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FOREWORD

- The issues of adequacy, accessibility, and quality of health care service
delivery in correctional institutions are increasingly receiving well-
merited attention. Long plagued by neglect and paucity of resources, most
correctiona]_agencies throughout the country have recogn1zed the need. for
clear direction in addressing these issues. The un1que characteristics of
prison populations and facilities pose a ‘problem in applying directly the
standards and policies which prevail in community health care settings.
Once the basic ingredients tommon to good health care practice have been
identified, the challenge remains of their adaptation without essential
compromise to the correctional environment. Implementation of a system
which meets statutory and professional standards is the responsibility of
correctional health care administrations in the 1980's.

Through a grant from the Law Enforcement Assistance Administration, the Michigan
Department of Corrections has provided technical assistance to ten states with

a view to improving theijr health care system for residents of correctional
institutions. This manual is one of a series published undear the auspices

of the grant. Together, the manuals will support and extend the training
sessions and technical assistance efforts of the past two years. Their

purpose is to define concisely the major elements which must constitute a-
comprehensive health care program for a correctional agency .

There is no substitute for proper planning, adequate resources and good
management. These manuals can assist in the planning effort to identify the
kind of resources which will comprise an adequate program.  In addition, they
address the alternatives which must be considered, the integration of various
components, and establish a foundation for the dec1s1ons which must be made by
each agency. .

The manuals have been compiled by persons who are experts in their professional
field and by persons active in the delivery of health services to correctional
residents. There are too many divergencies among correctional agencies to
permit a single approach to be un1versa11y applicable. For this reason, the
manuals are intentionally broad in scope and will require careful analysis and
specification by each user.

A health care system does not stand alone and isolated from its environment.
It can succeed only through a cooperative and carefully planned effort which
involves health care personnel, staff of the correctional system, commun1ty
health resources, and residents as interested consumers of the services.

Where multiple institutions exist within a state correctional agency, appro-
priate central direction and coordination are essential for coherent and con-
sistent form and quality of the services provided. It is at this level, in
particular, that the overall planning, resource development, and management
of policy should occur.



~ These manuals are written in simple "how-to" formats and are intended to be
-self-explanatory. Local regulatory agericies and other community and profes-
sional health resources can be helpful in interpretation and application.

The goal which has prompted development and issuance of this manual and of
-others in the series has been attainment of professional quality health care

for residents of correctional institutions in the community. The sponsors

will consider this e-fort well-rewarded if, as a result, changes are implemented
which improve access and cost effective delivery of needed health services.

Jay K. Harness, M.D.
Director, Office of Health Care
Michigan Department of Corrections




PREFACE

As correctional ‘health care administrators, we are already committed to the
basic premise that quality of health care‘provided to our incarcerated popu]a-
tion must be comparable to that available in the free community. - Courts in
recent years have upheld this doctr1ne, but have not spec1f1ed precisely what
constitutes acceptable quality. :

Among essential ingredients of an adequate system are propeniy%QUalified
staff in sufficient numbers, functional equipment consistent with current
technology, appropriate support services, capable management and a physical
plant conducive to the delivery of health services, Many aspects of these
areas are addressed in other manuals of this series. This manual focuses on
a rational approach to the planning and design of a physical plant for a
correctional health care prqgram,

In corrections, we often face the problem of antiquated facilities which must
either be replaced or renovated in order to conform to current professional
standards. = Since either process is costly, thorough planning involving
appropriate persons is essential. While availability of resources may vary,
important advice can be obtained from the state public health department,

the state fire marshall, and the Joint Commission on the Accreditation of
Hospitals. The architectural firm selected for the project should be one
which has amply demonstrated ability in designing health care facilities.

Unfortunately, there s no source of definitive information which can provide
guidance in developing specifications suitable for a correctional health care
facility. Community hospitals and ambulatory clinics cannot serve as models
without substantial modification. There are essential considerations of
security, traffic flow, types and levels of service, administrative function,
practitioner mix, etc., peculiar to corrections which cannot be ignored. At
the same time, an overemphasis on security may result in a totally unacceptable
design from the standpoint of efficient health care delivery.

Clearly the burden is ours to take the lead in responsible planning. This
manual should be of assistance in identifying necessary resources and in
establishing a sound approach which considers all relevant factors. It
addresses the points which are of interest to those who must approve funds
as well as to those who will provide or receive care in the facility. This
manual does not design a facility for you. It does not define the exact
square footage for each room nor stipulate the organwzat1ona1 Tayout of
function. But it does describe the process for arr1v1ng at such decisions
and the type of data needed.
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The issue of hea]th fac111ty de51gn is only one of many'aspects of correc-
ing. We are, in effect, p1oneer1ng in ouyr efforts to establish profess1onal
quality health care systems in correctional institutions. Each of us can
benefit from the collective experience of one anotheriand from persons out-
side of the correctional system as well. 1 trust that this manual will be
useful to you and encourage further advancemerit in the state of the art of
correct1ona1 health care.

Jay K. Harness, M.D.
Directoy, Office of Health Care
Michigan Department of Corrections




ORGANIZATION OF MANUAL

This manual is organized in four major sections supported by an extensive
appendix and references.” The sections are arranged so that the reader may
progress from broad descriptions of the planning process to specific examp]es
drawn from experiences fin the State of Michigan.

SECTION 1: PURPOSE OF MANUAL

The purpose of the manual is to provwde an introduction to the necessary steps
to be taken in the planning, design and construction process. The manual high-
1ights those steps which are particularly impdrtant to correctional health
care administrators and personnel.

SECTION 2: THE PLANNING PROCESS

This section presents a planning process in-which all the important steps are
described, and related to planning decisions which are made in developing a
correctional health care facility. The process is divided into two major
phases The first phase deals with issues rélating to the need for health care
services and is directed to an overall system plan or Master Plan; the second
phase describes the steps necessary to 3mp]emenf -the varjous facility improve-
ment projects vrequired to support the health care system plan. The two phases
are clearly depwcted in a diagram of the overall planning process.

SECTION 3: PLANNING IMPLEMENTATION PROCESS

This section of the manual deals with key aspects of p1ann1ng implementations
with which hex1th care administrators will ha»e to be concerned, They are as
follows: B

a. “Evaluation of Correctional Health Care Factlities. The necessity of sound
evaluation is discussed, and an approach to evaluating the performance of
‘health care facilities is outlined.

b. Project Delivery Methods. The construction of a building dependd upon a
specific building project delivery method. A number of delivery methods
are presented in this section, and each one is discussed in terms of its
benefits and limitations.

!
Cost Control. The issues related to the controllof project costs in both
Planning and Facility Acquisition phases of the project are outlined ‘

[¢]

d. Architectural Services.and Compensation. The types of professional services
which architects bring to a project depends upon the size, complexity, and
requirements of the facility to be built. Various methods of compensation
are discussed in this section.




SECTION 4: HEALTH CARE FACILITY GUIDELINES

This section presents material from two correctional health care facility

types in order to demonstrate the issues which should be included in a building
program. The material is selected from two studies carried out in the State of
Michigan. The first deals with the requirements of a secure unit in a
community hospital, the second with requirements for a health care unit in a
maximum security prison setting. . :

SECTION 5: APPENDIX

The material included in this section is intended to serve as additional
reference to issues dealt with in the body of this report.

Appendix A: Acute Care Referral Model

This material describes a cost/travel-time~distance model for evaluating the
potential Tocations for secure units. The study was carried out hy the Office
of Health Care, Michigan Department of Corrections, in 1977 to provide
information for the development of secure units in Michigan community hospitals.

Appendix B: The Requirements of Codes and Regulations

The major classes of codes and regulations which impinge upon the planning of
health care facilities are listed in this appendix. References are given for
essential documents in Building Codes and Zoning Ordinances, Fire Codes,
Licensing Regulations, JCAH, OSHA, and Handicapped Regulations.

Appendix C: Health Facility Guidelines

This material is made up of planning and design concepts for a health care unit.
in the maximum security setting. The material was selected from the Facility
“Program document for the health care unit &t Jackson, Michigan. '

Appendix D: Data Sheet for Facility Program

Sample data sheefs from a program for a health care unit are provided as an
example of how facility requirements should be documented.

Appendix E: “-3cope of Architectural Services

The types and combinations of professional services are listed and described.

Appendix F: A Method for Evaluating Potential Sites for a Secure Unit in
Selected Community Hospitals

Description of an evaluation method with sample data collection sheets and
summary displays.

References




SECTION 1:  PURPOSE OF MANUAL

This manual is intended to assist administrators in develop1ng p1an% er 1mproved
health care facilities in correctional systems. It addresses the broad health
care system issues that form the basis for specific facility improvement. .
projects and describes a step-by-step process for planning and facility acqui-

- sition. As an additional aid to understanding design requirements, the manual
provides various examples taken from projects carried out by the Office of

Health Care, Michigan Department of Corrections. The manual provides design
information and procedures that will be useful in planning and implementing
renovations and additions to existing hea]th care bu11d1ngs as well as work1ng
with new fac111t1es S :

Facility planning is 1nextr1cab1y Tinked to the phiTosophy and strategy of :
health care delivery. The manual recognizes this essential 1ink and deals with
both the process of making and carrying out p]ans, as well as the details of
fac111ty requ1rements ‘In addition, this manual is seen as a complement to
others in the series that deal more specifically w1th the under1y1ng hea]th
care strateg1es

There is sufficient s1m11ar1ty between the prob]ems faced by one state and :
those faced by another to safely allow a Tevel of generality in the discussions
of the planning process (yet dissimilarities are sufficient to preclude any
simplistic cookbook approach to planning). Obviously the specific answers
to problems and the procedural steps appropr1ate to one sett1ng W111 not be
1dent1ca1 to those of another

The approach used in this manual thus’describes the planning process inkgenera1
terms so that each reader may input particular goals and constraints, needs and -
projections, and draw conclusions which are appropriate to the requirements of
a particular health care system. - Realizing that general principles are best =
illustrated through experience, examples are drawn from experience in the State
of Michigan. The use of these examples in the manual should not be taken as
the recommended approach, but should be used as illustrations of certain parts

of the planning and design process as they were applied in Michigan.




‘SECTiON 2: _THE PLANNING PRocEss ;

| PLANNING ISSUES

”P1ann1ng for hea]th care in the correct1ons sett1ng is a unique app]wcat1on of
more generalized health care planning principles. Both the system strategy

and the facility provision must face and respond to the unique issues

and conditions impacting upon health care delivery in the prison setting. The
issues briefly stated below are included as substantive background to the arti-

‘ cu]at1on of a process for respond1ng to these issues.

1. The spec1a1 health care needs of the incarcerated population. By removing
an individual from society and restricting his or her access to a self care
regimen and medication, the institution assumes ‘increased responsibilities

- and difficulties in providing a healthful 1ife setting, Similarly, the
. support and comfort afforded by dur1ng times of minor i1lness must be
: prOV1ded by some surrogate mechan1sm in the institutional setting.

- The.incarcerated person has much time to show concern for both real and

imagined physical symptoms. The knowledge that health care cannot be with-
“held often leads to a significantly higher demand for services, This is a
~natural consequence of 1mpr1sonment

Even more significantly, the pr1son population is apt to bear the marks of

past impairments and neglect superimposed on both real and imagined conditions

encountered in the corrections setting. Thus the system of care must be
tuned to reflect the spec1a1 ‘problems and circumstances 1nherent in the

prison setting.

2. The aggravated‘housing, working, and social conditions common to prison
settings. Prisons are, with some bright exceptions, frequently handicapped
by problems of over-crowding, poor sanitation, industrial noise, poor
ventilation, and other deterrents to the maintenance of. good health habits.
Demands for medical attention may be reduced as environmental improvements
are made, but in the meant1me, the reality 1eads to an 1ncreased demand for
health care services. : :

3. The difficulty in recruiting and keeping coticerned and qualified health
care providers.  Professional health care providers, whether physicians,
specialists, nurses, paramedics, or technicians are in general demand and
are difficult to recruit into the prison setting. Beyond the issues of a
‘competitive salary scale, the work, equipment, and environment must be
professionally equ1va1ent to the public sector to permit these providers
to practice at the Tevel of their capabilities. They must also feel a

- sense of purpose and feel secure in their work setting. Planning efforts
must assure these cond1t1ons if adequate care is to be a realistic goal.

4. Thevde11very of services while ma1nta1n1ng secur1ty.°’Hea1th care providers,
: security officials, and residents all need to feel mutually confident that
~the health care environment is comfortably secure as & pre-condition to
“quality health care. Sound p]ann1ng for health care needs is inextricably
‘bound to sound secur1ty practwces ,




5. Appropriate utilization of community facilities. While some levels of
care must be provided at every institution and while some institutions
because of their size and/or Tocation may appropriately provide the
equivalent of secondary hospital care, all systems require community

services at the level of fertiary care. Much of the secondary care needs
of medium and maximum security prisons and virtually all primary and
secondary care needs of those in minimum security institutions may be
contracted through local physicians and hosp1ta1s.

The 1nte111gent ut111zat1on of a1ready ex1st1ng commun1ty resources
must be a key aspect of plann1ng efforts ) ‘ , p

‘INTRODUCTION TO PLANNING

In a complex, uncertain, and changing soc1ety everyone needs to plan to some
degree their private, business, or professional lives. Planning may be described
as an anticipatory activity and process wherein we establish goals, collect and
analyze information, 'suggest possible strategies for achieving goals, predict

as far as possible the 1ikely consequences of those strateg1es and determine
which is most 11ke1y to yield the desired resu]ts

In,every day use the phases of this process may be blurred or unappreciated but
nevertheless the process is similar whenever planning is done. The more complex
“and costly the issue, the more likely we are to reply on a tried and tested
planning process to reach a decision. The development of communities, institu-
tions, facilities, and transportdation systems all require specific types of
planning and decision-making. While there can be said to be a generic planning
process, it must be further specified through strategies and methods for each
system problem. Thus we have urban p]anners, transportat1on p1anners, and
hea]th care p]anners.

It hns been found that the p]ann1ng activity can be made more accurate and pre-
dictive by adherence to readily acquired processes and techniques for focusing
- attention on relevant issues and describing a logical train of decisions to
arrive at a course of ‘action most likely to yield the -esired results.

Most corrections administrations have been 1nvo]ved in planning of one type or
another, however, such planning experience may have been 1nfrequent and too
short to ‘allow the development of real experience. This section is intended
to augment the existing planning capabilities of those responsible for
conducting pr1son based health care programs and to enable them to better
participate in on-going planning for improved hea]th care. The process can

be characterwzed in the following ways:

Planning is goal-oriented

We take the troub1e to plan ahead because we wish to, pred1ct the effect of
events before they occur. We have implicit or exp11Cnt goals. We plan for
retirement because we prefer well-being to poverty. With careful planning we
might be able to Tive 1in a warm, rather than cold c1|mate ;

It is obvious that making plans is meaningless if we cannot set goa1s which

we want to achieve. On the other hand, if we are willing to accept whatever
events turn out, we should not need to take the trouble to plan, Goals are
usually both immediate and long term, and specific goals and obJect1ves are
needed to aid in judging our progress toward the broader and longer term needs.

5



P1ann1ng 1s a pred1ct1ve actwthy

~ needs for resources. .We set 1imits by looking at past events and problems

~to known factors.,

uncertain future.

An effectlve ‘planning process reduces uncerta1nty abous. future events and

and projecting 1ikely trends into the future. We quickly realize that we

are better able to predict future needs if we have better information about

the past, if we know which conditions are apt to remain constant and which
will change, and if we can ant1c1pate the ways in wh1ch var1ab1e factors relate

Pjanning is a process for 1nterre1at1ng these variables, and structuring a
process to input all the re1evant 1nformat10n we can count on to predict the

VFaci11ty4p1anning derives from organizational planning

The provision of health care services to prison residents is one of a number

~designated method of providing health,-

kEach institution within the correct1ons system has particular characteristics

~tives have been developed and partially implemented in many systems. Thus when
the setting for health care in a specific institution is obviously in need of

of components of the overall corrections system. The system as a whole and
each of its sub-units must be mutually supportive and serve the goals set by
society at large. Before it is possible to determine the facility needs of
the health care sub-system there are levels of organizational issues that need
to be established. The process proposed in the flow chart (Fig. 1, Pg. 9)
directs attention to organizational and policy issues during the ear1y stages
to clearly establish the purpose and character of the operation before
determining the scope and type of fac17*+1es that are requwred to support the

and goals which will impact on the nature of the health care services required.
The security classification, age profile of residents, sex, institution size,
location, relationship to other corrections facilities, and the relationship

to community-based health care systems will have an effect on the health care
needs of residents within the institution, In recent years, significant progress
has been made in recognizing the inadequacy of many of the health care programs
in the prison setting. Excellent goal statements and reorganizational alterna-

rep1acement or renovation or when a new institution faces its health care needs,
it is important to root that set of decisions firm1y 1n the context of system-
wide p1ans S . ;

Planning requires COntihuity

In years past, the p1ann1ng profess1on suffered from a tendency to produce
massive, handsome, and elaborately documented "Master Plans" that pointed to
what were thought to be the future state of the city, region, or institution
depending upon fars1ghted goals and anticipated needs. Inevitably, changes

in an underlying premise, a shifting of priorities or other fortujtous events.
quickly made many such visions of the future obsolete and the "Master P1an"
gathered dust while exped1ency reigned.

The focus of p1ann1ng efforts has shifted. It is characterized Tess by a
specific "Master P?an"«formulated as the result of a def1n1t1ve study than it




_is by a more dynam1c approach to how needs and changes can be accommodated
formed and reformed in the light of developing events.

Planning has become more continuous and Tess episodic.  Progress toward goals

is monitored through the periodic review of data generated by the system's
operations. This requires an on-going commitment to planning principles and
methods, the identification of required system information, the regular re--
view and analysis of planning data, evaluation of outcomes and sens1t1ve control
interventions to.achieve estab11shed planning m11estones ,

Continuous planning with feedback provides d1rect1on and attainable m11eatones
The pace of social, technical, and economic change requ1res a dynam1c and
varied approach to assure that the ever-changing organ1zat1on 15 prOV1d1ng the
services needed by its changing constituencies. ~ :

Planning must be feasible to be effective

Bold plans and stirring intentions make for good drama. They are satisfying
to announce, but unless plans are rooted in realism and can prove to be :
achievable, they can do more harm than good :

Good.p1ann1ng is p1ann1ng that is achievable. This‘does not suggest timidity

or small expectations. Problems clearly identified and conscientiously pursued -
are highly amenable to solution. Feasibility checking is an important component
of any successful planning effort. At each stage of planning that deals with
goals and objectives, there should be explicit procedures for assuring that the
aggeed upon goals are feasible for the system in terms of time, staffing,

and costs. A ,

Cost feasibi]ity is of central importance and must be checked periodioa]Ty
during the planning and design process. Because of its importance, Section 3

- expands upon cost control methods and differentiates between the cost estimating -

during the early planning phases and the more precuse estimates used in the
later design phases. :

Effective planning has high "visibility"

The Tikelihood of planning success is greatly enhanced by making it accessible
and understandable to all personnel l1ikely to be affected by change. The plan,
and the process for arriving at that plan, which is clearly defined and easily
accessible to affected personnel and potential contributors is most 1ikely to
succeed, This suggests that the process be diagramed graphically with scheduled
dates for the completion of milestones. Briefings should be held so that
individuals within the organization are aware of their roles, expected per- *
formance, and time table of events so that they can monitor those plan e1ements
within their Jurisd1ct10n and comp1ete assigned tasks on schedule, .

Given the vari-  of backgrounds and skills necessary to develop a hea1th care
system in the ’..ghly specialized environment of the correctional institution,

- it is important to include all relevant inputs as decisions are made. Access to
important inputs can be compromised if open communications is obstructed in any way.
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Even th@Ugh a variety of'people are involved 1h'the direct p]anning effort;
posted,énd/or distributed progress reports and status reports. to others in
the institution will help channel feedback to the planning group.

Experience shows that the more peop1e feel they have contributed to the
planning effort, the more they feel committed to making the operation work.

Planning requires informed involvement

"~ The skills for carrying through organizationa] and facility planning are rarely

vested in;a single individual. Planning can become more effective when it
incorporates the skill and insights of all those having responsibilities in
seeing that the system performS‘its mission effectively.

This is-particularly true in the case of health care for corrections. The
various health care providers, whether physicians, nurses, pharmacists, or
technicians, have unique viewpoints to input and can be reljed upon to stress
the patient care aspects of the project. They require a safe and secure
setting to deliver that care and knowledge of prison ways and security issues
are input by prison administrative staff and on-Tine security officers. The
ultimate recipient of the services, the resident, can also contribute a Tevel
of input neither of the other groups can. Since these groups must work together
in the facility operation, their planning involvement inevitably provides each
group with valuable insights into each others needs. This period of directed,
mutual decision-making produces added respect for the problems of each group
and Teads to solutions to problems at a higher level than any authoritative
planning approach. -
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PROCESS FRAMEWORK

The step- by step process 111ustrated in Fig. 1 represents a formal framework
for fac111ty planning decisions that incorporates the characteristics articu-
“Jated in the introduction to the planning process. The description of the
diagrammed steps represents a generic account of a sequence of analyses and
decisions needed to systematically develop problem solutions. There has been
no. attempt to factor into the diagram an administrative review and approval
process since protocols would vary greatly from state to state. It should
not be difficult to augment this generic framework with the procedural

reviews that would make it applicable to any particular Jur1sd1ct1on

The process in Fig. 1 is organized into two major components - System Planning
and Facility Acquisition. ‘The System Planning component presents a set of
coordinated analyses and decisions that Tead to the acceptance of a system-
wide Master Plan and Development Plan for health care in the prison system.

The Facility Acquisition component describes an implementation process for each
specific project needed to carry out the system Master Plan. This process
applies whether the improvement project involves remodelling or a new building.
The descr1pt1ons of these steps indicate the type of substantive activity
involved in that step. How these services are obtained and in what combinations
‘will be further explored in Section 3 where alternative modes of bu11d1ng
acqu1s1t1on are described.

~Stat1ng the Problem

In any type of problem solving act1v1ty, one must be sure that the actions one
takes are directed at the prob]ems that are faced. While this may seem obvious,
often considerable effort is expended on solving the wrong problem. Facility
changes are required to achieve a higher order purpose. Planning should be
built upon a clear understanding of the problems being faced. The ability of
the system to perform at the desired level of performance may be due to in-
sufficient facility capacity, functionally outmoded facilities, physically
deteriorated facilities or economically obsolete facilities. Poor performance
may be due to inappropriate methods, insufficient manpower or undertrained
personnel, lack of budget or any combination of these factors.

Health care problems in prisons might be perceiVed as follows:
1. poor location of health care units;
2. overuti1ization of health care on the part of the residents;
3. oVercrowding of faci]ities;
4. complaints and Taw suits about the quality of care;
5. inability to provide adequate professional staff;
. 6. 'brob]ems with security.
Frequently the overt signs of need for p]ann1ng efforts may be symptomat1c

without getting to root causes, but it is important to articulate as fully as
possible the nature of the problems as seen at the outset of the planning
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efforts. It is good discipline to avoid prejudging the nature of solutions.

The nature of the problems being faced must be clearly stated so that all sub-
sequent efforts will allow the planners to develop creative organizational
strategies and ultimately determine appropriate responses in terms of fac111t1es.

 Doub11ng the size of an infirmary or add1ng more equ1pment w1thout r1gorous]y
investigating the problems perceived is unwise. A1l too often the causes of
prob]ems have operat1ona1 as well as spat1a1 origins.

Long Range Goals

Planning has been defined as a goal-directed process. Without a clear vision
of what the system hopes to achieve, it is quite fruitless to pursue any course
of action. It is also a major source of frustrat1on if goals remain unstated
rather than explicit. Further difficulty is sure to ensue if system goals fail
to reflect the desired outcomes of the various constituencies involved.

Thus, 1in this next 1mportant step in the process, the p]anners must be sure
that: :

1. the goals expressed will Tead to the desired outcomes; |

2. the goals are clearly stated and made visible to everyohe within
© the system; ‘ ;

3. the goals incorporate the needs of the public at large, the legislature,
the department of corrections, the office of health care, the health
care staff, the residents and their families, the communities in
which persons are located, and the community health care provxders
and hospitals utilized; ,

4. the goals are appropriate and feasible;

5. the goals are consistent with broad societal goals and as reflected
~ in state and national goals for both hea1th care and the criminal
justice system.

Goal setting proceeds from very broad and often implicit rather than explicit
societal goals through the various intermediate levels to highly specific con-
cerns for delivering particular types of care at designated institution types.
The planner seeks to achieve a consistency between the various levels of concerns
and an increase in the ability to quantify and monitor progress toward goals on
an operational level. Goals should address both system achievements and a time
frame of accomplishment. Certain milestones should be achieved by certain times
in order to keep the planning process moving on schedule. Having a well worked
out schedule of accomplishment is a necessity in communicating needs to appro-
priate committees. To assure completeness in addressing goals, it helps to
categorize system concerns and cumponents in structuring the goal setting process.
For example, sets of goals could be developed for health care administration,
manpower, quality of care, scope of services, cost of care delivery, etc.

Within quality of care, the focus could be on the types of hea]th services by
isolating goals for prevention, health education, primary care, specialty care,
dental care, emergency care, acute secondary care, tert1ary care, rehabilitation,
1onger term care, and auxillary support services.
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Further categorization of some of these health services could be successive
efforts spelling out more and more detailed objectives to guide system progress.
When one considers the scope and impact of system goals, the process for
determining the goals is of prime importance. Broad input and discussion

help to identify and refine a strong set of goals. It is often useful to
compile a long 1ist of potential goals in a relatively casual way and then

set about editing the initial list ot eliminate redundant goals. Frequently
one goal may simply be a means of achieving a more inclusive goal. Other
potential goals may be eliminated or modified if further examination indicates

that they are not appropriate or perhaps out of reach because of cost or other
factors. :

The remaining goals can be further subjected to discussion in order to determine
a priority ranking. It is good to know the relative 1mportance of the varwous
goa]s when a11ocat1ng resources to achieve them.

-Analysis of System Needs

Few issues are more critical in health planning than the reliable detefmination
of the needs that are to be addressed in the planning process. While the prison
setting has characteristics that differentiate it from the general care setting,
a good starting point 1is to apply the standard health planning technigues and
then factor in the considerations that are special in the pr1son setting.
The typical process for each category of care is to:

1. review exper1ence over the past 3-5 years;

2. determine the rate of use per hundred in the prison population;

3. determine the applicable workload;

4. apply space standards to determine facility needs.
This type of analysis will be needed for each class of service including:

1. intake screening and physical examination;

primary care visits;

specialty care visits;

diagnostic procedures (lab, X-ray, etc.);

2

3

4

5, infirmary care; |
6. .acute care hospitalization;

7. emergency treatment ~ on-and off-site;
8. Tlong term care;

9. psychiatric care;

10.  medications.

12
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Log books. should be available to derive the needed data on certain aspects

of service such as on-site emergencies, radiology, appointments,. or infirmary
census.  Off-site services can be ascertained from billing records. 1In
accumu]at1ng data for analysis, deficiencies should be rectified by 1mprove-
ments in record-keeping to facilitate future studies.

- Information can be displayed as fo]}qws:

Year Resident ' Visits*
Population “Total Visits Visits per Hundred

Year 1
Year 2
Year 3
Year 4
Year 5

sl s

*This could represent visits for any specified service.or 1t could be X-ray procedures, 1ab
tests, etc.

Fig. 2 - Sample format for displaying visit information

Analyses can be further refined by breaking down the data by age, sex, and
other relevant factors.

In reviewing the charted experience in the various care categories, it becomes
possible to discern trends and detect discontinuities that reflect changes in
policy or in the organization of care.

Workloads based on this volume of deljvered care can be established. Based
on the experience tabulated, the number of patients seen per hour by a nurse
practitioner at sick call can be determined, modified by direct staff input,
and utilized as the basis for future projections.

The number of radiological examinations in each category can similarly be
established from past experience and applied to the projected population at

the established target dates. Making estimates of future need is obviously
easier and more reliable when dealing with a mature system undergoing slow
evolutionary change. It is more difficult if the system is facing a dis-
continuous change. In the case of the former, the information routinely
collected on  patient services can be analyzed retrospectively as described

and projected as a basis for services required for the periods of the planning
study. Such straightforward projections need modification when the old opera-
tion is not comparable to the future expectation. For example, when the patient
care capabilities of a prison-based infirmary are less than adequate, patients
admitted to off-site acute care hospitals will reasonably have longer lengths

of stay than that diagnosis would normally warrant. This history of acute

care hosp1ta11zat1on Tength of stay would not be applicable to a new condition
where the prison-based infirmary care is competent. Thus, quality consideration
must be used to modify the numerical data available within the system.
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The rules and procedures of sick call may have a great impact on the rumber

of patients who respond, the rate at which they require services, and the time
it takes to handle the average case. Care must be taken to use the best avail-
~able basis for predicting future events. Most authorities agree that the
character of sick call can be significantly changed when the health care system
as a whole is recognized as capable and responsive to residents' needs. More
resident/provider contacts can take place in the more meaningful context of
scheduled, purposive visits rather than in sick call. The various components
~of the health care system are clearly interrelated, not independent. For
example, improving the capabilities of the infirmary will tend to reduce the
average length of stay for acute hospitalization by permitting certain pre-
admissions and after-care functions to be performed on-site and at lower cost
than in the hospital setting. Thus, planning for both infirmary needs and
acute care hospitalization needs must be based on a clear policy of how each

is to operate. ’ ‘

The,avaiT&gility of equipment and personnel to conduct certain diagnostic
procedures similarly can serve to reduce hospital admissions or to at least
reduce the time required in the hospital setting.

For this reason "need determination" is best approached in two stages. The
first utilizes a "rough cut" to determine the overall features of health care
needs as experienced within an on-going system. This will probably be only a
rough approximation of the evolving system. Once the specific features of the
new system and its operating potentials are established, a refinement to the
original data can be undertaken which incorporates changed procedures, new
equipment, or revised scheduling.

It should be obvious that good record-keeping facilitates good planning. Easily
gathered and displayed information about the history of demand for each class

of service for each of the institutions in the system greatly increases the
speed and accuracy of making predictions of future needs.

In those cases where reliable history of utilization is not available or where
delivery methods have recently undergone significant change, it may be necessary
to develop predictive data from a study of current pperations. 1In such cases

-~ efforts should be made to gain system-wide adherence to a uniform method of
reporting utilization data. The investment in a wall-conceived system of
information gathering, display and analysis will set the stage for making
reliable planning projections. s ‘

Since the number of women entering prisons is increasing rapidly, prujections
of health care needs should be more aware of the special needs of women.

Future demand for health care services must relate to projections for the
expected prison population at each planning target date. The health care
planner will utilize the projections of the system planners within the depart-
ment of corrections. These projections should predict numbers, origins and
age/sex characteristics of expected residents and be responsive to the demo-
graphic profile of the state, economic outlooks, social trends, etc. In
planning to respond to the perceived needs, an influential assistant commissioner
for health care should provide input into broad decisions relating to the number,
size, type, and location of prison facilities. This input would reflect the
relative ability to provide adequate health care at the considered sites.
Planners should assess the availability of health care providers, the time-
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~distance to commun1ty hea]th resources, and the qua11ty and capac1ty of these
resources.

Assessment of Existing Capabilities

Having ascerta1ned the need for services in the various categories, it becomes
necessary to know the extent to which these needs can be met within the capa-
bilities of the present system. From this we can determine the unmet needs
towards which new planning efforts can be directed.

This assessment of avajlable resources includes health manpower in terms of
numbers and capabilities, equipment capabilities and the availability and
-adequacy of physical facilities. When properly inventoried, the results will
reveal which elements can be upgraded or utilized as part of the evolving system
plan as well as indicate which elements need to be replaced or augmented.

Since it is such an important element of the planning process, (evaluation of the
health care operation and facility will be covered in greater detail in a sub-
sequent section of this report.) We can only project future needs when we have

a clear picture of capabilities. : :

Alternative Organizational Systems

It has been stressed eariier in ihis document that faciiity planning must be
based upon organizational planning. We work from broad and influential issues
through successive phases to more detailed 1ssues which, while important, have
more restricted areas of impact.

