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[Abstract] Healthcare arch·itecture in the United States 

is currently experiencing a period of considerable 

uncertainty. National healthcare reform legislation, to 

take full effect in 2014, will have certain unforeseen

consequences. Many hospitals and clinics will see a surge 

in new patients while others will in a likelihood see a 

decline. Ten trends are outlined that are currently shaping 

the nation's infrastructure of healthcare facilities for 

inpatient and outpatient populations. 
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is sponsored by the U.S. Green Building Council 

(USGBC). LEED employs a point-based metric tool 

to guide best practices in sustainable design and 

construction across the entire country. It functions 

as a third party certification system that provides 

verification that a given healthcare facility meets 

required criteria for LEED certification. A rigorous 

registration, documentation, and review process 

is prerequisite to any facility awarded a rating at 

one of four levels: certified, silver, gold, or platinum. 

By 2009, 81,155 professionals in the U.S. and 

Canada had obtained LEED accreditation profes­

sional status (LEED-AP). For healthcare facilities, 

and back in 2003 the LEED-affiliated Green Guide 

for Healthcare program began. A self-certification 

metric was developed that closely paralleled main­

stream LEED certification criteria as pertaining to 

acute care hospitals. Since 2007 the GGHC has 

registered construction projects in 115 countries 

globally, and is now even more prevalent than the 

core LEED certification program. In April of 2011 

an official LEED for Healthcare certificating process 

was created. It is based on a total of 11 O possible 

"points"-18 points for site planning, 9 points for 

water efficiency, 39 points pertaining to energy and 

atmospheric issues, 16 points for building materials 

and the conservation of natural resources, and 18 

points related to indoor environmental quality fac­

tors. A certified level requires 40+ points, a silver 

rating requires 50+ points, a gold rating requires 

60+ points, and a platinum rating for a healthcare 

facility requires 80+ points @ (see Ashley, K. "LEED 

for Healthcare: Human Health and the Built Environ­

ment," July 2009, Environmental Design Construc­

tion, 12:7, p. 46). 

As of October 2011, overall, 8,391 LEED proj­

ects have been certified, while the number is far 

smaller for healthcare facilities, with only 298 LEED 

certified healthcare facilities (less than 4% of the 

total) in the U.S. as of that date. The Dell Children's 

Medical Center, in Austin Texas, became the world's 

first LEED Platinum hospital (in 2009). It features 

landscaped courtyards, 92% of all construction 

waste was recycled on-site, rainwater is reclaimed, 

an on-site natural gas turbine supplies all electricity 

(which is 75% more efficient than coal-fired plants), 

converted steam energy is supplied from the heat­

ing/cooling plant for all chilled water needs, and 

parking lots and all outdoor spaces are designed 

and landscaped to minimize the urban heat island 

effect @(see Ferenc, J. "LEED for Healthcare to 

Help Drive Sustainable Design," Health Facilities 

Management, 24:1, p. 3-6). A fear exists in that a 

social class disparity will emerge between LEED 

and non-LEED buildings. Regardless, the LEED 

rating system has pushed forward a new standard 

where hospitals are now expected to feature zero 

waste design strategies, green roofs, therapeutic 

gardens that double function as rainwater retention 

reservoirs, geothermal systems, passive solar de­

sign strategies, recycled construction materials and 

products, locations on public transit routes, and 

cycling amenities (Figure 3). 

6. The Competition for Patients and Medical Tour­

ism

A recent article in the New York Timi"s under­

scored the pressures on hospitals to compete for 

patients by offering all types of amenities such as 

five-star cuisine, expensive bed sheets, lavish pa­

tient rooms with marble baths and sinks, private 

kitchens, and generous sleepover accommodations 

for family members. At the New York-Presbyterian/ 

Weill Cornell Hospital in New York City, the pam­

pering and decor rival a grand hotel, and is part 

of a competitive trend rapidly escalating across 

the U.S. This is actually nothing new in America, 

as VIP patient rooms have been available for the 

privileged classes since at least the opening of the 

Johns Hopkins Hospital in Baltimore in 1874. There, 

specially appointed VIP inpatient rooms featured hand 

carved beds and dressers, rocking chairs, artworks 

on the walls, and hand-woven tapestry rugs. This 

is part of a national (and international) competition 

for wealthy patents willing to pay extra, while at the 

same time the U.S. federal government cuts back on 

its reimbursement rates to hospitals. Worse, growing 

evidence suggests that more patients who do not 

happen to be wealthy are being subjected to long 

waits and wholly substandard care in American hos­

pitals a'(see Bernstein, Nina. "Chefs, Butlers, Marble 

Baths: Hospitals Vie for the Affluent" Online. Available 

at http://www.nytimes.com/2012/01 /22/nyregion/ 

chefs-butlers-and-marble-baths.html). 

