted to the 195 adult surgical beds in standard ward
accommodation
paterts with an acute surgical illness
admitted directly to hospital (from
Emergency Department, Out-patient Department
or by referral from outside doctor), who do
not require admission to Intensive Care.
Such patients may be operated on as a matter
of urgency, or observed for varying periods.
patients admitted to the surgical wards
electively for a surgical procedure. Investigation and diagnosis will have been completed
or largely completed before admission to the
ward. Such patients may be admitted to a
surgical ward directly from the admissions area
by appointment, or they may be transferred from
a medical ward. They will usually spend only
a day or so in hospital before operation.
patients in whom the diagnosis is uncertain or
in whom further investigations as an in-patient
are required before deciding on whether operation is necessary. Such patients may spend
many days in hospital before operation (if any)
is performed.
Patients will range from ambulant to very sick at the
time of admission. Emergency admission may take place at
any hour of the day or night. Following operation a patient
is moderately to seriously ill for periods ranging from one
to many days. Within the limits of physical incapacity,
present surgical practise is to have patients out of bed as
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soon as possible after operation. Some patients require
more than one operation during their hospital stay, and
some require to be returned to the operating theatres as
a matter of urgency.
The general sequence of movements for a patient undergoing operation will be from surgical ward to operating
theatres to recovery beds and back to surgical ward as soon
as he is judged well enough to leave the recovery area (usually
a period measured in hours).
With the exception of a relatively small number of
patients in group (c) above, patients in these beds will
not generate nearly as great a number of movements to wholepatient diagnostic areas as will medical patients. There will
be a moderate demand for specimen transport to specimen diagnostic laboratories the volume will again be less than that
for medical wards, but speed of transport and rapid analysis
may be crucial in the individual patient.
Close nursing supervision is required in the immediate
post-operative period, and some nursing supervision over
the next few days (in the average patient). Very little
nursing or medical supervision is commonly required over the
latter part of the patient's hospital stay.
A mdjor amount of undergraduate and postgraduate teaching and learning will take place in these wards.
Functional Location: There should be ready patient
transport access to the operating theatres and from the
rccovery area. There should be ready specimen access to all
specimen diagnostic areas. There should be patient and patient
transport access to the whole-patient diagnostic areas, but
the volume of such traffic will be much smaller than that
from medical wards. Post-operative chest radiology in bed
will be the commonest whole-patient diagnostic procedure in
these wards.
Requirements:
Accommodation:
See description of standard ward accommodation
later in this brief.
Several of the services will require special
rooms to be incorporated in the area of the
hospital specially serving patients in that
group, e.g.
Special examination rooms for E.N.T.
and Ophthalmology services.
Catheter-changing room for Urology.
Plaster room for Orthopaedics.
These will be taken up in the special
room requirements of the wards.

I
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ACCIDENT SERVICE.
The Accident Service will represent a facility for the
management of all patients with injury arriving at the hospital. Trauma is an increasingly frequent cause of morbidity,
and is very common in the area of the new hospital.
The whole Accident Service will be divided into 3 stages :
Stage

I: Patients will arrive, assessment will
take place, and treatment (and/or
resuscitation) will begin.

Stage II: Definitive treatment of patients not
being admitted to hospital, and further
follow-up management of patients not
admitted.
Stage III: The in-patient service for victims of
trauma.
Stage I will be integrated into the Emergency Department,
and Stage II will share certain facilities with the Emergency
Department. Both will be described with the Emergency Department later in this brief. The present description will be
concerned with the in-patient Accident Ward (Stage III, above).
The philosophy of the Accident Service is to bring together all patients suffering from the effects of trauma
in a service where the wide variety of skills necessary for
total management can be provided. Thus, a patient with
multiple injuries may, for example, need the services of
orthopaedic surgeon, neurosurgeon and general surgeon. Above
all, he needs the mobilization at one time and place of all
the ancillary services that will ultimately effect the
greatest functional recovery. In the present context, a
patient with a fractured femur will be admitted via the
Accident Service to the Accident Ward, not to an orthopaedic
bed. If, at some time, he requires elective orthopaedic
management or. operation he will move to an orthopaedic bed.
A patient with a head injury will be admitted to the Accident
Service. Subsequent elective neurosurgery will indicate a
move to the Neurosurgery Division.
Within all stages of the Accident Service, appropriate
experts will co-operate in patient management. A patient
with, among other things, a head injury will receive expert
supervision from a representative of Neurosurgery, and so
on.

Accident Ward.
Purpose: To provide in-patient treatment for patients
with all forms of injury. This will be a 50-bed unit with
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a rapid turnover. An average stay will be of the order of
5 days. About 75% of patients will have an injury to the
locomotor system; about 50% will have some form of head
injury. Elective or reconstructive surgery for the aftermath of injury will be undertaken in the units of the appropriate specialties.
All patients admitted will represent acute admissions,
and peak loads may be expected in the 6 p.m. - 12 midnight
period and at week-ends. The vast majority of patients will
enter the ward via Stages I and II of the Accident Service,
either directly or via Radiology Department, plaster room,
operating theatre or Intensive Care Unit.
Patients whose clinical condition merits it will be
transferred from the Emergency Department to the central
Intensive Care Unit. There will therefore be no requirement for intensive care facilities in the Accident Ward.
Patients will either be discharged directly from the
Accident Ward, or, quite commonly, transferred to the beds
of one of the surgical services for definitive treatment.
Functional Location: There should be rapid, smooth
patient transport access from the Emergency Department and
Stage II of the Accident Service to the Accident Ward.
Since plaster changes will be a major requirement, close
physical proximity to the plaster room of the Emergency
and Accident Service is desirable; alternatively, an
additional plaster room must be provided. Ready access
by patient transport to the Radiology department is essential.
There must be patient transport access to and from the operating theatres. Siting should be such as to encourage
regular and frequent visiting by members of staff of all
surgical divisions.
Requirements: Wall suction and oxygen to all bed
areas. Adequate electrical connections for portable Xrays. High requirement of disposable dressings. Plaster
traps for plumbing. Most patients will be non-ambulant
and will require to eat in bed.
Accommodation:
Emphasis on 4-bed rooms.
Rooms and corridors spacious, to allow manoeuvre
of beds with traction apparatus attached (total
length = 9 feet). Doors must be at least 4 feet
wide.
Storage area for wheelchairs, trolleys.
Examination room for special procedures.
(Plaster room if separated from Emergency Department).
Offices.
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NEUROSURGERY.
Purpose: This in-patient unit will accommodate patients suffering from diseases of the nervous system of
a "surgical" type requiring investigation and/or operation.
It will not receive directly patients with injuries to the
nervous system, who will be admitted to the Accident Service.
Certain patients may be subsequently transferred from the
Accident Service to Neurosurgery should they require elective
operations.
Patients may be admitted electively or urgently to
this unit. In hospital, their movements may be summarized
as
Ward - investigation area - ward - operating
theatre - ward.
OR:
Ward - investigation area - operating theatre ward.
The investigation areas referred to will most commonly
be those described in the NEUROLOGY section of DIAGNOSTIC
SERVICES, both neuroradiological and electrophysiological.
A significant number of patients will undergo investigations
in the in vivo section of Nuclear Medicine. The sequence
of moving directly from investigation area to operating
theatres refers to investigations carried out in the sterile
radiology areas related to neuroradiology.
The post-operative management of patients in Neurosurgery presents a number of highly specialized problems
which may require urgent appropriate action. It is for
this reason that the Neurosurgery in-patient facilities
are to be allocated to a defined area. At the same time,
two qualifications may be allowed in the face of any conflict in design between the bed allocation to Neurosurgery
and the provision of this precise number in the best functional location
(a). Of the 6 pediatric beds, up to half might
be sited in the Pediatric area of the hospital for children at a stage before or
after operation when they are not particularly
ill.
(b) Of the beds allocated for "investigation",
any number up to all might be located elsewhere, especially in close association with
the 4 beds belonging to the Neurology Unit.
The suggested functional grouping of beds within the
total of 31 (25 adult, 6 children) is as follows
Investigation
General acute area
Special nursing

:
:
:

6
19
6
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Children may be taken as approximately one-fifth of each
of these groups, though obviously there is built-in flexibility in this allocation.
The special nursing group will be patients who are
very ill and who require continuous supervision. The
general acute area will be for less ill patients. Patients
in the group for investigation will not differ materially
from patients admitted to medical beds under the care of a
neurologist. Neurosurgical patients will not go to the
Intensive Care Unit in normal circumstances; the special
nursing area will be set up to provide intensive care in
the special context of the neurosurgical patient.
Functional Location: The unit should be broadly in
the surgical area of the hospital, but, from comments above,
has much in common with medical neurology. Reasonable
proximity to the medical wards, and particularly to the
area for Neurology beds, is therefore desirable though not
essential. There should be ready patient transport access
to and from the operating theatres, and ready patient and
patient transport access to Radiology, Neurology and
Nuclear Medicine whole-patient diagnostic services. There
should be ready specimen transport to specimen laboratories.
Requirements: The special nursing area will be fitted
with a full range of resuscitation equipment, and all beds
in it will be supplied with piped air, oxygen and suction
and with a Bird respirator. Wiring will be required from
monitoring equipment to central console. Portable resuscitation equipment will be available for general acute area of
ward, and these beds too should be provided with piped oxygen
and suction. There will be a moderately high requirement
for special pre-set sterile trays for special diagnostic
procedures. Special beds of the operation trolley type.
Most patients will require to eat in bed.
Accommodation:
Special nursing area
6 beds, separated by glass and solid
partitions, and with area fully airconditioned. Two of the cubicles should
be exhaust-vented to the exterior for
treatment of patients who are potential
sources of cross-infection. This section
of the ward will be separate in the sense
that there will be no cross-movement of
other patients or staff. It may be regarded as having the features of a small
intensive care unit.
General acute area
4, 2 and 1-bed rooms (5 of latter). Onebed rooms to have large observation facilities which can be opened or closed as
necessary.
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(c) Investigation area
Standard accommodation.
Room for special examinations.
Physiotherapy room for patients unable to go
to central department.
Offices.
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CARDIO-THORACIC SURGERY.
Purpose: This in-patient service will accommodate
patients undergoing surgery of heart, lungs, or other
thoracic viscera. The post-operative management of such
patients presents quite specific problems involving skilled
staff, major instrumentation, and rapid and appropriate action
on many occasions. For these reasons, the beds of this service will form a coherent group. However, similar considerations to those presented for Neurosurgery apply here : in the
face of design difficulties related to the very specific beds,
up to half the patients could be accommodated in less specific
beds in related adult or pediatric sections of the hospital
(see NEUROSURGERY).
Patients will be admitted to the ward, most commonly
as an elective procedure before operation from outside or
from the medical wards. Stay in this unit before operation
will be brief, any prolonged preparation for operation
taking place in appropriate medical beds. Following operation, patients will return to the special nursing section of
the ward where they will remain from several to many days.
They will complete their hospital convalescence in the
general acute beds of the unit.
A small number of patients will be admitted to the
ward as an urgent procedure, suffering from some serious
and acute cardiac or pulmonary condition requiring urgent
surgery. Those in whom the precipitating cause is trauma
may undergo initial assessment and resuscitation in the
Accident Service, but all post-operative care in this
group will take place in the Cardio-thoracic surgery area.
Patients in this area will generate a greater number
of whole-patient and specimen diagnostic tests than patients
in general surgical areas. Post-operative portable chest
X-rays will be a very heavy requirement.
Functional Location: There must be patient and patient
transport access to and from operating theatres and to and
from whole-patient diagnostic areas (especially Radiology,
Nuclear Medicine, Cardiology and Thoracic Medicine); and
specimen transport to the specimen diagnostic laboratories.
There should be very ready access for mobile radiographic
equipment for portable chest X-rays, of which a number will
be predictably required each day.
Reasonable proximity to the medical beds for Cardiology
and Thoracic Medicine is desirable, though not essential.
Requirements: Special electrical requirements for
monitoring apparatus. Heavy requirement of monitoring and
resuscitation equipment. Piped air, oxygen and suction to
all beds in special-nursing area and wiring for data from
monitors to central console from each of these beds.
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Accommodation:
This has a number of points in common with Neurosurgery, with provision of a self-contained
special nursing area, with facilities for 2
isolation rooms, and a more general area.
Special nursing area:
14 beds, with up to 6 of them cots, cribs or small
beds for infants or children. These beds should
provide individual privacy combined with the
ability of nursing staff to supervize patients.
Four bed positions should be equipped with multichannel monitoring and recording equipment, linked
to a central console. Two others should be in
single rooms with exhaust ventilation for patients
with significant infection. These two and the
remaining 8 should provide for electrocardiographic
monitoring.
General area:
The remaining 16 beds are represented by standard
accommodation.
Offices.
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DAY BEDS.
Purpose: To accommodate patients admitted to hospital
for an investigation procedure or for a minor operation,
which does not require the patient to remain in hospital
for longer than the day on which it is performed. Bronchoscopy, cystoscopy and gastroscopy represent examples of
the type of investigational procedure involved. The minor
operation will cover a wide variety of fields.
Some minor operative procedures will be carried out
in a minor operation room associated with the Out-patient
Department or the Emergency Department. Such procedures,
including, for example, excision or biopsy of a benign
skin lesion under local anaesthesia will not require the
patient's admission to hospital at all; and such patients
will not be admitted to day beds. Those admitted to the
day beds will either require general anaesthesia, or the
operation will be more complex than that envisaged for
the out-patient operating room.
All admissions to the day beds will be elective admissions by appointment. Patients will be admitted to the
ward, given premedication, and transported to the operating
theatres, endoscopy theatre or diagnostic areas. Those
having local anaesthesia will return directly to the day
bed ward when the procedure is completed. Those having
general anaesthesia will go first to the recovery area
after the procedure is completed, and be transported back
to the day bed ward after regaining consciousness.
Both groups will require observation but, in the absence
of complications, little inthe way of active treatment will
be required. At the least, all patients will be under the
influence of sedation, and some will be only semi-conscious.
From time to time, an early post-operative complication
will arise (such as one affecting respiration), and resuscitative measures will be needed. All patients will be
discharged before the end of the evening; any not fit for
discharge will require transfer to other parts of the hospital.
Clearly, supervision of admission policy to this area will
be necessary to ensure that only true "day only" patients
are admitted.
Functional Location: There must be ready patient
transport access to and from the operating theatres, endoscopy theatre, and sterile radiology area, and from the
recovery area. There should be easy egress to transport
for departing patients.
Requirements: Provision of emergency resuscitation
equipment.
Accommodation:
Provision of 30 beds in multiple-bed units
(largely 4-bed units) with some privacy
between units, but with all patients clearly
visible from a central supervising position.
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Screens will provide added, flexible privacy
for patients who have completely recovered.
Changing rooms.
Provision for light meals.
Waiting room for relatives.
(Note: The 30 beds in this group consist of 20
from the Surgery allocation and 10 from Gynaecology).
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OUT-PATIENT REQUIREMENTS
The out-patient requirements for patients attending
general or special surgical clinics are standard ones.
There must be adequate provision for taking histories,
examining patients, and carrying out minor investigative
procedures and treatment. There must be adequate provision
for teaching.
The follow-up facilities for patients who have undergone transplantation surgery are described in the Outpatient Requirements Section of MEDICINE AND MEDICAL
SPECIALTIES.
Patients re-attending the Accident Service for shortterm control of their treatment will be seen in a section
of the Accident Service associated with the Emergency
Department and described in that section of the brief.
All the remaining aspects of the standard out-patient
facilities are described later in the brief.
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GENERAL ORGANIZATION.

The disciplines of obstetrics and gynaecology will be
combined in a single Division of Obstetrics and Gynaecology,
not separated into two sub-departments as is the case in
some hospitals.
The Professor of Obstetrics and Gynaecology will be
chairman of the division. For a variety of reasons there
will probably be only one other full-time appointee at
consultant level, plus 10 part-time consultants. The 12
consultants will be grouped in 4 units of 3 each. All
consultants will be appointed with similar clinical duties
and responsibilities in both in-patient and out-patient
services, not in an hierarchical system. There will be one
registrar/senior registrar and one senior R.M.O. attached
to each unit.
Each unit will service the following regular activities
each week
1 ante-natal clinic.
1 gynaecological clinic.
1 well-patient clinic (family planning, cancer
detection, post-natal).
1 unit round.
1 operating day.
Special areas of expertise will develop in various units.
Facilities for these will be grouped within the units concerned, as will the patients referred for their services.
Because of the impossibility of separating many aspects
of obstetrics and gynaecology, because they share facilities
and staff, and because of the close similarity of many of the
nursing and medical procedures, the in-patient and out-patient
facilities should form cohesive groups. This is not to imply
that they should form a separate building.
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GYNAECOLOGY OUT-PATIENT SERVICES.

Purpose: 1. ConsultatiOn, examination (general and
special), and follow-up of patients with gynaecological
conditions.
2. Conduct of well-patient clinics, covering
particularly the areas of cancer detection, family planning,
and post-natal examination (6 weeks post-partum). The
activities of the well-patient clinic can be co-ordinated
so that essentially the same basic flow-process applies to
all patients attending.
Each of these two types of clinic will be conducted
4 times per week (four units). It is anticipated that a
useful administrative arrangement of clinics for a given
Obstetric/Gynaecology Unit on any day might be
Well-patient
Ante-natal clinic.
Morning:
clinic.
Afternoon:

Gynaeco logy
clinic.

Hence, common facilities may be used for gynaecology
clinics and well-patient clinics, but separate facilities
will be needed for ante-natal clinics.
Functional Location: Adjacent to ante-natal clinic
area. Usage rate, as set out above, indicates that this
should be a specific, non-shared set of clinic facilities.
Regular, though not high, rate of referral to whole-patient
diagnostic areas. Average requirement for general specimen
access to specimen diagnostic areas, and very high requirement for specimen access to Cytology area.
Requirements: Interviewing rooms; special examination
rooms geared to pelvic examination with privacy; special
(and quite specific) investigation rooms as set out below.
Accommodation:
Waiting area(s).
Interview rooms.
Examination rooms (special, see above)
Room for colposcopy.
Room for foetal investigations (intra-uterine
monitoring, amniocentesis, amniotomy)
interfacing with ante-natal clinic area.
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OBSTETRIC OUT-PATIENT SERVICES.

Purpose: The provision of routine ante-natal care
for public out-patients who are, to be confined at the
complex. The allocation of obstetric beds will allow
for about 3,500 deliveries per year, of which it is anticipated that about half will be "public" patients. This
would generate, at desirable levels of ante-natal care,
40 new patient visits and 300 repeat visits per week to the
ante-natal clinic. Since the four units will each conduct
one ante-natal clinic per week, each clinic will involve
10 new patients and 75 repeat patients. Women attend
monthly to 30 weeks gestation, fortnightly to 36 weeks,
then weekly until delivered. (Obstetrics constitutes the
unique example of out-patient logistics flowing almost
precisely from the bed allocation.)
Functional Location: Immediately adjacent to
gynaecology out-patient clinics. Ready ambulant patient
access to X-ray department (all patients have chest X-ray).
Ready specimen access (especially blood and urine) to
specimen diagnostic laboratories.
Requirements: Facilities for weighing and urine-testing for large group of "rapid through-put , " patients at
each clinic. High ratio of examination rooms to interview
rooms; high provision for changing cubicles. Provision
for collection of clean urine specimens.
Accommodation:
Waiting area(s).
Interview rooms.
Examination rooms and changing cubicles
(4 per interview room).
Space for weighing.
Space for urine testing.
See also special area for foetal investigations
under Gynaecology Out-patient Department.

GYNAECOLOGY IN-PATIENT SERVICES.
There will be 80 in-patient beds for gynaecological
patients. Seventy will be in standard ward accommodation;
10 will be in the Day Bed area.
Purpose: Admission of patients requiring in-patient
treatment for gynaecological disorders. This treatment will
most cornmonly.be surgical in type. A significant number will
receive radio-therapeutic treatment, either by internal insertion of radio-therapeutic appliances or by external
application of radio-therapy. A small number will receive
purely medical treatment.
Patients will range from seriously ill to wholly
ambulant. The commonest sequence will be : admission while
clinically well, operation, confined to bed in immediate
post-operative phase, increasingly ambulant till discharge.
Some patients will be admitted as an emergency and will
require close supervision from the outset. A significant
number of patients will spend only a few days in hospital,
and undergo only diagnostic curettage.
Functional Location: The wards for gynaecological patients should form a group with the obstetric facilities.
If there is a remainder after dividing 70 beds between
standard ward units, "overflow" of gynaecological beds
should be towards Obstetrics. There should be ready
patient transport access to the operating theatres and
from the recovery beds. These wards will generate a
relatively small demand for access to whole-patient diagnostic areas, and a modest demand for specimen access to
specimen diagnostic areas.
The 10 day beds will be grouped with the remaining
day beds. See SURGERY AND SURGICAL SPECIALTIES.
Requirements:
Accommodation:
Standard ward accommodation.
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OBSTETRIC IN-PATIENT SERVICES.

There will be a total of 115 beds allocated to
Obstetric in-patient services. They will be sub-divided
as follows
Ante-natal beds
Acute/segregation beds
Lying-in beds
Labour ward

18
6
76
15
115

See separate section for description of Labour Ward.
It is recommended and assumed in this disposition of beds
that hostel beds for, unmarried mothers will be provided
away from the general hospital campus by the appropriate
authorities.
Purpose: In-patient accommodation of women in the
post-partum period (76 lying-in beds), and of women who
require in-patient treatment during pregnancy (18 antenatal beds), with provision for segregation of up to 6
women with significant infections or other similar complications.
In the ante-natal beds, a significant number of
the women will be confined to bed. In the lying-in beds,
most of the women will be ambulant almost from the time
they reach the ward. A few (post-Caesarean-section or
extensive perineal trauma) will be more confined to bed
for a few days. Though essentially a "healthy" population
of women, acute or sub-acute problems (venous thrombosis
or embolism, infection, psychosis) may arise unexpectedly
and require access to full orthodox hospital facilities.
The segregation facilities are required for the
isolation of women and for their babies, when infection
which may represent a hazard to other mothers or babies
is present.
Most women in the lying-in beds will be feeding
and otherwise providing some care for their babies. about
2% will have lost their child during childbirth. Something
of the order of 10% will have produced an illegitimate
infant, and many of these will have opted not to see the
baby for which adoption arrangements will be being made.
Functional Location: The obstetric beds should form
a group with the gynaecological facilities. The ante-natal
and lying-in beds should each be grouped together. The
segregation beds should be in the same area, but so arranged
that they can be temporarily isolated from the remainder of
the obstetric beds by a clear-cut dividing barrier, with
provision for self-contained barrier nursing.

There must be immediate access to the nursery complex
from which babies will be brought to their mothers approximately 6 times per day. There must be ready patient
transport access from labour ward and operating theatres
to the lying-in beds, and from the ante-natal beds to
labour ward and operating theatres.
The obstetric in-patients will generate only a moderate
demand for whole-patient and specimen diagnostic studies.
Requirements: Facilities generally geared to the physical and psychological demands of women having a baby rather
than being "sick". Adequate facilities for, feeding babies
and learning simple skills associated with caring for newborn babies. Sufficient privacy for women who have lost
baby by death or proposed adoption.
Accommodation:
Standard ward accommodation of 4, 2, and 1-bed
units, except that, for lying-in beds, 2-bed units
should be increased at the expense of 4-bed units.
Segregated accommodation for 6 beds in six 1-bed
units, separable from remaining beds as described
above.