The overall system plan should address the fo1low1ng three major elements.
Each of these elements is discussed below:

a.  system management
b. system regionalization
c¢. organizational strategy for care delivery

a. System Management. A most critical decision involves the position of health

~ care in the organizational structure of the corrections system and the visi-
bility of the health care function at the highest levels of the corrections
system's decision-making and budget setting processes. While systems differ
from state to state, a model seems to be emerging wherein the individual
charged with the responsibility for health care has that responsibility system-
wide rather than reporting to the warden in each of the several institutions
comprising the corrections system. This individual can be either a physician
with strong support from a peer with health administration skills or a
qualified health administrator with a strong medical director. This jndividual
should appear in the organization shart as an assistant commissioner (director)
with a c1ear1y allocated budget rather than having the health care budget
buried in the allocation for specific institutions.

Dr. Della Penna in "Prescriptive Package - Health Care in Correctional
Institutions" makes the following recommendation:

15



"The health care administrator should (as in New York State) be an
assistant commissioner or have comparable status in the department.
He should be responsible directly to the commissioner of corrections,
invested with the same administrative powers, and receive the same
pay as the assistant commissioners in charge of other essential .
correctional functions.

Each correctional institution should similarly have an administrator
“responsible for health care activities in that institution. He should
have direct access to the warden or director. In all professional
matters, however, he should report directly to the statewide health
care administrator.” ~ '

"A statewide correctional health care administrator should have at
least ten clearly delineated fields of responsibility:

1. Developing programs for recruiting, training, and retaining
- of personnel;

2. Securing the other necessary facilities ~ space, equipment,
supplies, etc.;

3. kPreparing and defending the annual health care budget;
4. Monitoring the quality of care;

5. Controlling the cost of care;

6. Handling complaints and 1itigation; #

7. Maintaining liaison with outside agencies, professional societies,
and the public: :

8. Preparing and revising a health care manual for the state's
correctional institutions;

9. Planning ahead and establishing a statistical reporting system =
which will supply an adequate data base for sound planning;

10. Concern with health care in local and county correctional institu-
~tions (jails)",

b. System Regionalization. Higher standards of health care provision are being E

promutgated just as major building programs for corrections facilities are g
gaining public and legislative support. New building is generally oriented
~to providing more, smaller institutions more closely related to the areas
from which the institutional population originates. The existing institu-
tions tend to be too large and generally more remote from the population
centers. These facilities, while frequently obsolete in many ways, con-
tinue to be utilized and unfortunately must be intergrated into the evolving
system having both new, smaller prisons and some vestiges of the older.
Depending upon the number, size, and geographical distribution of institu-
tions, various approaches to regionalization will be applicable. Alterna-
tives should be jdentified and systematically evaluated before determining
the nature and extent of system decentralization. The relative cost of
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providing services in onn of a number of aTternat1ve ‘ways can ‘be proaected
utilizing an approach sijiilar to the example included under ”Cost Contro]
in the P]ann1ng Process“* SR

Organ1zational Strategy tor Care Delivery. The system is fUrther defined
by deciding which services are to be supplied by spec1f1ed types of care
providers and in what sett1ngs This will involve a series of make-buy
decisions for specified pW1son c1asb1f1cat1ons, serv1ces, and 1ocat1ons

; Major organ1zat1ona] 1ssués w111 1nc1ude

1

1. The extent and pattern of ut111z1ng community~faci11ties;

2. ‘:he nature and extent of‘heaTth care referra]s and spec1a11zat1on
within the 1nst1tut1onu, :

3. The allocation of manpgwer.

Secondary issues wi]1'inc1dde?

1. The organization of S1Qk call, medéca]] for the vafious‘cWassifiCations
' of residents; o i

2. ~The referral patferns {or acute care hosp1ta112at1on,

3. The extent of on-site d1agnostxc and treatment services;

4. The manner in which continuity of care is provided between the hospwta1— :
jzation phase and: the pre-and post- hosp1ta11zat1on phases.

“Ultimately the systemdi1c formulation of tnn delivery plan will- perm1t the

charting of how each level of care is to be provided tu the residents of each

institution within the system.  Fig. 3 illustrates a summary format used
for this purpose by the Department of Corrections in the State of Michigan.
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Provided on SITE :
Provided at a LOCAL o, community hospital, clinic or nursing home
Provided at UNIVERSITY Hospical or Oakland Medical Center

Provided at another CORRECTIONAL Facility

living quarters may sérVe this function.

Individual Correct1ona1 Inst1tut1ons

1

8

Summahy D1sp1ay of Arrangements for Hea]th Care of Res1dents of

WOMEN'S CASSID\;
- SPSH PRISON REFORMATORY MIy MARQUETTE IMUSKEGON LAKE | CaMPB RAGC
" Sick Call & Dispensary |(2 units) 8 s s s S s s $
Routine Dental Care 3 $ s S s s s s &L c
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Geénexal Outpatient S(at presedt) | S(at present) .
. Treatmenc s Clafter 1976) { C(after 1978) 3 S S [ ¢ &L [
: S}ecialty Clinics S S.or G- L L. S L C C &L C& L
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Extended Gare Facility L L L 5 L L L L L
General Hospiral Care L&Y L&Y L&U L&Y L&Y U lLsulLéeul L&U.
Specialty Hospitdl Care i i} U g u U u U u
Emergency First Ald 5 s s s s 8 s s 5
Emergenicy Surgery L L L L L L 1, L L
Major Laboratory Testingl .8 L&C LG L&C L sc ltsciLac g
Ambulance Service 5 L c 5 5 L L 1 ¢
"Psychiat:*ic Outpacient . o L&S(at present)
. Sarvices. S&L L&S S&C(after 1978) S & L S&L L L &C L L &C
Short term psychiatric . L{at présent) [ L&S{at present)L&C(at present
Inpatient Care S &L L&C(af~er '76)| L&C(dfter '78) [L&S{after '78)! S & L L L&C|{L&C & C




System—wide'Plan Determination

This step in the process represents the conclusion to the previous exploration

of alternatives.  The choices enumerated in this step are subjected to thorough
evaluation based upon the established goals and from this the various aspects
of the system plan are established. ‘Decision makers will require a preliminary
1eve1 of cost data to validate their dec1s1ons ,

Since the ram1f1cat1ons of this decision will have critical 1mpacts on the
evaluation of the system, the decision should be well-documented. Departmental
representatives, as well as those from the legislative and executive branches
of government, should be informed and 1nvo1ved to assure success 1n 1mp1emen-
tat1on

The system plan should not be seen as a rigid prescription, 'but more as an
- evolving framework for -continuing change fincorporating new factors;and recon-
sidering issues when appropriate. ; i

Specific Goa]s and Constraints

While-overall goals are necessary ear]y in the planning process, it becomes
possible and necessary to formulate much more specific and operational goals

and constraints which apply strictly to the particular system plan that is being
implemented. Thus, a generalized goal may have been to "provide prison residents
-with a level of care comparable to the population at large”. In order to achieve
this, one aspect of the system plan calls for acute care hospitalization in .
community hosp1ta]s and, where feasible, in secure units within these hospitals.

With this as background, specific goals as the following might be developed:

a. By 1985 60% of a]i system hospitalizations will be in schrekunits within
community hospitals and by 1990 all prisons will be so served.

b. There will be a secure unit in a community hospital within 40 m1nutes dr1ve
for 90% of the prison population. :

c. There will be a 10% reduction in the A.L.0.S. for acute Care hospitalization
gach year until A.L.0.S. reaches .9 of the national average.

These are on]y‘used as examples. Each system can formulate performance goals
appropriate to the nature of that system and its resources

Performance goals should be established to mark progress in all aspects of
. the system including:

staffing ~ meeting accreditation standards
scheduling delay ~ operating costs

quality of care competitive salaries

reduting sick call ;’ reduction of inappropriate admissions

environmental health

19



System Development Plan

" The purpose of this planning step is to convert the general outlines and intent
~of the system plan into an action-guiding schedule for phased and coordinated

development. To do this, it is necessary that each element of the system plan
be translated into a number of specific improvement projects. Improvement

renovations and/or new or replacement facilities.

~projects may be operational, facility-oriented, or a combination of both.,
They may entail anything from minor remodeling, additions or major

Projects must be prioritized

paying careful attention to coordinate related projects. Each project should

have a capital cost estimate and an operating cost estimate. These estimates should
veflect inflationary pressures and be revised periodically as requirements are

- further detailed. The deveélopment plan is expressed on a yearly schedule of

achievement that serves to aid corrections officials in communicating their
needs, systematically and coherently, to the state legislature. It might be

~convenient to categorize improvement projects around specific goals or services.

Fig. 4 shows a hyoptheticai annual schedule of improvement projects.

Year Improvement Project Cost Estimate
1980 Infirmary Remodelling: -Site D : 800,000
New Health Care Upit & Infirmary: Site L 3,500,000
Health Care Unit Expansion: Site G 1,200,000 .
1981 New Health Care Unit: Site H 3,850,000
Remodelling: Site B,C,F 2,800,000
1982 Replacement Facility: Site A 4,500,000
1983 Infirmary Remodelling: Site C 1,200,000
New Health Care Unit: Site d 4,200,000
Modifications: Site E ! 450,000
New Radiology Unit: 3ite D 600,000
. 1984 New Health Care Unit: Site K 4,500,000
1985 4,900,000

New Health Care Unit: Site M

Fati1ity Projects (A-N)

'Fig. 4 - Example of an annual improvement project'schedu1e.

Realization of the system plan will requ?re'a variable number of improvemént

renovation to additions or major new constructien.
through the remaining steps 10 through 14.
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10.

Building Programming

Building programming is the process of translating the perceived needs of each

facility improvement project into a clearly organized and detailed document

which describes the essential characteristics and performance requirements of .
the proposed fac111ty A well-developed program is the vehicle for communica-
ting the client's needs to the design architect formally and clearly so as to

permit the architect to focus his creative abilitiés on problem solutions.

The program should contain:
1. a narrative statement of the problem;
2. a set of long range organizaticnal goals;

3. a set of @rchitectukaliy achievable objectives quantified as far as
possible into specific performance requirements;

4. determination of number and type of activity spaces needed to achieve
the goals; ,

5. site analysis;

6. desired reTationships between activity spaces;

7. environmental and spatial characteristics of each activity space
describing purpose, activities, square footage, occupancy, adsacenc1es,
equipment, building services, materials, and finishes. ;

Bu11ding programming is accomplished in a variety of ways:

Programming by client. An individual or committee within the organization is

‘given responsibility to compile the program. In some states ass1stance may be

available from the office of the state architect.

Programming by design architect. A sing]e contract for Architectural and

Engineering (A&E) services may be let in response to a brief client-proposed
program, which is then developed and detailed by the architect during the early
phases of the prOJect

Programm1ng.by a_programming specialist. The importance of this pre—design

effort has led to the emergence of firms which specialize in the preparation of
highly responsive and complete programs prepared in collaboration with client
groups.

While each approach is su1tab1e under the proper circumstances, it is strongly
recommended that the program document be sufficiently inclusive and incisive

to clearly carry the intent of the department and to permit the departmental
representatives to monitor the design and construction to see that requirements
are met. Departmental representatives usually lack the architectural knowTedge
to translate organizational needs into requirements that have meaning tor

the design architect. The programming specialist can structure the process to
make the client's input available to the design architect while bringing in
related exper1ences that bear upon the problem.
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11.

'Regard1ess of which of these methods are ut111zed the adm1n1strat1on is
;respons1b1e for seeing that the facility spec1f1ed will meet the need. . There

is no simplistic way to determine the space standards for health care in the

prison setting. While the AMA Committee on Health in Corrections has proposed
~a draft of Space and Basic Equipment for Prison Health Fac111t1es, this effort

needs greater support before it can prove useful.

It is difficult to imagine that the courts will continue to allow less stringent
standards for prison health care delivery than good practice dictates for the
remainder of the population. This suggests that the space standards promul-
gated in federal and state guidelines be the basic reference. 1In any case,

the care providers and internal dec1s1on—mak1ng team will need to work with

-~ professional assistance to factor their own unique requivrements onto the pre--

va111ng standards being utilized in civilian settings.

The facility guidelines in Section 4 111ustrate the space allocations determined
by a specific team for a given setting working with the authors of this manual.
The space and configuration requirements reflect JUSt such an adaptation of
medical facility requirements to that particular prison setting. The references
at the end of this ?sect1on prOdee input into this) critical planning step.

See Appendix D for a sample of a data sheet detailing room requirements.

Building Design

The design'architect translates the program requirements into tangible physical
form in a staged sequence of client submissions and approvals. Typically, this
takes the following course:

Schematic design. During this phase, the architect explores broad form concepts
and physical organization and presepts the major options (to the client group)
for review and discussion. Approval to proceed may be based cn one or a

- combination of the options or may be held up pending a further development of

new schemat1c drawings.

Design Development. Following approval of schematic drawings, the selected

“concept is further defined and developed through more detailed two-and three-

dimensional drawings and models. Presentations, reviews, and discussions at
various stages within this development process provide opportunity for client
group input before approval is given for the development of working drawings
and contract documents. ;

Working drawings and contract documents. Following design approval, the
architects and engineers develop the detailed drawings and specifications for

~ the architectural, structural, mechanical, and electrical systems of the

building. These documents become the basis for the bidding and construction
that follows. ~
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12.

13.

Bidding and Construction -

Through the years, this pnase of the process has remained relatively stable..

In most cases the architect assisted the client in putting the project qut to
bid and helped in evaluating the bids received from the various contractors.
Under the pressure of rapid price escalation and increasing building compiexity,
building clients have experienced major budget and schedule problems when
project bids greatly exceed budget estimates. Costly and time consum1ng

~redesign and rebidding adds add1t1ona1 time to the schedule vhile prices

continue to escalate.

In order«to reduce total project costs, shorten the time required and prov1de
earlier guarantees of building costs, a number of alternative modes of handling
the bidding and construction have been developed. These options are not neatly
Timited to the bidding and construction phase but affect, in some cases, the

~design phase as well. Since the options are many and somewhat complex, they

are treated extensively in the next section of this report.

Building Occupancy and Start-Up

The well-planned start ~up of building operat1ons is a frequently neglected
aspect of facilities planning and management. The capital cost of the facility
isusually equalled by the operating costs for staff, energy, and mainten-
ance after only a few years. Proper attention to th1s aspect of facility

, p]ann1ng will pay significant dividends in efficient operations. Staff involve-

ment in facility-related decision-making is heaviest during the planning and
building programming phase when operational requirements are impacting upon
facility characteristics. During the design phase, there is considerably less
active staff involvement. This time should be utilized by staff to carefully
plan and schedule the building start-up.

The constructed facility must be properly equipped, furnished, staffed, and
maintained to assure effective operation. Equipment choices must be studied,
selected, and ordered with sufficient lead time to be available at the target
date for occupancy. Staff must be trained in the operation and maintenance
of building systems and equipment to assure safe, efficient, and effective
operation. '

Operating protocols should be established along with appropriate systems of

record-keeping to maintain a building information system that can be used for
building evaluation and future planning efforts. .
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14.

Post~0ccupancy Evaluation

Building users are in constant interaction with the physical environment in a
dynamic rather than static pattern. User needs, operations, and activities
change over time, as do other aspects of the environment. The interactive
nature of the users and their environment should be systematically monitored
to enable institutions to make periodic changes in both operations and

physical settings in order to maintain or improve upon the desired facility

performance. This is particulary true for health care facilities. The
nature of activities tends to evolve over time and initial facility require-
ments are Tikely to be established by individuals other than those who will
actually be working in the facilities. Vigilance in maintaining a good match
between operations and facilities is essential.

Beyond these veasons, all new facilities should be evaluated to check on the
performance of the design teams as well as on the suitability of the building
programs to which the design teams responded. Evaluation of each completed
building, when properly fed back into future programming efforts, will tend
to raise the performance potential of new construction.

Section 3 presents‘a more detailed treatment of operational and facility
evaiuation.
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SECTION 3: PLANNING IMPLEMENTATION PROCESS

The administration of prison-based health care programs is presumed to possess -
the requisite knowledge of health care delivery, corrections philosophy, and
administrative procedures. It is not at all 11ke1y, however, that this indivi-
dual has extensive knowledge or exper1ence in carrying out maJor facility
remode111ng or new constructiun.

This section is included to present the various options for facility acquisition
and the ways in which the client group relates to the building construction
professionals in terms of roles, responsibilities, and methods of compensation.

In the course of developing facilities to implement planning goals, one must
initially evaluate existing facilities in order to determine program require-
ments and then, subsequent to occupancy, to determine the effectiveness of
the solution. The importance of evaluation is sufficient to warrant the in-
clusion of the following material before descr1b1ng the various facility
acquisition options. ‘

EVALUATION OF CORRECTIONAL HEALTH CARE FACILITIES

What Are Facility Evaluations?

Facility Evaluations are periodic studies, reviews, and inspections of health

care facilities within the correctional system. A facility may be evaluated as

a whole building, or as components or systems within the building. Some jimportant
issues for evaluation are maintenance costs and operating utility, the effective-
ness of security features, user safety and satisfaction, compliance with health
care standards and codes, and the ability of the facility to support the health
care program,

Surprisingly little is done about evaluating the effectiveness of correctional
health care buildings. The daily demands of immediate problems leave prison
administrators with Tittle time to evaluate the needs of their facilities in

a formal and structured way. The architects and engineers responsible for design
and construction seldom return to the scene, once their bujidings have been
completed, to see how well their buildings meet the stated objectives. Finally,
there has not been, until recent years, an agreed upon method of eva]uat1ng a
facility.

Whatever the reasons for this neglect, it is now clear that the increasing demand
for improved health care, the rising costs of energy and building maintenance,
and the changing patterns of health care needs have encouraged a lively. interest
in facility evaluation, both as a way of measuring ongoing effectiveness of
health care, and as a way of predicting needs for improvement of facilities.

It is important that facility evaluation not be seen as an activity unto itself,
but as an 1mportant part of the planning and design process, where evaluation
supplies an ongoing and intelligent thread of information to those who make
decisions about changes to health care facilities through remode111ng or new
construction.
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Why Evaluate a Health Care Facility?

There are a number of important reasons why a correctional health care facility
should be evaluated. The first is to gain information about how the building

and its equipment is actually used and in turn how these uses affect the buildings'
effectiveness and utility. The second is to use the information gained from
evaluations to improve the existing physical plant, or if needed, to apply

such information to the design of new buildings.

From these, more detailed purposes for evaluation can be enumerated:

1. To determine §f the building(s) meets the needs of the health care
program 1in operation;

2. To determine if deficiencies in operation can be remedied by simple
changes to the building and its equipment, or whether more drastic
changes must be und&rtaken in both the operation and the building;

3. To determine if buildings meet and will continue to meet health care
- codes, standards, and prevailing good practice necessary for
accreditation;

4. To assist in the estimation of the building's useful 1ife in its
present form;

5. To determine the effectiveness of periodic changes in layout,
equipment use, security measures and so on, so that modifications
can be made before serious problems arise;

6. To determine the cost of maintaining the building in an effective
state.

What Should Be Evaluated in a Correctional Health Care Facility?

It should be initially understood that what to evaluate is conditioned by basic
differences of interest in performance and outcomes. For example, health care
personnel will be concerned with the problems of running health care services

in the current facilities and with finding ways to overcome these problems as
guickly and effectively as possible. Correctional administrators will see the
health care facility as part of the larger picture of the prison as a whole

and will try to prioritize health care needs along with those of other facilities
in the prison system.. Planners and designers look to ways in which they can
improve the performance of the building and its equipment through remodelling

or new construction, within the constraints of regulations and codes.

Typically, evaluations are carried out on all or some of these facility
features:

+Allocation of Space - current space allocation and its effectiveness in
meeting current functions and act1v1t1es

.Operational Layout -~ the re]at1onsh1p between the activities of the health
care program and its users and the physical layout of the various areas; the
effectiveness of building circulation; security features such as ch-ck points,
sight lines, and supervised areas.
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-Equipment and Furniture - the safety and effectiveness of all health care
equipment used in the facility; the use and upkeep of general buiiding
furnishings such as tables, chairs, and room Fixtures,

.Security Features - the ongoing effect1veness of doors, locks, pane]s, grills,
and other security devices used in the health care facility. :

.Environmental Systems ~ the effect1veness of heating, ventilation, air-
conditioning, Tighting, and noise control in meeting the needs of the health
care facility and its various functional areas.

-Building Fabric - the condition of the building structure, materials, and
finishes.

It is clear that while any one of these features might be evaluated in isolation,
the information which results must be placed in the context of the building and
its operation as a whole if it is to be properly understood.

For this reason, it may be useful to view the health care facility as an inter-
related set of components, each one having an effect on the other in the over-

all performance of the building. Any health care facility might be said to

have the following five components which can be evaluated for their effectiveness.

They are discussed in the accompanying diagram:

BUILDING ENVIRONMENTAL ACTIVITY OBJECTIVES
SYSTEM SYSTEM SYSTEM SYSTEM
construc- spatial identific. product-
tional ation jon
control adapt-
ability
services commun-
. ication
physical morale
informai ‘
activity
contents '
workflow stability

>

A

Fig. 5 - Building System Evaluation Model by Thomas Markus
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While this diagram or model is a very simple one, it can easily be seen that

each component interacts with its neighbor; problems and changes in any one

of the components is 1ikely to have an impact on one of the others and then on

the facility as a whole. The model can be read starting from the building

system and Tollowing the arrows to the right to trace the origins of the completed
form, or it could be read from right to left to correspond to the sequence of
making facility decisions. The descriptions below will follow the Tatter
approach. ‘ '

-Objectives System - Each health care facility has goals and objectives which
shape its functions and activities. The staff and administrators of the
organization work to achieve the health care objectives as they are structured
within the organization of health care services. Information on work effective-
ness, productivity, morale, and user satisfaction can be drawn from evaluations
of this component.

+Activities System - The day-to-day activity, work-flow, and formal and informal
behavior can be evaluated as one way of measuring the effectiveness of the
facility. The structure and quality of "work" within the health care facility,
the 1inks between individual employees and groups, and the satisfaction of

of employees with their work are important issues for evaluation.

‘Environmental System - The comfort, well-being, and safety of building users
depends upon the effectiveness of two main types of environment. The first
is experienced by users through 1ight, heat, sound, and smell, and these are
subject to control through the design of heating, ventilation, lighting, and
so on. The second is spatial, and is made up of all the building spaces
designed to support and control activities.

-Building System - A1l of the components listed above are contained within the
structure of the building itself-which includes the shell, its service system,
and its equipment and furniture. The building should be designed to fit the
needs of the health care service in operation, and should be flexible enough
to continue to meet the needs of its programs,

-Resources and Costs - In order to function, the health care facility is
allocated resources in the form of an operating budget, wages, maintenance,
energy, and so on. Thus, the cost and effectiveness of the uses of resources
are important issues for evaluation.. '
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The Role of Evaluation in the Facility Planning and Programming Process

A key concept in the development of a well-planned building is that of
evaluating building performance. More often than not, completed buildings
receive only informal evaluation after occupancy. This information is then
diffused rather than focused on continuing improvement in new-building
performance. For a facility evaluation to be more effective, it should be
formalized and regularly incorporated into developing requirements for new
facilities. 1In addition, evaluation should be carried on periodically during
the 1ife of the building.

. .k Operation &
Planning Programming Design Construction Tnforml g Exparience
Evaluation diffused

Fig. 6 - Conventional Model

-Conventional model - Figure 6 shows a typical process for buailding acquisition.
It is essentially a linear process where each facility project is separate and
involves only informal evaluation after occupancy.

*Evaluation/feedback model - Figure 7 shows how the addition of a formally
structured evaluation phase allows evaluation data to impact on successive
stages of facility development, and may be carried over from one related
project to another. '
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Fig. 7 - Evaluation /Feedback Model




Facility acquisition requires teamwork to succeed; the client group, staff,
users and professional desigpers and engineers have to combine their skw]]s
to assure a successful project. Building evaluation built into the process
has distinct benefits for all concerned The following represents some

of the benefits involved: :

Benefits of Building Evaluation to Client

1.

Increases 1ikelihood of improved performance in each new building
through cumulative experience;

2. Provides information leading to operattonal as well as environmental
improvements;
3. Higher levels of employee satisfaction, stress reduction and
: potentially improved worker effectiveness;
4, Provides a method for monitoring performance of design professionals;
5. Permits timely modification of operations/environment as part of a
continuing facility management process.
Benefits of Building Evaluation to Users
1. Potential for improving quality of working 1ife;
2. Satisfaction gained through participation in a process that affects
working conditions.
Benefits of Building Evaluation to Design frofessionals
1. Provides the basis for improved design performance on subsequent
buildings;
2. Permits the development of a knowledge bank based on systematic
collection of data;
3.

User feedback tends to encourage more responsive approaches to
building design.
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Who Should Be Involved in Faci1ity‘Era1uétiohs?_ |

The composition of the evaluation team depends upon the scale of ‘the evaluation
to be carried out. If the evaluatioh is a small scale, periodic check on
building maintenance and clean up, then obviously this can be taken. care of by
in-house maintenance personnel. On the other hand, if the evaluation 1is
prompted by a need to assess the performance of the health care facility as
“a whole, then care should be taken to include those who have a detailed
knowledge of the workings of the facility. If the evaluation is being done

as part of a study of new or remodelled building needs, then the arch1tect
~selected for the proaect should be 1nvo1ved ‘

Typ1ca1 members of an eva1uat1on team may be as f0110ws

-Health Care Administrator or Medical Staff - staff with experaence in the
specific area of evaluation,

-Corrections Adm1nwstrator/5ecur1ty Staff - adm1n1strat1ve staff with a
knowledge of operational prob]ems in the correct1ona1 fac111ty as a who]e

Aperat1ons/P1ant Ma1ntenance Personnel - persons respons1b1e for the
operation and maintenance of facilities with exper1enced assessments to
offer on the performance of buildings.

-Health Care Planners - professional consultants or staff of the department
of corrections with assessments of efficient ut1112at1on and proaect1ons
of need.

+Specialists in Evaluation - professiona]s with building evaluation experience
and building survey skill, with specialized knowledge of building performance
criteria. Very often they are associated with architectural and engineering
or health care planning firms and shou1d be retained to advise and lead any

~ evaluation of significant scope.

-Building Users - various categories of staff who‘regu1ar1y work in the
~facility or whose work brings them régular]y in contact with the health care
facility and its operation w1th a unique view of the work1ngs and problems
of facilities. : :

Benef1ts of the "Team" Approach to Eva]uat1on

Well carried out facility evaluations shou]d benefit aT] involved, part1cu1ar1y
the staff of the health care facility. Periodic evaluation a11OWS ‘builtding
users to express their needs, attitudes and preferences in a manner which 1is

not possible in day-to-day operations of the unit. The involvement of staff

“in the planning process frequently results in a stronger sense of responsibility
and a greater sense of work satisfaction through “fee11ng involved".

Involvement and work sat1sfact1on are ach1eved in the fo110w1ng ways

1. Collecting information on the work area needs of various staff
groups and individuals in the health care facility;
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2.“‘Invo1V1ng staff in the assessment of their work areas and in mak1ng
suggest1ons for improvement;

‘3; Communwcat1ng between various groups on the staff the needs of
- other departments and . other points of view.

G1ven the opportun1ty, most people want to be 1nvo1ved in decisions which
affect their job and their work environment. The "“team" approach to building
evaluation will result in more feelings of involvement, and also a greater
- responsibility for and awareness of the way the health care facility operates.

EvaTuat1on Plan and Phasing

;The fo]]ow1ng evaluation plan 1nc1udes all steps typ1ca]ly undertaken to
evaluate a facility being assessed for redevelopment and possible additions
of a new fac111ty However, each evaluation project must be tailored to the
~specific issues of the facility in question. A typical evaluation plan would
. have the following steps: :

1. State the Purpose of the Evaluation - The objectives and scope of the
’ evaluation must be clearly stated so that all evaluation efforts can be
based on identifiable objectives. The purpose of the evaluation must
be set with due consideration for the time and funding available. Objec-
tives must be feasible and realistically w1th1n reach nf the available
'resources and personne]

2. Se?ect the Evaluation Team -~ Depend1ng on the scope of the project, the

‘ evaluation team should be built around those who have the most experience
and future involvement in the facility. Evaluation consultants should be
part of this group if the evaluyation p\oaect is beyond the evaluation
skills and experience of the staff.

‘3. Set Up Facility Performance Criteria and Select Measures - Determine the
aspects of the facility fabric, system, equipment need to be evaluated to
get an adequate evaluation of the facility's effectiveness and the kinds

of measurements or surveys which have to be carried out-to do this.

4. Decide on Surv;y De51gn and Sample - If staff and other users are to be-
surveyed as part of the evaluation, determine the groups that are to
be studied and how many of eachkgroup should be surveyed to assure a
large enough sample size for the analysis.

5. Decide on Evaluation Strategy ~ It is important to weigh the objectives
of the evaluation against available time and funding. Determine if
evaluation should be a simple in-house survey or if it should be a more
sophisticated and complex series of evaluation measures. The choice of
the appropriate evaluagtion deswgn sh@a1d be related to the anticipated
va]ue of the resu]ts.
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6. Collect Informat1on - Informat1on will be co]]ected by one or more of the
following methods. Evaluations tend to be more useful . and reliable when
information is collected by at Teast two or more methods

Observations and Direct Measurements

physfca] measurements of building fabric and systems

environmentai measurements, e.g. noise; light levels, air quality

work study observations

photographic studies of bui1ding use and condition.

Surveys - S -
- staff/user questionnaire k

- interviews '

- activity logs on health care actjvities

Secondary Source Materiai

-~ health facility records
- site plans and reports
- p]ans and drawings of facility and adJo1n1ng bu11d1ngs

Group Participation Methods

- informal discussions/panel

- work groups to discuss and report on specific problems

7. Analyze Information - Two major techniques are used to analyze the data
collected. ‘ ; ;
1. Quantitative Techn1que uses statistical and numer1ca1 techn1ques

to make objective assessments of the various measures co11ected in

“the evaluation.

Qualitative Technique:*fuses informal assessments, openfended answers
and opinions to facility issues, expert opinions on facility problems,
photographic assessment of building quality, and so on.

8. Presentation of Evaluation Findings - There are a number of ways in which

the findings can be assembled and communicated to the relevant audience:

.

Written and Illustrated Rgports: the primary and obligatory way to
report the evaluation, keeping the report concise and clear and sub-
stantiating all findings. :
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2. Seminar/Discussion Groups: present fhe evaluation reportyto groups
for discussion, allowing particular parts of the report to slant ‘
towards the interests of the groups.

3. Department Memoranda or In-House Newspapers: major findings of the
evaluation may be summarized for circulation through the correctional
system.

4;v Planning Reports: evaluation findings should be used to substantiate
~ and support recommendations for improvements to health care facilities,
and to-aid in the p]ann1ng of new units.

9. Dec1de on a Course of Action - If the evaluations point to poor or in-
appropriate use of.facilities, use the information to move promptly to
planning what to do about it. Too many reports sit in the back of the
drawer and are never acted upon.

- While each evaluation has its own purpose, internal rationale and structure,
it was felt that inclusion of an example would be an aid in understanding

the concept. Appendix F contains an approach to a specific evaluation (A
Method for Evaluating Potential Sites for a Secure Unit in Selected Community
Hospitals) and includes formatted sheets for record1ng on~site information and
tables used to compare findings.

PUEN
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PROJECT DELIVERY METHODS

In view of the range of facility projects likely to be considered within a
correctional health care system, it is necessary at this point to briefly
“review some of the methods by which a building might be appropriately
delivered. There is no one simple delivery method which will meet every
_project need; the size and type of building, the time and cost involved,
remodelling or new structure, are all factors which might have a bearing
on the type of project delivery method required.

This section will describe project delivery Variation§ as:they impact on:
1. design/documentation
2. bidding ﬁ
3. construction

There are many variations of the methods described, What should emerge,
however, is that the owner has a range of options, that each option has
characteristics that make it a good choice for given circumstances, and
that a thoughtful matching of project delivery methods for each building
package is desirable and necessary. Each of the project delivery methods
described below has valid areas of application in the total spectrum of
building needs. The choice js related primarily to the balance between the
variables of time, cost, and quality. The choice is also affected by the
owner's need for control and his confidence in the efficacy of the methods.

In the following pages, 51X'project delivery methods will be illustrated in
a diagram and briefly explained in the accompanying.text. The following
comments are in order to explain the graphic conventions in the djagrams.

