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NOTE 

The views expressed in this report are those of the participants in the Intercountry Seminar on 
Health Care Facility Planning and do not necessarily reflect the policy of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for governments of Member States in the Region and for those who 
participated in the Intercountry Seminar on Health Care Facility Planning, which was held in 
Tokyo, Japan, from 29 November to 2 December 1994. 
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SUMMARY 

The intercountry seminar on health care facility planning focused on the inlportance 
of maximizing the use of local resources and materials in facility administration, planning 
and design. It was an attempt to facilitate a frank exchange of information and experiences 
among developing countries in the Region, with the aim of improving health facility 
construction and promoting cost-efficient health facility utilization. Participants, generally 
health facility planners or hospital managers, were drawn from nine countries in the 
Western Pacific Region and two countries from the South-East Asian Regional Office. 

It was concluded that health facility planning should not be performed in isolation but 
should be part of a comprehensive health plan that looks at all levels and types of health 
services needed in a given area. The plan should address all major areas of concern and 
constitute a broad framework within which all decisions on planning for growth and change 
takes place. 

The guiding principle for successful health facility planning is to maximize the 
development and use of local resources, in the context of planning, financing, operation and 
maintenance. The community should be an essential partner in the planning process, as 
they will be the users of the facility and will increasing be called upon directly or indirectly 
to finance the facility. User-oriented planning and development will also help overcome 
political obstacles through devlopment of strong local support for the facility. 

Human resource development needs should also be studied carefully, and a 
workforce development plan developed and funded before major facility construction or 
renovation occurs . In particular, provisions should be in place to ensure retention of 
trained personnel, and support of specialized training needs, including planning, 
management and fmance. 

Financing requirements for renovation and new construction both in public and 
private sectors should be transparent and based on clear financial analysis, including 
feasibility studies and cost-benefit and demand analyses. Essential human resource 
development costs should be considered as part of the cost of financing facility development 
and should be realistically factored into the facility plan. 



1. INTRODUCTION 

Construction and support of health facilities are often provided by donors without 
adequate consideration of the use of local resources and materials, and without due 
consideration of local environmental conditions. This, subsequently, places a severe economic 
and human resource burden on the countries to maintain such facilities and related equipment. 
At the same time, many countries have insufficient management experience in the health sector 
to support the functioning of health facilities in the most efficient way possible. 

The National Institute of Health Services Management, Tokyo, Japan, is a designated 
World Health Organization Collaborating Centre for Health Care Facility Planning and 
Development. It has held two previous related activities on health facility planning, each 
stressing the importance of education and practical training of health facility managers. A 
seminar was held in October 1986 and a seminar in December 1988. 

The Intercountry Seminar on Health Facility Planning focused on the importance of 
maximizing the use of local resources and materials in facility administration, planning and 
design. It was an attempt to facilitate frank exchange of information and experiences among 
developing countries in the Region, with the aim of improving health facility construction and 
promoting cost-efficient health facility utilization. 

1. I Objectives 

The seminar aimed to enable health facility planners and managers to share concerns and 
problems in health facility planning and to develop new strategies and approaches to deal with 
them. 

The specific objectives of the seminar were: 

(1) to exchange information on the most recent developments and significant issues in 
the field of health care facility planning and hospital management in selected countries in 
the Western Pacific and South-East Asia regions; and 

(2) to facilitate exchange of ideas and experiences and develop a consensus on the use 
of local materials and resources (including human resources) in the health care facility 
planning process. 

1. 2 Participants 

The participants in this seminar were experts on health care facility planning and/or 
hospital management. They were to be either the senior managers or planners of their 
respective MinistryIDepartment of Health responsible for administration and planning and/or 
facilities design and renovation or of National Institute of Health Management and/or 
universities that support them. 

There were nine participants from countries in the Western Pacific Region namely, 
Cambodia, China, Fiji, Japan, Malaysia, Papua New Guinea, Philippines, Solomon Islands and 
Viet Nam. Participants from two countries in the South-East Asia region, namely Indonesia 
and Thailand were also in attendance. The staff at the National Institute of Health Services 
Management in Japan also participated in this seminar. 
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1.3 Organization 

The seminar was held in Tokyo, Japan from 29 November to 2 December 1994. It was 
conducted in collaboration with the WHO Collaborating Centre on Health Care Facility 
Planning, National Institute of Health Services Management (NIHSM), Ministry of Health, 
Tokyo, Japan. 

The seminar was chaired by Dr Masaki Mutou, Head, Department of Health Policy, 
NIHSM, Tokyo, Japan. Vice Chairperson was Mr Ralph Rore Rikis, Assistant Secretary, 
Health Facilities, Department of Health, Boroko, Papua New Guinea and the Rapporteur was 
Professor Prosperidad C. Luis, Department of Architecture, University of the Philippines, 
Quezon City, Philippines. 

Dr S.T. Han, Regional Director, WHO Regional Office for the Western Pacific Region 
delivered the opening remarks. Dr Akira Matsuda, Director-General, NIHSM gave the 
welcome address, while Dr Masaharoh Itoh, Ministry of Health and Welfare gave the country 
address. The co-sponsoring agency address was given by Dr Sadayoshi Kitigawa for Professor 
Makuro Itoh, President of the Japan Institute of Hospital Architecture. 

The seminar started with a presentation on clinical waste management and environmental 
health issues associated with health facility planning by Mr S. Tamplin, Regional Adviser in 
Environmental Health, WHO. It was followed by country reports on problems in health care 
facility planning and problem resolution for maximizing use of existing resources. There was a 
small group discussion on planning for growth and change based on existing health facilities 
and financing, administrative decentralization and privatization of health facilities. The 
findings of the small group were discussed in the plenary session and conclusions were drawn 
on future focus in health facility planning. A special presentation on community participation 
in health facility planning was given by Mr Glen Haydon, President, Mercy International 
Health Services, Farmington Hills, Michigan, U.S.A. 

A field visit to Suwa Central (district) Hospital in Nayano Prefecture highlighted the 
various aspects of health facility planning in Japan. 