Note: Local survey indicates that almost no women
wish for rooming-in of their newborn babies on a
full-time basis. About 25%-35% (almost all primiparae)
would like the opportunity for rooming-in on a daytime only basis, to gain increased confidence in
handling their babies under supervision. This will
be met (a) by a slightly higher provision of 1 and
2-bed units, and (b) by making the rooms of such a
size that they can accommodate the baby or babies
as well as the mother(s) during the day.
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LABOUR WARD.

Purpose: A unit, containing 15 beds, in which women
pass through the various stages of labour, and in which
babies (other than those born by Caesarean section) are
born.
Some women are transferred here from ante-natal beds,
either, in labour or for, induction of labour. Most are
admitted from outside, in labour, directly to this unit,
at any hour of the day or night. Some will be transferred,
in turn, to the operating theatres for Caesarean section;
and this movement may, at times, be one of the utmost
urgency.
Women will remain in Labour Ward for anything from
several hours to several days; the commonest period will
be for part of a day. They will be transferred from
Labour Ward to the lying-in beds, and babies will be
transferred to nurseries.
Functional Location: There should be ready access
for a woman in labour from the entrance area of the hospital
to labour ward at any hour of the day or night, with minimum interruption of progress for administrative details
to be completed. There should be ready patient transport
access from the ante-natal beds.
There must be ready, rapid patient transport access
from labour ward to the operating theatres. Such access
for transport should make it possible to guarantee
movement of a patient from one point to the other in a
couple of minutes.
There will be almost no movement of patients to wholepatient diagnostic areas, but a small demand for specimen
access to specimen diagnostic laboratories.
Requirements: Provision and storage of special instruments and apparatus. High provision of sterile supplies.
Piped oxygen, suction, ?music. Special electrical requirements for electronic monitoring apparatus.
Accommodation:
Induction room (3 beds).
First-stage room (4 beds).
Single rooms (8 beds).
The latter should each be large enough to accommodate
patient, obstetrician, anaesthetist plus apparatus, nurse(s),
husband, students. Each should have piped oxygen, suction,
and music. Four rooms should be fitted with constant foetal
heart monitoring apparatus, connected to a console in a
central area.

Mothers' room : for women who are ambulant
in the early first stage of labour. Set
up as comfortable sitting room, with
television.
Nursery, with 2 humidicribs, for babies in
transit to nursery.
Monitoring room : for central monitoring,
and equipment storage.
Waiting room, with corridor or verandah
access to individual labour rooms.
Preparation room, where women entering
unit in labour undergo certain preparatory
procedures.
Student facilities See EDUCATION AND
RESEARCH.
Accommodation for 1 resident medical officer
to sleep near Labour Ward.
Rest room for 3 consultants awaiting
deliveries.

LABORATORY REQUIREMENTS.

The obstetrical and gynaecological services will make
use of all the diagnostic laboratories of the complex. No
special laboratories are required for the special diagnostic
requirements of these services.
The research laboratories used by members of this
division will be incorporated in the research laboratory
areas adjacent to the appropriate diagnostic laboratories.
Some aspects of obstetrical and gynaecological research
would appropriately belong in each of the 3 broad groups
of Clinical Chemistry, Clinical Physiology, and Clinical
Cell Behaviour.
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GENERAL ORGANIZATION.
The Pediatric Division of the hospital will develop a
strong identity of its own. It is proper that it should
do so, for much of the approach to sick children is quite
different from the approach to sick adults. It is no part
of a sound philosophy of pediatric patient care to regard
children as 11 little adults" needing simply miniaturized
adult facilities, appliances and techniques. In one sense,
then, the Pediatric division is not simply another clinical
division of a large general hospital.
At the same time, there is an important difference
between a proper sense of identity and a sense of separateness or exclusiveness. Conceptual integration, combined with provision of appropriate special, separate, or
shared facilities is what is sought in the proposed project. Such an approach can only operate to the benefit
of patients in both the Pediatric and other clinical
divisions of the hospital, as. well as of staff members
in all sections.
Children in the in-patient section of the hospital
will be accommodated in the following areas
Nurseries.
Pediatric medical beds.
Pediatric surgical beds.
Accident service.
Neurosurgery beds.
Cardio-thoracic beds.
Intensive Care.
Immunosuppression area.
Day beds.
Children's psychiatric unit.
The great majority will be in areas (a), (b) and (c).
In the sections of this brief devoted to areas (d), (e)
and (f), there is described provision for a small number
of children needing the special facilities of those areas
they are placed with the corresponding adult beds because,
with the high degree of specialized attention needed and
the small number of children involved, it would be foolish
to establish small sub-units. However, as is made clear in
the sections of the brief devoted to Neurosurgery and
Cardio-thoracic Surgery, up to half the pediatric beds in
those disciplines might be (and perhaps should be ) sited
in the Pediatric section of the hospital for children who
are not requiring specialized care at the time. The
number of children requiring the facilities of areas (g)
and (h) at any one time will not be great, and in these
cases too children requiring such facilities will be
admitted to areas in the adult units. Children will make
use of the Day Bed facilities described in the Surgery
and Surgical Specialties section of the brief if required.
The special features of the Children's Psychiatric Unit
are described in the Psychiatry section of the brief.
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The Pediatric out-patient facilities will be in
the consolidated out-patient area of the hospital, but
special provision will be made for the needs of children
attending there. These special provisions will be
described in the Out-patient section of the brief.
The Diagnostic Services of the hospital will serve
both adults and children, and there will be no separate
pediatric diagnostic departments. However, provision
will be made for special rooms and facilities for children in the major whole-patient diagnostic areas (of which
Radiology is the chief example), and for special microtechniques for children in laboratories such as Biochemistry.
The pediatric operating theatres will be in the
main operating theatre block, and again some special
facilities will be required for young patients.
Overlap of staffing between adult and pediatric
services will vary from service to service. There will
be a need for staff members devoting their whole time
to children in the areas of medicine, surgery, radiology,
anaesthesia, psychiatry and biochemistry, and at least
for people with a major pediatric leaning in morbid
anatomy and haematology. Other staff members (full-time
or part-time) may have pediatric appointments and responsibilities without limiting their work to pediatrics.
They might hold appointments and have responsibilities
either in the adult section of the hospital or in another
pediatric or adult hospital. They must, however, in
keeping with the general philosophy set out earlier, have
special pediatric training and expertise in their specialty.
Physiotherapists, social workers, speech therapists,
audiologists and dietitians serving the pediatric services
will be attached to the main divisions of these services.
However, some staff members in all these areas will have
special pediatric training and skills. Teachers will be
required to supervize the school work of children admitted
for more than a week or so.
The infants' formula kitchen will be separate from
the general hospital kitchen. Special pediatric diets
will be prepared in the general therapeutic kitchen.
Organizationally the head of the clinical pediatric
services will be a Professor of Pediatrics. However,
some staff members may be attached both to the Division
of Pediatrics and to a Division such as Medicine, Surgery,
or Psychiatry, with benefit both to the staff member and
to both divisions to which he is attached.
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NURSERIES.

Purpose: To accommodate infants who are born in the
Obstetric section of the hospital and infants admitted
from other hospitals for special reasons. There will be
4 components of the nurseries
The main healthy baby nursery, accommodating 70 babies. The 70 bassinets
providing this accommodation are not
counted in the hospital bed totals of
the brief.
The premature baby nursery, accommodating
up to 20 babies.
The intensive care nursery, accommodating
up to 15 babies.
The isolation nursery, accommodating up
to 10 babies.
The "special" nursery places then total 45.
The great majority of babies in the nurseries will
have been born in the complex, their mothers will be in
the Obstetric lying-in wards, and they will be being
breast-fed by their mothers. Where the baby is healthy
from birth and throughout the hospital stay, it will be
accommodated in the healthy baby nursery and be transported to and from its mother five times in each 24
hours for feeding. At least one feeding in each 24 hours
will be given by bottle.
About 25% of newborn babies may be expected to require some form of intensive care in the first 24 hours
of life, and for this they will be accommodated in the
premature baby nursery or intensive care nursery. In
most instances they will be able to be taken to the
healthy baby nursery by the end of the first 24 hours
of life; among those requiring to stay longer than 24
hours, the average duration of stay in the more intensive
area will be of the order of 3 weeks. Such babies are
often fed with expressed breast milk.
The isolation nursery will accommodate two groups
of babies. The first will be those who themselves have
some significant infection. The second will be those
whose mothers have some significant infection and are
being nursed in the segregated section of the lying-in
beds. Both groups of babies will commonly be taken to
their mothers for feeding.
A number of elective and emergency minor operative
procedures will be required among such a large group of
babies. These will include circumcision, exchange
transfusion, intravenous infusion, lumbar puncture, and
subdural tap. For such procedures, a baby should be
transferred from its nursery to a minor operation room
within the nursery complex.
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Functional Location: For reasons of proximity to
the lying-in beds, the nurseries should be in the Obstetric
area of the hospital. There should also be ready access to
the Pediatric area of the hospital. There should be ready
specimen transport to specimen laboratories and ready baby
transport access to the Radiology department.
Requirements: 10 humidicribs in each of premature
baby nursery and intensive care nursery. Oxygen and
suction points as set out below. Respirators, apnoea
monitors, humidifiers, autoclave, refrigerators. Napkin
disposal and provision. Air-conditioning essential.
Accommodation:
Main nursery : 7 units of 10 bassinets each,
each unit to have hand-basin, oxygen and
suction, bench, and baby-bathing facilities.
Premature baby nursery : 10 humidicribs
and 10 cots, 10 oxygen and suction points,
3 hand-basins, bench space.
Intensive care nursery : 10 humidicribs and
5 cots, 10 oxygen and suction points, resuscitation equipment.
Isolation nursery : 10 cots, separated by
glass partitions, each cubicle with its
own hand-basin, and at least 4 with oxygen
and suction.
Rooms for linen, napkin disposal and urine
testing.
Operating room for purposes set out above.
Traffic must not pass through premature,
intensive care or isolation nursery to
reach it.
Feeding preparation area
A small reception end with bench and
s ink.
Autoclave separating unclean reception
room from clean preparation room, and
opening each end so that bottles can
be put in one end and taken out the
other.
Large preparation room with long bench,
sink, hand-basin, cupboards under bench,
refrigeration to hold 300 bottles.
So far as external and internal human and goods movements are concerned, the babies in the premature nursery
must be regarded as being at maximal risk of infection.
Within the nursery complex, the isolation nursery (followed
by the intensive care and healthy baby sections) must be
regarded as a particular infection threat to the premature
nursery.
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PEDIATRIC MEDICAL BEDS.
Purpose: To accommodate children suffering from
medical illnesses during their in-patient stay. There
will be 80 beds in this section of the hospital, divided
as follows
General medical beds
Special care beds
Respiratory care beds
Isolation beds

: 50
:
4
:
6
: 20

Children with a wide variety of illnesses will be
admitted to the general medical beds, both electively
and in urgent circumstances. They will pass through the
usual admission procedures and in the ward they will be
seen, examined, treated, nursed and observed. Specimens
of various sorts will be sent to specimen laboratories,
and patients will go to whole patient diagnostic areas.
There are several important differences between
adults and children which will have implications for
design in the pediatric general medical beds. First,
children do not have the wish for privacy (in single
rooms) that many adults have; rather do they seek the
company of their fellows. At the same time they are
often very conscious of differences of age and size
status. Hence 6-bed rooms will be the common unit of
accommodation, but attempts should be made in day-to-day
administration to separate infants, toddlers and older
children. Faced with the need to make a choice, it is
probably better to group by age than by strict clinical
discipline.
Secondly, children at the stage of hospitalization
when they are not clinically sick do not sit quietly reading books or chatting. They play, and their play may at
times be little less boisterous than it is at home. Accommodation should be provided for this, rather than constantly urging
children to be quiet.
Thirdly, mothers may provide a valuable aid to nurses
and a valuable solace to frightened children, especially
for small children. It is intended to provide some livingin accommodation for mothers at the complex, and some
rooming-in accommodation for mothers (see later); sitting
rooms for resting and making tea will be provided in each
of the pediatric medical wards.
The special care ward of 4 beds will accept emergency
admissions and children requiring specially heavy nursing.
The respiratory care ward of 6 beds will accept children
with any of the conditions leading to respiratory difficulty
in childhood. These latter children will require careful
observation, and in some the need for urgent tracheostomy
will arise.
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The isolation ward of 20 beds will accommodate children with infectious diseases. The number of such children
will vary widely from time to time; and the estimate of
20 beds is the best that can be made for general cover.
But during an epidemic of gastro-enteritis there might
be many more than 20 such children in the hospital; at
other times there would be less. It is therefore desirable that the isolation ward should be so placed in
relation to the general medical wards that overflow in
either direction can take place in times of pressure on
either section.
Functional Location: The pediatric medical beds
should be grouped with the pediatric surgical beds to
form a cohesive Pediatric section of the hospital. There
should be ready specimen and patient transport access
to the diagnostic services. The respiratory care ward
should have urgent access to operating theatres for performance of tracheostomy.
Requirements: All the patient-care, nursing and
teaching requirements outlined elsewhere for wards in the
hospital, modified where necessary for children.
Accommodation:
General medical wards : if consistent with
design constraints, 2 wards of 25 beds, divided
into 6-bed rooms and facilities for rooming-in of
mothers (see later).
Special care and respiratory care wards
space provision about twice that for orthodox
beds; provision for flexible screening into
cubicles, with ready observation of patients
by nursing staff. Oxygen and suction to each bed
position.
Isolation ward : Four 4-bed and four 1-bed
rooms.
Rest and sitting room in each ward for mothers,
with tea-making and toilet facilities.
Playrooms.
Procedure rooms.
Stores.
Offices.
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PEDIATRIC SURGICAL BEDS.
Purpose: To accommodate children with surgical
conditions admitted to the Westmead Complex. The following clinical groups of beds will all be within the
Pediatric section of the hospital
General Surgery (including
Neonatal Surgery and 4-beds
for emergency admissions)
Urology
Ophthalmology
Ear, nose and throat
Orthopaedics

43
5
6
10
17

In addition, pediatric beds will be allocated within
the following surgical specialties, as follows
Accident Service
Cardio-thoracic Surgery
Neurosurgery

5
8
6
19

Of these, those in the Accident Service will all be
physically located with the remainder of the Accident
Service. Of those in Cardio-thoracic Surgery and Neurosurgery, up to half may be in the Pediatric area, the
remainder in the specialized beds of those services in
the adult section of the hospital (see General Organization).
All the above 100 beds have been referred to in the
section of the brief devoted to Surgery and Surgical
Specialties. They have also been counted there, and
should not be counted again in the hospital's total beds.
Thus, of 100 beds allocated to pediatric surgical
services, some 88 (81 + 4 + 3) will be in the Pediatric
area of the hospital, 12 (5 + 4 + 3) in the adult section.
As in the case of adult surgical services, the bed
numbers listed above should be regarded as general indications rather than strict allocations to individual services.
If demand should require a somewhat different distribution,
this will be readily achieved since, once again, wards will
not belong to an individual surgeon. Patients will be
grouped so far as is possible by their clinical needs,
their age groups and the clinical team caring for them.
Within these limits, there will be considerable flexibility
of bed allocation.
Children will be able to use the Day Bed accommodation
referred to elsewhere if surgeons caring for them wish this.
Children will be operated upon in the main Operating
Theatre area, where special provision will be made for
their special needs.

Children will be admitted to pediatric surgical wards
either electively or urgently. They will be seen, examined,
treated, nursed and observed. For, operation, they will be
transferred to the main Operating Theatres. After operation, they will be transported to the pediatric recovery
beds (which will be in a sub-section of the general recovery bed area) and, after recovering consciousness,
they will be returned to the appropriate pediatric surgical ward. During their stay in the ward, similar
special considerations will apply to them as described
for children in the pediatric medical wards.
Functional Location: These beds should be grouped
with the pediatric medical beds to form a cohesive
Pediatric section of the hospital. There should be
ready specimen and patient transport access to the diagnostic areas. There should be ready transport access
to the operating theatres and from the recovery beds.
Requirements: All the patient-care, nursing and
teaching requirements outlined elsewhere for wards in
the hospital, modified where necessary for children.
Accommodation:
Four beds should be in a special room
allowing about twice the usual space per bed,
for use as a surgical emergency admission
area.
The remaining beds should be largely grouped
in 6-bed rooms, with the exception of rooms
provided for rooming-in of mother with child.
Grouping of 3 to 4 6-bed rooms to form wards.
Mother's rest and sitting room in each ward.
Playrooms.
Procedure rooms.
Stores.
Offices.
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ACCOMMODATION FOR MOTHERS.
The important role of the mother in the adjustment of
small children to hospitalization is supported by a deal of
evidence. As mentioned earlier, mothers may play an important
and helpful role in assisting with the simpler aspects of
nursing their children. But apart from this utilitarian aspect,
the presence of the mother may be of enormous benefit to young
children faced with the frightening aspects of admission to
hospital. Not only may the presence of the mother aid this
adjustment with benefit to the child during the current
episode of hospitalization; but there is also evidence to
indicate that it may prevent some of the long-term psychological
sequelae of hospitalization in young children.
Mothers will be assisted to help their children in hospital in the following ways.
For mothers who do not wish or who are unable
to live in hospital accommodation, or for whom
there is insufficient hospital accommodation,
sitting rooms with facilities for resting and
tea-making will be provided in each pediatric
ward, as described earlier. These women will
return to their homes between hospital visits.
For mothers who wish or need to remain close to
the hospital, but for whom rooming-in facilities
are not indicated or are unavailable, motel-type
accommodation should be provided in or adjacent
to the complex. This accommodation could be
combined with similar accommodation for other
groups of people. For the present group, the
accommodation should be placed within easy
walking distance (via a secure route) of the
pediatric beds. It is estimated that at least
25 places should be provided for this purpose.
A limited number of rooming-in facilities will
be provided. In this situation, mother and sick
child will be accommodated in a single room, and
the mother will effectively live in the room during
the child's hospital stay. The arrangement must
provide for an acceptable degree of privacy for
the mother, combined with an adequate degree of
supervision of the child by medica1nursing staff.
Careful attention should be given to design, to
provide these requirements without making the
cost of providing and maintaining them prohibitive.
If possible, the design should be flexible so as
to allow the areas to be used for accommodating
more children if they are not completely occupied
by mothers rooming in with their children. It
should be possible to plan for modest sharing of
toilet and bathroom facilities for the mothers.
It is proposed that there should be provision for 20 to 30
of the pediatric beds, evenly divided between medical and
surgical beds, to be accommodated in facilities suitable for
rooming-in in this way.
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Provision of rooming-in facilities is most important
for children in the 6 months to 3 years age group; and the
mothers of children in this age group should have first
priority for this accommodation. However, the desirability
of rooming-in for any given mother and child will be a matter ,
of clinical decision. In some very sick children it may be
undesirable.
In women breast-feeding their children, the
rooming-in situation sometimes causes rapid suppression of
lactation, and they are better accommodated in motel facilities away from the ward. The reaction of some women to the
clinical situation involving their children makes roomingin undesirable for both mother and child.
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GENER1L ORGANIZATION
The present extensive Parramatta Psychiatric Centre
and the Marsden Hospital lie on the perimeter of the
Westmead site. Development of psychiatry in the Westmead
context will take cognizance of these facts, which allow
for an imaginative combined approach to psychiatric services
in the environment of a large university teaching hospital
with a strong community orientation. It is not proposed
to reduplicate services available or in prospect at the
Parramatta Psychiatric Centre, but to develop particularly
at Westrnead several other services in close association with
that centre.
In summary, it is proposed to develop on the Westmead
site three small in-patient services particularly appropriate
to that site : a 20-bed service for patients with psychiatriccum-medical problems; a 16-bed service for emotionally disturbed children; and a 20-bed service for alcoholism and
addiction. These units will be under the overall direction
of the Professor of Psychiatry at Westmead who, by agreement
of the Director of State Psychiatric Services, will also
be director of one of the new 80-bed wards currently planned
for the western perimeter of the Parramatta Psychiatric
Centre. These four units would constitute an excellent
teaching complex in association with the more extensive
facilities of the Parramatta Psychiatric Centre and Marsden
Hospital. It is further proposed that the entire Psychiatric
out-patient service for both Westmead and the Parramatta Psy-.
chiatric Centre be sited in the out-patient department at
Westmead (rather than at the Eric Hilliard Centre), and be
staffed by staff members from both institutions.
In the course of planning, much discussion took place
concerning an in-patient psychiatric service for adolescents.
There was complete agreement on the need for such a service,
and, after careful and detailed consideration, it was agreed
that the most suitable siting for it would be within the
Parramatta Psychiatric Centre. It is urged that attention
be given to the possibility of this development by the
appropriate authorities.
It will be necessary to develop appropriate administrative arrangements to cover the activities and movement of
medical, paramedical and nursing staff between general wards,
the psychiatric wards at Westmead, and the Parramatta
Psychiatric Centre.
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GENERAL PSYCHIATRIC BEDS.
Purpose: These 20 beds will be predominantly used for
the in-patient care of patients who require intensive psychiatric treatment but whose illnesses have a very substantial
"medical" component. The majority of admissions to this ward
will be by transfer from other in-patient (non-psychiatric)
units, on the recommendation of a psychiatrist called in
consultation. Some other patients will be admitted from the
Psychiatric Out-patient Department, but here again there is
likely to be a significant proportion of patients who originally
contacted the hospital for an ostensibly "medical" reason.
The primary clinical purpose of the unit (in addition to its
potential for teaching and research) is to treat within the
Westmead Complex those patients with psychiatric disorders
for whom transfer to Parramatta Psychiatric Centre does not
seem indicated, or where such transfer is undesirable because
of the high level of physical care which will be required.
Some other, patients, less acutely ill, will be admitted or
transferred to this unit for investigation of puzzling diagnostic problems, where intensive psychiatric work-up is required but where a possible "medical" component in the illness
has been by no means eliminated. Few, if any, patients will
be admitted to this unit as an emergency procedure.
It is estimated that about 12 patients will be acutely
ill, about 8 substantially ambulant. Some will be confused,
unreliable, noisy or even violent. Others will be seriously
depressed and pose a substantial suicidal risk.
Functional Location:
There should be reasonable proximity to the
medical beds of the hospital.
There should be ready patient access to wholepatient diagnostic areas, particularly to neurodiagnostic areas.
The unit may be located at any level provided
access to potentially dangerous situations is
avoided by unobtrusive means.
It should be possible to separate the unit
from other clinical areas by a single door;
but for most of the time the unit will be
an "open" one.
Requirements:
Adequate space and facilities for doctor-patient communication in privacy.
No requirement for complex instrumentation.
Area will also contain administrative headquarters of
Professor of Psychiatry and staff.
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Accommodation:
Beds in three 4-bed, three 2-bed, and two 1-bed
rooms. Both sexes in this unit.
Usual ward requirements.
Dining room.
Twelve offices (which would also meet the need for
privacy in interviews), and secretarial offices.
Five small interview cubicles for students, psychologists, social worker.
A tutorial room to accommodate 10 to 12 people, and
with one-way-vision screen in one wall abutting on an
interview room.

