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Abstract

The impact of healthcare design on wellbeing can be overlooked due to the
prioritisation of clinical efficiencies and medical advancement. Although important,
palliative care emphasises adopting a multifactorial pecsotred approach, placing
the persontather than the iliness, at the centre of care. An opportunity for this
research study to explore the importance of humanising architecture arose with the
relocation of The Prince & Princess of Wales Hospice to a new pubpaséacility.

A mixed-method case study methodology determined the relationship between the
design of the environment and its impact on people's wellbeing. This was achieved
by developing aovelHospice POE Toolkitocused on persecentred outcomes.
Thistoolkit was informed by a theoretical framework based on literature drawn from
wellbeing and healthcare eviderAoaseddesign.This study aimed to determine the
wellbeing benefits experienced by patients, family, friends, staff, and volunteers at
the hospice. People participated across multiple research methods, including semi
structured interviews, focus groups, and surveys.itiuaicl research methods

included quantitative environmental monitoring, measuring indoor air quality, noise

levels and walking distances

The study findings reach beyond the confinements of its immediate architectural
discipline to psychology, science, and healthcare. A common thread throughout the
findings and discussionsand arguably incorporated into the very foundation of the
study’ was an emphasis on the importance of people; their connection, engagement,
value and resilience. The outcomes of this study have implications for both policy
and design, particularly as preventative and-clorical approaches are becoming

more prevalent witin healthcare.
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Chapter 1
Introduction

This chapter introduces the origins and focus of the study, pro\adomigf
background and placing the motivation for the work into context. After that, the
rationale is briefly discussed with an outline of aims, objectives, and research
questions, followed by accentuating the significance of the research and its
contribution to ew knowledge within the realm of evideAgased design. Finallg,
structuraloutline, given on a perhapter basis, concludes and provides a concise

overview of the rest of thihesis.

1.1  Origins of the Study

The Prince & Princess of Wales Hospice (PPWH)prasidedcare and support to

the people of Glasgoy{&cotland)and surrounding areas with lfieniting conditions

and their families sincthe 1980. Since becoming a registered charity in 1984, these
services have responded to the community's needs and grown organically over the
last four decades. The journey began with a voludezetelephone support line in
1985, followed by the establishment ofydservices in 1986 and the expansion into
outpatient and community services in 1987. This growth trajectory ultimately led to
creation of a fourteebed inpatient uniin 2002.The hospice now supports over

1200 patients and families annualshe Prince & Princess of Wales Hospice, 2019)
CarltonPlace was the first home for the services; two Georgian townhouses
overlooking the river Clyde were gifted to the charity by Glas@uty Council in

the late 1980€The Prince & Princess of Wales Hospid®yer the yearghe

building hadbeen adapted multiple times and grown to include two adjoining
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townhouses. The services run within the building are the inpatient unit (IPU), day
services, outpatient clinic and family support services. These services have dedicated

areas within the building, supported by specialist staff and volunteers.

Along with these services, there are many-patientfacing roles integral to the

running and maintenance of the hospice. A more thorough description of services run
within the building is explored i€hapter8. As an organisation, they are entirely
focused on providing persarentred care. Thiwasevidenced byhe consistently

excellent assessments frétealthcare Improveme@cotland HISY).

Discussions with patients and families highlighted issues at Cé&tléme including

alack of privacy and challenges around accessibility and adaptability to suit specific
needswhichresearch has shownitapact wellbeing. In response to this discussion,
the organisation realis¢batthey wantedo implement a drastic change, wRFPWH
Chief Executive Office(CEQ) and formerPalliative Care NursBhona Baillie

stating fithe environment no longer supports our ambitidBsillie as cited in

Priest, 2016)In 2010, the decision was taken to implement a challenging prtiect
design and construct a £21m purpbsét facility that would supporthigh-quality

care cater to the community's growimgedsand have the flexibility for future
adaptation. In 2012, the architects, working closely with the PPWH, undertook an
extensive consultation process to develop the main aspirations for the pgrogact.

new home in Bellahouston Paoficially opened in late 201 8aillie stated fithe

design challenges heattlre traditions. It puts patients first and manages risk
afterwards (Priest, 2016)In a further article, Bailliédentifiesthatfisurroundings

play a vital role in improving a patient's symptoms because, if you have anxiety, this
can often heighten a patient's physical |
and make the patient feel more relaxed, in an environnieyt are very comfortable

in, then that can help their overall physical sigRaillie as cited in Building Better

! Established in 201HIS deals with undertaking inspections of independent healthcare services

within Scotland. Being responsible for the registration and regulation of these services; corroborated

in the recent 2017 report where theygeaeadd efdomeixlte
remaining 20%{Healthcare Improvement Scotland, 2017)
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Healthcare, 2016)

The relocation of th®@PWHfrom its existing premises to @ew build location
provided the originsof this study. The organisation and architects were keen to
document and share lessdearnedfrom the new facility, particularly thienpact of
the Sengeturpersoncentred care modeThus,this thesis came abqujenerously
funded through UKRI, jointly by the PPWH and the Engineering and Physical
Sciences Research Council (EPSRC).

1.2 Focus of Study: A Person-Centred

Philosophy
With a brief introduction to thetudy's origin, the study's focus now comes into
guestion. A mixedmethods case study methodology was developed to leverage the
architectural design intentions against the operational outc@imeimgto deliver
new insightsnto and knowledge a#videncebased desig(EBD). EBD emphasises
theimportantinfluence environments have on people and their wellbeing. A desktop
review ofthe projeadfs design and consultation documesi®wedhat the final
design and the process fragprocurementito fin use wasinherently person
centred.Theprojects aspirations andchievementare deeply rooted within the
PPWHpersoncentred organisational culture. Therefore, it seemed logicdopt a

similar approacfor this research.

Thetheoretical frameworkf Chapter® and3 was developethroughalliterature
reviewof EBD healthcare and the influence environments can tiawesllbeing.
Theconceptual frameworef Chapter 4vasbuilt on this initial research and
expandedhescope intduilding evaluation studiesvhich directly informedhedata
collection processThe case study methodologgovidedthe flexibility to allow the
study to be driven through continuousa@eation with the PPWH on the direction
and expected outcomeas explored iilChapter 5The overalaim was to determine
the features of the PPWH environment that impacted wellbeing and therefore
establiskeda holistic persoftentred environment fgratients, family, friends, staff,

and volunteersThis focusd on the learnings from th@ersoncentredSengetun care
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model, which will be introduced and explored in the following chapter.

1.3 Research Aims and Objectives

This study was initially conceivetld producea postoccupancyevaluation(POE) of

the Sengeturcare modeanddesign procesanalysis Theproject's remitvashoned

to focus on the persetentred aspects of PGifterseverakite visits discussios

with staffandalliterature reviewtheseaspects being identified as weaknesses within
existingPOEmethodsThe research aisand objectivepresentedelowwere

developed to explore this focus.

131 Research Aims
1 The pimary aimwasto investigate the performance of the PPWH in
achieving a perseoentred environmentwith personcentred aspects being
defined by their impact on the wellbeingptients, family, friends, staff,
and volunteers
1 Thesecondarybut complementary aimwvasto develop anewmethodology

to evaluate the environmeintrelation tooccupantvellbeing

1.3.2 Research Objectives
The objectives are divided intbreedistinct sectionsthe firstexploringproject

managemeranddevelopment anthe last twaaddressheresearchaims.
ObjectivesFor Project Management And Development

71 Desktopreviewof project informatiorto determine key aspirations for the
projectand identifypotentialfocus areas

1 Informd observationanddiscussionsvith staff and volunteersoncerning
space usand interactions people have wittese spaceand each other.

1 Establisiment ofa Building researchmonitoringgroup (BRMG)to discuss
and progresthe aims othestudybetween th&PWHstaff and the

researcher
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ObjectivesFor Determining Project fiPersonCentredo Performance

1 Reviewliterature on hospicesgealingenvironmentsyellbeing,and EBDto
identify gapsn guidance, knowledge or procedures

1 Evaluate the new facility utilising the building evaluaticmmeworkby
conducing interviews questionnairedpcus groups, anénvironmental
monitoring

1 Analyse thedata to identify key themes and present ttassa contributiomo
the existing literature.

1 Produce internal reports for the PPWH aisbseminate findings to a wider

audience.
ObjectivesFor Developingthe Building Evaluation Framework

1 Review building evaluatiomethodologiesind literature to describe
measures currently used.

1 Conducta scooping review to identify relevamiethodologies and extract
their salient andiscriminatingpractices and principles to allow for a
comparativeanalysis

1 Establish a holistimethodologysing quantitative and qualitative research
methods to review buildingerformance andsses$iow people use and

perceive the environment

1.4 Research Questions

Theprimaryresearch questiorse

1. How do the design aspects of the Sengetun care model contribute to the
establishment of a persaentred environment within the hospice inpatient
unit?

2. What other environmental aspects of tlespicecontribute towards

facilitating a persoitentred environment?

However, in order tevaluate persenentred features another research question
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was formulated to aid in supporting the developmentsyiséematievaluation

framework:

3. What methodologieare applicabléo the measurement ttie persorcentred
outcomes of a hospice environment focusing on wellbeing, and how can these

be critiqued for their effectiveness?

1.5  Significance of the Study: A Person-
Centred Future with in Healthcare

The methodology was developed through close collaboration with the hospice
organisation, with the primary goal capturingand exploing the experience of

patients, families, friends, staff, and volunte®eientcentred facilitiesare often
challenging to measure and evalu@ensg and Haugen, 2008)erefore, liis study
employs a transdisciplinary approactdtaw onresearch methods from multiple
disciplines.Environmental monitoring methods addjuantitative layer of evidence

to comprehensively evaluatle new facility. Although often sitepecific, findings

from this case study are discussed with generalisable aspects that can contribute to

the persofrcentred EBD knowledge base and inform the design of future facilities.

Our physical environment impacts quality of libg influencing psychological and
physical attribute¢Cohen and Leis, 2019A large body of evidencgupporsits

impact on health and wellbeirfglrich et al, 2004; Ulrichet al, 2008) Extensive
research bylrich et al.(2008)andUlrich et al. (2004)explored environmental
psychology and established links between the environment and human health and
behaviour. In the words éfoskins (2008: 8§)iOur health and wellbeing is

influenced by the environment we occupy,dhysical factors such as air quality,

noise, daylight and climate but also by psychological factors such as a perception of
safety or of being valued é key to this |
healthcare building its initial impression, ease of @&ss and the way it interacts

with external spaces and natbirA literature review bySaloneret al. (2013)

documents various elements of the physical environment that affect health and

wellbeing within healthcare facilities. Alvar Aalto's PainSanatorium, Finland
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(19281933), explored ilChapter2, typifies that designing for human functioning,
instead of medicaddvancemenisllows the architecture to transcend advancements
in medical technology ancteate alesignviablein thelong term as thehuman is

theoneconstanin architecture

In architecture, empirical evidencan begenerated fronbuilding evaluation
studies; howevedue to the longtanding divide between the sciences and other
humanities subjects in architectural education, there is often a lack of focus on
academic research skills. This gasult inthosein theprofession being unable to
evaluate to academic standari@esearcliindings are often only shared among a
small groupwith concernfor the negative consequenceswatier publication(RIBA

et al, 2017; Sharpe, 2018a; Stichler, 201Blten, these studies focus on qualitative
methodsand can be mukHfactorial owing to the nature of reaforld projects Thisis
another barrier tanclusion inacademic publishingecause it ishallengingo
replicateor hasa nontransparentesearch procesklany currently published studies
focus on one aspect of wellbeing or patient outc@@hang, Tzortzopoulos and
Kagioglou, 2018)This study, thereforduses scientific rigour with the building
evaluation methodologies utilised currently to provide lessons letltaedan apply
both to academia and the field of architecttines allowingindings to be shared

with the wider profession.

Three key aspects define quality in health care withiNéitgonal Health Services
(NHS): patient safety, clinical effectiveness and patient experjenicighquality
service combining all thre@HS England, 2014)rhe Five Years Forwards Report
acknowledgeshatthese standards are not always achieved, faghlth inequalities
deeprooted (NHS England, 2014: 3Dne of the three critical areas of improvement
identified for cancer outcomes within the repsdsfbetter treatment and care for all
those diagnosed with canogwhich should bappliedacross all age grougslHS
England, 2014: 37Evidence showa strongcorrelationbetween patient experience
and quality of care in services, supported by specialised clinicians, facilities and
equipment, and equality care access and deliverjhe report encourages the

sharing and transparency of performance outcomes amaiselidatiorof cancer

Chapter 1: Introduction p7



treatments within specialist centres to ensure patients have access to a network of
interconnected support services covering treatment, nmezdtth,and social care.
Thereport suggestdevelopingnew integrated care modétsreduce the divide

between often disparate healthcare servisgtS England, 2014fanon (2015)

director of the NHS Europedbdffice, suggests that a new Swedish care modeld

be one answebriefly outlined in the document. One benefit of implementing this
Swedish healthcare model was a cultural shift from a proweetred approach to a
patientcentred one. This approach showed tremendous potential, with a 20% overall
reduction in hospitaadmissions, hospital stays, and a reduction of more than 30 days
waiting time for referral§¢Zanon, 2015)However,given thatmost of these

outcomes focus on hospital targets rather than human expedenetoping

innovative care models that will provide the best patient experience and value for
moneywasrequired, looking both at the UK and internatiiy for best practice.
However,innovation does not just happenis a process that must be rooted in
measurableutcomes andncouraged and nurtured to suc@edten requiring a

shift in culture and mindsélf. rigorously evaluated and evidenced, nemdels

could provide a precedent for future NHS healthcare facilities.

This studypresented the unique opportunitycapturethe experiencef
transitioningfrom acentralisedunit with mostly multtbedded accommodation
towards a decentralised sindgleddedone.The opportunity to focus on human
experience and outcomes was evident in the PPWH. A notable inclusion, the
Scandinavian Sengetun care model (meaning bed courtyeshf the centre of this
building evaluation study and highlights the benefits of integrating new models of
care within the UK. It is a design and orgaational model adapted for use within the
inpatient unit, the first in the UKThe Prince & Princess of Wales Hospice, 2019)
However,as thismodel wagart ofa holistic strategyor the entire facility to

achieve a persecentred focugt highlightedthe need to document the facility in its
entirety. This thesis produces empirical evidetaaaform the medical planning of
future hospital space with EBD. All design team members, medical and health
planners, cliniciangrust management, and policymakeas use théndings to

understand and inspire the futwfgpersoncentred healthcare environmgnt
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1.6  Structure of Thesis

As this introduction concludes, it has set the scene for the proceeding chapters. This
thesis has a narrative structure wighevantliterature reviewed withieachrelated
chapter, mirroring the iterative approach taken throughout the research journey.
Tablel-1 presents a schematic representation of the thesis objectives indicating how
the chapters interrelate and provides an overview of the development of the study.
The rest of this thesis is constructed of three interconnected sections that are
organised as flows:

Tablel-1 Research map

Thesis Methods Outcomes
Objectives
Establish Informal discussions Chapter 1: studfocusand desktop review
research with PPWHSstaff related to the organisation.
Z;Jrﬁ:tfnnds’ Informal discussion and Chapter 2: literature related to hospices,
objectives observation palliative care, Sengetun care model,
Desktop review Elggetree philosophy and an introduction to
Literature review Chapter 3: literature related térich (1991)
Supervisor discussions Theory of Supportive Desigand
environmental factors influencing wellbeing
Chapter 4: literature related to building
evaluation studies and topia addition to a
scoping review
Chapter 24: developinga conceptual
framework for research design.
Determine Literature review Chapter 6: involvement of the organisation.
philosophical

Informal discussion and Chapter 5: research journthat established

underpinnings observation philosophical underpinnings.

Chapter 8: observations and insight from th
organisation.

Formulate Literature review Chapter 4: literature used to determine

methodology methodology for the building evaluation.
Chapter 5: philosophical underpinnings whi
influencethe chosemmethodology.

Conduct Interviews Chapter 4: influenced research methods us
research
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Surveys Chapter 6: data collection considerations.