1.4 Opening ceremony 

In his remarks, Dr S.T. Han, Regional Director stressed that hospitals should be a major 
resource for encouraging and sustaining the highest attainable standards of health in the 
community, in addition to supplying curative health care. 

He challenged health facility planners to involve the community in hospital planning and 
to involve the hospital in community programmes that promote health and prevent diseases. 
The full script of his address is included as Annex 3. 

2. PROCEEDINGS 

The meeting addressed key issues in health facility planning. It was noted that in spite of 
the great variation in socioeconomic conditions and structure of health services, there were 
many commonalities and similarities in problems and solutions in health facility planning 
among the participating countries. 
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There are three issues in health facility planning which were highlighted as themes for 
the seminar: 

(1) maximizing the use of local resources and materials in facility administration, 
planning and design; 

(2) community participation in health facility planning and design; and 

(3) planning for clinical waste management. 

The participants were asked to prepare country reports with the first issue in mind, while 
in-depth discussion of all the three issues was encouraged during the seminar. 

2. I Summary of country reports 

The country reports were marked with commonalities as to experiences, problems and 
approaches. Facilities planning, environmental problems, associated with health facilities, and 
health facility management were found to be the major issues in most countries. A shortage of 
adequately trained hospital administrators combined with problems in human resource planning 
and development were noted by most as key obstacles. Inadequate financing for new and 
existing facilities in all service areas was a recurrent theme, as was donor rather than country 
and need driven planning, construction and supply. In particular, donor driven design and 
construction without country collaboration has obviously led to inappropriate design, costly 
maintenance requirements, and expensive equipment in many countries. Most countries were 
studying alternative approaches to financing of health facilities and services, including options 
for cost recovery and various approaches to health insurance. Serious deficiencies at the 
national policy level in terms of adequate and coordinated planning of facilities vis-a.-vis other 
aspects of health services were common among the countries. Political rationale in the type of 
design and placement of facilities was often noted to lead to major support and maintenance 
problems. An increasing role for the private sector in health, with or without government 
direction was characteristic of most countries as was a shift to a greater administrative 
decentralization. (See Annex 5 for the reports). 

2.2 Summary of discussions and activities 

2.2.1 Priority health facility concerns 

A questionnaire was sent to all participants and temporary advisers asking them to 
indicate which of the three categories of problems in health facilities planning were of major 
importance in their countries. Most of the participants chose more than one category, with 
many indicating multiple areas of interest. Facility planning, environmental problems 
associated with health facilities, and health facilities management, in that order, were all found 
to be the major issues for the participants. Of the various planning issues queried in the 
questionnaire, most of participants' responses were problems about issues associated with 
growth and change in existing facilities, and to a lesser extent with maintenance of biomedical 
equipment. The major environmental issue of concern was medical disposal, with some 
interest in energy conservation. Health sector reform issues, financing, privatization and 
decentralization, were the areas of high interest among those interested in health facilities 
management. 

Based on these results, the participants were divided into two groups for discussion on 
major issues and problems concerning health facility planning as follows: (1) planning for 
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growth and change based on existing facilities; (2) issues associated with financing, 
administrative decentralization and privatization of health facilities. 

Each group was asked to identify major issues and constraints associated with the health 
facility planning, then propose approaches or solutions to deal with these issues. Proposed 
approaches and solutions were to involve problem-solving as much as possible, with a specified 
and clearly dermed output. Issues were to be considered from the country perspective, and 
approaches/solutions were to include human resource development, technical collaboration and 
training needs or other approaches. Both groups were asked to consider the environmental 
aspects of facility planning as well, as their primary focus. 

2.2.2 Planning for growth and change based on existing facilities: use of local resources 

The major issue addressed in these group meetings was "how to maximize the 
development of country resources in the context of health facility planning, construction, 
operation and maintenance. The discussions included not only maximizing use of local 
resources but also building up national resources to improve self-reliance at the country level. 

Problems and issues related to the above concepts were identified as follows: 

(a) human resources development 

People involved in the total process are inadequately trained or lack experience to 
perform the functions, responsibilities or the roles that they must assume in the process. 

There is a lack of appropriate training and experience in planning and management of 
personnel. Such personnelleam mainly on the job, mostly from mistakes made. 

A lack of expertise exists in the public and private sectors in hospital construction in 
most developing countries. Hospital construction is much more complex and requires higher 
technology than does regular construction. 

There are few or no hospital engineers in most countries. The profession is not a 
popular choice among these who go to college. There are some engineers from other fields 
who perform the role of hospital engineer, but they lack the special training specific to the job. 

Equipment maintenance and repair is also a function that suffers from lack of qualified 
personnel. Staff mostly react to the need for repair, but lack the knowledge or the appreciation 
for a continuing preventive maintenance progranune for the equipment. 

(b) health promotion and education 

In general, the staff and the constituency in many developing countries including the 
families and the community as a whole, do not use the facilities properly, and even suffer from 
"culture shock" from the physical provisions. Very convincing evidence of this includes the 
following: 

- improper waste disposal by staff which causes the spread of disease from hospital 
waste; 

- improper use of toilet facilities that cause clogging of pipes and drainage; 
- use of spaces and facilities contrary to the original design intention. 
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Thus, there is a need to promote health and education among these users of hospital and 
health facilities. 

(c) comprehensive health plan 

In general, countries have their national health plans, which are comprehensive and 
projected well into the future. However, the problem is that of weak implementation owing to 
unclear delineation of stakeholder roles among sectors, constituents and external support 
agencies. Owners/proponents/end-users do not adequately appreciate their role as decision
makers who must be present and available at all stages of the process. DeSigners (architects 
and engineers) on the other hand act as final arbiters of owner needs and interpret them in 
accordance with their own personal evaluation. External support agencies donate facilities, 
equipment and services without knowledge or due recognition of internal situations and cultural 
implications in the recipient countries. 

In addition, there is insufficient communication, cooperation and coordination among 
stakeholders. Though there is a comprehensive national health plan, it does not seem to 
consolidate the objectives. direction and efforts of the stakeholders. Very often, no one 
appreciates it in its totality because there had been forwns in which all those who have a stake 
and a share in it are brought together to commit to it and desire its implementation as a 
common objective. 