ALCOHOLISM AND ADDICTION UNIT
Purpose: This 20-bed unit will provide, together with
out-patient facilities in the psychiatry out-patient department, a clinical, consultative, teaching and research service
for alcoholism and addiction. The advantages of incorporating
this unit into the Westmead complex, apart from the service
provided to patients, lie specifically in the opportunity to
bring and keep the problems of alcoholism and drug dependance
well before students and teachers. In the past, they have been
largely neglected by both groups, yet they form an increasingly
significant part of contemporary medical problems.
Because of social attitudes and pressure on facilities,
the addiction unit will treat only addiction and exclude
other conditions, some of which may be addiction equivalents;
these include simple intoxications or drug overdose in nonaddicted persons, obesity and other dependency-linked neurotic
conditions, all of which should be dealt with elsewhere.
There will have to be a restrictive or selective admissions policy, based on the size of the unit alone, and close
liaison with the facilities of the Parramatta Psychiatric
Centre will cater for many re-admissions (which will be
common).
Patients presenting in a state of acute physical
emergency (e.g. drug overdosage) will be treated initially
in the emergency or other appropriate "medical" section of
the hospital. Twenty-four hour per day "cover" at the
psychiatry registrar level from the proposed unit will
establish early post-recovery contact with the patient.
Admission to the unit may take, place at any time of
day or night. Degree of physical illness of patients will vary
from severe to mild. Unit will be essentially "open", but
provision should be made to render it temporarily "closed"
(as for general psychiatry).
Functional Location: The unit should be sited in the
main complex, and would be appropriately placed near psychiatric
and medical ward facilities. It should not be so inaccessible
as to make it "difficult" for ambulant former patients of the
unit to reach it when they return to the hospital for help,,
often self-referred, ambivalent and intoxicated.
Again, without "hiding" the unit, its siting and routes
of access from outside the hospital should take account of
the attitudes of others, and the effects of the physical and
mental state of some making their way to the unit.
There will be a moderate movement of patients and specimens
to diagnostic laboratories. There will be fairly considerable
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staff movement between the unit and the psychiatry outpatient department, often on an unscheduled basis.
Requirements:
Appropriate security for problems related to alcoholism
and addiction. Self-contained dining and related facilities.
Adequate offices and interview rooms for professional personnel
to function in psychotherapeutic treatment programme.
Accommodation:
Four 4-bed rooms, 4 single rooms.
Dining room, TV lounge, group psychotherapy rooms
(with one-way-vision observation rooms adjacent).
Offices for staff, interviewing.

CHILDREN'S PSYCHIATRIC UNIT.
Purpose: To provide a community-based (i.e. regional)
psychiatric intensive care centre with 16 residential places
("beds") for severely disturbed children in the age group,
4 to 14 years. The unit presently being described will provide
the in-patient (or residential) component of the service; the
out-patient component will be sited in the psychiatry outpatient department. Some of the special needs of the children (e.g. schooling and recreation) might be met appropriately
and economically at the adjacent Marsden Hospital. The type
of child admitted will be quite different from the handicapped child admitted to Marsden Hospital.
Some children will be admitted for relatively shortterm diagnostic assessment and treatment (4 to 6 weeks);
others may stay for up to 12 months.
Within the unit the children will be assessed, take
part in therapeutic programmes, eat, sleep and play.
It will be rare for these children to spend the day
in bed. Severe behaviour problems, with destructive
features, will be common. Children who develop mild physical
illnesses will remain in the ward; the infrequent serious
physical illness will lead to transfer to the Pediatric
section of the hospital.
Functional Location:
This should be a single-storey detached building
of somewhat domestic appearance in the Westmead
grounds. This unit should not be located in the
main building(s) for the sake of the children and
of other people.
It should be near Marsden Hospital for ease of
access for schooling, sport and recreation.
There should be appropriate access for staff
movement between the main complex and this unit;
and access for staff to "escape" to appropriate
areas for meal breaks.
Requirements: Somewhat "domestic" design implied in whole
concept. Facilities designed and constructed to stand major
wear and tear by highly destructive and "messy" group of children. Appropriate safety and security features for all potential
hazards. High usage of clothing and laundry. Food service.
Waste removal. No call for air conditioning, and it may be
an extra hazard.
Accommodation:
Three 4-bed rooms with bathrooms.
Four single privilege/isolation rooms.
Rooms for television, hobbies, eating (domestic), play
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therapy by patients.
Staff toilets and change rooms.
Interview rooms, examination and treatment rooms,
store-room.
Out-door enclosed play area.

OUT-PATIENT FACILITIES
Purpose: To provide the psychiatry out-patient service
(consultation, follow-up, therapy) for all psychiatric
services in the Westmead complex and the Parramatta Psychiatric Centre, adult and child. Staffing will be both
from Westmead and from Parramatta Psychiatric Centre.
By 1980, it is anticipated that there will be approximately 24,000 adult attendances and up to 6,000 child
attendances per annum. About 10 per cent of all attendances
will represent new patients.
The types of out-patient service provided will include:
initial evaluation of new patients.
"brief contact" therapy.
individual psychotherapy.
group psychotherapy.
conjoined family therapy.
social worker contact, psychological testing,
drug therapy.
Three sessions of out-patient clinics will be conducted
per day, 5 days per week : morning, afternoon, and evening
(9 a.m. to 9 p.m.). Clinic, record, clerical and pharmacy
services will be required at all these times.
A specific comment is merited concerning so-called
"minor" child psychiatry. Psychotic children often arrive
in pediatric departments because it seems that the illness
may be based on a physical cause. Thee children would
then usually be referred to a child psychiatrist in the
psychiatric out-patient department. Other organically
based behaviour disorders, severe emotional problems, or
emotional disturbances linked with psychosomatic conditions
may present initially either to the psychiatric or the
pediatric out-patient service; a large number, of children with
lesser grades of emotional or behaviour problem will present
regularly to the pediatric service. In which clinic (psychiatric or pediatric) the subsequent management of these
children will take place will depend on a variety of factors.
Chief among these are the skills and interests of the
physician in either department who first sees the child,
and the physical facilities required for any therapy undertaken (e.g. "family psychiatry"). It is not proposed that
there should be a rigid policy determining that all children
in certain categories should be referred to one or other
department. Flexibility will be preserved to allow for
individual skills and interests in both departments to operate
in the best interest of the patients. Provision will be made
for some 4,000 to 5,000 attendances by children per annum in
the psychiatric out-patient department, but less severely
disturbed children will commonly be seen by pediatricians in
the pediatric out-patient department.

Functional Location: The psychiatry out-patient department will be an integral physical part of the total out-patient
department, not a sequestrated department. However, because of
the utilization of facilities continuously for 3 sessions per
day, 5 days per week, it will not be a shared set of clinics,
but a discrete, self-contained group of services. It must be
further so located, and streaming of patients to registration,
from registration to clinic, and from clinic to pharmacy so
designed, that the service can operate with convenience and
security during evening sessions, when the rest of the
general out-patient service is closed. In terms of patient
streaming, the characteristics of some patients attending
the alcoholism and addiction section of the psychiatry outpatient service should also be kept in mind.
Requirements: Appropriate facilities for the varieties of
psycho-therapy (individual and group) referred to above. Multiple waiting areas to accommodate patients and friends, where
patients have wide range of social behaviour. Waiting areas
with play facilities for children. Higher than average allocation of student interviewing rooms and one-way-screen facilities.
Accommodation:
Six psychiatrists' interviewing and examination rooms.
Multiple waiting rooms as above.
Five offices for social workers and psychologists.
Two group therapy rooms, one fitted with one-way-screen
and audio equipment, connected to conference/viewing/teaching room.
Appropriate nurses' and secretarial accommodation.
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THE CONCEPT.

The phrase, "community medicine", is much bandied
about, and it means many different things to different
people. It was emphasized earlier that the proposed
university teaching hospital at Westmead would be communityorientated, and it is intended that this philosophy should
run through all divisions of the hospital. Certainly this
orientation emerged constantly in the discussion of a wide
variety of clinical services by a wide variety of expert
committees.
The Community Medicine service of the proposed hospital will not then have the exclusive role in the hospital's relations with the community. But it will be an
important integrating influence in the hospital's activities
in the field of community medicine. Since there is so much
confusion over the meaning and extent of community medicine,
the following section sets out in some detail what it is
held to mean and include in the present proposals.
The conceptual basis for the entry of a teaching hospital into the field of community medicine is the belief
that the hospital should accept responsibility for ensuring
that satisfactory health care is provided to a local community.
The hospital has a clear responsibility to make appropriate arrangements for those individuals who come to it
for care. If that care is not to be provided in the wards,
other services must be mobilised or provided. As an institution with an organised medical staff and a concentration of
other professional personnel and equipment, all supplied by
the community, the hospital has a major commitment to extend
the range and depth of its services into that community.
This does not mean that all the necessary services should
be provided by the hospital. But it does mean that the hospital will either provide them or ensure that they are available, adequate, reliable and acceptable. Explicitly, the
present concept does not imply that the hospital or its
Community Medicine service will "take over" globally the
health services of the local community. It will support
and supplement these services, mobilizing the facilities
of a large teaching hospital to that end. Similarly, it
is highly appropriate that such a Community Medicine service
should be an integral part of the new hospital, rather than
functioning as an agency outside it. Only as an integral
part of the hospital complex, and on an equal footing with
the "classical" teaching hospital disciplines, can it function effectively in the fashion envisaged.
A hospital is a very expensive institution with large
investments in human resources. If optimum use is to be
made of those resources, the hospital has a prime concern
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to ensure that
patients are neither admitted to nor
detained in hospital for reasons other
than medical necessity.
they do not deteriorate due to preventable causes while awaiting admission or
after discharge from in-patient care.
satisfactory care is provided in the
community outside hospital, whenever this
is appropriate.
people are assisted to protect their own
health.
significant departures from health are
brought to notice early.
services provided inside and outside the
hospital are studied to determine their
efficiency and effectiveness in terms of
the needs of the community.
It is proposed that the teaching hospital at Westmead
be assisted to discharge its responsibilities in these
matters by establishing a Department of Community Medicine.
/This department would by no means have exclusive functions
in the general field. Other community agencies would
continue to play important roles; new agencies and roles
may emerge; other hospital departments would extend their
services and influence into the community. A Department
of Community Medicine would be an integrating and administrative unit, and it would generate initiative and
special skills.
Its functions would include the following
Studies of the distribution of sickness
and health in the community and of the
factors associated with these distributions.
Study of the organisation, distribution and
provision of medical care and supportive
services.
-

3. Detection of people in the community who are
in need of medical care or of social support
to maintain their health.
Participation in the provision or administration of adequate supportive services in the
community.
The provision of health education services
and the evaluation of its own and of other
health education services.
Study and application of suitable healthscreening programmes.
The organisation of a general out-patient
clinic for those who attend casually at
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the hospital without referral, for
sickness rather than for emergency
care. Such a clinic should be staffed,
partly at least, by general practi-.
tioners, and it should function so
far as may be possible on a sub-regional
basis, so that patients from specified
suburbs are handled by particular subunits which establish a close liaison
with the medical practitioners in those
suburbs and arrange the necessary supportive services for such practitioners.
Whenever possible, patients should be
returned to their own doctors for care.
Study of the relationships between
general practitioners and the hospital,
and the organisation and surveillance
of methods of communication between the
hospital and private practitioners. The
organisation of teaching sessions by
general practitioners including consideration of seminars and field supervision of
student preceptorships in general practice.
Provision of a staff occupational health
and safety programme.
Administration of the hospital's social
work services.
The provision of a comprehensive assessment,
rehabilitation and health maintenance service
for adults with chronic physical disability.
This is to be undertaken by teams to be
assigned responsibilities in geriatric
medicine and in rehabilitation medicine.
It is essential that these teams should be
related as closely as possible to other
clinical services of the hospital, so that
their particular skills can be brought to
bear at the earliest opportunity. It is
also necessary to maintain a close link
between this part of the service, local
practitioners, the home care organisations,
and the social, education and voluntary
resources in the community.
Teaching and research will both need to
receive attention and support in relation
to each of the functions listed. Continuous
analysis of the changing morbidity pattern
is essential, as is close study of systems
for the organization and delivery of health
care.
Most people who are sick obtain care from their personal
doctors. A majority may need no additional services; but
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many need more than they can obtain from their personal
doctor alone. The doctor needs support. This can be
organized to some extent by association in group practices;
but, whether in solo or group practice, doctors need support
which may be
medical
either consultative or
diagnostic.
paramedical : e.g. nursing, social
work, physiotherapy.
Medical consultative services should be arranged at
the hospital or in the home or at decentralized clinics,
and should cover both the general clinical services and
special ones from within the Community Health Service
itself, such as geriatrics. Provision should be made
for local practitioner access to pathological and
radiological diagnostic services. For patients who
require diagnostic and therapeutic services as out-patients
or day-patients at the hospital, reliable and convenient
transport services must be provided for the frail and
disabled.
To help in tie care of sick people in their homes
there must be supportive services which include
home nursing
housekeeping
delivered meals
linen service
equipment supply
social work
physiotherapy.
The hospital should make a contribution, either by supplying
part of the serv.ice and/or by participating with other
interests in the administration of a co-ordinated service.
Improvement in the public health and in the health
services provided for the public depends in the final analysis
on the general community's understanding and evaluation of
what is required. The teaching hospital is concerned not
only with seeking to determine and to analyse the community's
needs, but in helping people to understand these needs and
the services that are necessary to meet them. It should
undertake appropriate inquiries, jointly with community
representatives, and it should report back to and discuss
conclusions with these representatives and with other
opinion-leaders with a view to appropriate action following.
Its role is to provide the necessary leadership for the
development, in partnership with other agencies, of a range
of co-ordinated facilities and services for the prevention
and management of illness.
One way to proceed in this direction could take the
form of convening a COMMUNITY LIAISON COMMITTEE consisting
of representatives of the hospital, the local Medical
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Association, local industry, commerce and voluntary agencies.
Such an organisation could meet formally on a regular basis,
say twice yearly, to discuss local health and welfare issues,
suggest and raise funds for research, review progress, and
assist in the implementation of agreed methods and procedures.
The Department of Community Medicine would act as the
convenor of this Community Liaison Committee.

GENERAL ORGANIZATION.
The success of the Community Medicine service depends
both on what it does and on what it arranges for some other
appropriate agency to do. A brief summary of the organization of this department is therefore necessary before going
on to describe the individual components of the intrahospital service.
There will be a Director of the Community Medicine
Service who will also be Professor of Community Medicine.
The following staff members will be responsible to him for
the various functions of the Community Medicine service
An epidemiologist who will be responsible
for studies of the distribution of sickness
and disability in the community and the
factors associated with these distributions.
A physician who will have special responsibility in health education, case-finding and
screening programmes.
A physician who will be responsible for the
organisation of the Staff Health Service.
A physician who will study the organisation
of medical care, establish contact with the
Community Liaison Committee, and promote
relationships between general practice, the
hospital and other, health institutions.
A Director of Social Work Services, who will
have administrative responsibility for social
workers in the hospital as a whole.
An executive officer for general administration, and for control of domiciliary equipment, transport services, and scheduling
of services.
In addition, there will be three operational
teams responsible to the Director
Two of these should have sub-regional responsibilities to provide a service for all those
adults in a defined area who suffer both physical disability and social dependency (irrespective of their potential for recovery). A majority but not all of these patients will be aged.
Many will be mentally disturbed.
These two teams will provide a regional geriatric
programme and will exercise their functions
both inside and outside the hospital.
The third operational team will provide a service in rehabilitation medicine. The service
should be somewhat selective and aimed at those
who are assessed as having some potential for
rehabilitation.
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Each team should be headed by a Physician.
It is also proposed that there should be secondment of
clinicians from other selected departments or divisions of
the hospital to the unit, to co-operate with appropriate
specialists in the extension of the community work of those
other departments.
These clinicians will be of sufficient clinical standing to take their places in the selected clinical departments
with confidence and competence, yet, at the same time, they
should bring the disciplines of social medicine to bear on
the work of the units from which they are seconded. They
will play a specially responsible part in the clinical team's
management of those patients in need of continuing care or
support. They will arrange regular, discussions with general
practitioners who could come into the particular clinical
units to exchange information concerning their own admitted
patients, to review progress and to participate in arrangements being made for the after-care which they may manage
themselves. These seconded clinicians will co-operate with
the Department of Community Medicine in its research and
teaching programmes, both in the clinical unit and in the
community.
It would be premature to specify which clinical units
should provide these community medicine secondments. Priorities will need to be determined on the basis of clinical.
load or numbers at risk, and this might comprise an early
task for the Department.
The Regional Medical Officer of Health and the Regional
Director of Psychiatric Services will share many interests
in common with the hospital's Department of Community Medicine.
Integration of their common interests can best be achieved by
their assumption of part-time appointments in the Department.
They would co-operate in case-finding, the assessment of needs,
the implementation of after-care programmes, and in consultation with and assistance to community agencies.
The Community Medicine Department will also require the
services of a statistician and appropriate clinical, technical
and nursing staff. It will require access to data processing
and to systems and methods staff.
Physiotherapists, occupational therapists and speech
therapists need the administrative leadership of a clinician
who is informed in their area of work, and is in empathy with
the group. Involved are staff selection and appointment,
allocation of duties, organisation of training, and of staff
development programmes, and supervision of research. The
role can best be filled by the Director of Rehabilitation
Medicine.
Thus, apart from its broader activities, the Community
Medicine service will contain within its structure the
administrative centres for the whole hospital of 4 paraclinical
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groups : social work, physiotherapy, occupational therapy
and speech therapy. Each of these groups has an important
role within the Community Medicine framework, each has an
equally important role outside it, relating to the rest of
the hospital. Those administering these services will be
responsible for the provision of first-class services to
the whole hospital. This arrangement is a sensible
administrative one7 such services should not be left without responsible clinical supervision, nor should they be
fragmented into small parts each responsible to one component of a clinical service.
See Organization Chart : Department of Community
Medicine.

ORGANISATION CHART
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EPIDEMIOLOGY.
Purpose:
To carry out studies of the distribution
of sickness and disability in the community
and the factors associated with these
distributions.
To act as a consultant service and a source
of specialised assistance to other personnel
engaged in studies of health and disease. Both of these will play an important indirect part in
the total care of the chronically ill. In addition their
application in a teaching hospital will help both undergraduate and graduate medical students to appreciate the
principles and application of epidemiological methods.
A considerable part of the service activities of this
section will involve the handling and analysis of information from defined community surveys. The section will work
in close contact with professional and ancillary colleagues
in the community and in the Community Medicine service.
Functional Location: This 'section should be physically
integrated within the Department of Community Medicine. However, since the substrate of its work is data rather than
patients or biological specimens, there are no particular
location requirements for patient or specimen access. There
should be line access to the computer facility of the complex.
Requirements: There will be a considerable demand for
computer software, supplies and special stationery. There
should be provision of electronic desk calculators for both
service and teaching purposes, a card processing system, an
input terminal, and storage systems for cards, tape, large
documents and standard files.
Accommodation: This consists essentially of office
accommodation for the service component. There will need
to be access to tutorial and seminar rooms within the
Community Medicine complex.
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HEALTH EDUCATION, CASE FINDING, AND SCREENING.
Purpose: To participate in health education programmes
within the community, and to direct or participate in screening programmes for the detection of disease in its early
stages. These activities will also have important implications
for undergraduate and post-graduate teaching.
In the health education field, the physician in charge of
this section will be heavily committed in teaching and research activities with professional groups in the community.
He will also be involved in assessing the effectiveness of
health education programmes mounted by his own section and
of other health education programmes.
In the case finding and screening fields he may fulfil
one of two roles. This section may mount some screening
programmes of its own within defined communities surrounding the hospital at Westmead. In such circumstances the
physician in charge of the section would take responsibility
for the organisation and carrying out of the programmes.
In other cases there will be room for co-operation with other
clinical divisions of the hospital, e.g. Obstetrics, Pediatrics, and Internal Medicine. In such cases the organization
and implementation of the screening programme will be a
joint responsibility of the Department of Community Medicine
and of the other clinical division concerned. In either
event, the screening programme might be carried out either
at centres in the community or within the hospital itself.
Functional Location: This section should form an
integral part of the Department of Community Medicine. The
administrative offices of the section should be within that
department. The facilities for conducting screening programmes within the hospital will be best sited in the outpatient department area since, with modification, most
screening programmes involve essentially an accelerated outpatient process. Appropriate provision for this will be
made in the out-patient section of this brief. Similarly,
lecture theatre accommodation for lectures and discussions
for professional groups may be shared with the other teaching facilities of the complex rather than requiring special
accommodation.
Requirements: Supplies of sample containers for some
screening programmes. Supplies of educational material,
including audiovisual components.
Accommodation: See outline implicit in description
of functional location. Office accommodation will be
provided within the Department of Community Medicine, case
finding and screening facilities within the out-patient
services.
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NOTE:
It is not possible at this stage to form a firm
judgment on the likely value of so-called multi-phasic
screening programmes, as applied to the community at large.
Present opinion is sharply divided on the issue, and clearly
more data need to be collected and assessed critically.
This process is taking place in several parts of the world.
There is virtually no Australian experience of multiphasic screening programmes applied to the community at
large. However, several pilot programmes are presently
being established in several states. In the next 5 years
much more meaningful overseas and local data will be
available for assessment.
It is not proposed for the present that facilities
for a general multi-phasic screening programme will be
incorporated in the Westmead complex. Efforts will be
concentrated on specific screening programmes initiated
by the Community Health service, and on pre-admission
and pre-consultation selective screening programmes.
If future studies show a real value for the general multiphasic screening programme, it may well be that such a
facility should be established in the general Westmead
area. However, it would require all its own facilities,
for the laboratory facilities recommended for Westmead
could not possibly cope with the additional loads
imposed by such a service. There would be opportunity
for rational sharing of certain computer and other facilities. Nothing in the present brief precludes the subsequent development of such a programme should additional
evidence show it to be worthwhile.
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STAFF HEALTH SERVICE, SAFETY PROGRAMME,
AND OCCUPATIONAL HEALTH SERVICE.
Purpose: To conduct a general health service for staff
of the hospital. To direct the hospital safety programme.
To act as a consultant service in occupational medicine for
the medical staff of the hospital and for medical practitioners in the community.
The physician responsible for the organisation of the
staff health service will not have direct responsibility for
providing a complete medical service for sick members of
staff. Those with frank illness will be referred to their
own doctors or have other arrangements made for them within the clinical services of the hospital.
A proportion of staff, however, will have symptoms of
what can best be described as "unorganised illness", perhaps
resulting from personal or interpersonal problems at work
or elsewhere. It is suggested that they should have access
to a health service which is not seen to be directly within the hospital's administrative hierarchy. This service
could be provided by the physician in charge of the staff
health service.
The other duties of this section would be to provide
pre-employment, periodic and special health examinations,
as well as health counselling, health education and safety
training. Close familiarity with the hospital environment
and consultation with experts in a number of fields should
allow recommendations to be made and supervised concerning
staff safety in all areas of the hospital.
Functional Location: This section should be integrated
within the Department of Community Medicine. There should
be ready access for staff members. The consulting service
provided for the community in the field of occupational
health would be carried out in the out-patient department
in the case of individual patients attending the hospital,
or on site in the industrial situation for consultations
within the industrial community itself.
Requirements: Nothing specific.
Accommodation: This essentially consists of simple
office accommodation for the physician in charge and for
up to two general practitioners appointed on a sessional
basis to assist in this work. There should also be provision for staff-patient waiting and for the carrying
out of simple procedures not suitable for referral to the
hospital's emergency department.
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ORGANISATION OF MEDICAL CARE.
In the section on General Organisation, one of the
physicians responsible to the Director of the Community
Medicine service was listed as having duties concerned
with the organisation of medical care and related matters.
More specifically he would have the following service
roles (in addition to teaching and research)
Organisation of the special out-patient
clinic. There is evidence that a number
of patients attend casually at hospitals,
not because they are in need of the emer gency care traditionally associated with
the casualty department, but because they
do not have a personal doctor or cannot
obtain his services at the time they find
suitable. To provide for these patients
a general out-patient clinic should be
conducted in addition to the usual specialist/consultative out-patient clinics
Such a general out-patient clinic would
be staffed in part by general practitioners from the hospital's local service
area, who would be paid for their sessional
work in the same way as other consultants.
It would be staffed also by resident
medical officers from the hospital. The
type of patient concerned is commonly seen
at all hospitals, and it is important that
he be given appropriate care and support.
Every effort will be made, wherever possible,
to return patients to the care and support of
a general practitioner chosen by the patient.
Study of the feasibility and desirability
of involving general practitioners in the
in-patient services of the hospital.
Organisation of regular discussions and
consultations with general practitioners
in the hospital.
Maintenance of relations with the Community
Liaison Committee.
Promotion of prompt and adequate communications between clinical units and general
practitioners. The adequacy of such communication is a matter of very considerable
importance to all clinical units in the
hospital in the interests of better patient
care. It will be a particular , responsibility
of this section of the Community Medicine
service to ensure, so far as possible, that
there is no important break in care between
the patient's hospital stay and his return
to the care of his local doctor in the
community.
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In several of the roles outlined above the physician in
charge of this section of the Community Medicine service will
act via the executive officer referred to in a previous section to ensure the provision, within the patient's own environment, of those essential services necessary to his continuing
care outside the hospital.
The requirements of this section of the service are
quite small. They consist essentially of provision of office
space and adequate secretarial assistance.
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SOCIAL WORK.
Purpose:
To provide social work service to referred
patients and their families through case
work and group work methods.
To participate in hospital policy-making
and programme-planning in the social
aspects of patient care.
To contribute to the development of social
and health programmes in the community
through use of community work and social
welfare administration methods.
To provide consultative services to other
agencies.
To conduct formal teaching programmes for
social work students and other professional
personnel, and to conduct research in the
evaluation of social work practice.
Past experience in a hospital of the proposed size
would predict that about 6,000 in-patients per annum would
be referred for social work services. Each in-patient
referral generates about five interviews. This would
predict more than 100 interviews per day by the social
work service from in-patient referrals alone.
It is harder to quantitate the likely demand for
social work services in the out-patient department. This
demand is very much dependent upon the varieties of outpatients seen and the pattern of medical services provided.
However, as it is intended that the hospital should develop
a major community health role, the demand for social work
services in the out-patient department is likely to be
very great. It may well be much greater than that resulting
from in-patient referral.
Most patients are referred by their medical attendant,
though a few may be referred from other agencies. In-patients
are seen initially in the ward, and many remain in contact
with the Social Work department after discharge. Out-patients
may be referred at any stage of their series of clinic attendances. All in-patient and out-patient clinical services
generate a large demand for social work services, but some
generate a particularly large demand (e.g. psychiatry).
The activities of members of the Social Work department
take the form of interviewing patients or their relatives
in the wards, in the out-patient department, or in the
patient's own environment at home. Most of these activities
take place in normal working hours, but there is need for
some provision for evening interviewing and group therapy.
There is a need for close liaison between members of
the Social Work department and those community agencies which
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provide services relevant to patient welfare.
All social workers employed by the hospital, irrespective of the location of their work in units or various departments, should be members of the division of Social Work,
which will be administratively centred within the Department
of Community Medicine. The Director of Social Work would
have overall responsibility for the standard of social work
services in the hospital. Specific responsibilities would
include
Selection and appointment of social work
staff in consultation with other appropriate
persons.
Allocation of duties of individual staff
members. While the director would have
final responsibility for decisions of
this kind, changes in allocation of staff
would not be made without consultation with
the head of the department or unit concerned.
Organisation of staff development programmes
and education of social workers.
Administration of social work services, and
representation of the Social Work division
to the hospital administration via the head
of the Department of Community Medicine.
Liaison with community welfare agencies.
Functional Location: There will be two geographic
components of the social work service. Their functional
locations will be quite different.
The general, central offices of the Social Work department should be integrated with the Department of Community
Medicine, and should be accessible to patients, particularly
to out-patients and their relatives coming from outside the
hospital.
The peripheral components will be sited on the wards and
in the out-patient department. Provision for offices for social
workers will be made in those sections of the brief dealing
with these areas.
In general, some social workers will have their base
offices in the central facility, some in the wards, and some
in the out-patient department. The primary siting of the
base office for each social worker will be determined by
the major part of that person's workload. But it will be
important for all social workers to be able to function in
both the in-patient and out-patient environment, so there
will be some unallocated rooms in both areas, not belonging
to a specific social worker, but available for social work
interviews in that area.
Requirements: The main requirements are for adequate,
private interviewing space, adequate secretarial assistance,
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and provision for good liaison with other sections of the
Department of Community Medicine and other clinical sections of the hospital.
Accommodation: There will be between 30 and 40
individual offices allocated to specific social workers
and divided between the central facility, the wards, and
the out-patient department.
There will be unallocated social work interviewing
space (which may be shared with other interviewers) in
both wards and out-patient department.
The secretarial space and facilities for this division
will be centralized in the central facility, with an adequate
dictating or similar link from the peripheral units.
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GERIATRIC SERVICES.