- The size of the blocks used to denote a phase of activity is shown
in proportion to its relative importance. For example, facility
programming has equal ‘importance in the first three methods but
takes on added importance (and time) for the Limited Competition and
Design-Build-Bid methods. oo

- The vertical tone block represents the issuance of a "Request for
Proposals" from architectural-engineering firms and the review of
qualifications prior to selection.

- The multiple 1ines at the bottom of each diagram are used to in-
dicate the nature of the owner's control of the project. Four lines
indicate maximum owner input and control, fewer lines indicate pro-
portionately less. The dotted Tine stands for limited control and
an interruption shows that for that period, the owner cannot exert
control.
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Fig. 8 Traditional Linear

Prodess Description

The owner 1initiates the need for a facwlwty, provides a program of requ1rements
and engages an Architectural & Engineering (AXE) firm to serve as his agent in
transforming the program into a complete facility. The owner can select the
A&E firm by direct setection. In this methad, the client bases his selection
on the reputation of the firm, its work, and recommendatwons of other clients
or another professional. This method works best on small, personal commissions
and is not well suited to large, complex projects calling for extensive plann-
ing and design development.

“ The most widely used method for retaining professional services is comparative
selection. In this method, a number of firms respond to a proposal and are
compared and evaluated on the basis of predetermined selection criteria. Compara-
tive selection is done by the client or with the help of a ‘panel of experts'
who are knowledgeable about the needs of the project. The bidder submits
a proposal documenting the requirements of the project, his approach, and
evidence of ability and resources to complete the project successfully within
the time, cost, and quality conditions specified by the client.

The selected architect/engineer proceeds with the elaboration of the initial

program. - At the point when he has enough information to substantiate the
overall scope and size of the project, he begins schematic designs. After
varjous schematic options have been reviewed and approved, detailed design

development takes place, culminating after approval in the preparation of

working drawings, specifications, and documents necessary for the costang and
construction of the project.

The drawings and specifications become the basis for competitive bidding or
a negotiated price for construction. Bidding may be an overall bid from a

general contractor or separate bids from the various major sub-contractors

(mechanical, electrical, architectural, ete. ).

Dur1ng construction, the AXE firm represents the owner in mon1tor1ng the
progress of the construction and authorizing payment on the basis of work completed.
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Comments -

This process functions well when time is not critical, cost overruns are
tolerable, and excellence of design is essential. It permits owner control

and input throughout the process. Since project cost is not known until the
contract documents are completed and the project is bid, there is, in the

event the project exceeds the budget, potential necessity to either rebid ,
the project, redesign to meet the budget, or reduce the scope and/or quality

in order to come within the budget. ~ S . Lo

During periods of high rates of inflation, the sequential time phasing
characteristic of this method tends to result in cost increases proportional
to the time involved. The methods that follow will attempt to counter this
tendency by reducing the time if takes to bring the project to bid or by
transforming some of the risks of rising costs to the construction team.

A& E Review/
RFP

Contract
Documents

Factifty

Canstruction
Programil g :

| Bidding

Construction
Management
lavolvement

Guarantee Maximum Cost

Owner .Control of Project

Fig. 9 Traditional Linear with Construction Management

~Process Description

~ The owner initiates the need for a new facility and provides a program of
requirements. He forms a team consisting of an A&E firm and Construction
Management (C.M.). Selection of firms follows the methods described for the
Traditional Linear method. From the outset, the owner relies on this team
for assurance that design decisions are made with full consideration of all
issues bearing upon the time and cost of constiuction.

The project proceeds through schematic design, design development, and contract
document phases similar to that described for the Traditional Linear process,
except that cost and construction input is provided by the C.M. During this
time he may undertake value engineering and life cycle costs analyses for
alternative construction processes. ' ' ’ ’ :
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The bidding phase may be similar to the Traditional Linear process, or the

C.M. contract may call for the C.M. to prepare a guaranteed maximum cost of
construction. If and when the conhtract price comes in lower than the guaranteed
maximum, various methods for allocating the savings are possible. They range
from all savings occuring to the owner, to all going to the C.M. Some method
of sharing the savings is more typical.

Comments

This variation on the Traditional Linear process tends to improve the 1ikeli-
hood of having project bids come in within budget while retaining the design
quality attributed to the basic program. The familiarity of the C.M. with

the realities of construction practices tends to permit cost savings sufficient
to offset the fee for the service.

By using the guaranteed maximum cost options, the owner can be assured of a
firm cost before putting the project out for bids. It follows that the guaran-
teed cost figure can be more reliably determined in the latter stages of the
~delivery process. Thus, if the owner wishes to have the assurance of a guaran-
teed price at an earlier stage in the process, the C.M. must be given a greater
share 1in detevmining methods and materials to be utilized. Guaranteed maximum
costs established in the early stages of a project are likely to contain more
allowances for contingencies and thus a higher price can be expected.

A & E Review/
RFP

Schematic. Oesign{ | Design Development

Facility
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Bidding | Construction

~Quner Control of Project

Fig.10 Phased Construction (Fast Track)
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Process Description

Phased Construction is a variant of the Traditional Linear process deve]oped
to minimize the total time from project inception to completion. It was
developed as a means of controlling costs during per1ods of inflation. The
process can be utilized both with or without C.M. services, though the use
of C.M. services is particularly applicable., Selection of the AE and C.M.
follows the methods described under the Traditional Linear method.

~ The selected A&E reviews’the established program and develops schematic

designs. Upon the owner's approval of a schematic design, the project is

broken down into a number of bid packages for which contract documents are
prepared and bid as they reach completion. Since construction will have

begun on foundations and then structured while design development is still

in progress, it is essential to schedule the input of ample design and engineer-
ing skills during the early phases to be assured that the decisions reached

will permit the anticipated type of subsequent ‘design development.

Comments

The 1ikely cost savings possible with this approach must be weighed against the
possible Timitations on design due to the fact that the basic form and structure
have been determined before the spaces are designed in detail. Because of this,
the use of this approach is more suited to somewhat predictable building types
rather than to complex, unfamiliar and one-of-a-kind facilities.

In addition to shortening the total time for the process, it is also advantageous
to: .

award contracts for porfions of the work at the most propitious
time relative to market conditions weather, and project phasing;

—
-

2. award contracts for 1tems requiring long 1ead times earlier than
their normal construction sequence;

3. hold those contracts that are required later in the sequence to
permit the greatest possible design time and permit Jast minute
redesign or rebid to accommodate Tatest developments.

Each project considered for this process should be examined to see if the
potential cost savings are apt to result in an excessive loss in design flexi-
bility. The architectural and engineering resources must be organ1zed early
enough in the project to reach basic, important design decisions 1n order to
capitalize on the advantages of this process.

39



AL E Revigw/

Team A Designb ’ [ f .

Submissions Design Development

i
]
Faci 1ty : Contragt Documents
Programming} Team B ’
: Bidding Construction
: Team #
!
Competition
Requirement i

Selection
of Architect

 Qunap-Lottrol of Project

Aig. 11 Limited Competition

V. .
/.

" Process Description

The owner initiates the need for a new facility and develeps, with the aid of
a facility programming firm, an explicit facility program to serve as the basis
for a design competition. The owner also engages a professional advisor to
administer the competition and designates a panel of judges whose decision will
be binding. The judges can represent various interests but must be of such a
character as to gain the respect and confidence of the competitors.

A pre-qualification phase selects a Timited number of AXE firms deemed
qualified and desirable potential designers of the facility. Each agreeable,
qualified firm is paid a design fee to assure a maximum effort by the most
gualified personnel in that office.

Working from a program containing all necessary information on both the subject
of the competition and on the conditions necessary to maintain confidentiality
and uniformity of submissions, the selected firms are given a fixed time period
in which to submit design drawings and supporting data.

The awards jury is empanelled and, with the aid of the professional advisor,

. ascertain whether or not all required provisions of the submission have been
observed. They then proceed with a substantive and qualitative evaluation of
the submissions. A winning solution is determined by a majority vote of the
judges (the professional advisor votes only in the case of a tie).

After a firm is selected by the judges, a contract for services is signed, and
the project proceeds in a manner similar to that described for the Traditional
Linear process. :
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Comments

The Limited Competition method is a way to achieve design excellence, but it
provides even less cost control assurance than the Traditional Linear method.
The excellence is a natural result of being able to select the best design from
-a select Tist of highly qualified firms. Higher costs often accrue as a result
of each competitor introducing innovative ideas to capture the imagination of
the judges who tend to place less importance on cost than m*ght the owner.

The project budget should allow for the compensation of the unsuccessful
bidders, This is beneficial to the owner group for the fo]]owing reasons:

1. if firms receive no compensation for their work, design proposals
may be prepared by less experienced staff or may not be undertaken
~at all by the most sought-after firms;

2. financial pressures entailed in proposal preparation méy Jead to
the use of "standardized" design solutions rather than original
solutions;

3. many relatively small or medium-sized firms with excellent professionail
reputations cannot afford to prepare designs without part1a} compensa-
tion; loss of these firms would have the effect of narrowing the
potential range of competitors. S

Fair compensation for all selected entrants will help ensure that all submissions
are thoroughly prepared by the best people in each firm and that the range of
firms for selection remains appropriately wide.

While the owner group delegates the selection of the firm to the judges, further
owner jnput and control can be resumed after the architect has been selected.

- Tha comments that were made for the Traditional Linear method would apply to
this model as well. This process carries a greater potential for design innova-
tion. This is particularty 1mportant when the nature of the building calls for
a high degree of symbolic expression.
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Fig. 12 Design-Build-Bid

Process Description

The owner initiates the need for a new facility and engages a team of facility
programmers who work with the owner to establish a highly explicit set of
program requirements, time schedules, cost schedules, evaluation criteria,
evaluation teams and protocols. ‘

‘The program consultant assists the owner in pre-qualifying several Design-
Build-Bid teams consisting of an A&E firm and a construction firm. These

teams are paid a fee to submit a design in sufficient detail to permit detailed
evaluation against all program requirements. Submissions must be guaranteed

to meet the cost and time conditions established by the program. The owner
agrees to accept the recommendations of the evaluation team and the competing
DBB teams agree to complete the project at the fixed cost, if selected. Fre-
quently, optional building features are proposed with specified cost adjust-
ments to the base price,

Every aspect of the design proposals is separately evaluated by experts in

that area., Scores are totaled and the highest ranking entry is selected.

The successful team then proceeds to develop the working drawings and specifica-
tions, and builds the building.

Comments

This method tends to maximize the gquality of the building within the allowabie
cost and time constraints. It provides the owner with an opportunity to select
the best detailed design from the work of outstanding teams of A&E and construc-
tion firms.

42




S TN S

The owner S 1nput occurs mainly in the extensive programm1ng phase wh1ch, in
this case, requires a highly competent team of facility programmers, engineers,
and cost estimators. The owner delegates evaluative responsibility to indivi-
duals selected by tke team. With the detailed program in hand, the design
teams can produce their design proposals in a relatively short time. The
design fee paid to each pre~qualified team assures a serious effort as

does the yvequired bond which commits each entrant to enter into a contract

at the predeterinined cost in the event they are chosen.

A & € Review/
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Design & Design Development Construction
Cost Contract Documents
Proposal

Facility
frogramming
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Fig. 13 Design-Build

Process Description

The owner initiates the need for a facility, defines the scope ¢f the project
and a set of building requirements, and engages a Design- Bu11d team to both
design and build the building. B

The team, consisting of design professionals and building contrasters, prepares
a design proposal with a fixed price for a completed building 35 specified.

Upon the acceptance of the proposal by the owner, the team developg ‘the design
in detail, completes the working drawings and specifications, and censtructs the
building with Tittle further involvement of the owner. e

In this process there is a single source of responsibility. Th%é’fs usually

the building contractor, with the design professionals being employees of the
contractor or undeyr contract to the contractor.
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Comments:

This process has applicability particularly when there is a need for short
project delivery time and early assurance of total project cost with lower
priority for high quality and individualized building features. It lends
itself to simple industrial, commercial, or warehouse space rather than more
complex structures having complex design requirements.

Since the project cost is established at an early stage, it is important to
have clear agreements on the required performance standards to avoid later
misunderstanding. When the owner feels he can sufficiently specify his needs,
and time and costs are critical, this method may be applicable.

Summary Comparison of Delivery Methods

In 1ight of the foregoing project delivery descriptions and comments, it is
clear that the project delivery method for a specific project should be chosen
with great care, and should be assessed within the formal process of planning
and evaluation which has been adopted for the health care system. The following
features should also be taken into account:

1. the need for each building project should be thoroughly substantiated
by evaluation studies to determine true need;

2. each building project should be thoroughly programmed by a firm
with established planning and programming capabilities, and this
program should be one which meets with the approval of the appropriate
executive review group, and be finalized before A&E services are
retained;

3, the facility acquisition process should be monitored and documented
so as to gain jnformation and experience which will afford improve-
ments to the overall process;

4. post-occupancy review and evaluation of the facility and its operations

should be formally carried out to check the outcome of the project
against stated system-wide goals. «
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 COST CONTROL SRS 4 |

‘A central concern running through. each of\the fac111ty acqu151t1on options is
~rejated to the control of project costs as\they impinge on the qua11ty of the
institution and the- t1me required to comp]ete the process. , ; '

The administration of a pr1son fiealth progrdh realizes that the construct1on
~-cost control of the phy51ca1 facility is only: one aspect of a larger problem
that has its origins in the planning decisions that impact on the scope and
-type of facilities needed. This cost control w111 be commented upon first ;
in terms of its impact on system p1ann1ng and senond, 1n terms of its 1mpact !
on facility acquisition. N ,

Cast Control in P1ann1ng_ The facility planner faces few prob]ems, if any,

Lhat are more pervasive and difficult than those related to the control of

- costs. Budgets are always tight and money available is seldom sufficient

for the tasks at hand. A17 the decisions outlined in'the recommended planning
process have cost implications which must be carefu11y cons1dered if the result-
ing plan is to have a chance for success.

In developing the system- ~wide plan for health care, thé sCope of services pro-
vided, the number of residents served, the quality of the services, and the
lTocation at which they are provided all have major cost impacts.

Decisions on these issues must reflect the availability of funding. - When the
number of residents is given and a budget has been estdblished, only the scope
and quality of services may be controllable. Given the realities of public
institution financing, the health care administrator must, by second nature,
place cost figures on each option being considered. Costs for providing on-
site and off-site services should be projected from past experience and should
be within accepted ranges for including the impact of :inflationary pressures.

Nothing will handicap a development program more than an initial underestimate
of budgeting requirements. The administrator should prepare himself to be
able to forcefully defend the scope and quality of services necessary to
achieve a first class operation. o

A planning effort that d1sp1nys the cost 1mp11cat1ond of various options wil]l
stand a better chance of receiving budgetary support. An examp:e of a cost-.
comparative approach to making a system planning dects1on is included in
Appendix ‘A.

Cost Control in Facility Acquisition: As system plans move into the facility

acquisition and improvement phases, good cost data on facility alterations is
essential. It is also essential to develop a continuing cost-monitoring
process whereby the methods of estimating likely construction can become
increasingly refined as the project proceeds towards realization.
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- gross rather than net square footage in early estimates of costs.
-construction manager, or professional cost estimator can produce a considerably
‘ore accurate estimate since the scope and features of the building are defined.

_program is the greater amount of conf1dence in the estimated LOSt

© {pdates to keep the project within the budget. At this time the estimates

V‘Throughout this process, the administration should be vigilant of design changes

At the earliest stages, the est1mate may be based on rough assessments of gross
square footage and/or cubage multiplied by generally accepted unit costs for
the building type. The office of the state architect can be helpful in assist-

~ing with this type of estimate. These figures should take into account the

unavoidably higher costs of construction Tocated within the secure boundary of
a prison. It should be noted that unit costs do not usually include:

1. s1te 1mprovements ‘and 1andscap1ng,
2. utilities beyond five feet from the building;

3. features such as flagpoles, radio and television antennae, sculptures,
murals and signs;

4, unuSua1 foundations; e |
5. other jtems not norma1'for a bui]ding of the type reported;

6. architect' s compensation or the cost of other professional
services, i.e., surveys, tests, bonds, soil borings, etc.:

7. cost of the land; ‘
8. furnishings and movable equipment.

Early cost estimates are generally based upon a tentative definition of net
square footage required. Net square footage accounts only for usable spaces
in the building and for cost purposes must be supplemented with allowances for
circulation spaces, building systems spaces, and space taken by interior and
exterior partitions. The administration should be alert to the need for using

Following the completion of the detailed programming document, the architect,
One advantage of producing the more detailed program rather than a sketchy

As the progect moves into the des1gn phase, the architect makes frequent cost

can reflect the actual rather than estimated gross square footage. Costs can
be based upon material take-offs rather than estimated overall cost/square
foot and therefore should become quite accurate predictions of the b1d price
as more and more decisions are finalized.

and insist upon rece1v1ng cost information whenever asked to decide between
opt1ons
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ARCHITECTURAL StRVICES AND COMPENSATION

The type and range of professional services whach architects bring to a project

~depend upon the size, complexity, and special requirements of the facility to
be designed. In recent years clients have begun to request additional services
which go beyond those traditionally required to get a facility designed and
bu11t The nature of many building proaects has demanded it,

‘The range of architectural services defined as "basic services" in the AIA
"Architects Handbook of Professional Practice"*, provide those services which
~are needed in any project, regardless of its size, cost, and complexity. They
~include schematic design, design development, construction documents, bidding

or negotiations, and construct1on contract administration.

Additional services are 1ncrea51n91y demanded, especially in large and comp1ex
- projects. Typically these are in the p1ann1ng and programm1ng stages {or as
- the architect often refers to them, the ‘pre-design stage'), site ana]ycls,
and post-construction phases of the project. Depending on the client's wishes
and the organization of the project, these may be performed by the architect
or by specialized consultants retained by the client.

Other services known as supplementa?lservfces are frequently required by the
client. These are performed by the architect or, once again, by special '
~consultants retained by the client.

Supplemental services include such. items as signage or environmental graphics,
the design of special equipment or furnishings, and specified stud1es such as
1ife cycle costs. A complete 11st1ng and definition of these services are
included in Appendix E. :

Methods of Compensation for Professioné1 Services

Percentage of construction costs

The most widely used method of compensat1on is based on the premise that the
value of the architect's services is directly related to the complexity and
‘size of the project. It assumes that the skills and time required on the
architect's part can be directly related to the size and amount of building,
its complexity, and its construction costs. Compensation is derived from
three basic elements:  the construction costs, the building type, and an '
agreed upon percentage of the construction costs. Compensations calculated
in this manner are for the performances of "basic services" only (AIA Document
" B131)*. Services provided beyond those des1gnated as basic services are covered
by other methods. ~ ,

*Arch1tects Handbook of Professvona] Practwce, Vol, 1 &.2. (The'American Institute
of Architects, 1977).

*AIA Document B131: “"Standard Form of Agreement Between Owner and Arch1tect on a
‘Basis of Percentage of Construction Cost".
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 Multiple of direct personnel expenses

This- cost-based method of compensation is directly related to the number of
“technical hours expended on the project with a multiplier to cover overheads
and reasonable profit. Clients freqiently ask for a maximum estimate of
compensation to ensure that their fe¢s for professional services do not exceed
budge*ing or statutory limits. Agreed upon Tevels of compensation for a
project are subject to owner-architect agreements relating to "changes in the
scope of work", and ‘the assessment of additional compensations. This type of
‘agreement is frequently used in projects of undetermined scope and complexity.

Fixed sum.or fee .

Governmental agencies'are frequently limited by law to a form of contract which

establishes a fixed sum for architectural services. In these projects the scope,

amOﬂnt of building, and project constraints have to be clearly defined for the
architect.

. Professional compensation p]us costs

This method is used when the client w1shes to establish an ongoing re]at1onsh1p
on a series of projects and an agreement can be reached on the general scope

of the work and the number of projects. The client pays the architect a fee
plus technical time and overhead for each project.

‘Per diem or_hourly

Similar to thekmultipie of direct personnel expense method, per diem or hourly
compensation is based on rate schedules for different categor1es of technical
“staff agreed upon by the client and the architect.

kaxed methods of compensation and special compensation arranQEments

Because of the wide variation in client needs from project to project, and
because of differences in scope and complexity of building types and building
conditions, it is clear that no one of the above mentioned compensation methods
is 1ikely to fit every case. As a result, it is common for clients and archi--
‘tects to agree to more than one type of compensation on a single project. For
example, planning, programming, or 'pre-design' services might be reimbursed on
the basis of a multiple of direct personnel expenses, while basic services
might be reimbursed on a percentage of construction cost or fixed sum basis.

It is: essential that the type of contracts for professibna] services provide
both client and architect with unambiguous agreements of what services are to
"~ be provided, and where the responsibilities for each'phase lie.

A clear understanding of arch1tectura1 agreements and methods of compensat1on
protects the client from retaining services not needed on the.project, and pro-
tects the architect from costly delays and changes in scope of the project.




SECTION 4: HEALTH CARE FACILITY GUIDELINES

This section is intended to supplement the earlier process-oriented
sections with information more specifically bearing on physical design
features, space requirements, and spatial re1a’c1onsh1ps in correctional
health care facilities.

There are many exce]lent and usefu] guidelines avaw]ab1e for health
facilities serving the general population, but very Tittle is d1rect1y
applicable to the corrections field. To a considerable extent it can

be said that the clinical requirements remain re1at1ve1y constant for

the two groups, but that additional security-related issues must be
factored into the requirements of the facilities used in correctional
settings. These needs have begun to be addressed in "Health Care in
Correctional Institutions" by Edward M. Brecher and Richard D. Della-Penna,
M.D., "Standards for Health Services in Correctional Institutions" an
0ff1cia1 Report of the American Public Health Association, and "American
Medical Association Standards for Health Services in Prisons."

~These references fall short, however, of constituting a definitive
source of specific information to guide those in the process of planning
and designing new facilities for prison-based health care . Until the
time that more suitable and specific guidelines are available, p1anners
can best accommodate the 51tuat1on by: ,

1. utilizing a thorough planning and programming process that brings
together those with clinical inputs, security inputs, and facility
p]ann1ng skillsy , ;

2. utilizing the best available genera1 design guidelines and adapt1ng
these with reference to the emerging literature on correctional
health standards and further refining the process by ut11121nq the
best available professional help;

3. capitalizing on the experience of other institutions that have
recently faced the same or similar problems.

The authors of this manual have, in their professional work, prepared
facility guidelines and comprehensive building programs for correctional
health facilities that could provide usefu1 guidance for others faced

-~ with similar problems. :

~The first example covers guidelines for developing a secure unit within
a community hosp1ta1, and the second example develops the design

“materials, siting, security requirements, and area relat1onsh1ps for

‘an ambulatory health care unit and infirmary for a large prison serving
a wmaximum security, medium security, and trusty division popu1at1on
(State Prison of Southern Michigan{ ' :

Even though the requirements were deve]oped for a speC1f1c 1nst1tut1on,

- the user should find that the information is readily adaptable to other
related areas of correctional health care.
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'GUIDELINES FOR THE DEVELOPMENT OF SECURE UNITS IN COMMUNITY HOSPITALS

k4

These guidelines describe the establishment of one or more secure units
in community hospitals for prison residents requiring acute care hospital-
ization. e

These secure units will be located at hospitals with staff and facilities
which can provide a full range of services for the prison patient populations.
These units provide a secure enclave within a community hospital setting

for the delivery of high quality medical and nursing care in an environ-

ment that ensures the safety and well-being of the staff and public through
‘the uti]ization of security procedures and security design features.

The pat1ents cared for in a secure unit will tend to require more diagnostic
and treatment services than the typical hospital patient. Since the patient
types will not be screened and treated according to a particular medical
service (except intensive care), the staff provided must be capable of

a wide spectrum of care. ‘ ‘ :

These guidelines will document the objectives and the operational and
architectural attributes of a secure unit as a basis for evaluating the
relative suitability of alternative community hosp1ta1 settings for such
units. _

Secure Un1t 0b3ect1ves

The purpose of deve10p1ng these gu1de11nes is to provide criteria by which
the needs of secure units can be reviewed against the potential Tocation
and amenities in appropriate community hospitals.

It is assumed that the policy of the department of corrections is to provide
- care in the community hospital setting rather than in the prisons them-
selves, and to provide care for resident patients of the quality compar-
able to that received by the general population.

While it is the goal of the department of corrections to provide all
“necessary acute care and services afforded by the community hospital,
such care must be provided without jeopardizing the security and wel]-
being of the hospital staff, visitors, and the general population. For
these reasons, meeting the criteria for the location, secure design, and
processing of resident patients is of paramount importance.

The functional and operatlons obgect1ves of a secure acute care nursing
unit based in a commun1ty hospital should be as follows:

1) to provide a quality of acute care for prison patients equal
to that offered to the general popu]ation;

2) to avoid costly dup11cat1on of acute care facilities and staff

at each prison by providing such care at a community hospital
within conven1ent distance of the prison;
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3) to prov1d° a full range of acute hea]th care to the prison
- patients in the secure unwt

4) to Tocate and design the secure unit in such a way that the
delivery, care and processing of prison patients may be
effected without jeopardizing the safety and well-being of
the hospital staff and population,,as well as the community;

5) to establish continuity of care for prison patients by
~ Tocating their acute care in a hospital which permits follow-
up care hy:their prison physicians;

6) to take into account the Jo1nt use of secure units by city and
county Jjail patients, as well as prison pat1ents, to reduce
costs and duplication of services;

7) to develop within the resources of the:department of corrections
-~ a cost-effective operation matched by appropriate staff and
physical resources.

Location‘Factors

Typically, corrections systems are faced with the problem of matching
heaith care needs of a prison population to a prison system which may

be increasing in size and shifting its population emphasis towards the
center of urbanization. Provision of acute care hospitalization should
conform to this shifting pattern of population distribution and minimize
travel time to hospital-based acute care, while still achieving good
utilization of designated hospital beds. The fo]1ow1ng cr1ter1a should
“be met in selecting a Tocation for a secure unit:

A hospital shou1d be able to prov1de acute medical, surgical
and OB-GYN services along with facilities for intensive care
and specialized diagnostic and treatment seryices. The
hospitals chosen should be able to make their full patient
care resources available without disrupting normal operations.

- For the best provisions of continuity of care, hospitals
in which physicians supplying on- s1te care have privileges
are to be preferred.

- An appropriate location would be able to accommodate and
efficiently utilize a secure unit, sized in accordance with a
demand analysis, while keeping a patient's travel time to
approximately one hour from prison to hospital.

- Consideration should be given to the potential expansion

- capabilities of secure units to accommodate any future
expansion of correctional populations.
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OrgahizatiohaT Factors

- The secure unit should be located as near as possibie to the
hospital's diagnostic and general treatment areas so as to
facilitate the transfer of security patients when required.

- When resident patients have to leave the secure nursing unit

“to receive diagnostic or treatment services in the other
areas of the hospital, they do so under strict custodial
control. It is therefore of the highest priority that the
route to hospital-wide services be as controlled as possible

~so as to guarantee transfer without difficulty or danger to
the hospital population at large . To a Tesser degree, the
unit should be located so as to facilitate the movement of
personnel and supplies to the unit in an efficient manner.
It is assumed that admission procedures will be arranged to
permit direct transfer of the patient to the secure unit
without entering a hospital’ 's admission area.

Proximity Relationships

- Since many of the patients are admitted for surgical procedures,
the secure unit should be Tocated for direct and simple access
to the surgery suite.

- Since many of the patients will require diagnostic work-ups,’
close proximity to radiology, nuclear medicine, heart station,
and diagnostic areas is desirable.

- Since patients may require emergency treatment, a security-
controlled arrival area near the emergency room is desirable.

- While most treatment will be given within the secure nursing
unit, i1t should be near Physical Therapy, if possib]e,

- The secure nursing unit should be similar to other nursing
‘areas in terms of required accessibility to food service,
central supply, lab, pharmacy, etc..

- Since arriving patients may be-seriously i11, close prox1m1ty
to a weather-protected, secure, contro11ab1e entry point is
des1rab1e

Conflgurat1on Factors

The adequacy of a secure unit location in the hospital will be signifi-
cantly affected by specific physical characteristics of each locational
option. This will include comsideration of (a) the relative fixity of
the various building elements, (b) the size of available contiguous
space packages necessary for functional requirements, and (c) the
reiat1onsh1p of available space to the circulation system of the
hospital. Specifically, options should be evaluated on the following
criteria:
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- The area should be easi1y isolated from general traffic.

- The perimeter of the area should be securab1e aga1nst passage
of contraband.

- The area should provide enough space to house the required beds
and support spaces.

- The area must meet all "Exit Code" (NFPA101 and BOCA) require-
ments, ,

- The area should be modifiable to provide a secure perimeter
with single point access controlled by a security.control -
stat1on and remotely controlled exit and entry doors.

- The area should be easily reached from a controT]ed vehicle
unloading point, located away from the general public access.

- Elevators serving the area should accommodate one patient
on a stretcher and four attendants.

- The area layout should provide good visibility of the patient
corridor from security control station.

Space and Resource Allocation Factors

Planning changes in hospital facilities requires careful consideration

of resource allocation within a hospital-wide framework. The allocation
of space and resources to a secure nursing unit must be compatible with
space and location needs of overall hospital services and departments.

The factors discussed in previous sections were directed toward optimizing
the facility provisions for the secure nursing unit itself. Allocation
factors go beyond this concern and deal with a full range of cost-

benefit factors as they influence the overall operation of the hospital.

- Space allocated to the secure unit must be consistent with the
overall planning goals of the hospital.

- In-hospital Tlocations should have the potent1a1 for mod1f1ca—
tions and expansion.

- The renovation of a selected area shou1dkd15rupt other services
and departments as 1ittle as possible during changeover.

- The selected option should not s1gh1f1cant1y disrupt the revenue-
producing services which would be displaced by secure unit.
operations.

- The location selected should minimize turn-around time to put
the secure nursing unit into operation.

- An appropriate location is one which will require the least

cost of conversion and operation while providing for all security
factors.
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- Space Considerations

The following considerations outline the broad security issues which
should be taken into account:

1);'Vehicu]aw Arvival

The vehicular arrivaT and unloading area should:

g)

be protected from weather;

- be easily kept free of ice and show;

prov1de adequate space on ali sides of the vehicle for security
staff to control pat1ents,

be Tocated near the hosp1ta1 emergency room, if possible;

be well-Tighted to perm1t safe access at any hour;
be shielded from exposure to the general pub11C'M

provide remote voice commun1cat1on between unloading area and
security control personnel in the secure unit.

2) Peripheral Security

The buiiding perimetér around the secure area should conform to
“the following requirements:

a)

Windows :

no prison type bars should be used

- all window openings are to be glazed with fixed laminated
glass and sized to prevent human passage

- frame and sash must be designed to be vandal-preof

- specially-designated rooms will be equipped for psychiatric .

screening
Louvers and through-waTTvopenings:

- al through-wali open1ngs (e.g., mechanical systems) must
be tamper-proof

- steel grilles must be used to prevent unauthorized entry,
exit or passage of contraband
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3)

Interior Movement of Patients

The controlled movement of secured patients requires appropriate
operational protocols, proper levels of staffing, and supportive
physical design‘features. ‘

a) elevators used in moving secured patients should be large
enough to hold a stretcher and up to four attendants

b) e]evator controls should be provided which prevent stops at
any floor other than the entry floor and secure'unit floor

c) emergency stairwell doors serving the secure unit should have
remote controlled locks and electric monitors. These stairs
should discharge at a point that can be readily secured
(e.g., into a fenced area). Whenever possible there should
be no other access to this stairwell.