Finally. a lack of funding and human resources development present a major stumbling 
block. The Ministry of Health does not get an adequate share of the government budget to 
implement its plans. Private financiers and investors are hard to find. More creativity and 
innovation is required to surmount this common problem. 

Human resources development requires foresight and anticipation. Trained personnel are 
not available when needed. There is no overall scheme of development that projects well into 
the future. Training for needed personnel is most of the time only reactionary to an urgent 
situation. 

(d) political and policy considerations 

Good and comprehensive national health plans have no continuity. Politics and trade 
pOlicies change from political administration to political administration. Each politician has his 
own agenda, very often oriented towards a myopic point of view and considering only the 
interest of a limited constituency rather than the overall national good. 

Personnel involved in the planning, design, construction and maintenance usually are not 
able to follow through the plan to completion. Good personnel who have been trained well and 
who have accumulated experience usually leave the government service to join the private 
sector where better payment is available. On the other hand those who stay. often wait in 
frustration for a proper appreciation of their work, and lose their initiative. 

(e) physical/private sector considerations 

There is a general mismatch among construction materials, equipment and 
spare/replacement parts. This problem usually is found in physical facilities and equipment 
donated by an external source. Maintenance is a problem because spare components are not 
available locally or if available, are usually not compatible with the original system. 
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Local materials, on the other hand, though available, are not of the standard satisfactory 
to the donor whose concern is to assure quality and protect the prestige of the donor country or 
agency. Thus, building technology and materials are transplanted in toto into a local situation 
that may not be prepared or adaptable to the higher technology. 

Thus, costs of construction, by local standards, are higher. There are even local 
assessments that the physical facilities are overdesigned, in their architecture and engineering 
and that with proper adoption and adaptation to real situations, the amount spent on the 
construction of a single costly facility could have built a few more of the needed physical 
facilities. 

2.2.3 Financing, administrative decentralization, and privatization of health facilities: use 
of local resources 

The training and retraining of skilled human resources at all levels is a major problem 
facing almost all facilities in both developing and developed countries. Hospital management 
personnel, such as the Medical Superintendent, should not be chosen because of clinical and 
specialty skill, but because of appropriate management experience and training. Career ladders 
in administration and management should be encouraged, as well as the employment of 
non-medical and nursing personnel for some positions. Training programmes, long and short 
term as well as on-site, should be developed to encourage personnel development. Areas 
requiring special attention include financing of health services, management information 
systems and supervision, and regulation of the private sector. 

Financing of health services has become increasingly important in hospital management. 
Many countries are experimenting in decentralization of administrative responsibilities, 
including the setting and collection of fees, health insurance, private use of public facilities and 
other activities. Senior management needs experience and resources to deal with these and 
other health sector reform activities; likewise, mid-level management needs training for their 
new and expanded roles. Charging fees has the potential to provide for additional resources 
but is associated with many difficulties. The community must feel ownership and loyalty to the 
facility, and perceive that the additional, or new, fee is providing better care. Additionally, the 
fee must be carefully determined so as not to exceed the communities' ability and willingness to 
pay. 

Privatization is proceeding apace in many countries, in others it is out of control. 
Nevertheless, it offers a unique opportunity to reduce the government's burden of some of the 
costs of provision of health services. Theoretically, the private sector will care for the 
wealthy, leaving additional resources to government to care for the disadvantaged. Likewise, 
the private sector can develop and maintain equipment too expensive for government, while 
allow access to such equipment for the disadvantaged when needed. However, when national 
health insurance is available, the private sector often not only competes for resources, but 
actively lobbies for such resources, often putting the public system at a disadvantage. Inclusion 
of the community in planning for facilities, cost recovery and privatization activities is 
essential. The facilities and services must be ones they value, and ones for which the 
community is willing to pay additional fees. A transparent approach to planning often assists in 
gaining public support and access to additional resources. 
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3. CONCLUSIONS 

Health facility planning should not be performed in isolation but should be part of a 
comprehensive health plan that looks at all levels and types of health services needed in a given 
area. The plan should address all major areas of concern and constitute a broad framework 
within which all decisions on planning for growth and change takes place. The health facility 
plan, in particular, should answer the following questions: 

where are we now? 
where do we want to be? 
what are barriers that need to be overcome? 
how can we overcome these barriers? 

The guiding principle for successful health facility planning is to maximize the 
development and use of local resources, in the context of planning, financing, operation and 
maintenance. People in the community should be essential partners in the planning process, as 
they will be the users of the facility and will increasing be called upon directly or indirectly to 
finance the facility. User-oriented planning and development will also help overcome political 
obstacles through development of strong local support for the facility. 

Human resource development needs should also be studied carefully, and a workforce 
development plan developed and funded before major facility construction or renovation 
occurs. in particular, provisions should be in place to: 

• ensure retention of trained personnel 
• finance training programmes 
• clearly identify and support specialized training needs, including planning and 
management 

Financing requirements for renovation and new construction in public and private sectors 
should be transparent and based on clear financial analysis, including feasibility studies and 
cost-benefit and demand analyses. proposed renovations should be especially carefully 
analysed to determine if renovations are feasible or whether new construction is needed. 
Essential human resource development costs should be considered as part of the cost of 
financing facility development and should be realistically factored into the facility plan. 

Financial contributions to facility construction from cost recovery and/or health 
insurance schemes should be carefully and meticulously analysed and reality-tested. New or 
increased user charges in most countries must gain ministry of health approval prior to 
implementation. Community understanding and support for such approaches will help 
overcome resistance at the Ministry of Health and political levels. In particular, people in the 
community will often support increased user fees if they perceive improved quality of care to 
be the result of such increases. 
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ANNEX 3 

OPENING REMARKS OF DR S.T. HAN, REGIONAL DIRECTOR, WORLD HEALTH 
ORGANIZATION REGIONAL OFFICE FOR THE WESTERN PACIFIC AT THE 

INTERCOUNTRY SEMINAR ON HEALTH CARE FACILITY PLANNING, 
29 NOVEMBER TO 2 DECEMBER 1994, TOKYO, JAPAN 

"The Changing Role of Health Facilities in Prevention of Disease and Promotion of Health .. 