Focus groups Chapter 7: research methods for data
Environmental collection.
monitoring
Photographic
documentation
Informal discussions ani
observation
Desktop review
Analyse Thematic analysis Chapter 7methods of analysis for each of tt
r_esgarch SPSS research methods.
findings
NVivo
Google forms
Specialised monitoring
equipment programs
Excel
Present Thesis chapters All Chapters: thesis findings.
;ﬁ] sdeir?rzh Organisatiorreports Chapter 9: key themes identified from
9 thematic analysis, triangulated through
gquantitative data.
Develop Critical analysis. ChapterlQ: reiterates the research question
discussions and provides a critical analysis of findings i
and conclude relation to existing literature.

Chapterll: analysstheresearch design and
concludes with implications for practice anc
future research.

1.6.1 Section One

This first section contains a feghapter discourse outlining the background,
theoretical and contextual framework and the methodology underlying the overall
thesis structure.

Chapter 2 (review of modern hospice movement and PPWH): Setting the foundations
of the study, this chapter introduces the palliative care environment and philosophy
behind the hospice movement. It explores the concept and significance of the healing
environment, the adoption of the PPWH IPU Sengetun care model and its roots

within the Planetree philosophy.
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Chapter 3 (theoretical framework: eviderzzsed design): As a continuation of the
previous chapter, it explores the existing literature. The concept of evilased

design is introduced and, exploring the literature on the influence of the environment
on wellbeing, structured around the workldifich (1991)and hisTheory of

Supportive Design.

Chapter 4 (conceptual framework): This chajgaenformed bya scopinditerature
reviewrelated toPOEs in healthcarcilities. It exploreshe significanceof

building evaluatiorwithin the context of both academia and architectural pradtice
culminatesn the development ai Hospice POE Toolkitvhich summariseshe
conceptuaframework based on evidence presented in tidthe proceeding

chaptersto enable a holistic evaluation of the persmmtred aspect of the PPWH

Chapter 5 (methodology): This chapter discusses the interdisciplinary collaboration
across architecture and healthcare research fields; as such, the methodology's
theoretical underpinnings had to accommodate this. It explains the significance of the
mixedmethods case study methodology and details the researchers' philosophical

positioning and underpinnings within the constructivist paradigm.

1.6.2 Section Two
This section bridges the gap between sections one and three, narrowing the focus of
the study into the more detailed technical aspects used to gather the fiethigs

concernsand complications of studies with vulnerable populations.

Chapter 6 (research design): This chapter introdGceswell (2018ylata collection
circle and includes ethical considerations, sampling and recruitment, data collection

and data analysis.

Chapter 7 (research methods): This chapter details research methods influenced by
the POBFrameworkdeveloped in the conceptual framework. Employing the mixed
methods case study approach by utilising quantitative and qualitative research
methods to evaluate the PPWH environment holistically. The chapter concludes with

how the data sets were analysed tedreliability and validity of the techniques.
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1.6.3 Section Three

The last sectiopresents key research findings in two illustrated chapters, detailing
the PPWH buildingkey themesand analysis afxisting POEnethodologieshat
informedthe oneused in this studyFinally, two chapters draw the thesis to a close,
answering the research quessogexploring the research design, and conclueitg

implications forfuture research

Chapter 8 (introduction to PPWH): Presenting the building by department and

through floor plans and detailing the sample population.

Chapter 9 (findings): Presenting the three key themes of PPWH wellbeing; Fostering
resilience, creating thoughtful focus, and engagement with holistic sensory
experience. The findings focus on the qualitative data, with the related quantitative
findingssupportingt. This chapter concludes with the analysis of existing POE
methodologiesdertified with ascoping reviewn Chapters 4 and how this translated

into the final POE methodology used in this study

Chapter 10 (discussion): Answering the research questions and providing a critical
analysis of the findings in relation to the theoretical framework. In addition,
performinga critical analysis of the research design.

Chapter 11 (conclusion): the concluding chapter documents limitations, presents the
contribution tonewknowledge, and discusses implicatidaspractice and future

research

1.7  Conclusion

Thisintroducory chapterprovidedan overviewof the entire thesidt presenedthe
PPWHTtransition to itpurposebuilt facility astheorigin and focus of this study and
how this framed the research aimebjectivesand questiondt highlightedthe

study's significance and its contributitmnew researciThe introduction conclude
by presentinghe mainthree sectionased to structure the thesisdits associated
chapterslt included all the keyelementghat influenced the development of the
thesis including, most importantlythe organisation itsedndits rolein shaping the
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researchThe following chapter explores the modern hospice movement, and EBD.
Additionally, introducing the innovative hospice care model.
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Chapter 2

Literature Review : Hospice,
Healing, and Person-Centred
Care

This chapter explores the evolution of the modern hospice movenant explores
the role of innovative architecture fralliative care facilitiesjntrodudng the
Maggi eds Cexploringirmovatienfinahe @PWH kanintroduction of the
Sengetun care modt the UKanddetailing itsunderlyingroots in thePlanetree
philosophy.To further support the underlying research of this studytibduces the
concept of healing environments, aaddencebased desigreBD); concludingwith

a discussion on the definition of wellbeing.

2.1  Strategy and Method of Searching the
Literature

The literature review for this thesis was an iterative process, taking place throughout
the research journey, forming a narrative review to inform the research questions,
objectives, and theoretical and conceptual frameworks. Unlike a systematic review
tha can produce transparent and replicable re¢Glt®ket al, 1997) the narrative
reviewoffereda more flexible approach deeply rooted in the topic, a requirement for
this thesis due to the close collaboration with the organisation under Satdypases
were used for searching peewviewed iterature includingWebof Science, Scopus,

and Science Direct. Policies, reports, and other research studies were found through

Chapter 2: Literature Review: Hospice, Healing, and PerStentred Care pl4



grey literature searching, including Google Scholar and topic specific organisations
such aghe Departmenbdf Health,The World Health OrganisatioM{HO), Kings

Fund, Public Health Scotland, Health Facilities Scotland, Hospice UK, The Center
for Health Design, and HIS. This was supported through correspondence with
researchers in the relevant fields, particularly from the PPWH research group. This
combination of sources underpins the entire thesisapgortghe academic rigour

required to validate thdrength of the research.

2.2 Palliative Care

2.2.1 Modern Hospice Movement

The provision of terminal care had no strategic or operational guidance with the 1948
establishment of the British NHS, not even being acknowledged as a clinical
concern. At the time, the small number of UK hospices had little medical

involvement and wereot highly praised for their care standards, thus having

minimal influence on wider healthcare policy or practat¢hat timgClark, 1999a)

The care was typically delivered by nuns or untrained nurses drivambglfish

loyalty and overwor& (Clark, 1999a: 239However, from the mi0th centurya
smalldedicated groupnterestedn terminal cardacilities and associated charities,

from researchers to clinicians, planting the seeds for new discourse &eatimd

death and dyingClark, 1999a)A handfulof publications and reports arose, which
identified a need for a shift in the care and treatment of the termingIGjalik,

1999a; Glaser and Strauss, 1968)is workledto the creation of the modern

hospice movement, spearheaded by Dame Cicely Saunders: a nurse, a social worker,
a physician, and the originator of the hospice m@@kirk, 1999b; Storey, 1996;
Verderber and Refuerzo, 2008) its modernrday archetype, palliative care began to
manifest itself during the 1960s and 19740gh palliative medicine being recognised

as a speciality in the UKnly in 1987 Clark (2015: 7)statedt canfistill be regarded

as an emerging field of health and social care intervention, which continues to seek

ways to integrate with wider systems and policy framewwnrks

fiHospic@is a French word stemming from the Latin wélspitun®, which, from
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different sources, translatesfimospitalityd, fihosb, or iguesthous&(Moorhouse,

2006; Verderber and Refuerzo, 200&)capsulating aspirations of this movement, as
advocated by Saundef$y]ou matter because you areu, and you matter to thend

of yourlife. We will do all we can not only to helyou die peacefully, but al¢o

live until you dieo (Clark, 2016: 351)Saunders coined the tefitotal pairo,
encapsulating the physical, psychological, social, and spiritual issues faced by the
terminally ill, which combine to produce tremendous distress. This became one of
the cornerstones within the emergent field of terminal care, focusing on the
importanceof symptom management and an interdisciplinary team approach to
meeting the needs of patients and families. The field rapidly gained international
attention in 1967 after the opening of St. Christophéo'spice, thdirst imoderr
hospice(Clark, 1999b; Grand&€ameron and Houldin, 2012; Storey, 199%)e

hospice movement acknowledges that whilés important that we attend to the
patient's physical symptoms and pain control, it is crucial that the healthcare system
expand the care beyond treating these symptoms and more closely address
psychological, social, and religiosity/spirituality thenmegndof-life care for both
patients and familiés(Meier et al, 2016: 269)

2.2.2 An Education: Palliative Care Treatment , What It is and What
It is Not

Providing care for those with terminal or Hfieniting conditions within their local
communitiesfihospice care aims to affirm life and deatHospice UK, 2018: 2)
Multidisciplinary teams of staff and volunteers provide expert support, emphasising
individualised clinical, physical, emotional, social, and spiritual needs. This support
extends to carers, families, and frieqads- and postbereavemeniHospice UK,

2018) Hospice services play an essential role in providing highly specialised care.
They also play an integral role in EoL care and should be a critical voice in future
planning and development of government poli¢iégspice UK, 2018)In 2016

2017 hospices in Scotland provided care and support to over 20,000 (héagpece

UK, 2020) In 2016, almost 56,700 people died in Scotl@wational Registers of
Scotland Vital Events: Deaths, 2017 as cited inHospice UK, 2@h8stimated 75%

of these deaths requiring palliative c@vurtaghet al, 2014) equating to 42,800
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people each yedHospice UK, 2018)However, itwasestimated that 1 in 4 people
who could benefit from palliative care do not receivgigalth and Sport
Committee, 2015 as cited inHospice UK, 2Qi8ganing there are potentially
10,600 people in Scotland missing out on this @despice UK, 2018)TheScottish
Government (2015ndScottish Government (2015aadset a goal that by 2021,
access will be provided for everyone requiring palliative ddospice UK (2018)
suggests that, for the Scottish government to achieve their vigiomsst invest and
work in collaboration with hospice services. Curreraipund 60% of funding for

hospice servicewascontributed directly by local communities

Palliative care and eraf-life (EoL) care, both offered within hospice services, have

a principal focus on maintaining quality of life (Qol®rau, 2016) However, these

terms are often used interchangeably, leading to confusion and misconceptions about
servicegMarie Curie, 2018)Although similar concepts, they have different
meaninggKrau, 2016) Palliative care involves ongoing treatment for people with
terminalillnessesincluding symptom management, addressing social, spiritual, and
psychological needs, and supporting family and friends. Aifiiging illness can

include cancer, Motor Neuron Disease (MND) and dementia, among others. The
WHO (2018: 5)define palliative care as:

fithe prevention and relief of suffering of adult and paediatric patients and
their families facing the problenassociated with lifehreatening illness.

These problems include physical, psychological, social and spiritual suffering
of patients and psychological, social and spiritual suffering of family
members.

In comparison, EoL care is an aspect of palliative care provided to those nearing
death andocuses on allowing people fidie with dignityo (Krau, 2016: ix) In EoL

care, most people would prefer to die at hgMiéssonet al, 2017) However, 2014
2018 figures show that 42.5% of people with cancer die in hospitals, with 19.6% in
hospices and 7.5% in other institutions, leaving only 30% to achieve the majority's
preference, dying at honfBublic Health Scotland, 202G owever, this preference
may change in response to a requirement for increasing care needs, provision, and

support(Public Health Scotland, 2020p either case, it seems pertinent that people
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feel as comfortable arfihit home as possible within a healthcare setting.

Although synonymously related to EoL care, the hospice should not be seen solely as
a place where one might come to die. There is so much more to the hospice than the
general preconceptions held. For example, palliative care enbatd®se with

terminal conditions and their families retain the best quality of$tttish

Government, 2019A PPWH day patient succinctly encapsulates the ethos of the
hospicefiEverybody says the hospice is the last stop before the terminus, but it

taught me how to live, not how to diBuilding Better Healthcare, 2016)

2.2.3 Resilience with in Palliative Care

Staff working within palliative care are faced daily with {ifeeatening conditions.
Palliative care often requires more time and attention than traditional curative
treatment, leading to more stress, higher levels of helplessness, and feelings of
persomal failure. However, palliative care staff do not report higher levels of
psychological distress than other specialifi®hippen and Canellos, 1991)
Surprisingly,however they often report lower levels of burnout. From the beginning
of the modern hospice movement, the potential stress of working with those with a
terminal illness was recognised. As such, team development and staff support are
consideredntegral to the effective delivery of palliative camed mportance is

placed orestablishingorganisational and personal coping strated@ésdies have
shown thatigher stress levels fgalliative care staf€an be caused lwork
environments ladang social supporto involvement in decisiomnaking or

unmanageable workloaq¥achon, 1995)

2.3  The Architecture of Palliative Care

Moorhouse (20065 an architectural designer who undertook intensive research into
hospices, research which informed comprehensive best practice designfguades
modern hospice. One of his main interests was the wellbeing of patients, families,
and staff, establishing a practical, holistic environment that enthaghke best care
wasoffered. To design a building that provides true hospice care, hd statet

needs to offefihospitality to those who enter, a building which can allow the staff to

Chapter 2: Literature Review: Hospice, Healing, and PerStentred Care p18



take care of seriously ill people in an efficient manner, yet appeanatitutional
and comforting to those entering as patients or as their caregiMeoerhouse,
2006: pix) His views draw parallels with the aims of this thesis, determining
environmental elements that positively contribute to people's wellbéarderber
and Refuerzo (2006)nnovations in Hospice Architectuwexemplifies good
architecture and hospice design features, with references4deealse studies.
Mirroring the ethos of palliative caréerderber and Refuerzo (2006:state
fipalliative architecture is compassionate. Its aim is to relieve unnecessary pain,

stress, and discomfart

2.3.1 Ma g g i Gaidcer Centres: Architectural Innovation

Arguably, the most welknowncancercare centres/orldwide are the UK Maggie's

Centres. These are smadtale buildings which place equal importance on healthcare

and architecture; not just aesthetically pleasing but contributing towards the

wellbeing of cancer patient§he architectural brief is somewhatique, noheavy

on technical detailbut on the process of collaborative vision buildiatiributed to

not having a defined typology beyond supporting people through life limiting

diagnosesln order to analyse the brief, it is importanptovideanunderstanchg of

the origins and philosophy that inspired its organic growth from the original 1998

two-page brief{Frisone, 2021)The origins began froime lived experience of

Maggie Jenck$1995)throughouther cancer journey, written while in remission

from treatment as part of a clinical tri:
She reflects on the constant sense of overwhelm and the absence of support to deal

with the mental load of the illness, inrdrast with the exceptional medical

treatment. She found great benefit in learning about her illness and developing a

series of holistic treatments that worked for (#&ncks, 1995)n the forward

Blakenham (2007: 2yr i t es, @A She came to believe the

from passive victim to active participant was the single most important step she took

in dealing with her illness. She was | i vi
effects are rootedingh psychol ogi cal i mpact of WAAct i |
in a situation beyond her control, and ol

(Frisone, 2021: 123)
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Maggiebs vision for future cancer caring
aiming to establish a welcoming environment near a hospital that supports those to

take an active role in their treatment and provides a space of respite from the often
intensive medical treatments. In her writing, Maggie stipuldtedthere should be

three main components: support to provide useable and clear information, support

with finding suitable relaxation therapies and providing individual and psychological

group suppd (Blakenham, 2007)To ensure the ability to stimulate and evoke

peopl edbs senses, beauty and art are to b
t o t h e(Frisooe, 20210132)

In 1995, Architect Richard Murphy and Maggie formed the initial blueprint for the

concept and further developed it into a building. Although dying shortly before the

first centre was built, her husband followed through with her intentions. This

culminated n t he first Maggieds Centre opening
General Hospital. A persesentred approach to the provision of information,

psychosocial support, nutrition advice, and relaxation and exercise techniques.

