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Ceilings were judged to be of particularly uninspiring
quality. Most were suspended polystyrene tiles. Such
details may seem unimportant for someone using a
building in the same way every day, but for those in a
position of vulnerability, who may for example have to lie
down for a period of time to face a particular part of a
room and be examined by a relative stranger, they combine
to create an overly institutional internal environment.

We identified a noticeable variation in design, materials
and equipment standards. In one building, for example, 
a wash hand basin had been wall-mounted and its

connections underneath left exposed, in stark contrast
with some very expensive lift equipment in another part
of the same building. In other buildings, clean, simple
clinical wash hand basins had been provided, carefully
detailed and made easy to clean. 

Most of the buildings did not perform well on the ability
of patients and staff to control the temperature.

In terms of positive contribution to the patient
environment, most ceilings scored mediocre,
poor or very poor

…to carefully finished surrounds

Ease for patients and staff to control the temperature
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

5 1 6 3 4 1

Ceilings are designed to look interesting 
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

5 6 6 3 0 0

Levels of detailing varied from exposed pipes… 
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Legibility of place 
A clearly identifiable, single reception point gives a
sense of reassurance to the first-time visitor on entering
any building. This kind of reception gives the impression
of a well-integrated service, where visitors can be
certain where to find a member of staff, and was often
used in the buildings surveyed. However, in cases where
there was a row of separate reception ‘hatches’ rather
than a single reception the suggestion was that services
were not integrated or not in communication with each

other. This is in part a product of practitioners’
unwillingness to discuss the development of more
efficient care models with other tenants.

Most of the buildings also scored well on the basics 
of finding your way into and out of them, although 
fewer scored excellent than good. In some cases 
over-reliance on heavy signage had been the approach 
to wayfinding, rather than minimal signage and a 
clearer plan.

Multiple reception hatches give patients the impression that services are
not communicating with each other

A single reception creates a welcoming focus point and adds to the
legibility of services

Approaches to signage sometimes did not add to ease of wayfinding

Entrances are obvious and logically positioned 
in relation to likely points of arrival on site 
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

1 0 4 5 6 4

When you leave the building the way out is obvious
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

0 0 0 9 8 3
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Urban and social integration 
LQAC findings:

The schemes we visited had frequently replaced
vandalised and run-down health centres with new
buildings. They made a visual statement of care, 
interest and involvement in the local community and the
buildings appeared to be liked and appreciated locally
for these reasons. A positive indication of this was the
general absence of graffiti and vandalism in locations

where these had previously been a problem.
Landscaping is an essential part of a buildings’
integration with their immediate surroundings, with 
great potential as a shared resource for staff and 
for patients when part of the maintenance strategy.
However, the majority of buildings surveyed (14 out 
of 20, see below) scored only partially good or 
mediocre in respect of landscaping.

Excellent
3%

Good
37%

Partially good
31%

Mediocre
16%

Poor
6%

Very poor
7%

Urban and social integration 
LQAC findings:

Some approaches to landscaping made little attempt to successfully
integrate buildings with surroundings

The hard and soft landscape around the building
contribute positively to the locality
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

2 1 7 7 3 0
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Where public open space had been carefully designed
and thought out, this had a beneficial impact on the
locality. For example, in some cases careful
consideration had been given to the setting of the
building in relation to the road, with planting and seating
areas. However, staff and patients did not always have
access to them.

A point of design inspiration can also act as a focal
point for regeneration of the surrounding area. However,
opportunities for innovation had not been taken up as
often as they could have been. Only one scheme was
judged to be likely to influence the future design of
primary care facilities. 

Only one café was operational in the buildings we
visited. Some schemes had made provisions for cafés
but these were not yet in use. On others, clients felt
strongly that cafés were neither necessary nor
appropriate in their buildings. Where clients did want
cafés, they had been unable to find operators who could
or would pay installation and rental costs. This could be
due to other facilities local to the buildings, or to
inconsistencies in business plans. 

Courtyards were often difficult to access or inaccessible

Patients and staff have access to useable
landscaped areas (Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

8 1 4 2 2 2

The building is likely to influence future designs
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

2 7 3 2 5 1

Carefully thought out
public open space
has a beneficial
impact on the locality

The building is sensitive to neighbours and 
passers-by (Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

2 1 7 7 3 0
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Staff areas
An encouraging amount of thought had gone into
provision for staff relaxation. All schemes had areas
where staff could make snacks and relax at a distance
from their work duties. Appropriate consideration had
often been given on the plan to the distance of staff
relaxation areas from general work areas. Some
buildings benefited noticeably from further daylighting,
with windows placed through to kitchen areas as well 
as to areas for dining tables and sofas. Balconies had
been provided wherever possible. However, it was
noticeable in some cases that the opportunity to
enhance balconies further had not been taken with
outside furniture or potted plants, for example.

Staff working areas
All buildings had rooms where staff could concentrate
on work without being on call. However, in many cases
there was little variation within different kinds of
workstations. Although most buildings scored well on
having ‘easy and convenient access to IT’, some staff
working rooms had narrow ledges for staff were to ‘hot
desk’ within already crowded offices and there was little
or no provision for a secluded area where quiet,
concentrated work could take place. 

There was marked variation in the quality of office
furniture. Much of its purchasing appeared unconnected
with the design process. Where imagination had been
used in sourcing attractive furniture from different
suppliers, the difference to the overall feel of the
workplace was noticeable.

Little or no provision of space for quiet, concentrated work for staff

Presence of places where staff can rest and relax
segregated from patient and visitor areas 
(Responses out of 20)

Very Poor Mediocre Partially Good Excellent 

poor good

0 0 0 2 14 3
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As part of the survey, structured telephone interviews
were conducted with representatives from PCTs, LIFT
companies and architects. Many of the concerns
raised related to relationships between clients,
contractors, architects and all the other parties
involved in the project. There was also frustration
expressed that the design and quality of the schemes
was inextricably linked to the broader policy
environment which governs the procurement and
funding of buildings (this frustration is not confined
to the healthcare sector or the LIFT process).

The key points arising from these conversations were: 

1. Cultural change does not come
automatically
The LIFT programme was devised to improve efficiency
and introduce a more patient-focussed ethic by bringing
services together. The delivery of these positive changes
relies on diverse factors. Health workers function within
multi-disciplinary teams, including health, social services
and some voluntary organisations, and that means
obtaining maximum use of the space and facilities within
new buildings. The new ways of working mean accepting
space as a shared resource rather than as a series of
designated territories. 

The change of culture and attitudes required to meet
these aspirations does not automatically come with a
new building. Clients need to prepare for it together 
with the future users of the building. Reluctance to
participate or accept change is common in every sector,
and the survey found that the nature of user group
meetings with the design teams did not generally
encourage the identification of ways in which work
patterns could be improved. This led to some
unsatisfactory outcomes, with a sense that those
involved were still ‘struggling with the system’ because
the old fashioned approach of many of the clients and
users presented a dichotomy with the need to design 
for the future and facilitate new ways of working.

Attitudes to room schedules and sizes, and to sharing
spaces and the positioning of services, appeared to be
largely based on previous experience, rather than on
envisaging new ways of working and new configurations
of space in which these improved services could
happen. ‘GP requirements did not accord with PCT
endeavours,’ said one architect. ‘These were over-ridden
and the single reception desk was abandoned.’ It was
interesting to note that GPs tended to be either very
positive or very negative about proposing and
supporting significant change. The relationship of other
tenants with PCTs seemed to be pivotal to whether a
building communicated a clear, consistent way of
working. As one interviewee put it: ‘PCTs were 

immature in terms of experience and did not have
mature relationships with GPs.’

2. Organisational change could be better
managed
A fundamental element of the LIFT process is that pubic
sector users are in partnership with the private sector
providers of the buildings. This enables them to work
together for a foreseeable period on the development 
of projects. The anticipated benefits of this approach
included the development of good relationships, learning
from experience and each other, and having an
established supply chain. However, interviewees felt 
that this consistency in relationships between the 
parties had not been maintained. 

Many said that contractors had lost a sense of
continuity, together with a general lack of consistency
across the board. In practice, continuity has not been
consistently realised in supply chain providers, key
individuals in the public and private sector teams and 
in the private sector ownership. 

Interviewees also felt that concerns arising from financial
instability caused tension. ‘Relationships have improved
but there is still tension of affordability,’ said one
interviewee.

3. Learning from other projects 
The major learning requirement for the sample 
schemes (and in particular for the first wave schemes)
was to understand how the LIFT process worked in
terms of what was required from the bidders and what
information had to be provided by the client to inform
the bidding team. As LIFT was a new process, nearly all
the parties involved in the projects were learning as they
developed. Rules, requirements and standard documents
were developed in parallel with the design and
development of the first schemes. Client and bidding
schemes from subsequent tranches therefore benefited
from emerging standardisation of requirements. 

For many of the functional components in the buildings,
well-established, tried-and-tested standards and
solutions existed but were not always applied. This 
led to some unsatisfactory solutions. In most cases this
was due to a lack of awareness of available guidance
and good practice. There was a tendency to give higher
priority to users’ requests than to established standards. 