Purpose:
To identify those elderly people in the
community who need health services.
To advise local governments, voluntary
agencies, public and private hospitals,
and nursing homes on the services required
by elderly people.
To see referred patients in their homes,
in other hospitals or nursing homes, in
the out-patient department, in the rehabilitation unit, in the day hospital,
or in any in-patient service of the
hospital.
To supervize a plan of management for
these patients on request.
To organize special programmes for
selected groups of elderly patients.
To arrange after-care plans.
To keep under regular surveillance all
patients who have previously been under
the care of this service.
Initial contact with the dependent aged will usually
be made in the community where domiciliary consultations
will be arranged with a geriatrician at the request of a
local practitioner. In such instances both a medical and
a social diagnosis are attempted (and therefore both
doctor and social worker visit) and a decision is made as
to whether
support and treatment can be provided at
home; or
further investigation may be necessary
on an out-patient basis, or
further assessment is required over a more
prolonged period, combined with management
at the day hospital, or
admission to hospital is necessary.
Care in the home is under the direction of the patient's
own doctor. The department provides consultation and arranges
support in the terms set out in the section devoted to The
Concept.
The patients involved are elderly (usually over the age
of 70 years), though some will be much younger but physiologically aged. Approximately 10% of the patients seen will
be brain-damaged people under the age of 60 whose early
responses to rehabilitation have been either slow or imperceptible. Those referred are usually socially handicapped,
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often mentally disturbed, and often have severe and multiple
physical, social and mental disabilities. They may have
been under the care of multiple agencies, and have been
repeatedly in and out of hospital, breaking down rapidly
after each episode of treatment is concluded. They are at
risk of being needlessly institutionalised on a permanent
basis.
It is likely that this service will rapidly build up
within a year or so to the point of receiving approximately
1,000 first referrals per annum. Of these, about half will
be referred from general practitioners, one-third from hospitals, and the remainder from nursing homes. Among first
referrals, some 55% will be admitted to the in-patient
geriatric services, 15% to other in-patient services, 5%
managed in the out-patient department, 10% managed at home,
and 15% placed in nursing homes.
Experience in Newcastle suggests that some 3% of those
aged 65 and over will be supported "in the community" by
an integrated programme involving the day hospital and
domiciliary care services. This means that about 700 patients
will be constantly on the "active list" of this service.
Their re-admission rate to hospital is less than 5% per
annum, but must be assured at all times.
About 50 patients per day (over a 5-day week) will
attend the day hospital component of the geriatric service.
About 120 domiciliary nursing calls per week will be
necessary to ensure an average of 1 call every six weeks
to each patient on the active list. This is a service
distinct from ordinary home nursing, and will need two
full-time domiciliary nurses or their equivalent in parttime nurses. Of the referrals 600 per annum will require
a pre-admission visit outside the hospital by the geriatrician and social worker (an average of 12 per week).
At least an equal number of follow-up visits will be
necessary.
The above data suggests that there will be about 550
admissions annually to the geriatric in-patient services.
An average length of stay of about 5 weeks would produce
a need for 52 beds at maximum utilisation. 25 of these
beds will be in an area specifically devoted to geriatric
services; the remainder will be appropriately placed in
other clinical services throughout the hospital by
modifying standard ward requirements to the special
needs of elderly patients.
This section of the Community Health service will be
supervized by two of the operational teams referred to in
the section on General Organisation. Each team will consist
of a physician with special geriatric skills, a registrar,
social worker, domiciliary nurse, physiotherapist, occupational therapist, and several other assistants. The two
teams will share certain in-patient house staff, as well
as administrative offices and staff.
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Each of the operational teams will have a sub-regional
responsibility within a specific geographic area, preferably
limited by local government boundaries. Each team will
establish a network involving general practitioners and
community agencies in its geographic area.
It is emphasised that to provide the facilities outlined
in this section of the brief in vacuo will not, on its own,
be enough. The provision of in-patient beds and hospitalbased geriatric facilities cannot conceivably cope with
all the institutional needs of the elderly sick in the
community to be served by the new hospital. A significant
number of the elderly people under discussion will need
longer-term care in appropriate facilities geared to their
special needs. For example, the geriatric villas at
Hawkesbury Park adjacent to the Westmead site, are designed
for the care of 136 confused or demented old people who
are not markedly dependent in a physical sense. There will
be a continuing need for this facility. There will also
be a need for the State Health Department to consider carefully the additional back-up facilities necessary in the
region to make the proposed geriatric programme within the
Community Health Service at Westmead as useful to the
community as it ought to be.
Functional Location: )
)
Requirements:
)
Accommodation:
)

The physical requirements
of the Geriatric services
within the hospital will
fall into three parts,
which will be described
separately
Administrative
accommodation.
Geriatric beds.
Geriatric day
hospital.

Administrative Accommodation.
This will consist of office accommodation for the
physicians in charge of the two operational teams concerned
with geriatrics, and their secretarial and administrative
staff. These offices should be an integral part of the
administrative headquarters of the Community Medicine
department, for there will need to be considerable liaison
between the geriatric and other components of the department.
At the same time there should be as close proximity as possible to the geriatric day hospital and the geriatric beds.

Geriatric Beds.
Purpose: To provide specific in-patient facilities for
geriatric patients requiring admission to hospital. 25 of
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the beds will be formally allocated to the geriatric service
and consolidated into a single unit. In addition, the aids
and other facilities that will be outlined for this section
should also be incorporated in a number of the rooms in
medical and surgical bed services throughout the hospital
housing about 35 beds. These 35 beds will be part of the
medical and surgical bed complements already described.
These latter beds will accommodate patients, who have
problems related to their advancing age, but who are
admitted to hospital primarily because of some other
physical illness. This must clearly be treated on its
own merits, a process best achieved in the first instance
in the appropriate medical or surgical service. However,
even at this stage, the special needs and foibles of the
aged must be considered in terms of accommodation and
facilities ; and the provision of appropriate facilities
for them will assist in the rapidity and completeness of
their recovery. In these beds throughout the medical and
surgical services, physician, surgeon and geriatrician
will provide the appropriate combined care appropriate
to the patient's immediate illness. As the acute episode
subsides the geriatrician will assume greater responsibility for the effective return of the patient to daily
living.
The 25 beds consolidated in a single geriatric area
will be utilised by those patients referred for admission
to hospital primarily on geriatric grounds, and for
patients transferred from other wards. The average
length of stay will be of the order of 5 weeks. Provision
will be made for severe physical disability and for mental
frailty. Group life will be fostered by providing facilities for groups of 6 to 8 people to identify with each
other, and to come to know and help each other.
Functional Location: The 25 bed unit should be
grouped with the Arthritis and Rehabilitation beds
referred to in other sections of the brief to form a
continuum of Arthritis unit, Rehabilitation unit, and
Geriatric unit in that sequence. There will be a need
for access to all the usual diagnostic facilities of the
hospital, but this should be combined with an atmosphere
which suppresses the appearance of streamlined "efficiency"
of the average clinical ward.
Requirements:
Provision for severe physical disability;
ample space for wheelchairs, assisted
walking, wide doorways, light doors.
Provision of group life in groups of 6 to
8 people, as outlined above. Bath and
toilet facilities should be provided close
to each such small group. Sitting room
facilities should also be provided nearby.
Provision of night lights, a constant,
comfortable ward temperature and easy
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access to wheelchairs from beds will all
help the rehabilitation of elderly patients.
(c) A number of other specific requirements will
be of considerable value : adjustable bed
heights so that transfer in and out of bed
can be negotiated by disabled people; hand
rails along corridors, along open walls and
in bathrooms and toilets; chairs and tables
should be especially stable to provide for
physical disability. All beds should be
provided with a facility to erect overhead
and distal weight and pulley systems. There
should be plentiful provision of commode
chairs and mobile toilet chairs.
There should be as close a relationship as possible
between the in-patient geriatric beds and the day hospital
service.
Accommodation: This should provide for all the special
requirements set out above.

Geriatric Day Hospital.
Purpose: To provide a day hospital service for
geriatric patients, not requiring formal admission to
hospital, who will benefit from the training, treatment,
and rehabilitation facilities to be provided in this
area. Up to 60 patients per day will attend in this
area. The services offered would include physical
activity in a modified gymnasium atmosphere, occupational
therapy, including a domestic section, and retraining
in the activities of daily living. As in the geriatric
in-patient service the corporate life of small groups
is to be encouraged.
Functional Location: This unit should be readily
accessible from a ground level entrance, with arrangements
for patients to emerge from ambulances and other vehicles
under shelter and to proceed easily to the day hospital,
if necessary by wheelchair. There should be close physical
association with the gymnasium of the rehabilitation service,
and these two services may share certain facilities. There
should be ready patient transport access for elderly people
from the geriatric in-patient beds to the day hospital.
Requirements: There will be a number of requirements
specific to the needs of the elderly, frail, and commonly
disabled people attending this service. These are implicit
in the description of accommodation given below.
Accommodation:
(a) A reception and waiting area to provide
seating for 10 to 12 people who are waiting
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to be allocated to various treatment areas.
This should contain appropriate space for
safe storage of patients' coats, umbrellas
and parcels.
A physical activity area, approximately 50
feet by 30 feet, with one wall clear of
openings and suitable for fixing wall bars
and other apparatus. Much of the physical
activity will take place in groups, and
there is therefore less need than usual
for the provision of cubicles. Three or
four cubicles opening into this physical
activity area would be adequate.
A domestic occupational therapy area which
will be used to retrain patients in the
activities of daily living. It should
contain a "remedial kitchen", a bath and
W.C., and a bedroom with single bed and
other bedroom furniture.
A craft room, which should provide places
for 16 people to work at tables and benches
and carry out creative, light assembly or
sorting tasks. There should be provision
over 4 of these places to suspend slings
for those with weak arms.
A recreational area, which could be
combined with a dining area to accommodate
60 persons for morning and afternoon tea
and lunch.
Storage facilities for equipment and
materials, various displays of remedial
material, wheelchairs, crutches and other
appliances.
Staff office for physician, social worker,
speech therapist, and nursing staff.
Toilet facilities geared to disabled patients.
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REHABILITATION MEDICINE SERVICE.
Purpose: To provide physiotherapy, occupational therapy,
speech therapy, and, where necessary, psycho-social evaluation and management, as separate individual services, or coordinated in a comprehensive programme according to the needs
of patients referred. These patients may be referred from
other clinical areas of the hospital,
including the wards, the emergency and
accident services, and out-patient clinics.
local practitioners in the community.
other hospitals.
insurance companies, in the case of
disabled workers.
Physiotherapists, occupational therapists, and speech
therapists will be located, from an administrative viewpoint, within the Rehabilitation Medicine service though
they will be professionally deployed throughout the inpatient and out-patient services of the hospital according
to clinical needs.
Patients will be referred for the services of this
section in one of two broad ways. For some patients,
specific forms of therapy will be requested by individual
clinicians in other parts of the hospital. For this
group of patients the Rehabilitation service and its
individual components will fill a strictly service role.
Other patients will be referred for consultation with
the specialist professional staff of the Rehabilitation
service, and these referrals will be in every sense
orthodox consultations. In some of these latter instances,
the consultation will extend to a request for the physicians
in the Rehabilitation service to take over wholly further
management of the patient.
Some of the therapy given by the special divisions of
this service will be carried out in the individual wards
of the hospital by taking the service to the patients and
this will comprise quite a large component of the work.
When a patient is able to come to the Rehabilitation service,
both in-patients and out-patients will attend at the unit
for periods of time varying from one to five hours. Inpatients may be brought to the unit on trolleys or in wheelchairs; out-patients may arrive by ambulance, private car,
or public transport. These latter people range from users
of wheelchairs or crutches through to the normally ambulant
patient. It is likely that some 100 to 150 patients per
day will attend at the Rehabilitation unit from within and
without the hospital.
In each case, at the first attendance, patients will
come first to a central reception area for recording of
appropriate information and for allocation to either
individual services within the unit or for more complete
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assessment and more comprehensive programmes of management.
From this reception area they will move to the individual
treatment areas. On subsequent visits for continuation of
the therapeutic programme, patients will proceed to the
treatment areas through a more streamlined procedure, though
still passing through the reception area. For those patients
referred for consultation or for continuing total management,
interview and examination procedures, akin to those carried
out in the out-patient department, will be carried out by
physician members of the unit. For many of the treatment
procedures it will be necessary for patients to change
clothing, and provision should also be made for this and
for the safe storage of clothing.
The main work of the unit will take place during normal
working hours. However, there may be a need for some evening
clinics in physiotherapy and speech therapy. It will certainly be necessary to provide for night and week-end services
by physiotherapists within the wards of the hospital and in
the emergency and accident services.
Functional Location:
Requirements:
Accommodation:

There will be two main physical
components of the rehabilitation service, which will be
described separately. These
two components are
the rehabilitation beds.
the general treatment
area.

Rehabilitation Beds.
Purpose: To provide specially designed bed accommoda tion for 25 in-patients who require a full programme of
rehabilitation. A number of patients in beds throughout the
complex will be receiving one or more of the various services
(e.g. physiotherapy or occupational therapy) provided by
the Rehabilitation unit. Patients who are accommodated in
the special 25-bed unit will be those admitted under the
care of the medical staff of the Rehabilitation section, or
those under the care of other clinicians who need intensive
rehabilitation procedures covering a number of services.
This area will be primarily designed to enable patients
to be trained by therapists and nursing staff to achieve
physical independence. To this end the area should allow
appropriate social activity not normally possible in other
hospital wards.
Functional Location: This unit should be grouped with
the beds allocated to the Arthritis unit and to the Geriatric
section and placed in a position intermediate between the
two. There should be very ready access for partially dis-
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abled patients to move between this area and the remainder
of the Rehabilitation Medicine unit.
Requirements: The requirements are those which are
needed for the adequate care of partially disabled patients,
undergoing a programme of active rehabilitation. Many of
the aids to this process are similar to those described
previously for the geriatric in-patient beds.
Accommodation:
Ward accommodation divided into four-, two-, and
one-bed units.
Dining area and lounge rooms for reading, library,
writing, television viewing.
Specially designed bedroom and bathroom accommodation to cope with the needs of the rehabilitation
patients.

General Treatment Area.
Purpose: The purpose of each of the components of
the treatment area is to provide for the various forms of
therapy which have been mentioned as coming within the
province of the Rehabilitation service. Since each of
these is a well established service, their functions will
not be described in great detail. Rather will any special
implications be taken up in describing the accommodation
required for them below.
Functional Location: All of these services should
be located in a single area, readily accessible to patients
arriving at the hospital from outside and, in many cases,
partially disabled. There should also be ready patient
and patient transport access from all wards of the hospital. The whole of this area should be very readily
accessible to the in-patient beds for the Arthritis unit,
the Rehabilitation unit, and the Geriatric unit.
Requirements:
Accommodation:

See below for individual
components.

Reception and Administrative Area
There will need to be adequate waiting accommodation
for patients, of whom 100 to 150 will attend this treatment
area each day. Immediately adjacent to this should lie the
office accommodation and interviewing and examining areas
for the clinical members of the unit, as well as the administrative offices and offices for paramedical personnel. There
should be toilet facilities for patients.
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Physiotherapy
Accommodation needs will include the following
A spacious remedial gymnasium.
Hydrotherapy pool.
Large treatment area for diathermy, radiant
heat, electrotherapy, and individual treatments.
Plaster and general work room.
Adequate storage space for heavy gymnasium
equipment, small physiotherapy equipment
crutches, walking sticks, wheelchairs,
sporting equipment, linen..
Out-door games area.
A children's treatment area, especially for
children's group therapy classes.
Change room, rest rooms. Staff toilets.
The main splint department of the hospital should be
closely attached to this area so that the storage and
manufacture of splints will be readily accessible to the
physiotherapy department. The splint shop will require
workshop accommodation for benches, lathes, and welding,
as well as storage space for metal, leather, and other
materials used in splint construction.
There will be a heavy requirement for special equipment in the whole physiotherapy area.

Occupational Therapy.
The accommodation requirements will consist of the
following
• large light activity area.
• large heavy workshop area for woodwork, metal
work, etc.
A pre-vocational evaluation area (in- and out-door).
An area for re-training in activities of daily
living.
Quiet therapy rooms for patients, including children.
Storage space for special equipment.
Certain of the activities of this area may be shared with
the requirements of the geriatric day hospital service.

