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The Presidents Message 
 
Happy Successful New Year to all Health Care Council (HCC) 
members.  This year is going to be the busiest year in the history 
of the HCC evident by the size of this newsletter as we try to 
inform and prepare you for all of the opportunities planned for 
2007. 
 
One of the areas we have strived to improve on is bringing more 
regional events to our members and I think you will see this 
more this year than any previous year.  In this newsletter the 
2007 calendar of events provides a listing of five regional 
healthcare events plus, in the works, a 12 city Healthcare Semi-
nar Series from LA to DC and 10 cities in between. 
 
The HCC has two MOU’s (Memorandum Of Understanding) 
pending for collaborations, one with ASHE (American Society 
of Healthcare Engineers) and one with the AIA/AAH (American 
Institute of Architects/Academy of Architecture for Health).  
Both organizations have expressed interest in partnering with 
the IFMA HCC sharing healthcare educational and research 
efforts in support of facility managers.  We hope to know the 
status of both MOU’s by ASHE PDC in late February. 
 
We continue to encourage all of you to submit papers that will 
inform other members about events and insights you have ex-
perienced for consideration to be published in FacilityCare 
Magazine.  Even if your article is not selected it will be added to 
the HCC Website as a resource. 
 
As always do not hesitate to call me or email me to discuss your 
interest in getting more involved with the council or just to let 
me know about a good idea for the council.  I look forward to 
meeting as many of you as possible throughout 2007. 
 
Gary W. Collins, AIA 
President 
IFMA Health Care Council 

January    2007 IFMA Health Care Council News 

Health Care Design 06 
Health Care Council members enjoyed a highly educational con-
ference in Chicago in November 2006.  Council Chairperson 
Constance Nestor hosted two well-attended roundtable discus-
sion groups on Evidence-Based design.  Monday evening, the 
council hosted a networking reception in Nurture by Steelcase’s 
showroom in Chicago’s historic Merchandise Mart.  Members 
and potential members mingled, shared facility management 
stories and learned about Nurture’s new products. 

 
 
Medical facilities spend $5.3 billion annually on energy, and 
rank second only to the food service industry in intensity of en-
ergy usage. 
 
In a typical hospital, lighting, heating, and hot water represent 
about 60 percent of total energy use. 
 
 
 The Health Care Council website has a new look! Check it out 
at www.ifma-hc.org.   

Did you know? 

“It may be possible to incorporate laugher into daily activities, just as is done 
with other heart-healthy activities, such as taking the stairs instead of the eleva-
tor. The recommendation for a healthy heart may one day be exercise, eat right 
and laugh a few times a day.” 

- Michael Miller, MD, F.A.C.C., Center for Preventive 
Cardiology at the University of Maryland Medical Cen-
ter 



2007 Calendar of Events 
 
As a service to our members, we’ve compiled a list of upcoming 
Health Care Industry events. The calendar is also regularly up-
dated on our website. If you are aware of an event that you 
would like shared with members and posted on the website, 
please contact Jennifer Coble at  
Jennifer.coble@gmail.com. 
 
February 25-28 
ASHE PDC 2007  
San Antonio, TX 
www.ashe.org 
 
While you’re enjoying the rest of the conference, join us for 2 
presentations by Health Care Council members. 
 
February 26, 9:30-10:45, Strategic Planning Forum led by HCC 
President Gary Collins and Kaufman Hall (Due to the success at 
AIA/AAH last October in Miami we are bringing this financial 
presentation to ASHE PDC.) 
 
February 27, 3:15-4:30 “Clinical Operations Impact on Design” 
presented by HCC Chairperson Constance Nestor 
 
April – October 2007 
Healthcare Facilities Seminar Series 
www.squarefootage.net 
Being scheduled in 12 cities, this series will highlight how facil-
ity solutions can improve operating margins. Cities selected for 
this half-day seminar include Seattle, San Francisco, Los Ange-
les, Houston, Denver, Chicago, Minneapolis, Columbus, At-
lanta, Miami, Washington DC, and Boston. Co-hosted by Cor-
porate Realty, Design & Management Institute and the HCC. 
 
 
May 2-4 
Health Care Council Spring Meeting at IFMA's Industries 
Forum 
Atlanta, GA 
www.ifma.org/learning/events/if07.cfm 
 
The council is thrilled to be participating in this inaugural event 
with IFMA! Join the council and nine others as we learn about 
challenges facing Facility Managers and tour two of Emory Uni-
versity’s facilities – the Winship Cancer Institute and the Chil-
dren’s Center. See page X for the suggested program for Health 
Care facility managers. 
 
May 15-17 
Commercial Construction Show  
Donald E. Stephens Convention Center, Rosemont, IL 
www.cc-show.net  

The Expo is designed to serve the needs of FM and Construc-
tion professionals working in Health Care, Retail and Hospital-
ity.  Space is limited for the Health Care Summit on May 15 and 
10 tickets (at a cost of $325) have been set aside for Health Care 
Council members. Tickets can be purchased on a first-come, 
first served basis. 
 
At the Health Care Summit on May 15 titled “Going Green: The 
Benefits of Environmentally Responsible Healthcare Design”, 
the Health Care Council will sponsor a panel on capital im-
provement funding.  Bill Gregory, VP of Membership of the 
HCC will be one of the panelists. 
 
Winning Tactics to Get Your Strategic Facilities Plan 
Funded  
A sound business strategy and corresponding facilities plan are 
basic cornerstones to a healthcare organization’s ability to fulfill 
its mission, particularly when assessing sustainable design and 
construction issues. All falls by the wayside, though, if you can’t 
get it funded! This session will layout a framework to overcome 
financial hurdles, tapping the expertise of panelists with a com-
bined 85 years of experience.  Panelists include David Ennis, 
Senior Vice President of Kaufman Hall’s Strategic Advisory 
practice; Alan Whitson, RPA, President of Corporate Realty, 
Design & Management Institute; and Bill Gregory, IFMA Fel-
low, CFM, Vice President Facilities Administration for Cone-
maugh Valley Memorial Hospital and a Vice President of IFMA 
Healthcare Council.  
 
At the Expo on May 16-17, a green hospital room will be 
mocked up to explore environmentally friendly architecture and 
construction. Tickets are offered at a 50% discount to Health 
Care Council members. 
 