One of most frequent observations made to our survey
team concerned an inadequate identification of the need
for clients to be taught how to prepare good briefs. 
One architect stated ‘the brief for the sample scheme
was very, very poor. Now partnering can help a bit.’

4. Concerns emerging from interviews 
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For another, the problem was that: ‘The timetable 
for the first schemes was extremely tight.’

Improvements in standards and in value for money
mechanisms for subsequent tranches are needed but 
are difficult to formulate without evaluations of buildings
from different phases. Information on financial aspects of
LIFT buildings was not available for this survey so value
for money could not be directly assessed. One architect
felt ‘there were no benefits from the first tranche or the
second, but the third did benefit.’

‘For the next building, we have not been
allowed to repeat the specifications for
the materials and design features made
for the first building which we believe
contributed to our consortium becoming
the preferred bidder’ (LIFTCo architect)

4. Site locations
Site locations for the buildings in this survey varied,
often with limited opportunities for choice. Most of the
projects evaluated were sample schemes from the early
waves of LIFT and trusts were required to have available
sites in place in order to be eligible to participate in the
programme. Within the timescales available, and taking
into account the inability of trusts and health authorities
to purchase land speculatively, it was almost inevitable
that the selected sites would be owned by the health
sector or the local authority and were expendable in
terms of their use, or were not wanted by anyone, or 
not always appropriate for the designated use. 

Many of the sites were too small for the required
accommodation and car parking. They were also too
tight for the landscaping and outside amenity spaces 
for seating and general social interaction that would
have been beneficial. Encouragingly, landscaping is 
an area anticipated to receive greater consideration 
in future tranches.

5. Role of cost in bidder selection
For sample schemes, relationships between the
shortlisted bidding teams and the client can be
restricted by commercial concerns until the final
preferred bidder for each new lift wave is selected 
by the PCT. This inhibits bidders from developing an
open and constructive relationship with the client. The
winning bid can become a package of costed design
and facilities management services, 
made up more of restrictive competition than
constructive collaboration. This can be attributed to 
a lack of transparency about long-term costing plans,
especially on design issues, during bidder selection.

This makes it difficult for clients to evaluate competitive
bids and their future operation affectively. 

One LIFTCo representative (who had previously 
been a project manager with a PCT) commented:
‘Fundamentally the three designs were very similar, as
the site, the proposed design solution that was part of
the brief, and the schedule of accommodation to a great
extent more or less determined the solution.’

The term ‘bidding team’ suggests an existing coherent
unity of skills. In practice, it is a consortium led by
funders and a lead company, often a contractor, which
has engaged architects, engineers, quantity surveyors,
legal advisors, estate advisors, financial advisors,
builders and facilities management providers. The lead
company of the bidding team makes the key decisions
and instructs the suppliers accordingly. 

It emerged from the interviews that the three main
components that determine the selection of the
preferred bidder are design, cost and partnering (see
Appendix C). Bid leaders often find that cost will be the
key determinant and control and manage the design
accordingly. ‘In selecting the preferred bidder, the
design of the buildings was not significant,’ said one
interviewee. ‘It was determined largely on cost but also
on partnering.’

The role of the designer in shaping the finished product
of this partnering could be seen to be negligible.
‘Architects have no control or input into budget issues
nor in process engineering,’ said one architect. ‘We are
employed in a non-professional role. We were not
involved in the selection of the sample sites nor of the
subsequent ones.’ Where architects had been involved
more actively with clients and users, the outcomes were
noticeably more coherent: ‘It is very positive to be able
to show new clients an existing full scale working
model,’ said one architect.

Encouragingly, the partnering services section of the
invitation to negotiate (ITN) considers issues such as
how design teams, constructors, maintenance
contractors and LIFTCos will work together to select the
best site and design solutions and how value for money
and continuous improvement can be achieved. It could
be beneficial to strengthen this element to encourage a
consistent, long-term dialogue – one that can withstand
changes of personnel.

6. Pressures on the design team
Architects feel that their position within the supply 
chain limits their opportunities for creative and balanced
design. They feel unable to develop the overall design
with structural and environmental engineers, to
incorporate the best of current good practice and, in
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particular, to achieve desirable levels of environmental
efficiency and comfort. ‘It is my experience that anything
to do with sustainability is omitted in the process of
achieving financial close,’ commented one architect.
‘Magnetic fire alarm closers on doors allowing the
necessary air movement were replaced by heavy fire
door closers to reduce associated facilities management
costs.’

‘Architects are key players in
establishing links with PCTs’

This is important because architects are key players 
in establishing links with PCTs. They can offer tangible
means of communication through the media of drawings
and models and can ask specific questions relevant to
the users’ expectations and hopes for the building.
However, they are instructed to comply with the
consortia’s requirements more often than they are asked
for their professional advice. The architects interviewed
recognised that the constraints of the system were
limiting their capacity to influence design and value 
for money issues or to offer solutions based on their
knowledge. 

They felt that the initial time allowed for design was too
short and that financial pressures were constraining their
subsequent work. ‘The pressure on specifying materials
is enormous,’ said one. ‘Externally we are offered a very
limited palette. There is huge pressure to justifying
high-quality materials.’ Another felt: ‘We have not been
allowed to repeat the specifications for the materials
and design features which we believe contributed to
our consortium becoming the preferred bidder for the
next building.’

7. Crucial role of informed clients and
project champions
The LIFT programme (and any other development 
project or building and service provision programme)
hinges on bringing together people and disciplines 
who have not necessarily worked together before. The
level of information required by clients to contribute
constructively to the process is relatively extensive and
detailed. Any lack of cohesion in the client team can
obstruct the development of a robust, comprehensive
brief, with negative project outcomes. This is manifested
in the reproduction of experience to date rather than the
tackling of new issues with a fresh eye, focussing on
solutions from elsewhere without addressing the
underlying requirements, blind adherence to guidance
documents and the perpetuation of ‘myths’. Informed and
forward-looking clients are therefore vital in achieving
high-quality buildings.

There was not enough evidence on the projects visited

to suggest that the limited number of design champions
have had a significant impact on design. What was clear
was that some of the most successful projects enjoying
smooth operation and good team-working enjoyed the
commitment of one person within the PCT team who had
taken on the additional role of project sponsor. Examples
included project managers, centre managers and GPs.
From CABE’s experience, the positive feedback received
from the presence of CABE enablers and of client
design advisors on many projects corroborates the
importance of a committed individual who tackles 
the co-ordination of elements necessary for quality 
in design terms. 

‘The success of our project is due to the effort and
commitment of one person’, said one architect of a 
PCT project manager. ‘Without her, what would have
happened?’ asked one PCT representative. ‘A person
on the client’s side needs to be identified to do this
and allocated the time.’

8. Guidance is not prescription
The guidance available within primary healthcare 
is extensive and it had often been used wisely. 

Strict adherence to guidance (as distinct here from
minimum standards), rather than making measured
judgements, sometimes resulted in over-institutional
environments, notably in the use of hard surfaces. 
‘Easily washable surfaces were insisted upon by the
client throughout many of the buildings (assuming a
low quality of cleaning will be provided) despite the 
fact that surfaces with beneficial qualities offer no
infection risks,’ said a PCT representative with a clinical
background). Another felt: ‘Some infection control staff
are dogmatic on issues for which there is no evidence
… some are not familiar with specification 
and research of materials and detailing of fittings.’

In some cases reference was still being made to
guidance that could not be said to be relevant to
modern healthcare delivery. ‘Some people are still
referring to the GPs’ red book contract standards,’ said
one PCT representative of LIFTCo representatives. This
could be down to a sense that current guidance is not
all compatible or up to date. ‘Guidance is guidance, not
mandatory – too many people interpret it as mandatory,
to the detriment of a project … adhering slavishly to
current guidance does not necessarily work.’

‘Many people interpret guidance as
mandatory, to the detriment of the
project’ 
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9. Financial uncertainty leads 
to instability 

A steady stream of funding was expected when the 
LIFT programme was established. However, this has 
not always happened, resulting in some LIFT companies
currently having no projects and a reduction in the
number of schemes for others. A number of staff had 
left and their knowledge not passed on, disrupting some
working relationships and reducing opportunities for
learning from experience as people move on. 

Interviewees felt that this had weakened project teams
and that a process that is supposed to be built on
partnering and trust was being undermined. ‘Members 
of the supply chain have been let down,’ said one LIFT
project manager. ‘The volatile market is damaging
continuity, leading to changes and to disputes,’ said 
a LIFTCo staff member. Another described the process
as ‘hectic, lull, hectic, lull...’
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The design of a finished product can in the final
analysis only be as good as the process for
designing it allows it to be. Five key points on
procedure emerged from the survey and interview
process that in part inform the recommendations 
in this report.

1. Flagship schemes
All parties are justifiably proud of the early LIFT 
schemes that have worked well and been hailed as great
successes. However, it must be remembered that the
buildings surveyed were early sample schemes.
Everyone involved was new to the programme and
relationships between clients and providers were
dictated by the competitive process. 

The processes on subsequent schemes will be different,
not least because a partnering relationship will be in
place once the preferred bidder has been selected.
During the survey we were told on several of the visits
that sustainable aspects of design were frequently
eliminated or reduced before financial close was
achieved, as were components of the environmental
systems. 