Mur phyds open twithd&itchersaptietheéad of thé baildioguvisible

from the entrance, an open staircase and mezzanine, elimination of corridars and

i mmer sive nature experienc(@Blakermmam20@/) a cor |
This nature experience is such a staple
brief was renamed Maggi eb6s Ar chi t ect u(Frisohe, 20211 L ands
Of thebuilding Blakenham (2007: 2Wyites A [ It ] i s full of zest
Light floods in from a ridge roelight. The interior space is flexible, with dividing

sliding doors. From the large entrance space it is possible to understand what is going

on in all the other areas of the lolimg. There are no intimidating closed doors with
specific |l.&bélestonmel yemapturing the etho

setting a precedent for future centres

The Maggiebs Centre brief is relatively
comprising seven sections, only one detailing any spatial requirements. A summary
and analysis of each section of the current brief can be fourabie2-1. It is

sparse in technical detail and focuses h
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experiences of the spateMa ggi e 60 s, 2015; Van der Lindel
Heylighen, 2016)particularly addressing and catering for the broad spectrum of

emotioral states for those who access the building from families, friends, carers and

those living with cancer. Although lacking in detailed technical constraints, the brief

is demanding, witlBlakenham (20073tating they want more than functional spaces;

they want the building to embody a O6spir.i
valued, a place where you feel at home, a place that inspires curiosity and

imagination, which makes you feel alive and makeswant to explore, a place that
encourages a sense of confidence and resourcefulness, facilitating finding new

perspectives in which to view your current situation, and importantly, reduce anxiety.

Ultimately, the intention waso make a positive difference in the experiences of

those living with cancer, their family, carers and friends. Where a typical architecture
brief mightfocus on space size and functidha g g foeu$ an spacatmosphere

and experience. Wheegorief mightfocuson practical considerations of layout,
adjacencies, and restricted aréds g g foeu$ an creativentegration ofspaces
andencoura@g curiosity to explore. A unigue aspect of Maggie is not requiring a
specific function beyond that of supporting those living with cancer, which allows
this freedom, and to achieve these goal s
imagination, the aafidence, the ability and the understanding to respond to such a
br i @lhkentham, 2007: 38 he brief allows for creative interpretation of how

this will manifest into functional spaces, with architects being able to develop their

subjective responses
Table2-1 Summary andAnalysiso f Maggiebs Centre Brief

Maggi e 6 s Summary of requirements
Section

The work of the  This section of the brief considers the atmosphere of the buildinc

building, the landscape, the interior, and the art. It highlights the importance o

landscape and the these elements facilitating and providing a different dimension to

environment support at Maggi edfst. hd hfee dlrii re
design of t hes(eMad guiceebssard eviRidotlosr
throughout

The elements should establish a welcoming, friendly, inviting anc
stresssr educi ng environment . It s
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hopeo and be boorfidentand jeyaus.titisifould ,
encourage curiosity, imagination and empowerment. While also
feeling like a place of safety and shelter for rest, with a clear layc
and purpose. Importantly, it should have connectiodscagate
bonds with the local community. All of this should be achieved
without being intimidating or patronising, and the challenges that
be faced should be openly acknowledged.

There is a strong focus on creating a seamless connection and
integrating nature and building. The landscape being seen as a ¢
threshold between the hospite
a |ittle of the str es seysnduldbeh e
designed to appeal to all senses, weather conditions, and seaso!
be a place for socialisation and solitude.

What should be achieved is fi
|l ooks beyond the nor hdMaglgo emlc
5)

Relationship Maggiebs are built within the

bet ween cancertreatment. The brief highlights the difference in function a
and the hospital it scale of the two buildings: one is a medical specialist, and one is
is supporting personcentred specialist

fMaggieds scale is deliberate
hospi(tha gdgsivedbs, 2015: 5)

Maggi e 6 s Ties with the local community are encouraged; the local area shc
local community feel like it is their space. This is vitally important in terms of servi
delivery as they are sdifinded.

Howthe buildng The buil ding can be used by ¢

and garden will  journey and variouscenarios. The centre should acknowledge an
be used design to account for this.
Spatial This area is the only section of the brief that goes into any techni

Requirements details regarding the type, number, and accommodation of spac
Although stilllimited in this regard, with the importance placed on
relationships between the spaces, transitions, nature connection
atmospheres and feelings, they should invoke aimgtitutional and
informal feel but have sufficient equipment and storage for functi
agects without overshadowing the importance of the person, the
well-being needs and emotionatjte&rements from the space. Thes
physical areas are:

Entrance

Entrance/welcome area

Office

Computer desk

Notice board

Library

Sitting rooms: three to suit various activities
Consultation rooms

=4 =848 -a-8_-4_-a_-9
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Toilets
Retreat
Views out
Views in
Parking

E I ]

As with the other sections, we can see a focus on creating
emotionally supportive spaces using terminology such as:

A space to pause

Be encouraging

Feel private and naiverlooked
Friendly and cosy
Connection with nature
Visible but not overbearing
Be comfortable

Observable

=4 =4 8 -a-8_-a_-a-9

Budget The building should be economical in both its construction and
ongoing maintenance. The brief is purposefully generic to allow ¢
creative approach to achieve this.

They reiterate the key consic
beautiful, small, humane building, which raises your spirits when
wal k i(mMa@ggiiteds, 2015: 10)

Client Team A small client team is involved in commissioning, handover, and
beyond. A good working relationship and open communication
channels should be maintained.

Maggi edbs has been the focus of various r
conducted by economists, sociologists, or environmental psychologists, with only a

few by architectg¢Frisone, 2021) Sear ching for AMaggieds C
Scopus uncovered 30 articles, the earliest dating to 2004. This coincides with the first
purposebui |t facility in Scotland, Maggi eods
opened in 2003, which generatedgni f i cant medi a attenti on
psychological impact that high quality architecture had on people with éancer

(Frisone, 2021: 120)he first external manifestation on the building face of

Maggi eds architectur al bri ef -like aesthetick,s e xt «

an aim that had always been prominent for the interiors. A literal interpretation of the

aim for Maggioengsttia@e in scale, the antith
concern is for you as a pergdaggilkeésfioO:
5).
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A thesis byFrisone (2021provides a comprehensive investigatiortrtefMa g gi e 6 s
Centres, understanding the relationship between the brief and positive user

experiences, detailing its therapeutic environmental elements, and evaluating it as a

model for other healthcare and community facilities. Researdfabyder Linden,

Annemans and Heylighen (201&)ntributes specifically to the architectural

I nterpretation of Maggieds Centre brief
by interviewing five Maggiebs designer s.
for creating Magg,i irctuding hatuee, spatiabexperience, r o n me n |
domesticity, and privacy. The entrance design was significant in ensuring it
responded to visitorsd varying emotional
of a healing environment was the creation of domestigigupport relaxation,

bol stered by the phil os denbkyandHeatlicdta t c heni
(2010} in short, the absence of a reception desk, in favour of a centrally located

kitchen. Although designing such spaces can be challenging due to the subjective

nature of how people respond to environments, close collaboration with the client

team mitigateshis. The research additionally highlights the importance of this

coll aboration with Maggieds Trust. Their
creation of the buildingds specific desi
and voices of the peopleing the building were evidenced, which mitigates the risk

of overlooking those who will use the building. Ultimately, it is a critical factor in the

success of a healing environméviain der Linden, Annemans and Heylighen, 2016)

Di verging moment,aisnotewortfythabvem dbtadigdgn, e 6 s
Annemans and Heylighen (201€emingly disregard threle of scientific research

in the creation of healing environmenthey stated thahedesignershey
intervieweddid not rely on scientific research, which they describe as "difficult to
access and integrate into the design process," but instead drew upon their "intuitive
knowledge and personal experienféan der Linden, Annemans and Heylighen,
2016: 512, 530)They further comment that these designers opénatihe absence

of scientific knowledgé (Van der Linden, Annemans and Heylighen, 2016: 513)

This criticism appears to target positivist research specifically rather than empirical
evidence as a whole, as the authors do acknowledge the contributions of
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phenomenologists. Nevertheless, it underscores a persistent disconnect between
architecture and academsmmethingexplored in Chapters 4 andHeir statement

thattAr chi tects hold a rather intuitive kno
potential, which is not specifically stated in an elaborated theory or grounded in

scientific researah(Van der Linden, Annemans and Heylighen, 2016: 5413 that
Maggie 0 Siai xase where a healing environment
but 1 nspired §anderdieden, A&nxgmans and Heylighen, 2016:

531), oversimplifies theexpertiserequired tadevelop suctknowledge The creation

of innovative environments that meet client expectatiegsireboth an awareness

of precedents and the ability to critically appraise them. This article, if anything,

highlights the need for greater integration of academic research within architectural
practice, making it more accessible and applicabliech (1991)advocates for the

use of scientific research not as a repl:
but as a complement to &imilarity, Pertet al. (2013a; 2013bgmphasisethe

importance of precedendsd researchn the development aftrong conceptand

innovative designs, as evidenced within BHl®&NVHdesign Their design procedsr

the PPWH informed by a detailed analysis of the Sengetun, the creation of a

seasonal garden ensuring yeaund foliage, and the exploration of opportunities to

connect the building with nature, demonstrates that grounding design in research

does not constrain eativity but rather enhances it. Their approach was further
supporteby vi sits to hospices across inhe UK,
Dundee, Glasgow Western, Edinburgh, Kirkcaldy, and Gartnavel

2.3.2 Prince & Princess of Wales Hospice: Architectural Innovative

One of the unique aspects of the PPWH was the incorporation of the Scandinavian
Sengetun care model within the inpatient unhich will be explored in Chaptes.

The Sengetun is a persoantred decentralised care model that accommodates
partially autonomous units within separate buildings, these units being smaller than
traditional centralised designs. The Sengetun model was pioneered within St Olav's
hospital,a 210,000rhproject inTrondheim, NorwayThe hospitahada unique

concept of being physically located throughout several small buildings with different

treatment focuses connected through bridged streets, with gardenadsuhfang in
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between. All the clinical centres are based on the same physical principles, that of the
fithe generic centtg establishing standardised critefitansen and Jensg, 200%he
architectural competition launched for St. Olav's aligned witlsdfid Norwegian

belief that a weldesigned clinical environment reduces recovery tidasieson,

2008) supported by EBQUIrich et al, 2008) The desigrieam'sdecision to

maintain patient involvement throughout the proasitivelyinfluenced the design

and development procedsmmitt, Prins and Otter, 2009; Hansen and Jensg, 2009)
One primary outcome of these consultations was the complete incorporation of single
bedrooms in small group clusters within the wider departifdamieson, 2008;

Rechelet al, 2009) these developed patieficused designs named tfi@engetun,

a Norwegian term that translatesitbe bed clustér(Jensg and Haugen, 200%he

aim is to bring staff together around the patient instead of the traditional model of
having patients transported between various departments during their treatment. The
incorporation of this model into the PPWH will be explored in Chaptée®sg and
Haugen (20053uggests that the quality of hospital facilities can be determined by

the buildings' ability to change and adapt to suit future organisational, operational,
and technical changes, in addition to keeping up with rapid advancements in
treatment and technolggThe design is grounded in tRé&anetreghilosophy, which
emphasises the personalisation and humanisation of tredqtieasp and Haugen,

2005) as explored in the following section.

2.3.3 Planetree Philosophy

The design of St. Olav's was based onRlanetreghilosophy(Hansen and Jensg,
2009; Jensg and Haugen, 2QGHining to reclainiithe holistic, patiententred focus
that medicine had lod(Hansen and Jensg, 2009: 18&%)e Planetree model was
developed in the late 1970&ndrade and Devlin, 201%nd wadornfrom the
experiences its founder, Angelica Theriot, had in hospital while seriously ill. She
recountsfialienation, fear, hopelessness, loneliness, and dehumanisation were the
emotions that overwhelmed me during my hospital stay and led me to feel that |
would never get out alivgThieriot, 2009: xxiii) She mentioned that the only joy

she found while in hospital was an orchid she had beenf®®hich became the

centre of my attenti on éo0(Thiesot, 2009exgiv)at i t
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Planetree envisioned healthcare facilitiefiaplace where individuals were truly
healed, not just a clinical setting for medical intervergigacing importance on all
those involved in the healing process and encouraging dgdanthe body, mind,

and spirid (Montague and Sharrow, 2009: 17Zhiswasachieved by developinGa
treatment model that personalises, humanises, and demystifies the entire healthcare
experience, encouraging design that would support thesed@dalssen and Jensg,
2009: 189) It focuses on opportunities for patients to become equals in their
treatment through education and engaging sensory experi@mmade and Devlin,
2015) Consideration of the five senses is an integral aspect &ldhetree

philosophy; a journey of the senses, experienced from arrival to depénhet,one
sees, hears, smells, touches, and tastes there is vital to the experience ofdbeing in
holistic, patienicentred environmeai{Montague and Sharrow, 2009: 16@ther

integral considerations afprivacy, control, access to nature, the nurturing and
communal elements of social interactions, and a sacred and honest approach to an
environment that must be both hitdth and highouchd (Montague and Sharrow,
2009: 172173). It is expected that any organisation adoptingRtametregatient

centred model of care facilitates ten components, which are;

human interaction;

informing and empowering diverse populations (access to information);
involving patients, families and volunteers (healing partnerships);
nurturing and healing aspects of food (nutrition);

spirituality (culturally diverse);

incorporation of complementary and alternative practices;
incorporation of art;

establishing a healing environment; and

=4 =4 =4 4 A4 A4 -4 A -

establishing healthy communities (outreach).
(Frampton and Charmel, 2009; Malkin, 2008; Stone, 2008)

2.4  The Healing Environment

The roots of the Planetree philosophy are not néedr being discharged from
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hospital, Thieriot researchéistorical hospital developmerttier goal was to
understand how we ended up with the efficient but dehtsmgrenvironment of

modern healthcare and to find ways to reverse this tidraphilosophy of the

healing environment can be traced back over 2000 years to the Aesculapian hospitals
of Ancient Greee. Historically, they were located sacred sites and utilised
aesthetics, movement, music, theatre, poetry, and patient empowerment within the
healing process hieriot (2009: pxxiv)contemplatedfithe crucial elements, |

imagine, was hope and the positive support of the Aesculapian priesg who
vocation it was to heal The patient was an essential consideration of ward
precedents in the Asklepieion of Athens. It providipldces for inpatient nursing,

which included bed rest, treatments, medication, baths, diet, and edercise
(Thompson and Goldin, 1975:. Higure2-1 showsfloor plansof a space where

patients came together to rest and dream. Dreams featured guidance from the god
Asklepios, dreams which were translated into the treatment performed. The rooms
were 24 feet deep and 108 and 96 feet long, fully enclosed on three sidgeattd

the southasa Greek stoa (portico), orientated towards the sun. Although the medical
theory behind this mod@lasquestionable, some of tifipatient® even being stand

ins for those too ill to undertake the pilgrimageyasevident that it influenced the
future of healthcare ward desigfhompson and Goldin, 1975)

The definition of a healing environment goes beyond a safe building to one that
embraces and supports patients, visitors, and staff. Healing environments encapsulate
a place to heal the mind, body, and soul; a place interwoven with respect and dignity;
a fdace defined through life, death, iliness, and healing, supported by architecture
(Dellinger, 2010) It reveals the importance of physical and psychological
environmental factorsnpactingpeople. The physical setting and organisational

culture can contribute to producing a thriving healing environiffenpt, Harris and
Maxwell, 2008) the creation of which can allow patients autonomyirtwbilise

inner resources from the body, mind, and spirit that help them to respond and adapt
to their own illnes8 (Stichler, 2001: 3)Healthcare environments should encapsulate
the healing environment and facilitat@étherapeutic, curative, and restorative

physical setting to meet the patients' and families' emotional and physical care needs
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Figure2-1 Floor plan of the Asklepieion of Athens (Thompson & Goldin, 1975, p3).

while still supporting professional practéStichler, 2001: 2)

Many components which contribute towards establishing a healing environment

include;

Air quality

Thermal comfort

Noise control

Privacy

Light

Views of nature

Access to nature
Positive distraction
Visual stimulation
Access to social support

Choice (sense of control) and options

= =4 4 4 -4 -4 -4 -2 -5 -2 -2 -

Elimination of environmental stresspinscluding noise, glare, and poor air

quality
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1 Sense of serenity
(Dellinger, 2010; Malkin, 2008)

2.5 A Person-Centred Philosophy

Western societies have become increasingly more individualised over recent
centuries, asvident insociety, lifestyles, politics, opinions andr healthcare
systemsA personcentred approacioffers a remedy to the continuing crisis in
healthcaré a crisis in which clinicians anpltientsstruggle to ceproduce
personalised and compassionate healthcare for patients rather than based on
restricted scientific knowledg€McCormacket al, 2017: pxiii) As such, ealthcare
shifted froma doctor or diseas&entredness towards a more patiestred

approach with individualised treatment plans and empowering patients with self
management and responsibility for their he@ifltCormacket al, 2017) Patient
centred care involves evaluations that relate to what the patient finds most
convenient and comfortab{®&alkin, 2008)involving collaboration between patient
and care team®where[patient$ are communicated with, educated and empowered
to make their own decisions regarding their personal health @émater and
Horowitz, 2009: 216)The aim is tadeliver care responsive to people's individual
abilities, preferences, lifestyles and gadfSollins, 2014: 1)Organisational culture
plays acrucialrole in establishing a persa®ntred environment, requiring a
sustained commitment fgpractice development, service improvement and ways of
working that embrace continuous feedback, reflection and engagement methods that
enable all voices to be hear@icCormacket al, 2017: 6) This culture can be
evidenced within a palliative care setting, one testablished within the PPWH,
andexplored in Chapter 8.