Please contact Jennifer Coble at Jennifer.coble@gmail.com if 
you’re interested in purchasing one of the ten available tickets 
for the Health Care Summit or want to learn more about a dis-
count on tickets to the expo. 
 
 
October 24-26 
IFMA’s World Workplace 
New Orleans, LA 
 
 
November 3-6 
Health Care Design 07/AIA AAH Conference 
Dallas, TX 
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IFMA’s Industries Forum Schedule of Events 
 
Attendees can participate in any educational session offered at 
the conference for any of the 10 councils participating, but there 
is a suggested schedule for Health Care Facility Managers. 
 
Wednesday, May 2, 2007 
10:00 a.m. – 5:00 p.m. 
Registration 
 
Wednesday, May 2, 2007 
10:00 a.m. – 12:00 p.m. 
Health Care Council Business Meeting 
Any Health Care Council member or FM interested in becoming 
a HCC member is welcome to join us. Learn about initiatives 
the council has planned for 2007 and how you can get involved. 
 
Wednesday, May 2, 2007 
1:00 p.m. – 2:15 p.m. 
Opening Keynote 
The Significance of FM to Successful Organizations 
William A. Rodgers, EMCOR Facilities Services, Norwalk, 
Conn., USA  
 
Facility management is vital to any organization that wishes to 
achieve its profit and productivity goals. Facility managers must 
become first-in-class in their role within the company, be great 
leaders and demonstrate their value as well as that of their 
team. Learn how significant your role as a FM is and how the 
facility management profession has evolved beyond maintaining 
and constructing physical infrastructure to being a critical com-
ponent to the overall success of today's top organizations.     
Credits: 0.1 CEU; 1.0 Certified Facility Manager (CFM)/Facility 
Management Professional (FMP) Maintenance Point 
 
Wednesday, May 2, 2007  
2:30 p.m. – 3:30 p.m.  
Session 1.4  
Transition Management for Health Care Organizations  
David Pfleeger, AOS-USA Inc., Charlotte, N.C., USA 
Track: Health Care Council 
Knowledge Level: Intermediate 
 
The project team responsible for the establishment of a new 
health care facility spans the facility’s leadership, clinical, sup-
port, information technology, engineering and public relations 
teams, as well as the architect, general contractor and countless 
vendors that make the facility operational. The units that will 
occupy the new facility will be expanding or changing, affecting 
how they operate, receive and provide support. See how the im-
pact on patients, staff and family members can be minimized 
with the implementation of an overall, coordinated management 
effort that is solely focused on the transition and its impact on 
operations. 

 
Objectives: 
• Understand the enormity of the overall project scope (in 
addition to the construction) 
• Discover the tools that are used to successfully manage 
transition 
Learn the top 10 reasons why transitions go poorly 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Wednesday, May 2, 2007  
3:30 p.m. – 4:00 p.m.  
Networking Break 
 
Wednesday, May 2, 2007  
4:00 p.m. – 5:00 p.m.  
Session 2.4 
Owner-driven Performance Contracting: The Rebirth 
Todd J. Wilkening, MBA, Ridgeview Medical Center, Waconia, 
Minn., USA 
Track: Health Care Council, Research and Development Coun-
cil 
Knowledge Level: Intermediate 
 
In the past many facility owners have essentially over-paid for 
work conducted in the performance contracting arena. They 
were left dissatisfied and unamused. Contractors left the work-
site excited and rich. This session will describe the overhaul in 
guaranteed performance contracting that allows the owner to be 
in complete control of scope, outcomes and costs. 
 
Objectives: 
• Learn how to lower costs and find additional means to pay 
for facility improvements without the need for capital funds 
• Understand how to leverage energy conservation measures 
to improve facilities and learn ways to enhance environmental 
improvement 
• Break down the language barrier with your CEO and CFO 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Thursday, May 3, 2007  
8:00 a.m. – 8:30 a.m. 
Registration and Morning Coffee 
 
Thursday, May 3, 2007  
8:30 a.m. – 9:45 a.m.  
Session 3.4 
Preserving Capital Through Effective Construction Pro-
gram Management 
Jeffrey A. Larson, PE, Optim, Royal Oak, Mich., USA  
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Track: Health Care Council 
Knowledge Level: Basic 
 
Increase access to capital and meet project financial goals 
through effective construction risk management. On average, 
fast-track projects end up approximately 30 percent over budget 
and six months behind schedule, resulting in the loss of pro-
jected revenue, a lowered credit rating, bad press and more. 
Learn how to avoid these problems by making accurate financial 
projections and obtaining funding with solid, persuasive risk 
management and program management plans. Participants will 
also discuss how to select and manage the appropriate project 
team, minimize litigation risks during the project and improve 
productivity after the facility opens. 
 
Objectives: 
• Learn how to improve the accuracy of financial projections                       
and access funding through risk management planning 
• Understand how to establish and maintain control by select-
ing and managing a project team 
• Review methods for minimizing litigation risks during the 
project 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Thursday, May 3, 2007  
9:45 a.m. – 10:15 a.m.  
Networking Break 
 
Thursday, May 3, 2007  
10:15 a.m. – 11:30 a.m.  
Session 4.2 
The Real Value of Pre-construction Services  
Gary W. Collins, AIA, Anshen + Allen Architects, San Fran-
cisco, Calif., USA 
Track: FM Consultants Council, Health Care Council 
Knowledge Level: Intermediate 
 
Learn about pre-construction services and how these services 
can benefit upcoming projects, regardless of the delivery 
method. Participants will look at the difficulty FMs face when 
trying to understand the differences between a construction 
manager (CM), general contractor, program manager and 
owner's representative when it comes to pre-construction ser-
vices. 
 
Objectives: 
• Know when to consider using a CM 
• Discuss where the CM’s services can be most helpful 
• Be prepared to explain to your board why you need a CM 
Credits: 0.1 CEU; 1.0 Maintenance Point 

Thursday, May 3, 2007  
11:30 a.m. – 1:00 p.m.  
Networking Lunch 
 
Thursday, May 3, 2007  
1:00 p.m. – 2:15 p.m.  
Session 5.3 
Trends in Health Care Facilities: What We’re Seeing Today  
Kurt M. Neubek, CFM, FAIA, FHFI, LEED AP, Page 
Southerland Page, Houston, Texas, USA 
Track: Health Care Council 
Knowledge Level: Intermediate 
 
Review a survey of recent health care projects from a variety of 
health care facilities across the United States. Experience a vir-
tual tour of new and proposed facilities, as well as analysis of 
the trends and decision drivers that shaped each facility. The 
session will include projects that dealt with evidence-based de-
sign, patient safety and standardization, designing for an aging 
and limited workforce, LEED and sustainable design, recovering 
from Hurricane Katrina, bariatric patients and visitors, visibility 
and accessibility, master planning for improved flows, and tight 
schedules and budgets. 
 