The point is to raise the quality bar for all subsequent
LIFT schemes. We must guard against any such
complacency within the sector, and be willing to 
learn from the successes and the failures so far, 
to understand how they came about and to ensure 
that the lessons learned are passed on systematically 
to all parties.

‘The point is to raise the quality bar 
for all subsequent LIFT schemes. 
We must guard against any such
complacency within the sector, and 
be willing to learn from the successes
and the failures so far’

2. Site selection
As explained in the previous section, most of the
buildings surveyed were sample schemes from the 
early waves of LIFT. PCTs wishing to participate had 
to have sites available and we have seen that to meet
the deadlines for the scheme they tended to use sites
that were owned by the health service or the local
authority and which were not wanted by anybody else.
Although this may have been necessary to get the LIFT
programme going, many of the sites were too small 
or in the wrong place to allow the completed buildings 
to contribute to its broader aims of bringing healthcare
closer to communities.

Location is crucial and an assessment of transport
needs would help in selecting sites. There needs to 
be a clear understanding by the client of the effect that
site constraints may have on the completed building.
Site evaluations and option appraisals need to be
carried out before a choice of site is made. Many of the
buildings – 12 out of the 20 – surveyed are in out-of-
town areas that are not very accessible, especially to
people without cars. Many patients will be on foot or
using public transport but in some cases the positioning
of buildings in relation to car parking appeared to
assume that people were secondary to cars. Many
patients will be on foot or using public transport,
however in some cases, the positioning of buildings 
in relation to car parking allowed parking considerations
to compromise the ease of access for pedestrians.

LIFT offers many very good reasons for bringing 
people together. Projects can be an effective focal 
point for regeneration within an area – or just another
new building. Accessibility matters: smaller buildings
need to be within walking distance of their catchment
areas but location is important for larger ones too.
Meanwhile, ease of access to facilities is also a
sustainability issue, tying in with ideas around 
healthy sustainable communities, an agenda which 
is encouragingly being pursued by agencies such as 
the NHS Healthy Urban Development Unit (HUDU).

3. Briefs
High-quality, informed briefs are essential to any project.
Experienced professional help is needed in preparing
briefs that focus on performance requirements for the
individual building and on the delivery of services. Pre-
determined solutions are often based on existing ways 
of doing things and generally result in a piecemeal
schedule of accommodation offering little scope for
innovation or even being up to date. 

This applies especially to environmental considerations.
Requirements should be expressed in terms of
temperature required, ventilation and levels of humidity
requirements and, where appropriate, air changes per
hour. These would benefit greatly from Post-Occupancy
Evaluations (POEs) to ensure these standards are
delivered and that mechanical and electrical
commissioning has been properly undertaken.

Consultation with users is important but it also has 
it limits. Most users and clients on the buildings
surveyed were asked informally to say which rooms
needed comfort cooling. However, users are unlikely 
to be able to give an informed answer as they are not 
in a position to assess the implications of the orientation
and construction of the building or the environmental
services strategies. On most of the projects surveyed, 

5. Major factors affecting design outcomes
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a consistent failure to achieve comfortable environments
spoiled users’ experience of otherwise much-liked
buildings. 

Standards of landscaping are a similar indicator 
of whether briefing has been effective or not. When
briefing for landscaping, it must be ensured that it 
will be retained as an integral part of the brief, and 
not eroded or dropped as a cost-cutting exercise. 
A maintenance strategy is required and it must be
financially achievable.

While guidance should not be too prescriptive, the
survey also found examples of design teams being
unaware of tried and tested models. Awareness of this
and a more rigorous approach to briefs from all parties
would prevent the recurrence of some unsatisfactory
elements of planning and design. 

4. Value for money

Cost considerations inevitably had a major influence 
on the projects surveyed and will continue to do so in
future. However, lowest cost does not always mean 
best value for money, especially over the longer term. 

Lack of financial information meant we could not
undertake a detailed analysis of value for money in our
survey. However, from what we did see it was clear that
a more rigorous approach could be taken. According to
some PCT representatives and architects, decisions on
where and how money should be spent appeared to be
taken unilaterally by the LIFTCo rather than by the 
project team. 

This resulted in decisions on specification that
emphasised one idea of value for money over another.
Architects cited individual examples of this. ‘We had
designed a stack as part of the environmental system
which was taken out during design development to 
save money,’ said one. Another said: ‘We had specified
magnetic fire release hinges for holding doors open.
These were replaced by permanent door closers as
these had a longer life and required no maintenance
during the period of the lease.’

Results – and completed buildings – could be improved if
the pros and cons of similar decisions in terms of capital
costs, whole-life costs and quality were fully discussed.

5. Financial pressures on design
decisions
On the projects surveyed, it appeared that the private
sector constructor has the greatest influence on design
quality. This influence manifested itself in determining
specifications, omitting certain components and
modifying detailing in achieving financial close. 

It was also suggested by some parties that some 
specifications were changed to reduce the cost of
facilities management services for the consortium but to
the detriment of the efficient and comfortable running of 
the building. On one project that achieved high-quality
design, the client/user was a cohesive GP practice that
established a good rapport and shared values with the
architect. The sample scheme had been a component in
the consortium’s successful bid but it is understood that
the quality of materials and building design was reduced
for the next building in the programme. 

Infection control officers employed by PCTs also 
have a big influence on specification, including the
selection and location and number of some fittings, 
the type of floor and wall finishes and detailing within
rooms. In some cases, the objective of reducing the 
risk of infection has impacted negatively on the quality 
of the design. The experience, knowledge and training 
of infection control staff in relation to design aspects 
of buildings is varied but they have a responsible,
powerful role in vetoing some aspects of schemes.
Reducing the risk of infections spreading is clearly 
vital in commissioning primary care buildings but the
‘requirements’ by infection control officers tended 
to be presented as fixed solutions and not open 
to discussion or reviews. Some of the officers’
requirements had a detrimental effect on the
environmental and aesthetic conditions provided. 
The survey also found examples of different infection
control requirements, not only between different LIFT
buildings but also within some of the same ones. 

Facilities management considerations also had a
significant influence on specification. Early consideration
of long-term maintenance was seen as a positive
development on the projects surveyed. However, there
was some feeling that in some cases the design and
specification of the buildings may have been too strongly
influenced by the implications for facilities management.
A balance should be struck between all considerations,
otherwise keeping maintenance costs down can be
allowed to override the quality of patient environments.

‘A real opportunity exists to learn 
from both the achievements and 
the challenges of the LIFT programme 
so far’
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The following recommendations are aimed at
everyone involved in the LIFT programme and in 
the development of the healthcare estate. They pose
a challenge for everyone from the Department of
Health, Community Health Partnerships and PCTs, 
to individual surgeries and community health
services. They are based on the concept of design
advantage – that the design process should be used
to facilitate further improvement in the delivery 
of care within new premises. 

1. Excellent benchmark across the board
New LIFT and primary care buildings should always aim
to achieve excellent across the board, rather than the
good, partially good or mediocre that the majority of 
the surveyed schemes scored. 

Although the use of AEDET Evolution as a design quality
tool for assessing schemes in gestation is a mandatory
requirement for LIFT, the minimum requirement for
excellent scores to be attained for all projects has not
always been as rigorously applied as it could have been.
Achieving excellent design quality for scheme approval,
perhaps using LQAC, should be a standard requirement
across the sector and integrated into system regulations,
with agreed benchmarks for what counts as excellent,
good or poor in terms of overall scoring.

Requiring excellence in this way would encourage the
building of more exemplary schemes that will continue 
to be flexible and fit for purpose in the decades to 
come. They would continue to serve their communities 
in line with the original ethos of LIFT provide learning
opportunities for future primary care building programmes.

DH and CHP should encourage the more rigorous
setting of quality standards requiring excellence
across the sector and integrate these standards
within their system regulations.

2. Evaluate design proposals more
rigorously
Design weighting
One of the main ways of achieving excellence over
mediocrity would be to give design criteria a greater
weighting during the selection of private sector partners.
Design is currently weighted at roughly 12 per cent
against partnering services, legal and other issues
(which by this point in the LIFT programme should be
standardised). Allowing design a greater weighting and
more detailed consideration as a crucial differentiator in
the initial selection of bidders would work towards the
greater overall provision of buildings that are both
functional and which can operate effectively as forums
for the provision of health and social care as focal points
within the community. 

DH and CHP should increase the weighting given to
design during the selection of private sector partners
to recognise systematically the value of long-term
investment in design quality.

Design review
The design of planned LIFT buildings should be
reviewed along the lines of those design review 
sessions already held by the Department of Health for
larger healthcare facilities. This should be a mandatory
part of the approval of further schemes being delivered
within tranches, similar to the current CABE design
review approval system for all BSF schemes in the
education sector.

DH should introduce a mandatory design review
process for schemes proposed under LIFT.

6. Recommendations
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3. Develop a strong project team
A quality, sustainable investment should be aimed 
for by committed, adequately resourced client teams.
Establishing a good project team is not simply a matter
of selecting the right contractor and architect, though of
course their expertise is vital. It is also about becoming
a good client, about getting the right advice, involving
end-users and knowing what it takes to build strong,
fairly balanced public/private partnerships. CDAs (Client
Design Advisors) can facilitate this process in the same
way as they already do in the education sector, from
project inception through to construction on site.

