














BEMTERPAETIMG THE HOSPITAL CORRIDOR

enables efficient waffic fow,
other areas such as conversation
novks and informal meeting

or withdrawal spaces could be

. . Y
provided and designated ap- 1
T

propriately. These spaces could £ 3 corridor

: : gz
be equipped with, for example, -
a small ledge for writing notes 253 dook for informal conversations
ot for leaning on, one or more v

small stools or chairs, or other
items that suggest their avail-

ability for use, and perhaps more

importanty, prevent them from

Bench or ledge

being used as a storage space for
the odd piece of equipment
thar has no other home. Figure 2 illustrates this.
A hierarchy of sizes of spaces could be provided
with different purposes, but they should not be so
rigidly defined that opportunistic use by staff for

informal conversations would be discouraged.

We can already begin to consider the kinds of
possible design solutions that would provide in-
formal settings for communication for clinical
teams as they pass by each other on their way wo
the next patient room, treatment space, ot staff
station. Corners, indented bays, and cul-de-sacs
that allow staff to retrear a lirde distance from the
main corridor would be a relatively simple solu-
tion, but to achieve this would require more than
the minimum corridor widths set by standards
or guidelines. Intervals between these spaces and
their location relative to patient rooms, open
doorways, waiting rooms, sic., would have o be
determined. As noted previously, a hierarchy of

such spaces of different sizes and locations may
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Figurs 2. An example of a corrdor “nook” {not 1o scale).

be considered and would likely add to the rich-
ness of the corridor design, ensuring that it is no
longer a stark, featureless, straight path from A to
B, boring to the eyes and to those who have to
traverse it daily. One or more of these approaches
could be designed in conjunction with clinical
staff and their teams, then built and evaluarted in
use. Different steategies could be wied for difter-
ent corridors; this would almost certainly assist
with wayfinding, as suggested by Allison (2007),
and prevent the most commontly heard complaint
that peaple get lost because “all the corridors look

the same.”

Finally, effectively designed corridors would en-
harnce the delivery of quality care and should thus
be considered another valuable and funcdonal
space © be included in a health facility both as
circulation space and an important serring for
staff interaction in the provision of team-based

clinical care. Design guidelines could aid in the
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recognition of this as an important additional
purpose for corridors, Designation of areas adja-
cent to or contiguous with corridors for informal
stafl meetings or casual conversations would en-
able accoundng for such space wichin dghe fa-
cility budgers and demonstrate the importance
of these areas to those who make the spending
decisions for health projects. In so doing, guide-

lines would then betier perform one of their key

roles-—assisting in the design of buildings thac
support the delivery of high-quality healthcare.
Thus, they would help the healthcare organiza-
tion meetr one of s most important strategic
objectives (Kampschroer, Heerwagen, & Powell,
2007; Price, 2007).

Conclusion

Corridors, staff tea rooms, and other spaces not
directly associated with patient care often are re-
garded as wasted space to be minimized at worst,
or at best tolerated as perhaps necessary space that
could possibly be better allocated to those other
functional spaces in a health faciliry that directdy
support clinical care delivery. Clearly, the corridor
in a healch facility often has an independent value
of its own, which results from it being more than
simply a space to be passed through as quickly
and efhiciently as possible, or to be used only for
the movement of people, goods, equipment, and
other supplies. The tend in health facility design
has been to minimize circulation space and to re-
allocate the resulting space ro “more important”
functions, such as patient rooms, treatment spac-
es, staff areas, or even grand entry lobbies. In a
time of limited health building budgers, or where

the need exists for all design decisions that require
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ft is necessary o reframe
the value of a corridor as an
essential functional space thal
supporis the delivery of care
within a health facility.

additional capital expenditure to be justified in
rerms of the financial rerurn on investment, com-
promises often need to be made. In making such
compromises, functional needs may have o be
priogitized and efficiencies achieved in the provi-
sion of “affordable” quantitics and quality of buik
space, In doing this, it may be a false cconomy
1o reduce corridors to the dreumseribed purpose
of merely facilitating the rransportation of people

and objects.

Corridors are egsential o the informal commu-
nications that occur within dinical reams who
are collaborating in the delivery of high-qualiry
patient care. Thus, it is necessary to reframe the
value of a corridor as an essential funcrional space
that supports the delivery of care within a health
facility. Further investigation into how a corridor
best performs that role without compromising
other essential features in the healtheare environ-
ment is also necessary. This includes the need to
safeguard parient privacy, ensure acoustic control/
lack of disturbance for patients and their families,
and provide easy access and wayfinding for all us-
ers of health facilities. Those who create design
guidelines and other standards should recognize

these additional roles for corridors and move-
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ment spaces between rooms and deparrments as
they seck to determine the optimal space require-
ments and design features in every health facility.
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