Objectives: 
• Cite a variety of recent health care projects from across the 
United States 
• Identify recent decision drivers in health care facilities 
• Identify emerging trends in health care facilities 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Thursday, May 3, 2007  
2:15 p.m. – 2:45 p.m.  
Networking Break 
 
Thursday, May 3, 2007  
2:45 p.m. – 3:45 p.m.  
Session 6.5 
If You Ignore Your Roof, Will It Go Away? 
John Crewdson, Roofchek Inc., Tucker, Ga., USA 
Track: Health Care Council, Manufacturing Council 
Knowledge Level: Basic 
 
Roof maintenance is one of the most ignored preventative main-
tenance items. Most facility managers readily admit they spend 
little time dealing with roof maintenance. This session addresses 
the most common problems encountered by people who deal 
with roofs every day. Learn about common roofing problems 
and how to spot them, what kinds of problems create big repair 
bills, liability issues, warranties, what to do if something goes 
wrong and other issues that every facility manager faces from 
time to time. 



 

IFMA Health Care Council News– January 2007  5 

Objectives: 
• Learn to spot and identify some of the most common roof-
ing problems 
• Get a better handle on how to maintain your roofs and keep 
costs down 
• Find out how to better handle liability issues and learn the 
truth about warranties 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Thursday, May 3, 2007  
2:45 p.m. – 3:45 p.m.  
Session 6.6 
Sustainability Insurance: Building System Commissioning  
William W. Back, IFMA Fellow, CFM, LEED AP, Sebesta 
Blomberg and Associates Inc., Houston, Texas, USA 
Track: All Councils 
Knowledge Level: Basic 
 
With sustainability as the emerging standard for project design, 
clients will want to guarantee that this new design standard 
meets their expectations for energy efficiency, operational con-
sistency, economic value, reduced environmental impact and 
social responsibility. A popular insurance policy is building and 
building system commissioning. Review the definitions of sus-
tainability and commissioning in context. Learn how commis-
sioning supports the achievement of sustainability objectives 
and ensures its long-term value. Discuss why owners will or 
won't commit to commissioning as well as what information is 
available to demonstrate the value of insuring sustainability with 
a commissioning program. 
 
Objectives: 
• Understand of the connection between the building system 
commissioning process and sustainability 
• Discuss why owners will or won’t commit to a commission-
ing program 
• Learn about the various strategies and information available 
to illustrate the value of insurance 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Thursday, May 3, 2007  
4:00 p.m. – 5:30 p.m. 
Closing Keynote 
 
Your Business Needs You!  
The Strategic Importance of Facility Management 
Roger Peterson, ARAMARK Business and Industry – Facility 
Services, Cary, N.C., USA; Brian Weiss, ARAMARK Business 
and Industry – Facility Services, Philadelphia, Penn., USA 
 
Fundamental facility management skill sets may not vary greatly 
from location to location. Each facility manager has a similar set 
of basic responsibilities, from conserving energy to reducing 
overhead costs to maintaining a clean, comfortable, fully func-
tional environment for employees and customers. 

The variables come into play based on the specific objectives of 
our employers. For example, hospitals are often focused on pro-
viding an ideal patient experience. Universities strive to increase 
student enrollment and campus life participation, as well as 
alumni engagement. Manufacturing facilities work to achieve 
optimal records in both safety and productivity. Businesses are 
continuously searching for ways to make their companies great 
places to work in order to attract and retain the brightest and 
best employees. 
 
Today’s executive teams are just beginning to recognize the 
significant impact the facility management discipline can have 
on achieving these objectives. As we continue to nurture dia-
logues with representatives from other disciplines, we must be 
mindful that the strategies we establish play a fundamental role 
in the success of the businesses we work for. As we increase our 
own awareness of our importance in the organization, together 
we will drive a dramatic shift in perceptions of the facility man-
agement profession, as well as the value we create for the or-
ganizations we serve. 
Credits: 0.1 CEU; 1.0 Maintenance Point 
 
Friday, May 4, 2007  
9:00 a.m. – 12:00 p.m.  
Tours of Emory University’s Winship Cancer Center  
and Children’s Center. 
 
Winship Cancer Institute 
A world-class facility, Winship's seven-story, 280,000-square 
foot pavilion brings together patients with cancer, doctors, 
nurses and scientists, all under a single roof. It is built the way 
the cancer research-treatment facilities will be built in the future, 
serving as a discovery accelerator that facilitates new advances 
in genomics and molecular medicine. 
 
Emory Children's Center 
The Emory Children's Center is the largest multi-specialty, pedi-
atric physician group in Georgia. Opened in September 2004, 
the five-story, 153,000-square foot facility is the home for out-
patient pediatric care and faculty research on the University's 
Health Sciences campus. 
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12 City Seminar Series Launching 
A 12 city Healthcare Facilities Seminar series launches in the 
2nd quarter as a joint project of the IFMA Healthcare Council 
and the Corporate Realty, Design & Management. 
 
“It will be an opportunity for many facilities managers who’ve 
been unable to travel to national conventions to attend a high 
caliber educational event in a region close to home,” said Glenn 
Fischer, VP/Programs for HCC. The seminar series is part of the 
HCC’s plan to bring more services to local area venues. 
 
The seminars will be conducted in a half-day format and address 
the barriers blocking funding of needed renovation and con-
struction projects. The seminar will highlight how facility solu-
tions can improve the operating margin of healthcare facilities, 
and demonstrate how to convey these solutions so they resonate 
with hospital administrators, CFOs, and boards of directors. 
 