7.29

Speech Therapy.
Speech therapy may begin in the individual patient
whilst he is an in-patient and continue after his discharge from hospital, or it may begin for the first time
as an out-patient. The intensive stage of speech therapy
could involve daily treatments for up to three months.
Less intensive, but still regular therapy, could involve
an average of three attendances per week for 3 to 6 months.
Progressively this time is reduced to one session per week,
and patients subsequently attend at less frequent intervals
for review.
Within each hospital ward, one of the multi-purpose
rooms should be available for the use of speech therapists,
especially in medical wards, and those wards housing neurosurgical, E.N.T., and geriatric patients. Treatment given
in the wards is carried out by transporting the necessary
equipment to the wards from the speech therapy unit.
Initial evaluation for speech therapy commonly
takes up to two hours, and the average time of subsequent
sessions is approximately one hour. As noted above, most
patients undergoing this form of therapy may be regarded
as "long-term" patients.
The accommodation requirements include the following
Individual speech evaluation and training
rooms for each therapist (five such rooms, two
of them fitted with one way viewing facilities
to allow student observation in an adjacent room).
Larger group therapy rooms.
Sound-proof booth for audiometric screening.
Offices.
Storage space, change and rest rooms for
staff.
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INTRODUCTION.
The inclusion of certain services under a blanket
label of "other clinical services" in no way downgrades
their importance. It is simply that they do not sit easily
within any of the broad clinical divisions u Lilized as
chapter headings. Each service is important in its own
right.
In the case of Radiotherapy and Anaesthetics, the
attachment to either the Division of Medicine or the Division
of Surgery for broad administrative purposes would be better
decided at a later stage : either attachment would be appropriate.
Pharmacy is a service, the activities of which are
important to all clinical sections of the hospital, without
regard to individual clinical disciplines. It is appropriate
that the Chief Pharmacist should be responsible to an officer
such as the hospital's Director of Medical Services.

ow

RADIOTHERAPY.
The radiotherapeutic service for New South Wales at
present includes the five radiotherapy departments of University Teaching Hospitals and one private radiotherapy
practice. All are situated in Sydney and within a five
mile radius of the city. It is essential that the proposed complex at Westmead should have a radiotherapy service,
for it lies more than 10 miles from the nearest of the ser vices referred to above and at the centre for nearly onethird of Sydney's population.
At the same time it would appear sensible that there
should be some large measure of integration between the
radiotherapy services of at least the teaching hospitals of
the University of Sydney. One should become the main centre
and should be the reference and advisory centre for all other
radiotherapy departments of the Sydney University Teaching
Hospitals. It should have a full range of equipment including apparatus needed for treatment methods requiring specialised skills and knowledge, e.g. hyperbaric oxygen therapy
and neutron therapy. It should house the computer to which
all associated radiotherapy departments have immediate access
by being "on line" to it. Through the Department of Radiation
Physics it should provide a physics service for all the other
radiotherapy departments. Th principal part of this service
would provide isodose planning information for all patients
having radiotherapy. This wc1d be immediately available to
all the departments through t1- "on line" computer.
It should provide research facilities for clinical
radiotherapy, radiation physics and radiobiology. To aid
clinical research and the collection of clinical data it
should through its computer be a repository for all clinical
information from the associated radiotherapy departments.
The head of the main centre should have academic status
with the University of Sydney and he should be chairman of
the committee of radiotherapists and others which determines
policy concerningclinical radiotherapy and clinical research
for the main and associated departments.
The other radiotherapy departments of the Sydney University Teaching Hospitals should be linked to the main
centre by their radiotherapists' representation on the policy
making committee and by being "on-line" to the computer.
They should be equipped with megavoltage or kilocurie
equipment. The staffing and equipping of these departments
could be influenced by geographical location of the specialised units, such as, paediatric, gynaecological or E.N.T.
services and the demand for peripheral clinics.
Nearly one-half of the new patients from the Sydney
Metropolitan Area seen at the Radiotherapy Department of
Royal Prince Alfred Hospital come from the Western Metro-

politan Region of Sydney, and many patients from this
region travel to other radiotherapy centres in Sydney for,
assessment and treatment. On population and clinical
pressures, a large radiotherapy unit is needed at Westmead
and it may be that it should be the main centre for the
University of Sydney teaching hospitals.
Purpose: The provision of a consultative and treatment
service by radiotherapy for patients with neoplastic and
other disorders. The consultative component involves the
skills, not only of the radiotherapist, but also of physicians
and surgeons in many clinical disciplines. The treatment
component involves the skills of radiotherapists, physicists,
and paramedical personnel, in the application of external
radiation from short-range beta ray therapy through high
energy gamma ray or X-ray therapy to fast neutron therapy.
Consultative or sole management of intra-cavitary and
interstitial radiotherapy also fall within the ambit of
the radiotherapy department.
A population may be expected to generate something
of the order of 1 new patient/1,000 population per year
for radiotherapy. Changes in use of radiotherapy as a
pre-operative procedure for patients with malignant disease
could cause this figure to double. A referral rate of
1,000 new patients per annum (which would be a reasonable
estimate for Westmead), with multiple treatments and retreatments, presently generates about 70 attendances for
treatment on each working day. At Royal Prince Alfred
Hospital, 60% of patients referred for treatment are outpatients, 40% in-patients.
Patients attend either for a consultation (usually
single visit) or for a course of treatment (which may go
on daily for a period ranging from a few days to 8 weeks).
Most patients are ambulant, but saie require transport
by wheelchair or trolley.
The consultation area is the same as an orthodox
out-patient unit with consulting and exam ination rooms.
The treatment area requires provision for waiting, for
changing, for making special examinations in the planning
of treatment for individual patients, and for the treatment
rooms themselves.
Some of the treatment procedures involve minor operative
processes, usually under local anaesthesia, occasionally
under general anaesthesia. For patients undergoing such
procedures, as well as brief treatments requiring them to
be in bed, there will be a need for 3 beds for "day only"
use to be incorporated in the unit.
Most treatment will take place in normal working hours.
About one-third of patients remain as in-patients during
therapy. On data quoted above, this means about 25 people
in hospital having radiotherapy at any one time. It is suggested that 10 beds be allocated specifically to the Radio-

therapy unit the remaining 15 patients will be in beds of
the appropriate clinical discipline and under joint management.
Functional Location: The problems inherent in locating the treatment area arise because of the great intensity
of irradiation produced by the therapy apparatus. For equipment at present in use concrete walls up to three feet thick
are required to maintain safe levels of radiation outside
the treatment rooms. Future equipment will require thicker
walls and, because of this, consideration should be given
to siting treatment rooms underground where- advantage can
be taken of the surrounding earth to provide natural and
cheap protection. A common misconception is to believe
that because Diagnostic Radiology, Nuclear Medicine and
Radiotherapy are all users of ionising radiation, the three
departments should be grouped together. There are several
reasons to support separating Radiotherapy from the other
two. Firstly, in contrast to Diagnostic Radiology and
Nuclear Medicine, Radiotherapy is a consultative and
therapeutic service and as such has no greater need for
access or proximity to these diagnostic services than
the other out-patient or in-patient clinical services.
The second reason is the effect of powerful sources of
irradiation used in Radiotherapy could have on the background radiation in a nearby department of Nuclear Medicine
to the extent that the sensitivity of their detectors could
be seriously affected and the usefulness of their tests
compromised.
There must be ready patient transport access from wards
to the treatment area. There must be ready ambulant patient
access from outside the hospital (private, public, or
ambulance transport) to the treatment and consultative area.
The consultative area need not be embedded in the same type
of protective surroundings as the treatment area.
Requirements:
Special protection (see earlier).
Special electrical and equipment requirements.
Cooled water for water-cooled equipment.
Air-conditioning at least for treatment rooms.
Radio-active fluid waste disposal as for Nuclear
Medicine.
Oxygen, suction in minor operation area.
Accommodation:
10 beds allocated to Radiotherapy unit will be
housed in standard ward accommodation, preferably
grouped together, and with ready patient transport
access to Radiotherapy.
Reception area for patients, ambulant or in
wheelchairs or trolleys, combined with general
clerical area.

Three sets of consulting-examination rooms,
adjacent to reception-waiting area. Since
they will be in use all day every day they
may be regarded as separate from the general
hospital out-patient department. It will,
however, be a major advantage if they can
be interfaced with the out-patient department
and use common registration procedures.
Treatment area with full facilities for complex series of events from entry and waiting
through treatment planning, treatment itself,
and recovery. Since, again, there will be
full-time utilization, there should be incorporated in the treatment area a minor
operating room and 3 day-only beds.
Administrative offices and staff amenities.

ANAESTHETICS.
Purpose: The Department of Anaesthesia will be
concerned with
The management of procedures for rendering
a patient insensible to pain and emotional
stress during surgical, obstetrical and
certain medical procedures.
The support of life functions under stress
of anaesthetic and surgical manipulations.
Assistance with the clinical management
of the patient unconscious from whatever
cause.
The management of problems in pain relief.
Assistance with the management of problems
relating to cardiac and respiratory resuscitation.
The application of specific methods of
inhalation therapy.
Assistance with the clinical management of
various fluid, electrolyte and metabolic
distrubances.
The first contact of a member of this department with
a patient may be
In a pre-operative anaesthetic assessment
clinic in the out-patient department,
before the patient's admission to hospital.
The pre-operative visit made by the anaesthetist to a patient in a ward before an
operati on.
In consultation (usually an emergency) about
a patient requiring cardio-respirat'ory resuscitation and/or intravenous therapy.
The largest part of anaesthetic services will be required in normal working hours. However, a significant
portion will be required for emergency procedures at nights
and week-ends. The commonest duration of an operation requiring anaesthesia is ½ to 2½ hours. Some major procedures
may take up to 8 hours, while some minor procedures may take
less than 30 minutes.
It will be part of policy to centralize operating
facilities, particularly those requiring general anaesthesia.
The main operating theatres will be centralized in a single
group, and, so far as is possible, all operations requiring
general anaesthesia will be carried out there. Apart from
the sterile radiology area, the per-oral endoscopy room and
the occasional patient in Radiotherapy, no elective procedures
requiring general anaesthesia will take place outside the main

operating theatre block. Non-elective general anaesthesia
will from time to time be required in labour ward and the
operating room of the Emergency and Accident Service.
Procedures in other peripheral operating or procedures
rooms will be confined to those performed under local
anaesthesia.
The duties of members of the Department of Anaesthesia
will therefore be concentrated particularly in the Operating
Theatre and Recovery Area. They will provide arranged or
emergency services in the other areas referred to. They
will provide services in Intensive Care, in the wards and
in the out-patient department.
Functional Location: The activities of members of
this department will take place mostly in areas each sited
for its specific purpose. The administrative offices of
the department will probably be best sited near, but not
within, the operating theatre complex.
Requirements:
Accommodation:
These are covered in the descriptions of the
areas in which anaesthetists will work.

PHARIvLACY.
In all considerations of the hospital pharmacy service,
it must be remembered that the purchasing, storage, preparation, labelling, distribution, custody and destruction, if
applicable, of drugs are governed by the Poisons Act, 1966,
and the Regulations made under the Poisons Act, 1966. There
are very few drugs exempt from the provisions of the Act.
The following is a brief summary of the relevant provisions of the Poisons Act Regulations
The Chief Pharmacist is responsible for
the ordering, storage and records of
drugs until they are issued from the
pharmacy.
Drugs can only be issued to wards on
the written authority of the nurse in
charge of a ward or a medical practitioner.
Drugs of addiction may only be issued
to a ward.if a signed receipt is obtained
by the pharmacy. (This is in addition
to (b) above).
The nurse in charge of a ward is responsible for the storage of drugs in the
wards and must also keep a written record
of receipts and issues for certain drugs.
Certain drugs in a pharmacy and also in
wards, must be stored apart from all
other drugs and items and must be in a
locked container securely affixed to
the premises.
No person, except a medical practitioner,
pharmacist or a person under the personal
supervision of a pharmacist, can issue
drugs to other than an in-patient, except
in special circumstances.
The responsibilities designated under the Regulations
to various persons cannot be delegated.
Purpose: To provide for the purchasing, storage,
preparation, labelling, distribution, custody and disposal
of drugs and other therapeutic substances for the in-patient,
out-patient, and community services of the hospital.
For efficient and economic functioning, the pharmacy
department should not be a bulk manufacturing or bulk
packaging unit. The Government Stores Department and
commercial interests can supply all pharmacy items required
in volume. However, provision should be made for some
extemporaneous preparations to be made in small quantities,
particularly for pediatric, dermatological and ophthalmological purposes, and for the special purposes often en-

countered in a teaching hospital. It will also be necessary to prepare some sterile solutions.
Radio-active substances will not be handled in the
Pharmacy, but in the Nuclear Medicine section of the
hospital.
Intravenous fluids will require a large storage
space adjacent to the Pharmacy. A number of the clinical
areas of the hospital will hold small stocks of intravenous
fluids but in very few areas need there be large stocks
of them (e.g. Intensive Care, Operating Theatres, Labour
Ward, Accident and Emergency Services). Holding areas
for reasonably large stocks of intravenous fluids should,
in addition, be established at other strategic points so
that all ward areas can obtain immediate access to them
in an emergency.
An inflammable liquid store complying with the appropriate safety regulations will be necessary for the storage
of alcohol, methylated spirits, and ether.
All pharmaceutical supplies will be ordered by the
Pharmacy. Deliveries will be made directly to the Pharmacy
bulk store at any time during the working day; the quantities delivered will range from small packages to 44 gallon
drums. Goods will be unpacked in the Pharmacy bulk store.
Drugs and other pharmaceutical supplies for in-patient
areas will be issued on an imprest system; requisitions
will not be required except for accountable drugs.
Out-patients will receive drugs prescribed directly
"across the counter" in the out-patient section of the
Pharmacy.
For after-hours prescriptions in the Emergency
department, a range of pre-packed drugs with labels will
be supplied by the Pharmacy to the Emergency department.
Appropriate medical staff will have access to the emergency
drug cupboard and refrigerator adjacent to the Pharmacy.
Functional Location: The Pharmacy should consist of
a single area incorporating all the facilities referred
to in this section. If possible, it should all be on one
floor level but, if design constraints make this impossible,
the bulk store could lie immediately below the dispensing
area. There should be ready delivery vehicle access to the
bulk store. There should be ready drug trolley access to
all ward areas. One aspect of the Pharmacy should impinge

physically on the out-patient department to allow dispensing
of out-patient prescriptions from the main Pharmacy.
Requirements:
Stringent security arrangements : alarm
system, barred windows, dead-latch on all doors,
oil and chemical fire extinguishers.
Air conditioning will be mandatory under proposed legislation on drug storage conditions.
Special refrigerator with two variabletemperature compartments.
Special security cupboard for drugs of
addiction.
Gas and electricity.
Accommodation:
Bulk store and receiving office.
Bulk liquid room.
Preparation room.
Sterile preparation room.
Ointment preparation room.
Out-patient dispensing section.
Offices, with small library of immediate
reference books.
Staff change rooms and amenities.
Intravenous fluid store adjacent.
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DENTISTRY.
Purpose: To provide dental services within the complex
in two broad categories
A specialist dental service : treatment of
pathological conditions involving mouth or
jaws; treatment of trauma involving the jaws;
a diagnostic and consultative service for other
divisions of the hospital.
A general dental service : provision of fillings,
periodontal treatment, extractions, construction
of dentures, and preventive dentistry.
Both sections would also fill important roles in the training of dental and oro-maxillo-facial surgeons, and in providing
experience for medical students in oral conditions. Such groups
as anaesthetists and radiologists in training would also gain
valuable experience in the specialized requirements of oral
work.
The specialist section will play an important role in
the management of trauma; its members will be involved as
part of the team concerned with patients admitted to the
Accident Service. They will also be concerned with the diagnosis and management, on both an in-patient and out-patient
basis, of tumours, cysts, and developmental abnormalities of
the mouth and jaws.
The general dental service will provide the activities
listed above for in-patients and out-patients of the hospital
who require dental attention as an integral part of their overall management, and for patients referred from outside sources
who cannot afford private dental attention. The latter group
of patients must presently travel to the United Dental Hospital
near Central Railway Station.
These special and general activities will require some
patients to be admitted to hospital. Apart from those in the
Accident Service, the numbers will be very small indeed, and
the duration of stay short, and no fixed allocation of beds
will be necessary. The great bulk of dental work will be
performed on an out-patient basis, and will require the provision of dental surgeries and laboratories. The out-patient
activities will be performed in normal working hours, as will
elective in-patient work. Work associated with the Accident
Service may take place at any time of the day or night. Some
in-patient work will require access to the operating theatres.
Functional Location: In-patients will be in either the
Accident Service or in surgical beds. The dental surgeries and
laboratories for out-patient work should be closely associated
with the out-patient department.
Requirements: Special dental supplies and general sterile
supplies to the dental surgeries and laboratory. Acid-proof
plumbing, and traps for plaster and wax, in dental laboratory
area. Special dental chairs and equipment. Dental X-ray
machines
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Accommodation:
Patient waiting area.
General dental surgeries.
Special dental surgeries.
Dental laboratory.
Offices and record storage.
Amenities.
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GENERAL ORGANIZATION.

The diagnostic services of "laboratory type to be
provided by the complex fall into 2 broad categories
the traditional disciplines (Radiology,
Nuclear Medicine, Morbid Anatomy,
Biochemistry, Bacteriology, and
Haematology).
the special clinical diagnostic laboratories,
where services are provided and supervized
by one of the special medical units.
In the conventional hospital, these services are usually
widely separated, and are often scattered through the hospital. In the present instance it is proposed that the
traditional and the clinical diagnostic laboratories be
physically grouped in a fashion that rationalizes facilities,
technologies and interests. It is further proposed that
there be the closest physical association between the diagnostic and the research laboratories. (See also section on
Laboratory Requirements in Medicine and Medical Specialties).
The broad grouping proposed between traditional and clinical
diagnostic laboratories is as follows
Group

Orthodox diagnostic
service

Special Unit diagnostic
service

Clinical
Chemistry

Biochemistry

Nephrology
Gas tro- entero logy
Endocrinology.

Clinical
Physiology

Radiology
Nuclear Medicine

Cardiology
Thoracic Medicine
Neurology.

Clinical Cell
Behaviour

Haematology
Microbiology
Morbid Anatomy

Haemato logy and
Immunology
Joint Disease
Dermatology.

There will be academic headship of each of the orthodox
diagnostic services. The special unit diagnostic laboratories
will fall within the responsibility of the head of each
special unit, who will, in turn, be responsible to the
Professor of Medicine.
Planning for the diagnostic services is based on the
assumption that the proposed facilities will cater for 1100
acute hospital beds, and for a very large out-patient service
of several hundred thousand attendances per annum. In
addition it is proposed that the hospital at Westmead should
assist neighbouring hospitals, clinics and practitioners by
providing those routine services which are carried out more

expeditiously and economically in a large centre, and by
providing more specialised services where the establishment
of facilities for such procedures would not be warranted in
smaller centres. However, it is suggested that certain
procedures (and especially population screening) in such
fields as cytology, virology and steroid estimation in
which the Institute of Clinical Pathology and Medical
Research at Lidconthe is especially experienced, should be
referred to that Institute rather than be carried out at the
hospital.
It is also suggested that provision should be made
for considerable future expansion of the "diagnostic services"
areas either by having free ends to the blocks in which they
are accommodated, or by having outer walls which permit of
extension outwards. Such provision is held to be necessary,
as, although it may be that automation will in the future
restrict the growth of some services, it appears most likely
that there will be an overall growth of diagnostic services
at a faster rate than the needs for hospital beds.
In deciding the location of the various components of
the diagnostic services it is recOmmended that
the location of the diagnostic services be so
arranged as to place those activities which
are carried out by or of most interest to
clinicians or which require close consultation
with clinicians or the actual presence of the
patient, in close proximity to the clinical
ward areas of the hospital.
those activities which do not need the presence
of the patient may be located more remotely
from the clinical wards.
those facilities which are most often employed
by the patient or on specimens obtained from
the patient when he first presents to the hospital should be either located close to the
admission centre or connected to the admission
centre by a rapid and efficient specimen transport system.
It may not always be necessary for physical contiguity to
be arranged between departments providing provision is made
throughout the hospital for the rapid point to point transfer
of specimens, reports and the like, perhaps by a pneumatic
tube system located in shallow, between-main-floors service
floors. In addition provision should be made for the installation of extensive Telex communication with the diagnostic
services.
Although duplication of diagnostic services should be
avoided as far as possible either by the careful siting of
the sub-department or by the provision of efficient transpost systems (as for example between operating theatres and
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the frozen section service of histopathology) it is not
held to be altogether undesirable to provide additional
diagnostic units away from the main diagnostic section
where proximity to a particular clinical section of the
hospital is specially needed.
In general, the diagnostic services will provide
facilities of three types
• Rapid and routine, dealing quickly with
large numbers of examinations of relatively
simple and automated or semiautomated type.
More specialised, dealing with small numbers
of examinations and requiring more elaborate
and often manual procedures.
Special, for teaching and research.
Some physical separation between these types of test
may be desirable within the sub-departments so that the bulk
of the hospital's diagnostic and treatment activities based
on (a) may proceed as expeditiously as possible.
In the present section, and in other parts of this
brief, reference is made to whole-patient diagnostic areas
and to specimen diagnostic areas. These phrases are applied
to diagnostic laboratories which on the one hand require the
presence of the patient during the diagnostic procedure or,
on the other, require only some specimen derived from the
patient.
The distinction is of real importance for a variety of
reasons. In the case of whole-patient diagnostic areas,
provision must be made for patient access from wards, outpatient department, or community, for patient waiting areas
within the department, and for patient movement and care
within the department. If the demands of patient tcaffic or
accommodation from any area become sufficiently large (and
specific), a case can be made for considering a sub-unit
or sub-units of that department, physically separated from
the main department. In any such decision, the competing
demands of patient movement and convenience on the one hand
and economies of staffing and limitation of range of facilities on the other must be considered.
In the case of specimen diagnostic areas, the primary
requirement is for a good specimen transport system from
wards, out-patient department, community or special
procedures areas. In many older hospitals, patients
(especially out-patients) do attend at the specimen diagnostic laboratory for collection of the appropriate
specimen, thus introducing a need for patient access,
waiting and accommodation into those laboratories which is
not inherently necessary. It is proposed that, in the
Westmead complex, provision be made for specimen collection,
storage and transmission from sites of major demand to the
specimen diagnostic areas.