PCTs should be committed to achieving high quality
and getting the right professional advice; Client
Design Advisors should be used and their scope 
of work clearly defined.

4. Encourage passionate individuals
Key individuals can make a vital contribution to their
overall quality and future operation. On the most
successful projects surveyed one person within the 
PCT team had taken on the additional role of project
sponsor or champion. This role is working well in other
areas of the public sector estate such as education 
and housing, where design champions are mandatory.

Similarly, while new staff and management should have
thorough inductions to their new buildings and these
should be regularly updated, a nominated individual 
(the caretaker or centre manager) should be responsible
for ensuring an understanding amongst users of
operating the building systems, particularly in the 
crucial area of environmental engineering.

PCTs should promote the role of design champions
for projects, and of building managers for finished
buildings.

5. Introduce better training 
Training for clients, design teams and building 
users would range from a comprehensive review of 
the available guidelines and standards applicable to 
the sector through to examples of best practice, for
example how details such as storage, landscaping –
encouragingly, landscaping is expected to receive
greater consideration in future tranches – and reception
desks add to the everyday and lasting experience of a
building and the services operating within it. Facilities
should be designed to enable delivery of the intended
model of care, with appropriate clinical adjacencies. 
The long-term cost effectiveness of good design 
would also be covered.

Clients 
Professionally managed workshops should be available
to clients at the outset of a project, covering the skills
necessary to deliver excellent projects. These would
cover:

n choosing the best site

n briefing to reap long-term benefits

n techniques for agreeing and articulating their
whole-life facility policies, particularly
understanding true long-term value for money

n efficient and effective consultation with design
teams and stakeholders 

n recruiting the right consultants, such as client
design advisors, to ensure that appropriate long-
term costings have been carefully worked out in
relation to design specifications.

These would empower clients by helping them to
establish a strong, overarching vision from the very 
start of the project and to understand how that vision
can be maintained within a balanced and proactive
public-private partnership.

CHP and DH should require clients to attend
professionally managed workshops at the outset 
of projects; PCTs should ensure that all users 
receive thorough training in the planning and
operation of their new buildings. 
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Users
Building users (including management) would benefit
from detailed training on integrating working patterns
within new premises. This would include:

n why and how bringing services together is
beneficial to them professionally as well as to the
health sector as a whole

n aspects of building planning, visiting other
projects and maintaining involvement throughout
the building process

n getting the most out of their building and
therefore having increased satisfaction in their
their working lives. 

PCTs should ensure that all users receive thorough
training in the planning and operation of their new
buildings.

6. Carry out post-occupancy evaluations
A comprehensive programme of post-occupancy
evaluations to check user satisfaction with their
premises would ensure that the project teams involved
in future schemes learn from users’ experience of
current ones. CABE believes that such evaluations are
not a luxury but a fundamental element of any well-run
building programme. They are the best and most reliable
way to find out whether buildings really work and to
learn lessons for the future. They are starting to be used
widely in other sectors such as housing and were also
carried out on children’s centres in the Sure Start
programme by by the Department for Children, 
Schools and Families (DCSF). 

The requirement for every LIFT project to undergo
post-occupancy evaluation should be part of DH’s
systems regulations, and the results of these should
be linked to the award of future contracts.

7. Improve design guidance
Core design guidance should be made available to serve
as a clearly laid-out benchmark based on established
good practice examples. This could form an integral 
part of the client and user training discussed above. 
It would cover:

n the essential investment of time at strategic
briefing stages

n the considered development of design ideas

n the importance of change management and how
this must go hand-in-hand with the development
of the building

This would help prevent some of the deficiencies
identified in this report being repeated. 

A separate reference document on how to ensure 
that acceptable internal environmental conditions are
achieved in buildings of this type, both through design
and through continuing management, would also be 
of great benefit.

DH and CHP should develop design guidance to
ensure that best practice in design informs all
projects proposed under LIFT.
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CABE believes that a real opportunity exists to learn
from both the achievements and the challenges of
the LIFT programme so far. Our recommendations
are designed to maximise the contribution design
can make to delivering services to patients. With the
right level of commitment from all involved – from
policy makers down to users – we can look forward
to a programme in which high-quality design delivers
the buildings and services to fulfil the Government’s
ambitious visions for primary care.

7. Conclusion
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CABE LIFT research

Analysis of the LIFT quality assessment checklist
(LQAC) questionnaire and marking of the 20 schemes
visited

There are 107 LQAC statements. These are their origins:

ASPECT is intended as a more detailed evaluation of staff
and patient environment and is intended to substitute for
that section if used in conjunction with AEDET. 

There are four urban and social integration statements in
the AEDET portion (statements 13-6) and also several in
the DQI portion (statements 52-57). 

A number of the statements originally included in LQAC at
the start of the surveys (and marked) were subsequently 

disregarded during analysis as irrelevant or near-impossible
to mark sensibly. For example, the engineering section
relies on detailed knowledge of the engineering systems
and this was not available in a comprehensively informed
way. 

The following table shows the overall balance of statements
both in the original questionnaire and following deletion of
some of them (20 in all) using the AEDET categories for
convenience:

Appendix A: Purpose and methodology 
of the study and LQAC

AEDET sections

Statement Nos AEDET sections No of statements Statements not used Statements used

Impact Total 72 Total 61

1-5 Character & innovation 5 5
6-8 Form & materials 3 3
9-12 Staff & patient environment 4 4
58-107 50 11 39
13-16 Urban & social integration 4 4
52-57 6 6

Build quality Total 16 Total 8

17-20 Performance 4 4
21-25 Engineering 5 5 0
26-32 Construction 7 3 4

Functionality Total 20 Total 19

33-39 Use 7 7
40-45 Access 6 1 6
46-51 Space 6 5

108 1 1

Total 108 20 88

1-51 are based on AEDET Evolution and cover the majority of AEDET (which is a total of 57 statements)

52-57 are derived from DQI (urban and social integration)

58-107 50 statements are principally based on ASPECT with some (five) from AEDET Evolution. 
(ASPECT is total 47 statements)
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It is possible to arrive at a close approximation of AEDET
Evolution (except for one statement) and similarly ASPECT
(except for two statements) and this is included in the
analysis that follows.

Overall, LQAC shows a large bias towards staff and patient
environment and to Impact categories. 

If we remove the ASPECT and DQI statements from the
table (statements 58-107 and 52-57), we are left effectively
with a rough AEDET Evolution format with the balance of
statements as:

Impact 16

Build quality 8
(NB five engineering statements disregarded, see above)

Functionality 18

So a review of AEDET results would seem reasonable,
using this number of statements.

Similarly, it is possible to get close to ASPECT using the 43
staff and patient environment statements.

Commentary

The data for analysis was derived by counting the frequency
of occurrence of each ranked mark on a scale of six, as
follows:

n Excellent

n Good

n Partially good

n Mediocre

n Poor

n Very poor

These labels act as simplified proxies for the range
descriptions on the LQAC survey itself.

As a secondary exercise, the number of categories was
reduced to four by combining the first two (excellent and
good) and the last two (poor and very poor): this gives more
readily understood output and recognises the reluctance in
surveys of this type to give the highest and lowest scores.

Each of the A+C exercises (expect A+C 8) is represented
in pie charts on the following pages. The first chart on each
page shows percentages of each of the six categories, and
the second shows the reduced four categories.

LIFT Quality Assessment Checklist
(LQAC)

This section describes the outline of the checklist. 
The detailed questions and results are in Appendix D.

The four sections on impact deal with the extent to which
the building creates a sense of place and contributes
positively to the lives of those who use it and are its
neighbours.  

Impact

This section deals with the impact in general terms such 
as how far it expresses the values of the NHS. These five
questions are AEDET Evolution A.01-A.05.

Impact: form and materials
This section deals with the nature of the building in terms 
of its overall form and materials. It is primarily concerned
with how the building presents itself to the outside world in
terms of its appearance and organisation. Although it deals
with the materials from which the building is constructed it
is not concerned with these in a technical sense but rather
the way they will appear and feel throughout the life of the
building. AEDET Evolution B.01, B.04, B.05. 

Impact: staff and patient environment
This section deals with how well an environment complies
with best practice as indicated by the research evidence.
AEDET Evolution C.01, C.04, C.07, C.08.

Impact: urban and social integration
This section deals with the way the building relates to its
surroundings. It asks whether the building plays a positive
role in the neighbourhood whether that is urban, suburban
or rural. A building that scores well is likely to improve its
neighbourhood rather than detract from it. AEDET Evolution
D.01-D.04.
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Build quality

Build quality: performance
This section is concerned with the technical performance 
of the building during its lifetime. It asks whether the
components of the building are of high quality and fit for
their purpose. However we are not concerned here with
how well the building functions in relation to the human use
of it which belongs in another section. AEDET Evolution
E.01-E.04.