Seminar leader is Alan Whitson, a nationally acclaimed speaker 
who spoke on “Getting the Money: How to Build the Business 
Case for Funding Your Project” at World Workplace. Several 
HCC board members and facilities directors are busy working 
with Whitson to craft the program content. 
Initial cities selected for the seminars include Seattle, San Fran-
cisco, Los Angeles, Houston, Denver, Chicago, Minneapolis, 
Columbus, Atlanta, Miami, Washington DC, and Boston 
To learn the dates of these seminars click on the website, 
www.squarefootage.net, where a schedule is being posted. You 
can also contact Glenn Fischer for details about this project: 
Email: gfischer@squarefootage.net or Phone: 503-274-7162.   
 
 
 
 
Call for Articles 
The HCC holds a contract with FacilityCare magazine to pro-
vide six articles per year to be published in FacilityCare maga-
zine and sent out in advance of ASHE/PDC, NeoCon, ASHE, 
AIA/AAH, and IFMA’s World Work Place.  All members of the 
HCC receive a free subscription to the magazine. Guidelines for 
submitting an article and examples of past articles can be found 
on the HCC website www.ifma-hc.org under Council Re-
sources/Member Submissions. 
 
Articles are written by facility managers, architects, engineers, 
consultants and vendors in the health care field and provide in-
sight and practical information to assist and inform other HCC 
members on trends, practices, systems, and procedures to help 
you do your job better or just keep you informed.  If you are 
interested in submitting an article please contact Jeff Kent, VP 
of News and Information at 904-232-4274 or e-mail him at 
jkent@nemours.org 

2007 FacilityCare Editorial Calendar 
 
Month of Publication   Editorial Due Date  
 
January/February    Dec. 28, 2006 
 
March/April    Feb. 16, 2007 
 
May/June    April 20, 2007 
 
July     May 16, 2007 
 
October     Aug. 22, 2007 
 
November    Sept. 21, 2007 
 
 
Share your knowledge and accomplishments with The 
Health Care Council!  
 
Have you recently completed a major capital project in one of 
your facilities? Completed a renovation that is an extreme make-
over? Are you the facility manager that juggled construction 
with daily operations or the architect or construction manager 
that made it happen? We want to know about your capital im-
provement projects and accomplishments. Please send us photos 
of your recently completed projects and we will use your photos 
(with proper credits) to promote our member’s accomplish-
ments. Photos will be used on our website, in upcoming news-
letters and in presentations about the Health Care Council. 
 
Have you published an article that would be educational to your 
Health Care FM colleagues?  Give that article a longer life by 
posting it on the Learning tab of the Health Care Council web-
site. 
 
Submit photos or articles to Jennifer Coble at  
Jennifer.coble@gmail.com. 
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Environmental Health  

A conversation with Derek Parker of Anshen + Allen  

One of a series of collaborations between Herman Miller and 
leading architecture and design firms  

Herman Miller: How has healthcare architecture in the West 
developed? Was it always as important in culture as it is today? 
Healthcare as we know it today is really a relatively recent de-
velopment isn’t it?    

Derek Parker: Though I wouldn’t profess to be a historian, I 
have only a general working knowledge of how various com-
munities and societies have taken care of the sick. I suppose 
things began with Hippocrates and then Galen and the rem-
nants of Greek hospitals. The Romans were mostly interested 
in repairing their wounded soldiers and putting them back on 
the front lines. Nothing changes as the centuries go by, and 
then for years, hospitals were really places for the poor, for the 
mentally insane. Warehouses, really.  

Herman Miller: And wealthy people stayed at home?  

Parker: And wealthy people stayed at home. The buildings 
were public and civic structures, designed mostly from the out-
side. Nothing really dramatic on the inside, because there wasn’t 
much you could do with people except feed them and bathe 
them. Nobody knew very much about the human body and 
medicine; the technology was simple.  

The first hospices were probably established by the Knights of 
St. John, part of the Crusades, places where wounded soldiers 
and knights on their way to the Holy Lands could be taken 
care of. Those buildings were impressive from the outside, but 
really nothing resembling a modern hospital on the inside. 
And then, of course, Florence Nightingale changed everything 
in the Crimean War. She was the first one, really, to think 
about new ways of taking care of patients, the profession of 
nursing, designing the 30-bed Nightingale wards. I’ve been a 
patient in one of those—they’re not bad, even today. And they 
were classic—single-corridor wings with 30 beds in them, 
solarium at one end and the head nurse’s office at the other 
end so she could control the coming in and going out.  

Herman Miller: Sounds like a bull pen office. 
 
Parker: It was, yes. And patients would be lined up on each 
side, and the patients did a lot of the caring for other patients. I 
remember having my appendix out when I was 14 years old in a 
Florence Nightingale ward. Florence Nightingale made a major 
difference in terms of how people were being taken care of, 

 but again, we didn’t have antibiotics, complicated surgeries, 
and we didn’t have imaging or technology. What happened ar-
chitecturally is very interesting. The hospitals of that period 
were mostly beds, with very little support space. There might 
have been a little laboratory, a little pharmacy.  

The next major shift came after World War II, an enormous 
learning period for people in medicine. Gradually the portion 
of space devoted to beds became comparatively less and less, 
and the amount of space being devoted to the various interven-
tional diagnostic technologies grew. At the time that medicine 
was changing, biology was changing, public health was chang-
ing. You could even make an argument that the greatest ad-
vances in healthcare in the western world haven’t come from 
doctors at all, but from civil engineers and from public health 
people. Clean water, safe disposal of waste water, highways, 
transportation, economics, education, electrical power—all 
civil engineering advances. These developments have had the 
greatest significance in terms of life span—  

Herman Miller: — a huge issue in healthcare and hospital 
planning and society in general —  

Parker: —yes, absolutely. The socio-economic changes 
we’re seeing are having a serious impact on healthcare, the 
technology of healthcare, and this filters down into the de-
sign of the actual facilities.  

But to finish with our history—Florence Nightingale, then 
World War II, the explosion of technology, particularly in imag-
ing, which had influence on what could be done surgically to 
correct folks, the explosion of diagnostics space, which is con-
tinuing today. I think now maybe two-thirds of a hospital might 
not be beds at all—maybe more than two-thirds. And of course, 
better diagnosis can help keep people out of hospitals, some-
thing everyone would like to see.  

So what’s going on today in healthcare architecture? A continu-
ing interest in the technologies, continuing interest in how to 
spend hundreds of millions of dollars of your community’s 
money and get the most value for it. How do you design for 
what you don’t know and what is unknowable?  