'Control of Traffic to the Secure Unit

a) access to secure nursing unit should be through one point on1y

b) all traffic (staff, patient, vws1tors, sunp11es, etc.) must
pass through a secured sallyport

c) the sallyport shou1d be controlled from a secure guard station
with good visibility of sallyport approaches and main circulation
VW1th1n the unit ;

d) a private area adjacent to the sallyport should be provided
for the body search of visitors, patients and staff as needed

e) space should be provided for inspection of incoming and outgoing
supplies without blocking the sallyport

Internal Organizational Requirements

The secure unit differs in function from a typical nursing unit
in that it is more self-contained and -amenable to surveillance
(from a security contro] stat1on) than areas in the rest of the
hospital.

a) sufficient storage space should be within the unit to minimize
movement within the unit and out of the unit

b) circulation areas, waiting areas, and key support areas within
the unit should be easily controllable and amenable to visual
surveillance

c) supplies and storage areas normally within open access, should
be under direct supervision or in lockable areas
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Summary

The potential trade-offs that are possible when considering alternative

~sites in a given hospital or alternative sites in different hospitals

- ‘become highly case-specific and do not Tend themselves to a general
discussion. To provide the reader with further assistance in this

~area, Appendix E has been included to describe a method for evaluating

secure unit sites in community hospitals.
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MAXIMUM SECURITY HEALTH CARE UNIT AND INFIRMARY

This section will trace the development of physical design requirements from the
organizational objectives for health care, the structure of care delivery, and
the security issues imposed by the prison setting. For present purposes it
seems appropriate to use a specific care setting as an example and from this,
draw a set of principles that may be extrapolated and judisciously related to
other care settings. : ,

The facility described in this section is to be the most complete health care
facility within the given system. It is Tocated at the State Prison of Southern
Michigan on a site which consists of a walled, close-custody compound of 3400
beds, a new, separate 500 bed medium security unit, and a 1600 bed Trusty
division Tocated outside the walls. The unit will provide primary health care,
out-patient specialty care, dental care, and infirmary care to all on-site resi-
dents as well as to camps and other elements of the prison system on a referral
basis. Services will include:

1. ambulatory primary and specialty medical, surgical, and dental care;
2. 24-hour emergency care;
3. short-term and some extended infirmary care.

This facility will replace the health care facilities currently utilized in the
present close-custody compound.

The Health Care Unit is to be operationally related to necessary supportive and
auxillary services provided by the pr,son, such as Taundry, food services, and
tr1age or "sjck call" stations in the maximum security compound and trusty
division.

Major emergencies and acute Tife-threatening conditions will be referred to the
nearest community hospital for diagnosis and treatment. However, this Health
Care Unit must have capabilities for resuscitating and stabilizing patients
until they can be transported to a community hospital. Minor emergencies and
injuries will be treated in the emergency area. The patients will be observed
and then returned to their institutional location or admitted to the infirmary
~if necessary.

Most complex secondary and tertiary care will be referred to community hospitals
having a secure unit.

Many chronically diseased, disabled, and geriatric patients will be cared for
at a designated facility once they are stablized, and will receive continuing
ambulatory care and infirmary care at that institution. Patients requiring
Jlong-term skilled nursing care and/or rehabilitation will be transferred to

a community hospital or to the designated facility, whichever is most
appropriate.

Psychiatric outpatient services and short-term acute inpatient psychiatric

services are to be included in this unit. Intermediate and Tong-term psychia-
tric treatment will be provided elsewhere within the system,
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The Health Care Unit is under the medical directorship of an on-site physician
and is administrated by a chief administrator, both responsible to the Director

of the Office of Health Care. The recommendations contained in this section were %
developed by a team consisting of health care administrators, security officials, k
nurses, physicians, technicians, and residents working in conjunction with f
Clipson/Wehrer, Programming Consultants. ]
Objectives of the Health Care Unit -

In the broadest sense, the Office of Health Care of the Michigan Department of
Corrections seeks to provide for the residents under its supervision a level -
of health care equivalent to the population a® large, The underlying basis .
for this commitment is well articulated in Key to Health for a Padlocked Society: B
Design for Health Care in Michigan Prisons.* This document identifies the (s
following system features within which the specific objectives for the Health i
Care Unit were developed. -

I. General

1. The State of Michigan and, in particular, the Department of Corrections,
recognize that health care is basic to the total correctional rehabilitation
and resocialization process.

2. The level of health care afforded to persons served by the Michigan Depart-
ment of Corrections shall be consistent with modern professionral practice
in an adequately served community.

3. A central authority shall be designated as responsible for developing and
maintaining a comprehensive and effective health care system for persons
served by the Michigan Department of Corrections.

4. Residents shall be afforded a means of effective participation in the
process of making policies and arbitrating grievances with respect to
health care.

5. Health care in the correctional system must be adequately financed with a
clearly identifijable budget.

6. Respect for the dignity, rights, and reasonable free choice of the indivi-
dual must characterize every aspect of the health care process.

7. Every aspect of the correctional system must be continually evaluated in
terms of its long-range effectiveness and impact on the physical and mental
health and social well-being of all persons involved. Practices found to
be ineffectual or detrimental shall be eliminated whenever possible.

8. A1l governmental programs providing health or rehabilitation benefits should
include the population of correctional institutions to the same extent as
the general public.

*Key to Health for a Padlocked Society: Design for Health Care in Michigan Prisons, g
March 1975, Prepared by Office of Health and Medical Affairs, Lansing, Michigan
48913.
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I1.

10.

ITI.

'Process of HeaTth Care De11veny

De11very of health services should, to the extent feas1b1e3 be provided
within the mainstream of community health care, i.e., in facilities and by
personnel serving the general public. When an eXCept1on must be made,
procedures shall be established for review and ihspection by appropr1ate
representatives of professional peers and the pub11c

. eHea1th care must be of high professional quality, de11vered inya personaT,

compassionate and confidential manner, and characterized by mutual colla~
bbration among those engaged in the rehabi]itative process"

Assessment of request for hedl1th serv1ces must be made by qua11f1ed health
care personnel.

Each request for health care must be expeditiously screened and‘refenred to
the appropriate practitioner or facility according to the urgency and nature
of the problem and with attention to continuity of care.

. A program for regular sick call, suited to the needs of each institution,

should be devised by the appropriate health care authorities in collaboration

~ with representatives of the resident population and the administration.

AdeqUate first aidfequipment and personnel trained in its use is to be

readily available to all residents.

Treatment ordered by health care profess1ona]s must be effect1ve1y made
&vailable to the residents as prescr1bed

An appropriately supp]ied pharmacy must’be maintained at each institution.
Procedures for procurement, storage, dispensation and administration of
drugs and medications must be 1nspected by and meet the requ1rements of the
State Board of P mmrmacy. :

In addition to a complete physical examination and psycholog1ca1 assessment
of each individual at the time of entry, there shall be provision for periodic
physical re-examination. e

Suitable programs to provide information and educat1on on hea]th

care must be available to residents.

Health Care Personne1'

A1l persons engaded in the prov1swen of health care shall possess tra1n1ng
and experience appropriate to their function, and must be certified or
Ticensed when applicable.

A sufficient number of health care professionals must be available to
prov1de cave in accordance with standards of good practice.

Health care Tac111t1ea must, to the extent pos¢1b1e be 1ocated in areas
which do not prec]uae the employment of womenJ?‘

Reimbursement rates for health care services must be at a level suff1c1ent
to obtain well- qua1111ed and dedicated personne]
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VI.

. Efforts should be made to promote interest and awareness amongkstudénts of
~the health care professwons in the specific prob1ems of correctional

1nst1tut1ons

. Strict limitations shall govern the employment of residents of correctional

institutions in the provision of health care. 1In no case shall the health

~ care delivery system place significant re]iance on resident help.

Facilities and Related Equipment

A1l facilities and equipment utilized for delivery of health care shall be
periodically inspected without prior notice, and shall be in substantial .
compliance with standards established by the Michigan Department of Public
Health ard the appropriate agency of accreditation for that type of fac111ty,
including the Joint Commission on Accreditation of Hospitals.

‘A comprehensive referral plan is to be adopted and periodically reviewed
for each institution with approval by the state correctional health

autharity. This plan must designate health care facilities which are
adequately equipped for each spec1f1c type of need and are accessible
within reasonable time Timits.

Residents requiring specialized health care shall be transferred to institu-
tions which are located reasonably close to providers of such care.

When commun1ty health fac111t1es are utilized, reasonabie secur1ty pre-
cautions will be required to minimize interference with normal operation
of the facility or risk to any person.

Health Records

Comprehensive and accurate health records shall be maintained for all
current and former residents.

Health care records must be readi]y'évailab1e for use by appropriate health
care personnel, but will be kept confidential from unauthorized persons
without explicit permission of the resident.

The health records system must be designed to permit the monthly collection

~and reoorting of summary statistical data on important aspects of health

status’ of the population and utilization of the health de]1very process.

An abstract of the patient's health record shou]d be available to a

resident upon request.

Upon re]ease, health care records of a res1dent must be safe]y stored for
immediate retrieval in case of his return and for transmittal, at his
request, of an abstract of its contents +o an outs1de health care
practitioner. .

Environmenta1‘and Social Factors Which Affect Health

| Every effort must be made by the M1ch1gan Department of Corrections to
provide a healthful environment in order to facilitate the rehabilitative
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~process and prevent the occurrence of mehta] and physical i]lness

2. Routine procedures must be established governing dat1ng, refr1gerat1on,
and appropriate use of per1shab1e food 1tems

3. Annual phys1ca1 exam1nat1on and, if feasible, appropriate 1hitia]‘psych0]o—
gical screening shall be required for persons who come in frequent close
contact with reSidents such as food handlers and corrections officers.

4. A1l facets of the institutional envzronment must be subject to regular
1nspect1on for cleanliness.

5. Heat, ventilation, and 1lght1ng prOV1ded in 11V1ng and working areas shall.
~ be adequate for. comfort

6. Correct1ona1 facilities must be routinely 1nspected'by,the Fire Marshal

' and the Departments of Public Health and Labor for conformity to health
and safety standards. After a reasonabletime to make changes, a residential
facility which does not substant1a11y comply with the standards shall be
closed to human occupancy.

7. rLeg1s1at1on should be enacted to indemnify residents against industrial
injury, including occupational disease, on terms not less favorable than
those extended by law to free workmen.

8. Special attention shall be paid to the wmprovement of fam11y and soc1a1
: ties conducive to good health and rehab1]1tat1on

9. A resident may never be assigned a punishment or work detail wh1ch is
- clearly prejudicial to health,

The objectives for the Health Care Unit and other health related services are
to be supportive of the system standards and objectives }isted.'~This unit is
to provide a suitable environment for resident and c¢ivilian in-house training
programs, and generally must provide a secure, ~yreassuring, quality atmosphere
and working conditions for users, visitors, and employees.

The objectives of the Health Care Unit can be summarized as follows:
1. to provide "first contact medicine” and "all non-hospital care" in
quality and quantity equ1va1ent to that available to the pub11c at
large;

2. to provide a care setting which meets professional and State of
Michigan licensing standards without compromising security standards;

3. to provide a secure, reassuring, profesSiona1 environment condicive to
the vecruitment and maintenance of high quality medical, nursing, and
suppert staff;

4. to maintain security standards and procedures appropriate to maximum
security confinement;

5. to provide secure yet convenient entry and exit for civilian personnel
without passing through yard areas;
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6. to serve all three of the security c1ass1f1cat1ons wh11e m1n1m1z1ng
o vcontact among res1dents from the three areas;

7. to provide a bu11d1ng layout that m1n1m12es the number of'ambu1atohy
~patients within the secured perimeter of the unit and maximizes
surVeil]ance of the areas having patient'access;

8. to provide services and staffing levels which should reduce the
* number and average Tength of stay for off-site hospitalization.

In a qua11tat1ve sense, the building represents a maJor commi tment to provide,
within the prison sett1ng, a highly professional Tevel of health care consistent
with the standards of care available to the general population. In order to
attract and retain a professional medical and nursing staff, the unit must, in

fact and appearance, be well-controlled and provide a secure working environment.

Staff must, of course, maintain a level of vigilance and attention to security
protocols, but these precaut1ons should be natural and be such as to keep the
apprehens1on Tevel down.

| The facility provisions should be of comparable standards to}new construction
in ¢ivilian settings. Staff should not be limited in providing care by lack of
appropriate equipment or space settings.

From the standpo1nt of patients, the overall impact of the setting should add
to their perception of being cared for well. Hopefully, greater satisfaction
with treatment received will reduce unnecessary return visits and ease the
excessive utilization common to the prison setting.

For the staff, access and egress (via security check) should be quick, hassle-
free, and possibly even reassuring in the sense that it contributes to unit
security and their own safety. The total environment should be attractive

‘without extravagance, be efficient yet not overly clinical in appearance,
and have private spaces for relaxation that refresh and reinvigorate.

The architect should take as a cha]]enge the problem of ach1ev1ng the visual
amenities suggested without compromising the needed security or suggesting
the ”codd11ng of res1dents“

It must be remembered that first class health care depends upon the skill of
the providers. With heavy demand for the same skills in other health care
sett1ngs, it becomes highly important that the facility setting be a pos1t1ve
factor in recruiting the necessary staff.

Locationa] Factors

In the example selected for rev1ew a large walled prison with a Trusty division
outside the walls is being augmented by a separate but adjacent 500 bed

medium security prison. The present walled compound is poorly served by the
health care unit and infirmary shownin Fig. 14. This unit is a converted
housing structure and is inadequate from any point of view; physical condition,
capability or functiocnal adequacy. There is little possibility of attracting
the necessary health professionals.into this environment particularly since

all civilian workers would have to cross the prison yard of a dangerously
overtrowded pr1son :
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- While Tong range plans call for the phas1ng out of the large walled prison,
<the site itself will be intensively used in a staged replacement of the large
prison by smaller facilities. While the population is to be progressively
reduced, it will be many years before the total site has significantly fewer

residents.

The problem is to 1dent1fy potential sites which cou1d serve the three distinct
resident groups without physical contact between them, provide a secure and
convenient access to civilian personnel, facilitate ambulance traffic both in
and out, provide a positive and professional image for the Health Care Unit,
“and previde a facility capable of meeting current professional standards.

Site Characteristics and Constraints

In any new building, the site choice is influenced by site grading, soil v
conditions, location of utilities, configuration of‘existing,bui]dings, climatic
orientation, security and access. While all these play a part, the issue of
security and access is the most demand1ng and figures conclusively in the
location choice. :

A review of site conditions and constraints reveals that the most appropriate
Tocation for the Health Care Unit is at the southeast corner of the Northside
compound (see Site Plan - Fig. 14). This location provides the desired setting
for direct staff access while permitting direct controlled access from both
medium and close custody divisions. The site is highly dependent upon the

need for spegific access characteristics that recognize its position.as a
maximum security facility within the medium security perimeter. Assess to the
Health Care Unit is to be via controllable entry points as follows:

Entry A

- ..staff and visitor entry |

- entry for patients frca Trusty division ;

- ambulance pick-up for emergency transfer to community hbspita]s
Entry B .

- escorted patients from the close-custody compound

- unescorted pat1ents from the medium security compound

- emergency arrivals from within the per1meter (e1ther by vehicle or
other mode)

- non-emergency vehjcular transfer to and from comrunity hospitals or
other service sites ;

- staff movement to food services within the medium security enclosure

NOTE: This entry must a]so serve to control movement of medium security
residents to the fenced industry area within the close~custody compound.
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Fig. 14 - SITE PLAN: State Prison of Southern M1ch1gan
Jackson, M1ch1gan

*
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‘ Entry C
- food, Jaundry, and supply delivery and removal
- resident work crews |

The specific building outline and location should be determined while keeping

in mind the need for good visual control of the perimeter from the guard towers,
The specific location of the Health Care Unit exercise yard should provide both
ease of surveillance from the towers as well as a direct, easily controlled
route from nursing units to the exercise area entry. '

Because of its proximity to the medium security perimeter fence, staff will be
afforded safe and immediate access to the Health Care Unit without penetrating
the compound and will be provided with convenient parking near Entry A. The
location near the perimeter fence also provides for de-emphasizing the institu-
tional appearance of the building without sacrificing its secure operation.

An entry and road will be provided from the medium security sallyport to a
covered entrance-way attached to the Health Care Unit at Entry B for ambulance
loading. A road will also be provided for po1nts within Northside to supp1y
Entry C of the Health Care Unit.

Pedestrian pathways will be provided between the Health Care Unit and the Food
Services Building, thevV1siting Area, and the Administration Building.

Access points, entrances and exits to the Health Care Unit should carefully
take account of mixed traffic modes and their security/control requirements.

Staff and visitor traffic to the Health Care Unit will proceed along a paved
road around the outside of the medium security per:meter fence to a lighted
parking area nearest Entry A.

Relationship of Health Care Unit to Existing Facilities and Services

The Health Care Unit is to be operat1ona11y related to the support services
as fo]1ows

Laundry Services. The laundry jocated in the Trusty division wf‘1 service all

units on site, including the Health Care Unit. The Taundry will handle the

Health Care Unit laundry needs including the stringent standards of washing,

packaging, and transportatwon of clean and soiled linens. A1l laundry items

- will be deliveredto a distribution point within the medium security compound,
and then de11vered to the Health Care Unit on a daily bas1s

In the Health Care Unit itself, the following funct1ona1 areas are indicated
in such an operation: a central receiving area including a storage, sorting
and distribution area; a main soiled linen holding room; a decentralized
sojled and clean jinen room in each nursing unit,

A loading/unloading area should be incorporated in Entry C to facilitate the
laundry supply system along with other supply traffic. All incoming and
outgoing laundry items will be subject to stringent secur1ty inspection for
contraband and illegal movement.
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- Food Services. The new Food Services Building within the medium security
compound will supply food for patients and staff and will produce special
dietary meals and shacks for the infirmary popu]at1on No food preparation
will take place in the infirmary area or its nursing units. A1l traying will
be done in the food services kitchen instead and transported by closed carts
~to the nursing units for distribution.

Staff dining facilities will be in the Food Service Building rather than in
the Health Care Unit itself; however, refreshment areas (coffee, snacks) will
be provided for the staff throughout the Health Care Unit.

A refrigerator and some dry food storage areas will be provided in the Health
Care Unit to accommodate non-typical food requirements (minimal), Each nursing
station nourishment area will be equipped with a microwave oven to reheat

those meals which were unable to be consumed at normal meal times.

Food service personnel will deliver meals in closed meal carts to the receiving
sallyport. Carts will be taken from the sallyport to the nursing units. After
the meal service is completed, the meal carts and trays will be returned to

the soiled holding room.

A1l food services procedurés and operations must conform to the Joint Commission
on the Accreditation of Hospitals (JCAH) standards.

Medical Supplies. Medical supplies will be delivered directly to the Health
Care Unit. Deliveries are normally on a weekly, or less frequent basis. A
central supply room directly connected to the delivery .rea is to be provided
under the control of a civilian supervisor. In turn, each nursing unit will
be provided with a clean and soiled supply room.

The central supply area wi11‘have its own sterilizing unit.

Housekeeping and Maintenance. Housekeeping and maintenance services will be
under the direction of a civilian housekeeper utilizing resident porters.

.. Waste Disposal. Waste disposal will be deaTtwith in the fo]]owing ways:

1. Bagging and storage of d1spogab]e material and waste is to be held
for daily pickup fnr removal to the central disposal area.

2. A1l food waste is to be contained on the trays and returned to
food service before sorting and disposal.

3. Bagging and storage in containers of pathogenic waste is to be

held for pickup and ».moval for incineration. A marked holding
area must be provid(: for these purposes.
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Organizational Factors

Detailed planning of the facility provisions must be based upon the considered
demand for services in each category and upon the strategy for delivering these
seryices. The unique circumstances surrounding the project utilized as an
example resulted in the organizational decisions enumerated below.

Within the Health Care Unit, the clinic and infirmary facility will provide
ambulatory and infirmary services on a 24-hour hasis. While most ambuldatory
care activities will occur on a "daytime" schedule, ali components of the
Health Care Unit must be responsive to unscheduled evening and night use as
‘well. The following summary of patient utilization expectations and delivery
system models is included to clarify the general daily demand on the facilities.
These projections are based on current planning assumptions which have been
“articulated by Michigan Department of Corrections personnel.

The design of the Health Care Unit must allow for eVO1ut10nary changes 1n these
assumptions as they become operationalized.

Ambulatory Care. While the Health Care Unit is intended to be the main site
for the delivery of medical care services, resident utilization of the facility
will vary significantly by ambulatory delivery mode. The current population
on-site includes 5700 male residents in three security classifications - maximum
close-custody, including Segregation and R&GC., medium security, and Trusty.

The designed' capacity is based on a total population of 4500 residents including:
500 from a nearby training school. The location of the Health Care Unit in

the medium security compound enhances case finding, and projected reductions

in the total population numbers on-site are expected to affect future utiliza-
tion patterns. As currently planned, however, ambulatory utilization of the
Health Care will include:

Sick Call Triage, Walk-In and Urgent Visits. First contact triage of
medical complaints for medium security residents only will be held in the
Health Care Unit. Two morning triage sessions currently accommodate the
200 residents per week who sign up for sick call. In addition, another
200 medium security residents are seen weekly on an approved walk~in or
urgent visit basis. Thus, approximately 400 visits by medium security -
residents can be anticipated each week for first contact traige and
minor treatment.

Staffing and scheduling of triage, walk-in and urgent visits activities
remain for future policy determination; however, nurse supervisors and
physician assistants are expected to continue as the primary providers
of this care which is designated to occur in the Triage Module (see
Appendix C).

A1l other residents will be triaged at sub-stations elsewhere in the
maximum secur1ty compound. Minor first afd treatment faciiities and
staff for walk-in and urgent visits are expected to also be available
at these sub-stations.

Sick Call, Walk-=In, and Urgent Visit Referral. All residents rquiriqg
immediate and more extensiva consultation, treatment, and/or examination
following sick call, walk-in, or urgent visit encounter will be seen in
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the Health Care Unit. Between 20 and 30 res1dents per day, referred

from the various triage sub-stations, are expected to need such immediate
- follow-up. This care will generally be rendered by a physician in the

Primary Care and occassionally in the Specialty Modules (see Appendix C).

In addition, such patients may be referred to the Tab and Radiology
Modules (see Appendix C).

Specialty Clinics. A1l residents will utilize the specialty clinics which
- will be held in the Health Care Unit. A scheduled appointment system will
regulate patient flow through these clinics. Clinic hours and sess1ons per
week will reflect the availability of specialist consultants.

Current utilization data indicates that a combined total of approx1mate1y
1200 res1dent visits per month are made to the spec1a1ty clinics which
~include:

~ ENT

- Optometry

- thha]mo]ogy

~ Dermatology

- Orthopedics

- Plastic Surgery

- “Internal Medicine

- Urology
"~ - Endocrinology

-~ Neurology

- Hypertension

- Pulmonary

- TB Chest
- Physical Therapy

- Orthopedic Shoe
~Morthly specialty ciinic activities and utilization are expected to increase
by 10-20 percent as case finding and on-site specialist availability are en-
hanced. Daily scheduling of these clinics remains for future policy determina-
tion, however, patient flow through specialty clinics can be expected to include
approximately 80-100 visits per day occuring in the Specialty and Primary Care
Modules (see Appendix C).

In addition, such visits may result in referrals to the Lab and Radiology
Modules (see Appendix C).
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Minor Surgery. = Current ut111zat1on data 1nd1cates that approx1mate1y 160
ambulatory surgical procedures {(those not requiring blood products) are
presently performed monthly. Physician scheduling and availability, future
policy determinations regarding elective procedures, and enhanced case
finding may ultimately increase this utilization. Thus 8-10 minor surgical
procedures daily can be projected to oceur in ‘the ER/Minor Surgery Module
(see Append1x c).

In addition, ambu1at0ry surgery patients can be expected to ut111ze the
support services of the Radiology Module (see Appendix ).

Emergencies. An "emergency" s1tuat1on currently occurs on the average of
twice per day. A1l residents requiring emergency care resulting in the
sudden onset of a serjous l1ife-threatening trauma will be treated and/ovr
stabilized in the ER/Minor Surgery Module (see Appendix C).

Laboratory. Laboratory facilities will be housed in the Health Care Unit.
The 1ab currently processes approximately 2000 blood and urine analyses per
month on more than 1000 patients with total volume expected to increase

as the new equipment becomes available. While some samples are collected
in triage, exam/treatment and inpatient areas, approximately 80 percent

of the patients return to the lab on an appointment basis to provide
specimens. These visits are genera11y scheduled in the morning beginning
at 6:00 a.m.

Such patient visits and all analyses w111 occur in the Laboratory Module
(see Appendix C). ‘

Radiology. Comprehensive X-ray facilities will be housed in the Health Care
Unit. Current data indicates that approximately 1200 X-ray procedures are
performed each month and approximately 85 percent of the X-ray visits are
related to ambulatory services and are scheduled during daytime working hours.
X-ray volume is expected to increase as additional staff and new equipment
becomes available.

X-ray services will occur in the Radiology Module (see Appendix c).

Security Factors

- The Health Care Un1tk1s classified as a maximum security facility,
and as such will be subject to rigorous security controls, survew11ance,
and procedures.

- Patients from medijum security and the close custody compound will
be controlled under close-custody conditions. Patients from Trusty
division will be segregated from the above mentioned classes of
patients upon entry. :

- A1l staff, patient, visitor, mater1a], supply and waste disposal
traffic must be checked through one of the Tisted entry points to
the Health Care Unit; a check will be made both on entering and upon
leaving the Health Care Unit.

- A1l close-custody patients coming to the Health Care Unit and leaving
the unit after treatment and/or consultation will do so under escort
at all times.
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A1l patients entering and 1eav1ng the Health Care Unit may be searched
to prevent the conveyance of contraband, Patients in the infirmary
unit who have received visitors in the Health Care Unit may be searched
and their rooms searched upon departure of their visitor(s); visitors
themselves will be searched upon arrival at the Health Care Unit prior
to visiting with a patient.

The number of patients in the various areas of the Health Care Unit
will be kept to a minimum for security and control reasons.  Waiting
areas will be under direct surveillence and supervision, and large
numbers of patients will not be allowed to congregate in waiting or
circulation areas.

Circu]ation will be segregated wherever desirable to keep staff and
service movement separate from patient movement. Patients will be
under escort when they are mov1ng to and from their clinic appo1nt-
ments.

The elevator should open into an area where the door, as well as

traffic to and from the elevator, is under.direct visual surveillance

- from the security control station. Elevator controls should be capable
of either key or push button operation at the discretion of the security

administration.  Elevator cab size should accommodate a stretcher and

4 attendants with space for auxiliary resuscitation equipment, Cab

surfaces are to be easily cleanable and highly resistant to physical

damage. No sharp projections are to be permitted inside the cab.

Maintenance access panels in the cab are to be secured by lock. Light

fixtures are to be vandal-resistant. Two-way speaker communication

from cab to security control are to be provided as well as floor indicator

Tights above door opening at each floor and in the cab.

The emergency stairwell should open into the same secure area as the
elevator at each floor and at the ground floor level.

Secondary emergency stairwells should be within visual surveillance

~of security control, remotely locked, intrusion alarmed, and should

exit at the ground floor Jevel into the medium security fenced perimeter,
(It may be possible to exit into-the infirmary's fenced exercise area).

Residents admitted to the infirmary will be secured in their assigned
_rooms unless directed by the medical staff to be ambulatory and under
direct supervision.

Provisions for the control of patients occupying the Health Care Unit
must be at a level that will not violate the security 1ntegr1ty of
the prison as a whole.

A1l rooms used for the storage of supplies and equipment must have
heavy duty hardware that requires key operation. Entry points are
to be equipped with intrusion detectors with alarm signals located
in the security control station; a location annunciator pane1 for
signal origin location should be provided.

A1l doors must be capable of locking with a key; electrically operated
hardware must be capable of being unlocked by key in the event of a
power failure,
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- A1l windows and vision panels must-be of security spec1f1cat1on non-
opening, and g]azed with clear 1am1nated glass with one maximum
dimension of 5 inches.

- A1l infirmary bedroom dours must be capable of being locked so that
the occupant may be secured as required.

- No openings for access to plenum, attic or unoccupied spaces are to
be provided without secured access panels located in secured rooms.
Mechanical openings such as grills, registers, etc., leading into
ductways which are located in plenum spaces must not be large enough
to allow a prisoner to enter an unauthorized area.

- Service access for mechanical equipment should be considered outside
~ the security area, but under surveillance of security itself.

- The use of prison steel bars and gratings is to be avoided. Security
type laminated glass and wireglass is to be used throughout.

- No heating controls (thermostats) are to be located within infirmary
rooms or other areas where prisoners have access to them when not under
~supervision.

~. A1l water supply 1lines serving infirmary rooms shall be valved outside
each infirmary room and under control of staff only. Sewer line
cleanouts for each infirmary room shall be located outs1de the
perimeter of the 1nf1rmary room.

- Lighting in infirmary rooms will be controlled within the room with
provision for separate low-level Tighting controlled outside the room
for security check purposes. A1l convenience outlets shall be equipped
with current interrupters to provide safety from dangers of short
circuiting,

- A1l the electrical fixtures and plumbing fixtures as well as mechanical
system fittings shall be fastened in place with tamper-proof fasteners.

- Provisions for a public phone for patients' use is to de included in a
location within visual surveillance of the security control station. Pro-
visions for a patient phone accessible to each nursing unit in the
infirmary and under the visual surveillance of the security contro]
station is to be included also.

- Alarm systems for the Health Care Unit shall be monitored at the
security control station at a simplified alerting panel with indicator
1ights identifying which system is sending the alarm. The various
types of alarm systems are to have their individual annunciator panels
grouped at an easily read position near the alerting panel either in
a cabinet or in a compact grouping. Alarm systems to be included are
as follows: ,

1. Combustion detectors shall be in all rooms, with those
detectors which are located in infirmary patient rooms to

be behind tamper-proof grills. Combustion detectors
shall be inter-connected to motorized dampers in the supply
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and return duct serving the individual space to prevent
spread of fumes and smoke. Where exhaust fans are called
for, they shall be wired to be activiated when the detector
is set off, in addition to the manual switching called for.
The annunciator panel is to be locattd in the security
control station with a system alarm indicator light in the
alert panel.

‘Ambush alarms will be carried by medical and other civilian
staff in the form of a pocket ambush alarm which they may
activate when in need of assistance. The ambush alarm is

to activate an "ambush system" Tight on “he security control
station. Ambush alarms are to have voice transmission cap-
abilities when set off.

An intrusion alarm system is to be provided at doors so
designated in the data sheets. This system is to have the
capability of arming and disarming the individual door's
‘alarm. Provide a system indicator Tight on the alert panel
and an annurciator panel in the security control station.

A nurse call system is to be provided as outlined in the
data sheets and shall further have a system indicator Tight
on the alert panel in the security control station which
will monitor the conditions of the annunciator panel in the
nurses' station.

Remote door locking shall have door locking indicator 1ights
at the alert panel as well as operating switches at each
indicator 1ight on the alert panel.

A TVmonitorwith a motion detector will be installed where
indicated. Monitor screens will be located in security
control station with a motion indicator 1ight on the alert

panel and monitor screens at a nearby, easily viewed position.

Food and related supplies will originate from the medium
security Food Services Building. Equipment, fond containers,
and food waste being returned to the Food Services Building
will require security checks before leaving the Health Care
Unit.

Medical supply deliveries and deliveries of consumable items
and pieces of equipment will be checked by security before
entering the unit; returnable items and waste will also be

carefully searched before leaving the unit. Drugs and -syringes

will be secured under supervision in locked storage in the
Pharmacy. Used needles and syringes are to be immediately

destroyed using crushing devices located in the soiled utility

rooms. Narcotics will be strictly supervised by nursing

- and/or pharmacy personnel, and all containers and syringes or
dispensers will be carefuliy checked each day. Refuse from
this unit must be kept in a secure area until it is collected
for removal from the unit; containers should be chosen for
their ease of inspection.
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9.. Resident work details moving under escort from medium
security to their jobs it the industrial plant ih _the close-
custody compound will use Entry B. There will be one penetra-
‘tion through the wali and this will be used by all traffic
moving between the two compounds. Patient traffic moving
to and from the Health Care Unit will be separated both
phys1ca11y and by scheduling from work qetail the traffic
mov1ng to and from the 1ndu=tr1a1 plant. '

Major Organizat1onal Features

General Form Cr1ter1a

In the broadest sense the Health Care Unit is composed of an ambulatory care
component and a distinct, though related, infirmary component. A1l ambulatory
care services should be grouped at ground level. The infirmary areas may
either be stacked as required adjacent to the ambulatory care unit (Fig. 15a)
‘or above the ambulatory care unit (Fig. 15b). To reduce the required ground
area some sgpportive services may occupy a level wholly or part1a11y

“below grade (subject to site cond1t1ons)

Fig. 15a - Vertical Grganization Fig; 15b - Verticé] Organfzatibﬁ

Tha ground floor should be in some way incorporate relationships as expressed in
the accompanying illustrations. Major areas should relate to a control spine

or center from which good visual surveillance to all major use areas is poussible.
Major areas of patient concentration (primary corridors) should be v1swble from
the control area and lesser concentrations (secondary corridors) should -
visible from the nursing station. (See Fig. 16)

Fig, 16 - Control Diagrams



While the schematic p1an 111ustrated (Fig. 11) is baséd’upon the centrai spine

concept, -the architect is encouraged to explore any feaswae alternative lay-

outs that provide the desired re1at1onsh1ps

The: organ1zat10n of the 1nf1rmary areas must provide a high prnportwon of peri-
meter space to achieve natural 11ght1ng in patient rooms. The architectural
solution may involve infirmary wings built over a base of ambulatory care areas,
or an infirmary block adjacent to the ambulato. . area, or a combination of both.
The relationship of security control areas may take alternative forms as

shown in Fig, 16. Depending upon the number of beds finally determined, this
may require one or more floors to accommodate the total need. In any case,

“psychiatric patients should be housed in a distinct wing as remote as possible

from activity centers. The remaining bed areas should prOV1de a degree of
flexibi11ty in meeting chang1ng care strateg1es

Specific Form Criteria

The Health Care Unit's layout and design must conform to the following organiza-
tion features. These features will be initially described below and elaborated
upon in.the following section as they are embedded in functional relationship

- diagrams and incorporated into a rough schematic plan Tayout. These organiza-

tipnal needs are separately presented so that the design architect understands
the reasoning behind the schematics and is thus able to creatively explore the

~ range of physica1 alternatives that meet the functiona] requirements.