Build quality: engineering
This section is concerned with those parts of the building
that are engineering systems as opposed to the main
architectural features. It asks whether the engineering
systems are of high quality and fit for their purpose, will 
be easy to operate and if they are efficient and sustainable.
AEDET Evolution F.01-F.05

Build quality: construction
This section is concerned with the technical issues of
actually constructing the building and with the performance
of the main components. A building that scores well is likely
to be constructed as quickly and easily as possible under
the circumstances of the site and to offer a robust and
easily maintained solution. AEDET Evolution G.01-G.06.

32. The construction exploits any benefits from
standardisation and prefabrication where relevant. 
(AEDET Evolution G.07)

Functionality

Functionality: use
This section is concerned with the way the building enables
the users to perform their duties and operate the healthcare
systems and facilities housed in the building. To get a good
score the building will be highly functional and efficient,
enabling people to have enough space for their activities
and to move around economically and easily in a way that
relates well to the policies and objective of the trust. A high
scoring building is also likely to have some flexibility in use.
AEDET Evolution H.01-H.07.

Functionality: access
This section focuses on the way the users of the building
can come and go. It asks whether people can easily and
efficiently get onto and off the site using a variety of means
of transport and whether they can logically, easily and safely
get into and out of the building. AEDET Evolution I.01-I.06)

Functionality: space
This section concentrates on the amount of space in the
building in relation to its purpose. It asks if this space is well
located and efficient and whether people can move around
in it efficiently and with dignity. AEDET Evolution J.01-J.06.

Urban and social integration  
This section covers urban and social integration from the
point of view of the building’s context and its relationship 
to the neighbourhood around it. 

Privacy, company and dignity
This section deals with the way people in a healthcare
building are able to control their privacy and their
interaction with others. It focuses on the way people can
best maintain their dignity while under conditions that
necessarily may not be found in ordinary life. ASPECT 
1.01-1.05).

Views
This section deals with the extent to which both staff and
patients can see out of and around the building. It asks
what they can see and relates this to their current activity
and condition. AEDET Evolution C.02. ASPECT 2.01-2.05.

Nature and outdoors
This section deals with the extent to which patients in
particular have contact with the natural world. It asks
whether they can see and access nature both around and
inside the building. AEDET Evolution C.03, ASPECT 
3.02-3.03.

Comfort and control
This section deals with the comfort levels of the staff and
patients in healthcare buildings and the extent to which 
they can control those levels. Research shows that not only
comfortable conditions but the ability to control levels of
comfort for yourself may be very important in reducing
stress. Allowing patients control over their environment 
is thus important and may also reduce demands on staff,
particularly nurses. AEDET Evolution B.02, ASPECT 
4.01-4.06.

Legibility of place
This section deals with how understandable healthcare
buildings are to the staff, patients and visitors who use
them. Towns, areas, buildings, departments and rooms
should have clear identities and be differentiated and have 
a hierarchy of structure. People generally like places that
are not uniform and homogenous but have variety and
variation of scale. Generally layouts should be clear and
understandable so that way finding is easy and have to
depend only minimally on signage or maps. AEDET
Evolution B.03, ASPECT 5.02-5.06)
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Interior appearance
This section deals specifically with the interior of healthcare
buildings and in particular what they look like. Although this
section is probably one of the most subjective of all the
sections in ASPECT never the less the statements included
here relate to research evidence. ASPECT 6.01, AEDET
Evolution C.06, ASPECT 6.02-6.08.

Facilities
This section deals with a number of facilities that have been
found to be important for the users of healthcare buildings
particularly patients. ASPECT 7.01-7.08.

Staff
This section is concerned with those aspects of healthcare
building provision that relate specifically to staff. To score
highly under this section a healthcare building would make
good provision for staff to lead their personal lives as well
as perform their professional duties. ASPECT 8.01-8.06.
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1

Region Greater London
Wave 1
Context Inner city
Services provided: GPs, community health/district nurses, health visitors, child health services, 

minor surgery, community space – 13 altogether
Construction brief new build
Gross internal area (m2): 2,220
No. of floors: 2

2

Region North
Wave 1
Context City suburbs
Services provided: GPs, health visitors – 2 altogether
Construction brief New build
Gross internal area (m2): 380
No. of floors: 1

3

Region Midlands
Wave 3
Context City suburbs
Services provided: GPs, community health/district nurses, school nurses, health visitors, 

social services, adult mental health services, podiatry, dental services, 
speech & language therapy, physiotheraphy, audiology, baby clinic, 
minor surgery, leg ulcer clinic, phlebotomy, walk-in centre, pharmacy, 
café, counselling services, health education – 20 altogether

Construction brief new build
Gross internal area (m2): 3,000
No. of floors: 3

4

Region South East
Wave 3
Context Village
Services provided: Podiatry, dental services, diabetes clinic, renal unit, child development centre – 

5 altogether
Construction brief New build
Gross internal area (m2): 8,000
No. of floors: 3

5

Region Greater London
Wave 2
Context City suburbs
Services provided: GPs, community health/district nurses, health visitors, dental services, 

leg ulcer clinic, toy library – 6 altogether
Construction brief New build, refurbishment, extension
Gross internal area (m2): 1,874
No. of floors: 3

Appendix B: Data on the selected buildings
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6

Region Greater London
Wave 3
Context City suburbs
Services provided: GPs, dental services, podiatry community health/district nurses, health visitors, 

practice nurse services, drug and alcohol service, adult mental health services, 
GP training facilities, phlebotomy, social services, speech & language therapy, 
x-ray, physiotherapy, family planning, leg ulcer clinic, out-of-hours services,  
pharmacy, café, citizens advice bureau – 16 altogether

Construction brief New build
Gross internal area (m2): 3,920
No. of floors: 2

7

Region South West
Wave 3
Context City suburbs
Services provided: GPs, community health/district nurses, school nurses, health visitors, podiatry, 

speech & language therapy, occupational therapy, physiotherapy, midwifery/
ante-natal services, sexual health, pharmacy – 12 altogether

Construction brief Refurbishment
Gross internal area (m2): 3,000
No. of floors: 4

8

Region Greater London
Wave 2
Context Large town
Services provided: GPs, community health/district nurses, school nurses, health visitors, PAMs, 

adult mental health services, podiatry, x-ray, dental services, speech & language 
therapy, occupational therapy, physiotherapy, family planning, midwifery/
ante-natal services, baby clinic, minor surgery, leg ulcer clinic, phlebotomy, 
ultrasound, patient support groups, counselling services, acute outreach – 
24+ altogether

Construction brief New build
Gross internal area (m2): 2,563.6
No. of floors: 2

9

Region North
Wave 2
Context Large town
Services provided: GPs, community health/district nurses, health visitors, pams, podiatry, x-ray, 

dental services, dietetics, minor surgery, leg ulcer clinic, phlebotomy, 
walk-in centre, out-of-hours services, pharmacy, patient support groups, 
health education – 15 altogether

Construction brief Refurbishment
Gross internal area (m2): 1,689
No. of floors: 2



Appendix B 38

10

Region South West
Wave 2
Context Small town
Services provided: GPs, community health/district nurses, health visitors, adult mental health 

services, midwifery/ante-natal services, baby clinic, minor surgery, phlebotomy, 
counselling services, health education – 10 altogether

Construction brief New build
Gross internal area (m2): 1,176
No. of floors: 2

11

Region North
Wave 3
Context City suburbs
Services provided: GPs, community health/district nurses, health visitors, adult mental health 

services, dietetics, addiction services – 6 altogether
Construction brief New build
Gross internal area (m2): 2,469
No. of floors: 3

12

Region East Anglia
Wave 3
Context Small town
Services provided: GPs, community health/district nurses, health visitors, podiatry, family planning, 

baby clinic, minor surgery, leg ulcer clinic, phlebotomy, patient support groups, 
counselling services – 11 altogether

Construction brief New build
Gross internal area (m2): 747
No. of floors: 2

13

Region South West
Wave 3
Context Small town
Services provided: GPs, community health/district nurses, health visitors, podiatry, dental services, 

speech & language therapy, family planning, midwifery/ante-natal services, 
baby clinic, counselling services, health education – 11 altogether

Construction brief New build
Gross internal area (m2): 1,012
No. of floors: 2
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14

Region North
Wave 2
Context Small Town
Services provided: GPs, community health/district nurses, school nurses, health visitors, pams, 

adult mental health services, podiatry, speech & language therapy, 
occupational therapy, physiotherapy, dietetics, audiology, opthalmology,  
family planning, midwifery/ante-natal services, anti-coagulation, enuretics, 
community psychology, CPN, community disability service, community 
development workers, pharmacy – 21 altogether

Construction brief New build
Gross internal area (m2): 2,585
No. of floors: 1

15

Region Greater London
Wave 2
Context City suburbs
Services provided: GPs, community health/district nurses, podiatry, x-ray, dental services, 

speech & language therapy, pharmacy, creche/nursery, café, library, 
counselling services – 11 altogether

Construction brief New build
Gross internal area (m2): 2,330
No. of floors: 3

16

Region Midlands
Wave 3
Context Large town
Services provided: School nurses, social services, adult mental health services, speech & language 

therapy, occupational therapy, physiotherapy, audiology, childrens resource 
centre – 11 altogether