Herman Miller: Is that because healthcare is such a differ-
ent enterprise from commerce or education or any other 
activity?  

Parker: Healthcare is the only service—hotel or restaurant 
or whatever— where you bare your soul, you bare your 
body, you leave your pride outside the door.  
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It’s very personal. In no other service industry that I know of is 
there such a gap in understanding between the provider of the 
service and the receiver of the service. Patients do not under-
stand, for the most part, the language, the technology, or the 
biology. And yet, here you are, exposed—often literally—to 
something you don’t know.  

I sometimes compare patients to detectives looking for clues to 
explain what they cannot see and they cannot understand. A 
healthcare building offers a torrent of clues. From the moment a 
patient gets out of the car—in the garage where they’re lost—
you only have one chance to create a good first impression, and 
we often forget about that. The first impression is lousy in most 
cases. You come in feeling confused, you come in feeling de-
pressed, you come in feeling stressed, and it’s downhill from 
there. The very first impression should be, here’s somebody who 
cares. They care about the environment, they care about flowers, 
they care about their staff, and they might even care about me. 
That’s the first impression I want. After considering things in 
this light, you approach everything with a completely different 
frame of mind.  

Herman Miller: A building plays a huge part in creating that 
first impression.  

Parker: No doubt about that. This is what got me interested in 
architecture for health 40 years ago. The American philosopher 
John Dewey said health is the “first liberty,” and that rang a 
bell with me. I asked myself, can architecture help health? Can 
architecture contribute to liberty? Healthy people we can edu-
cate, and healthy, educated kids are the foundation of civiliza-
tion, right?  

Herman Miller: At least in democracies.  

Parker: Absolutely. Recent research is showing that architec-
ture is a legitimate therapeutic modality. It creates that all-
important first impression. It can relieve stress and communi-
cate clues that this place and the people who work here care 
about you.  

Herman Miller: What connections beyond this first communi-
cation that “we care” can healthcare buildings make for patients 
or their families or the staff?  

Parker: One can answer that in several ways. First, most hospi-
tal boards and senior managers are spending hundreds of mil-
lions of dollars of their communities’ resources, and they’re 
scared to death.  They’re scared to death that they’re not going 
to do it right, and most of them have never done it before, and 
most of them will never do it again 

 —an awesome responsibility. A huge risk—lots and lots of 
money. Second is design. The design of a hospital facility is 
a great opportunity to rethink your culture and your organi-
zation while you’re designing the building. So you put a new 
play on a new stage. It’s a tragedy when you get a new stage 
and it’s the old play.  

I think Peter Drucker said, “Culture eats strategy for lunch.” 
Changing a culture is extremely difficult, and yet designing a 
$300 million hospital for your community is a wonderful op-
portunity. It focuses your mind. What a great opportunity to re-
think what we do, how we serve our customer, how we make 
this a safe place.  

Herman Miller: When you say culture, do you mean 
the culture of healthcare, the providers, or our culture 
in general?  

Parker: No, I’m talking about the culture of healthcare organi-
zations, which hasn’t, I want to say, changed very much since 
the Middle Ages. There’s the hierarchy. I have a physician 
friend who says that 95 percent of the time when an error is be-
ing made in the operating room, somebody in the operating 
room realizes the error and doesn’t say anything because it’s not 
culturally acceptable to do so. So here’s a brilliant Harvard-
trained neurosurgeon and a Filipino nurse, and this guy’s screw-
ing up. Is the Filipino nurse going to say, Dr. So-and-So, you’re 
screwing up? Absolutely not. That culture has to change.  

The guru in this area is Don Berwick of the Institute for 
Healthcare Improvement in Boston. Don has said this prob-
lem cannot be solved by evolution. There has to be a revolu-
tion. We spend 40 percent more on healthcare than any 
other developed country without any demonstrable improve-
ment in outcomes. Males live longer in Europe, and the neo-
natal mortality rate here is worse than in many countries. 
There’s tremendous waste in our system.  

Herman Miller: And yet healthcare is the biggest industry in 
the U.S.?  

Parker: Yes. No other industry could survive with the error rate 
in healthcare. Actually the only industry I know of with a higher 
error rate is the French wine-making industry. Twenty percent 
of their corks fail. Think about a 99.9 percent success rate—at 
San Jose airport, that would be one crash a day— nobody would 
fly. We are nowhere near 99.9 percent in healthcare.  

Herman Miller: Tell us about how architects can help. Can 
you?  

Parker: There’s no doubt. First, in my opinion, to be a good 
healthcare designer, you have to know the industry.  
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Parker cont:  You’ve got to know how it’s organized, what’s 
going on, the issues. It’s an extremely complicated industry, and 
it’s carrying a lot of historical baggage that has to be changed. 
Isaac Stern has to know the notes in order to play the music. 
After he knows the basics, he doesn’t worry about the notes any-
more. He plays the music. If you want to be a good healthcare 
architect, you have to be convinced that healthcare architecture 
is a worthy way to spend your career, a way to make a contribu-
tion to our society in general. You have to learn the notes so that 
you can play the music of architecture.  

Herman Miller: Who’s doing the best job now?  

Parker: I don’t know. I think you’d have to say Scandinavia is 
doing a good job, but like everybody, they’ve got their own bag-
gage. They’re still building multi-bedded wards in Scandinavia. 
In my office, we will never build another hospital with multi-
bedded wings unless it’s specialized, like long-term care or chil-
dren. In general, multi-bedded rooms are for the birds. They’re 
expensive, there’s no privacy, and they’re intrusive. We know 
the communication between the patient and the caregiver is re-
duced because everybody’s aware of the family next door, and 
so on. And of course you have nosocomial infection—this pa-
tient is contaminating that patient. When you move patients be-
cause they are disrupting people around them, the chance of an 
error goes up 75 percent. Someone forgets to tell the pharmacy, 
and the pill goes to the wrong room.  

Yes, architecture can make a difference. Until about six years 
ago, that answer would have been based on intuition. Now we 
know that architecture can help make positive connections and 
have a positive impact because of the Pebbles Project and the 
Fable Hospital.  
 
Now there’s enough research— peer-reviewed research—for 
us to know without a shadow of a doubt that the built environ-
ment plays a significant role in errors, costs, infections, stress, 
waste, and satisfaction—all of which are factors in the delivery 
of quality and safe care.  
 