In the above terms, the diagnostic laboratories
referred to on the opening page may be classified as
follows
Entirely whole-patient studies:
Radio logy.
A major (or dominant) component of wholepatient studies, with greater or lesser
numbers of specimen studies:
Nuclear Medicine.
All special unit diagnostic services.
Almost entirely specimen studies, with small
number of whole-patient studies:
Biochemistry.
Haemato logy.
Entirely specimen studies:
Microbiology.
Morbid Anatomy.
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COMMON AND SHARED FACILITIES.
Since it is anticipated that the diagnostic laboratories
will best be sited in one general area of the hospital, it
will be possible for them to share certain facilities. At
the same time they will extend over a very considerable area
(vertically and/or horizontally), so it would be foolish to
centralize all shared or common facilities to the detriment
of. efficient function. The requirements of these various
common or shared facilities are therefore set out below.
Isotope facilities: There will be considerable centralization of these facilities. See section on Nuclear
Medicine for details of policy.
Electron microscopy: There will, at least initially,
be a single electron microscope facility under the care of
the Surgical Pathology section. Individual diagnostic area.s
may, however, require limited facilities for specific specimen preparation.
Teaching areas: All diagnostic areas will be actively
concerned with undergraduate and postgraduate medical teaching and with technician training. No specific allowance is
made for these functions in the present section of the brief.
They are taken up in that section devoted to Education.
Provision will be made for at least one tutorial room in
each major section of the diagnostic services, and for certain
larger teaching areas to be shared between them.
Research: Both the traditional and the clinical diagnostic laboratories will generate a great deal of investigational activity. It is proposed that there should be the
closest physical association between thediagnostic and
research laboratories. This relationship is described in
the section devoted to Laboratory Requirements in Medicine
and Medical Specialties, and is taken up in more detail in
the section devoted to Research.
Special Clinical Units: The administrative offices of
those special clinical units associated with a clinical
diagnostic service will be situated in the clinical diagnostic
area concerned.
Patient and Specimen Reception Areas: Depending on
the variety of specimen transport system introduced (ranging
from human messenger to sophisticated mechanical transport),
it may be useful to provide a central specimen reception area
for all diagnostic laboratories. Such an area should be
appropriately placed in relation to the multiple sources of
specimens from all clinical areas of the hospital (in-patient
and out-patient) and from outside the hospital. It must also
be geared to the fact that some specimens require special
handling (e.g. refrigeration until analysis), some may be
handled in a fairly liesurely fashion, and some may require
immediate transfer to the appropriate laboratory for analysis.
Each individual diagnostic laboratory will also require its

own small specimen reception and sorting area.
Some diagnostic areas require no facilities for patient
access and waiting, others have a major requirement of this
sort (see section on General Organization). In designing
facilities for patient reception and waiting for the latter
group of laboratories, it may be possible to use common
waiting areas, provided this contributes to ease of patient
movement and to patient and laboratory convenience.
Staff Amenities: A large number of graduate, technical
and other staff of both sexes will be employed within the
diagnostic service area. They will require facilities for
changing into protective clothing, toilet and washing
facilities, and facilities for morning and afternoon tea.
All of these should be provided close to their point of
employment. Adequate provision will make an appreciable
difference to ease of staff recruitment and retention. For
those employed in the laboratory services, it should not be
necessary to go off to some distant part of the hospital
for morning and afternoon tea breaks. There should be
provision of all these facilities, not necessarily on the
basis of a complete set for each laboratory, but certainly
on the basis of multiple centres, appropriately shared
between laboratories. In addition, experience indicates
that provision of a few strategically placed small rooms
where female staff members can rest when feeling temporarily
unwell is of great value.
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FLOOR AREAS.
In assessing the role, design, and extent of the
Diagnostic Service departments, it may be helpful to
set out a general assessment of the floor areas involved.
This has not been done for all other sections of the hospital in this brief, but the Diagnostic Service departments
present a special case. It is far less easy to form an
assessment of their needs in standard space terms. The
following estimates have been reached after discussions
with the appropriate committees and expert advisors. They
are based on service requirements only, and do not include
an allowance for corridors or other traffic areas. Further
additions must be made for research areas and common teaching and other facilities.
Department
Morbid Anatomy group
Microbiology
Haematology
Biochemistry
Radiology
Nuclear Medicine

Square feet
20,000
9 1 000
10,000
21,000
35,000
10,000

Clinical diaqnostic laboratories:
Cardiology
Thoracic Medicine
Neurology
Endocrinology
Nephrology
Gastro-enterology
Flaematology and Immunology
Joint Disease
Dermatology

3,000
3,000
2,000
3,500
2,000
3,000
2,500
1,500
500

BIOCHEMISTRY.
Purpose: The carrying out of screening tests and
selective investigations of a biochemical type, using
multi- and single-channel analyzers, semi-automatic and
manual instruments.
The routine components of the Biochemistry service
will include tests related to
1. The Community Medicine Service: screening
tests.
2. Out-patients:
screening tests at the first and some
subsequent visits.
screening tests as part of a preadmission programme.
selective tests as part of outpatient investigation.
screening or selective tests on
specimens received from outside the
hospital by post or messenger.
3. In-patients:
screening tests if not performed as
part of the pre-admission programme.
selective tests, mainly automated.
selective tests of a more specialized
and complex nature, involving a large
degree of manual operation.
4. Children: Many tests performed on specimens
from infants and children require the use
of specific micro-techniques.
It will not be necessary to allocate separate working
areas to accommodate these various functions. With few
exceptions, patients are not personally involved in the
department's performance of the analysis. Rather will the
nature of the tests and the analyses, from whatever source
they originate, determine where and how specimens will be
analyzed within the Biochemistry Department.
Investigations also fall broadly into urgent and nonurgent categories. The majority of screening tests will
fall into the non-urgent group, though the screening
battery will at times be called upon for urgent results.
However, unless all procedures are continuously operative
throughout the working day, space and equipment must be
provided to handle genuinely urgent requests. Such backup facilities should be able to adapt to relatively large
work loads, in case of breakdown of those components in the
non-urgent screening programme for which they normally
provide only "urgent" cover. Bulk load will be in normal
working hours; but there must be a 24-hour emergency service,
7 days per week.

Specimens of various body fluids, secretions, and
excretions will be delivered to the department by an
efficient specimen transport service. They may be received
in a common Pathology receiving area and those destined
for Biochemistry sent to the Biochemistry receiving area.
From here they are routed to the appropriate section of the
department for processing. Results of analysis are returned
to a central despatching office, from whence reports are
sent to the appropriate point.
For a small number of tests, the patient will attend
the Biochemistry Department or some patient area immediately
adjacent to it, for the regular collection at intervals of
blood or urine samples following the administration of some
agent (e.g. glucose tolerance test, B.S.P. retention test).
Such tests involve patients falling almost exclusively into
the categories of endocrine, gastro-enterological or renal
illness or suspected illness. The patient areas for the
collection of samples in these categories may therefore be
amalgamated into the patient areas for specimen collection
in those three clinical diagnostic areas (which will be
adjacent to Biochemistry).
It is in the Biochemistry section of the hospital that
computer, facilities and techniques have already shown their
value and these facilities will be mandatory in any new
department. At the very least, interfacing an on-line
computer to the laboratory output devices leads to
automation of reporting. Immediate reporting of urgent
(or even routine) results to distant sources, after
validation, may be achieved by teleprinter links. Similarly,
short term disc or tape storage of patient results within
the department for the duration of a patient's hospital
stay is of value.
By further development, preparation of patient
identification data and identification plates, laboratory
staff work lists, etc. may be handled by the departmental
computer.
It is emphasised that the laboratory computer is a
small dedicated unit which is used to monitor signals from
analytical equipment, convert them to numerical data and
compile reports. Xt will have storage capacity for programmes and a limited amount for processed data. Lists of
ward patients requiring blood collection will be prepared
by this computer as also will be work lists for the laboratory staff. The computer will act as a communications
link between the department and teletype machines in wards
and other, areas, and in addition as a link to any main
computer used by the hospital for permanent medical record
filing.
Functional Location: No need for significant patient
access to Biochemistry Department itself (see above).
Requirement for first-class specimen transport from all
patient areas of hospital. Biochemistry could sensibly share
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general Pathology reception area for specimens with other
departments, especially Haematology and Microbiology and
clinical diagnostic sections. Biochemistry will make use
of certain facilities in the Nuclear Medicine section, which
should therefore not be too distant (technician access
required).
Requirements: Mains electricity within ± 5% tolerance,
with provision of immediate emergency supply in case of
interruption to normal circuits. Special electrical supplies
to computer.
Supplies of distilled or de-ionized water.
Supplies of special chemicals.
Piped gases : air, oxygen, propane, acetylene,
town gas.
Vacuum suction.
Waste lines of acid-resistant material.
Special disposal facilities for urine and faeces.
Air-conditioning of major equipment areas.
Accommodation:
Laboratories (multiple) for:
Automated routine procedures.
Automated and manual urgent procedures.
Micro- methods (pediatric).
Toxicology.
Electrophoresis.
Immunological analyses.
Faecal investigations.
Steroid analyses.
Minor isotopic procedures.
Service, storage, and office space:
Cold rooms.
Fireproof rooms for solvent distillation.
Dark room.
Reagent preparation.
Storage.
Glass-working.
Instrument repair.
Computer room.
Office space for medical, technical and clerical
staff.
Record storage.
Amenities, cloak and change rooms, toilets.
Of all diagnostic services, Biochemistry is the one where
the growth rate of demand for tests is growing most rapidly at times almost exponentially. At present the growth rate
is about 30 per cent per annum. Greater automation and computer usage can absorb part of this increased demand without
increase of space; but this service must be regarded and
designed as a rapidly expanding one.
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MORBID ANATOMY, SURGICAL PATHOLOGY
AND CYTOLOGY.
The functions and some of the facilities of these three
areas overlap to a certain extent. Morbid Anatomy and
Surgical Pathology have considerable points of overlap, and
certain physical areas may be common to both sub-sections.
Cytology represents a sub-unit with perhaps more separate
facilities.
The Professor of Pathology will be administrative head
of all three sections of this group of laboratories. There
must be adequate staffing of all three sections in their
own right, but movement of junior staff between them will
be important both for training and "relief" purposes.
Morbid Anatomy.
Purpose: The carrying out of necropsy examinations,
with subsequent gross and microscopic examination of tissues
removed at necropsy. These activities play an important
part in\the continuous quality control of diagnosis and
treatment in the hospital. Autopsies should be carried
out in at least 90% of patients dying in the hospital and
its related clinics. This section should therefore be
designed to cope with approximately 1,000 autopsy examinations per annum from within the hospital and approximately
200 per annum from outside sources.
Bodies
the autopsy
adjacent to
carried out
of students
for viewing
bodies away

are transported from the wards or outside to
area where they are stored in cool storage
the autopsy room. Post-mortem examination is
in the autopsy rooms, either in the presence
or in greater privacy. Provision is then made
by relatives, if required, and transport of
from hospital by undertakers.

Specimens removed at autopsy may be photographed,
examined locally by X-ray techniques, stored as specimens
in preservative fluid, or specially preserved, using
appropriate techniques, for transplantation purposes. From
the specimens, small blocks of tissue may be removed for
processing and the preparation of histological slides.
These slides are examined microscopically and then filed
for record purposes. Reports are dictated and typed on
both the gross and histological aspects of the study.
Most autopsy examinations are carried out during
regular working hours; occasional ones at night or at
week-ends.
Functional Location: Broadly the Morbid Anatomy area
may, if required, be broken into 2 sections. All of the
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above functions should be carried out in the one area, with
the possible exception of the preparation of histological
sections, the examination of the histological slides, the
filing and cross-indexing of reports, all of which might, if
necessary, be carried out in an area adjoining the subdepartment of Surgical Pa bhology and specifically set aside
for this purpose.
The location of Morbid Anatomy should allow ready access
to undertakers' vehicles, and if possible should be reasonably
close to the hospital chapel. Location on the ground floor
or near to it is therefore desirable to reduce the need for
lifts for the transpor.t of cadavers. It should be close
enough to the student's teaching areas to encourage students
to see autopsies without having to make a special effort.
There is no need for close proximity to the wards. However,
means should be provided for the transport of cadavers and
specimens to and from the Morbid Anatomy section at any
hour of the day without the possibility of their being
seen by patients or their relatives. This may require the
provision of special service lifts and corridors.
Nearness to areas frequently used by patients and their
relatives is frankly undesirable. There is no need for this
sub-section to be near the operating theatres, or the other
diagnostic areas.
Requirements:
Accommodation and equipment for all above activities.
• Limited sterile supplies for bacteriological or
virological examinations.
Adequate disposal facilities via drains and sewerage
connection for infected and other wastes; local
antis eptic tanks.
Forced air effluent system.
Large supplies of preserving solutions, special
chemicals, containers, and glassware.
Accommodation:
Cadaver storage.
Relative viewing area.
Demonstration and routine autopsy rooms.
Special rooms for individual procedures.
Storage facilities.
Offices.
Provision is made for a pathological museum in the
central teaching facility.
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Surgical Pathology.
Purpose: Histological examination of tissues obtained
surgically either in the operating theatres or by means of
needle or other biopsy in the wards or out-patient department. The service should be designed to cope with up to
12,000 specimens of tissue per year.
Specimens are transported from their point of origin,
received, labelled, further examined and blocks taken (in
the case of gross specimens), sectioned, stained, examined,
and reported on. The histological slides are filed for
record purposes. These procedures take, on the average,
1 to 2 days altogether.
Some specimens are transported directly from the
operating theatres, during the course of an operation,
for preparation of a frozen section, which is reported
on at once. The result may have an important bearing on
the remainder of the operative procedure.
There should also be facilities for preparation of
special sections for electron microscopy.
Functional Location: The exact location of Surgical
Pathology may well be the least critical of all the diagnostic services as most work is carried out on preserved
specimens, and the provision of a rapid specimen transport
system from operating theatres and wards' would enable the
remainder to be satisfactorily undertaken. However, it is
considered desirable that the offices of senior staff members
of the department should be sufficiently close to both the
wards and the other diagnostic departments to allow for close
liaison with other members of staff, and this precludes
location in a separate building or remote wing. With this
proviso there is no need for Surgical Pathology to adjoin
either the wards, the operating theatres, the admission
offices and out-patients departments, or the other diagnostic
departments.
Requirements: Chemical supplies, fixatives, CO 2
cylinders. Special fume cupboards. Certain sections at
least must be air-conditioned. Special electrical and other
requirements for electron microscopy.
Accommodation:
Receiving and initial processing area.
Specimen storage.
General and special sectioning and staining areas.
General and special microscopy areas.
Electron microscopy area, for use by all pathological
services.
Offices.
Record and slide storage.
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Cytology.
Purpose: Cytodiagnosis of malignancy and other cellular
disorders by examination of smears and other cell preparations obtained from patients. It should also cover such
special cytological examinations as chromosome analysis.
The service should not be geared to the examination
of large numbers of specimens obtained from well-patient
population screening (even though, in some instances,
specimens may be collected at Westmead or through some
division of the Westraead complex). A large and comprehensive
service for the examination of such specimens is already
provided by the Institute of Clinical Pathology and Medical
Research at Lidcornbe, and use should be made of this service
rather than re-duplicating it. If Westmead were to undertake large external screening programmes, and examine the
specimens itself, the proposed facilities might be too little
by a factor of 10.
At Westmead, cytology services should be concentrated
on diagnostic procedures in patients under investigation
within the complex, and on evolution and development of
new procedures. Emphasis should therefore be placed in
the first instance on facilities for examination of
gastric, intestinal, bronchial and vesical
washings and secretions.
chromosomal abnormalities.
Activities are confined to normal working hours.
Specimens may be received at any time during these. Some
10,000 specimens per year may be examined.
Functional Location: There is minimal need for patient
access, or for proximity to any other diagnostic laboratory
outside the Morbid Anatomy groups. A few patients may need
to attend for specialized specimen collection or research
procedures. Since it is relatively small and has a small
staff, Cytology should be placed next to Surgical Pathology,
to allow interchange of staff and supervision.
Requirements: Adequate provision for supply and storage
of special chemicals, glassware and sampling kits.
Accommodation:
Small waiting, examination and rest rooms.
Laboratories for staining, scanning, and chromosome
analysis.
Storage of slides, records, supplies.
Offices.
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HAEMATOLOGY AND BLOOD TRANSFUSION.
See section devoted to HAEMATOLOGY AND IMMUNOLOGY
in the Clinical Diagnostic Laboratories section of this
chapter. There the relation between the clinical laboratory
concerned with haematology and the more routine service
under consideration here is taken up at greater length.
This section of the brief is concerned with the more
traditional "pathology" component of haematology.
Purpose: 1. To provide a comprehensive service of
tests for diagnosis and control of therapy in disorders
related to the blood or in which there are haematological
manifestations. In fact, "the blood count" is one of the
most widely used and useful of 'all routine diagnostic
tests. In many clinics (e.g. ante-natal clinic) it has
for many years been in the nature of a screening test;
and a limited examination of blood elements should be
part of the general admission or pre-admission screening
procedure.
2. To provide a 24 hour per day, 365 days
per year blood transfusion typing and cross-matching service
for the whole hospital. A tissue-typing service should also
be provided.
A work load of some half million tests per annum
may be anticipated from the outset, growing at a rate of
some 15 to 20% per annum. The range of tests to be provided will include
Quantitation of haemoglobin and cells
in blood.
Qualitative examination of blood cells.
Measurements of essential factors for
haemopoiesis.
Measurement of coagulation factors.
Haematological parasitology.
Haematological serology and immunology.
Certain radio-isotope tests.
Blood typing and cross-matching.
Tissue typing and cross-matching.
The greatest work load will fall in ordinary working
hours. Up to 10% may fall into the urgent category at
nights and week-ends.
The laboratory presently being described may be regarded as a wholly specimen laboratory. Any procedures
involving the presence of patients will be carried out
in the adjacent clinical diagnostic laboratory of
Haematology and Immunology, though resulting specimens
may come to this laboratory.
Specimens, usually of blood or of specially diluted or
anticoagulated blood, will be delivered to the laboratory
from a variety of sources. After receipt, they will be
distributed to the various areas for analysis.
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The same procedure will apply to specimens of blood
for the typing of blood groups. The blood bank will be
a segment of Haematology. Here blood will be stored and
despatched as needed to wards, operating theatres and
emergency department. There will be a need for an area
for bleeding donors associated with the hospital : this
should be close to the blood bank, but sited for donor
access and hence may be in, or adjacent to, the clinical
diagnostic area. The bulk of blood for storage in the
blood bank will be delivered from the Red Cross Blood
Transfusion Service, either from its Sydney facility or,
better, from a local facility in the Western Metropolitan
Region (even on or near the Westmead site).
Functional Location: Although the various functions of
the section of Haematology need not necessarily be carried
out close to one another in the same area, there are advantages from the point of view of administration and interchange of personnel during fluctuations of work load, in
having them combined, or at least within a couple of
minutes' walking distance of one another.
There must be a ready and rapid delivery system for
specimens from all clinical areas of the hospital, including admission area, to the laboratory. As set out above, there
need not be patient or patient transport access to this laboratory, but there must be patient access to the adjacent
clinical diagnostic laboratory for Haematology and Immunology.
For the blood bank there must be
ready donor, access (i.e. access for well
people who are coming to donate blood in
a spirit of gratitude or philanthropy,
not patients coming for a test) to the
blood collection area.
ready access for delivery vehicles to
deliver blood from Red Cross Blood
Transfusion Service to the blood bank
store.
ready access for rapid transport of
blood from blood bank to wards, operating
theatres, and emergency department.
Requirements: Electrical supplies with ±5% tolerance,
with provision of emergency supply for automated tests.
Gases in cylinders.
Vacuum suction.
Large refrigerated space for blood storage.
Accommodation:
Specimen reception and sorting.
Main haematological laboratory.
Special purposes laboratory (including
isotopes and immunology).
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Blood coagulation studies.
Apparatus and glassware rooms.
Cold room.
Tissue typing room.
Blood bank.
Slide storage.
Records.
Amenities.
Offices.

MICROBIOLOGY, VIROLOGY AND SEROLOGY.
Purpose: To undertake diagnostic procedures for the
detection of infection by isolation of organisms or by
detecting serological changes resulting from infection.
After isolation of organisms, they must be identified
and, in appropriate cases, their drug sensitivity
determined.
These studies will be performed on specimens obtained
from in-patients and out-patients, and on specimens sent
from outside the hospital. The latter may include detailed
identification and drug sensitivity testing on primary
isolations of organisms sent from smaller hospitals in
the region.
In the case of Microbiology, the service will be
a fairly complete and advanced one. In the case of
Virology and Serology, a rational development will be
undertaken, which takes cognizance of the highly developed
services in these disciplines available at the Institute
of Clinical Pathology and Medical Research (I.C.P.M.R.)
at Lidcombe.
Virological services will provide for initial
isolation and preliminary identification of viruses at
Westmead; further identification should take place in
the well-developed virus reference laboratory at the
I.C.P.M.R.. In the future, preliminary identification
of viruses may well be made by electron microscopy.
Such a method would be well suited to a shared electron
microscope facility at Westmead.
Serology services at Westmead will similarly be
concerned with the routine identification of the commoner
infections. More elaborate serological tests will be
referred to the I.C.P.M.R.
Specimens of a wide variety (blood, urine, faeces,
sputum, pus, cerebro-spinal fluid, swabbings from various
areas) will be delivered to the unit from many parts of
the hospital. Many specimens will be of an infectious
nature; all will be contained in sealed specimen containers,
often glass or plastic. Many will require to be processed
rapidly after receipt. Most specimens will be received
during ordinary working hours; but up to 10% may require
to be processed urgently at nights or week-ends. Except
during epidemics, the work load will be evenly spread
throughout the year.
After receipt of specimens they are distributed to
various sections of the laboratory for appropriate processing.
A number of diagnostic tests require the use of animals.
This group of laboratories should be regarded as
wholly specimen laboratories. Patient attendance will
not be required. A growth rate of about 10% per annum
in test demand may be anticipated.
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The department is expected to provide a local autoclaving and sterile equipment service for all the traditional diagnostic services.
Functional Location: Ready (and often rapid) specimen
transport will be required from all clinical areas of the
hospital; but there is no requirement for patient access.
The laboratory should be within a couple of minutes' walk
of the Animal House, where facilities for diagnostically
infected animals should be provided. Otherwise, it will
be necessary to provide a separate animal area of some
2,000 square feet for microbiology.
Requirements: High demand for media, glassware, and
disposable plastic containers. (The use of the latter
reduces washing and sterilizing, but increases the need
for, storage space). Infected waste material will be
disposed of by normal channels, after autoclaving where
necessary. A small disposal furnace would be useful.
Suitable exhaust outlets for sterile cabinets.
Electricity, gas, oxygen and CO 2 cylinders.
Accommodation:
Specimen reception, sorting and storage.
General bacteriology laboratory.
Special areas for

bacterial serology.
mycology.
tuberculosis.
viral tissue culture and serology.
electron microscope preparation.

Media making.
Hot and cold rooms.
Extensive autoclave rooms.
Washing and glassware rooms.
Storage.
Records.
Amenities.
Offices.

RADIOLOGY, ULTRASONICS AND THERMOGRAPHY.
Within the services provided by this division, the
following functional components are recognized. The
recognition of these functional components is important
both for careful planning and for subsequent design
purposes. It is, however, emphasized that physical
continuity of the whole radiology department is a principle to be followed so far as is possible. Physically
separated sub-units should only be incorporated in the
final plan if this becomes quite unavoidable. Physical
continuity is held to mean either or both of horizontal
and vertical continuity.
Community Medicine

Chest survey.
Breast survey.

Out-patients

Chest survey.
General radiography.

Admission Procedures
Accident and
emergency

In-patients

Chest survey.
General radiography.
Fractures.
Ultra-sound.
General radiography (including ultra-sound and thermography; and including the
special needs of pediatrics,
obstetrics, and radio-therapy).
Special procedures : angiography, neuroradiography,
cardiac catheterization,
urology, bronchography,
gynaeco logy.
Operating theatre service
fixed and mobile units.
Emergency service to wards
(mobile units).

A central consideration in all components of the Radiology
service is patient flow from and to the various clinical patient
areas, out-patient and in-patient. All examinations require the
presence of the patient.
Each of the functional components will be briefly described
under the regular headings. Good design will allow rational
sharing of certain facilities between the components; less good
design or the creation of multiple sub-units will lead to expensive reduplication of facilities.

9.21:

Community Medicine.
Purpose: To participate in a screening programme for
well people. Chest screening is well established. Breast
screening has been shown to increase case detection, detect
cancer at an earlier stage and reduce mortality.
It is anticipated that the chest survey unit will handle
400 patients per day (1 unit), and the breast survey unit
150 patients per day (2 units), at full development. Chest
survey radiography will be by 100 mm photofluorographic unit.
Breast survey examination will be by mammography and thermography. Survey chest films are read and reported in batches
rapidly, mammograms and thermograms more slowly.
This service will operate in ordinary working hours,
but provision should be made for it to operate in evening
clinics if survey policy moves in that direction.
Functional Location: This section could become a
special development in course of time. Initially it should
be immediately adjacent to section of Radiology Department
devoted specially to out-patient work. It especially needs
access from "outside.
Requirements:
Special electrical supplies as for all radiology
areas.
Special equipment.
Air-conditioning of thermography area for skin
temperature stability.
Accommodation:
Facilities for patient reception, waiting, changing,
examination.
Chest survey, mammography (2), and thermography (2)
rooms.
Dark room and storage.
Office and reporting area.
Local filing of films and thermograms, which are
not suitable for filing in general department.