S M1n1m1z1ng the number of ambulatory care pat1ents in the bu11d1ng at:

gwen time

In order to achieve an environment expressing competency and a"professionaW
quality of health care, and thus communicating a sate and controT1ed” e
environment for the benefit of both staff and patients, it is necessary
that only those receiving care and oniy a minimum number of those waiting
for care are present at any one time. The following measures are projected
to achieve this end:

- Triage and screening, except for medium security residents, will take
place at separate lccations with the result that only referrals,
patients with appo1ntments, and emergency vws1ts w111 be sent to the
new buiiding.

"~ A scheduling and communication system will be developed to assure a
controlled arrival rate designed to maximize the valuable time of the
health care providers by having the right number of wa1t1ng patients
without permwtt1ng a build-up,

- Waiting is to be outside the security per1meter of ‘the unif. Once
admitted within the unif, the patient should be in the company of a
care provider with only brief periads of potential waiting {wajting
for a prescription, waiting for the evaluation of an X-ray, etc)

This incidental, short-term. waiting is provided in open waiting areas
in-full visual contro1 from the security statioh and/or the nurse
station. There should be no free wandering patients in the unit.
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b. Activity zoning based on work flow

~ The Health Care Unit is to be organized around the effective delivery
of health care without compromising security issues. Both are achievable
by grouping first contact, high volume care activities near the unit
entry and security control areas. Less frequently utilized services
are further removed, yet near the examination/treatment areas from which
referrals are made. Pharmacy, 2 "last stop" type of service and one
that may experience a small buildup of waiting patients, is also near
entry/exit and under good supervision from the security control station.

c. szual surve111ance of heavy Use areas

The organization of all care modules around an eas11y supervised control
spine keeps most patient movement and waiting in clear sight of secur1ty
personnel. Nursing staff augments surveillance in the same areas and in
secondary corridors (intc primary and secondary care areas).

Staff corridors should be off- ]1m1ts to patients and controlled v1a CCTV
monitoring from the security control station. ‘

d. Vertica]vcontinuity of security contro1

The movement of patients to the infirmary level is controlled by the
security control station at the ground level and passed to centrally
located control points at each of the floor levels. Upper floor
layouts should permit convenient surveillance of all corridors,

Security personne1‘shouldkhave‘f1oor to floor access without leaving
the protected security areas in the event of a disturbance.

Summary

This portion of the manual has described the goals, organization, and major
design features of a comprehensive Health Care Unit and Infirmary in a maximum
security setting. For furiier, more detailed information, each of the numbered
functional modules on the schematic floor plan (Fig. 17) is expanded upon in
Appendix C. Each module is diagramed, all required rooms are listed with
 recommended areas, and a narrative description of the function is included.
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APPENDIX

The material included in this sectien is 1ntended to serve as additional
referance to jssues dea]t with in the body of this report.

Appendix A describes a cost/travel-time-distance model for: eva]uat1ng the
potential locations for secure units. The study was carried out by the

Office of Health Care, Michigan Department of Corrections, in 1977 to provide
information for the development of secure units in Michigan community hospitals.

" Appendix B 1ists the major classes of codes and regu1at10ns which impinge upon
the p]ann1ng of health care facilities. References are given for essential
documents in Building Codes and Zoning Ordinances, Fire Ccdes, Licensing
Regulations, JCAH, OSHA, and Handicapped Regulations.

Appendix C contains material made up of planning and design concepts for a
health care unit in. the maximum security setting. The material was selected
from the Facility Program document for the health care unit at Jackson,
M1ch1gan.

Appendix D contains sample data sheets from a program for a health care unit
‘as an example of how facility requirements should be documented.

Appendix E 1ists types and ‘combinations of professional services.

~Append1x F descriwes an evaluation method with sample data collection sheets
and summary displays.
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APPENDIX A: ACUTE CARE REFERRAL MODEL -

Purpose and Description

The study described in this section was undertaken in 1977 by the Office of
Health Care, Michigan Department of Corrections to provide dec1s1on~ma&1ng
information for the development of secure units in Michigan community hospitals.
The study describes a cost/travel-time- ~distance model for evaluating "seture
unit" Tocation options. A key planning strategy of this and other inter-
related planning studies of health care need is that whilé comprehensive
primary care capability may be feasibly provided at each correctional institu-
tion, the utilization of community hospital resources for acute hospital care
provides the best strategy for achieving the health care goals of the Depart-
ment of Corrections. Th¢ study delineates the system-wide assumptions and
issues related to the distribution of residents in the existing and planned
prison sites and the impact of this distribution on the 1ocat1on or Tocations
of secure units in community hospitals.

The demand. for hospita]iZation in the Michigan Department of Corrections'
system is superimposed upon the project population patterns and models 1in

such a way as to both identify and combine the major cost factors on a compara-
tive basis. Themoduleswill describe the populations, numbers requiring
hospitalization, transportation costs, security costs in transit, dan]y
hospital charges, and security costs at the secure unit. The mode1 is used to
both aid in conceptualizing the system and draw immediate location conclusions.

Given the demand for acute care hospitalization along with prison population
statistics and projections, it becomes feasible and desirable to picture
the system in model form. The model describes the system in terms of its
quantifiable aspects and display the alternatives in a way that discloses
the cost components as well as the overall resources needed to provide care
based on given assumptions. The model is a cost-based model that serves
to compare alternatives rather than to accurateiy predict operating costs.
In its present form, it accurately presents costs involved in transporting
patients and providing security guards in transit and in the hospital
while also representing the basic room charge. Additional charges within
the hospital are not included since they are highly variable and, since they
are independent of location, they would tend to be somewhat proportional to
?a11y room charges and therefore would not tend to vary the outcome on
ocation. ;

Four model runs have -been selected and d1sp1ayed to derive locational advantages
under d1ffer1ng but somewhat predictable circumstances. A cursory analysis
of the prison site locations and population concentrations’'strongiy suggested

that a solution geared to solving the problem for the next decade would require -

a hospital site near the center of the state. Pre11m1nary cost analysis also
favored a single site. On this basis each assumption on pr1son sites and
population distributions was tried using a hospital site in Ann Arbor, Jackson
and Lansing. The study treated the four model runs as though they were
concurrent in time so that the magnitudes of the comparative costs can be
directly compared. In actuality, these different system conf1gurat1ons will
occur at different times and therefore if one were interested in actual cost
figures, the costs should be escalated to reflect inflationary pressures.
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~ from January 7, 1977 (Fig. 1).

Run (A) p1ctures the system as 1t now ex1sts and uses the popu]at1on d]str1but1on

Run/( ) assumes a system popu]at1on increased to 14,335, which is beyond its
capacity.  The system capacity was increased by the add1t1on of the Ypsilanti
facilities, the Holland, Michigan site and two units in the Detroit area,
along with the closing of the Detro1t House of Corrections (Fig. 2).

Run (C) assumeS'the same sites as in (B) but w1th popu]at1ons based on capaC(ty
rather than the present overcrowding (Fig. 3).

Run (D)“assumes the location ofvsecure units at both Lansing and Ann Arbor with
‘populations based on prison capacity as in Run (C) (Fig. 4).

In arder to demonsirate the economic validity of the secure UHit concept,
calculations are displayed that indicate comparable costs for referring all
acute care hospitalizations to the nearest Tocal hospital under guard (Fig. 5).

Model Assumptions

Hospital Charges. The basic charge for a private room was used to indicate

the relative impact of the cost factor. This will not indicate the likely

cost of hospitalization since it does not include operating room charges,
diagnostic and treatment charges. VYet it can be appreciated that inclusive
hospital charges are highly variable and care specific and do not lend themselves
to a comparative analysis.

Security Charges. It js assumed that similar costs would prevail regardless
of location. The yearly salaries for secure unit staffing are added to the .
- yearly totals of transportation and hospital charges so that the percentage

differences from one site to another can be more realistically presented.

Transportation Costs. The transportation costs are composed of two components;
a mileage charge assumed to be 11.5¢/mile and a charge for a secur1ty guard

‘at $7.50/hour. It is assumed that, regardless of destination, a minimum

of 1% hours total is required to clear the patient from the prison and

admit and gain entrance to the secure unit at the hospital. Returning the
prisoner in a similar fashion after discharge involves another 1% hours of
time. Thus, if a patient is moved from Jackson Prison to a hospital in
Jackson, the security quard would be paid for 1% hours, plus the round trip
travel time for both admitting and discharging that patient. If the secure
unit is more distant, the 1% hours plus the round trip travel time increases.
In the examples worked out in this report it has beenassumed that each patient
is driven by a security guard. In actual practice, there are times when a
particularly aggressive patient may require two guards and also some finstances
.where more than one lesser security risk is moved.

Demand for Hospitalization

Parallel studies of demai:d for hospitalization showed that 6 to 7% of the
~correctional population (621 admissions of 9,820 residents) require hospital
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care. The average length of stay of these patients is 9.2 days. This is
somewhat higher than the national average length of stay which is 8.0 days.
Studies indicate that correctional residents in Michigan will need 2 beds/
1,000 population. This calculation of bed need is based on admissions, length
of stay and total patient days of 10,000 residents. At an 80% occupancy rate,
1.89 beds are required for 1,000 popu1at1on '

Hospitals. 1In the model the three sites selected were Ann Arbor, Jackson,
and Lansing. : ; :

Description of Terms for Fig. 1, 2,k3, 4 Comparative Models

1. Population - Lower Peninsula prison residents
Model Run A - Resident populations on Jdanuary 7, 1977
Model Run B - Estimated popuiation January, 1979 ;
Model Run C - Estimated population mid to Tate 1980's

2. Admissions/1000 residents

3. Annual Admissions - Obtained by applying the adm1ss1on rate from column 2
to population of the given prison (col. 1 x col.

4. Patient days/1000 residents - This figure is based on hospitalization
demand studies and reflects differences due to the age and sex of
residents at the various sites.

5. PMnnual patient days - Obtained by applying the appropriate experience rate
{patient day/1000 residents) to be given prison ( col. 1 x col. 4).

' A\
6. Mileage per admission (2 round trips from prison site to hospital) - For
purposes of modeling clarity it is assumed that each admission will
involve a separate trip, one security officer and one patient for both
delivery to and pick-up from the hospital. Road mileage is based on the
shortest route.

7. Annual mileage - The number of admissions times the mileage for two round
trips (col. 3 x col. 5).

8. Vehicle charge - Annual mileage times the State of Michigan rate of 11.5¢/mile
for state vehicles. '

9. Annual hours of travel - This entry converts the tota] mileage into hours
us ing average rates of speed appropriate to the type of road and traffic
conditions involved.

,10‘ Variable staff cost during travel - This represents the annual hours of

travel times an average salary rate of $7.50/hour assuming some regular
and some overtime rates (col. 9 x $7.50/hour). ;
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11. Fixed staff costs in transit - It is assumed that each trip will involve
1% hours of security guard time getting the patient cleared from the prison
and admitted intc the hosp1ta1 A similar time is required at discharge
and reentry into the prison. With a total of 3 hours at $7.50/hour, the
fixed cost equals $22.50 x the number of admissions.

12. Total bed charges - Each ~f the three Tocations have different daily
charges. Current rates are be1ng charged at the Ann Arbor site {(col. 5
daily bed charge).

13. Total comparative costs » This figure combines the total transportation -
related costs with the bed costs (col. 8 + col. 10 + col. 12).

14, Total comparat1ve cost - This figure adds a constant cost reflecting the
security costs and is similar for all locations (col. 13 + 147,063).

Discussion of Model Implications

Number of Units. At the outset it was assumed that comparisons would be made

for various locations of single secure units as well as for combinations of
locating 2 units. Having determined a total bed requirement of approximately
20 beds, it becomes difficult to justify duplication of security guards at
another location.

Based on input from the Michigan Department of Corrections, staffing for a unit
of 20 beds as well as for any smaller unit would require 2 people at all times
and a third person added to the day shift from Monday through Fr1day The costs
for this staffing are as follows:

Day Shift: 8 x 6.00/hr X 3 X 5 X 1.2 X 52 = $44,928
8 X 6.00/hr X 2 X 2 X 1.2 X 52 = $11,980

Evening: 8 X 6.30/hr X 2 X 7 X 1.2‘x’52 = $44,029
Night: 8 X 6.69/hr X2 X7 X 1.2 X 42 = $46,126
$147,063

Thus a total cost of $147,063 is required to provide a security staff at a secure
unit. In order to justify a second Tocation that would require an additional
$147,063, the time-distance savings should be such as to offset this cost. Since
the cost of mileage and security costs in transit for the total system movement
to the least favorable location is in order of $44 000, the secand site cannot

be justified on this ground.

Another way of viewing the trade-off would be to see how many patient days under
24~hour guard in a non-secure hospital bed can be purchased with the same number
of dollars. Since the daily cost of 24-hour guards amounts to $181.44/day, the
system could afford Tocal care for 810 patient days before exceeding the secure

unit staffing cost.

This analysis can be used to demonstrate that the Upper Peninsula population would
have to generate 810 patient days of hospitalization before it would prove cost-
effective to establish a secure unit. The present experience of 174 days/year
indicates that the present mode is the proper one.
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‘In conclusion, there is no justification for providing more than one secure unit
based on cost factors. Any conclusion to the contrary must be based on other
measures of consideration which lie outside the scope of th1s study.

Secure Unit Location. The outputs of the four model runs are summarized in-
Fig. 5. In each case heavy concentration of prison population in Jackson and
Ionia, along with Lansing having the lowest daily room charge, resulted in the
Lansing site being the most cost- effect1ve soTution in terms of the factors
considered. ‘ -

When compared with the Ann Arbor s1té, it can be seen that the 23% advantage for
thz Lansing site is both a function of shorter travel times and a more favorable
daily room charge. ,

When compared! with the Jackson site the differences are slight, approximately
3%. In this case, the travel times favor the Jackson site and the total favors
Lansing due to its slightly Tower room rate. The decision between the two should
be based on the quality assessment of the hospital and the spec1f1c contractual
arrangements.

From Model Run (D) it can be seen that the provision of two secure units, one at
Lansing and one in Ann Arbor, entails an approximately 25% increase in system
cost over the single site at the Lansing location. When the needs of the
Michigan Department of Corrections are viewed in isolation, this additional

cost may not be warranted. When the issues are broadened to include provisions
for Tocal and county prisoners and in modified form for patients of the Michigan
Department of Mental Health, this option may require further consideration.

From an examination of the model results it would appear that a Jackson or
Lansing location would remain viable as a single site solution as long as

present or projected prison sites conform to the expressed Michigan Department

of Corrections strategy. Should the system undergo a rate of growth considerably
beyond what is currently seen as possible, and if this growth is concentrated

in the Metropolitan Detroit area, the second unit in Ann Arbor or even further
east might become feasible. If this possibility is considered 1ikely, the
capacity of the initial unit should be held at a Tower level equal to the average
daily census so that the two units, when required, are both of an efficient:
size.

Cost Effectiveness of Secure Units. A comparison of Model Run (A) and Fig. 14,
which develops the costs involved in the current mode of providing acute care
hospitalization, shows the magnitude of the probable savings. The services that
can be provided in a secure unit at an annual cost of $677,850.00 would cost over
twice this amount ($1,466,940.00) if patients were to be sent to local hospitals
under 24-hour guard.

This dramatic cost-saving, when added to the improved security and administrative
control advantages, should accelerate efforts to implement the secure unit con-
cept as soon as possible.
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AN AREGR ' ) $131/day

SPSM 5623 53 293 492 2717 156 45738 5256 912 6840 6592 355927 374615
MTU 802 57 46 484 388 428 19688 2264 394 2955 1036 50828 57083
MR 1483 57 85 484 718 428 36380 #4184 728 5460 11912 94058 105614
Riverside: 466 53 28 492 226 428 10700 1231 214 1605 562 2960% 33004
Muskegon 807 57 35 484 294 700 24500 2818 430 3675 788 38514 45795
DEHOCO 324 263 85 1760 570 80 6800 782 136 1020 1912 74670 78384
TOTALS 9205 §69 4913 143776 16535 21555 12802 643603 634495

@@ Inciuding security cost $ 841558

LATSTNG. §100/day

SPSH 5523 53 293 492 2717 160 46880 5391 938 70% 6592 271700 290718
MTU 802 57 26 484 388 144 6624 762 133 99¢ 1036 38800 41596
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Riverside 466 53 25 492 226 144 3600 414 72 540 562 22600 24116
¢ Muskegon 607 ... 57 35 484 94 4ls 14560 1674 291 2183 788 29400 34045
DEROCO 324 273 85 1760 570 340 . 28900 3324 578 4335 1912 57000 . 66571
TOTALS 9205 569 4913 112804 12973 16929 - 12802 491300 537250

@ Including security cost $ 684313

- JRCKSON_ 4 0BT ey
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DERDCO 324 263 85 1760 570 236 20060 2307 401 3009 1912 60420 67648
TOTALS 9205 569 , 4913 - 90574 10416 13589 12802 520778 557585

S —————

@@ Including security cost § 704648
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__Fig. 1" — Acute Care Model Run A
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Fig. 2 -—— Acute Care Model Run B
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Datrait £00 53 27 492 246 ggo 8640 994 173 1798, 608, 208076, 28074
TOTALS 11600 657 5725 118402 13667 17767 14786 £06850 653070
@ Including security cost _$ 800133
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Fig. 3 — Acute Care Model Run C
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“Detroit 1007, 500 53 27 . 492 246 164 _...4428 508 88 664 §08 . 32226 34007
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“ ‘ ' ‘ @ Including security cost _$ 382667

{CANSING i ~ , ] _$100/day
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Fig. 4 — Acute Care Model Run D
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$ 558732

Location of Population| Annual | Annual. | Annual | Vehicle St’aff Fixed Bed. Total . Total % Cost

“secure. unit ‘ adm. patient mileage. [ charge . | travel staff cost comparativel including d1fferen-
EE : . -days Lo cost cost cost security [ tial

1 i ' quard cost|

" MODEL A , T : ‘ o

- “ANN ‘ARBOR 9205 569 14913 - 143776 $ 16535 $ 21555 $ 12802 - § 643603 $ 694495 - '$ 841558 +23

CLANSING 9205 569 4913 112804 $,12973 ~ $16929  $ 12802  $ 491300 - $'537250  § 684313 0
JACKSON 9205 569 4913 90574’ $ 10416  -$ 13589 $ 12802 ~$ 520778 ~ § 557585 § 704648 '+ 2.9

© MODEL B : : : ; , , :
ANN -ARBOR 11000 657 ; - 5725 164876 $-°19961 . $ 24719 $ 14786~ § 749975 . . $ 808441  '$ 955504 - +24
LANSING 11000 657 5725 141552 . $ 16278 -$.21224  $.14786 § 572500  $ 624808 '$ 771871 0
JACKSON 11000 657 5725 118402 $.13667 $ 17767 $:14786 .'§ 606850 $ 653070 . '$ 800133 + 3.7
MODEL C ; : L , ,
ANN ARBOR ©9292° 564 4886 146852 $ 16885 ' 22022 $ 12694 $ 640066  § 691647 ~§ 838710 +23
LANSTNGi> 9292 564 4886 - 126592 $ 14558 $-18992 $12694 - $ 488600 $ 534844 _ $ 681907 0
JACKSON 9292 564 4886 113672 $ 13073 - s 17055 . $’12694 $ 517916 $ 560738 - $ 707801 +3.8
MODEL D
ANN. ARBOR .

" AND ) ,

LANSING 9292 564 91449 ~$ 10516 5 13718 $ 712468 5 524344 S 852858
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MTU residents at Ionia and Blodgett Hospita'ls (3 adm. af each.) 30mph __$98.25/day
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Fig. 6 — Cost of Acute Care at Local Hospitals | | |




 APPENDIX B: THE REQUIREMENT OF CODES & REGULATIONS

" The ultimate aim of health care planners and administrators must be to develop -

and maintain health care facilities which meet accepted“levels of: quality,
cost and access1b111ty, and standards comparable to the public sector. This’
"quality control" is achieved from within the Office of Health Care or its
equwva]ent and from without in the form of codes, regulations, and "minimum.
requ1renents" governing design, construction, and operation. Prison-based

- health Gare facilities have not, in the past, been adequately covered by codes

and accned1tat1on standards. Not having been eligible for fund1ng ‘from the

‘Hi11-Burton program, the facilities were not covered by minimum federal stand--
- ards. Staté health departments have tended to exempt prison fac111t1es from
compliance with minimum facility requirements. As a result, prison-based health

care facilifies are genera11y considerably inferior to the1r counterparts 1n

vy‘the community.

Ta remedy the s1tuat1on, correct1ons off1c1a1s through their nat1ora1 organ1-
zations have urged and continued to urge-the Congress to include prison inmates
in federal health programs. Such inclusion would assist in funding but, in
addition, would require compliance with regulations for both operat1ona1 and
facility provisions and thus serve the goal of providing serV1ces equwva]ent

-to those ava11ab1e to the general population.

While 1nc1us1on in federal programs is bofh reasonab]e and desirable, one can-
not be overly optimistic for quick progress: In the interim, some eystems

have initiated efforts to have state health departments. deve1op facility
standards and a process for regular inspectiofi and approval of facilities.

When existing facilities are found to be non-conforming with state regu]at1ons,

‘fund1ng for corrective act1on should be easier to obta1n

28 <The impact of codes and regu1at1ons is both restrictive and benef1c1a1 While

the guidelines and standards set by local authorities, state and federal bodies
are intended to regulate and recommend requirements for health care facilities,
they also have a tendency to complicate the building acquisition process, fre-

‘quently making it more time-consuming and therefore more COst1y;k Codes and

regulations are often inconsistent and are subject to change in requirements;
thus they are sometimes subject to interpretation from one proaect to another,

‘wh1ch in turn modifies planning procedure.

The administrators charged with developing care de]1very in the pr1son setting
cannot be expected to be conversant with the many and detailed aspects of all
codes and regulations. They should however be familiar with the major classes

~of regulations as listed below and then-rely on their contracted professionals

to prov1de the detailed understanding and 1nterpretat1on of requirements.

‘1.~yBu11d1ng Codes and Zon1ngf0rd1nances‘

2. NFPA (National Fire Protection Agency)

~ 3. Licensing Regulations

4. Accreditation Regulations (Jo1nt Comm1ss1on on Accred1tat1on of Hosp1fa1s)k

5. OSHA (0ccupat1ona1 Safety/Hea]th Act)

6. Hand1capped Regulations
~ o 90



Codes and regulations are a planning "fact of 1ife", and there is little
evidence that they will be simplified or become more consistent. A clear
understanding of how the various codes and regulations will affect facility
projects is a critical step in the planning process. Administrators planning
new facilities should attempt to meet the requirements for the general popula~-
tion counterpart of the-faci1ity even if not specifically required at the
present time. This is advised both as a means of achieving equivalency and

avoiding future changes if and when prison fac111t1es become subject to the
same regu]at1ons
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- REFEREI‘CES T0. CODES AND STANDARDS e

'Amer1can Nat1ona1 Standards Inst1tute (ANSI)
_“Standard-No. A117.1 - : i

' "American Standard Spec1f1oat1ons for Mak1ng Buildings and: Fac111t1es i
]Access1b1e to ane Usab1e by, the Phys1ca11y Hand1capped" g

, Amer1can Soc1ety for Tes+1ng and’ Mater1als (ASTM) S o i
- Standard No. E90 = ' N

- "Recommended Practice for Laboratory Measurement of A1rborne Sound Transm1ss1on
- Loss of Bu11d1ng F]oors and Walls"

~Amer1can Soc1ety of Heat1ng, Refr1gerat1ng and Air Cond1t1on1ng Eng1neers (ASHRAE)
l‘Handbooks of Fundamentals" L , . o _ ‘

Amer1can Society - of Heating, Refr1gerat1ng and Air Cond1t1on1ng Engnneer (ASHRAE)

- Standard No. 52-68

"Méthods of Testing Air Cleaning Devices Used in Genera] Vent11at1on for

- _Removing Part1cu1ate Matter"

. Compressed Gas Assocxat1on (CGA)'

" -Pamphlet P-2.7-

: "Standard for Med1ca1 SurgwcaT Vacuum Systems in Hosp1ta1s”

DOP Penetration Test Method MIL STD No. 282 v
"Filter Units, Protective C]oth1ng, Gas- Mask Components and Re]dted Products
“Performance Test Methods” Bl

:'Internat1ona1 Conference of Bu1]d1ng Off1c1a]s (ICBO)
"Uniform Bu11d1ng Code Vo1, 1" :

~Joint Commission on Accredwtatlon of Hosp1ta15 (JCAH)
- "Accreditation Manual for Hosp1ta1s“ ’

National Association of Plumbing- Heat1ng -CooTing Contractors (PHCC)i
"National Standard Plumbing Code" .

Nat10na1 Council on Rad1at1on Protect1on (NCRP)

Report No. 33 ‘

“Medical X-~ray and Gamma Ray Protection for Energ1es Up to 10 MeV
Equ1pment Design and Use" . : :

'Nationa1 Council on Radiation Protect1on (NCRP)
Report No. 34 : : : :
- "Standard for the Use of Inhalation finesthetics (Flammable and Nonflammable)"

National Fire Protection Association (NFPA)

Standard No. 56F
”Standard for Nonflammable Med1ca1 Gas. Systems"
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Natjonal Fire Protection Agency (NFPA)
Standard No. 70 .
"Nat1ona1 E]ectr1ca1 Cada"

National Fire. Protection ‘Association (NFPA)
Standard No. 80
"Standards for Fire Doars and Windows"

Natlohﬁ? Fire Protection AsSociatidn (NFPA)
Standard No. 82
“"Standard for Inc1nerators"

National F1re Protect1on Assoc1at1on (NFPA)
Standard No. 90A

“Instal]ation of Air Cond1t10n1ng and Venti]at1ng Systems"

National Fire Protection Assoc1at10n (NFPA)
Standard No. 101
"Life Safety Codes"

Pub11c Hea]th Service Publication No. 934
"Food Service Sanitation Manual"

Underwriters' Laboratories, Inc. (UL)
Publication No. 181 :

Ay Ducts"

- Joint Comm1ss1on on Accred1tat1on of Hospitals (JCAH)
"Hospital Se]f Eva1uat10n Form for Safety and San1tat1on"

NON-GOVERNMENT PUBLICATIONS

Amer1can National Standards Inst1tute :
1430 Broadway R
New York, New York 10018 - ‘

American Society for Testing and Materials
1916 Race Street - :
Ph11ade1ph1a PA 19103

* American Society of Heat1ng, Refrigerating, and A1r Cond1t1on1ng
United Engineering Center ;

345 East 47th Street

New York, NY- 10017

Compressed Gas Association
500 Fifth Avenue
New York NY 10036

International Conference of Bu11d1ng Officia]s

5360 South Workman Road
Whittier, CA 90601

93

T i



- Naval Publications and Form Center
5801 Tabor Avenue.
 Philadelphia, PA- 19120

~{for DPO Penetration Test Method)

‘Nat1ona1 Association of P1umb1ng-Heat1ng Coo11ng Contractors
1016 20th Street, N.W. .
: .Nash1ngton, D.C. 20036

Nat1ona; Council on Radiation Protection and Measurement
P, 0. Box 30175
Wash1ngton D.C. 20014

“ Nat1ona1 Fire Protect1on Agen”“
. 470 Atlantic Avenue
Boston, Mass. 02210

" ‘Underwriters' Laboratorieé, Inc.
» 207 East Ohio Street o
“Chicago, IL 60611

lfGovernment Publications are available from::

fSuperintendent of Pocuments
~ U.S. Government Printing Office
~Washington, D.C. 20402

H.E.W. Public Health Service

“Publication No. (HRA) 74-4000 ’
"Minimum Requirements of Conitruct1on and Equ1pment for Hospital and
Medical Facilities"
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APPENDIX C: HEALTH FACILITY GUIDELINES

This appendix is included to provide more detailed information on space

requirements, spatial relationships, and functional organization to supple-
ment the material included in the main text. Figs. 11 & 12 are reproduced
here for convenient reference. This schematic plan Tayout identifies each

| of the functional modules by number and provides the reader with an overall:

sense of how the 1nd1v1dua1 modules are related to the scale of the overall
building. ‘

The module descriptions follow in order.
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Space : ' ‘ L |  Total SF

TRUSTY WAITING | W -~ 300
MAXIMUM SECURITY WAITING : 190
NORTHSIDE WIATING S . 300
PATIENT TOILETS (3 TYPICAL) IR 90
Total | ' 880 SF

Three separate waiting areas should be Tocated outs1de ‘the se-
cured zones of the Health Care Unit and adjacent to the entry i
points for residents of each of the three security classifica~

tion compounds (close custody, medium - Northside, and minimum -~

Trusty). This decentralized exterior waiting configuration is :
intended to preclude unnecessary contact among residents of dif- -
ferent security classifications and to facilitate a tightly con-
trolled flow of small numbers of residents into the interior
examination and treatment areas of the unit.

A security control station shou]d be located to allow. d1rect
visual supervision of the Northside and close custody waiting
areas and to permit entry clearance activities (including resi-
dent search and verification of appointment). This security -
control station should be situated to act as the c]earance and
access point to the Dental Unit. '

Health Care Un1t operating policies and procedures shou]d mini~-
mize resident waiting so that waiting area capacities need not
exceed the following provisions: Northside - 25 residents, |

close custody - 15 residents, Trusty - 25 residents. erfwﬂ
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Space R . Total SF

CLERICAL/RECEPTION STATION 100
 TRIAGE CUBICAL (4 TYPICAL) ' 280
MINOR TREATMENT AND FIRST AID ROOM 100
TOILET/SAMPLE COLLECTION | 30
Total | S o 510 SF

First contact triage of medical complaints (sick call) for
Northside residents is designated to occur in the Health Care
Unit. A triaging unit should be located in an intermediate
secur1ty zone adjacent to the Northside resident entry and wait-
ing areas and under the supervision of per1meter secur1ty con-
trol. ,

Triage medical care activities generally will be brief, inter-
view-oriented, private contacts between residents and non-
physician staff, Resident complaints will most frequently be
handled without physical examinations. One examination/treat-
ment room, however, should be provided in the triage area to
axpand the potential functional uses of the module. Further,
the triage process will usua11y result in the dispensing of
medication and occasionally in the collecting of blood and/or
~urine specimens for laboratory analyses. . Proximity to the
‘pharmacy and provision of a toilet and 1avatory are thus de~
rs1rab1e for triaging.
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Clerical support is important to the triage process since
immediate and return appointments with staff physicians,
consulting specialists and lab and X-ray work-ups must be-
scheduled. - In addition, medical records must be available
for each triage episode. ‘ : .