Herman Miller: You sound a little heated about this 
subject. Do your colleagues at Anshen + Allen share 
your conviction?  

Parker: Yes, they do. In the early 1960s, we decided architec-
ture had a role to play in health. We realized it was so compli-
cated you couldn’t do it in your spare time. You can’t be design-
ing hotels and condominiums—I would have a hard time turning 
down a yacht club in the Bahamas—but that isn’t what we do.  

Herman Miller: Is there a healthcare specialty in architecture 
schools?  

Parker: Two schools that I know of do have that specialty. 
Texas A&M and Clemson turn out graduates interested in 
healthcare. It’s tough, because the general feeling among archi-
tects is that to get design in healthcare is very difficult.  

Herman Miller: Why?  

Parker: Well, because it’s so complicated. The buildings are 
large, for the most part. You’ve really got to know your stuff. 
There are many constraints, but I believe—and my partners here 
believe—that it’s those constraints that are the kernels of good 
design.  

Herman Miller: As Charles Eames said, “Constraints are liber-
ating.”  

Parker: That’s exactly right. I don’t subscribe to the notion that 
you can’t have good design in in healthcare architecture. On the 
contrary, I believe constraints and technologies and the drive to 
give architecture meaning and purpose are the essence of good 
design.  

Herman Miller: Tell us more about the Pebbles Project.  

Parker: Pebbles started at the Center for Health Design, a not-
for-profit organization that I helped found about 16 years ago. 
For the first 10 years, we had an annual symposium and trained 
about 25,000 people from around the world on issues of design 
and color and texture and vegetation and daylight. About six 
years ago, the board of the Center for Health Design, a wonder-
ful group of people—two architects, doctors, hospital presidents, 
researchers, academics—asked, “Why don’t we now move from 
a symposium—the education base—to a research base?” One of 
our board members said it would be like tossing a pebble into a 
pond. Our research would become like ripples—have a wider 
effect.  

Our first project was the Children’s Hospital in San Diego. 
Jim Varni, who was on the staff at Children’s Hospital—he’s 
now at Texas A&M—led the research effort. Jim developed 
32 measurable hypotheses. Would these kids, in the new en-
vironment that we were designing, go more or less frequently 
to the emergency room? Would they have more or fewer epi-
leptic fits? Would their parents visit more frequently? Would 
they stay longer? And so on. That was our first Pebble.   Our 
second Pebble was Bronson, in Kalamazoo, Michigan, a re-
cent Baldridge winner. We now have 40 Pebbles around the 
country.  We’ve got long-term care, we’ve got kids, we’ve 
got cancer, we’ve got cardiac.  
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Parker cont:  Each place is measuring different things. Some 
are measuring nosocomial infection rates, patient falls, staff 
retention, medication errors, and so on.  

Six years ago, the Center funded a researcher at Johns Hopkins 
to do a literature search on outcomes from the built healthcare 
environment. We found, in this research, only 80 acceptable 
papers in the field. A repeat last year, funded by the Robert 
Wood Johnson Foundation, found 640 peer-reviewed articles. 
We’ve now cataloged these into issues like light, noise, stress, 
daylight, landscape, distractions, patient falls, and medication 
errors. There’s now no shortage of evidence to show that the 
built environment plays a part. 
 
But the built environment is only one part of the care-delivery 
system. How do you align all the parts so they don’t stumble 
over each other? That alignment requires a cultural redesign, an 
organizational redesign. You’ve got to think through communi-
cations, you’ve got to think through IT. Communication’s a big, 
big part. Noise is a major problem. The noise outside a patient 
room at the time of shift change is two decibels more than a 
jackhammer! Just imagine that.  
 
Herman Miller: You seem to be advocating a holistic redesign 
of our entire system—buildings included.  

Parker: Yes, and that’s why the Center of Health Design is 
important. It’s multidisciplinary—physicians, nurses, design-
ers, administrators, managers.  

Herman Miller: Is there an analogous effort in any other field?  

Parker: I’m sure this has gone on in the aircraft industry. The 
safety record of the aircraft industry is phenomenal, and it’s 
because the right people sat down and designed the right sys-
tems, from the design of the aircraft, to how you service them, 
how you build the engines, how you design the terminals, how 
you develop a structured language between the pilot and the air 
traffic controller. A survey shows that only 25 percent of sur-
geons know the first names of the nurses in their operating 
rooms. How can you run a team when you don’t even know who 
you’re working with? Small things like that add up—for good or 
for bad.  

Herman Miller: How is the Pebbles Project related to your Fa-
ble Hospital?  

Parker: About three years ago, I was due to make a presenta-
tion, and the night before as I rehearsed in my room, I thought 
the presentation was boring, dull, and really not compelling. 
Earlier that evening I had had a drink with Kirk Hamilton, who 
told me about a presentation that day by a doctor who talked 
about the power of stories in dealing with his patients.  

That resonated with me. We all remember Peter Rabbit and 
Wind in the Willows. So I thought what I’m going to do to-
night before I go to bed is write a story—I’m going to take all 
the data from the Pebbles Project and create a Fable Hospital, a 
completely theoretical 300-bed hospital using evidence-based 
design. The next day I completely confused my co-presenters 
when I announced to the audience that I was going to talk 
about a project I’d just finished—a 300-bed hospital, a terrific 
board of directors, a wonderful president, value-driven people, 
visionaries—the best group of clients you could ever have. We 
incorporated all the best research about daylight, art, landscape, 
room for the family, and many safety features.  

Herman Miller: By this time they were on the edge of their 
seats.  

Parker: They were. Then, I cost-estimated the project. Day-
light’s free, but windows are not. My 300-bed hospital, us-
ing national average numbers, came to $240 million. Then I 
cost-estimated all the things I’d done differently—special 
features, bigger windows, bigger rooms, and so on— and I 
came up with $12 million, 5 percent. Not much, but $12 
million is a lot of money.  

So just imagine a CEO going in front of his board—hospital’s 
finished, it’s now occupied, it’s now running, it’s five years 
later—and he says, “Guys, I spent $12 million that I didn’t 
have to spend. But what were the benefits of doing the things 
we just did?” And then, using the evidence from the Pebbles 
Project, I calculated the benefits of the larger windows, the 
special features, the larger rooms. Here’s the kicker: Our 
imaginary Fable Hospital reduced nosocomial infection rates 
by 20 percent, patient falls by 80 percent, and so on. Then us-
ing numbers from the American Hospital Association and ex-
trapolations from those data, I found in the first year I saved 
$11 million— in the first year! I had something like a 90 per-
cent return on investment in year one, and after that it was 
money right to the bottom line.  