DISTINGUISHED GUESTS, DEAR COLLEAGUES, LADIES AND GENTLEMEN, 

I wish to thank the Ministry of Health and Welfare of Japan and the staff of the National 
Institute of Health Services Ma~gement for hosting this important meeting, and to extend a 
warm welcome to the participants, temporary advisers, facilitators and observers to this 
meeting. 

Health facilities, especially hospitals, should be an important resource in enabling people 
to reach the highest attainable standard of health. In many countries, both in developing and 
developed, this is not the situation. 

Health facilities, such as hospitals, no matter what size, usually represent the greatest 
collection of health resources, both human and physical, in a given area. At a minimum, these 
facilities should be providing community-appropriate, quality, curative care. Additionally, they 
should be providing imaginative and diSCiplined leadership in promotion of health and 
prevention of diseases in their communities. 

In fact, the situation is quite different. Hospitals and other health facilities are often built 
without any input or involvement of the communities. Sometimes they include expensive and 
often inappropriate technologies and designs that are difficult to support in the communities, 
and which are not suitable for the communities. Such approaches to hospital design often lead 
to increased costs, equity problems, and community apathy to the use of the hospitals. 

An additional problem of major concern to hospital planners and managers, especially in 
developing countries, is environmental control of hospital and clinical wastes. In the past, 
many facilities were built without consideration of clinical waste disposal and its special 
demands and needs. Indeed, in many countries, hospitals could even be said to contribute to 
the disease burden of communities, mainly by rampant dumping of wastes directly in rivers or 
landfills without pretreatment. 

Finally, many health facilities built with donor support, have equipment which the 
country does not have the resources to maintain or replace, making it impossible for the 
developing country to run the facility properly. It is not unknown, even in countries of this 
Region, that a newly built, aid-funded hospital remains empty while the old dilapidated ward 
buildings are used because of the inability of the government to fund the utilities, personnel, 
maintenance and repair needs of the new building and equipment. 

Two years ago, the Western Pacific Regional Office of WHO, with the participation of 
many of the countries of this Region, developed and published "District Hospitals, Guidelines 
for Development", which has been given to you today. This was intended as a technical 
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Annex 3 

guideline for the design of district and community level health facilities. During this meeting, 
you will be taking the concept of "appropriateness" one step further, by introducing the idea of 
community participation in the planning of these facilities. 

This is the challenge I give to you, as health facilities planners: involve the community in 
hospital planning, make them a stakeholder, prevail upon them for ideas on what the hospital 
should be like and what it should do. Bring the hospital to the community, encourage it to be 
involved in community-based programmes that promote health and prevent disease, and that 
help the people. When designing or remodelling a health facility, make it appropriate to the 
country's needs, appropriate for the weather, for the geological conditions and for the fmancial 
and human resources of the country. Finally, ensure that clinical waste disposal is done in a 
manner so as to treat and prevent disease, not to cause it. There is so much that can be done to 
prevent disease and promote health. A hard look at improving the role played by health 
facilities is a significant step in this process, which must be followed by concrete action and 
implementation. 

Thank you. 
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SUWA CENTRAL HOSPITAL 

PRESENT OUTLINE 

1. 

2. 

3. 

BEDS: 120 

MEDICAL DEPARTMENT: with 29 full time doctors and 21 part-time doctors 

(a) Internal Medicine, Paediatrics, Surgery, Orthopedics, Neurosurgery, 
Cardiovascular surgery, Urology, Opthalmology, Othorhinolaryngology, 
Anaesthesiology, Rehabilitation, Haemodialysis, Pain clinic, by full-time doctors. 

(b) Obstetrics and Gynecology, Dermatology, Psychiatry, Plastic surgery, Pathology, 
Radiology, by part-time doctors. 

NURSING: with 184 registered nurses, assistant nurses and PHNs. 

(a) Nursing units: 

2nd floor (16 beds) for ICU and CCU 

3rd floor (52 beds) for surgical division 

4th floor (52 beds) for medical division 

(b) Outpatient departments: 

Ordinary treatment and emergency by the same nurses. 

(c) Other department: 

Operating room 

SPD (Supply, Processing and Distribution Department) 

Endoscopy and Radiology Department 

(d) Health Consultation Department 

4 PHNs with 2 MSW 

4. OTHER MEDICAL DEPARTMENT: with 72 staff 

Pharmacy, Radiology, Laboratory, Rehabilitation, Haemodialysis, Nutritional 
Department. 

5. OFFICE: with 48 staff 
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6. OTHERS: with 36 staff 

7. PATIENTS 

(a) Numbers: 

Inpatients : 198 per day. 

Outpatients : 744 per day. 

(b) Diseases: not accurately examined. 

Cerebral attack, Malignant tumor, various heart diseases. 

Liver diseases, Diabetes melitus, Peptic ulcer, Pneumonia 

8. CHARACTERISTICS OF SUWA CENTRAL HOSPITAL 

(a) Emergency and advanced medicine: 

Emergency: over 40 patients a day 

Advanced medicine: Cardiology, Oncology 

(b) Preventive medicine 

(c) Home care 

(d) Cooperation with other facilities persons, especially social welfare service and 
volunteer. 

(e) Experimental approach to new media. 

(f) Comfortable hospital for patients 

HISTORY 

*Founded in 1950 by Chino-town. 

*In 1953 operated by co-operative society of ten towns and villages including Chino
town. 

*In 1958, Chino-town and another eight towns and villages were merged into Chino
City, and so SCH has been operated by co-operative society by Chino-City Suwa City 
and Hara Village. 
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PEOPLE'S REPUBLIC OF CHINA 

APPROACHES TO THE RENOVATION AND EXPANSION PROBLEM IN 
HOSPITALS 

The topic of growth and change has been mentioned and emphasized by so many health 
planner and hospital designer. However, this point is raising to higher step recently. The 
booming of hospital construction has bright this point in front of hospital planner in China. 
Some hospitals has met with sophisticated problems during their expansion and renovation. 
Because of its poor quality of general layout built in previous years, we found that it is very 
difficult to conquer the disadvantage. 