The architect AlvaAalto (1998)argues that humanising architecture requires
consideration of function from a human perspective, advocating that hospital
architecture must respond to human requiremétits: duty of architecture is to
eliminate all disturbing elemerit¢Aalto, 1998: 78)In the early 21st century, when
standard hospital design focused on accommodating medical protocols and
equipmenthis design for theanatorium in Paimio, Finland (designed in 1929)
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focused orfithe patients, their needs and wellb&ifighrstromet al, 2005: 31)
consideration given to the physical and psychological factors involved in the healing
procesgGrabow and Spreckelmeyer, 201Birstly, the primary usdnadbeen
considered, with Aalto's explanation tfitte ordinary room is a room for a vertical
person; a patient room is a room for a horizontal human being, and colors, lighting,
heating, and so on must be designed with that in or{ifdlto, 1998: 78)For

example, as the ceiling might Bihe only view of the reclining patient for weeks

and weekg, consideration was given to a darker colour and ceiling lights ptaded

with a patient's angle of visigihalto, 1998: 78)The bed area remaiessential
today,acknowledgedby Thompson and Goldin (1975: 8hating,iithe chief

occupants of a nursing arghose for whom it was design@dare horizontal most

of the time. Because the patients are bedridden, the central and most important part

of a nursing ward is the bed adea

The sanatorium was designed to treat tuberculosis, which was considered an

incurable diseasat the time The primary treatment for symptom reduction was

isolation and exposure to fresh air and sunlight. The treatment was based on medical
guidance of the late 192(8solating the patient from the urban environment of

smoke and pollution and effecting a cure by allowing him to sit in the sun absorbing

solar rays and breathing in freshogiPearson, 1978: 885). These treatments were

accessible directly from the balcony in eaetiient'sbedroom and additionally from

the top terraces, thus providing fresh air and sunlight, with the natural pine forest

setting contributing to the healing aspects of naf@rabow and Spreckelmeyer,

2015; Quantrill, 1989)These balconies remain in use today, over 90 years later. One

of the biggest testaments to the patiegntred desigwasthat it has endured against

functional and technological changes, maintaining its original typology of functional,
clinical, and architectural separation through its functional evolditton a

sanatoriunto a general regional hospitéhen to itscurrent use as a university

hospital.Jensg and Haugen (20G&jggest that an important aspect contributing to

the quality of hospital facilities can b
and adapt to suit future organisational, operational and technical changes and keep up
with rapid advancements in ttegent and technologal ® o d e s i gtsthehi ghl i ¢
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importance of moving away from hospitals built around technologies and medical
advancements, towards sustainable pateentated hospitals, since what is
intrinsic to human need and wellbeing will always be the one constant in the rapidly

evolving medial model.

2.6  Evidence-Based Design

The term EBD was first defined byamilton (2003)asrithe deliberate attempt to
base design decisions on the best available research evidieaceilton, 2003: 19)
utilising ficredible research to achieve the best possible outedifies Center for
Health Design, 2019EBD is a natural parallel to eviderbased medicine,
encompassing evidendrmsed practicéHamilton, 2003) It is becoming more
important within the field of architectu(&ato et al, 2008)and can ensure that
fidesign[is nof only visually striking, bufis] design that works for peopi¢Brandt,
Chong and Martin, 2010: 221Similar to how evidencbased medicine does not
provide an exact replication for future unique studies, EBD alone cannot lead to
projectspecific design solutions. However, it can identify tried and tested
innovations and strategies that can lead to aesstal projec{Zimring and Bosch,
2008)

Florence Nightingale'€Ll860; 1863empirical observations, dating back to the late
19th century, documented withiiNotes On Nursingand laterfiNotes On

Hospital®, illustrate the importance of human considerations within a healthcare
environment to aid healing processes. One insight offers grounds on which, over a
century later, the EBD movement would empliy promoting recovery, the being

able to see out of a window, instead of looking against a dead wall; the bright colours
of flowers; the being able to read in bed by the light of a window close to the
bedheadlt is generally said that the effect is upon the mind. Perhaps so, but it is no
less so upon the body on that accohightingale, 1863: 19)There is now a
substantial body of evidence to support fi@tr health and wellbeing is influenced

by the environment we occupy, by physical factors such as air quality, noise,
daylight and climate but also by psychological factors such as a perception of safety

or of being valued é kveexpeticoce titiedlthkcare s t he
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building T its initial impression, ease of access and the way it interacts with external
spaces and natwéHoskins, 2008: 8)Highlighting the importance of perception

and personal experience in the environm@miy recently, however, have attempts
beenmade to record this by scientific means, villnich et al.(2004); Ulrichet al.
(2008)reviewing over 600 studies to establish a literature base for healthcare EBD.
Many of their findings relate to patient safety and healing, families’ stress levels,
staff stress and efficiency, and overall healthcare quality and cost improvement. The
mostsignificant findings show that access to daylight, views of nature, increased
privacy, and noise reduction add to a healthier and more effective hospital
environmen{Ulrich et al, 2008)

Ulrich (1991 )states that architecture can facilitate healing and, to this end, should
establish a supportive and stresducing environment. Understanding stress is a
fundamental factor in determining how healthcare environments affect users.
Designing a stresseduchg environment can provide better social support, give
occupants a sense of control, and enhance mood and wellbiiicy, 1991) The
main goals of evidenelkased healthcare desigto establish an environment that is
fitherapeutic, supportive of family involvement, efficient for staff performance, and
restorative for workers under strégklamilton, 2003: 19)

2.7 A Wellbeing Philosophy

Wellbeing is an umbrella term that combines many factors influencing our lives,
such as happiness, positive emotion, engagement, meaning and purpose, life
satisfaction, relationships, social support, and accomplish{8ehgimaret al,

2011) Various disciplines frequently use the terfigsality of lifed (QoL) and
fiwellbeingd synonymously, leading to confusiaboutthe exact definitiongDodge
et al, 2012) QoL is related to various aspects of personal satisfaction with life, from
the physical to the social and psychologit#pton and Upton, 20153efined by the
WHO asiian individual's perception of their position in life in the context of the
culture and value systems in which they live, and in relation to their goals,
expectations, standards and conc€wiblO, 1997: 1) On the other handihe
concept of wellbeing is undeniably compdgoodgeet al, 2012: 229)The Oxford
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English dictionary defines wellbeing d#he state of being comfortable, healthy, or
happy. The vagueness of the definition indicates the difficulty in establishing a firm
consensus on its definition; and even how it is $fBtidgeet al, 2012) Upton and
Upton (2015: 106j)efined the terms within healthcare settings as QoL relating to
fideficits of daily livingd; and wellbeing relating téthe presence of positive

emotions and hope for the futare

There has been an increasing interest in QoL research within the last few decades,
often referred to as healtklated quality of life (HRQoL) within healthcare settings
and becoming an essential component of PaRemorted Outcome Measures
(PROMS). Howeer, Upton and Upton (2015uggest clinicians and researchers
should move beyond a sole focus on QoL and instead attempt to explore wellbeing
assessments. The term wellbeing features in the WHO definition of heéitistade

of complete physical, mental and social wellbeing and not merely the absence of
disease or infirmitg (WHO, 1948: 1) Over 30 years later, Aaron Antonovsky, a
professor of sociology, critiqued this definition of health, statirigsitmpossibly
abstract, philosophically utopian and misleading, and stgaictonovsky, 1979: 55)

Its broadness makes it challenging to measure, lacks acknowledgement of
contributions to lifés struggles, and biases towards health being within the domain
and control ofimedical imperialisra (Antonovsky, 1979: 53).e., it beingout with

the control of the individual. He references Démdefinition of health as his

2 Throughout this thesis, the dnyphenated version of wellbeing will be utilised (unless directly

quoting other works). This, in part, was influenced by hospice staff mentioning (and to the project

architect at the inception) that those using the buildngsu | d be referred to as fip
standard architectural term fAusers'. However, it
this study, checking if the terminology itself aligned with the concept of wellbeing rather than being
purelyacademic. This is why there are documented deviations away from the traditional architectural

or even medical language when recounting people's views or describing the building use. In short,

wellbeing seemed to fit more conceptually with its meaningerdtran the seemingly more distant or

cold feeling (to the researcher and hospice staff) hyphenated version of wellbeing.
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preference, beinfla modus vivendi enabling imperfect men to achieve a rewarding
and not too painful existence while they cope with an imperfect w{bldno, 1968,

p67 as cited in Antonovsky, 1979: 58uggesting we should depart from the
traditional medical model of treating illness or disease towards a holistic approach
that addresses the broader factors contributing to wellb@ng. of Antonovsky's
deviations from pathogenesis was to reject the dichotomisation into categories of sick
or wello (Vinje, Langeland and Bull, 2017: 36)jo align with his vision, he coined

the termfisalutogenesé of the origins (genesis) of health (saldt@ntonovsky,

1979: preface viiith fithe state of heterostatic disequilibrium as the heart of the
salutogenic orientatian rather than that of homeostagtonovsky, 1987: 130)

This knowledge that a medical approach is not always the curative approach was
empirically documented over a century befordNaghtingale (186Q)iilt is often

thought that medicine is the curative process. It is no such thing; medicine is the
surgery of functions, as surgery proper is that of limbs and organs. Neither can do
anything but remove obstructions; neither can cure; nature alone curesrySurg
removes the bullet out of the limb, which is an obstruction to cure, but nature heals
the wound. So, it is with medicine; the function of an organ becomes obstructed;
medicine, so far as we know, assists nature to remove the obstruction but does
nothing more. And what nursing has to do in either case is to put the patient in the

best condition for nature to act upon Bim

Taking on the challenge ypton and Upton (2015)his thesis focuses not on QoL
but on wellbeing. Thereforegefining and choosinthe relevant aspects aellbeing
involving terminal ilinessvas essentiaHistorically, there are two approaches to
defining wellbeing; hedonic and eudaimohieledonic was first defined in the 18th
and 19th centuries, encapsulating happiness, the absence of nefjatigand the
presence o& positive effect. Eudaimonic wellbeing has its roots in Ancient Greece,
encapsulating positive psychological functioning,-se#flisation, development, and

individual growth. The former is associated with the Benthamite tradition of

3 often anglicised to eudemonic

Chapter 2: Literature Review: Hospice, Healing, and PerStentred Care p35



contentment by English philosopher Jeremy Bentham. The latter is associated with
the Aristotelian tradition of having purpose and meaning in life by philosopher
Aristotle (Kesebir and Diener, 2009; Oishi, Diener and Lucas, 2009; Sirgy, .2012)
This research focuses on aspects of eudaimonic wellbeing, focusing on people's
judgements about their meaning and a sense of purpose in life, with chronic illness
shown taimpact this negativelySteptoe, Deaton and Stone, 2013wving meaning,
purpose, and appreciating everyday éifesignificant to enhancingellbeingand

QoL (Cohen and Leis, 2019; Drageset, Haugan and Tranvag,. Z8dl7 patients

show that having a sense of self amdependencesupports their dignityEnes,

2003) Independence allows people to feel in control of their situations and lessens
feeling a burden on othenshich isdetrimental to many peopleiglibeing

(Leichtentritt and Rettig, 2000Having an accessible environment helps support
independence, which can be measured objectively against building standards, but
perception and subjective opinions on these elements within a healthcare
environment are also important. These environments asusilly achieve higher
standards of accessibility to be adaptable to more complex needs. Therefore, having
an environment that supports independence, a sense of belonging, and purpose could
prove highly beneficial for positively affecting eudemowiellbeing

2.8 Conclusion

Dr Anne Gilmore, the founder of the PPWH, once said of a hospicétlteadim at

all times is to enhance tispartofitheadHeragyy o f
(The Evening Times (1987) as cited in Glasgow Evening Times, 28k8ntiment
ingrained in the establishment of the modern hospice movement in t#0thid

century. Thixchapterestablished the context for this study by providarigief

history of the hospice movemettigorigins of the Sengetun care modi&rature

on healing environments arde definitions of wellbeing. The following chapter will
examineexisting theorieen establishing supportive environments that enhance

wellbeing.
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Chapter 3
Literature Review : Supportive
Design

This chapter expands on teeidencebased desigrEBD) literature introduced in

the previous chapter, focusing on empirical findings and theory. First, it introduces
Ulrich (1991)Theory of Supportive DesigiThen, it explores empirical evidence
related to this theory, including an-depth discussion on the three main components
of Asupportive design:perceived control, social support and positive distraction.
This literature is supported by expert opiniemparticularlythose related taspects

of the Planetree philosophy. Finally, it focuses on areas pertinent to the case under
study and the field of palliative care, as uncovered through a desktop review of

project documents arthe literature review of the previous chapter.

3.1  Theory of Supportive Design

Ulrich (1991)argueghatarchitecture can facilitate healing and, to this end, should
establish a supportive, stregsiucing environment. Understanding stress is a
fundamental factor in determining how healthcare environments affect users: a
stressreducing environment provid@screasedocial support, gives occupants a
sense of control, and enhances mood and wellbkiegsserts that modern
healthcare design creatdacilities that are functionally effective but
psychologicallyfhard. Thesaihard facilitie® andother aspectsf poor design,

work fiagainst the welbeing of patientsand fail to adequately address patients,

visitors, or staff psychological needs, creating a stressful environment. He proposes
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that supportive surroundings can address these issues armhifglementary to the
healing effects of drugs and other medical technaldgyrich, 1991: 97) Thus, he
proposed the Theory of Supportive Design to inform design that supports human
functioning; centred around the concept that strels msajor obstacle to healiag

(p. 98) and that healthcare facilities should empfiepvironmental characteristics

that support or facilitate coping and restoration with respect to the stress that
accompanies illness and hospitalizati¢dlrich, 1991: 53) The mitigation of this
fistres® is supported by three theoretical components, (1) sense of control, (2) social
support, and (3) positive distraction. As with many studies involving wellbeing,
Ulrich acknowledgethatthe theory doesot encompass all factors influencing

wellness. However, these three components have frequented empirgstigations.