Fable is a business case for a better hospital.  

Sitting in the audience was my friend Len Berry. Len wrote a 
wonderful book called Discovering the Soul of Service,and he 
at the time knew little about healthcare. Len is a professor of 
marketing at Texas A&M. He might be the nation’s guru on 
marketing service organizations. He called me the next day 
and said, “Derek, that was a very powerful story. Would you 
mind if I write about that?” I sent him my rough notes, and 
then gradually Len, Blair Sadler, the late Russ Coile, Kirk 
Hamilton, Dave O’Neill, and I co-authored essentially the 
business case for a better hospital, which was published last 
year in Frontiers,  
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Parker cont:  the journal of the American College of Health-
care Executives.  

Herman Miller: It seems like the power of going into depth in a 
subject. It’s looking at the architectural process of hospitals as 
only a small part of the whole issue.  

Exactly. Architects, to provide value to their clients, have got to 
come not talking architecture—they’ve got to come talking 
health. I would say my clients get architecture for nothing. What 
they get from us, I think, is advice about a variety of things 
which you wouldn’t think of as being traditional architecture. 
Because we’re working around the world, we’re looking at best 
practices wherever we can find them. So I can find something in 
Edinburgh that I can introduce to my client in North San Diego 
County. Or here’s an opportunity to start talking about how to 
organize nursing, and how you organize nursing means how you 
organize the physical space.  

Herman Miller: You’re making connections for your clients. 
Only people with a great deal of self-confidence can loosen up 
and listen to advice from people in other fields.  

Parker: You know, I’m now almost 72 years old. When I was 
60—60 seemed to me to be a reasonable sort of age—I’d been 
in healthcare a long time. I thought maybe I should go fishing or 
something. Then I got a book from my friend Panos Kouler-
mos—a wonderful, wonderful guy. He sent me a book on Euro-
pean rationalism, and he said, “Derek, architecture begins at 
60.” I thought about that. I decided, yes, he’s absolutely right. 
Around the age of 60, you start to develop confidence. For one 
thing, you learn how to communicate. Besides communicating 
better, I became confident around the age of 60 for the first time 
in my life.  
Now I think architecture is an older person’s profession. If I 
were a physician, I’d see 20 patients a day or something like 
that. As an architect, I’ll be lucky if I do 60 buildings in my 
whole career. Each time I go into a building that I’ve been in-
volved with for 5 to 10 years, I see something new. So the feed-
back loop in architecture is very slow, and unless you’ve had a 
few feedback loops, you’re not going to know how you’re do-
ing. Architects have to learn to be humble and confident at the 
same time. We’re working with, for the most part, well-
intentioned, good people. But we have a role that nobody else 
can play.  

Herman Miller: What should hospital administrators or 
boards of directors expect of healthcare architects? Or any 
architects, for that matter.   

Parker: Well, you can only have a good project when you’ve 
got a good client. 

 A good architect can produce only an acceptable building 
with a mediocre client, but a truly good project requires a 
truly good, intelligent, open-minded client. Part of being a 
good client is providing the organizational vision for their 
architect.  

Clients—whether they’re good ones or not—should expect their 
architect to be aware of evidence-based design. If they don’t 
know the evidence, they shouldn’t be allowed on the scene.  At 
the last presentation I made to the Academy of Architecture for 
Health in Los Angeles, an attorney in the audience came up to 
me afterwards and wondered whether evidence-based design—
this is really what I’m talking about—was actually raising the 
bar of the standard of practice for hospitals. Now that’s interest-
ing and scary.  

Clients should expect an architect to challenge them, to raise 
their expectations. You may never have built a healthcare facil-
ity before, and you may never do it again. You need somebody 
to challenge you, to challenge the status quo—not just in build-
ing terms. Why are you doing this? Why are you doing it that 
way? Do you know someone is doing it a different way? And 
always remember, as one of my friends says, “The plural of an-
ecdote is not data.” I want to be data-based.  

I expect doctors to be practicing evidence-based medicine, so 
that when they prescribe something for me, it has to come with a 
protocol. You should expect your architect to have evidence.  

I like the story about Michelangelo. When that enormous 
block of Cararra marble was delivered to his studio, he said, 
“David is in there, and all I’ve got to do is take away all the 
excess marble.” I say that about architects and building pro-
jects. The wind is where it is, the sun is where it is, the to-
pography is what it is, the trees are where they are, the or-
ganization is what it is, the community is what it is—all you 
have to do is find the building that’s inside all those forces. 
 
Herman Miller: Should a client for healthcare architec-
ture expect their architect to teach them something they 
don’t know about medicine or healthcare?  

Parker: They should. Healthcare architecture, any architec-
ture, really, is an opportunity for mutual education. We won 
a project with Children’s Hospital at Stanford. Lucile Pack-
ard—a wonderful lady, unassuming lady, smart as a whip; 
put $40 million of her own money into this project—spent 
two days a week in my office for about three years. We edu-
cated each other. We took a look at architecture throughout 
history and from around the world. We asked questions like, 
Is the building in context? Do I like the scale of the build-
ing?  
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 Parker cont:  Does it relate to the environment? We also 
had many informed discussions with the other board mem-
bers. I believe the design of Packard’s Children’s Hospital is 
one of the best buildings we’ve ever done. I believe it is a 
direct result of a logical, mutually open-minded process. But 
not many clients are willing to put in that kind of time. 
 
Herman Miller: Is “patient-focused design” your term?  

Parker: No, it isn’t. I don’t exactly know where it came from. 
It’s been around for about 15 years. I absolutely subscribe to 
that idea—putting yourself in the patient’s position. Now 
we’ve returned to the “clues” we were talking about earlier. I 
see hospitals all the time that are not patient focused. So here 
you are, your gut aches, your knees are killing you, your hips, 
you’re on crutches, and you’re parking in the farthest point of a 
multi-storied parking lot. It takes you 15 minutes to find the 
front door, and what do you see but a sign right by the front 
door “Reserved for the Surgeons” or the president. What does 
that tell you?  