First contact triage is a high volume activity - large numbers
of Northside residents must be screened in a short period of
time. Efficient triaging should contribute to controlling:
the flow of residents into interior health care areas.
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_ Space

o | | o Total SF

ENTRY CONTROL "+ ATION . 150
SECURITY AND CLERICAL CONTROL STATION ; 300
HEALTH CARE UNIT SALLYPORTS (2 TYPICAL) ; 200
ENTRY A (TRUSTY, STAFF, VISITOR ENTRY) ———
ENTRY B (MAXIMUM SECURITY AND NORTHSIDE ENTRIES) ——
PARKING AREA ; , e

Total interior area ‘ 650 SF

Primary security and clerical control should be combined in a
station located so as to readily monitor all access into the
interior zones of the Health Care Unit. In addition to handl-
-1ing clearance functions for the Trusty and staff and public
entries, this station will monitor internal electronic sur-
veillance systems and vertical access to the infirmary, coor-
dinate switchboard and intercom communications, and schedule,
verify.and summon residents for appcintments.

‘Clerical and security staff will work together in this stat1on
but thhout overlapping responsibilities.

Zaes
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Space | | ‘ ~ » Total SF
ANALYSIS AND PROCESSING AREA 160
DICTATION S - 80
TRANSCRIPTION , 120
SUPERVISOR'S OFFICE/CONFERENCE - | 140
ACTIVE STORAGE ~ 125
INACTIVE STORAGE 100
STAFF TOILET | - | ' 30
Total = o 4 | 755 SF

A centralized medical records area for the institution should

be situated within the Health Care Unit interior to facilitate
distribution and retrieval of records in all patient care loca-
tions (ambulatory, inpatient, and triage). Daily medical re-
cord distribution and retrieval at triage sub-stations in the
maximum security compound and Trusty compounds will also be ,
required, this will necessitate a secure delivery and return
system, which does not require penetration into clinical areas.

A1l medical records storage and processing (including d1ctat1on,
transcription, correspondence and analysis) will occur in the
medical records area. As suggested above, record filing (d1s-
tribution and retrieval) w111 be high vo]ume activities since
the patient's medical record must be available for all health
care encounters (visits, admissions, and transfers).
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Space Total SF
CLINIC NURSING STATION - 250
Total 250 SF
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‘ThekC1iniC'Nuréing Station shod1d providé for'staff-circulatﬁoh

of the ambulatory care activities in each of the clinic areas
and should provide staff with a work area for charting, medi-
cation preparation, supervision‘overkinterna1 sub-waiting areas,
and control of patient movement. Storage space should be al- =
located in this area for treatment carts and miscellaneous ‘
treatment supplies. : y T

The Nursfng Station perimeter should permit a view into the'

_ primary care circulation areas and, if possible, to the special~
ty care circulation. The Nursing Station should permit easy

movement to any of the ambulatory care modules but particularly
to primary care and emergency. ; : :

The Nursing Station should be supported with convenient clean:
and soiled utility rooms. One pair of these rooms is to be
connected with primary ca.e, another with the Emergency/Minor
Surgery Module, and a third located so as to conveniently
serve the remaining ¢linical modules.

~ The schematic may be somewhat misleading in showing the Targe

open areas surrounding the Nursing Station. In reality, the
space should be large enough-only for necessary visibility and
circulation. ‘ : L
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Space : Lo ~ Total SF

PRIMARY CAND SPECIALTY SUB-WAITING AREA 150
ANCILLARY SUB-WAITING 150
Total e ‘ 300 SF

Internal Waiting areas should be provided in proximity to
examination/treatment and ancillary service areas. Minimal
internal waiting should be provided. Supervision over these
areas will be maintained by both the clinic nursing station
and the security control station. .
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3 THIS STAFFE CIRCULATION IS NECESSARY ONLY IF NO
THEOUGH TRAFFIC 15 PROVIDED THROULH THE
TREATMENT MODULES Re

Space ‘ | : o Total SF

EXAMINATION/TREATMENT ROOMS (4 TYPICAL) ' 480
UPGRADED EXAMINATION/TREATMENT ROOM : 160
PATIENT TOILET ‘ 30
CLEAN UTILITY ROOM ' 80
SOILED UTILITY ROOM 80
STAFF OFFICES (3 TYPICAL) ' 330
PHYSICIAN ASSISTANTS' OFFICE : 200
STAFF TOILET 30

Total . ’ 1390 SF

As one of the most heavily used areas, the Primary Care Module
should be closely retdted to the patient entry point and under
‘the direct supervision of the clinic nursing station. Patients
will be called from the waiting area outside the security peri-
meter and taken directly to an examination/treatment room. The
nursing station will be the control point for assigning pa=
-tients and providers to examination/treatment rooms.

Patients will be seen in examination/treatment rooms in a manner
completely similar to that of the private setting except that
some patients will not be left alone in the room.  The upgraded
examination/treatment room is to be located nearest to the main
circulation.  These rooms will also be used tc handle un-
scheduled "urgent" visits at any time of the day or night.

i

106



-utilization of the minor surgery component will be scheduled,
- the emergency room must be fully accessible on a 24-hour basxs

”The emergency/m1nor surgeny su1te should be in close proximity ,

&
weLngl

Space ‘ Total SF
EMERGENCY ROOM L ‘ 250

MINOR SURGERY o 250
CHANGING/SCRUB ROOM 100

MINOR SURGLCAL EXAMINATION/TREATMENT ROOM 160

.CAST ROOM | | 180

PATIENT TOILET | . ar E
CLEAN UTILITY ROOM » 80 |
SOILED UTILITY ROOM | 80 |
OBSERVATION/RECOVERY ' 320

PATIENT TOILET (OBSERVATION/RECOVEPY) 30
ANESTHESIOLOGIST OFFICE 110

Total - . 1590 SF

An emergency room/minor surgery suite should be located within
the ambulatory patient care area of the Health Care Unit. While

Patient arrivals to the emergency room may be either ambulatory
or vehicular and the emergency room must be situated near a
primary circulation corridor to facilitate transfer of criti-
cally 111 or injured patients to an ambulance for transport to
a community hospital. Through traffic should be Timited by
providing double~door access ta circulation space within the
modu]e.

to the nursing station and radiology.
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The office for the director of outpatient services, assistant
director of nursing, PA's and physician-in-charge should be
immediately accessible yet distinct from examination/treatment
areas.: Of these, the assistant. director of nursing should have
the most central position to permit supervision of the primary
care area. This area should have access to the administrative
area, and if possible, quick access to the emergency room,
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Space Total SF
GROUP COUNSELING ROOM 160
INTERVIEW ROOMS (3 TYPICAL) 210
NEURO-PSYCHIATRIC EXAMINATION ROOM 120
SOCIAL WORKER'S OFFICE 110
PSYCHIATRIC DIRECTOR OFFICE 110
STAFF PSYCHIATRIST OFFICE 110
SECRETARIAL OFFICE 80
EEG/EMG 140
Total 1040 SF

-Residents coming to the outpatient psychiatric care facility

are expected to be on a schedule basis, although provisions

must be made for the occasional psychiatric emergency.

The

psychiatric outpatient clinic need only be located on the

main outpatient circulation.
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Space Total SF
EYE CLINIC OPERATORIES (3 TYPICAL) ‘ 360
SPECIAL TEST ROOMS (2 TYPICAL) ‘ 140
THERAPY ROOM 100
DISPENSARY AND LAB , : 200
PATIENT TOILET 30
OFFICE ' 110
ENT ROOM (2 TYPICAL) - 120
SHOE ROOM 120
PHYSICAL THERAPY 750
SPECIALTY OFFICE (2 TYPICAL) , 320
STAFF TOILET 30
Total : . 2310 SF

This area will be used for scheduled clinic visits based upon
demand and availability of the specialty providers. Patient
arrivals for appointments will be controlled by the security
control station. Initial waiting will be in external waiting
areas. Patients will be cleared for entry and taken directly
to the examination room. If intermediate waiting is recessary
(pupil dilation, etc.), it will take place in the internal sub-
waiting area. i

While this area is designated "Specialty Care", it should be
understood that many of the visiting specialists will utilize
examination/treatment rooms in the Primary Care Module.

Office space provided in this area is for use of the visitinn
specialists during their presence in the facility. [
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Space Total SF

RADIOGRAPHIC PROCEDURE ROOM 250
RADIOGRAPHIC/FLUOROSCGPIC PROCEDURE ROOM 300
DRESSING BOOTHS (4 TYPICAL) 70
PATIENT TOILET 30
PATIENT PREPARATION/TOILET ROOM 70
BARIUM PREPARATION AND CLEAN-UP ROOM 80
DARKROOM 50
FILM CHECK AREA 60
VIEWING ROOM 150
RADIOLOGIST OFFICE 110
TECHNICIAN'S OFFICE 160
INACTIVE FILE STORAGE 200
SUPPLY AND STORAGE AREA 80
RADIOLOGY RECEPTION AREA 80
Total 1640 SF

Radiology services will be essentially on a scheduled basis.,
Fluoroscopic examinations requiring the presence of a radio-
Togist will be srheduled to coincide with the availability of

~a consulting radiologist. The two procedure rooms should share

a control area. Patients, in so far as possible, will come
directly to the procedure rooms or changing rooms as necessary.
Incidental waiting will take place in the ancillary sub-waiting
area which should have voice communication and v1s1b111ty from
the X-ray recept1on1st s office.

In addition to the specific requirements in the attached data
sheets, there are a number of overriding operational, aesthetic,
and technical issues which have ramifications for the Radio-
logy Module as a whole. These relate to future expansion and
change capabilities, control of patient traffic, spatial or-
ganization and spatial quality.
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Room Flexibility. The data sheets included in this set repre-
sent as clear an articulation of present day needs as can . - =
be made at this time. The high rate of technological change
in the field of radwo]ogy necessitates a strategy‘that permits
more flexibility in selecting equipment of the -varjous manu- . -
-~ facturers. Flexibility is also required to permit changes in

-~ equipment location to correspond to changing needs. For this
reason, all radiology rooms should be equipped withha universal
structural ceiling grid to allow for flexible positioning of
tube supports. . This capability should be matched in the floor
and wall construction by the inclusion of electrical raceways

so positioned as to accommodate equipment relocation.:

Since predetermined lighting fixture locations will tend to
conflict with X-ray equipment, it is suggested that a light- .

ing allowance be established for each X-ray room, but installation
be made after X-ray equipment has been selected. Wall-mounted
indirect fixtures tend to be non-conflicting.

When the supplier of equipment for the various rooms has been -
selected, the architect should verify all installation data and
determ1ne any spec1fﬁc requirements not anticipated in these
sheets. Door openings and clearances required for installing
and removing equipment should be specifiically checked.

Door Tocations should be related to equipment layout to permit
simple movements of patient stretchers into positions for easy
transfer of pat1ents to the X-ray tables. Control areas should
provide both good views of the X-ray table from the foot s1de
and convenient access to the techn1c1an S corridor.

Radiation sh1e1d1ng Shielding requ1rements are to be derived
from manufacturer's spec1f1cat1ons and app11uable code requ1re-
ments.

Spatial quality. Despite the many‘technica1 requirements of
the equipment that are absolutely essential to the success of
the operation, the Radiology Module must be designed as an-area
of patient service. The needs of the patient for a cheerful,
pleasant and humane setting for care must be integrated with
the requirements of efficient operation. Layout of room open-~
ings and decentralized patient holding areas must be arranged
to provide for the privacy of the patient
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‘ Total SF
LABORATORY RECEPTION AREA 80
EKG = ‘ - 120
BLOOD DRAWING 120
- PATIENT TOILET 30
SUPERVISOR'S OFFICE 110
- TECHNICIANS'® OFFICE 160
BACTERIOLOGY 150
GENERAL TESTING 480
Total 1250 SF

Patient access to this area will be for the provision of blood

and urine samptes and EKG testing.
“near the major circulation corridor and ancillary sub-waiting

These rooms can be Tocated

area. The clerk/receptionist in charge will control the flow
of patients both from the external and ancillary sub-waiting

areas.
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Space | o | Total SF
PHARMACY CLERICAL AREA ‘ 80
DISPENSING STATION ‘ ‘ . 50
SHELF STOCK AND PREPARATION AREA 150
GENERAL STORAGE ROOM 100
SECURE STORAGE ~ 40
ADMINISTERING STATION o 60
MEDICATION VESTIBULE o 50
Total , | o ' B30 SF

The institution's central pharmacy has been designated for the
Health Care Unit and should be located in the interior securi-

‘ty zone of the Unit. The pharmacy will have responsibility for

the short-term storage of pharmaceutical supplies and medica=z.
tions and should be maximally secured. A1l medication prepara-
tion and d1spens1ng for both inpatient and outpatient services

will be done in the pharmacy area and will be extreme]y high

vo1ume daily activities.

In addition, direct administering of medications to Northside
residents during both sick call (triage) and medication'ca]l
will be handled in the Health Care Unit. An administering
station thus should be adjacent to the pharmacy but must,

by law, be separate from the pharmacy itself.

!
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Space _ Total SF
MEDICAL DIRECTOR'S OFFICE 140
ADMINISTRATOR'S OFFICE 140
ADMINISTRATIVE SECRETARIES' OFFICE 180
ASSISTANT ADMINISTRATOR'S OFFICE 120
BUSINESS OFFICE 250
NURSING DIRECTOR'S OFFICE 120
NURSING SECRETARY'S OFFICE 100
CONFERENCE ROOM 225
PUBLIC WAITING 150
TOILETS (1 MALE, 1 FEMALE) 60
Total 1485 SF

The administrative component of the Health Care Unit should.

be located with proximity to both the public and staff entry
and patient care areas while precluding resident (patient)
access.  The administrative area should enhance the performance
of office and conference tasks and should include the basic
amenities for limited contact with the public.

Consideration might be given to some modified form of open
planning in order to permit some exposure to outs1de v1ew

for the area as a*who]e.
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. Total SF

Space

CLINICAL STAFF LOCKER ROOM (MALE) 200
CLINICAL STAFF LOCKER ROOM (FEMALE) 200
STAFF SHOWER ROOM (MALE) 90
STAFF SHOWER ROOM (FEMALE) 90
ON CALL/PRIVATE STUDY AREA 120
STAFF LOUNGE - 250
STAFF LIBRARY 200
ELASSROOM/CONFERENCE - 250
STAFF TOILETS (1 MALE, 1 FEMALE) 60
Total 1460 SF
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This area will include teaching and Tibrary facilities to
support in-service educational programs as well. as having
lockers and toileting facilities. for medical, nursing, and
technical staff. The Tocker area for civilian staff does

not anticipate clothing changes, but merely storage of personal
‘articles and clothing., The unit should be organized to
minimize resident access to staff corridors.
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Spaces in this module access. at various locations 1n‘the
building at the d1scret10n of the arch1tect

Space ' ‘ R ‘ = Total SF
CLEAN UTILITY ROOM R ‘ - 80
'SOILED UTILITY ROOM o ‘ : B0
HOUSEKEEPING/JANITOR'S CLOSET - o : - 50
STAFF TOILETS (MALE AND FEMALE) - . 60
STRETCHER/WHEELCHAIR HOLDING SR 60

OUTDOOR EXERCISE AREA | S o AN,

Total ~ i S 330 SF

The rooms included in this module are ‘the rooms providing clin-
ical support functions and yet are specifically indeterminate
in Tocation.  For this reason the room requirements are
described in the following sheets with the specific number and
location of these spaces 1eft to the design arch1tect
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Space Total SF

SECURITY CONTROL (RECEIVING) 80
RECEIVING SALLYPORT , ' 180
LOADING DOCK ; . 220
SOILED HOLDING ROOM ‘ 180
SUPERVISOR'S OFFICE 120
FOOD STORAGE ‘ 100
MAIN SOILED UTILITY 230
STERILE PROCESSING AND STORAGE AREA ' 200
CLEAN SUPPLY STORAGE AND DISPATCHING 750
MAINTENANCE SHOP , 180
HOUSEKEEPING STORAGE AND OFFICE 350
CENTRAL EQUIPMENT STORAGE 400
Total 2990 SF

The receiving area controls the flow of supplies into the build-
ing and from here to the points of use in the building.

There are four major types of material movement: (1) food;
(2) Tinen; (3) reusable supplies; and (4) disposable supplies.
In any case all materials arrive and Teave from this secured
area.

Food will arrive in hand carts at the receiving dock. The

carts will be checked in the sallyport and passed through the
controlled gate for distribution on the floors. Following meals
the carts will be returned to the soiled holding room until they
are picked up for return to the Food Services Building. At
this time the carts move into the sallyport for inspection be-
fore being passed through the secured opening to the yard.
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Space Total SF
DENTAL SALLYPORTS (2 TYPICAL) 140
DENTAL WAITING 180
PATIENT TOILET 30
CLERICAL AREA 140
DENTAL OPERATORIES (8 TYPICAL) 960
HYGIENIST OPERATORIES (2 TYPICAL) 240
PROSTHETIC OPERATORIES (2 TYPICAL) 240
SURGICAL OPERATORIES (2 TYPICAL) 240
ASSEMBLY AND CART STORAGE 120
DENTAL DARKROOM 40
CLEAN UTILITY ROOM 60
SOILED UTILITY ROOM } 60
STAFF TOILETS (1 MALE, 1 FEMALE) 60
6-MAN OFFICE AND CONFERENCE AREA 600
HOUSEKEEPING/JANITOR'S CLOSET _50
Total 3160 SF

With exception of emergencies, all visits will be seheduled
with the arrival rate controlled in a manner similar to the
medical unit. Internal waiting for a maximum of 15 patients
should be under surveillance of the security station. To avoid
mixing patients from different security classifications, visits
will be scheduled in blocks from within the same groups. Each
of the dentists will work two operatories which are to be open
except for low privicy partitions. The shared office space
should provide a minimal Tevel of privacy with access to a
large meeting space. Internal commurication between the Dental
Unit and labs should be provided. However, resident trainees

are to be limited to the lab areas.
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Space Total SF

TEACHING AND PRODUCTION LABS 4000
CASTING ROOM 150
BOIL-OUT ROOM 150
STORAGE ROOM 170
CLERICAL AREA 140
SHIPPING ROOM 144
SUPERVISOR'S OFFICE 120
5-MAN OFFICE 600
STAFF TOILETS (3 TYPICAL) 90
CLASSROOM | 350
LIBRARY 250
COATROOM 110
HOUSEKEEPING/JANITOR'S CLOSET 50
Total 6324 SF

This area will provide a production lab serving the new Dental
Unit in the building as well as other units in the system.

The teaching 1ab is similarly layed out and equipped. Students
in the program take conventional classroom courses as well as
~Tab work. There may be as many as 75 residents in this area -
25 in pach of the labs and the same number in the classroom.
Except vor the delivery of work to the dental area, the Tlabs
should be as separate from the operation of the Health Care
Unit as possible.
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Space E e Total SF
INFIRMARY ROOM (83 TYPICAL) , 9960
INFIRMARY ROOM TOILETS (83 TYPICAL) 3320
TREATMENT ROOM (EACH NURSING UNIT) 240
NURSING STATION (EACH NURSING UNIT) 450
TUB ROOM (EACH NURSING UNIT) , 160
SOILED UTILITY (EACH NURSING UNIT) 160
CLEAN UTILITY (EACH NURSING UNIT) , 160
HOUSEKEEPING/JANITOR'S CLOSET (EACH NURSING UNIT) 100
STAFF TOILET (5 TYPICAL) 150
PA/STAFF OFFICE 160
DIRECTOR IN INPATIENT SERVICES OFFICE 140
LOUNGE/CONFERENCE 120
DAYROOM 200
SECURITY CONTROL 100
Total : 15,420 SF

e

1 '
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Patients admitted to the infirmary will be escorted to the
assigned nursing unit. They may arrive on foot, wheelchair

or stretcher. A1l patients except for those in the psychia-
tric ward will be locked in individual rooms. Room assign-
ments will be based on conventional medical, surgical and
psych1atr1c groupings. Within these categories, those requir-
ing a h1gher level of nursing care will be grouped close to

~ the nursing station and those requiring isolation will be
located away from traffic.

Once admitted, patient movement will be limited and controlled.
The Targest volume of movement will be the scheduled option
(privilege) to use the dayroom. This and all other movement
will be supervised by custodial personnel. Other patient move-
ment will involve 1nfrequent use of the bath and examination/
treatment room.

Visiting wi11 be infrequent since all ambulant infirmary pa-
tients will receive visitors in the visiting areas in the
Administration Building. When a patient is bed-ridden Tong
enough to qualify for a visit, the visit will take place in
the patient room.

It should be emphasized that the schematics herein contained
are intended to convey desired relationships rather than a
specific architectural configuration. The design architect
must develop an approach to relating the infirmary areas to
the ambulatory care components in such a way as to achieve
as many of the following requirements as possible.

- Provide security control of all movement into and out
of nursing units,

- Provide divect visual surveillance of nursing unit
circutation from securwty station in so far as possible.
Where direct V1s1b111ty is not possible, utilize CCTV

“monitoring.

- Organize nursing units to minimize number of reguired
nursing stations. Provide not less than 20 nor more than
36 beds per station.

- Locate nursing stations to minimize travel distances to

~patient rooms and augment visualization of nursing unit
circutation,
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Total SF

PSYCHIATRIC NURSING STATION 225
SINGLE ROOMS (10 TYPICAL) 1500
SHOWER ROOM 40
5-BED WARDS (2 TYPICAL) 1000
PATIENT TOILETS (2 TYPICAL) 60
SECURITY BEDROOM WITH TOILET AND LAVATORY (3 TYPICAL) 420
SECURITY BEDROGM WITHOUT TOILET AND LAVATORY 120
TUB ROOM 80
PATIENT TOILET 30
DAYROOM/DINING ROOM - 300
STAFF CONFERENCE ROOM 150
OFFICE (DIRECTOR/PSYCHIATRIST) 110
UPGRADED EXAMINATION/TREATMENT ROOM 120
HOUSEKEEPING/JANITOR'S CLOSET 80
CLEAN UTILITY 80
SOILED UTILITY 80
INTERVIEW ROOM 70
Total

4465 SF
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Three rodes of accommodation are required ranging from open
~ward accommodation for those who benefit by association with
others to more typical single rooms with toilet, Tess shower,
and specially prepared, less vulnerable rooms for disturbed
security patients. The Psychiatric Infirmary Unit will be
separate from all other infirmary units with its own staff and
treatment space to minimze movement out of the unit.

Acute psychiatric patients may be admitted to the infirmary
directly from a housing unit, work assignment, or following
examination in the outpatient psychiatric unit. In some
cases, the patient will be sufficiently agitated to require
3-4 attendants to effect the transfer.
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APPENDIX D: DATA SHEET FOR FACILITY PROGRAM

State Prison of Southern Michigan

Hea“h CarE‘U'ﬂt : - Location |- . Sheet
3,2 Security and.Clerical| M-3 |P. 51

Control Station

FUKCTION

ACTIVITIES

SPECIAL CONSTDERATIONS

To provide space for security and
clerical .personnel to coordinate and
cantrol staff, visitor, and Trusty
resident accass to the Health Care
Unft.- To provide spaca also for the
overall sagurity suparvision of health

' care areas and activities and for the

coordination of voice: communication
and electronic monitoring.

Monitor and contral the entry and
@xit of the Trusty Division residents.

- Monitor and control activities in the

Trusty waiting area.
Search Trusties and verify appointments

Communicate with the nursing station
in the examination and treatment area.

Coordinate telephona and EMS communi-
cations.

Control:resident flcw {nto examination

and treatment areas,

“Monitor and control the entry and exit

of staff and visitors.

Oparate designated doors and gates,
Monitor and control as necassary acti-
vities in interfor c¢linical areas in-
cluding corridors and {nfirmary.
Operate and monitor as necessary elec-
tront surveillance devices in remote
Health Care Unft areas,

Honftor voice communication syétems.

Monitor fire detector and fire alarm
indjcator lights.

Monitar computer terminal.

Coordinate and temporarily store new-
1y admitted patients' parsonal {tems.

Provide privata office spaca for sar-
geant (custady) with vision panels

in walls and doors for maximum visi-
bility into module,

" Provide a spatially "open" plan for

e2se of movemént within and maximum
visibility to a1l adjacant spaces and
corridors. (The sargeant's office
must not obstruct viston to adjacent
ctreulation spaces).

Locate indicators/annunciators Sc as
not to interrupt visual access to ad-
Jacent araas.

Provide acoustic privacy from'adjacent
spaces and corridors. :

Pravide a fully secure counter-height
work station with glass enclosure pro-
moting maximum visual communication
and control of adjzcent spaces,

Provide for verbal communication with
Trusties, staff, visitors and to.the
‘sacure interior of the Health Care Unit
by way of baffled glass or equal.

QCCUPANGY

LOCAT 10N

AREA

“EQUIPMENT

Fixed

Major Movable

2~3 security guards

2 clarks’ + swith board operator

Directly accassible to/from: Health
Care Ungt\sa11yport {Trusty, visitors;
and staff), sargeant's office. :

Directly adjacent to: all 1n¢om1ng

© patient ¢irculatish, Trusty waiting

araa, the Trusty, visitar, and staff
antry, the sscure interior of the am-
bulatory care portion of the Haalth
Cara Unit, the patient and staff sles .

vators té. levels above or below.

Direct visual access to/from: interior
sub-waiting areas, main patient ¢ircus-
lation space within the Health Care
Unit, entries to patient cars suites,
clinic nursing station, Trusty wait-
ing: room, the Trusty, visitor and
staff antry to the Health Care Unit,
corridor leading to vehicular saily-
port, patient tollet (in trusty wait,)

1300 SF ({ncluding office space)

a) VBuilt-countsr: 30“'work1ng height
at parimatar of space with lackable
storage units and leg space helow

b) Ramote door 1o¢¥_cdntrol consale

c)  Combustion 1ndicatbr/annpuciator‘

d) Intrﬁsion fndiéatnr/annunc1§tor

¢) Tglephoﬁe switchbaérd

f) Master 1nterccmkstatioh

g} Ambush 1nd1cator/annunéiacof panel

h)  Computer- terminal and print out

1) Wardrobe (in office) '

1) Tackboard (1n office)

k). Bookshelving (in aff1ce)

1): Telephone {in office)

és 6 posture chairs {4n guderal area)

b} Desk (in offica)

¢} 2~ two drawer file cabinets (in offica)

d) Swivel Armchair (in office)

) Two straight armchairs (in office)
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State Prison of Southern Micjhﬁgﬁan"

Health Care Umi ‘ fu-,c.,.o;, Shaet

3.2 Security and u1er1ca1 M-3 | P51
Control Statjon ‘ ‘ ‘

MECHANICAL SERVICES

m» Truntment Ory<bulb temp.: 67-75° F

Ajr Mo%mgn}: ~Room- pressure :QNegat‘l ve

) Positive
e Equal
. Air change rate: 8 per hour
Exhaust: : 100%
(%] Reci rculated
Piped Services Hot watar [ JHasta drain
Cold water [JFloor drain
Oxygen{ . ) (%] Sprinklad
Vacuum( :

Comprassad air( )

ELECTRICAL SERVICES

I1lumination Ganaral: 39 FC :
. (¥ Intarior switching

C]Extarfor switching

(]2 fc security check
Special: 70 FC - work surfaces

Power Supply 3l 110v duplex outlets to be& spaced
evanly

Tl k=ray pcmer efrcuit

[» To fixed equip. par spncifications

ﬁ Emergency power supply

(%] Supply to power-operated door

a):" 3 above counter spacad evenly,
© -2 an opposite wall

Interfor Partitions

SECURITY SYSTEMS

{HXKeyed entry
{with optton to leave uniocked)
IXayed exit
Remote over-ride !ucking/unwcking
Remote door-lock control panel
Exterior dezd-bolt tock
Power-door control console
Unauthcr‘lzad intrusion alarm
ntzusion indicator/annunciator
’«oom occupancy domz light
ETV surveiliance monitor

\

TV surveiilance scraen
Locked cabinetry
Security check low-lavel lighting

a) Contrelling remote fire dogrs
b) Health Care Unit sallyport

BUILDING ELEMENTS

P A LA SEL LR

Floor Finish :  Type 1 - carpeting
. e . Special:
Walls Finish :

Spacial: Type A - secure

Visfon Panels Ht. above f‘tuor- 38" - all walls

adjacent to patiant

circulation
Haight :
Special:

Window P2ss Through Type - @ Type 2
. Spacials

Ceiling ~ Finish  : Type z - secure
Min. ht.: 8' -
Special :

Doar Access to: Health Care Unit sallyport
Construcﬂon‘ Type 1 - steel
Width: 38"
Action: swinging inward
. Locking system: Sae SECURITY SYSTEMS
Vision panel
Lead Tined
Armared panel attached

Communication [F] Telaphone (1) Power operated
(*} Telephone switchboard
[ Remote intarcom station a) Above 36"
(*|Master intercom station Ooar : Accass to: Sargeant's Office Area
("} Emergency nurse call station Construction: Standard
C]Nurse call - two way {} Width: 30"
| ] Nurse call console Action: Inward Swinging
[*] Ambush indicator/annunciator -Locking system: Kayed entry
Combustmn datector Vision panel
(#]Combustion {ndicator/annunciator Lead Tined
C)Mystalogical moni tor ous\uts Armored panel attiched
iPower opaeratad
Clipson/Wehrer Plannmg Consultants

3082 South State St. Ann Arbor, MICh

‘Telephone 313/995-0550
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- responsibility for a reasonable number of the requivements, while another may ‘

~ APPENDIX E: SCOPE OF ARCHITECTURAL SERVICES

~f ~ SCOPE OF 9Envrrﬁq

R

" The combinations of services required for specific projects are as varied m B
as the projects themselves. Similarly, the allocation of responsibility for -
specific services varies from project to project; one owner may undertake 8

request the architect to provide most services. The following Tist of
services is offerad to help establish responsibilities for services r@qu1red o
for a specific project prior to developing the estimated cost of those .
services and the terms of the owner-architect agreement. ® The services = ,
described below are grouped into genera11y chronologicai design and construc«
tion phases for consistency with group1ngs used in current AIA documents. -

~ “Asterisks on the summary 1ist of services designate those services histori- 0 1
", cally considered "Basic Services" under AIA Document BI41, Standard Form of . . =~
" " Agreement Between Owner and Architect, and it-is suggested these be -

7. .considered the m1n1mum services-to be—pr0v1ded by the architect.under~most

3

. circumstances.  STHEL g e

The detailed 1ist of services prov1d9¢ broad descrlptions of 1ndiv1dua1 . |

- phases, a list of the services incliuded under each phase, and narrative

descriptions of each item of service. While these lists and descriptions are

intanded to be guidelines only, they hopefully will establish consistency

of terms that will permit interfacing compensation management w1th,bus1ness ‘
management and project management in architectural offices. - -

The descriptions of items of service, which are general 1nd1cat1ons of
the potential elements of each item of service, should be carefully reviewed
for each project and revised as appropriate for specific proposals and cost
estimates. The 1ists and descriptions of services are not to be construed
as standards of performance for the arcnitect on any particular project.

‘project.

headings for services not required. Not all architects will offer the full

Rather, they are intended both to permit better understanding between.cwner |
and architect of the scope of services required and to assist the architect
in estimating the cost of those services. The listed descriptions are
intended to be only a starting point and should be modified appropriately

to reflect the understand1ng reached by owner and archxtect for each spec1f1c

Users of - these guadel1nes may supplement the prwnted T7st of serviceas
provided on certain of the forms by filling in the blank spaces or deleting

scope of services described and few projects will require all of the listed
services. The lists and fgrms herein are intended to be used for estxmat1ng
ccsts of services and prep§r1ng proposals only. : B

»
£
"2‘
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“SUMMARY LIST OF SERVICES

Phase 1. Pre-Design Services ...

e 1.01 Project Administration .