1. Problem of renovation and expansjon 

In general, problems exit in hospital with poor quality layout could be summarized as 
follows: 

( I) the mixing of medical function zone and staff resident zone. 

It cause the potential danger of infectious contamination to healthy personnel who live in 
the campus. Fig. 1. 

(2) the long distance of traffic line 

Too dispersed location of different functional department has increased the burden for 
both people flow and material flow because of long piping work, it would consume more 
energy therefore. Fig. 2. 

(3) lack of space for future expansion 

No space available for future expansion. It forced some of the hospital authorities have 
to accept the vertical solution for its new expansion. Some even worse, they have to give up 
the old campus and move to another new campus. Fig. 3. 

(4) obstacle from the existing building 

Unsuitable location of separated department has sometimes caused the difficulty of new 
construction. The hospital planner is faCing the question of either 

(a) sacrifice the ease of traffic flow to save the existing building. or 

(b) knock down this obstacle building and invest more money to incorporated 
this functional department into another new building. 
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2. Approaches to solutjons 

Based on several practical experience. our proposal are: 

(1) Analyzing and understanding the relationship hidden behind the diversity of local 
situations . 

The most appropriate location of the medical section could be in between outpatient and 
inpatient section. The inpatient and outpatient could share some sorts of medical machines. 
therefore. It means also the bener efficiency usage of sophisticated and expensive medical 
equipment. Both the people and material flow routes could be shorten by this concept. 
Table 1. 

The links in between various departments could be 

(a) open air path ways 

(b) single or multi storey corridors with or without outer walls. 

(c) under ground tunnels 

(d) the mixed of above linking route 

All of methods mentioned above are applied in various hospital structure. Because of 
higher cost of its structure. including waterproof membrane. underground tunnel are only 
adopted in some larger urban hospitals in China 

(2) Application of the grid pattern or spinal pattern 

Either the grid pattern or spinal pattern has been applied in the hospital traffic 
organization. Fig. 4.5 

Based on our survey on several practical projects. we found among several types of 
traffic pattern. those two pattern have their own advantages. They are: 

(a) ease in traffic flow 

(b) easy for future expansion 

The examples of grid pattern layout are: 

- Jin Hua Chinese Traditional Medicine Hospital. Zhe Jiang province with 400 beds 

- Su Zhou Chinese Traditional Medicine Hospital. Jiang Su province with 310 beds 

- Ning Xia People Hospital. Nign Xia Hui Nationality Autonomous Region with 400 
beds 
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The examples of spinal pattern layout are: 

- Jien Yang county. Jian xin village hospital. Si Chuan province with 38 beds 

- Jiang You Chinese Traditional Medicine Hospital, Si Chuan province with 250 beds 

- Yi Xing City Chuan Fu Village Hospital, Jiang Su province with 51 beds 

TABLE 1 

Technical support section laundry boiler house 
back up generator 
sewage water treatment 

Inpatient section nursing wards 

Medical technique section X-ray department 
Central laboratory 
CSSD operating department 

. 

Outpatient section Outpatient department 
Emergency department 

(3) Implementation by phases 

The renovation and expansion projects are usually time consuming task. Besides, the 
implementation of renovation and expansion project by phases are happening in many health 
facilities. 

The reasons could be: 

(a) the shortage of initial investment 

(b) the requirement of avoiding the disturbance of routine health service 

(c) the necessary procedure of construction work 

For better solution in a renovation and expansion hospital project. Proposal based on 
carefully study should be made. In according to our practical experience, two or more options 
should be selected. before start its fmal preliminary design. 

References: 

(I) Modern Hospital. E. Putsep, Lloyd-Luk Ltd. London. 1981 

(2) Selections of Chinese Hospital Architecture (Chinese) 1949-1989, People Health Press, 
1989 
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(3) Selections of Traditional Chinese Medical Hospital Architecture China Building Industry 
Press, 1993. 

(4) Selections of Town and Village hospital in China (Chinese) People Health Press, 1993. 
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INDONESIA 

INFORMATION OF HEALTH CARE FACIliTIES IN INDONESIA 

1. Introduction 

1.1 The goal of the development is to bring about a better standard of living for people. 
New days, all countries in the world, especially the developing countries are doing their 
very best to achieve this goal. 

Talking about standard of living, health aspect is one of the many factor that should be 
developed. 

Indonesian government established the goal of the health development to achieve a 
healthy society. 

The pattern and strategy is described briefly in the Broad Outline of State Policy 
(GBHN), and its manual and guidebook is mentioned in National Health System (SKN). , 

1.2 Indonesia is an archipelago which consists of 13 667 islands astride the equator. It lies 
between: 

North: + 60 NL 

South: + 110 SL 

West: + 950 EL 

East: + 1410 EL 

The distance from the Northernmost to the Southernmost is about 1,888 Ian., and from 
westernmost to the Easternmost about 5.110 Ian. 

The efforts to make a well distributed national development, including the development 
in health, are difficult to be carried out because of the spreading of the island and the lack of 
communication facilities for some areas. 

1.3 The population of Indonesia according to the last census is about 185 million. The 
growth rate ofIndonesian population over 1990-1991 ± 1,7 % . 

The distribution of population varies between islands. Java and Madura Island are the 
biggest population. 

In an effort to carry out the health programme, it is important that the condition of 
population in each island are taken into consideration. 
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2. HEALTH FACILITIES 

The development in health, as part of the national development of Indonesia. The 
programme of development in health is classified into groups: 

- Promotive 

- Preventive 

- Curative 

- Rehabilitative 

In carrying out the programme and development of health efforts, there are health 
facilities concerned with infra structure, building, medical equipment and support equipment 
should be provided as well and functionally well. 

Medical referral system is one of the programme which consists of mainly effort for 
curative and rehabilitative programmes carried out by the government as well as private 
institutions . 