Out-patient Services.
Purpose: To provide radiological diagnostic service
before, during or after an out-patient consultation. (This
function is shared with certain other diagnostic departments,
and arrangements for a common appointment schedule and routing
programme should be introduced).
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Patternsof out-patient referral may include any
of the following
(a) "Routine pre-clinic procedures for certain
clinics (e.g. chest X-ray for Thoracic or
Cardiology; bone X-ray for Orthopaedic, etc.)
(b) Referral for procedure from an out-patient
clinic. These will include
urgent procedure, with return of
report and patient to the clinic on
the same day.
simple procedure with no appointment
necessary, but no urgency for report
for to-day's clinic.
more complex procedure, with appointment, and sometimes special preparation,
necessary (e.g. barium meal, barium
enema).
complex procedure requiring one or
two day admission to hospital (e.g.
arteriogram).
(c) Radiological diagnostic procedures carried out
as service to general practitioners by direct
referral.
All new out-patients might also have initial chest Xray on 100 mm film. This will be separate from Community
Medicine service, and films will be included in records
for general use (produces large film economies).
From sample surveys, the present rate of radiological
examinations is about 1 per 5 out-patient attendances (with
a wide variation over different types of clinic). The
radiological facilities at Westmead should be geared to
about 40,000 examinations from the out-patient services
per annum. Load is spread over normal working day, with
additional peaks at 9-10 a.m.; 11 a.m.-12.30 p.m.; 1.302.30 p.m.
Functional Location: Part of main Radiology department.
Ready, close access to out-patient department, with provision
to handle very large patient traffic. Should be adjacent to
Community Medicine section of Radiology department (see
earlier); and should be adjacent to section of department
dealing with Accident and Emergency radiology to allow overflow of high work load in either direction.
Requirements:
Special electrical supplies and equipment as for
all radiology areas.
Medical gases and suction.
Toilets suitable for barium sulphate disposal.
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Accommodation:
Facilities for patient reception, waiting, changing,
preparation.
Fluoroscopy (2, for barium meal and enema), general
(3, including 1 pediatric and 1 with skull table),
urographic and cholangiographic, and 100 mm
photo fluorographic rooms.
Rooms for processing (2), viewing, sorting, and
reporting on X-ray films.
Storage, offices amenities.

Admission Procedures.
Purpose: To provide routine chest X-ray examination of
all patients being admitted to hospital in other than emergency circumstances. Such examination will act as a valuable
screening service in its own right. In addition, chest Xray is the commonest procedure ordered for in-patients as
part of their ward investigation programme. Carrying out
100 mm photofluorographic examination in all patients as
they proceed to admission will save much subsequent patient
movement and transport, as well as effecting economies
over large X-ray films.
Functional Location: Ready, direct access from admissions area of hospital. This facility can be suitably
placed next to the photofluorographic chest unit for outpatient services.
Requirements: Special electrical supplies and equipment.
Accommodation:
Facilities (small) for patient reception and brief
waiting times.
Radiographic room for 100 mm photofluorographic
unit (can be shared with in-patient and out-patient
facility).
Dark room.

Accident a nd Emergency.
Purpose: To provide a 24-hour-per-day, 7 days per week
radiological service for the accident and emergency section
of the hospital. During ordinary working hours, this section
of the department will deal with patients presenting to the
Emergency section of the hospital. Outside ordinary working
hours, this section of the Radiology department will provide
emergency cover for all radiographic services of the hospital,
in-patient, out-patient, or emergency.
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Service will not be confined to bone X-rays for results
of trauma, though this will be an important part of its work.
Facilities will provide for all general radiography, including fluoroscopy and intravenous contrast examinations.
X-rays will be directed towards detection of bone trauma,
ruptured viscera, and cardiac and pulmonary abnormalities.
Fracture reduction will, in many cases, be controlled by
image intensification techniques, as well as by standard
X-ray films during and after fracture reduction and immobilization.
In its accident and emergency role, this section of the
Radiology department will probably handle more than 50 examinations per day. In current large teaching hospitals, the
breakdown of examinations is approximately as follows : chests
40%; bones 40%; skulls 10%; abdomens 10%.
Functional Location: There should be a definite interface between the hospital's Emergency department and the
Radiology department, at which interface the facilities being
considered here should be placed..
Requirements:
Special electrical supplies and equipment.
Medical gases and suction.
Large rooms to allow multiple personnel and
emergency supportive equipment.
Accommodation:
Facilities for patient reception, waiting, and
changing,. modified by the facts that : (a) patients
will commonly be very sick; (b) they will often
come to department in wheel chair or on trolley;
(c) they will often be accompanied by a relative,
or medical or nursing staff.
Rooms for general radiography and skull X-rays,
and a fluoroscopic room. These should be larger than
usual rooms for this purpose (see above).
Small room for mobile ultrasonic unit.
Rooms for processing, viewing, sorting, and reporting of X-ray films.
Storage rooms.
Amenities.
There should be provision for mobile image intensification and television units and mobile radiographic unit for plaster room and operating rooms
in Emergency and Accident services.
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In-patients.
Purpose: To provide general and specialized radiological services for the in-patient sections of the hospital
(and specialized services for all sections, in-patient or
out-patient, of the hospital).
It is not proposed that there should be a separate
pediatric radiology department. The special needs of
children are recognized, and recognized to be important.
These special needs will be met in the main Radiology
department by the provision of separate waiting areas,
special radiographic rooms, and specially trained staff.
For the complex as a whole, it is anticipated that
about 35,000 radiological examinations per year will be
generated by the in-patient services.
Radiological services for in-patients may be broadly
divided into those requiring sterile conditions and those
which do not require sterile conditions. Sterile procedures
are, in general, low-frequency prolonged studies, non-sterile
procedures are high-frequency, more rapid studies.
Functional Location: There must be ready patient transport or ambulant patient access from the wards to this section of the Radiology department. Patients from all medical
wards constitute the greatest users of these facilities;
among surgical patients, those from the Orthopaedic,
Accident, Neurosurgery and Cardio-thoracic services are the
greatest users.
Several of the special medical diagnostic services
should abut on this section of the Radiology department so
that certain sterile radiological rooms can really be said
to lie both within Radiology and the special diagnostic
service concerned. This is specially true of Cardiology
and Neurology, where the skills of both radiologist and
clinical laboratory clinician are required in the techniques
used. The sterile procedures areas should also be as close
as possible to the operating theatres.
Requirements:
Special electrical and equipment requirements.
Medical gases and suction.
Toilets suitable for barium sulphate disposal.
Delivery facilities for X-ray film.
Accommodation:
Facilities for patient reception, waiting, changing,
and preparation. Some patients will be ambulant,
others will be quite sick and require transport by
wheelchair or trolley.
Rooms for processing, viewing, sorting, and report-
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ing of X-rays.
Large film storage area for whole Radiology
department.
Storage of films, chemicals, supplies.
Offices for medical, nursing, and technical staff.
Conference room with display facilities to hold
1 day's in-patient films for unit discussion.
Workshop.
Facilities for receipt and storage of sterile
supplies.
Rooms for the following procedures
Non-Sterile radiology:
1 100 mm chest room (combined with outpatient and admission procedures).
3 Fluoroscopic rooms (barium meals, enemas,
pediatrics).
3 General rooms (including 1 pediatric and
1 with skull table).
1 Urographic and cholangiographic room.
1 Tomograph room.
1 Ultrasonic room.
1 Mammography and thermography room (if
such facilities are not provided in
Community Medicine section).
Sterile radiology:
( 1 Air study room.
Neurology ( 1 Neuro-angiographic room.
orientation ( 1 Myelographic room.
1 Central angiographic room.
1 Peripheral angiographic room.
Cardiology ( 1 Cardiac, physiological and analytical
orientation (
room.
( 1 Pacemaker room.
( 1 Common physiological recording room.
1 tJrological room (endoscopic).
Note: Air-conditioning will be required at least in all
rooms which are darkened (fluoroscopy, processing)
throughout all areas of the department.

Provision for Special Areas.
1. Appropriate portable equipment should be housed within
the air-lock system of the Intensive Care Unit, and
kept there at all times.
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In the Operating Theatres there should be special fixed
radiological installations in at least 2 general surgical
theatres, 1 open urology theatre, 1 orthopaedic theatre,
and 1 neurosurgery theatre. Powerful mobile units with
image intensification and television facilities should
be available for use in the remaining theatres.
A room should be made available on each floor containing
wards for use of suitable mobile equipment. At present
cost levels, it may prove economic to station such portable equipment on all floors for carrying out, say, all
chest and other simple examinations, and thus to avoid
a significant amount of patient movement from wards to
Radiology department.

NUCLEAR MEDICINE.
Nuclear Medicine has been defined as the scientific
and clinical discipline concerned with the diagnostic,
therapeutic (excluding sealed sources for teletherapy)
and investigative uses of radionuclides in medicine. The
discipline is mainly concerned with the use of radioisotopes
as tracers to determine function and/or structure of internal
organs. Many procedures require little preparation, incur
no morbidity and can be performed on an out-patient basis.
A complete range of clinical diagnostic and investigative facilities should be provided for in-patients and
out-patients and, in view of the high capital cost of
equipment, provision made to meet a referral load from
adjacent hospitals (initially).
Nuclear Medicine is expanding rapidly and statistics
often measure amount of available equipment rather than
the real demand. At Johns Hopkins Hospital, demand for
tests in the area of Nuclear Medicine is growing at the
rate of 15% per annum.
The anticipated work-load at Westmead will be of the
order of 15,000 to 20,000 tests per annum for in-patients,
out-patients and referrals from elsewhere. Because of
the referral faàtor outlined above, plans should be made
to meet this work-load initially. As it becomes economic
for other growing complexes in the region to set up their
own facilities for Nuclear Medicine, the initial Westmead
facilities will then be able to cope with their own increasing demand without disproportionate increases in the
size of the department. Despite this, growth should be
anticipated as inevitable, something of the order of a
25% increase of space being required for a 50% increase
of in-patients.
A further general consideration is one of the relationship between Nuclear Medicine and other diagnostic
(or research) laboratories using isotopic techniques.
It has sometimes been argued that the use of radio-isotopes
is a technique to be applied to multiple disciplines, not
a discipline in itself. Though there may be some truth in
this, a number of factors argue for a central department of
Nuclear Medicine. These include economy in counting equipment (which is expensive), isotope storage, handling and
disposal under the best conditions of safety, and availability of the best technical expertise in a large, centralized
facility.
A policy is therefore recommended of
(a) A centralized Department of Nuclear Medicine.
(b) Establishment of minor counting facilities at
a peripheral site only if full utilization of
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such a peripheral counter will result : one
such is for the Endocrine Clinical diagnostic
service.
(c) Close proximity of other diagnostic and research
laboratories which have isotopic interests and
techniques. These units will assign members of
their staff to work permanently or episodically
in conjunction with "core" staff from Nuclear
Medicine.
Purpose: The carrying out of diagnostic studies which
involve the use of radionuclides, and the. provision of appropriate service facilities for other diagnostic and research
groups which use isotopic techniques. Tests fall into 3 broad
categories
those in which radio-isotopes are added to
samples which havebeen obtained from the
patient in wards, out-patient department,
Nuclear Medicine, or elsewhere. These are
in vitro tests.
those in which radionuclides are administered
to patients, and specimens are collected subsequently for counting and analysis. The
initial tracer dose can be administered in
Nuclear Medicine or elsewhere, so that, again,
so far as the laboratory is concerned, this is
an in vitro test.
those in which radionuclides are administered
to the patient, and one or multiple determinations
are made over specific organs or areas of the
patient. The initial radiopharmaceutical is
usually administered in the Nuclear Medicine
department. In all respects then, these are
in vivo tests requiring the presence of the
patient in Nuclear Medicine.
In broad terms, the in vitro tests are most closely
comparable with biochemical analysis and require similar
laboratory-type facilities; in vivo tests are more comparable with radiological procedures.
Functional Location: Ready patient and patient transport
access from wards and out-patient department for in vivo procedures. Patients from wards will come overwhelmingly from
Medical wards. Ready technician and sample access from Biochemistry, Haematology, and clinical diagnostic laboratories
for in vitro procedures.
The Obstetric division has a small but special requirement for placental localization procedures. There should
therefore be trolley-patient access for in vivo tests from
the ante-natal obstetric beds.
X-ray examinations are often required at the time of
in vivo procedures. Similarly, a patient in whom a cannula
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of some sort has been inserted under radiographic control
may be moved to the Nuclear Medicine area for an isotopic
study utilizing the cannula. Finally, development, copying and dark room facilities could be shared with Radiology.
For all these reasons, Nuclear Medicine and Radiology should
be adjacent.
Requirements: Special electrical requirements, and
expensive equipment installations.
Air-conditioning of all major equipment, some of which
is very sensitive to temperature fluctuation.
Major floor support for isotope storage area : isotope
samples are stored in heavy lead containers.
Most radio-active wastes will be from patients' excreta,
and may be passed safely through sewerage system. Some
wastes will be collected and stored till removal. This
latter waste may be in dry or liquid form, and some of the
latter will also be highly inflammable. Provision should be
made for a fire-resistant, radiation-protected room where
such wastes will be stored till collection by Commonwealth
authorities.
Accommodation:
Facilities for patient reception, waiting and
changing. Some patients will be ambulant, some
very ill indeed.
Facilities for specimen reception and storage.
Biochemical area for in vitro tests : six areas,
each with 4 sets of bench space.
Consultation, examination and special procedure
rooms for patients.
Rooms for scanners, gamma cameras, whole body
counter; special children's room; special counting
rooms.
Cold rooms.
Sterile labelling facility.
Store room with high load capacity floor.
Offices.
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THE CLINICAL DIAGNOSTIC LABORATORIES.

The general functional relationship of these laboratories
to the traditional diagnostic laboratories has been discussed
earlier. This relationship and the more specific groupings
described in an earlier section will not be repeated in the
sections below, where attention will be focussed on more
detailed functions and relations. It is re-emphasized that
research facilities in the disciplines related both to the
traditional and the clinical diagnostic laboratories will
be incorporated in the same geographic area as the service
laboratories, though the spatial and functional requirements
are described in a separate section of the brief.
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CARDIOLOGY.

Diagnostic Cardiac Catheter Laboratories.
Purpose: To perform diagnostic cardiac catheterization, cineangiography, pacemaker insertion, coronary artery
studies (including gamma camera screening), and other
special investigations.
Patients arrive from wards (almost all from Medical
wards) on a trolley, having been premedicated. In adults,
procedures are performed under local anaesthesia,in
children often under general anaesthesia, both under full
sterile conditions. The procedures themselves involve
detailed radiological and haemodynamic studies, and removal
of blood samples for analysis, and may take from 1½ to 3
hours. Routine studies will take place in normal working
hours, 5 days per week. Emergency studies, including pacemaker insertion, may take place at any time.
There will be at least two cardiac catheter laboratories to cope with these functions, one a dominantly
routine laboratory, one a dominantly emergency/pacemaker
laboratory.
Functional Location: See general considerations.
These laboratories will be included in the "sterile
radiology" group (see RADIOLOGY) at an interface between
the Radiology and Cardiology departments, with the supporting and analysis rooms within cardiology. There must
be access for very rapid patient-in-bed transfer, as an
emergency, from the Coronary Care Unit to the emergency/
pacemaker catheter laboratory.
Requirements: Special electrical and equipment requirements, with avoidance of interference between radiological
and monitoring equipment. Piped oxygen and suction.
Accommodation:
2 sterile radiological catheter rooms (at
interface).
Scrubbing up facilities.
Recording area.
Analysis laboratory.
Offices.

Electrocardiography.
Purpose: To provide a diagnostic electrocardiographic
service for all sections of the hospital, in-patient and
out-patient, and also a regional consultant service for
electrocardiography.
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Ambulant patients from out-patient department or wards
arrive at E.C.G. department by appointment, wait briefly,
and E.C.G. is then recorded ( about 20 minutes). Patients
then return to site of origin.
E.C.G. is recorded on
recording paper or on tape (for computer facility), mounted,
and reported on urgently or non-urgently.
Electrocardiographers will also go to ward areas
(including special areas such as Coronary Care) to record
E.C.G.s on non-ambulant patients. Portable machine is
wheeled to wards, and from bed to bed. At present E.C.G
is recorded on recording paper at the machine, but provision
should be made to record on tape and relay signals to central
station in E.C.G. department.
The major demand for E.C.G. services comes from Medical
wards (including special areas) and medical out-patient
clinics. A demand on present standards of 10,000 to 15,000
E.C.G. examinations per annum may be anticipated.
The value of computer "diagnosis" of E.C.G. records
is as yet not established; though as a screening process,
computer analysis is of value. Provision should be made
for space for later installation of a computer facility,
and for connection to central computer facilities.
Functional Location: The E.C.G. facility need not be
immediately contiguous to the diagnostic catheter component
of Cardiology, but there should be sufficient relation for
unit cohesion. More important is the siting of the facility
for ease of access by ambulant out-patients and in-patients.
Requirements: Minimal interference on electrical supplies
from, for example, diathermy and other equipment. Washing
facilities to remove E.C.G. paste.
Accommodation:
Waiting area.
Electrocardiography room, divided into multiple
cubicles.
Record preparation and reporting rooms.
Pacemaker testing area.
Provision for computer room and central station,
with links to access terminals on each floor
and out-patient department.
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THORkCIC MEDICINE.
Purpose: To carry out tests and analyses for the
diagnosis and management of respiratory problems. Those
studies which are carried out fall into 3 broad categories
those in which gas or blood samples
obtained from a patient in some other
part of the hospital are brought to
the laboratory for analysis.
those for which the patient attends the
department, but the stay is brief and
the procedure simple.
those for which the patient attends the
department, but the stay is long (1 to 3
hours) and the procedure more complex.
For group (a) tests, transport to the laboratory
must be rapid, and the sample (most commonly arterial
blood) must be kept anaerobically sealed in a syringe
and refrigerated until analysis. Analysis requires
approximately 15 minutes.
For group (b) tests, patient arrives, ambulant, from
out-patient department or ward, and waits in waiting area.
Ventilatory tests are carried out (15-20 minutes) and
patient returns to site of origin. The demand on this
group of tests is very high on days of thoracic outpatient clinics.
For group (c) tests, patient arrives, ambulant or
non-ambulant, and sometimes quite ill, from wards or
out-patient department, and waits in waiting area. He
then moves to one or more sections of the diagnostic
laboratory, stays during tests for 1 to 3 hours, and
returns to site of origin.
Group (b) and group (c) tests will occur in normal
working hours. There will be a 7 day per week, 24-hour
per day need for provision of group (a) tests.
Functional Location: There must be ready and rapid
specimen transport facilities from Intensive Care. There
must be ready access for out-patients coming for group (b)
tests on day of their attendance at a clinic. There must
be ambulant and trolley access for patients coming for group
(c) tests (predominantly from Medical wards). Desirably,
this service should be adjacent to the Cardiology diagnostic
and research section because of mutual patients, techniques
and interests. There should be ready access for patient
movement between this laboratory and Nuclear Medicine.
Requirements: Extensive provision for electrical outlets and plumbing facilities (latter as for Biochemistry).
This section uses both electronic and chemical methods of
analysis.
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Accommodation:
Patient reception and waiting area.
Rooms for, : Analysis (electronic and chemicalseparate).
Ventilatory tests.
Lung volume measurements.
General "full study."
Exercise studies.
Offices.
Equipment at distant points: There will be advantage
for patient care in stationing the following items of
"respiratory" diagnostic equipment at certain sites, with
a room to house them, over and above the provision of
facilities listed above. The personnel of the thoracic
diagnostic laboratory would be responsible for its
maintenance.
Simple spirometers in each medical ward, and on
each non-medical floor, in the Emergency department,
Intensive Care, and out-patient department.
Astrup-type blood gas analysis equipment in Intensive
Care and Operating Theatres.
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NEUROLOGY.
Purpose: To carry out diagnostic studies related to
the central and peripheral nervous system for patients
referred from in-patient or out-patient services of the
hospital or referred from outside practitioners.
The studies will fall into 2 broad categories
those coming within the field of
neuroradiology. Three departments
are concerned with these - Radiology,
Neurology and Neurosurgery. Members
of all 3 sections will be concerned
with these studies, which will be
housed physically in the section of
the Radiology department designated for
sterile neuroradiological procedures
(see RADIOLOGY). Though the Neurology
clinical diagnostic area should be
generally near this facility, there
is no need for a complete interface
as in the case of Cardiology.
those forming the group to be housed
in the Neurology clinical diagnostic
laboratory
Electroencephalography (E.E.G.).
Electromyography (E.M.G.) and nerve
conduction studies.
Echoencephalography.
Electronystagmography (E.N.G.) and
caloric tests.
All these tests require the attendance of the patient.
Tests will be largely carried out in normal working hours.
An emergency E.E.G. service is probably best carried out
in wards with portable apparatus. Each individual test
takes about 30 minutes, except for echoencephalography
(about 5-10 minutes). About 50% of patients attending the
unit will be out-patients. The majority of the remainder
will come from Medical wards. The majority will be ambulant,
but some will be quite ill.
Functional Location: Ready ambulant patient access from
out-patient department.' Ready ambulant and patient transport
access from wards, especially Medical wards and Neurosurgery.
Desirably, this service should be in same general area as
Radiology and Nuclear Medicine, since investigations on
patients often involve these whole-patient areas as well.
Requirements: Special electrical and equipment requirements. E.E.G. and E.M.G. rooms require to be electrically
screened. E.E.G. rooms require to be sound-proofed.
Accommodation:
Patient reception and waiting area.
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Rooms for E.E.G. (3)
E.M.G. (1)
E.N.G. (1)
echoencephalography (1)
Electronic laboratory.
Record storage.
Offices.

ENDOCRINOLOGY.
Purpose: To provide a diagnostic laboratory service for
endocrinological problems. The types of procedure carried out
will include such things as steroid analyses, saturation analysis techniques, chromatography and electrophoresis, thyroid
function studies, and animal bio-assay procedures.
Diagnostic studies in this area will include some in
which samples are sent to the laboratory from elsewhere in
the hospital, and some in which the patient attends the
department (often for as long as 6 hours). Patients will
come by appointment both from in-patient (especially medical
wards) and out-patient areas. Studies will be carried out
during normal working hours.
A number of whole patient studies will require the
patient to remain in the diagnostic area, while prolonged
infusions are given, and samples of blood (and/or urine)
are collected at regular intervals for immediate and specialized processing. There will therefore be a need for
6 to 8 couches appropriately and comfortably accommodated
within this diagnostic area, where patients can remain for
up to 6 hours.
A number of procedures involving radio-isotopes will
be handled in this area. Some subsequent counting of
samples will be handled by a peripheral counting unit within Endocrinology. Many of the counting and preparation
procedures for samples will be carried out within the
centralized Nuclear Medicine laboratory (see NUCLEAR MEDICINE).
In vivo studies of thyroid function will be carried out within Nuclear Medicine. A number of samples will go to Biochemistry for analysis.
Functional Location: Patient and patient transport
access will be necessary from wards (especially medical
wards) and out-patient department. Efficient (and sometimes rapid) specimen transport facilities from wards and
out-patient department. Ready technician and specimen
access to in vitro portion of Nuclear Medicine department.
Specimen access to Biochemistry Department. For bio-assay
procedures, access to animal house facilities for diagnostic
tests is required; these facilities should be in fairly close
proximity, though immediate access is not essential.
Requirements: Facilities for handling radio-active
material, and air exhaustion without recycling. High chemical
requirements.
Accommodation:
Patient reception and waiting area.
General laboratory space of a predominantly biochemical type.
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Special laboratory space for
a cold room.
isotope area.
evacuated area without re-cycling air.
temperature-controlled area.
instrument area.
high voltage electrophoresis area with
temperature control.
chromatography area with temperature
control.
Area for 6 couches for infusion.
Offices.