3.1.1 The Empirical Evidence

TheTheory of Supportive Design focuses on utilising scientific research to inform,
rather than replacéthe intuition,sensitivity. and creativity of designer@Jlirich,

1991: 107) It goesbeyond simple data collection and feedback to obtain information
aboutthe design's psychological, behavioural, and health effBoésuse of rigorous
research methods can increase the credibility of innovative healthcare design within
the medicatommunity andgrovide concrete evidence for healthcare decision

makers to make informed choices. This collaborative effort between designers and
the medical community can result in the creation of healthcare facilities that
prioritise psychological sumut and wellnesdVlany researchers have used the

Theory of Supportive Design as the basis for their stutif@s.section contains

studies focusing on all three components of the theory

The Theory of Supportive Desigvasthe basisof an experimental study ndrade

and Devlin (2015)whoadditionallylinks thistheory to the Planetree model. In the
study, 217 students are shown the same standard single hospital bedroam with
ensuite floor plan, each containing eight different descriptions of room elements (see
Figure3-1): three containing lists relating to control, social support, or positive

distraction, four containing various combinations of these elements and one control
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Figure3-1 Single inpatient bedroom containing list of perceived control conditions (Andrade, -

n4)
Please pay attention to the layout of the private room with a private bathroom where you would stay and carefully read which
amenities are provided.
T wiNoow In addition to the basic features
A — - labeled in the plan, this room will
t (j also provide the following amenities:
L

- Space and chairs for family and friends
[— - Internet (e.g., email, Skype)

\ U - Bed side phone
Bco
A\ scosmoe - Sleeper sofa for family and friends

- TV with 40 channels and DVD/VCR combo

- — [ \ _L\.\ cuwoser - Space to put photographs of family and friends
L ©) \ 3-;’ ““““““ - Plants
- Paintings of nature
- Lighting adjustable by patients

- Temperature adjustable by patients
- Windows that patients can open

- Refrigerator

containing no elements. The study was designed to testebey's applicability

overall rather thaidentifying the influence of specific design features. The study
employs a prexisting scale for measuring perceived stress, positive distraction, and
level of control over the physical environment, with a novel scale for measuring
perceived social suppofAndrade and Devlin, 2015] he findings show that

positive distraction and social support reduced stresgithnbt increase feelings of
control.As declared by the authoris wasessential to notthat participants are

students with an average age of Zhereforethis sample may not accurately
represent the perceptions of hospital inpatients. However, to mitigate this, they were
asked tdimagine that they had been hospitalized with symptoms of acute
appendiciti® (Andrade and Devlin, 2015: 129hdividuals with little experience in
hospital environments may have found it challenging to understand the potential
benefits of certain elements, such as temperature control and openable windows,
which were listed as stressducing factors in this studfs a result, the lack of
correlation between stress reduction and control could be attributed to these elements
not being considered unique or spesaliamenities by those not familiar with

hospital environments$:urther explained by the authors, being unwell produces
differing physiological and psychological conditions that can impact the perception
of the environment and needs within it. Thigsa consideration conveyed by

Zolkefli (2017)who suggests that, for patients with unknown illness trajectories,
choice over other aspects can offer them a sense of catérohg choices,
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expressinghem, andseeingthem be respectedlasi nt egr al t o a persor
purpose and selivorth (Zolkefli, 2017) Cohen and Leis (2019¢vealed that

feelings of uncertainty and not being in control could negatively impact quality of

life. Lack of perceived control could manifest in feelings of helplessness and anxiety

and even lead to patients refusing care without entirely wantingstdpjmaintain

control (Enes, 2003)Therefore, having choice over any aspect of an environment

can improve patients' perceptions of control, no matter how inconsequential they

seem.

A study bySuess and Mody (201,8)hich addresses the sampling demographic
concersof t he previous study, evalwuates the
perceived wetbeing and behavioural intentions. Findings from 406 patients show
thathotetlike featureswhichfostereda sense of contrgbrovidedpositive

distractions and access to social suppamsitivelyimpact perceived wellbeing (see
Figure3-2). Social support in the form of hospitaléydtrained and certified

healthcare staff thagrovidedempathetic, respectful, and attentive healthcare

delivery most positively impact perceived wb#ing,a perceived sense of control,

and positive distractions. However, the autramsnowledgedhe limitations related

to items focused on patient experience rather than the overall environment, such as

Figure3-2Pat i ent ratings of important AHospital:i
(Suess & Modv. 2017. 3016
Constructs and Measurement Items (n=406) SD
Supportive design “Listed below are hotel-like features that you might find in a
Sfeatures: hospitality in hospital’s patient rooms. These features help a hospital
healthcare provide a positive patient experience. Please rate how

important it is to you to have these features in an in-patient
room.” (Measured on a 7-point Likert scale: 1 = Not at all

— important to 7 = Extremely important)

Factors that foster a sense of control

In-room spa/salon services 4.66 2.09
Coffee/Tea-maker and refrigerator 514 1.84
On-demand room service 5.35 1.70
Smart-room technology 5.75 1.48
Concierge services 452 2.03
High-resolution flat-screen TV 5.66 1.42
Positive distractions

Colorful walls 4.85 1.75
Artwork 4.20 1.95
Designer-inspired furniture 423 1.99
Hi-end material finishes 4.38 1.96
Aroma/fragrance 4.55 2.00

Access to social support
Hospitality-certified healthcare staff 6.00 1.35
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physical attributes of the space in views of nature or social and communal spaces.

Unlike the previous two quantitative focused studi#sylin, Andrade and Carvalho
(2016)focus on qualitative findings to determine patient satisfaction with design
attributes of the realorld setting. The Theory of Supportive Design involves a non
exhaustive list of design attributébereforetheir study attempts to explain these
attributes as described by patients. It involved 263 Orthopaedic patients across five
hospitals in the USA and Portugal to list and describe characteristics of their
inpatient room that influenced their satisfactioitivthe hospital experience. 737

items were cded into five themes (ségégure3-3)over hal f rel ated
Theory of Supportive Design; 33.2% to positive distraction; 22.4% to perceived
control; 6% to social support; and 2.7% to the Intermat/|(ded withinsocial

support or positive distraction). Thiether aspects(35.7%) developed a fifth theme
unrelated to the theory. Findings show distraction and entertainment are highly
valued by patients in terms of TV, and other media, as are views of the outside, light

Figure3-3 Frequencies of patients' comments by categelated to design features

which impact on satisfaction (Devlin et al.. 2016. p202).

) 10 20 30 40 S0 60 70 80 90
POSITIVE DISTRACTION
General W 3
TV & other media 78
View & Window | 62
Light & Sun 40
Quiets /N 27

Décor NN 19
Pictures & paintings EEE———— 14
Positive screening B 1
Plants B 1

PERCEIVED CONTROL
General | 1)
Privacy of the room 37
Health status board I 31
Privacy of the bathroom | 22
Control of temperature and light EEEE———— 17
Control of TV (and other media) NEG——S 15
Access to staff N 4
Control of ime N 3
Personalization ™ 2

SOCIAL SUPPORT
General |E— 10

Extra seating/bed EEEEEEI—————— 3
Phone [N 11

INTERNET
Internet EEEEENI———— 20

OTHER ASPECTS
Size of room (and ) 45
Overall appraisals 39
and materials 32
cl 1 28
Functionality & maintenance IEEEEEE————— 24
Layout of the room (and bathroom) . 17
Bathroom NN 16
Location of the room (and bathroom) on the unit = 10
Temperature I 10
Staff-related ¢ 37
Food MEEE 5
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and sun. Features of considerable importance were privacy in the room and
bathrooms, a health status board, and the ability to control and adjust environmental
featuresln addition, itwas highlighted that patients desire space and accommodation
for family and friends (e.g., extra seating and overnight bed), a good overall room
standarde.qg.,furniture, equipment, and materials, cleanliness), and good
functionality and maintenancelowever, findingsighlightedaspects beyond the

physical environmertanimpactpatientsperceptionssuch as quietness at night.

Interestingly, negative comments tended to be more specific than the positives, such
as justmentioningTV for a positive. In contrast, negative comments about the TV
went into detail about its absence, positioning, signal quality, and channel
availability. Overall, the results evidence the importance of patients' needs for
distraction, environmental contr@and contact with family and friends during a

hospital stay, as explored through the

3.2  Senseof Control

Ulrich (1991: 100)tates that the influence of a sense of control on stress and
wellness is well evidenced and suggékismans have a strong need for control and
the related need of sedfficacy with respect to environments and situations
Depression, passivity, elevated blood pressure and reduced immune system
functioning can be the negative consequences of lack of controliidbksof

control can be mitigated by psychologically supportive degfgirich, 1991: 100)

i.e., a design which fosters a sense of contfolvever,Ulrich (1991)states there is

a lack of empirical evidence identifying specific design strategies contributing to an
increased sense of control and resultant stress reduthtienmole of control in
healthcare anthe environmental factors that impact this are discussed in this

section.

3.2.1 The Evolution of Death
The history of sickness amidathcan be traced over 50,000 years to Neolithic
settlementswhere cave dwellers forméiiest® to care for the sick and dying. Over

the centuries, scholars have often considered death and dying taboo subjects, death
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being associated with the devil and witchcraft. Contrastingly, in ancient Egypt, the
dead were provided ample supplies for the afterlife, and their culture considered it far
better than life ofcarth By the 18th century, there was a shifivMesterrntraditions
regarding death and dying due to the gradual development of religious practice and
advancement in medicine, with Christian tradition dictating that families were
responsible for nursing their dying relatives. The 19th and 20th centuries brought
about the development of hospit@i&erderber and Refuerzo, 200610). One of the
most significant paradigm shift in how society viewed death occurred in tandem with
the advancement of medicine in the late eighteenth century. Prompted by the
discovery that many common causes of death could be pre\(gvisdtérs, 2004)

fideath was no longer viewed as part of the journey of life but rather as a medical
failured (GrandaCameron and Houldin, 2012: 633his caused a fundamental shift

in how death and dyingeretreated, exemplified in work b@laser and Strauss

(1965) who introduced the conceptiGdwareness contextaround death and dying.
Their findings show dying of cancer in 1950s America occurredichosed

awareness contextPhysicians are aware of the patient's terminal status, wiash
often unknown to the patients. Cues indicatimgy might be dying are often vague
and hard to read until the final stag@sthe opposite end of the spectrum, they
observed afiopen awareness contéxthen visiting a Japanese hospitake patient
wasfully aware of theidying status, with open communication and honesty between
care providers and patientpitomised by the ward sign labell@zhnceo. Their

findings highlighted that awareness context impacts multiglefactors and the
relationships between the patients, families, and staff. Ultimately, they wanted their
social researchito contribute toward making the management of dyibg patients,
families and health professiondlsnore rational and compassiona(Glaser and
Strauss, 1967: 9roinciding with the birth of the modern hospice movemeasnt,
detailed inChapter2. Thisfiopen awarenesscts as a shift toward providing patients

and their familiesvith knowledge and control over their death trajectory.
3.2.2 Dying with Panache

The emergence of the modern hospice movement shift@dleatrand dying were

viewed bringingthe concept of &good deathinto focus Early on, a consensus
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around what constitutediigood deatbwas relief from pain and symptoms and
support for psychological, emotional, social, and spiritual needs. Typicaily, all
encompassing the terfidignityo. Since the start of the 21st century, there has been
scrutiny regarding the definition of dignity, with some arguing that it should also
encompass the need for assistance from others and not be solely focused on
autonomy and contr@Walters, 2004)Empirical research on the topic has only
begun to appear in the last few decades. Providing a clearer idégaufchdeath

from the perspective of those involved, from nurses and physicians to patients and
families. However, evidendeaduncovered differences in opinions among the
groups(De Jong and Clarke, 2018; Meigtral, 2016) A literature review byeier

et al.(2016)found that protecting dignity was an essential elementigbad deatb
from thefamilieperspective (70%) but less so from the pafiggerspective
(55%).This patient perspectiveontradictprevious researcatpatientshighly
valuedignity (Meieret al, 2016)

A study byChochinov (2002highlights that palliative care patients reported feeling
a burden to others and being treated with respect and understanding significantly
related to their sense of dignity. Many nurses expresébddadeath as not
respectinghe patient's wishes, while some physicians feltalpattient's refusal to

take medication to control pain leads tibad death (De Jong and Clarke, 2018)
Several commonalities were found to contribute towarpad deathyincluding
receiving preferred treatment, maintaining dignity, gaining acceptance from family
members, being prepared for death, reflecting on past experiences, resolving any
unresolved issues, fully embracing life, experiencing a good quality of lifegdtirée
dying process, having honest and open communication, reconciling relationships,
being able to say goodbye, being free from pain and suffering, receiving support until
the end ofife, and not dying alonéDe Jong and Clarke, 2018; Jeffers and Kenny,
2009; Meieret al, 2016) Conversely, someommonalities contributing tofiad

deatld were: loss of control and independence, feeling like a burden on others, and
physical and psychological pajpe Jong and Clarke, 2018)ltimately, fithe period
between the diagnosis and death can be one of chaos, fear, and bewilderment.

However, itcan also be a time of restful peace, encouraging thought, and
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overpowering love. Individuals can forgive and be forgiven, give and receive thanks,
address regrets, take care of unfinished business, discuss spiritual issues, and take
advantage of the opportunity to express sincere, heartfelt, gentle goodbyes. This is
the ultimate goal of patiertentred care@(Jeffers and Kenny, 2009: 11D8).

However, for those not experiencing dying, it could be easyigoonstrue the
connotations ofigood; one does not need to Bleappyp about dying or be forced

into a place ofiserenity. A clarity to thefigood deatbwasan alternative phrase

offered byWalters (2004)Adying with panach& Perhaps with humour, protest,
complaint, or awkwardness but with integrity and honesty. Most importantly, in their
own way(Walters, 2004)

3.3 The Benefits of Control

As healtlrare facilities are not places people choose but need to go to, they can
induce anxietyDellinger, 2010) Concerns are exacerbatedrirycreasing media
attention about hospitacquired infections, medication errors, and other safety
lapses (Kanter and Horowitz, 2009: 216Jhiswasevidenced in endf-life care,
where most people prefer to die at hofiNdssonet al, 2017)2018 figures show that
42.5% of people with cancer die in hospitals, with 19.6% in hospices and 7.5% in
other institutions leavingonly 30% to achieve the majority's preference of dying at
home(Public Health Scotland, 2020} is, therefore, pertinent that people feel as
comfortable andiat home as possible within a healthcare setting, where a sense of
control could play a large part. On the other hainéfeeling of not having control or
efforts to control a situatioandcontinuallyfailing can result ifiearned

helplessness which may result in abandoning all attempts, as any action is
perceived to have no effe(Bell et al, 2001: 113)

One increasingly common design feature that attempts to achieve control is the
change from shared to singdecupancy inpatient rooms. Single inpatient rooms
havebeenshown to have many benefits over shared rooms: eliminating the need to
transfer patients for gender or roommate incompatibility issues; improving patient
safety by reducing falls; reducing hospigaiquired infections; and increasing patient
satisfactionHendrich, Fay and Sorrells, 2002; Montague and Sharrow, 2009; Ulrich
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et al, 2004) Conversely, research has also shown single rooms can increase levels of
social isolation, especially in older patients. A stbghSinghet al. (2016)of adults

over65 yearold found that patients felt significantly higher levels of loneliness in
single rooms than in muibedded wards. Following admission, patiee{sorted

feeling less isolated in mulbedded than before admission but showed they felt

more isolated in single rooms.

3.3.1 Environmental Control

Patients can often lose control over parts of their lives within healthcare
environments. Having the ability to control environmental aspects can provide
psychological relief. Temperature, lights, window coverings, televisions, room
configuration, displaynd storage areas should all be freely accessible and alterable
by patient{Montague and Sharrow, 2008rager, Paliaga and De Dear (2004: 32)
state fit is critical that buildings be designed so that occupants can be active
participants in the indoor climate feedback loop, not simply passive recipients of
whatever thermal conditions the building management system deligtuslies

show that those with greater personal control over environmental conditions such as
temperature and ventilation report less discon{Rdjaet al, 2001) Personal

control of environmental conditions includes access to blinds, variable lighting, or an
openable windowKarjalainen and Lappalainen, 2011; Rejal, 2001) The

previously mentioned study I#yndrade and Devlin (201%)ghlights that

controllable environmental elements can be complex, challenging or even stressful to
understandfif user controls are ambiguous in intent, poorly labelled, or fail to show
whether anything has changed when they are operated, then the systems that lie
behind are unlikely to operate effectively or efficient{fipordass, Leaman and Bunn,
2007: 8) Karjalainen and Lappalainen (20%i)dingsshow complex user interfaces
can lead to frustratioandsuggestheyshould focus on simplicity. Effective training

on building system control operation was foundday and Gunderson (201t)

increase satisfaction with indoor environments. In turn, leading to overall increased
productivity and health performandg.u j a atal\(2919: 21)state fit]he

difference between available and perceived control can have a major impact on user

satisfactiond. Therefore, users must first understand how to control or manage the
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building system control® achieve that perceived sense of control.