(1) Basic care level: Clinics (BP), mother and child care centre (BKIA) Public 
Health Centre) (Puskesmas), Maternity centre, dentist, health laboratory and laboratory. 

(2) Special care level: General hospital, private hospital, special hospital, mental 
hospital 

(3) Special centre: Cardiac centre, cancer centre, eyes centre, etc. 

We would like to inform briefly about hospital facilities. The distribution of hospital 
beds is a wide variation between provinces. For all Indonesia in average there are 60.5 
hospital beds every 100 000 population. Figure (I-A). 

The numbers of total hospital beds increased from 81 753 in 1974 to 124 373 beds in 
1992. This represents an overall increase of almost 52.1 % over a period or an average 
increase of 2.9% per year (Figure l-C and I-D). 

The total number of hospitals in Indonesia in 1992 is 994. About 60.6% of these 
hospitals are owned and managed by government and the rest 39.4 % are owned by private. 

Based on the principal managing organization the hospitals are divided into six groups: 

- Hospitals managed by the Ministry of Health 

- Hospitals managed by the provincial government 

- Hospitals managed by the local government (Municipalities and Regencies) 
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- Hospitals managed by the Department of Defence and Security 

- Hospitals managed by the Ministries other than Health. 

- Hospitals managed by the private sector. 

Total number of hospitals and beds, ownership and type hospital until 1992, Table 2.1. 

3. The design and construction of health care facilities 

There are various organizations that have specific roles and functions relating to design 
and construction of health care facilities. An overview of the key government organizations are 
as follows: 

3.1 Bappenas (National Planning Agency) 

- Determine national policies in relation to national development including the health 
sector. 

- Determine thc amount of development budget. 

- Approves the 5-year and annual health plan which include construction of facilities. 

- Interact with other agencies such as the treasury. 

3.2 Ministry of Finance (Treasury) 

(Directorate General of Budget) 

- Approves the development budget. 

3.3 The Planning Bureau Of Ministry of Health 

The division coordinates the implementation of the policies determined by the MOH 
especially in the development of health care facilities. It manages the Planning and 
Development Committee chaired by the Secretary General of the MOH. 

This division monitors project implementation for the MOH in line with the 5-year plan. 

3.4 Directorate General of Medical Care 

The division manages the policies relating to health care services of the government and 
the private sector. The operating of health care facilities is planned and implemented through 
this division. 

3.5 Directorate of Health Facilities 

This division manages the policies relating to hospital engineering services. One of the 
main role is in setting up of standards for design and equipping of engineering services. 
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3.6 The Finance Bureau. 

This provides the development budget and is responsible for the procurement of 
equipment and supplies. 

3.7 Public Works Department 

This division provides service to the MOR for all matters of plaruting, design and 
construction of facility. 

3.8 Kanwil (Regional Office of Health Department) 

- To coordinate all planning and implementation the project. 

- To ensures that plans are in line with the Regional Development Policies. 
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PAPUA NEW GUINEA 

SUMMARY 

The independent state of Papua New Guinea occupies the eastern half of the island of 
New Guinea and also includes 600 large and small island including New Britain, New Ireland, 
Bouganville and Manus. 

The total land area is 460 000 km2 and the population is estimated to be 3.8 million. It 
is a young country as it only became an independent state in 1975 when it changed its status 
from being a trust territory of Australia. 

Looking at the incidence of disease in Papua New Guinea, Pneumonia, Malaria, 
Gastroenteritis and skin disorders at the most common disease which has not changed over the 
last five years. 

The major cause of death are: pneumonia, gastro-enteritis, malaria and prenatal death, 
the average life expectancy is slightly over 50 years for female and 48.7 years which is short 
compared to the average in south-east Asia of over 60 years for both male and females. The 
high infant mortality rate (10/1000) is one cause which is an indicative of the level of health 
care in Papua New Guinea. 

The Department of Health of the Government of Papua New Guinea has been developing 
national health plans since prior to independence with the aim of improving health care services 
for its citizens. 

The 1st national health from 1974-78 emphasized the expansion of primary health care 
services. As a result, health centres and other primary health facilities were established and 
built on a nationwide scale and health care facilities were available within two hours travel for 
90 % of the popUlation which contributed to the improvement in the average life expectancy 
from 40.4 years in 1970s to 49.6 years in 1985. 

A decade later, the second national health plan 1986-1990 was prepared. This plan 
formed an important part of the social services sector of the national development plan. While 
the promotion of expansion of primary health care services continued from the 1st national 
plan, strengthening of secondary health care services in support to the primary health care was 
considered to be of high importance as well. Therefore, the government decided to improve or 
replace parts or whole of health care facilities in provincial and referral hospitals which were 
built in 1950s of which the conditions were deteriorating. 

In 1996, with the assistance from the Government of Australia, a study of the status of 
all the hospitals was carried out and the hospital planning study which included a fundamental 
plan for strengthening provincial hospitals. 

In 1987, with assistance from the Asian Development Bank, the hospital service project 
was prepared which was the first step in developing a master plan for provincial hospitals 
improvement. The Government of Japan extended its grant aid cooperation in the same year 



- 30-

Annex 5 

(1987) which concentrated on the supply and installation of medical equipment in provincial 
hospitals and the redevelopment of Port Moresby General Hospital during 1988-1989. 

Result of the study was that, nine provincial hospital required major redevelopment, 
these were: Mt Hagen Base Hospital, Lae Base Hospital (Angus), Kundiawa Hospital, Wabag 
Hospital, Madang Hospital, Wewak Hospital, Daru Hospital, Kerema Hospital and Rabaul 
Hospital. 

Because of insufficient funding to implement the hospital facility development and 
improvement, the Government of Papua New Guinea made its request to the Government of 
Japan to extend its grand aid cooperation in funding the programme. 

By 1990, Japan approved its commitment and the first phase, which included: Lae Base 
Hospital, Mt Hagen Base Hospital and Wewak Provincial Hospital stated with the consultants 
fromJICA. 

In 1991, another consultant from Japan International Cooperation visited PNG to carry 
out a detailed feasibility study of the remaining hospitals. This resulted in that, the phase II 
redevelopment of hospitals include Kundiawa Provincial Hospital, Rabaul and Madang Base 
Hospitals. 