NEPHROLOGY.
Purpose: To carry out diagnostic tests in the field
of renal disease. These tests will fall into the following
general categories
Diagnostic renal biopsies : these are
carried out in the wards, and specimens
are processed in the Surgical Pathology
laboratories.
Special balance studies carried out in
the wards, with specimens of blood and
urine transported to Biochemistry and
Nephrology for analysis.
Special infusion procedures carried out
in the Nephrology area, with analysis of
specimens both in that area and in Biochemistry.
(ci) Special procedures carried out in conjunction
with, for example, sections of Urology (split
renal function studies) and Cardiology (haemodynamic studies). These procedures will be
carried out in appropriate other sites.
A significant number of patients with actual or suspected
renal disease will also have investigations carried out in the
in vivo section of the Nuclear Medicine department.
The Nephrology diagnostic service will thus be responsible
for carrying out a large number of studies, but only a limited
number of these studies will take place in the Nephrology
laboratory area. Many of the studies are carried out in cooperation with, and the specimens analyzed by, other diagnostic
services.
Functional Location: There will be a requirement for
a limited amount of patient and patient transport access,
especially from medical wards. A significant number of specimens will move from Nephrology to Biochemistry. A significant
number of specimens will move from wards and out-patient department directly to Biochemistry, and the results will go back to
Nephrology.
Requirements: Laboratory area of a generally biochemical
type with similar requirements to those stated for BIOCHEMISTRY.
Accommodation:
Small patient reception and waiting area.
Laboratory facilities of generally biochemical
type for tests not performed in Biochemistry.
Area for 3 couches for infusion procedures.
Offices.
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GASTRO-ENTE ROLOGY.
Purpose: To provide diagnostic tests in the field of
gastro-enterology for both in-patients and out-patients. The
tests will fall into the following broad categories
Biopsies (liver, bowel mucosa, etc.) where
tissue is obtained in wards or special
procedure areas, and transmitted directly
to Surgical Pathology area.
Diagnostic oesophagoscopy, gastroscopy, and
sigmoidoscopy, which will be carried out in
separate special procedures areas elsewhere.
Tests on specimens (blood, urine, faeces,
tissues), where patient's attendance in
Gastro-enterology is not required, but
analyses are carried out there.
Tests requiring the presence of the patient
for up to 4 hours in the Gastro-enterology
area. In this group of tests the patient
arrives from ward or outside the hospital
by appointment. After premedication, and
without general anaesthesia, a tube is
inserted into some part of the gastrointestinal tract under radiological control,
and regular specimens are collected for up
to 4 hours. Several patients may be having
tests of this sort at any one time.
All specimens from group (c) or group (d) tests will
require refrigeration or freezing until analysis.
All studies will be carried out in normal working hours.
Some specimens will move from Gastro-enterology to Biochemistry and Nuclear Medicine for analysis.
Functional Location: Ready patient and patient transport
access is required from wards and out-patient department.
Patients could move to Radiology Department for radiological
control of certain procedures, but the nature and frequency
of these is such that it would be better to install a small
screening unit in Gastro-enterology. Specimens will move
from Gastro-enterology to Biochemistry and Nuclear Medicine.
Requirements: Special requirement for disposal of
faeces and body fluids following analysis.
Accommodation:
Patient reception and waiting area, for both ambulant
and stretcher patients.
Room for fluoroscopy with image intensification.
2 clinical rooms each divisible into 4 cubicles
for patients.
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Cold room.
Biochemical-type laboratory accommodation, with
adequate fume cupboards.
Offices.
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HAEMATOLOGY AND IMMUNOLOGY.
A description of functional requirements for a
Haematology diagnostic laboratory will be found in an earlier
part of this section of the brief. Haematology is a good
example of a discipline in which one can broadly distinguish
a straight specimen-laboratory component and a clinical diagnostic laboratory component. In the past the facilities of
these two components have been completely separated in some
teaching hospitals and, worse, there has been divided control
of, and even competition between them.
In the present plan, the functional requirements of
the two components can be separated for clarity. But it
is emphasized that
they must be physically closely integrated.
there must be one head of both components,
expert in both the laboratory and clinical
aspects of the discipline. For the several
components of his service he will be responsible to the administrative head of the
traditional diagnostic services and to the
Professor of Medicine. Because of their
close association in so many ways, diagnostic services related to Immunology will
be incorporated into this same area.
Purpose: To provide clinical diagnostic services for
patients with haematological and immunological disorders.
This will require very close integration with the other
wing of Haematology (see above), and use will be made of
analyses provided by Biochemistry and NuclearMedicine.
Any procedures requiring the attendance of the patient
(as opposed to the simple transmission of specimens)will be
carried out in this area. In addition, some analyses and
examinations will be better carried out here than in the
routine pathological section of haematology. The rational
apportionment of specific analyses and examinations between
the two wings of haematology will be better determined at a
later stage. The clinical diagnostic haematology section
will also act, as in the case of the other clinical diagnostic
laboratories, as an important bridge with (a) clinical
activities in haematology in the hospital, and (b) research
activities in haematology.
Functional Location: There should be ready patient and
patient transport access from wards and out-patient department. There should be the c1osestphysical association with
the other wing of haematology. There may conveniently
be close association with the section for bleeding of blood
donors for general and specific purposes.
Requirements: Apart from the usual services for a laboratory area, these are less specific than many others. This

will allow greater flexibility in apportionment of activities between the two wings of haematology.
Accommodation:
Patient waiting area.
Patient procedure areas.
Rooms for general and special haematological
procedures.
Storage for equipment and records.
Offices.
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JOINT DISEASE (RHEUMATOLOGY).
Purpose: To provide diagnostic studies for patients
suffering from joint disorders or other non-articular manifestations of rheumatic disorders.
Many of the diagnostic tests required by such patients
will be carried out in other parts of the diagnostic services
(for example, in radiology, haematology and immunology, and
biochemistry). However, some valuable diagnostic studies
will only be adequately provided if provision is made for a
small clinical diagnostic area for this discipline.
It will be an area to which a small number of patients
will come for special procedures and the collection of
special specimens (e.g. joint fluid). Some specimens will
be sent on to other laboratories in the complex for analysis,
others will be analyzed in the present area.
This area will also house the administrative component
of the rheumatology special clinical unit.
Functional Location: There should be patient and
patient transport access from in-patient and out-patient
clinical areas. There will be a requirement for specimen
transport for a small number of non-urgent specimens.
Requirements: A high proportion of patients who come
to this area will be suffering from various degrees of
physical disablement. Physical facilities should allow
for this.
Accommodation:
Patient reception and waiting area.
Small specimen reception area.
Patient procedures room.
Biochemical and immunological type of
laboratory space.
Record storage.
Offices.

DERMATOLOGY.
At the present time the clinical diagnostic services
provided by Dermatology vary a great deal from hospital to
hospital and in different parts of the world. Most of the
diagnostic procedures are carried out in the out-patient
department, and provision for these is made in the Outpatient section of the brief.
So far as can be judged, most of the clinical diagnostic
procedures of Dermatology will continue to be carried out in
the out-patient department. However, provision should be
made to reserve a small amount of space (say 500 square feet)
for future development of diagnostic services that Dermatology
may provide in a laboratory environment. This space should
be sited in the area "Clinical Cell Behaviour", and, as for
other diagnostic services, adjacent to the research laboratory
space for Dermatology.
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RED CROSS BLOOD TRANSFUSION SERVICE.
In the description of the Haematology and Blood Transfusion service, there are set out the desirable features for
an intra-hospital blood transfusion service. As stated there,
the bulk of blood for this service will be delivered from the
Red Cross Blood Transfusion Service. Nothing of what follows
seriously modifies what was stated in the earlier section.
At the same time, the Blood Transfusion Committee of
the Red Cross Blood Transfusion Service has concluded that
there is a real need for a second Blood Bank in the Sydney
metropolitan area, sited in the Parramatta region. This
committee has also concluded that there would be considerable
advantages in having this second Blood Bank sited on the
Westmead campus. Such a proposition also has considerable
advantages for the proposed hospital at Westmead, as well
as for all other hospitals in the western metropolitan region.
A major Blood Bank will be retained in the central city
area, and there will be a close link between the two Blood
Banks to avoid unnecessary duplication of services. It is
estimated that approximately half of blood donors will continue
to be drawn from the central city work force, the remainder
by attendance at mobile units. It is proposed that the mobile
units should be based on the second (western) Blood Bank
rather than on the central city one.
The proposal to site Sydney's second major Blood Bank
close to a major hospital is in keeping with United Kingdom
policy, where each of the Regional Transfusion Services is
attached to the main hospital in the region.
It is recommended that a Red Cross Blood Transfusion
Service Blood Bank be established on the Westmead site. The
following requirements would be necessary
It should be sited in a separate building.
The building should be readily accessible to
blood donors who may travel by public transport
or private vehicle.
There must be ready vehicle access to the building
for blood delivery vans and mobile units.
The following accommodation should be provided
(estimated to require about 12,000 square feet)
Donor reception, bleeding and recovery areas.
Blood storage (refrigerated).
Mobile equipment storage and preparation area.
Laboratories for blood-testing and handling
processes.
Stores; plant room; workshop.
Despatch area,, with large loading dock to
accommodate mobile units.
Offices and amenities.
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(v). Some 4,000 square feet of garage parking space
is required for vehicles and locking up of
mobile equipment.
If such a unit is established, there need be no provision
for bleeding donors in the Haematology section of the hospital.
The remainder of the intra-hospital requirements will remain
unchanged.
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GENERAL ORGANIZATION.
The Emergency and Accident Unit will be the point at
which patients who are seriously ill or who have been injured
first present to the hospital. It will also be the department
to which a number, of people will come with less serious illness
or injury. Appropriate public relations and provision of
alternative facilities in the general clinic organized by
the Community Medicine service should reduce the number of
casual attenders. These are people with non-acute symptoms
who call at this department rather than consulting their
local doctor. It is unrealistic to imagine, however, that
it will be possible to remove this component of the traditional Casualty Department. Indeed, it may be unwise to
seek too hard to do so, for patients are often ill-placed
to judge the significance of their symptoms.
The central premise in planning this unit and the f lowon from it will be that illness and trauma should be separated
at each stage of acute hospital care, to provide optimum
management of both the injured and the ill patient. At the
same time, appropriate facilities can be rationally shared
between the two groups of patients.
The entire unit may be divided functionally as follows
Entry Area

Ambulant
trauma

Non-ambulant
("ambulance")
patients

Ambulant
illness

Receiving and
Resuscitation Area.

Recovery,
Observation Area.
Accident Area

(Admission)

Emergency Area

\I

(Admission)

(Admission)

Patients arriving by ámbülance or equivalent transport
will be passed quickly through the Entry area to a Receiving
and Resuscitation area. After assessment and the initiation
of any urgent therapy, they may be observed and treated further
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in the Recovery and Observation area, admitted to hospital,
or transferred to the Accident Area. Ambulant patients will
be divided into categories of illness or, trauma in the Entry
area and move directly to the Emergency area or Accident area.
Such a functional organization will ensure rapid assessment and initial resuscitation or treatment of the seriously
ill patient, whatever the precipitating cause, with appropriate disposition towards trauma or illness area thereafter.
Less seriously ill patients will be directed towards the appropriate areas from the outset. The Entry, Receiving and Resuscitation, and Recovery and Observation areas will be common to
both components of the service; and the Accident and Emergency
components may share certain other facilities as described
later.
Considerations of patient flow both within the unit and
from it to other parts of the hospital are of major , importance.
(Nomenclature provides somewhat of a problem in this
section. Unless otherwise indicated, the following meanings
will apply. The whole unit as outlined above will be described as the Emergency and Accident Unit. The Accident
area refers to the special second stage component dealing
particularly with trauma, the Emergency area to the second
stage component dealing particularly with illness. The whole
unit replaces and improves upon the traditional casualty
department. For the overall concept unifying the trauma
section of this department with the in-patient section for
trauma, see ACCIDENT SERVICE in SURGERY AND SURGICAL
SPECIALTIES.)
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ENTRY AREA.
Purpose: To provide a general entry area for patients
presenting to the Emergency and Accident Unit. Patients
arriving will fall into two categories
ambulant.
those arriving by ambulance (or those,
similarly ill, who arrive by car or
taxi).
In this area, group (a) patients will present to a
reception desk, where an initial medical record will be
generated, or, in the case of patients who have attended the
hospital previously, the existing medical record will be
called from the medical records department. These patients
will then move on to the Emergency area or the Accident area,
depending on whether their primary problem is illness or trauma.
Group (b) patients will be transferred on a stretcher and
trolley from the ambulance directly through the Entry area to
the Receiving and Resuscitation area. Initial data will be
obtained there, and a medical record generated or called for,
while initial assessment and any necessary therapy proceeds.
Functional Location: The entry to the Emergency and
Accident Unit must be suitably placed to provide ready
ambulance, other vehicle, and ambulant patient access at all
hours. The other components of the Emergency and Accident
Unit will be immediately adjacent. Rapid record transport
from medical records department.
Requirements: Generous provision of space to allow for
large numbers of patients, many of them in wheelchairs or
on trolleys, and for ready movement of trolleys to other
sections of the unit. Food and beverage vending machines.
Public telephones.
Accommodation:
Ambulance bay under cover.
Large waiting space with seating for ambulant
patients, relatives and friends.
Registration and reception desk area.
Interview rooms (3) these may at various times be
used by doctors, clerks, social workers, police,
or ambulance officers.
Facilities (offices, storage, etc.) described in
another section for AMBULANCE SERVICES.
Toilets and washrooms.
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RECEIVING AND RESUSCITATION AREA.
Purpose: To receive directly non-ambulant patients
brought to the Emergency and Accident Unit. Such patients
will proceed on trolleys directly through the Entry area.
In the Receiving and Resuscitation area, initial identification and other data will be obtained pari passu with initial
clinical assessment. A medical record will be generated
or called from the medical records department, but any resuscitation measures or other urgent treatment will commence in
the meantime. Patients will stay in this area from half an
hour to 3 hours.
Once initial assessment is complete, and any urgent
treatment has begun, any of the following may occur
observation in the Recovery and Observation area.
admission to hospital : to a general medical or
surgical ward, to the Intensive Care Unit, to
the Accident ward, or directly to the operating
theatres.
transfer to the Accident area.
movement to a diagnostic department (especially
Radiology) for, diagnostic procedures, with return to the unit.
discharge.
Functional Location: Adjacent to Entry area. There
must be ready, and rapid patient transport access from this
area to the Intensive Care Unit, the Coronary Care Unit,
the operating theatres, and the Accident area. There must
be ready patient transport access to the remaining wards of
the hospital. There must be ready specimen transport to the
specimen diagnostic laboratories, and ready patient transport
access to the Radiology department. There must be rapid
transport access for blood from Blood Bank.
Requirements: Generous provision of space to allow
for free movement of patients, equipment and staff. Full
range of equipment and drugs for urgent resuscitation.
Large supplies of pre-packed procedure trays, dressings,
syringes etc.. Refrigerated blood storage space. Oxygen
and suction points in all bays. Adequate general and spot
lighting. Mobile x-ray unit.
Accommodation:
A large area designed to accommodate 15 trolleys,
each of which may need to be surrounded by bulky
resuscitation equipment and a number of staff.
The area should be designed for flexible use,
with curtaining or other movable screening providing privacy between the 15 bays,. In general,
patients suffering from illness will occupy one
end of the area, those affected by trauma the
other.
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RECOVERY AND OBSERVATION AREA.
Purpose: To provide a holding, observation, and recovery area for patients presenting to the Emergency and
Accident Unit. Patients may remain in this area from 2
to 12 hours; if they require to remain longer than this,
they should be admitted to hospital. In general,patients
in this area will fall into the following categories :
those in whom the diagnosis is uncertain,
and in whom a period of observation lasting
hours is indicated.
those in whom the diagnosis is clear and
treatment has been commenced, but a period
of observation is required before deciding
on admission or discharge.
those in whom definitive treatment has been
undertaken, but who require a short time to
recover before leaving hospital.
Patients may enter the Recovery and Observation area
from
the Receiving and Resuscitation area.
the Accident area.
the Emergency area.
Functional Location: Centrally placed in relation to the
three areas of the Emergency and Accident Unit referred to
above.
Requirements: Adequate equipment for coping with the
medical and nursing requirements of this group of patients.
Large supplies of procedure trays, dressings and syringes.
Oxygen and suction points at each bed or trolley. Adequate
general and spot lighting.
Accommodation:
This unit should contain 10 beds with associated
facilities. There should be partition separation
between the beds for privacy.
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EMERGENCY AREA.
Purpose: To accommodate facilities for the management of
patients suffering from illness (as opposed to trauma).
?mbulant patients coming to the Emergency and Accident Unit
with illness will move to this area after the procedures
outlined in the Entry area have been completed. Occasional
non-ambulant patients with illness, initially passing to the
Receiving and Resuscitation area, may move on to the Emergency
area, but this will be an uncommon occurrence.
Patients will first wait outside consultation and
examination rooms, then enter and be examined by a resident
medical officer. Following this, any of the following may
take place
the patient may go to a diagnostic department
(e.g. Radiology) for a diagnostic examination,
or to a specimen collection area for collection
of a specimen, and then return to the Emergency
area to be seen again.
some minor procedure may be carried out either
in the consulting room or in a minor operating
room shared with the Accident area.
some treatment may be administered.
following either (ii) or (iii) the patient may be
retained in the Recovery and Observation area
for a variable period.
some treatment may be prescribed, in which case
the patient will take the prescription to the
Pharmacy, and proceed on his way.
the patient may be referred to a special
consultative clinic : he will take a referral
note to the appointment section of the outpatient department.
the patient may be admitted directly to hospital.
the patient may be recommended for admission
to hospital at a future date : he will take
a referral note to the admission office.
the patient may be discharged; he may or may
not have an appointment to return for further
treatment.
Functional Location: The Emergency area should have
ready ambulant patient access from the Entry area. It should
be adjacent to the Accident area with which it will share
certain facilities. There should be ready ambulant patient
access to whole patient diagnostic laboratories and ready
specimen transport to specimen laboratories.
Requirements: Appropriate desks and multi-purpose
examination couches. Equipment for specialized examinations.

Range of injectable drugs commonly used in this situation.
Disposable equipment for injections, examinations, minor
procedures. Sterile linen.
Accommodation:
Waiting area for 20 patients plus some relatives
and friends.
8 consultation-examination rooms.
1 room for minor procedures (e.g. chest aspiration).
Work area for nurses.
Area for dressings and other minor treatment.
The Emergency area will share one of the minor
operating rooms with the Accident area.

ACCIDENT AREA.
Purpose: The diagnosis, assessment and treatment of
patients suffering the effects of injury, either
after they have undergone initial assessment
and resuscitation in the Receiving and Resuscitation area; or
when they arrive at the hospital, ambulant.
The same area will provide accommodation for follow-up
care of patients under treatment for an injury. Follow-up
clinics will be held in the mornings or early afternoons
when the acute trauma load is insignificant. This will allow
the maximum utilization of the physical facilities most
involved : the plaster room and the accident service radiology facilities.
The Accident area will contain the following components
Waiting area.
Assessment area.
Treatment area.
Plaster room.
Two minor operating rooms, one shared with the
Emergency area.
Patients will wait in the waiting area. They will be
called into an examination room in the assessment area.
Following assessment they will move to the adjacent treatment area, to the plaster room or to a minor operating
room. Xf necessary, they will then spend a period in the
Recovery and Observation area. A small minority of patients
will require admission to the in-patient Accident ward.
Movement to radiological facilities may be necessary at any
point of the process.
A similar sequence will apply to patients returning
for follow-up treatment in the mornings. These patients
will use exactly the same facilities as described above.
Functional Location: The Accident area should have
ready ambulant patient access from the Entry area and
ready patient transport access from the Receiving and
Resuscitation area and to the Recovery and Observation
area. There should also be ready patient transport access
to the wards, especially the Accident ward, and to the
operating theatre complex.
Ideally the Accident ward should be very near the
Accident area of the Emergency and Accident unit, so as
to make use of common facilities (e.g. plaster room) and
of common staff (medical and paramedical). However, this
may not be possible because of design constraints. If it
is not, the description of the Accident ward refers to
additional facilities which must be included there. If
the Accident ward is not very near the present Accident
area of the Emergency and Accident unit, there must be
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ready patient transport access and ready staff access
between the two.
There must be ready patient and patient transport
access to that section of the Radiology department devoted
to accident and emergency radiology.
See section on
RADIOLOGY in DIAGNOSTIC SERVICES. As stated there, there
should be a definite interface between the Emergency and
Accident unit and the Radiology department, and the accident
and emergency radiological facilities should be placed at
this interface. These radiological facilities will provide
x-ray services for both trauma and illness. If it were to
prove impossible to interface the Emergency and Accident
unit and the Radiology department in this way, it would be
necessary to establish a small radiology service within the
Emergency and Accident unit; such a service would have to
include all the facilities described for accident and
emergency radiology elsewhere, as well as developing and
processing facilities for x-ray films.
Requirements: All the areas should be spacious by
ordinary standards, because of the large percentage of
patients who will be on trolleys, in wheelchairs or on
crutches. There will be large requirements of plaster,
and plentiful storage for this will be required. There
will be special requirements for splints and appliances,
and for storage of these. There will be a heavy requirement for sterile supplies, linen, disposable syringes and
dressings, and instruments and supplies for the minor
operating rooms.
Accommodation:
Waiting space for 25 patients, large because of
the requirements of patients in wheelchairs or on
crutches.
Assessment area consisting of 8 consulting and
examination rooms, one reserved for infected
patients.
Treatment areas : there should be one such
treatment area of about 100 square feet serving
each two consulting and examination rooms.
Plaster room : this should consist of an area
of about 1600 square feet divided by a central
service storage unit. One side, curtained into
3 large bays will be devoted to fracture treatment or manipulation under anaesthesia. Each
of these bays should have piped oxygen and
suction. The other side, divided into 5 smaller
bays, will be used for wound dressings and plaster
changes. There should be waiting space for about
6 people immediately adjacent to the plaster room.
Two minor operating rooms, with appropriate
associated facilities. One of these will be
shared with the Emergency area.
Adequate storage space for splints, crutches,
wheelchairs, and other appliances.

10.10

OTHER FACILITIES.
Apart from the provision of facilities for patients
and their treatment, described in the preceding parts of
this section, there will need to be accommodated certain
other general facilities
office area, with staff room, changing rooms,
showers and toilets for medical staff.
office area, with changing rooms, showers and
toilets for nursing staff.
rest space and toilets for all lay staff.
storage areas for stationery, drugs, linen
and sterile and non-sterile supplies.
an adequate inter-communication system between
the various parts of the Emergency and Accident
unit for emergency use.
Note: There would be advantages in siting the Emergency
and Accident unit and the Out-patient department in fairly
close relation. These advantages include
The "casual attender", referred to earlier,
could be more readily diverted to the general
clinic in the Out-patient department organized
by Community Medicine.
Patients could be readily referred on to speical
clinics from the Emergency area if there were
any degree of urgency in their being seen by a
consultant.
The follow-up component of the Accident area's
activities has much in common with out-patient
attendance, and they could be handled by the
one administrative machinery.
Certain out-patient clinics in joint disease
could make use of plaster room facilities if
timed to occur at non-peak times for trauma
arrival.