Construction brief New build
Gross internal area (m2): 3,936
No. of floors: 3

17

Region Midlands
Wave 3
Context Small town
Services provided: Residential places for children with disabilities – 1 single service
Construction brief New build
Gross internal area (m2): Ca.1,300
No. of floors: 2
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18

Region North
Wave 3
Context Large town
Services provided: GPs, community health/district nurses, school nurses, podiatry, dental services, 

speech & language therapy, physiotherapy, family planning, midwifery/ante-natal 
services, baby clinic, minor surgery, phlebotomy, walk-in centre, out-of-hours 
services, clinical psychology, pharmacy

Construction brief New build
Gross internal area (m2): 4,016
No. of floors: 2.5

19

Region Midlands
Wave 2
Context City suburbs
Services provided: GPs, community health/district nurses, school nurses, podiatry, speech & 

language therapy, baby clinic, minor surgery, phlebotomy, pharmacy, 
health education – 12 altogether

Construction brief New build
Gross internal area (m2): 1,450
No. of floors: 2

20

Region North
Wave 2
Context Large town
Services provided: GPs, community health/district nurses, school nurses, pams, podiatry, 

dental services,  speech & language therapy, occupational therapy, dietetics, 
audiology, midwifery/ante-natal services, baby clinic, minor surgery, 
leg ulcer clinic, phlebotomy, pulmonary rehab., anti-coagulant clinic, pharmacy, 
patient support groups, health education – 20 altogether

Construction brief New build
Gross internal area (m2): 5,174
No. of floors: 3
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The LIFT programme enables selected PCTs and other
member of the local health economy to tender for a Private
Sector Partner to form a LIFT Company (LIFTCo). Selected
consortia submit proposals for running the LIFTCo,
delivering partnering services and designing, funding,
constructing and maintaining sample schemes that meet
their briefs. On the basis of this, one consortium is selected
to be the private sector partner with the public sector and

Community Health Partnerships to develop the LIFTCo,
which builds the sample schemes and all future buildings
commissioned by the PCTs and, where relevant, local
authorities for a 20 year period.

The weighted factors that make up the scoring matrix for
selection of preferred bidder at the time of writing are 
as follows: 

Appendix C: How the LIFT programme operates

No. Description of criteria Weight

General 21%

** Understanding of and commitment to BRAHM LIFT project 5%
1 Suitability as a long term LIFT partner 6%
2 Cultural Fit 2%
3 Resources during the first two years 3%
4 Involvement in other LIFT & similar projects 0%
5 Resources for the transaction 5%

Local Project Specific Issues 5%

Partnering Services 29%

1 Managing & delivering the Partnering Services 12%
2 LIFTCo role in the SPB 3%
3 Vision 3%
4 Management of the supply chain 4%
5 Benchmarking/market testing and value for money 4%
6 Obtaining planning approvals 3%

Lease Plus Services 20%

1 Approach to design and construction 5%
2 Including local party interests in the design 4%
3 Flexibility & Innovation 3%
4 Long term maintenance & other services 5%
5 Landlord/Tenant interface 3%

Financing 13%

1 Involvement of funders during stages of procurement and long term value for money 3%
2 Proposals for addressing residual value benefit 4%
3 Funder’s anticipated gearing ratios, margins, covenants re various tenants and site risks 6%

Commercial 12%

1 Specific third party revenue and property development opportunities 3%
2 Involvement of the public sector in LIFTCo 2%
3 Accommodation of GP and Independent Sector Tenants 4%
4 Reducing transaction costs for New Projects 3%

Total 100%
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After selection of the preferred bidder, formation of the
LIFTCo and completion of the building(s), the public sector
takes a head lease(s) and sublets, as appropriate, to GP
practices, other service providers or other users of the
building. Commercial activities such as chemists usually
have a direct lease with the LIFTCo. The health sector rent
is paid to the LIFTCo by the trust for both trust areas and
GP areas. Local authorities pay rent for any of their services
located in a building. 

The LIFTCo is responsible for designing, fitting out and
maintaining the building for an agreed number of years, at
the end of which the building passes to the public sector.
The tenants pay maintenance costs for the building and the
facilities management services provided by the LIFTCo. 
This comes directly or indirectly from the public sector. 

The LIFT process enables partnering and team relationships
to develop between the public and private sector
participants and should enable the company to benefit from
the lessons learnt from each project and continually improve
every aspect of its performance including the design of the
buildings.
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Note: some topics were not assessed for some
schemes, hence some of the total being < 20 

Appendix D: LQAC scores summary

Very Poor Mediocre Partially Good Excellent
poor good

1. There are clear ideas behind the design of 0 1 2 8 8 1
the building

2. The building is interesting to look at and move 1 1 4 9 4 1
around in

3. The building projects a caring and reassuring 0 2 2 5 10 1
atmosphere

4. The building appropriately expresses the values 0 0 3 7 8 0
of the NHS

5. The building is likely to influence future designs 2 7 3 2 5 1

6. The building has a human scale and 0 1 3 10 5 1
feels welcoming

7. The external materials and detailing appear to be 0 0 5 9 6 0
of high quality

8. The external colours and textures seem 0 0 4 12 2 2
appropriate and attractive

Very Poor Mediocre Partially Good Excellent
poor good

9. The building respects the dignity of patients and 0 0 2 8 8 2
allows the appropriate levels of privacy and dignity

10. There are high levels of both comfort and control 1 2 5 8 3 1
of comfort

11. There are good bath/toilet and other facilities 0 0 2 7 9 2
for patients

12. There are good facilities for staff, including 0 0 1 6 9 3
convenient places to work and relax without 
being on demand

Character and innovation

Summary of assessment scores of the 20 schemes
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Very Poor Mediocre Partially Good Excellent
poor good

13. The height, volume and skyline of the building relate 1 0 2 6 7 3
well to the surrounding environment

14. The building contributes positively to the locality 1 1 2 4 11 1

15. The hard and soft landscape around the building 2 1 7 7 3 0
contribute positively to the locality

16. The building is sensitive to neighbours and passers-by 2 1 7 7 3 0

Very Poor Mediocre Partially Good Excellent
poor good

17. The building is easy to operate 0 0 3 5 9 2

18. The building is easy to clean 0 0 0 5 15 0

19. The building has appropriately durable finishes 0 0 0 11 9 0

20. The building will weather and age well 0 1 1 12 5 1

Very Poor Mediocre Partially Good Excellent
poor good

29. The building can be readily maintained 0 0 0 10 9 1

30. The construction is robust 0 0 0 9 10 1

31. The construction allows the easy access to 0 1 1 2 14 1
engineering systems for maintenance, 
replacement an expansion

32. The construction exploits any benefit from 0 0 4 4 0 0
standardisation and prefabrication where relevant

Urban and social integration

Performance

Construction
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Very Poor Mediocre Partially Good Excellent
poor good

33. The prime functional requirements of the brief 0 0 0 3 13 4
are satisfied

34. The design facilitates the required care model 0 0 1 3 13 3

35. Overall the building is capable of handling the 0 0 0 4 13 3
project throughout

36. Work flows and logistics are arranged optimally 0 0 0 8 9 3

37. The building is sufficiently adaptable to respond 0 0 2 10 6 1
to change and to enable expansion

38. Where possible spaces are standardised and flexible 0 0 0 9 8 2
in use patterns

39. The layout facilitates both security and supervision 0 1 2 8 6 3

Very Poor Mediocre Partially Good Excellent
poor good

40. There is good access from available public transport 0 0 0 5 12 2
including on-sit roads

41. There is adequate parking for visitors and staff cars 0 0 3 5 10 2
with appropriate provision for disabled people

42. The approach and access for ambulances is 1 1 1 5 7 2
appropriately provided

43. Goods and waste disposal vehicle circulation is 0 0 0 7 10 2
good and segregated from public and staff access
where appropriate

44. Pedestrian access routes are obvious, pleasant and 0 0 7 5 6 2
suitable for wheelchair users and people with other 
disabilities/impaired site

45. Outdoor spaces are provided with appropriate and 0 1 3 7 6 2
safe lighting indicating paths, ramps and steps

Use

Access
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Very Poor Mediocre Partially Good Excellent
poor good

46. The design achieves appropriate space standards 0 0 0 4 14 2

47. The ratio of usable space to the total area is good 0 0 1 7 9 3

48. The circulation distances travelled by staff, patients 0 0 3 6 9 2
and visitors are minimised by the layout

49. Any necessary isolation and segregation of spaces 0 1 1 2 13 2
is achieved

51. There is adequate storage space 0 1 5 7 4 2

Very Poor Mediocre Partially Good Excellent
poor good

52. The building is sited well in relation to its context 0 2 1 7 8 1

53. The area between the building and the edge of the 1 3 5 6 5 0
site is pleasant

54. The quality of the building’s outdoor environment 2 0 6 5 6 0
enhances the quality of the neighbourhood

55. The building is well considered in relation to 1 1 0 8 10 0
local facilities

56. The building encourages a sense of ownership by 1 2 1 5 10 0
local people

57. The building enhances and uplifts its neighbourhood 2 0 1 6 11 0

Very Poor Mediocre Partially Good Excellent
poor good

62. Toilets/bathrooms are located logically, conveniently 0 0 2 6 3 2
and discretely

Space

Urban and social integration

Privacy, company and dignity
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Very Poor Mediocre Partially Good Excellent
poor good