3.3.2 Lighting

Visual elements related to light can impact wellbgldghorr et al, 2016) such as

lux levels, glare, and colour rendegifKolokotsaet al, 2007) Natural lighting can
create a welcoming and opatmosphez (Montague and Sharrow, 2009¥s well as
natural light, artificial lighting can play a significant role in comfort and wellbeing,
with softer light being preferred over standard fluorescent fixti#&ederson, 2007)
Hospital light levels, typically large bright fluorescent ceiling fixtures, are suitable
for cleaning and general patient care. However, an excessive amount of light for
everyday nortlinical activitiescontribut to psychological and physical stress for
patients. Distress can be associated with too high and too low light levels; too bright
can lead to headaches, nausea, and increased stress levels. In contrast, the latter can
induce fatigue and depressive mdbtbntague and Sharrow, 2009Q)orridors that

are solely lit with direct lighting can result in uneven light distribution, creating a
sharp contrast between dark and light areas, which may give the impression of a
cramped osombrespace. This can lead to discomfort due to glare and residual
spotting, especially for patients who are being transported in a bed. To avoid these
issues, a combination of direct and indirect illumination should be used in the
corridor desigr{LaHood and Brink, 2010Designers can employ various lighting
types that can be altered to suit various activities, such as reading or displaying
artwork (Montague and Sharrow, 2009)

3.3.3 Indoor Air Quality

Indoor air quality (IAQ) within healthcare facilities can impact people's health and
wellbeing(WHO, 2010) Poor IAQ within buildings can lead to discomfaat,

negative perception of air quality, and physical symptoms such as headaches and
lethargy. These adverse health effects can particularly affect vulnerable people,
children,older peopleand those living with illnes&Settimo, 2017)Brager, Paliaga
and De Dear (2004tudied naturally ventilated office buildings, finding those with
more personal control within their environment were more tolerant of conditions

outside their comfort zone. Reporting personal perceptions didbal comfort
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temperaturécould be influenced by personal control; those with more control
(preferably an openable window) stated temperature prefertrateigned more

closely with the mean operative temperature. There were few complaints about drafts
concerning air movement, but people could sense relatively low airspeeds. Preferring
greater control over thislowedthem to maintain comfort leve(Brager, Paliaga

and De Dear, 2004pimilar findings in a study bgte Dear and Brager (2004how

that those in a naturally ventilated building, compared with centralised mechanical
ventilation, are more satisfied and responsive to the indoor climate (i.e., clothing

adjustment).

3.34 Noise

Noise can be one of the most detrimental environmental factors, leading to
miscommunication, sleep disturbances, changes in social behaviours, and even
potentially physiological changes in the body: all factors which can impact healing
(Berglundet al, 1999; Montague and Sharrow, 2009pise isinescapablevithin
healthcare facilities, but too much noise cawsgisturbance, and too little leads to
isolation and feelings of loneliness. Sometimes, noise can be viewgumbsitize, as

it is a reminder of activity and lifGAnderson, 2007)However, uncontrollable noise
often adversely aff ect (Slags and pinger,ds72)mo o d s
Therewasclear evidence that high noise exposure, especially uncontrollable noise,
can increase agitation and decrease produgct{i@lass and Singer, 1972; Levy
Leboyer, 1982; Moser, 1988; Sherrod, 2008 ducing a noisy environment is
essential in establishing a healing environnidtdntague and Sharrow, 2009)
Therefore, it is necessary to consider the relationship befiimeése producing

spaces andfisoundcritical spacedsensitive to noise. Adding an acoustic buffer
space can reduce noise trans$eich a buffer might be provided bgrridors,

lobbies, storage rooms, stairwells, or stdggan, Hass and Jaffe, 1997)

3.4  Social Support
Ulrich (2001: 54)describes social support @motional support and tangible

assistance that a person receives from abheles highlights the lack of evidenoa
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how healthcare design can facilitate or hinder access to social supittocome

only focuse on specific samplesuch as patients in psychiatric units or care homes
residents. Therevaslimited research that correlates increased social interaction in
healthcare facilities with reduced stress or wellness promotion. A sense of control
can also come into play within this the@gmponentwith patients being able to
control a level of interaction with other patients or their visitors to ensure positive
instead of stressful interactions. Creating a supportive environment is not limited to
patients but extends to visitors and staff. However, consideration should be given to

theficonflicting needs or orientationsf the various user@irich, 2001: 54)

3.4.1 The Importance of Healing Partnerships

Staff and patients are involved in the healing process, but families, friends, and the
community can play a vital pafflontague and Sharrow, 200%elationships can
positively contribute to quality of lifdn healthcare, patients communicating openly
with family and staff is essential to improved wellbe{@phen and Leis, 2019)
Access to various gathering spaces can foster positive interactions and
communications essential to providing social support, reducing distress, and
accelerating healing. Designing a welcome and comfortable entrance is itgegral
this conceptsupported by various areas designed for socialisation, quiet
contemplation, and private conversations. For example, many facilities opt for a
figreeted instead of fixed information desks, who offer assistance and directions
without people standing in a que{Montague and Sharrow, 2009)

Volunteers are a powerful resource in shifting towards a pemoimed health care

system, but onthat isoften undetutilised. They enhance the care provided by

healthcare professionals by supporting patients, their families, and staff. They can

provide additional information to patients and families about the services they can

access and play a crucial rahethe environment. Designing an attractive and

wel coming environment can @arsanuMaekgan Vv ol u |
and Cullivan, 2009)100 staff and 700 volunteers make up the PPWH hospice team.

With the volunteers making up over 87% of the hospice team, their engagement with

the servicesvasan invaluable asset in the PPViiirission to provide consistently
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high standards of care and service to patients and fad(ilibe Prince & Princess of
Wales Hospice, 2019: 143ince the beginning, volunteers have been an integral part
of the organisation, operating a voluntést telephone support line in 1985. People
volunteeing their time to the services would amount to around £950,000 per year if

the service were paidhe Prince & Princess of Wales Hospice, 2019)

Family-centred care, first defined in 198vasthe premise that family members
contribute to the patient's healing process. General considerations are for facilities

and staff to:

1 Empower families to become partners and decisiakers in their loved
oneds car e;
1 Respect and consider the unique values, beliefs and religious and cultural
backgrounds of all families, as well as their individual needs and preferences;
9 Provide information that allows families to make informed decisions and
effectively care for their loved ones;
Create a trusting and collaborative environment with families; and
1 Identify and supporpatients’ and familiesocial, developmental, and
emotional needs.
(McCullough, 2010)
Elements that contribute to the facilitation of these goals can include dining areas,
dedicated space between patient rooms, spiritual and meditation arbasiy 24
visitation, decentralised nurse stations, internet access and adequate waiting areas
(McCullough, 2010)Purposefully designed waiting ardasp toreduce stress and
increase privacy fovisiting families (Dellinger, 2010)Incorporating family zones
within bedrooms can also increase social supjetiinger, 2010) supportwas
shown to positively impact a patient's hedBnady and Conway, 2009\nother
importantgathering area can be a family dining space with comfortable chairs and
tables for an unhurried dining experierfMontague and Sharrow, 2009)though
the perspective of patients and families is essential when designing a healing
environment, staff needs should also be consid@tchler, 2001)Ulrich (1991:

54)found that hospitals designed to be attractive and supportive to patients often
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overlookstaff areas. On his visits to these hospitals, he noted that to dishiger

quality care, it is critically important to attract and retain kogfality healthcare
personn@.Pat i ent sé f ami | istaffsrelationships could anpacttah e p a't
patient's dignity levelEnes, 2003)However, staff working within palliative care is
faced daily with lifethreatening conditions, and palliative care often requires more
time and attention than traditional curative treatn{@btett and Jones, 2007,

Whippen and Canellos, 199Balliative care staff with higher stress levels were
seen in environments lacking social support, not being involved in deonsikimg,

and unmanageable workloa@d&chon, 1995)Research has shown a correlation
between employee satisfaction and patient satisfa(ialdenberg and Regrut,
1999)and between poor staff wellbeing and burnout with a deterioratipatient
safety(Hall et al, 2016) Research b\laben (2013ighlights a relationship

between staff wellbeing and patient outcomes, Wokkrceived organisational

suppord andfigood organisational climaideing two of the seven staff variables
linked to good patienateported experience. Elements conducive to positive staff
wellbeing include access to comfortable break areas, food making facilities, natural
daylight, views of nature, and space for sociajsand laughing with colleagues
without being overheard by patients or fansi{#ontague and Sharrow, 2009)

Even the inability for staff to briefly escape work demands reduces a sense of control
(Ulrich, 1991) Nurturing and supporting staff allows them tofpeesent as inspiring
healers for patients and familie§viontague and Sharrow, 2009: 168)

In some studies, the physical layout of the environment is of particular importance
within a healthcare setting. For example, one study shows the location of the nurse
station can reduce staff fatigue, increase contact time with patients, improve
communicéion, give more accessible access to medication, and provide space for
respite from stres@JIrich et al, 2004; Ulrichet al, 2008) Therefore, having a well
designed environment, albeit not physically providing the care, can facilitate the
delivery of this care and impact the wellbeing of those who use the facilities.

ward layouthasbeen aressentiahspect of healthcare environments since Ancient
Greecg Thompson and Goldin, 19756y thefinest® of Neolithic settlements. One of

thecurrent debateism healthcare arbetween centralised or decentralised units and
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single or multibedded roomsThere is an ongoing debate about the benefits of
centralised versus decentratisgorkstatiors. A centralised nurse station serves as a
key information hub for the entire unit, whereas a decentralised environment has
smaller workstations interspersed throughout the unit. Centralised units are often a
noisy hub of activity from having istore docurants, staff socialisation and patients
or families going there to find staff. If staff members take their break in this area,
they @n be perceived as not working. One large nurse station, separated from
patients by halfvalls or glass screening, can be perceived as staff being inaccessible
or too busy. Decentralised units are closer to the patienttedoutsideor inside
theroons. There is typically a window that allows for the passive observation of
patients. There is less noise because it is not a gathering point for multipurpose
activities(McCullough, 2010; Montague and Sharrow, 20@8ndwashing sinks

can decrease hospHatquired infectiong working facilities are inside the roomA.
disadvantage is thatdecentralised environment can mean more frequent trips to
storerooms, which can mean stockpiling nearer the patient's bedroom, leading to
itemsbeing placed in inadequate areas. Therefore, sufficient localised storage near
the patient room should be considered, leading to less waste and clutter
(McCullough, 2010)In the earlyPlanetredacilities, introduced in the previous
Chapter, nurse stations were tables and chairs in a central open space, entirely
accessible to patientshis feature dcilitated a collaborative environmentith open
dialogue betweestaff, patients and familieon health and healing. Within modern
Planetredacilities, clusters of 4 bedrooms form a unit with either a small staff
space or an individual workstation directly outside the bedroom. These layouts keep
staff close to patients amdake them feel more accessible. In addition, importance
should be given to a central workstation used for clinical discussions or confidential

work (Montague and Sharrow, 2009)

A study byTyson, Lambert and Beattie (2008¢luded interviews with 16 nursing
staff from a rural psychiatric hospital, comparing new decentralised acute wards to
the previouscentralised oneandasking participants to describe the advantages and
disadvantages. The old lostpy ward was open and comprised 31 patient beds. The

new ward had a X6ed unit comprising four setfontained groups of single ensuite
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bedrooms with small seating areas. The new acute hem@8 beds, eight in a

secure area, containing two single rooms, two double rooms and foteidded

rooms, each witlanensuite. These additionally benefited from access to a dining

room, a sitting/TV room, an activities room, andexternallyfurnishedveranda

The old acute ward was a-B2d unit. Although not a closed unit, the door was often
locked to preveniiwandering. According to the study, nurses had a positive view of

the new wards due their pleasant appearance, increased benefits for patients
(especially privacy and personal space), and positive effects on morale and creating a
therapeutic atmosphere. However, some drawbacks were noted, including issues with
general design (such as kaaf smoking rooms and cramped facilities), increased
difficulty in patient observation, and feelings of isolation among staff, which were
partly due to understaffing. It is important to note that the study considered both the
physical environment and ongiaational proceduresdencethe findings reflecboth
factors,exemplified when participants discuss organisational issues and problems
(Tyson, Lambert and Beattie, 200Egelings of staff isolatiowerefound in a study

by Zborowskyet al.(2010) in comparison to centralised units, there was a

significant reduction in consultations with medical staff and social interactions in
decentralised units. Suggestinghg/bridd model between the two would address the

negatives, such astroducinga centralised meeting room for consultations.

A prei andpostsurvey measuring the impact of the move from cesgalio
decentraked nursing unit¢seeFigure3-4) by Realet al. (2018)found differences in
responses between staff and patients. Findings from patients showed a preference
towards the decentralised units due to larger single bedrooms, increased privacy,
confidentiality, quietness, and overall satisfaction with the desiga qlieter
environment and larger rooms offamincreased ability to communicate and allow

for private discussion with families and patients, offering opportunities for
relationship building, empathy, and increased patient satisfaction. Nursing staff were
satisfied with the decentralised units' aspesush as the patient rooms, unit
environment, and noise levels. However, they reported reduced access to support
spaces, lower team/mentoring communication levels, and less satisfaction with

design than inentralised units. Overall, nurses were more positive about ceadrali
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units, and patients were more positive toward decesachlinits.

Figure3-4 IPU centralised unit (left) and eentralised unit (right) (Real et al., 2018, g29).
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3.5  Positive Distraction

The third element of the Theory of Supportive Design is possibly one of the most
varied in terms of what constitutes a positive distraction. A belief running through
the evidencés the premise that thf@volutionary development of humansnatural
and social environments has left its mark on our species in the form of unlearned
predisposition to pay attention, and respond positively to these specific types of
content and elemernitgUIrich, 1991: 102)Ulrich states that the most effective
positive distractions are those inherent within human evolution: happy laughing,
caring faces, animals, and nature. Recent theories suggest positive responses are
related to a combination of evolutionary and biolagiofluencesandlearned
behaviours such as cultural conditioning. Contrastingly, environments can
inadvertently contain negative distractiofsnvironmental elements that assert their

presence, are difficult to ignore, and are streégfuirich, 1991: 105)
3.5.1 The Entrance: First Impressions

A study byLeatheret al.(2016)reviewedfintuitively informed interior design
changesto a waiting area brought about f®focatinga neurology clinic from a
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shared outpatient department to a dedicated one within the same hospital complex.
145 neurology outpatients assessed either thenpkee traditional waiting area or the
postmovefnouveaw waiting area. Comparisons of the two designs can be fiound
Figure3-5. Thefindings showing the new environment was associated with more
positive environmental appraisals, improved mood, altered physiological state, and
greater reported satisfaction. Although this study focused centirewaiting area

and cannot identify individual design elements, it highlights that no structural
changes are required to achieve environmental quality. Still, simple changes to
interior design features such as lighting, colour scheme, and furnishings aighyfic
contributeto environmental qualityinterestingly, the authors state that the senior
consultant took the relocation opportunity to design the waiting area to be less
ficlinical and intimidating and moreisupportive for patientyLeatheret al, 2016:

849). This suggestthat not only designers but those in the medical profession see a

benefit to good design and can influence positive changes.