The phase II of provincial Hospital Redevelopment under grant aid from Japan is now 
being completed. It is not certain whether the aid from Japan will complete the programme 
with the remaining hospitals. We hope it will continue as this will help toward achieving the 
goals of the national health plan in this period and also to foster improved health care in the 
hospitals of the country. Significant improvement has been noted to both staff and patients in 
the use of the new buildings in the country of which we sincerely wish to thank the people of 
Japan for their kind gesture and assistance. 

Materials 

Materials used in the construction are basically, reinforced concrete, concrete blocks, 
ceramic tiles, vinyl sheets, wooden frames on roof and parts of walls and high gloss paints. All 
materials are locally supplied and applied by local contractors that are sub-contracted by a 
Japanese mother contractor. 

Equipment 

Medical equipment considered to be appropriate for the country and which relates to the 
new building are: 

* X-ray diagnostic systems 
* Operating tables 
* Shadowless operating lights 
* Anaesthesia apparatus 
* Ventilators 
* ECG monitors 
* High pressure sterilizers 
*' Ultrasonic cleaners 
* Ultrasound scanners 
* Glucose meters 
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Dental uruts 
Microscopes 
Patient beds 
Bedside monitors 
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Ophthalmic diagnostic systems 
X-ray viewers 
X-ray film processing equipment and etc. 
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Supply and donated medical equipment to Papua New Guinea Hospital is being 
standardized due to staff capability in maintaining them as well as their utilization in hospitals. 

Screening of medical equipment by the Government of PNG will continue in the future 
to meet the requirements of standardization. 

Problems encountered in PNG in the health care facility planning: 

Papua New Guinea like any other countries in the world has had its share of problems in 
health care facility planning, some of which are: 

1. planning of facilities without policies or objectives in due consideration to scarcity 
of resources and master plans to accommodate future growth and expansion; 

2. planning design without proper date and information relating to the need at all 
level; community, provincial and national. 

3. planning and design done without input of users, community leaders and nurses to 
encourage attitude of ownership, culture and economics of operation in patient care. 

4. equipment supplied or donated without due consideration to spare parts, quality, 
level of operations and maintenance, 

5. establishment of health facilities in unapproved strategic areas due to political 
influence. 
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THE PROBLEM 

Annex 5 

For goverrunent hospitals in the Philippines. the main problem of the physical plan aspect 
is the lack of a maintenance system. both for preventive and corrective maintenance. 

Design and planning-wise. most of our hospitals have adhered to regulatory requirements 
and are presently targeting to upgrade their facilities following development standards for the 
purpose of providing adequate health care. However. even if hospitals and health facilities are 
well-planned and properly equipped. constantly regulated and upgraded. without a follow-up 
preventive and corrective maintenance system in place. their deterioration will be rapid. thus 
contributing to the decline of quality health service. 

A goverrunent hospital will be viewed in this oral paper presentation. The hospital is an 
old medical centre. built in the 1960's, and located in Quezon City, Metro Manila, specializing 
in orthopaedic medicine. Relatively, it is considered a huge hospital with an official bed 
capacity of 800. It is maintenance problems are enormous and difficult as shown in the 
proceeding slides. 

PLAN OF ACTION 

One of the programmes to achieve the vision and mission statements of the Philippine 
Health Department that is "Health for all People by 2000" is to establish our hospitals as 
Centres of Wellness. All resources of hospitals, including personnel and operations expenses 
are expedited judiciously in order to achieve this objective. HOWEVER, no matter how 
dedicated the staff is, how modern and complete are the equipment and supplies of the 
hospitals, if the physical plant is not participatory to the overall quality health care system, then 
the hospital as a centre of wellness cannot be realized. 

You have been shown an example of the current state of hospital physical plant 
maintenance and housekeeping in the Philippines. Based on our studies, this deterioration of 
our buildings is not mainly caused by lack of manpower because maintenance and 
housekeeping tasks can be sub-contracted out. It is not also because there are no funds for 
repair because the hospitals Maintenance, Operating and Other Expenses (MODE) objects of 
expenditures provide us with certain sources of repair funds although these are limited. 

The leading cause of the poor maintenance and housekeeping of our hospitals is the 
absence of an institutionalized maintenance system programme. 

It is the mandate of my office in the Department of Health in the Philippines to provide 
the policies, standards and programme for the preservation of hospital physical plant. 
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Begiruting in 1993, we have embarked on the preparation of a uniform system for hospital 
physical plant maintenance. So far, we have accomplished the following: 

a. For policies: 

Preparation of annual nationwide guidelines on the implementation of preventive and 
corrective maintenance programme. 

b. For the means and instrumentalities: 

1. Completion of Technical Manual for Schedule of Work for Hospital 
Physical Plant Corrective and Preventive Maintenance including Housekeeping. 

2. Completion of technical manual for corrective repair of buildings. 

3. Conduct of three (3) user consultative hearings regarding the above two 
manuals. 

4. Start of the preparation of a technical manual on the maintenance of 
hospital building equipment will be finalized in 1995. 

5. Continuous updating and providing additional inputs to the second manual 
(Corrective Repairs of Buildings). 

c. For the shelters: 

1. Construction or repair of maintenance buildings as per development 
standards, starting in the 1995 fiscal budget. 

d. For the development of human resources KSA (knowledge, skills, attitude). 

1. Conduct of semi-annual training programmes for our maintenance 
personnel regarding the application of the technical manuals. 

The objective of these activities is to be able to operationalize and then institutionalize 
this maintenance system to be uniformly adopted by all government hospitals. 

Afterwards, in the form of technical assistance, training and dissemination of manuals 
and other information, we hope to transfer this technology to the public hospitals that are under 
the administration of our local government units and authorities subject to their local needs and 
economic conditions. 