63. There are good views inside and out the building 0 0 2 11 4 3

64. Spaces where the staff and patients spend time 0 0 2 5 10 3
have windows

65. Patients and staff can easily see the sky 0 0 0 8 10 2

66. Patients and staff can easily see the ground 0 2 0 6 9 2

67. The view outside is calming 0 0 6 6 5 2

68. The view outside is interesting 1 0 4 10 4 1

Very Poor Mediocre Partially Good Excellent
poor good

69. Patients and staff have good access to outdoors 3 2 5 3 4 2

70. Patients and staff have access to usable 8 1 4 2 2 2
landscaped areas

71. Patients and staff can easily see plants, vegetation 1 1 5 6 5 2
and nature

Very Poor Mediocre Partially Good Excellent
poor good

72. The design takes advantage of available sunlight 1 1 6 7 3 1
and provides shelter from prevailing winds

73. There is a variety of artificial lighting appears 4 4 6 2 0 0
appropriate for day and night and for summer 
and winter

74. Patients and staff can easily control the artificial lighting 0 0 3 10 6 1

75. Patients and staff can easily exclude sunlight 0 0 1 9 9 1
and daylight

76. Patients and staff can easily control the temperature 5 1 6 3 4 1

77. Patients and staff can easily open windows/doors 1 0 1 6 11 1

78. The design layout minimises unwanted noise in staff 0 1 1 7 11 0
and patient areas

Views

Nature and outdoors

Comfort and control
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Very Poor Mediocre Partially Good Excellent
poor good

79. Entrances are obvious and logically positioned in 1 0 4 5 6 4
relation to likely points of arrival on site

80. It is easy to understand the way the building is laid out 1 0 2 8 7 2

81. There is a logical hierarchy of places in the building 1 0 0 8 9 2

82. When you leave the building, the out is obvious 0 0 0 9 8 3

83. It is obvious where to go to find a member of staff 0 2 1 6 8 2

84. Different parts of the building have different characters 3 1 3 7 3 1

Very Poor Mediocre Partially Good Excellent
poor good

85. Patient’s spaces fell homely 1 1 2 6 3 1

86. The interior of the building is attractive in appearance 2 0 3 11 3 1

87. The interior feels light and airy 1 0 3 8 7 1

88. The interior has a variety of colours, textures and views 0 1 3 11 3 1

89. The interior looks clean, tidy and cared for 0 0 0 4 12 4

90. The interior has provision for art, plants and flowers 1 3 3 8 4 1

91. Ceilings are designed to look interesting 5 6 6 3 0 0

93. Floors are covered with suitable material 0 0 0 10 8 2

Very Poor Mediocre Partially Good Excellent
poor good

97. There is a place where live performances can 2 2 0 4 2 0
take place

100.There are easily accessible vending machines 5 0 0 4 1 0
for snacks

Legibility of place

Interior and appearance

Facilities
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Very Poor Mediocre Partially Good Excellent
poor good

102. Staff have a convenient place to change and securely 1 0 3 7 8 1
store belongings and clothes

103. Staff have convenient places to concentrate on work 0 0 0 2 16 1
without being on demand

104. There are convenient spaces where staff can speedily 0 2 1 5 10 1
get snacks and meals

105. Staff can rest and relax in places segregated from 0 0 0 2 14 3
patient and visitor areas

106. All staff have easy and convenient access to IT 0 0 0 1 14 4

107. Staff have convenient access to basic banking 1 0 0 3 9 1
facilities and can shop for essentials

Staff
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This section summarises a report by an environmental
engineering consultancy on issues identified during
visits to analyse the basic reasons why users of two
primary care centres had reported significant
summertime overheating problems.

Consultants inspected the centres and discussed the
issues with the relevant centre managers and particular
staff users. In both cases the managers and users stated
that summertime conditions where close to unbearable and
this report sets out initial indications as to why the internal
environment is failing in the summer, including some
discussion on possible ways forward.

Discussion

There are no accepted or particular standards that apply 
to limitation of internal summertime temperatures in health
centres. Sections A5 and A8 of the CIBSE A guide give
some guidance concerning limitation of internal
temperatures, but this is in no way statutory and in any case
will lead the designer to use the accepted summertime
design external design temperatures of 28oC, which is
based on historic weather patterns. Recent summers show
evidence of increasing summertime temperatures due to
global warming and long periods of time where daytime
temperatures exceed 28oC are now becoming common in
summer in Britain.

For natural ventilation solutions to provide a cooler internal
environment than external temperatures in summer it is
utterly essential to use night purging techniques during
which windows and other natural ventilation design systems
are left open during summer nights when air temperatures
drop. Night purging allows the expressed thermal mass of
walls, floors and ceilings to have heat flushed from them
during the night by cooler night time air entering so that
they are capable of absorbing casual and solar heat gained
during the day.

If windows and other natural ventilation openings are not
left open during the night, the only cooling medium available
is daytime temperature summer air and systems can only be
designed to limit how much hotter internal temperature are
than external temperatures and can never produce internal
temperatures below external.

The operation of windows to achieve cooler internal
temperature is a management issue. None of the care
managers questioned appear to ever have been told how
essential window opening at night would be in managing
internal temperature and therefore this has never been
attempted.

If the users and managers of the first health centre visited
have this situation explained to them, and if measures can
be taken to allay their concerns about leaving the low level
elements windows securely open at night such that
intruders can not enter but night time air can, then this
centre is effectively as good as can be designed based on
natural ventilation cooling without additional active cooling
measures. 

However, users however have to understand that
summertime temperatures are rising. On an increasing
percentage of days in the summer, temperatures within are
likely to be viewed as excessive. This is an inherent aspect
of natural ventilation cooling design of this sort.

At the second health centre, there are such significant
design and procurement failures that it has to be judged as
a complete failure to provide a building which is capable of
providing acceptable internal summertime conditions. Lack
of attention in design and of procurement to solar shading,
lack of corridor and deep space mechanical ventilation,
poor security quality of the windows and poor space
planning with regards to first floor patient waiting areas
were all evident. The first floor unventilated patients waiting
area provides such a high risk of patients’ cross-infection
that its use should be discontinued.

Possible ways forward

Because of the lack of regulatory or institutional guidance
with regards to limiting summertime internal temperatures, 
it is essential that the contract used in the procurement
process states the internal temperatures that contractually
must be achieved as a maximum.

The inherent cooling limitations of natural ventilation design
based on opening windows have to be understood,
particularly with increasing summertime temperatures from
global warming. A full engineering analysis of the building
physics behind such a simple natural ventilation strategy is
likely to show that uncomfortably high internal temperatures
are inherent through this approach and design strategies
may be forced to consider additional active cooling of some
sort and procurement strategies may have to allow for
additional cost. Refrigeration based active cooling is
expensive to install, is expensive in terms of electrical
energy used to operate it and has high CO2 emissions
which should be avoided if possible.

Appendix E: Environmental engineering report
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Further measures to enhance cooling as listed below
should be considered before allowing refrigeration-based
comfort cooling systems:

n Adiabatic cooling handling units based mechanical
ventilation systems are now available. This
technique enables provision of cooling by
evaporating water when external relative humidity 
is low, which is the vast majority of days during a
British summer. The cooling abilities of currently
installed systems are significant and up to 6o of
cooling can be expected on a normal summer day. 

n Natural ventilation-based cooling is not limited to
opening window design only. The provision of
internal shafts of heavy weight material to provide
thermal mass with high-level controllable exhaust
openings to augment the thermal stack effect to
increase natural ventilation is a well known strategy
as is the provision of basement or underground
thermal labyrinths to pre-cool incoming supply air 
in summer.

n Single-sided window based natural ventilation is not
capable of delivering as much air per square metre
of footprint and cross ventilation designs should be
considered with opening windows available on
opposing walls of each space. This will mean the
provision of much larger spaces, open plan, and
mitigates against the provision of cellular space. 
It is possible that discussions with users at an early
stage can show that initial user requests for cellular
space can be replaced with an open plan
environment with cross ventilation which would 
be significantly cooler and better supplied with
fresh air.

n Inter seasonal thermal storage ground or ground
water heat pump based systems can offer
significant cooling at much lower electrical energy
cost than refrigeration based cooling. They can also
cause summertime heat to be stored in the ground
or ground water so that heat can be provided
during the winter at much lower CO2 emissions
than from condensing gas boiler technology.

n With any installed internal comfort controlled
system it is essential that users understand from the
designers what they are likely to expect. Users must
also be provided with easily understood educational
material to help them extract the greatest benefit
from the building and the designer must be involved
with post completion documentation to ensure that
users are educated.
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IDEAS is a design tool developed in 2005 to aid Trusts and
PCTs to develop their briefs and design ideas. IDEAS treats
both interior and exterior spaces as ‘places’ where a
number of activities commonly take place by understanding
these activities and the functional and emotional needs of
the people involved:

n Arriving

n Bath

n Beds

n Circulating

n Consulting

n Shopping

n Sanctuary

n Social

n Waiting

As part of the visits to the 20 LIFT buildings, notes and
observations were made in the search for any additional
exemplars which might be recommended for the IDEAS
website.