3.5.2 Feeling Valued

Patienteexpect highquality careregardless of settingoa healthcare facility'Bner

details and aesthetics canmprovethe patient experience. Aesthetics is one of the
most norquantifiable aspects of EBD. However, aesthetics can set the tone, provide
an effortless distraction, and reinforce the quality of the care recgiaetbod and

Brink, 2010) These are supportéy a study byCampos Andradet al.(2013)

finding that perception of environmental quality impacts satisfaction with physical

Figure3-5 Design attributes of traditional and Nouveau wating areas (left table) and Perceived Environnm
Quality of traditional and Nouveau wating areas (right graph) (Leather et al., 2016, p850)

Design Feature Traditional Nouveau 1 7

Closed Open
General layout Square plan; enclosed recep- L-shaped plan; open-plan I
tion area; files and paper-  reception area; no files or Drab Colorful
work visible from waiting paperwork visible /
area Negative Positive
Color scheme Magnolia & dark brown; no Grey and pink tones; color
color coordination coordination Boring
Floor covering Red, patterned, flat carpet  Lilac, pile carpet \[
Curtains Flimsy, window-length Heavy, full-length Small Large
Furniture Plastic-covered, blue-grey  Fabric-upholstered, deep F A
\ttractive
benches and armless blue, armless, wooden /
chiais s Tense Relaxed
Lighting Fluorescent strip lighting Wall-mounted fixtures \ \
Walls & pictures  Cork notice-board Wall ted nature photog- L [¢
raphy; wooden paneling /
Plants & flowers  Small, wall-mounted, dried  Free-standing, ceramic- D Cheerful
flower arrangements potted indoor plants \
Reading material  Large piles of easy-reading  Selection of glossy maga- Bad Good
magazines (e.g., Woman's  zines (e.g., Homes &
Own) Gardens) Unlively Lively
Medical information  Leaflet carousels & informa- ~ None
displays tion boards Dull Bright
Windows Metal-framed, clear glass;  Metal-framed, clear glass; .
view onto adjacent hospi-  view onto adjacent hospi-
tal buildings tal buildings i Pleasant
Noise No music or television; noise No paging system or televi-

from waiting patients, staff, sion; noise from waiting
and telephones patients, staff, and —— Traditional clinic —— Nouveau clinic
telephones wailing area waiting area
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environment al conditions. Patientsd perc:

correlate with higher environmental quality. Inpatients’ perception of social
environment quality mediates the relationship between objective environmental
quality and stisfaction whereasfor outpatients, this was influenced by their

perception of the physical environment. The authors speculate that these findings are
due to inpatients’ reliance on medical and nursing care provided by others, leading to
significant devieopment of interpersonal relations. In comparison, outpatients spend
less time within the environment ariderefore might have a moréfleetingd

experience, which places more importance on the aesthetic qualities of an
environmen{Campos Andradet al, 2013: 1) A selective and refined interior

design palette can establish a calm splaaeistangible. The coordination of textiles
throughout the interior can affect people's experience in the padeod and

Brink, 2010) Designers often specify permanent materials, such as hardwood
flooring, door finishes or stones, to anchor the design. They are often accented with
easy to replace materials such as paint, upholstery, and textilesch/edin

furniture can reinforce arpject's guiding principles, establishing a comfortable and
supportive environment that fosters collaboration and interaction. Consideration is
given to use, durability, accommodating various needs, and entidiniglivery of

the desired atmosphefieaHood and Brink, 2010)

3.5.3 Colour Theory

Therewasno clear evidence that specific colours impact differently on patient
outcomes or staff productivitfofle et al, 2004) most current guidance and design
decisions are based on personal b€liaHood and Brink, 2010Experience of
colour is subjective, influenced by layers of experience, including perception,
cognition, and physiology. Therefore, the choice of colour should examine
environmental considerations such as response to culture, time, and I¢¥atioqg,
2007) A study byDijkstra, Pieterse and Pruyn (200&xplored the impact of
inpatient bedroom coloum individual differences. Individual differences were
determined bylehrabian (19773timulus screening ability, the ability to reduce the
complexity of an environment (higécreeners) witffiewerarousal responses to

environments; this compares with those not capable of this information reduction
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(low-screeners) who experienced higher arousal. Findings showdhgiaredo

white bedrooms, those with orange walls had marginally significant effects on
arousaland green walls had a positive but no significant effect on stress reduction.
However, results for both were more pronounced for people scoring low on stimulus
screening. Findings additionally showed that this effect appears to be mainly caused
by the incease of stress experienced by participants in the white room, as opposed to
the hypothesed stresseducing properties of green. Similarly, with orange, the
effectsweremainly related to the drop in arousal for l@areeners in the white

room. This study was conducted with 87 students with a mean age of 20, which
might not accurately represent hospitalised patients. However, the author
demonstrates that tliimeutral coloud white may have distinct impacts on stress and
arousal and that peopleds abilities to
their current medical conditions, concing that the influence of colour could be of
greater importance. Particular attention should thus be paid to the effects of the
colour white, which is neglected in most colour research. Their results irtiicate

white might not be neutral batightimpact some people whweremoresensitive to

their environmen(Dijkstra, Pieterse and Pruyn, 2008a: 9)

3.54 Familiarity

As illustrated in the previous section pung (2007) designing to respond to the
demographic population, context, and culture can establish a thriving healing
environment. Integrating cultural aspects such as indigenous colours and patterns
allows people to relate the environment to their-ttaglay livesand feel more
comfortable. Adopting elements of the surrounding environment also enables the
integration of the facility into its contegellinger, 2010)Reference to context
assesses the safest place and familiarity, which can be achieved by incorporating
regional artworLaHood and Brink, 2010)aste can vary between older and
younger generations, and consideration should be given t@#lighger, 2010)
Personal experience and people's subjective meanings of architecture will determine
individual behaviour and respor@ssubjective meaning dealing with feelings,
emotions, attitudes, and evaluatigrtershberger, 1970 review paper by
Kotradyova (2019: 173tates thafiCultural identity and tradition are inseparable
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parts of every sociedy they greatly influence our material world, often establishing
the foundations of a country or regiofitesign language Wellbeing can also be
closely attributed to socioultural aspects. Attachment to place can be achieved by a
personal abilityfito personalize, mirror and extend the self /ego into the occupied
space (Kotradyova, 2019: 21fiThe knowm is the cultural building fronfishared
patterns of behaviours and interactions, cognitive constructs, and affective
understandings learned through the process of socialipdlotradyova, 2019: 22)
allowing for people to feel safe and secure within a space, with the body almost

functioning onfiautopilot which relaxes the nervous system.

3.5.5 Engagement with the Environment

Incorporating positive distractions offers focus, inspiration, stress reduction, and
evenaconnection to humanity. Diverting attention, if even momentarily, and

eliciting positive emotional responsé fireplace can create a warm ambience, and
fish tanks or water features delight people of all ages. These elements, coupled with
the sounds of soft piano music, work in harmony to create a comfortable
environment of cai@(Montague and Sharrow, 2009: 164tegrating unique

fwowo features can turn a negative or dull experience into something tolerable and
possibly even enjoyable. These frequently fall into three categories: features,
artworks, and nature; they can include gardens, sculptures, patterned interior design
elements antiespoke furniture. These are most notably facilitated by integrating art
from paintings, sculptures, and photogragbegllinger, 2010; LaHood and Brink,

2010) Art creation can be perceived and relatable as an inherently human endeavour
and viewed with wonder and warmth. Whéagchitecture puts materials together for

a function, art is, in and of itself, created solely for someone else to look at and
enjoyo (LaHood and Brink, 2010: 24)\s artwork can be open to interpretation if a
patient already has a negative frame of mind, their interpretation may be frightening,
exacerbating this negativif§riedrich, 1999)Viewing abstract art can be frustrating

as people attempt to interpret and understand it. Equally, if there is a defined human
subject, it can lead to patients drawing comparisons between themselves and the
subject. For example, if the painting is a woraath long flowing hair and the

patient has recently lost hair, it could be perceived as disheartening and lead to a
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negative state of minfLaHood and Brink, 2010)herefore, artwork should not be

chosen based on artistic merit but on how its intended audpenceivest (Ulrich,

2009)

3.5.6 Design Features

A literature review bySaloneret al.(2013)on the environmental impacts of
healthcare facilities on health and wellbeing fotimatthe most beneficial design
elements for all user groups were: singke patient rooms, safe aedsily cleaned
surface materials, sowabsorbing ceiling tiles, adequate ventilation, thermal
comfort, natural daylight, control over temperature and lighting, views, exposure and
access to nature, and appropriate equipment, tools, and fulsizefégure 3-6).
However, findings additionallizighlightedthe difference that design elements such
as lighting értificial lighting levels) and layouts (centralised versus decentralised)
have on different user group<., between patients and staff. Therefore, consultation
across all users and a multidisciplinary design team would be integral to designing
for human needs and functioning, with adaptability for future(8atoneret al,

2013: 1) Gao and Zhang (2021¢portfindings from 150 inpatients in a Chinese

Figure3-6 Physical design features identified through a literature review

be of important within healthcare facilities (Salonen et al, 2013, p5)

Spatial layout
and room type
-Patient rooms
-Nursing units
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materials

-Surface
materials

Acoustic
environment
- Acoustic
materials
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Wayfinding
and signage
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-HVAC system

- Natural
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Ergonomic
solutions,
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equipment

Visual
environment
Eg. lighting,
and views, expo-
sure and access
to nature

Thermal
environment
-Thermal
comfort
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hospital show that 19 out of 27 identified design charactefisigsificantly
contribute to a restoratiweard environmenfseeFigure3-7). The most influential
characteristicbeing reported asature, artwork, doorway position, furniture layout,
room size, and wall colour. Seven gidimensions were determineainamentation,
furniture, interaction, component, scale, decoration, and ambigsadkustratedin
Figure3-7, iiObjecd (i.e.,ornamentatiorand furnitureandfiConnectiom (i.e.,
interactions anghositioning of itempswere found to be the most significant
dimensions that influence the restorative quality of the ward environment. The
authorshighlightedthat designers and management should consider these
environmental characteristics and dimensions to foster wellbeing. However, it is
essential to note the cultural differences which could impact perceptions of
restorative qualitie§Gao and Zhang, 2021:.1)

Figure3-7 19 identified design characteristics which correlate with restorative environment (Gao & .
2021)

The classification of the restorative characteristics of ward environments.

Object (V4) Connection (V) Spatiality (V3) Ambience (V,)
Ornamentation (K;) Furniture Interaction (K3) Component (K4) Scale (Ks) Decoration (Kg) Ambience (K;)
(K2)
Nature (Z,) Furniture layout (Z4) Privacy (Zo) Doorway size (Z;,) Room height (Z;2) Wall material (Z;4) Natural
light (Z,g)
Artwork (Z5) Furniture amount (Z,¢) Cleanliness (Z;) Window position (Z,3) Room size (Zs) Wall pattern (Z,7) Ventilation (Z,4)
Furniture type (Zg) Doorway position (Z3) Wall colour (Ze) Humidity (Z)

Floor material (Z;s)

14.05%
16.20%
0/,
.25%
4.41%

5 5
Connection 1038%
(V2) 20.83%
- 4.70%
Spatiality N1z 6.42%
(V3) 14.14% 4.55%
K 4.13%
(i

e
2

6.95%

6.56%
430%
5.34%
4.93%
5.45%
493%
457%
6.92%

N
s

Restorative Quality
4%

5.46%

4.12%
4.06%
5.10%

Hlll”

SR S MR

4the 27 design characteristics identified by a prior literature review including odour, temperature,
humidity, ventilation, noise, natural light, artificial light, wall colour, Wall pattern, wall material, floor
material, room size, room height, room shapem layout, window position, window size, doorway
position, doorway size, furniture type, furniture amount, furniture layout, artwork, nature, personnel
density, cleanliness, and privacy.
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3.5.7 Journey and Wayfinding

The ability to navigate an environment independently can lead to a greater sense of
control and help reduce stress levels. It is reseghtihat even the process of

traveling to a health facility can generate fear and anxiety. Initial impressions of a
healthcare facility can be influenced by something as simple as the ease of finding
the entrancelherefore entrances such as the main and the seent@nces should

be easily differentiate(Montague and Sharrow, 2008gcilitatinga process of

inclusive wayfindingnmadeaccessible to various people, languages, and disabilities
can ensure a stref®e experience. This can be achieved through layering cues, such
as signage, landmarks, maps, information stands, shapes, colour, texture, light and
sound(LaHood and Brink, 2010A minimum level of signage to locapgimary

areasand routes should be enough for effective wayfinding within healthcare
facilities. To further aid wayfinding, designs can reduce the number of entrances,
incorporate windows along corridors and elevator lobbies to assist with orientation,
create distinctie features for each entrance, and establish landmarks. These
memorable architectural features may include skylights, windows, artworks,
sculptures, seating areas, gathering spaces, or special accamj kglntersections
(Montague and Sharrow, 2009)iews of nature at the end of corridors and-full

length windows can help people retain a sense of orientation within the space
(Dellinger, 2010)

Wayfinding is further enhanced by spatial organisation, such as zoning and
establishing clear sightlines from vantage points, with destination areas directly
accessible from main lobbies or corrid@taHood and Brink, 2010; Montague and
Sharrow, 2009)An important consideration is the separation of patients and visitors:
movement from auxiliary areas that support the building functioning, such as
deliveries, staff, cleaning suppliesbbish and the movement of bdxbund patients.

In addition, differentiating between public and private spaces, such as private access
that blends int@orridors, can eliminate the need for negative sigisigamtague and
Sharrow, 2009)
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3.6 Engaging with Nature

Anothernotable changwithin the new facility is its location in Bellahouston Park,
providing a unique opportunity to consider a comprehensive landscape proposal.
This featurewasextensively explored within the landscape desigiizy who
established a holistic proposal that perfectly aligned with the architectural ambitions
of the project and established unique and engaging spaces for those who use the
building. As theorganisation addresses the importance of nature and landscape
design one of the crdal areas of focuwashow the building, including the

Sengetun, interacts with the outside.

3.6.1 Deeply Rooted Connections with Nature

fiBiophiliad was a term first introduced by social psychologistmm (1964: 45)

where he describes the concept as an entire way of beiripardflife ( € )

mani fested in a persondés b dhdughtsyinhisr oces s e
gesturese Accor di ng t o-ecélagioahamalysis, Hophilia was the result

of humanso6é6 non disruptive relationship wi
of three essential requirements: security, justice, and fre@(totaforti, 2018: 3)

The concept was later popularised by biologist Edwawlildon (1984) defining it

asfithe connections that human beings subconsciously seek with the resi of life

(Wilson, 1984: 35Q)The biophilic theory states that humans have an intrinsic

connection to the natural world because of millions of years of evolMidson

(1984)believes humans are genetically programmed to respond positively to nature.

This connection with nature is seen to originate from the evolution of our species and

the benefits that a specific environment held for humanity-histeric survival

(Gifford, 2007; Kaplan and Kaplan, 1988yhere the human mind originated and is
permanently rootam(Wilson, 1984: 139)Nature is synonymous with wellbeing and

survival within early humanity. This theory suggests that these traits have been

genetically passed down the generations, harbouring an instinct to be attracted to
nature(Appleton, 1975; Kaplan and Kaplan, 1989; Orians, 1986; Ulrich, 1983;

Ulrich, 1993; Ulrichet al, 2008; Wilson, 1984)These connections with nature

provide physical, mental, and behavioural benefits such as lower blood pressure,
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reduced anxiety and stress, enhanced attention and concentration, improved social
interaction, and less hostility and aggresgkellert and Calabrese, 2015)

Browning, Ryan and Clancy (201d)iggest the evidence underpinning biophilia is
frequently linked tahreefimind-body systents

1 cognitive functioning relates to mental agility, memory, creativity, and logic,
strengthened by research into mental restoration of nature showing the ability
to reduce or reverse cognitive fatigue;

1 psychological response, both learned and hereditary, relates to adaptability,
alertness, attention, concentration, emotion, and mood. Research on emotional
restoration and stress management of nature improves these responses; and

1 physiological response relates to aural, musculoskeletal, respiratory, circadian
systems and overall physical comfort. Design can act as a buffer to stressors
prior to them having a negative impact. Evidence has shown improvements
with encounters in unknawbut informatiorrich spaces with elements of risk

or wonder.