702 Factlity Programming -

: .03 Space Schematics/Flow Diagrams
2204 Project Development. Scheduling

%

<05, Project Budgeting - ne: Lo
.06 Economic Feasibility Studies R e e
7%:07 Agency Consulting/Review/Approval ... .0
-0B:Existing Facilities Surveys Ly

.09 Owner-Supplied Data Coordination
<10 Presentations AR e _
cape Hl-Marketing Studies . - . . e s

.12 Project Financing o "“

ik - e .;.‘.n;:..*ww;;..:f 15'”1‘3?' PO ERR
Phase 2,.".Site Analysis Servjces

P
LR

2.01 Project Administration
.02 Site Analysis and Selection

_+03 Site Davelopment Planning
.04 Detailed Site Utilization Studies
.05 On-Site Utility Studies
.06 Off-Site Utility Studies

.07 Environmental Studies and Reports
.08 Project Budgeting

.09 Agency Consulting/Review/Approval
+10 Zoning Processing Assistance ,
~+11 Owner-Supplied Data Coordination
.12 Presentations

+13 Project Davelopment Scheduling

Phase 3. 'Schematic Design Services

#3.01 Project Administration ;

* .02 Architectural Schematic Design

* .03 Civil Design Concepts'. '

* .04 Structural Design Concepts

* .05 Mechanical Design Concepts

* .06 Electrical Design Concepts

.07 Landscape Design Concepts

.08 Interior Design Concépts ‘
.09 Statement of Probable Construction Cost

.10 Agency Consulting/Review/Approval
.11 Owner-Supplied Data Coordination
.12 Presentations ~

% F kb
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.13 Project Development Scheduling
Phase 4. Design Development Services

*#4.01 Project Administration
* ,02 Architectural Design Development
* ,03 Civil Design Development
. * ,04 Structural Design Development
~* (05 Mechanical Design Development
* .06 Electrical Design Development
.07 Landscape Design Development
.08 Interior Design Development
.09 Cutline Specifications
.10. Statement of Probable Construction Cost
.11 Agency Consulting/Review/Approval
.12 Qwner-Supplied Data Coord1nat1on
.13 Presentations
.14 Project Development Scheduling

L R

Phase 5. Construction Documents Services

*5.01 Project Administration
* .02 Architectural Working Drawings
* .03 Civil Construction Documents
* 04 Structural Construction Documents
* .05 Mechanical Construction Documents
* .06 Elactrical Construction Documents
.07 Landscape Construction Documents
.08 Interior Construction Documents
.09 Specifications
.10 Statement of Probable Construction Cost
.11 Detailed Construction Cost Estimates
* .12 Agency Consulting/Review/Approval
* .13 Owner-Supplied Data Coordination
* .14 Document Checking/Coordination
.15 Special Bid Documents

% %

Phase 6. Bidding or Negotiations Services

*6.01 Project Administration

* 02 Bidding Documents

* .03 Addenda

* .04 Bidding/Negotiations

* .05 Bid Evaluation ’

* .06 Construction Contract Agreements
* .07 Agency Consulting/Review/Approval
* .08 Owner-Supplied Data Coordination
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.09 Ana]ys1s of A]ternates/Subst1tut10ns : | RN
.10 Spec1a1 Bidding Services - :

| 'Phase 7. Construction Contract Administration Services

~

.01 Project Administration
-* .02 Construction QObservation : e . s
-* .03 Shop Drawings/Submittals Review N
* .04 .Construction Cost Accounting =~ o e e,
- * .05 Supplemental Documents SR R
i .06 Quotation Requests/Change Orders <~ 2 T e
. .07 -Testing and Inspection Coordination ~ LT e e
Tyat® 08 Project/Monitoring Schedule i Dol :
- ® .09 Agency Consulting/Review/Approval ‘
~on ® 0010 Qwner-Supplied Data Coordination
.11 Full=Time Project Representat1on
* .12 Project Close-Qut
* .13 Civil Engineering
* .14 Structural Engineering
* .15 Mechanical Engineering
* .16 Electrical Engineering
o .17 Landscape Architecture
o .18 Interiors

| Phase 8. Post-Construction Services

8.01 Project Administration
.02 Maintenance and Operational Programming
.03 Start-Up Assistance
-04 Record Drawings
.05 Warranty Review -
.06 Post-Construction Evaluation

Phase 9. Supplemental Services

9.01 Special Studies
.02 Computer Applications .
.03 Fine Arts and Crafts .
.04 Non-Building Equipnent Selection
.05 Design of Special Furnishings
.06 Value Analysis
.07 Life Cycle Cost Ana]ys1s
.08 Environmental Monitoring
.09 Presentation Models/Renderings
. 10 Mock-Ups
.11 Demolition Projects
.12 Tenant-Related Services

R




13 Graphi{:s ' e ' L B SR e T

.14 Energy Studies S SR T e g S

.15 Project Premotion . : o S R

.16 Quantity Surveys .. S e SR
DETAILED LIST OF SERVIGES . ol o R R

 pHASE 17 PRELBESIGN § seRvices T e e

Phase Descr1pt1on R ‘ L _-"~’fr;;;ﬁu

'In the Pre»Des?gn Phase the aruh1tect pravwdes those services necessavy ta
establish the.programmatic, financial and time constraints and requiremants
for the pr@ject prior to beg1nn1ng des1gn. e e
A RS a i (lion ST P R
List cf Serv1ces Cr e m B EAT T

; Q&}jﬁyr‘-*(,r‘w : Lo L. ,;‘.‘._:-_ e

1. 01 Praaect Administration - . . 1 o

.02 Facility Programming ‘ e -

.03 Space Schematics/Flow Diagrams ‘ TR

.04 Project Development Scheduling

.05 Project Budgeting

.06 Economic Feasibility Studfes 5

.07 Agency Consulting/Review/Approval

.08 Existing Facilities Surveys

.09 Qwner-Supplied Data Coord1nat1on

.10 Presentations L

.11 Marketing Studies’

.12 Projact Flnanc1ng

Descr1pt1on of Serv1ces

1.01 Project Administration services relate to all administrative functions
necassarily undertaken by the architect in providing services during
this phase of the owner's project and may include initial consultation in
project development and project-related research, confereuces, cor-

respondence, travel, progress reports, etc. These services do not include
general firm management.

1.02 Facility Programming services relate to establishment of a detailed set of
requirements for a proposed facility. This often includes determination
of: quantity, size, technical, human, and physical requirements of each
type of space; funct1ona1 1nﬁerre1at1onsh1ps among: spaces; requirements
for flexibility and expandability; needs relative to special equipment and
systams; and site requirements. Programming may be staged to provide only

basic requirements 1n1t1a]1y, with more detailed requ1rements establ1shed
as needed.
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1. 03 Spaco Scbemat1cs/F10w Diagrams services relate to development of d1agram«
-+ matic stucdies and pertinent text relative to: internal functions; human,
vehicle and material flow patterns; and general space allocations. They
are customarily developed in collaboration with the owner and may include
"a datailed analysis of all operating functions and studies of adjacency,
. circulation and traffic patterns. The studies will normally relate to:
numbers of personnel; special facilities and equipment requirements;

materials handling; fTexib1]1ty and expandab1]1ty, and site requ1ramants/ o

,~1 ccnstraznts. ;;»m

1 04 Pwﬁject Deve?opment Schedu11ng services relate to estab?ishwng wvth ar

sTor the ownar a schedule for overall development of a project. It will

sual?y entail careful determination of the architect's services, the

" owner's responsibilities and the design and construction procadures to

be followed., Scheduling is used to establish a time framework for pre-

.. design services, decision-making, des1gn, dacumentatTOn and construction.

. Tt can reflect overlapp1ng of the various service phases, including
_design. and construction, when appropriate. The schedule should usually
“be kept flexible at thws early stage, and a contingency to permvt
schedu1@ adjustment shouid be incorporated.

1.08 Pro;ect Budgeting services relate to development of probable costs based
on programming and scheduling studies. It usually consists of:
conversion of net programmed areas to gross areas, use of factors
appropriate to the particular project to develop an initial probable
gross area; conversion to a probable construction cost range by applica-
tion of updated unit cost data from other completed projects with
similar requirements; and the addition of estimates of related costs
such as site development, landscaping, utilities, furniture, equipment,
and design costs. Adjustments in scope of program, quality standards
and/or project budget may be required at this time. When the owner has
approved a project budget it can be used in economic feasihility studies.

1.06 Economic Feasibility Studies services relate to economic analysis and
determination of economic feasibility of a building project. The
servicas may include: estimates of total project cost; projection of
owning and operating costs; cash flow requirements; return on investment;
- and probable financing neéds. Total project cost estimating will usually
include costs of land, construction, furn1sh1ngs and equipment; compen-
sation for design professwona]s, interest, insurance and taxes during
construction; legal fees, miscellaneous and contingency items. Projecting
financial needs includes establishing necessary equity, cash and loan
requirements, and expected interest and amortization payments. Cash flow
requirements may be projected for the pre-design, design, documentation
and construction periods based on the estimated project costs and the
project development schedule. Owning and operating cost projections may
include both total project cost amortization and operating management
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. - costs including: utilities, maintenance, repaffs' rep1acémeﬁ£§;w'updf1é§;”7€f§f~zf
~ staff and contracted services. Comparat1ve economic feasibility studies .

may be needed for alternat1ve design schem&s and opt1uns for a part1cu1ar

project. ;,:,,
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1.07 Aqency Consu1t1ng/Review/Approva1 services relate tn bctﬂ gnvernmenta1
and non-government entities wnich have statutory or non-statutory 1mpact
on a proposed project. They may be local, county, regional, state and/or

o ! federal agencies having jurisdiction regarding applicable Jaws, statutes, = 4

e - regulations and codes; or they may be user or community groups with Tittle - -

i . or no statutery authority but significant influence on approving agencies

i - 7. and Individuals. The architect may: do extensive agency consulting,

( ~ research critical applicable regulations and community attitudes, _prepare

KEY written and graphic explanatory material, and appear on the owner' S

o behalf at a wide range of agency and community meetings.

)

1.08 Existing Facilities Surveys services relate to researchwng, assembling, '~
. raviewing and supplementing information for projects involving alterations
and/or additions. They may include photographic, measurement and capabil-
ity surveys of existing facilities and systems. When original construction
~documents and initial systems design data are available, a building
measurement check and a review of the design data may be needed to verify .
accuracy of original documents and to record any changes from the ariginal.

1.09 Quwner-Supplied Data Coordination services relate ta reviewing, handling
and coordinating data furnished for the project as a responsibility of the
owner. Site visits may be needed and the architect's services may include
astablishing criteria and assisting the owner in arranging for the data.
In this phase, acquisition of preliminary and exploratory surface and

subsurfaca s1te information is a typical actwiﬁy .

1.10 Presentations services relate to presentations, to the awner and c?ase1y
related groups, of the material and studies prepared under this phase.
They may include presentations to individuals, building committees, staff
‘and user committees, boards of directars, groups and individual repre-
senting financial 1nterests, and any spec1a1 consultants retained by the
owner,

1.11 Marketing Studies services relate to determination of need for and/or
the social, economic and political acceptability of a proposed project
and may range from a very simple to a highly sophisticated survey of the
market., Marketing studies do not apply to all building types but do
often apply to non-profit as well as profit-making entities. The service
is often provided by consultants and is often required by f1nancxal
approving entities. :
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7 12 Project F1nancing_serv1ces relate to obta1n1ng f1nanc1ng commi tments from
. financing entities. The service may be provided in its entirety, or the
architect may simply assist the owner in preparing and submitting data,
e including supplementary drawings and documentation, to private and/or
< public.financing institutions. Project financing may include the need
+ . for seed money and financing for: interim planning and development;
e ccnstructwon and. Yong term mortgaging. L
r*.h""v‘é‘ M
Gn ﬁhe fbrms th& b1ank Ylnes numbered .13 through .20 are prov1ded for entry Y
" ‘of additional services for a specific project and/or for entry of estimates R

or'quotations from consultants. and others falling under the classification of
Qutside Services.ﬂ;“ G

S .‘,r o

| PHASE 2: " SITE #NALYSIS ssmcss L A e

4Phase Descr1ntion

In the Sxte Ana1ysis Phase the arch1tect prov1des those services necessary to
establish site-related constraints, requirements and planning for the project.
Some of the services will normally be provided during pre-design activities
and some during project design. They are grouped here 7or convenience to

~identify the site analysis services normally required during the early stages
of project deve?opment ;

List of Services

2.01 Project Administration
.02 Site Analysis and Selection
.03 Site Development Planning
.04 Detailed Site Utilization Studies
05 On-Site Utility Studies
06 Off-Site Utility Studies
.07 Environmental Studies and Reports
.08 Project Budgeting
.09 Agency Consulting/Review/Approval
.10 Zoning Processing Assistance
.11 Owner-Supplied Data Coordination
.12 Presentations
.13 Project Development Schadullng

PDescription of Serv1ces :

2.01 Project Administration services relate to all administrative functions
necessarily undertaken by the architect in providing services during this
phase of the owner's project and may include initial site consultation

and project-related research, conferences, coordination of the work of in-
hot. 2 personnel and outside consu]tants, correspondence, travel, progress
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2.02

reports, etc. These services do not include general firm management.

Site Analysis and Selection services relate to the process of analyzing
and ultimately selecting a site and basically entail assisting the owner
in evaluating sites for a propased project or locating a site, for the

 owner, to meet the needs of the proposed facility. Specific operations

may include comparative studies of the physical characteristics of
alternative sites to test the adequacy of each with regard to the pro-

- posed project. Sita analysis also usually entails a detailed study of

2.03

2.04

topographic and subsurface conditions, utilities, zoning and land use
requirements, parking and traffic flow regulations, and determination
of deed restrictions and any existing or proposed easements, etc.

. Studies of labor potential, avajlability of special skills, 1abot;

relations and public relations values may also be included.
Site Development Planning services relate to the preparation of develop-
ment pians for a site considering land utilization, structures placement
and massing, .facilities development, development phasing, circulation
and utility systems, and parking and landscape forms for the creation of
a pre=-planned, total environment.

Detailed Site Utilization Studies services relate to more detailed
analysis of a particular site than is needed under site development
planning and may be necessary to develop the full utilization capzability
of the site and to determine optimum location of facilities. Activities

“within this service heading may include: a review of existing conditions

and site information, a soils report, and research of all code and
planning requirements to establish all facility locations, grounds
improvements and landscaping concepts needed to prepare site development
drawings. .

On-Site Utjlity Studies services relate to development studies of all

on-site utility requirements to determine practical and economical
solutions prior to preparing for design review, engineering and final
working drawings. These may inciude electrical service and distribution,
sewer and storm collection and drainage, water supply and distribution,
fire control and alarm, emergency lighting, security, air conditioning,
pollution control, site illumination and telephone sarvice. Where

- master planning for future development is needed, preliminary selection

2.06

and routing of utility systems may be included under this service
heading.

Off-Site Utility Studies relate to confirming the Jocation and size and
determining the adequacy of all existing utilities serving the building
site, and determining the cost and physical requirements for makirng
connection thereto in preparation for engineering design and working
drawings. Design of separate off-site utilities facilities would narmally
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" not be included under this service heading.

2.07

Env1r0nm@nta1 Studies and Reports services relat& to obta1n1ng approval
of environmental agencies and may include: determination of the need and/

~.or requirements for environmental monitoring, assessment and/or impact

reports; preparation of reports in accordance with the requirements of

~ governing authorities; attendance at hearings and presentations if needed;

L~

and general follow-through of processing. Environmental monitoring is

. considered a supp]emental service included under Phase 9 of the scopa of

! " u,SGYWT cesc " TR '.:7';;,..;‘\. che R aen ‘
ti WA g P rU LS -«-‘kiq‘:.: LTI . . .
2. 08 Project Budgeting,serv1ces relate to development cf probable site

development costs based on programming and scheduling studies. A probable

~construction cost range is usually developed by appiication of updated

unit cost data from other completed projects with similar requirements.

.;;ulﬁ normally includes estimates of such costs as on-site utilities,
" rutilities connections, drainage, roads and paving, site lighting, lawn
. and tandscaping work and site furniture. Adjustments in scope of program,

2.09

2.10

quality standards and/or project budget may be required at this time.

Agency Consulting/Review/Approval services relate to both gavernmental
and non-government entities which have statutory or non-statutory impact
relative to site analysis on a proposed progact, They may be local,
county, regional, state and/or federal agencies having jurisdiction
regarding applicable laws, statutes, regulations and codes; or they may
be user or community groups with little or no statutory authority but
signigicant influence on approving agencies and individuals. The
architect may: do extensive agency consulting, research critical appli-
cable regulations and community attitudes, prepare written and graphic
explanatory material, and appear on the owner's behalf at a wide range
of agency and community meetings.

Zoning Processing Assistance services relate to changes of variances in
zoning as opposed to normal zoning research and compliance. The architect
may assist the owner in preparing applications for adjustments, variances,
or use permits with supporting data and evidence that the project will be

~constructed in accordance with designated requirements. Specific activi-

2.1

ties may include: assistance in preparation of petition for rezoning,
when indicated; attendance at hearings; presentations, if requested or
required; and assistance in application and presentation of appeal, if
required.

Qwnar-Supplied Data Coordination services relate to reviewing, handling
and coordinating data furnished for the project as a responsibility of
the owner. Site visits will usually be needed and the architect's

services could include establishing criteria and assisting the owner in
arranging for the data. In this phase, acquisition of detailed surface
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and subsurtace site information is a typical activity.. .- -
2.12 Presentations services relate to presentations, to the owner and closely .
related groups, of the material and studies prepared under this phase.
It may include presentations to individuals, building committees, staff
and user committees, boards of directors, groups and individuals vépre- -
“senting financial interests, and any special consultants retained by the
aney‘. - RS Vel

2.13 Project Development Scheduling services in this phase relate primarily
- to establishing with or. for the owner a schadule for overall site :
development of a project. It will usually entail careful determinatiom .
af the architect's services, the owner's responsibilities and the design
£ and construction procedures to be followed.  Scheduling is used to o
. establish a time framework for pre-design services, decision making,
©  design, documentation and construction. It can reflect overlapping of
' the various service phases, including design and construction, whem
appropriata. The schedule should usually be kept flexible at this early
stage, and contingency to permit schedule adjustment should be incor-
porated. If a project development schedule was established under Pre-
Design Phase services it may require updating ds part of the Site
Analysis Phase services. ' "

-

On the forms, the blank lines numbered .14 through .20 are provided for entry
of additional services for a specific project and/or for entry of estimates
or quotations from consultants and others falling under the classification of
"Outside Services." s .

PHASE 3: SCHEMATIC DESIGN SERVICES

Phase Description

In the Schematic Design Phase the architect provides those services necessary

to prepare Schematic Design Studies consisting of drawings and other documents
illustrating the scope and relationship of project comporants for approval by

the owner. Designs are normally conceptual in character and are hased on the

requirements developed under previous phases and appravad by the owner and/or

provided directly by the owner and reviewed and confirmed by the architect.

List of Services

3.01 Project Administration
.02 Architectural Schematic Design
.03 Civil Design Concepts
.04 Structural Design Concepts
.05 Mechanical Design Concepts
.06 Electrical Design Concepts
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07 Landscape Design Concepts
.08 Interior Design Concepts
.09 Statement of Probable Construction Cost
-10 Agency Consulting/Review/Approval
.11 Owner-Supplied Data Coardination
.+ 12 Presentations '
,13 Frngect Davelapment Schedu11ng

Dascrﬂmtian of Services

N

,f-

3.01 Praaect‘Administraﬁfon services relate to ﬁhose administrative functiand
~ e HRCRSSart |y undewtaken by the architect in providing services during this
>vpha5@ of the owner's project and include project-related vesearch, con-
. . ferences, corvespondence, travel, progress reports, etc. These services
'may include coordination of the work of in-house personnel and cutside
- consultants for normal architectural work and for normal c¢ivil, structural,
mechanical and electrical engineering disciplines. Ccordinatian of the
-.wark of other disciplines should be included in the appropriate Tine {tem.
- These services do not include general firm management.

3.02 Archxtectura] Schematic Design services relate ‘ta initial physical repra-~
sentations responding to the requirements of the program and normaily
include simplified site and building plans, vertical sections, elevations
and perspactive sketches or other three-dimensional represemtaticns to
chtain the owner's approval, Preliminary material selections wmay be made
at this time. Development of approximate dimensiaons permits calculation
of gross areas and valumes based on physical planning for compariscn with
programmed gross areas.

3.03 Civil Design Concepts services relats to development of initial basic
solutions for on-site utility systems, fire protaction systems and
drainage systems for consideration of altermatives. The systems selected
are novmally developed in sufficient detail to permit coordination with
building and landscape design and preparation of specific cost projections.

3.04 .Structural Design Concepts services relate to development of initial basic
structural design concepts to determine the specific structural system(s)
appropriate for the project. Preliminary designs are often devaloped for
consideration of alternatives. The designs selected are normally developed
in sufficient detail to permit coordination with other building elements
and to allow preparation of specific cost projections.

3.05 Machanical Design Concepts services relate to development of initial basic
mechanical design concepts to determine the specific heating, ventilating, |
air conditioning and plumbing systems appropriate for the project.

Preliminary designs are developed for consideration of alternatives. The
systems selected are normally developed in sufficient detail to permit
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- 3.06

Electrical Design Concepts services reIate to developmemt Qf fn1tia1 baswc

coordination with other bu11d1ng e]ements and to aTTow preﬁaraﬁ1on of -*‘5*1‘
spec1r1c cost progect1cns al :

electrical design concepts to determine the spe¢ific power servige and
distribution systems. lighting, telephone, fires detection and alarm,

- sacurity and electronic communications systems appropriate for the pro- w';Wv,;;M

3.08

:LaNdSCEﬁ& De51gn Concepts services relate to the dav&1cpm&nt and caarﬁiw P

- Ject. The designs selected are normally developed in sufficient detail

to permxt coordination with other building eiemants and tn ai%aw prepaa '

ration of spec1fic cost projections. | Ce 4 wi;ﬁéjﬁ‘j

nation of landscape design concepts entailing analyses of natural,

physical and social determinants. Studies usually 1nc1ude Yocaticns of -
p?anting, anenities and ‘ground 1mprovements - , -~,“§v“"'

Interior D@s1gn Concepts services re1ate ta deve]opment and coardinatwcﬂ

- of intericr design concepis through studies of all interior spaces based

3.09

3.10

3.1

3.12

on programmed usage, economic cons1derat1ons and cnmpatnh1¥1ty with the

-architectural concepts.

Statement of Probable ConStruct1on Cost services relate ta'development‘of

a probable cost range for project construction based on updated historic

~unit cost information and appropr1a€e contingencies. Sources of data may

be the architect's records of previous similar projects, published data
or data banks with broad based professional input. The data may be
expressed in overall probable area or volume cost or in unit costs per
area, volumes or building elements. Cost projections will normally
reflect the current proaect schedule and the latest schematic design
studies. Adjustments in facilities, qua11ty standards and/or progect
budget may be needed at this time. . G

Agency Consulting/Review/Approval services in this phase re?ate primarily

to governmental entities which have statutory impact on a prcposed project.
They may be lacal, county, regional, state and/ar federal agencies having
jurisdiction regarding applicable laws, statutes, regulations and codes.
The architect may: do extensive agency consulting, research critical
applicable regulations, prepare written and graphic explanatory material,
and appear on the owner's behalf at agency meetings.

Owner-Supolied Data Coordination services relate to reviewing, handling
and coordinating data turnished for the project as a responsibility of the
owner. Specialized health care, research, educational, process and
manufacturing equipment are examples under this phase. ' o

Presentaticns services relate to presentations, to the owner and closely

‘related groups, of the material and studies prepared under this phase.
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They may 1nc1ude presentations to 1nd1v1dua1s bux?dzng comnittaes, staff

and user committees, boards of directors, groups and individuals repre-

senting financ1a1 1nterasts and any special consultants retaxnad by the
owner. ' ‘ ,

3.13 Project Dev&?cpmenﬁ ScheduTinq services in this phasa r@iate prwmarﬂly ta
- 2 review and updating of previously established project schedules. If
schedules were not established earlier,. they would be set in this phase.
See item 1 04 for a typical descr1pt1cn of ﬁh1s service.

On the. forms, tha biank Tines numbered .14 through .20 are provided for ent try
of additional services for a specific project and alsc provide for entry of

estimates or quotations from consultants and others falling under the classi-
fcatT@n of “Gu&side Servzces "

- PHASE 4“ D&SICN DEVELQFMEWT SERVICES

"Phasa ﬁ@atriﬂtYGﬂ '\”f_m‘; , | ok e

Xn tha D@sigﬁ D@velcpmant Phase the arch1tact provides thosa services mecassary
to prepare from the approved Schematic Design Studiés for approval by the awner,
the Design Develooment Documents consisting of drawings and other dacuments
which fix and describe the size and character of the entirs project.

List of Services

4,01 Project Administration .
.02 Arciitectural Design Development
03 Civil Design Davelopment
.04 Structural Design Development
.05 Mechanical Design Development

.06 Electrical Design Development

07 Landscape Design Development
.08 Interior Design Development

.09 Qutline Specifications ‘
.10 Statement of Probable Construct1on Cost
.11 Agency Cnmsu7L1ng/Revwew/Apprnval
»12 Qwner-Supplied Data Coordination .
.13.Presentations ,

.}4 Praject Development Scheduling

Description of Services

4,01 Project Administration services relate to those administrative functions
necessarily undertaken by the arcn1tmct in providing the services required
during this phase of the owner's project and include project-related
research, conferences, cerrespondence, travel, progress reports, stc.
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These services may include coordination of the work of in-house personnel

and outside consultants for normal archxtectural work and for normal civil,

~ structural, mechanical and electrical engineering disciplines. Coordipa- =

4,02

4.03

tion of the work of other disc1p11nes should be inciuded in the appropri- -
ate Tine item. These. serv1cea do not 3nc1uda general frnﬂ management '

Architectural Design DeveTopment services relate to more deta%?ed develop-
ment and expansion of the architectural design in terms of the building's
size, appearance and form, and coordination with emngineering systems,
through sketches and/or three-dimensional studies and two-dimensional.
drawings .of plans, elevations, sactions, and certain critical construction
details. Major matarwa]s selectxon; are normaliy made at this tﬁm&.

-

Civil Design Bﬂvelamment serv1ces reiate to deva?apmen» of cﬁ«sxte uti11ty '

systems, fire protection systems and drainage systems in sufficient detail

, to permit close coordination with bu11d1ng and landscape design and to

4.04

4,05

406

~allow preparation of refined cost projections. Consideration is usually |

given to ava11ab111ty of materials and labor, construction sequence and
scheduling, economic trad@-ofrs, safety and ma1ntenanca requxrements,ﬁv

Structural Design Deve]cmment services relate to deve?cpment of the

specific structural system(s) in sufficient detail to permit preliminary
sizing of major components and establishment of clearances, and to allow.
preparation of preliminary  structural. plans, sections and vefined cost

projections. Consideration is usually given to availability of’materxals :
and labor, access to site, construction schedule and economic trade~offs. R

Mechanical Design Development services relate to aeve1opment of the

specific heating, ventilating, air cond1t1on1ng and plumb1ng systems in

‘sufficient detail to permit preliminary sizing of majow components,

establishment of required equipment areas, chases and clearances; and
preparation of diagrammatic plans, sect1ons, riser d1agrams equ*pm&nt
layouts and refined cost projections. Consideration is usually given to
availability of components, construction sequence and schedu]wng, economic
trade-offs, acoustical and v1bratﬂon control, safety and ma1ntenanue

‘requ1rements

Electrical Design Development services relate to development of the
specific power seryice and distribution systems, lighting, telephone, fire
detection and alarm, security and electronic communications systems in
sufficient detail to permit preliminary sizing of major components;

establishment of required equipment areas, chases and clearances; and

- preparation of diagrammatic plans, sections, riser diagrams, equipment

tayouts and refined cost projections. Consideration is usually given to
availability of components, construction sequence and scheduling, economic
trade-offs, safety and maintenance regquirements.
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- 4.07 Landscape Des1gn Dave}opment services ralate ta deve?opm&nt and ccard1naw
tion of scope and location of all ground improvements, amenities and
planting closely coordinated with building placement. Designs are usually
sufficiently deve]oped ta permit refined cost projections.

4. 08 Interior Design D@valogmant services re]ate to development and coordina-
“Eion oF interior designs based on programmed usage, economic considerations
and compatibility with the architectural development. They may include
finish materials selection, furniture and equipment layouts, sound
attenuation and basic colmr paletts and are normally basad on plans, ele-

. vations, schedules, sketches and material samples. Designs are usually

ﬁsuffﬂcieﬂﬁiy developed to permit refined projections of cost for items in
g@mra? s:s:ﬁstmcticn and “iﬁ“tari ors 'snsta“i'latmﬂ contracts.

S

‘e s
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4 09-0utline Sa@ciffcaﬁions services relate ta dave?opm@nt of an 1t9m72eﬁ stn
* ot major components of each section of the specifications, including the

-General and Supplementary Conditions of the Contract, and reflecting
init&a? matarwais and systems selectwons. .

4. Tﬁ Sta&emﬂnt of Probable Construction Cost services relate to d@vaiaﬁm@nt of
3 refined probabie cost range for project construction through updating
of the Schematic Design Phase statement of probable construction cost,
taking into account such information developed during this phase as
availability of material and labor and construction sequence and scheduling.
Adjustments in facllities, quality standards and/or progect budget may be
nesdad aﬁ this time.

-~ 4.11 Agency Ccnsu]uing/RQV1ew/A§nrcvai servicas in this phase relate pr:marx?y
' to governmenval entities which have statutory impact on a pva@ms@n project.
Thay may be local, county, regional, state and/or federal agencies having
Jurisdiction r@gardwng app?vcable laws, statutes, requlations and codas.
The arechitect may: do extansive agency CUhS&T??ﬁga researeh critical
applicable regulations, prepare written and graphic explanatory material,
-apd appear on the cwner's behalf at agency meetings.

4.12 Uwner-Supplied Data Coordination services relate to reviewing, handiing
and coardinating data furnished for the project as a responsibility of the
owner. Specialized health care, research, education, process and manufac-
turing equipment requ%remﬁnts arge examples under this phase.

4.13 Presentations services relate to presentations, to the owner and closely
' related groups, of the material and studies preparad under this phase.
They may include presentations to individuals, building committees, staff
" and user committees, boards of directors, groups and individuals repre-
senting f1nanc1a1 Inter&sts, and any spec2a1 consultants retained by the
QINEY .
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~ Phase Descr1pt10n

'4 14 Proleat DeVe1opment Schedu]wng services in this phase re1ata nrimarily ta

a review and updating of prevwous1y EStab7IShed project schedules.

‘On the forms, the blank Tines numbered .15 thvough .20 are pr0v1ded for entry o

of additional services for a specific project and alsc provide for entry of
estimates or quotations from consultants and others falling under the classx~v .
fication of "Qutside Services.” :

PHASE 5: CONSTRUCTION DOCUMENTS SERVICES et

| List of Servicas

In the Construction Dacuments Phase the architect pravfﬁes serv1ces nec&ssary

~to prepare from the approved Design Development Documents, for appmvaﬂ by the

owner, drawings, specifications and gther dacuments settxng farth in deta1]
the requirements for construction of the entire prcaect.

- 5.01 Project Administration
.02 Architectural Working Drawings
.03 Civil Construction Documents
.04 Structural Construstion Documents
.05 Mechanical Construction Documents
.06 Electrical Construction Documents
.07 Landscape Construction Documents
.08 Interior Construction Documents ,
.09 Specifications
.10 Statement of Probable Construct1on Cost
.11 Detailed Construction Cost Estimates
. 12 Agency Consulting/Review/Approval
.13 Owner~Supplied Data Coordination
.14 Document Checking/Coardination
.15 Special Bid Documents

Description of Services

5.01 Project Administration services relate to those administrative functions
necessarily undertaken by the architect in providing services during this
phase of the owner's project and include project-related research,
conferences, correspandence, travel, progress reparts, etc. These
servicas may jnclude coordination of‘the work of in-house personnel and
outside consultants for normal architectural work and for normal civil,
structural, mechanical and electrical engineering disciplines. Coordina-
tion of the work of other disciplines should be included in the appropriate
1ine item, These services do not include general firm management.
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5.02

Architectural Working Drawings services relate to préparatxon‘of the
architectural working drawings from the approved Design Development Phase

- drawings with two-dimensional graphic presentations such as plans, -
~ elevations, sections, and details, plus notes and schedules, illustrating

 5.03

the design, location, size and dimensions of the project and of the parts

ther=of for the purpase of construction. Architectural drawings are

cocrdfnat&d w1th and referenced to the other work1ng drawings.