In the monitoring of operations, procedures to be applied are the mobilization of field 
personnel for localized first-hand checking and review and submission of monthly status reports 
to the Department of Health Central Office for nationwide monitoring and feedback. The 
information gathered shall be the bases for the continuous improvement of the system. 
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I 
THAILAND COUNTRY REPORT ON HEALTH CARE FACILITY PLANNING 

1. INTRODUCTION 

Health care facilities include all ranges of health infrastructures from primary care to 
high level of referral centres in the country, both public and private health facilities. Running 
good quality services require an appropriate design of health system, detailed design of each 
level of health infrastructure, human resource planning, and fmancing mechanism of health 
care facilities. This country report presents some ideas of achieving a high standard of health 
care through health care facility planning. 

2. COMPONENTS OF HEALTH CARE FACILITY PLANNING 

Theoretically, planning for health care facilities includes these components: 

2.1 Demand analysis 

This technique is to estimate the number of health care facilities needed in the future. 
The estimation can be done based on population size and standard target (number of health care 
facilities to population ratio) set for the future. The second approach is more difficult, it 
projects the burdens of diseases in the future, then calculate the number of health care facilities 
needed according to the role of each level of health facility. Many assumptions have to be 
made for various conditions to better project the needs. Economic development and the 
coverage of third party payers encourage higher demand for health care. Advances in medical 
technology usually increase the demand for health services. 

2.2 Distribution of health care facility 

This component is to plan to achieve geographical equity. Maldistribution of health care 
facilities has been observed for a long time and the situation is getting worse for the free market 
health delivery system. Regionalization, rural-urban distribution of health care facilities must 
be set and monitored, or else health care facilities will concentrate only in 'economic areas'. 

I 
Presented at the Intercountry Seminar on Health Care Facility Planning, 

19 November 2-December 1994, Tokyo, Japan. 
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2.3 Level of care 

This step is to plan for economies of scales and comprehensiveness of health services. 
Primary care is less costly than hospital care and should be given stronger emphasis. 
Community care is the extension of primary care and should be used to strengthen the primary 
care. Hospital care is also classified according to degree of specialization and number of beds. 
It should be kept in mind whether upgrading of community hospitals to general hospitals, and 
of general hospitals to regional hospitals is more appropriate than building up new hospitals. 

2.4 The public and private mix of health care facility 

The trend of limiting the growth of public health sector will continue for a period of time 
to limit public sector expenditure. However, private health sector is more difficult to control. 
The rapid growth of private health sector is at the expense of limiting public health sector. 
Private health sector has become a partner in providing health services to general population 
and needs a thorough consideration from planning stage. 

2.5 Human resources planning 

This step is crucial for the success of health planning, because health personnel is the one 
to deliver quality health services as planned. Categories of health personnel, career 
development, payment mechanism are important issues for planning to have a good number of 
health personnel providing quality services in public and private health sectors. the roles of 
universities and the Ministry of Public Health in providing basic education and continuing 
education are considered here. 

3. PROBLEMS OF HEALTH CARE FACILITY PLANNING 

Even though we have planned nicely since the planning stage, interferences can occur at 
any step from planning to implementation. The problems are listed as follows: 

3.1 Inequity of access and utilization of health services 

The problems of inequity in health care are chronic. Health benefit coverage which 
provides access to health care with minimal financial burden at the point of delivery is still 
complicated with many small health benefit schemes providing unequal benefit packages. 
Maldistribution of health care facilities, especially the gap of health care facilities in Bangkok 
and the rest of the country, is too chronic to be tackled within a short time. 

3.2 Poor quality 

Low public investment in public health facilities as compared with high private 
investment in private health sector has made public health facilities sub-standard, poorly 
maintained, overcrowded and inconvenient. Poor quality in tenns of professional-detennined 
quality reduces the morale of health care providers. Poor quality in terms of lay people's 
perception drives away clients with third party payers from public to private health facilities. 
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3.3 Inefficiency of bureaucracy 

Implementing the plan requires efficient health authorities and efficient managerial 
processes. Bureaucratic rules and regulations produce health administrators who manage health 
programmes according to rules and regulations. Initiatives in health care management are 
hardly widespread. Other ministries e.g. Ministry of Finance, the Budget Bureau, the Civil 
Servant's Commission, also impose bureaucracy over the practices of health care management, 
retarding the pace of efficiency movements. 

3.4 Weaknesses in human resource planning 

Brain-<iraining from public health sector is one symptom of weaknesses in human 
resource planning for health care facilities. Management climate, organization development, 
continuous education, training and performance related payment system should be emphasized 
in the planning of human resource of health, apart from the number of personnel needed. 

3.5 Political influences 

At many stages, politics can influence the planning and implementation of health care 
facility development., Politicians in power usually attract health care resources to concentrate 
in their constituency taking less regards of allocative efficiency. In the other extreme, 
politicians issue health policies without consideration on fmancing consequences. 

3.6 Economic and technology development 

Macroeconomic development increase welfare of the population by having more 
resources to spend on welfare services. The basic essential health package will include very 
comprehensive health services if economic development is more advanced and stable. Cost
effective, but expensive medical technology will be funded if the country's economy is able to 
pay for. 

4. Managing the plan 

Many mechanisms are proposed to achieve an equitable and efficient health care 
facilities; 

4.1 Long term plan 

A five-year health plan may be too short to plan for equitable distribution of hospital 
beds and medical specialists. Long-term projection of health needs and demand for health care 
facilities should be established. 

4.2 Decentralization vs. centralized planning 

There are pros and cons towards decentralization and centralized planning and health 
care management. Decentralization will deliberate lower levels of health organizations so that 
they can better respond to local health needs. Good health authorities will benefit more from 
decentralization than the under-developed health authorities. Long term centralized planning 
will oversee and manage the change to achieve eqUity as well as efficiency. 
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4.3 Quality target 

In decentralizing authority to lower level of health care, quality target is the standard set 
for each authority to comply with the national standard. This standard includes input, 
structural and output of each level of health care facilities. 

4.4 Planning the financing of health care facilities 

Financing mechanism has been realized as an important measure to manage health care 
plans. Appropriate fmancing methods should be sought for sustainable delivery of health 
services e.g. financing of capital investment, fmancing of high technology medical equipment, 
contracting for primary and hospital care. 