Sometimes we think our job is to turn the organization inside 
out. We’re not here for the doctors, we’re not here for the board 
of trustees. We’re here for one purpose only, the patient and 
patient’s family. That’s what it’s all about. And if you forget 
about that, the whole purpose is missing.  

Herman Miller: What about the future of hospital design or 
healthcare architecture? Are hospitals going to get bigger, are 
they going to get smaller? What are healthcare architects going 
to have to grapple with in the future? What should be their 
goals?  

Parker: I would like to see us expand the understanding of ar-
chitecture beyond building design to system design. We need to 
understand culture, organizational culture. That’s number one. 
Only then can an architect transform architecture so that it’s 
more relevant, so that it makes more of a real contribution to the 
functioning of a system. We have to completely redesign the 
healthcare system in this country, and I would hope architects 
can play a major role in the process.  

A completely redesigned system will have profound implica-
tions for the physical infrastructure. I think we’ll see more care 
being delivered at higher levels close to where we all live, es-
pecially as the Baby Boomers age. At the center of what you 
might think of as a hub and spoke will be a highly technical 
care facility, which might be quite small, intensive care only, 
with sophisticated technologies, sophisticated information sys-
tems, good communication.  There is absolutely no reason why 
we shouldn’t be in e-mail contact with our physicians. 

 It’s a better use of their time. We’ve got to leverage highly 
educated, highly experienced, talented people in a better way. 
We’re doing care right now pretty much like we did in the 19th 
Century.  

Parker cont:  It’s just that now physicians have bigger bags 
and they don’t travel as much.  

Herman Miller: Do you ever think that the design of homes or 
apartments or condominiums will become a tool for preventa-
tive healthcare?  

Parker: Yes. The same data we apply to the design of hospi-
tals could apply to homes. A lot of injuries occur in the home 
environment. I know every time I use the emergency room, it’s 
because I did something stupid at home on Saturday afternoon. 
The home is a health environment. We ought to be able to do 
our urinalyses at home. We ought to be able to do our own 
blood analyses at home. We ought to have dietary consultations 
at home. We’ve got to beat this obesity epidemic, diabetes, and 
so on. As a result, exercise at home. That’s where you always 
start. That’s absolutely right.  

The same goes for the workplace. We need to incentivize 
healthy behavior at work, and we need to incentivize healthy 
behavior at schools. This should all be part of a complete redes-
ign of the healthcare system. It has implications, not in grand 
architectural terms, but at home, at school, at work—especially 
in the community clinic where you go to get your chronic things 
taken care of—either do it through videoconference, e-mail, or 
contact with a highly trained nurse who doesn’t need 15 years of 
medical school to tell you you’ve got an ear infection. She 
should be tied in through communication systems to people who 
can support her and can get you into the system at the appropri-
ate level.  

Herman Miller: Do you know any community or country 
or state that’s doing a good job with the entire system of 
healthcare?  

Parker: Yes, the Dutch are doing a good job, the Germans 
and Scandinavians—all doing a better job in terms of cen-
tralized planning. It’s easier to a large degree because they 
have a more homogeneous community. With the diversity of 
the U.S., it’s tough. I think Oregon has been doing good 
things. We’re not doing very well in California.  

Herman Miller: We mentioned an aging population in the U.S. 
and everywhere. Besides just the number of people with chronic 
conditions, will there be an effect on healthcare design or archi-
tecture?  
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Parker: Yes, I think there will be. The objective has got to be to 
die young as late in life as possible. How do we stay young? 
How do we make those later years more useful, more meaning-
ful? Just think what an asset experience and education are to any 
civilization. We will need to find ways to take advantage of 
them.  

One of the things we have to be thinking seriously about more 
often is how to design for an uncertain future. We don’t really 
know what will develop, and that’s true in medicine, in health-
care delivery, in politics, and in design. And yet we’re spending 
millions on healthcare facilities. Over the next decade, we’re go-
ing to spend $300 billion in new healthcare construction in the 
U.S. We’re probably going to spend a similar amount around the 
rest of the world. We can’t just rebuild the hospital we built in 
1950. We’ve got to do it right. No one of us is smart enough to 
know how to do everything. I believe this redesigned system and 
the facilities it will require involve new thinking, new organiza-
tional design, industrial designers, systems designers, information 
technologies, architects in the traditional sense—an entirely new 
relationship between builders and designers.  

How do we architects develop a design philosophy that extends 
the value of this huge investment over a longer period of time, so 
that it doesn’t become obsolete the day you open the doors to the 
buildings?  
 
Herman Miller: It’s not just about flexibility.  
 
Parker: No, it’s not just about flexibility. It’s an attitude about 
design. It requires courage, because we might slightly de-
optimize the short term but allow for built-in flexibility so you 
can do something more productive and valuable 10 years from 
now. It’s a matter of vision and communication.  

A very few visionary clients get it. They not only get it, they want 
more of it. They ask questions, they ask probing questions, they 
challenge you. They don’t accept the status quo, they ask about 
tomorrow. They push, push, push. Sometimes they’re just down-
right irritating, but you know you’re going to do something much 
better as a result. The good clients are going to get the best archi-
tecture. They’re going to get the best design. It’s funny, in this 
office everyone knows who the best clients are. People will lie, 
steal, rob, bribe to get on those projects. You always end up with 
the best architects vying to work with the best clients. That’s one 
of the reasons I say the best clients always get the best results.  

Herman Miller: We’re going to end with a very practical 
question. Where should people go to see your idea of a good 
healthcare facility?  

Parker: I would say Bronson in Kalamazoo, Michigan, The Na-
tional Hospital of Norway in Oslo, Griffin in Connecticut.  

I think you need to see Packard Children’s Hospital in Palo 
Alto. And maybe Mary Hitchcock Medical Center in Dart-
mouth. That was a good project. I think you could look at those 
five hospitals and then ask, “Do I like this place? Does it feel 
right?” The feel of a place is very important. My guess is that 
good places feel right and that spills over to the staff, the body 
language, the voices, the vase of flowers, the valet parking—
”Nice to see you again, Mr. Parker”—it all goes together. 
Magic happens at places like that.  

Derek Parker has designed and planned hospitals, diagnostic care centers, hospices, 

and medical research institutes at the firm Anshen + Allen in San Francisco for 45 

years. He speaks to, shares his good humor with, and designs projects for groups 

around the world.  
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