C1V11 Construct1on Documents services relate to preparation of civil
working drawings to represent graphically those features dealing with:

~on~ and off-s{te improvements such as utilities, roadways, bridges,
- culverts, -drainage, grading, excavation, compaction, shoring, underpinning,

- retaining walls, parking Tlots and fire systems. The services usually

. include both the engineering calculations which establish the size, shape,
" “dimensions and’capacity of .the work involved, and careful coordination
“with Tandscape, mechan1cal, e]ectr1ca1, structural and architectural

drawings. :

5 04 Stwuctura} Construct1on Documents services relate to preparation of

5.05

5.06

structural working drawings in concert with the architectural working
drawings, which present graphically the complete structural concept of
the project and include details, scheques, notes and information
necessary to facilitate construction. The services usually inciude both
the preparation of engineering . calculations, which establish the size,
dimensions and capacity of foundations, structural reinforcing walls,
columns, beams, floor and roof structure, and careful coordination with
mechan1ca1 electrical, c1V11 and arcn!tectural drawings.

tlechanical Construction Documents sarvices relate to-preparation of
detailed engineering calculations and drawings for heating, ventilating,
air conditioning, plumbing work and building fire protaction systems
related to the approved architectural design and engineering analysis in
order to establish the size, shape, dimensions and capacity of the various
elemants involved. Mechanical working drawings services usually include
plans, sections, details, schedules, diagrams and notes as necessary to
construct the mechanical work, and careful coordination with the
structural, civil, electrical and architectural drawings to insure proper
¢learances and locat1on for a]] ductwork, p1p1ng, support and equ1pment
as neacessary. ;

E?ectricaT Construction Deocuments services relate to preparation of
®etailed engineering calculations and drawings for electrical wark
entailed by the approved architectural design and ‘engineering analysis
in order to establish the size, location and capacity of the various

élements involved. Electrical systems may include power acquisistion

and generation (on- and off-site), major power distribution, interior
and exter1or Tighting, te]ephone and communication systems, Tow voltage

=
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systems, direct current appl1cat10ns, and emergency and spac1a] effects
1ighting. Electrical working drawings services usually include plans, -
sections, details, scheduies, diagrams and notes as necassary to construct
‘the electrical work, and careful coordination with mechanical, structural,
civil and architectural drawings for proper location of electrical ocut- s
lets, fixtures, pane?s, sw1tchgear equ1pmen£ andlagpurtenances. SR
5.07 Landscape Construction Documents services rejate to preparaﬁ1on aﬁﬁ*"“’*zf/“
. coordination of [andscape working drawings from approved Design Develap-
. ment Phase documents for all ground improvements, amenities, planting and -
*  irrigation systems. Calculations necessary to eatab1ish the size, shape, .
" dimensions and capacity of the work 1nv01ved are usuaITy vncﬂuded :

5w

5.08 Intarior Construct1on Documents sarvices relate to preparat?on and Coor=~
dination ot detailed 1nterior working drawings to represent graphically,
usually with plans, sections, details, schedules and notes all information

- necessary to provide 1nter1or services.

R o
e e ..

e

5.09 Specifications sarv1ces relate to ass1stance in revxew of generaT ccnd1twons

~of the contract for construction, which are normally standardized provisions
of the construction contract descr1b1ng the rights, responsibilities and
relationships of parties to the contract and the related duties and respon-
sibilities of the architect; preparation of supplementary conditions, which

“may be written to modify or extand the general conditions as the spec1al
requirements or location of the project may indicatz or as may be requived
by the owner and legal counsel or by regulatory agencies having jurisdic-
tion over the project; and preparation of specifications, which are

- written requirements complementing the working drawings to amplify and
further describe materials, systems, methods of construction, performance,
and quality to be obtained and tests to verify performance of all the
‘components of the project. Included with these services may be assistance
in developing bidding documents which describe the time, place and
conditions of bidding and the form of bonds and agreements to be executed

by the contractor(s) and the owner.

i”,

5.10 Statement,of Probable Construction Cost services relate to updating, when

) the construction documents are approximately 90 percent complete, of the
statement of probable construction cost prepared at completxon of the

- Design Development Phase in order to reflect changes in materials, systems

or details of construction which have been effected during the preparation
of construction documents. Adjustments are usually also made for known
changes'in the cost of materials, labor and services vs. those allowed for
in the previous statement of probable construction cost. Adjustments may
alsc be made for known or ant1c1pated changes in the bidding market for
the progect
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5,13

5.11

Detailed Construction Cost Estimates services relate to development, when
tha working drawings and spec1f1catxons are approximately 90 percent
complete, of a detailed final statement of probable canstruction cost,

~which may include alternative adjustments for the project and which is

normally based on estimates of the quantity and cost of all materials,

- labor, tools, squipment and services needed for the work. To this toral

direct cost is added an estimate of the contractor's overhead, estimates
of the cost to comply with the General and Supplementary Condxtxans, a

~ reasonable contingency, and an allowance for the contraclkor’s profit.

. The detailed construction cost estimate serves as a check on the hudget

" . and provides valuable information for bid review, approval of progress
" payments and evaluation of future contract modifications. This sarvice

.. 1% usually furnished by a special consultant and replacas the updated

. fg—stat@m@ﬁt of probable construction cost. Coordination, ressarch and
e &ﬁmputation by the architect is normally needed.

§.12

Ag@ncy Consulting/Review/Approval servicas.in this nhase relate primarily

.t governmental entities which have statutory impact on a proposed pro-
“-Ject. They may be local, county, regional, state andjaw fedaral agencies
- having jurisdiction regarding applicable laws, statutas, ragulations and

5.15

codes. The architect may: do extensive agency cansultwﬁgg research
critical applicable regulations, prepare written and graphic explanatory
material, and appear on the owner's behalf at agency meetings.

Qwner-Supplied Data Coordination services relate to reviewing, handling
and coordinating data furnished for the project as a responsibility of
the owner. Specialized health care, research, educational, process and
manufacturing equipment are examples under this phase.

- 5,14 Document Checking/Coordination services relate ta reviewing all input

Trom architectural, engineering and related disciplines and checking all
contract documents for compliance with project scope, accuracy and
interface among disciplines.

Spegial Bid Documents services relate to preparation and coovdination of
special drawings and specifications for alternate bid proposals as may
be needed when the owner wishes to insure a bid within a Timitad
appropriation. Alternate bid documents may cover changes in material

- auality, finishes or equipment and .areas to be added o or deleted from
~the project. Special drawings and specifications for advanced bid

proposals may bé nesded when the owner wishes to occupy the new building
at the earliest possible date. Advanced bid documents may cover sub-
contracts for site preparation, foundation or structural steel contracts
to permit fast-tracking or phased construction while the architect is
completing the contract documents. Special drawings and specifications
for segragated bid proposals may be needed when the owner wishas to
order certain machanical equipment, furniture, fixtures, or technical
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services prior to the reca1pt of bids from the pr1me contracters.
On the forms, the blank lines numbered .16 thrnugh .20 are provided for entry ’
of additional services for a specific project and/or for entry of estimates

or quotations. from consultants and others. fal]ing under the classification of
"Outside Serv1ces " \

PHASE 6: BIDDING OR NEGOTIATIONS SERVICES

Phase Description

In the Bidding or Negotiations Phase the architect, following the owner's
approval of the construction documents and of the latest statement of prob-
able construction cost, provides those services necessary to assist the owner
in obtaining bids or negotiated proposals and in awarding and preparing
construction contracts. In the case of phased construction the owner may :
autherize bidding and negotiation of portions of the work prior to completion
of the construction documents and prior to completion of the Construction
Documents Phase statement of probable construction cost.

List of Services

6.017 Project Administration
.02 Bidding Documents
.03 Addenda :
.04 Bxdd1nq/Neaot1at1ons
.05 Bid Evaluation
.06 Construction Contract Agreements
.07 Agency Consultinag/Review/Aporoval
.08 Qwner-Supplied Data Coordination
.09  Analysis of Alternates/Substitutions
.10 Special Bidding Services

Description of Services

6.01 Project Administration services relate to those administrative func-
tions necessarily undertaken by the architect in providinag services
during this phase of the owner's project and may include project-
related research, conferences, coordination of the work of in-house
personnel and outside consultants, correspondence, travel, progress
reports, etc. These services do not include general firm management.

6.02 Bidding Documents services relate to assistance in nroanizina biddina
documents and may include the review, checking and reproduction of all
the general bidding documents, such as the invitation to bid, instruc-
tions to bidders, proposal forms, the conditions of the contract
(general, supplementary and other conditions), the working drawinas,
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6.03

6.04

6.05

6.06

6.07

6.08

the spec1f1cat1ons, and an example of the aqresment form. Bid security
requirements, performance bonds and labor and material payment bonds
requirements may be included.

Addenda services relate to preparation and distribution of addenda

documents as may be needed during bidding and may include supple-
mentary drawings, specifications, instructions and notices of any
changes 1n bidding procedures. v

Bxdd?ng/Negotxat1ons services relate to the bidding and/or neactiation

process and may include prequalifying bidders, issuinag copies of the

bidding documents, maintaining records of documents issued, handling of
.. document. deposits required of prospective bidders, receiving and

responding to questions from bidders, participation in bidders confer-
ence, attending bid opening, recoveran ducuments from unsuccessfu1

‘bidders, and check1nq and repa1r of documents sets for use in con-
struction.

Bid Evaluation Sérvices relate to bid evaluation, which may include

‘consultation with the owner subsequent to thé receipt of bids, certi-

fication of bids if needed, recommendations on award of contract(s),
and participation 1in post-biddina neaot1at10ns between the nwner and
the successfu] bidder.

Construction Contract Aareements services relate to assistina in the
final preparation of the construction contract aareement(s) and may
include notifying the successful contractor(s) of award of contract;
drafting owner-contractor agreement form(s) for review and approval by
the owner's attorney, providing comnlete sets of the contract documents
for signature and distribution to the owner and the contractor(s);
receiving certificates of the required insurance and bonds; and
notifying the contractor(s) to proceed with the wark.

Agency Consulting/Review/Approval services in this phase relate pri-

marily to governmental entities which have statutory impact on a
proposed project before construction begins. They may be lscal, county,
regional, state and/or federal agencies having jurisdiction regarding
applicable laws, statutes, regulations and codes. The architect may:

do extensive agency consultind, research critical applicable reaula-
tions, prepare written and graphic explanatory material, and appear on
the owner's behalf at agency meetinas. There may be a similar need

for dealings with non-qovernmental entities such as community and

user groups to assure that updated and accurate information is avail-
able before construction begins.

Owner-Supplied Data Coordination services relate to reviewing, handling
and coordinating data furnished for the project as a responsibility of
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the owner. Specialized construction arrangements, procedures and
bidding requirements are examples under this phase.

6.09 Analysis of Alternates/Substitutions services relate to consideration,
analysis and recommendations of proposed alternates or substitutions
prior or suusequent to receipt of bids or conductina negotiations for
the purpose of determinina a final basis for the construction
contracts(s) award,

6.10 Special Bidding Services relate to providing any additional contract
documents aover and above those required for normal biddina procedures
when phased construction, systems bidding/building and similar proce-
dures are used.

On the forms, the blank lines numbered .11 through .20 are provided for entry
of additional services for a specific project and/or for entry of estimates
or quotations from consultants and others fallinag under the classification

of "Qutside Services.'

PHASE 7: CONSTRUCTION CONTRACT ADMINISTRATION SERVICES

Phase Description

In the Construction Contract Administration Phase the architect provides
‘administration of the construction contract as set forth in A1A Document
B141, Standard Form of Agreement Between Owner and Architect.

List of Services

7.01 Project Administration
.02 Construction Observation
.03 Shop Drawings/Submittals Review
.04 Construction Cost Accounting
.05 Suppiemental Documents
.06 Quotation Requests/Change Orders
.07 Testing and Inspection Coord1nat1on
.08 Project/Monitoring Schedule
.09 Agency Consultinqg/Review/Approval
.10 Quner-Supplied Data Coordination
.11 Full-Time Project Representation
.12 Project Close-0ut
.13 Civil Engineering
.14 Structural Engineering
.15 Mechanical Engineering
.16 Electrical Engineering
.17 Landscape Architecture
.18 Interiors
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Description of Services

7.01

7. 02

7.03

7.04

7.05

Project Administration services relate to those administrative functions
necessarily undertaken by the architect in providing services during
this phase of the owner's project and include project-related re<earch,
conferences, correspondence, travel, progress reports, etc. These
services may include coordination of the work of in~house personnel

and outside consultants for normal architectural work and for normal
civil, ‘structural, mechanical and electrical engineerina disc1p1ines,

..Coordination of the work of other discipiines should be included in

““the appropriate:line item.. These services do not 1nclude qeneral firm
};management. p.«;‘V.

- bk

Ii.\‘»w-.'u.‘

Construction Observat1on seryices usually 1nc1ude periadic vis1ts to
the site to generally monitor the progress and quality of the work and
to determine in general if the work is proceeding in .accordance with
the contract documents. Based on observations made at the site and on
the contractor's applications for payment, the amount owiﬂg to the
contractor may be determined and certificates for payment in such
amounts issued.

Shop Drawings/Submittals Review servicas usuaI]y include receipt, re-
view, and comment on all shop drawinas, samples, material submittals
and other submittals required by the contract documents; review with
the owner of jtems of particular interest to the owner; provisjon of
copies ta full-time project representative; return of copies “o the
contractor, properly marked as to their disposition and status; and
verification that changes required are actually effected.

Construction Cost Accounting services relate to monitoring and admini-
stration of construction cost accounting and may include maintenance
of records on the cost of the construction and all chanaes (additions
and deductions) thereto, evaluation of the amount owed to the con-
tractor based on the proaress of construction & .d payments certified

theretofore, and adjustments for unsatisfactor, or uncorrected work.

The complexities of construction cost accountina increase as the con-
struction contract arrangements vary from swna1e to mu1t1p1e contracts
and Tump sum to unit price to "cost-plus.' This service encompasses
only the exercise of judgment relative to the value of work performed.
It does not include verification that the contractar has paid sub-
contractors, material suppliers or workmen.

Supplemental Documents services relate to responsibilities for supple-
mental documents and usually include receipt and processina of requests
from the contractor(s) for clarifications of the contract documents
(including errors and/or omissions in the documents); modifications
rnqu1red by construction exinencies; consultation with and advice to the
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7.06

7.07

7.09

- owner-cdontractor agreewents L

owner on those matters which may affect the utilization of the prbjeéf;lff'“ﬂ“

extra cost or additional time; and issuance of the appropriate 1nstrUCu '

tions to the contractor or mod1f1cat1ons to the contract documents.

R T
A I

Quotation Requests/Chdnae Orders services reiata tu adm1n?stratian,
preparation and issuance of necessary drawings and specwfitatxaﬂs to
describe work tec be added, deleted or modified: review of con~ - -

tractors' proposal and detailed breakdowns of quantities of labor and -

e i e

materials and their costs for general accuracy of auotations: raview for

general validity of any changes in contract completion time; recommen-.
dations to the owner to accept, reject or question quotations: nego-
tiations with contractors; securing of the owner's approval to act on
the modifications;: and preparat1on of appropr1ate docunents ta modwfy

el Ao e e e —"

Testing and Inspect1on CoordTnatxon services reTate to test1nu and

inspection coordination and administration, and may include making
arrangements, on behalf of the owner, for independent testina and in-
spection agencies to perform those services, either specified ar
required, which the owner will pay for; determining (and informing
those agencies) what materials or procedures are to be tested and/or
inspected and the frequency thereof; establishing a procedure for
notification of the agencies as to when their services are required:
ascertaining whether those services are being performed; and reviewing
the reports generated thereby for compliance with the requirements of
the contract documents of the materials or procedures. The architect
does not conduct technical tests and inspections or make arrangements
for those which are to be paid for by the contractor or to be made by
governmental agencies having jurisdiction. The architect usually
reviews any reports generated by the same for compTiance with the re-
quirements af the contract documents.

Project/Monitoring Schedule services relate to monitoring the progress
of construction relative to an established schedule, the maintenance of
the schedule by the contractor(s), and the reporting of such information
to the owner. When required due to multiplicity of contracting parties
or complexity or scope of the project, these services may include
monitoring relative to all entities involved in the construction process
and the reporting reguired to coordinate the work and services of all
partwes with the master project schedule. Intearation of this informa-
t1o? g’th construction disbursements and progect cash flow may also be
included

Agency Consultina/Review/Approval services in this phase relate pri-
marily to governmental entities which have statutory impact on the
project. They may be local, county, regional, state and/or federal
agencies having jurisdiction regarding applicable laws, statutes,
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712

7.13

7.14

requlations and codes. The architect may: do extensive adgency consuli-
ing, research critical applicahle requlations, prepare written and
graphic explanatory mater1a1 and appear on the owner's behalf at aasncy
meetings. '

‘Owner~3upplwed Data Coord1natwon services relate to reviewing, handling

and coordinating data furpishea for the project as a responsibility of

. the owner. Specialized health care, research, educational, procass and
- manufacturing equipment are examples under this phase., as well as
.spaﬁa@lrzed cnnstructxon arrangements and proceduras.

(*f.’

Fu11-T1me Qroiegt Representat;an services relate to the need on some
projects for the architect to be represented at the project site on a

 full=time basis. If authorized, the architsct's service ipcludes
-selection, employment, and dxrect1an of such a repres@ntamiva The

duties,. responsibilities and limitations of autharity of the full-tima
project representative should be set forth in an exhibif appended to
the Quner-Architect Agreement and incorporated in the conbract documents.

Project Close-~Qut services may be initiated dn receiot of the con-
tractor’'s notice that the project is sufficieﬁt%y complete Lo permit
occupancy by the owner for its intended use, and usually include a de~
tailed inspection, with the owner's representative 1f L@Snf@dg of the
project for conformuty to the contract documents; review of the con-
tractor's list of items to be completed or corrected; %etmrmmnuusaﬁ of
the partial contract sum(s) to be retained until f%na% completion is
secured; receipt of consent by the surety, if any, on the performance
and paynent bands to all payments; and issuance of a certificate of
substantial complet1on. Services usually include detailed w@iiaw»up
inspection and comparison of the work with the contractor's 3?St %);
conveyance to the contractor, by an appropriate means, of the nature of
any discrepancies found; final inspection of the work with the owner,
if desired, to ascertain whether corrections have been made; receipt
and review of warranties, affidavits, etc.; receipt of Tien release or
bond indewnifying the owner against any lien; receipt of consent of
surety to final payment and issuance of flna} certificqte for paymeni.

Civil Enaineering services relate to the services of the civil anginesr-
ing discipline which may be needed to assist the architect in the
performance of services in this phase as related to civil enginsering
work.

Structural Enagineering services relate to the services of the structural
engineering discipline which may be needed to assist the architect in
the performance of services in this phase as related to structural en-
gineering work.

153




- 7.15 Mechanical Engineering services relate to the services of the mechanical
\ . engineering discipline which _may bhe needed to assist the architect in S
the performance of services in thxs phase as related to mechan1caI engi- .
neering work. ‘ e

P -7.16 E?ectr1ca1 Eng1neer?ng services relate to the serv1ces of ﬁhe &Tectrwcal'

L ; engineering discipiine which may be needed to assist the architect in . . .

, , the performance of services in this phase as reiated tm electrical enqu'.'vt
j ~ neering work. e - | | el

7.17 landscape Archvtecture services relate to the servvces af the ?andscane
‘ architacture discipline, coordinated by the architect, which: may. be
needed to assist the architect in the performance of servlcas tn thxs
“phase as reTated to Tandscape work. ; ,

7.18 Interiors services relate to the the services cf the Tnﬁenfor destan .

' discipline, coardinated by the architect, which may be needed to assist
the architect in the performance of services in th1s phase as re?ated
to interior design work. .

On the forms, the blank T1nes numbered ’9 through .20 are prﬂVTd&d for entry

of additional services for a specific project and/or for entry of estimates

or quotations from consultants and others fai;xna undey the c?assxf1cat1on of

MQutside Services.'

PHASE 8: POST-CONSTRUCTION SERVICESF

" Phase Description

In the Post- Construction Phase the architect provwdes those services intended
to facilitate utilization of the project. : :

List of Services

8.01 Project Administration
.02 Maintenance and Operational Droqramm1nq
.03 Start-Up Assistance
.04 Record Drawings
.05 Marranty Review
.06 Post-Construction Evaluation

Description of Services

8.01 Pr01eut Administration services relate to those amen15trat1ve functions
Necessa~11y undertaken by the architect in providina services durina this
phase of the owner's project and may include project-related research,
conferences, coordination of the work of in-house personnel and outside
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consultants, correspondence, ‘travel, prodress reparis, etc. These
services do not include general firm management,

8.02 Ma1ntenance and Omeratwona] Procramm1na services may include estab!xshwﬁa
- a program for either in-house or contract operation and mainteznance of

.. " . the physical plant and its equipment.; Provision may be made for imstruce
Cew. o tion by equipment manufacturers representatives and the preparation of
S an cwerat10ns manual. ‘ e ‘ o

r

8.03 Start-Up Asswstance services may include on-site observation, trouble-

.. shooting, and assistance in the operation of buildina systems during

se. - initial occupancy and subsequent periods until proper operations are

" established and building maintenance and operating personnel are adequat-

. 1v trained and experienced. This service is supplementary to the con-

. .Struction phase services which establish the contractar’'s responsibilities

. ies. to demonstrate completion and initial proper operation of buildine systems,

T2 usually before occupancy. The services usually include coordination. of
o contractors' call-backs, accelerated familiarization of building main-

tenance and operating personnel with complex systems, and in-depth

troubleshooting to establish responsibilities for curreciive measuwes

or procadures as may be needed.

8.04 Record Drawinas services relate to preparation of drawings by the archi-
tect, after completion of construction, from data supplied by the con-
tractor(s) and subcontractors showina significant chances in the location

~of concealed pipina, etc., from the diaarammatic locations indicated on
the contract documents, or other revisions made during the construction
period. If the owner wishes more precise data relative to these or other
items of construction, the owner should so indicate to the architect
prior to beginning construction. The architect can then make arrange-
ments for obtaining and certification of such data by other parties, if
necessary, and check on the proaress and general accuracy of such data
gathering periodically during construction. On completiom of the
service, the architect transmits all data, with appropriate identifica-
tion, to the owner. ' B ‘

8.05 Warranty Review services may include consultation and advice in the

- ~event that a particulsr material, item or piece of equipment fails to
perform its expected function dur1nq the warranty periocd. The services
usually include a detailed inspection prior to expiration of the warranty
period to ascertain whether any previously undetected failures of
materials, items or equipment exist. The findinas of this inspection are
incorporated into a report, and instructions for correction ¢f noted
defects are presented to the contractor.

'B.06  Post-Construction Evaluation services may include evaluation of the
mitial programming vs. actual use of a facility; of the operation and
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effectiveness of the various buwxdTng systems and matertals in use; of »'
the functional effectiveness of the facility plan: and of the applica
bility and effectivenessof the desiqn/construct1on process used. The :
services may include project inspection; review with supervisary, opera- .
tind and maintenance personnel; user 1nterv1ews, and ravtew af cm@rat*na ,
costs and related data. . o
On the forms, the blank Tines numbered 07 tnrough 20 are prov1ded for entvy
of additional post-construction services for a specific project and/or for
entry of estimates or quotations from consultants and uthers failznﬁ undar .

~ the c?assificat1on of "Outside Services. “';'« e e el

.-...ax,’i.‘ e

PHASE §: SUPPLEMENTAL SERVICES . . oo omrnria s

.Phase Description

The Supplemental Services Phase is not precisely a phase in the sapnse that
it has no specific sequential position in the overall work of the architect.
The services provided herein might be performed during any sinale or several
of the eight sequential phases. In addition to the services listed below,
this phase would include any services not provided far in any other phase
and which the architect agrees to perform. One of these miaght be construc-
tion management. Some offices consider construction management a separate
discipline and therefore it is not included in this document. Others may
offer construction management service and may wish to 1nc1ude it in the
following list. ‘

List of Services

9.01 Special Studies
.02 Computer Applications
.03 Fine Arts and Crafts _
.04 Non-Building Equipment Selection
.05 Design of Special Furn1sh1nqs ,
.06 Value Analysis
.07 Life Cycle Cost Analysis
.08 Environmental Monitoring
.09 Presentation Models/Renderings
.10 Mock Ups )
.11 Demolition Projects
.12 Tenant-Related Seryvices
.13 Graphics
.14 Energy Studies
.15 Project Promotion
.16 Quantity Surveys
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Description of Services

Because the substance of many of the services in thws phase is Tikely to be
 determined largely by the nature of the specific project to which they contri-
~bute, no attempt has been made here to provide qeneralized definitions. It

is critical, however, that the owner and the architect discuss any such
.servvcas and be 1n general aareement as to their nature.

-:Sect1qn D Usinq the Svstem, d1scusses application of the above sccpe of
services. Section C discusses compensation principles and accounting oroce-

" dures, which should be understood before making the calculations which are
‘also discussed in Section D of these guidelines. ' -

B 30
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APPENDIX F: A METHOD FOR EVALUATING POTENTIAL SITES FOR A SEGURE UNIT IN
o SELECTED COMMUNITY HOSPITALS

In the following exampTe, Six hosp1ta15 are to be surveyed as potential loca-
tions for a "secure unit" for the treatment of correctional residents. Each

of the hospitals would be visited and surveyed by personnel exper1enced in
bu11d1ng, health care, and security issues. The hospitals surveyed are evaluated
in terms of the overa]T condition and appearance of the facility and the security
potent1a1 for treating resident patients in the community hospital setting The
survey is divided into three parts consisting of: :

1. The general condition of the bu11d1ng and area under consideration. The
evaluation of the general condition of the building takes into consideration
the age of the structure, levels of prevailing ma1ntenance apparent c‘ean11- ,
ness. and general appearance and finish. ‘

2. The proximity relationships of the potential secure unit to other hospital
‘service units. The proximity relationships refer to the distances and routing
for resident patient movements to and from the proposed secure unit and other
key service units in the hospital at large. Long distances (approximately
250 ft. or more), and floor level transfers, along with prolonged exposure
of the resident patients to the general public during movement through the
building, are considered less than desirable from a security point of view.

3. The security potential of the surveyed area in the hospital, and.of the
building as a whole. The evaluation of the security potential of a proposed
site for a secure unit considers its potential ability to isolate the resident
patient from escape, reception of contraband from outside the unit, self-
inflicted injury, and to prevent threats or violent incidents between resident
patients. The overall "security rating" of a potential site relates to its
abijlity to provide the resident patient with an "equivalent level of care"
within a nursing unit with a secure perimeter in such a way that the overall
hospital, its patients, staff and visitors are guaranteed safety and freedom
from disruption.

Certa1n architectural features are evaluated for their secur1ty contributions
to the proposed site:

- windows and their size, fastening, and mounting;

- mechanical, ductwork, and electrical systems and their potential
accessibility for escape or damage;

- layout of the corridors, access points, and patient rooms and the1r‘
ability to provide good visual access;

- adjacent building features, such as roof tops and -external stairways,
as potential escape routes for resident patients.

The establishment of a secure nursing unit in any community hospital requires
substantial modification to provide the security level needed. Controlled
Tocking access doors, detentjon window coverings, lockable patient room doors,
controlled Tocks on emergency exits and other detailed security provisions
need to be studied for any site finally considered as suitable for the
establishment of a secure unit, ;
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The blank format sheets on the following pages provide an example of a
hospital survey form suitable for this purpose and should be supplemented
by a careful rev1ew of the floor plan of the proposed hospital site.

Finally, the results of such a hypothetical survey are summarized and rated
from "less than acceptable" to "optimal". In this way the relative advantaqes
of each hospital can be compared and used as a basis. for the decision.:
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HOSPITAL

ADORESS

PHONE

Fiald Survey For
Secure Acute Care
Nursing Unit

Sheet Of

DESCRIPTIVE DATA FOR UNIT LOCATION:

Floor Level

Lacation on Floor

Gross Floor Area Available

Inventory of Spaces (Existing):

General Condition

- PROXIMITY RELATIONSHIPS TO LOCATION

Vehicle Unloading:

Emergency:

Surgery:

-0b/Gyn:

Radiology:

Physical Therapy:

Inhalation Therapy:

Lab:

Qther:

Clipson/Wehrer
308V2 South State St,
Telephone 313/995-0530

Fig. 19

Planning Consultants
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Ann Arbor, Mich,

State of Michigan
_Departmment of Correciions




HOSPITAL , Field Survey For

' ‘ Secura Acute Care
ADDRESS _ ; Nursing Unit
PHONE

Sheet of

HOSPITAL DATA ;

Type of Organization

Number of Patient Beds

- Contact Personnel

{phone’

LOCATION SKETCH SRR, Qf’eﬁa{f‘"

AREA UNDeR coN {
SIDERNTION FOR.

SECLRE UNIT oM —7
™ FLoor, ]

|

7 i

AREA UNDER. LONSIDERATION
FOR SECLIRE ONIT ON

4TH Floor
STARTO peNT- "
s HoLsE apemr—-——"
PsYeH UNIT
& PEDITRICS

T\‘PlCAL\ml FIFTH g-FLooR PLAMN wosrw

PRV S e B — T
Cligson/Wehrer Planning Consultants i
308%2 South State St. Ann Arbor, Mich. State of Michigan
Telephone 313/$95-0550 Department of Corrections i
' i
Fig. 18 I
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HOSPITAL
ADDRESS
PHONE

Field Survey For
Secure Acute Cave
Nursing Unit

Sheet of

- SECURITY POTENTIAL

Exterior

Vehicle Unloading:

Cover

Sereening

Adequate area:

Proximity to Emergency

Visual Surveillance

= Roofs

Access to Hatches

Proximity to Unit

Cormments

Interioy

- Access Route from Unloading to Unit

Windows: UNIT AREA DETAILS
Material Ceiling

Halls
Type Floor

Doors to patient rooms
Glazing

Visual surveillance
Condition

Accassibility from .. terior

Emergancy Exits

Cllpaan/Wehrer
308vz South State St,

Planning Consuitants

Telephone 313,/985-05850

Fig. 20
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T
HOSPITAL , Field Survey For

X ' Secure Acutae Care
ADDRESS Nursing Unit
PHONE Sheet Of
H.V.A.C. SYSTEM AND CONTROLS FIRE PROTECTION AND DETECTION
Tiype, grilies, control jocation, etc.) (Types, etc.)

ELECTRICAL SYSTEM

atient room lighting, controls spec-
{al features)

GENERAL COMMENTS

Piped Utilities and Control

ORI TR ISR

Cligson/Wehree Planning Cansultants ‘
308v2 South State St, Ann Arbor, Mich. State of Michigan
Telephone 313/994-0550 Department of Corrections
Fig. 21=
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HOSP ITAL APPENDIX A " Field Survey For

Secure Acuce Care
ADDRESS : “Nursing Unit
PHONE - Sheet  Of

e p—

CONFERENCE NOTES

Date of Visit__ 1977

Clipson/Wetrer Planning Consultants . State of Michigan

308v2 South State St. Ann Arbor, Mich.
Telephone 313/995-0550 Department of Corrections

Fig. 22 164



HOSPITAL POTENTIAL AS‘A
SECURE UNIT

KEY:

1 -~ less than acceptable
2 - acceptable

3 - optimal

X ~ not available

1. GENERAL CONDITION
OF BUILDING 3 1 3 3 3. 1 3

2. PROXIMITY RELATIONSHIPS

Vehicle unloading 3 1 1 3 3 1 3
Emergency 3 1 1 3 2 1 3
Surgery 3 1 1 3 1 2 2
0B/GYN X 1 2 X 3 X 1
Radiology 3 1 1 3 2 2 2
Physical therapy 2 1 2 3 2 1 1
Laboratory 3 1 2 3 2 2 2
Sub-total 20 8 13 21 18 10 18
3, SECURTIY POTENTIAL
Vehicle unloading 2 1 2 3 1 2 3
Windows | 2 1 2 3 2 1 3
Roofs 3 1 2 3 1 1 3
Access route 3 1 1 3 3 1 3
Building material 2 1 2 3 2 2 3
Visual surveillance 3 1 2 3 3 1 3
Emergency exit 3 2 3 3 1 2 3
Mechanical systems 3 1 2 3 1 1 3
Electrical system 2 1 2 3 1 1 3
Piped utilities 2 1 2 3 2 2 3
Fire ;protection 3 1 3 3 3 1 3
Sub-total 28 12 23 33 20 15 33

GRAND TOTAL
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* not constructed but under consideration for design

Fig., 23
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HOSPITAL POTENTIAL AS A
SECURE UNIT -

KEY:

1 - less than acceptable
2 - acceptable

3 - optimal

X - not available

4. ABILITY TO ACCOMODATE
NEEDED BEDS

6-12 beds - 6-8 months
after approvals

15-20 beds - 6-8 months
after approvals
15-20 beds -~ 3 years

TOTAL
Fig., 24
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