The rapid growth in medical tourism is closely 

related to the intense competition for patents. 

For decades, American hospitals have sought to 

broaden their geographic reach by marketing their 

services far and wide beyond their home market. 

Well-known examples include the M.D. Anderson 

Cancer Institute in Houston, New York City's Cedar 

Sinai Medical Center, and the Mayo Clinic in Roch­

ester, Minnesota. This trend has gained broad ac­

ceptance in the past decade and shows no signs 

of slowing down anytime soon. Many financially 

strapped smaller market specialty hospitals are 

also entering the practice of marketing their ser­

vices regionally because it can be an excellent way 

to expand revenue. The renowned Cleveland Clinic 

recently opened a gleaming new medical center in 

Abu Dhabi, in the Middle East, designed by HOR of 

San Francisco. This is but one high profile example 

of exporting a proven brand name to a re9ion that 

rapidly seeks to move up in prestige in terms of at­

taining world-class stature in its healthcare system. 

More patients are willing to travel farther than ever 

before in history to consult and be cared for by re­

nowned neurological, cardiovascular, rehabilitation, 

and cancer treatment specialists. 

7. Critical Regionalism 

Postmodernism had opened by 1990 new pos-
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sibilities for the site planning, compositional mass­

ing, and narrative aesthetic of healthcare facilities. 

The International Style previously had placed strict 

limits on what a healthcare facility could look 

like. The result was. usually an austere box with 

flat roofs, lacking in ornamentation, without con­

scious references to local building technologies 

or aesthetic traditions. Now, innovative materials, 

construction techniques, and local cultural tradi­

tions are now legitimate architectural influences­

design determinants in the formal organization, 

construction, and aesthetic language of healthcare 

architecture in the U.S. This movement is referred 

to as critical regionalism. Critical regionalism draws 

its inspiration from the uniqueness of local places, 

people, and regional culture. 

The Grand Itasca Clinic (2005) in Michigan, by 

Kahler Slater Architects, of Milwaukee, expresses 

the Midwestern Prairie School architectural lan­

guage of the great American architect Frank Lloyd 

Wright (1872-1959). Extended overhands, exterior 

wood cladding, and fenestration provide a striking 

silhouette set against its open, flat prairie site con­

text. Another recent example is the 80,000 square 

foot St. Anthony's Hospital, in Gig Harbor, Washing­

ton State, by ZGF Architects. It is a state-of-art fa­

cility informed by its local community's rich building 

traditions and history and its surrounding natural 

landscape, a landscape framed and inspired by the 

surrounding trees and water ®(Online. Available at 

http:/ /www.archinnovations.com/featured-pro jects/ 

health-care-facilities/zgf-architects.html. Also see 

http:/ /www. healthcaredesign magazine. com/ article/ 

walk-woods.html). Another example is the Ann and 

Robert H. Lurie Children's Hospital, at Children's 

Memorial, in Chicago. It is successfully woven into 

an urban context that sharply contrasts the site 

contexts so common to sprawling suburban hospi­

tals. It is located in a pedestrian scaled neighbor­

hood adjacent to the campus of the Northwestern 

University Medical Center. Building with locality in 

mind is now seen as a wise investment, an invest­

ment that is yielding positive results in the form of 

a 9reater sense of shared purpose and goals be­

tween a hospital and its local community. 

8. Health Villages in Compact Neighborhood Set­

tings 

Cutting-edge hospital architecture in the U.S. 

rejects the stand-alone isolation of sprawling sub­

. urban settin9s in favor of denser, pedestrian-scaled 

campus contexts where it is possible to walk to the 

hospital without always having to arrive by auto. 

A health village, architecturally, is a concentration 

of freestanding care providers sited in relatively 

close geographic proximity to one another. This 

term is sometimes confused with the term healthy 

communities. But a "healthy community" is a term 

that refers instead to the health status of a com­

munity-not to any specific healthcare facilities in it. 

Many community hospitals are now situated within 