In general terms, very few of the buildings and very few 
of the above were considered sufficiently exemplary for
further consideration. It should be noted that not all of the
above categories apply to all LIFT buildings (for example,
beds and bathrooms, which do apply to some larger LIFTs).
Encouragingly, there were some examples which were 
fed into the IDEAs website.

Appendix F: IDEAS part of project – 
survey notes and observations
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These 10 key points are made with reference to some
LIFT projects , and to those buildings discussed the
CABE publications Designed with care: design and
neighbourhood healthcare buildings (2006), and
Lewisham Primary Care Trust Children and Young
People’s Centre: design and innovation for primary
health and social care (2005).

Good integrated design 

Design excellence is not just about attractive buildings.
Good integrated design must also consider how a building
can contribute positively to its environment. Wherever
possible, in the case of neighbourhood health facilities, 
this should include ease of access and straightforward
integration with public transport. For example at the Hove
Polyclinic9, where the whole site was the subject of a
development control plan, the bus from the centre of town
brings patients and staff directly to the clinic’s forecourt,
while buses stop outside both the Chiddenbrook surgery10

in Devon and the Idle Medical Centre in Bradford.11

Public open space

A patient-centred healthcare building should extend its
concern for patients beyond its walls by trying to provide
well-managed public open space in which pedestrians are
given priority over cars, even at rural surgeries where car
parking is essential. Good use of sensitive landscaping to
enhance the natural landscape can be seen at the Maggie’s
Centre in Inverness12, where Charles Jencks’s landscaping
both startles the eye and complements the architecture or,
by contrast, in the grassy undulating land which surrounds
the Hove Polyclinic or the accessible inner-city gardens at
Pulross Intermediate Care Centre13. At the Forest Road
LIFT building in Enfield also, care has been taken to provide
some seating, planting and bicycle parking at the main
entrance, and to set the entrance back from the road,
creating a public area in front.

There is an increasing body of evidence that nature can
offer more than simply a pleasant setting for healthcare; it
can also contribute directly to reducing stress and pain, and
speeding recovery. Work led by the American academic
Roger Ulrich has shown that ‘simply viewing nature’
produced ‘a constellation of positive emotional and
physiological changes’ in patients. Moreover, ‘hospital
gardens not only provide restorative or calming nature
views but can also reduce stress and improve outcomes
through other mechanisms – for instance, fostering access
to social support and providing opportunities for positive
escape and sense of control with respect to stressful
clinical settings.’ It is a theory that St Oswald’s Hospice 

for Children in Newcastle14 would endorse through long
experience of the therapeutic value of plants and gardens,
and one that the Brent Birth Centre (part of the Central
Middlesex Hospital), with its measured approach to 
tranquil outside space,15 has ambitions to exploit as 
soon as funding allows.

A clear plan 

At the Barts Breast Care Centre16 (part of St
Bartholomew’s Hospital in Whitechapel), the tranquil
Georgian square both offers both a focal point and acts as
a bridge between a therapeutic urban landscape and the
ordered and carefully planned internal design of the centre
itself. A critical success factor of many of the case studies
is their meticulous attention to the patient journey and the
subsequent preparation of a clear plan.

For many patients, the experience of going to the doctor 
or dentist induces anxiety. The German phrase Schwelle
Angst (a fear of the threshold) is particularly applicable in 
a medical environment. Good design in this context must
seek to lower or even remove this psychological barrier so
that patients reach the point of consultation feeling as calm
and relaxed as can be expected. A number of factors can
contribute to this end. These begin with a clear and logically
placed entrance, with easy access for all visitors, including
those in wheelchairs, those whose sight is impaired, and
parents with small children. There should be a cheerful and
welcoming atmosphere and an air of tranquillity. Throughout
their visit, patients have every right to expect to be treated
in privacy and with dignity.

A single reception point 

Reception areas and information points are key to
orientation. In many of the best healthcare buildings the
tone is set by the reception and, importantly, its staff. Of the
examples mentioned here to illustrate the 10 key points,
only the Maggie’s Centre has no reception, choosing
instead to operate in its own very personal style. Most of the
others have a single reception point, offering an early
welcome and a point of orientation when moving around the
building. This is not always easy to get right. Sometimes it is
difficult to balance openness with patient confidentiality or
staff safety, but for the most part reception areas skilfully
combine the friendly welcome with low-key oversight of
public areas, such as at the Gem Centre LIFT building in
Wolverhampton.

Appendix G: CABE’s 10 elements 
of a successful healthcare design
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Circulation and waiting areas 

These areas should be pleasant in their own right. Well-
planned waiting rooms can help to relax patients, thereby
reducing fear and increasing confidence. Where space
allows, the most successful have abandoned the serried
ranks of grey polypropylene chairs in favour of upholstered
seating (such as at the Rowner Health Centre LIFT building
in Gosport, Hampshire), sometimes set out in the style of a
hotel foyer. This is especially valuable where the patient may
be accompanied by friends or relations, and is particularly
well dealt with at Brent Birth Centre and at Barts Breast
Care Centre. A number of waiting areas include toys and
other distractions for children. At the Idle Medical Centre,
the spacious waiting areas allows patients, carers and
visitors to relax, chat, wander or simply enjoy the view 
of distant hills.

Materials, finishes and furnishing

Healthcare buildings are busy places, both in terms of
footfall and hours worked. Materials, finishes and furnishing
therefore need to be robust, as well as attractive. Well-
selected, fit for purpose furnishings will complement a clear
approach to design and there will also be on-going benefit
for whole life costs as maintenance and replacement are
reduced. For the Brent Birth Centre, Barbara Weiss
Architects took immense care in her selection of colours to
provide a relaxed environment in each of the birthing rooms
while the gritty, urban feel of the waiting area at the Luton
Walk-in Centre17 is a perfect response to this highly active
facility, open for 15 hours a day, 365 days a year.

Natural light and ventilation 

Generous amounts of natural light and ventilation help 
to contribute to good and energy-efficient environmental
conditions throughout. The Plowright Medical Centre LIFT
building in Swaffham, Norfolk provides a good example of a
building which has incorporated a simple system of natural
ventilation and solar shading, similar to Rutland Lodge
Medical Centre in Leeds18, where environmentally friendly
features were built into the brief. It is too early to know how
well these will work, but it is clear that, in a number of the
case studies, natural ventilation has battled against the
temperatures of a warm summer.

Storage 

A recurrent problem is the lack of adequate and effectively
planned storage. Inevitably, the ambition of a paperless
NHS will take time to filter through the system. Meanwhile
there are patient records to be stored, together with
publications and leaflets, equipment and supplies, even
surplus chairs. Often NHS buildings also suffer from an
uncontrolled rash of notices, pinned or blue-tacked to any
available flat space. The principal result is an accumulation
of clutter, in corners, on walls, under desks, on top of
cupboards, sometimes with consequent threats to 
patient safety and to hygiene. 

First impressions count, and quality of care is expressed 
by the cleanliness and general management of healthcare
environments. In healthcare architecture, it is key to design
spaces that are not only clean and efficient but also express
this. In this context, Richard Mitzman’s work at the Advance
Dental Clinic in Chelmsford19 provides a model worthy of
consideration in other medical disciplines.

Adapting to future changes

An important inheritance from the pioneering Finsbury
Health Centre20, which already in 1938 was a prototype
polyclinic and walk-in centre, was the ‘recognition of the
imminent and profound impact of the demand for flexibility
in modern buildings’. The rapid demand for change and 
for a fresh approach to the delivery of healthcare at
neighbourhood level shows that little has changed and that
buildings today need to have the capacity to adapt to future
changes. It is CABE’s strongly held view that space should
be viewed as a resource, not a territory, allowing patterns of
use to evolve over time. This is easier said than done. The
Breast Care Centre at St Bartholomew’s Hospital, Luton
Walk-in Centre, Hampton House LIFT project in Bristol 
and Villa Street Medical Centre21 in London illustrate how
existing buildings can with imagination be turned to a 21st
century use; others, like St Oswald’s Hospice have slowly
expanded into new buildings. Some however, given the
nature of their sites, find themselves bursting at the seams,
often victims of the success of their new buildings in
increasing the size of the patient register.
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Out of hours community use

Finally, the Kaleidoscope Lewisham Centre for Children 
and Young People urges a layout that encourages
community use out of hours; this was part of the brief from
the beginning22. In the examples examined here and in the
rest of the survey report, the best intentions have frequently
gone awry because of demands of space and time.
Nevertheless, there is widespread recognition of the
benefits of encouraging use of some of the easily
accessible space.

9 Designed with Care, CABE 2006, pp.20-23

10 Ibid, pp.10-11

11 Ibid, pp.12-15

12 Ibid, pp.44-47  

13 Ibid, pp.24-25

14 Ibid, pp.26-27

15 Ibid, pp.36-39

16 Ibid, pp.34-35 

17 Ibid, pp.40-43

18 Ibid, pp.48-49

19 Ibid, pp.28-31

20 Ibid, p.9

21 Ibid, pp.31-32

22 Lewisham Primary Care Trust Children and Young People’s
Centre: design and innovation for primary health and social 
care CABE 2005, p.18
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