An article byTotaforti (2018)highlights the cultural shift within design, particularly
healthcare design, to focus on reconnecting people with the patterns and processes of
nature. In the article, she argues theesa lack offinnovative architectural design

that looks at how spacgs ] affect the daily actions of residents and visitors, and

that is capable of supporting the wieling of patients through the attention to
multisensorialityand the integration of natural elemeant§otaforti, 2018: 78). This

is especially true for modern healthcare architecasexpressions of cultural and

social values and space of function. However, being able to merge the two
successfully is difficult in practice, as the standards and protocols for medicine
require sterile and efficient spaces, often having greater priogydabf designing

forp a t i emotioraliheeds. Healthcare designs focus on space humanisation
relevant to current culture and a desire to reconnect humans to nature, but she states
that theravasno defined typology, therefore making it hard to define a clear identity

and role of the healthcare institution from the public perspective.
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3.6.2 Biophilic Design

Salingaros and Masden (2008: BéJieve thafiwhat it essentially means to be

human is lost in the practice of architecture today, and that the denial of human
nature acquired greater authority at the turn of the twentieth century, coinciding with
the rise in scientific and technological applicatiighe authors argue that humans
have an inherent need to process information from their environment, but
contemporary architecture often lacks natural elements, resulting in designs that are
out of touch with our natural inclinations. Thegypose that incorporating the

concept of biophilia, which suggests that humans require exposure to natural forms
for their physiological and psychological welkking, could improve the architectural
education system. Biophilia is rooted in human evoludiod our natural

environment, and it refutes the idea that modern humans can detach themselves from
nature without consequences. The authors suggest that biophilia can help explain
why people benefit from being in natural environments and that traditional
architecture often employed biophilic principles, even though they may not have

been consciously aware of($alingaros and Masden, 2008)

A 2004 Conference and subsequent biophilic design book publi¢&tadiert,

Heerwagen and Mador, 200&)n to translate biophilia from a hypothesis to a
tangible technique for the design of the built environment. This publication provided
over 70 mechanisms for evoking a biophilic experieitagefined a framework for
understanding and incorporating three categories of biophilic design into
architecture: Nature in the Space, Natural Analogues, and Nature of the Space
(Browning, Ryan and Clancy, 20148rowning (2012)xonsideedthese three

conceptsas underpinningiophilic design. The first refers to a built environment
incorporating direct nature features such as vegetation, water, and animals; the
second refers to nature expressed within materials and patterns; and the third refers to
psychological and physiologal responses evoked by various spatial configurations.
Examples of these spacgsredemonstrated ifidesign concepts of prospect and
refuged (Browning, 2012: 8such as protected spaces with elevated views, spaces
that harbour enticement and risk, the ability to explore and discover new space, and

an element ofipleasurable distre@¢Browning, 2012: 2)A subsequent publication
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fil4 Patterns oBiophilic Desigro by Browning, Ryan and Clancy (2014uilds on

this work by synthesising biophilic design approaches and their flexible applications
in the built environment, most notably highlighting the benefits to the multiple levels
of human health and welleing(SeeFigure3-8). They recognise that the empirical
evidence supporting biophilia design could be vieweiles corroborating the
rediscovery of the intuitively obvioogBrowning, Ryan and Clancy, 2014: 52)
However, even with awareness of the benefits of nature, it can be frequently
overlooked within modern desigBrowning, Ryan and Clancy, 2014)otaforti

(2018: 8)brings awareness to the multifaceted aspects of biophilic design, asserting
that itwasiinot only about integrating plants into the built environment (for example,
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green walls, green roofplants in rooms, etgbut consists of a more complex

experience. Biophilic design can be even margtical today, with a study by

Klepeiset al. (2001)showing most people spend approximately 90% of their time
indoors. A previous study by Ott (1988sohighlighted that 92% of employed

peoplein the US spent their time indoofEhis suggested that the findings

highlightedthatfiwe are basically an indoor spedesd thafin a modern society,

total time outdoors is the most insignificant part of the day, often so small that it
barely shows up in the totalOtt, 1989, as cited in Klepegt al, 2001: 233) 1t is

clear, therefore, that the general shift in modern culture is tapering away from a

connection to nature.

Figure3-8 Browning et al. (201426) 14 patterns of biophilic design.

14 PATTERNS OF BIOPHILIC DESIGN

A view to elements of nature, living
systems and natural processes.

Non+Visual Connection with Nature

Auditory, haptic, o!faclcry or gus(alory 9.

stimuli that engender a deliberate
and positive reference to nature,
Iving systems or natural processes.

Non-Rhythmic Sensory Stimuli
Stochastic and ephemeral
connections with nature that may

be analyzed statistically but may

not be predicted precisely.

4. Thermal & Airflow Variability
Subtle changes in air temperature,
relative humidity, airflow across
the skin, and surface temperatures
that mimic natural environments.

Pr ter
A cond»mn (hat enhanrea the
experience of a place through the
seeing, hearing or touching of water.

Dynamic & Diffu £

Leveraging varying mtensrt\es of light
and shadow that change over time to
create conditions that occur in nature.

onnection with Natural System
Awareness of natural processes,
especially seasonal and
temporal changes characteristic
of a healthy ecosystem.

N1 A Tareanin Drinkd Lennn |16

8. Biomorphic Forms & Patterns 11
Symbolic references to contoured,
patterned, textured or numerical
arrangements that persist in nature

reflect the local ecology or geology

10. Complexity & Order
Rich sensory information that
adheres to a spatial hierarchy similar achieved through partially obscured
to those encountered in nature.

NATURE OF THE SPACE

An unimpeded view over a distance
for surveillance and planning.

Material Connection with Nature A place for withdrawal, from
Material and elements from nature

environmental conditions or
that, through minimal processing, the main flow of activity, in

which the individual is protected
to create a distinct sense of place. from behind and overhead

The promise of more information

views or other sensory devices
that entice the individual to travel
deeper into the environment.

An identifiable threat coupled
with a reliable safeguard.

22
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Juxtaposing biophilia is both biophobia, a fear of nature or living tiidygh,

1993)and ecophobia, an unreasonable aversion to natural forms or places. While the
former is seen as related to a genetic response, both are learned responses inherited
from personal experience, culture and education, and even architectural education
(Salingaros and Masden, 2008his response must be acknowledged, and designers
should consider these areas to be accommodabech (1993)suggests that people
develop fears basemh either their own experience or through the influence of those
around them. One interesting aspect of human culture and communication is that we
learn of natural dangers without being personally endangered. This may be a factor
in determining why certairahdscapes and natural environments strike some people
with fear and others with aw&ypical triggers of these responses can include

fispiders, snakes, predators, blood, and heightesments that either directigreaten

or signal danger t hr oug(BrowningmRyaniandy 6 s ev ol |
Clancy, 2014: 17)This is related to one of the 14 biophilic features identified by
Browning, Ryan and Clancy (20143 improving connection with our natural
environmentsThis is theRisk/Peril feature, comprising a threatdan element of
safety(seeFigure3-9). Therefore, a predisposed negative response can be
transformed intdgione of curiosity, exhilaration and even a type of rriody

systems recalibratianBrowning, Ryan and Clancy, 2014: 20)
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Figure3-9 An example of the risk/peril feature of

biophilic design (Browning et al., 2014, p. 54).

3.7 Environmental Preference

Humans have established a biologiftiiliation towards specific restorative natural
environments from the functionalolutionary perspective. However, research
suggests we have not developed the same response to urban environments, as these
have only been experienced by a few genera(Ball et al, 2001) Kellert and

Wilson (1995)proposethat our preferencdsr certain views and aesthetics can be
traced back to points of reference that promote our survival. For instance, flowers are
a sign of healthy plant growth and signal the availability of resources in the future.
Orians and Heerwagen (199R)ther suggeghat we have a genetic predisposition
towards preferring savanna environments over other types, such as tropical forests.
This idea is known as th&avanna Hypothes@swhich posits that the tropical

African savanna was the birthplace of huma(Bslling and Falk, 2016; Joye, 2007,
Orians and Heerwagen, 1998J he savanna environment provided the essentials for
human survival: food, trees for protection from predators and the elements, and long,
unobstructed views from which to observe both predators and (uelyr, 2007: 2)

The savanna environment is enhanced by the presence of certain elements such as
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open space, trees providing shade, water, a diverse understory of flowers and forbs,
peaceful grazing animals, and signs of human habitation. The Savanna Hypothesis
suggests that humans may have a genetic predisposition to prefer this particular
combinatia of environmental featuré®rians, 1986; Orians and Heerwagen, 1992)
The unobstructed view of the hypothesis has connections to the biophilic design
element created yrowning, Ryan and Clancy (201d) Prospect. Relating titan
unimpeded view over a distance for surveillance and plaofBrgwning, Ryan and
Clancy, 2014: 47)The space should be designed to feel open and freeing but still
impresses a sense of safety and control, which is particularly important when feeling
vulnerable and in unfamiliar environments. This featasbased on research on
fivisual preference and spatial habitat responses, as well as cultural anthropology,
evolutionary psychology and architectural analyldisalth benefits are suggested to
include reductions in stress, boredom, irritation, fatigue and perceived vulnerability,
as well as improved comfar{Browning, Ryan and Clancy, 2014: 4According to
Herzog and Bryce (200/people prefer distant views (beyond 100 feet or 30 meters)
over shorter views (less than 20 feet or 6 meters) as it provides a better sense of
awareness and comfort, resulting in reduced stress responses, especially when alone
or in unfamiliar environmes (Petherick, 2000)Good prospect is extensive and

informationrich, with a savannéike view (Browning, Ryan and Clancy, 2014: 47)

The Savanna Hypothesuld explain the desire to move to the suburbs, with the
suburban lawn acting as a savanna featdirech (1983; 1986jound that people

prefer environments that include water, depttiegree of complexity, focal points or
patterns, uniform or even ground conditions, and elevation change, adding curiosity.
Ulrich's criteria, such as distant views, fruitful biomass and meat production, changes
in elevation, and scattered trees, align with the characteristics of the savanna
environment as proposed by the Savanna Hypothesis. Furtheniames and

Heerwagen (199Zpundpeople prefer space that aids travel and wayfinding without
being overexposed abstructingvision (Bell et al, 2001) Experience within a place

can also enhance our preference for similar environmidgssonal interaction with

these places over a lifetime creates a wealth of knowledge and meanings that provide
the basis for emotional attachment to plad€rians and Heerwagen, 1992: 560)

Chapter 3: Literature Review: Supportive Design p69



This can be seen in a study Bglling and Falk (2016)where the preference towards

savanna environments waspecially true for children, but adults had a more varied
preference for other biomes due to their lived experience. Although this experience

could influence preference,dtd notoverride the presumably innate responses from

children. If this generalised bias towards savanna exisians and Heerwagen
(1992)suggest people dondt require experienc
Interestingly many studies on environmental preferences actively exclude animals

from photographs as they are suspected to enhance preferencé@oaresand

Heerwagen, 1992A commonly mentioned architectural example containing the

principles of theSavanna HypotheswsasF r ank L1 oyd Wr i gMaxt 6 s 1 C (
building (Browning, 2012; Soderlund and Newman, 203signed in 1936, it is an

open space protected from the elements under a large forest canopy, which could

evoke the biophilic reaction of attachment and refiigzewning, Ryan and Clancy,

2014y and could explain, much | i ke the cas

chapter, why the building remains unchanged today.

3.7.1 Restoring Attention

According to Attention Restoration Theory (ART) proposedhaplan and Kaplan
(1989); Kaplan (1995¢xposure to nature can help restore focus and improve the
negative effects of mental fatigue and stigtsrtig, Mang and Evans, 2016; van den
Berget al, 2010) throughsupporing attentional functioningkuo and Sullivan,

2016) ART works by directing attention away from a specific task and towards
something that requires minimal mental effort before returning to the original task
with restored attention. To provide this restorative effect, the environment must
provide a feeling bimmersion and engagement while capturing effortless attention,
providing escapism or distraction from teeryday(Kaplan and Kaplan, 1989;

Kaplan, 1995)Kaplan and Kaplan (1989: 198aim thatfian extended encounter

with the natural setting may more readily provide restorative benefits, but the nearby
natural setting provides many of the opportunities, though less intensely. A sense of
being away, of being related to some larger context andesafhation are certainly
achievable in the nearby setting
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Numerous studies have demonstrated that exposure to nature can help alleviate stress
and contribute to the healing process. Many people have personally experienced the
calming and tensiereducing effects of viewing or being in natural environments
(Montague and Sharrow, 200®) fact, scientific research has shown that simply
looking at nature can significantly reduce pain. This is often attributed to distraction
theory, which suggests that when individuals are engaged or diverted by pleasant
stimuli, they experience less cormmaes attention towards their pain, resulting in

reduced discomfoMcCaul and Malott, 1984: 139ell et al.(2001)state that

visiting natural environments or even looking at a photograph of nature can have a
restorative effect, reducing physiological stress and agitation and restoring energy
and health. To establish a restorative environment, four factors can prap@ant

role: fascination, coherence, sense of being away, and compatibility with inclinations
and goalgKaplan and Kaplan, 1989; Parsons, 1991; Ulrich, 19@dplan and

Kaplan (1989kuggest that nature, in the form of clouds, sunsets, and tree movement,
holds a real fascination for humanity, reducing the impact of stress. In addition,
natural settings provide an environment to support human functioning, where people
can manage inforntian effectively, allowing them to move freely and explore with
comfort and confidence. These types of environments can help in the process of
recovery from mental fatigue and help tired individuals regain normal human
functioning(Kaplan and Kaplan, 1989)hey further deduced théthe play of light

on the foliage, the patterns created by long shadows, the different moods of a nature
oasis with changes in weather and season, all combine aesthetics and interest in a
way that leaves room in the mind for other thoughts a\{i€dplan and Kaplan,

1989: 193) A review byGillis and Gatersleben (201Bighlights the research that
explores that a restorative environment does not need to be natural. A study by
Ouellette, Kaplan and Kaplan (2006pked at a monastery as a restorative
environment using ART as a framework and found that the monastery served as a
restorative experience. Wifisoft fascinating effectsof the architecture being the

main restorativelement identified.

Reviews byNeilsonet al.(2019)andJoye and Dewitte (2018)erecritical of ART,
identifying the gaps in the current evidentee most common criticisnvgherethe
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central theoretical assumptions are vague, uddBned conceptually, challenging to
measure scientifically, and empirical research often fails to test the theory
adequately. It shares similarities with the biophilic &danna Hypothesis that its
origin is speculated to be rooted in our evolutionary history and is a primal response.
Joye and Dewitte (2018}ate it is difficult to define specific environmental
characteristics that produce tlirestorativeé responsé highlighting that

determining these characteristics would benefit the theory's use in prieticen

et al.(2019)suggestinderstanding the contributing variables and research into
manipulating the visual variables, and their impact on restoration could progress this
area. Restoration studies often lack a control group to compare results; therefore, the
ability to tangibly neasure the restorativeness of an environment renders tesslts
convincing. The characteristics and impaciisift fascination wereoften

mentioned as integral to restoration effects due to its ability to capture effortless
involuntary attention without adding to attentional capacity. Examples given by
researcherg/ereficlouds, sunsets, snow patterns, the motion of the leaves in the
breezé (Kaplan, 1992: 139)r waterfalls, caves and firé€aplan and Kaplan,

1989) However, empirical research often only focuses on a particular langscape
such as forest or vegetatioather than specific individual elements. Thigs

supported by a review [®illis and Gatersleben (2015)nding that the current

evidence for restorative environmemtascurrently dominated by greenei.
addition,Joye and Dewitte (2018uggest that iwvasdifficult to isolate the

restorative factors of nature scenes because urban and natural environments differ on
many dimensions, making it challenging to quantify the reasons for participants'
responses to a particular image. Additionally, the studiea dftenot measure the
necessary level of exposure to achieve a restorative effect, including factors such as

the size, intensity, and duration of the stimulus.

3.7.2 The Three Levels of Engagement

According toPretty (2006)there are three levels of engagement with nature:

i Viewing nature through a window or an image in a book;

1 The presence of nature nearby, such as walking or reading outside;
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1 And active participation and involvement with nature, such as gardening or

farming.

All three of thesarediscussed in the preceding sections.

3.7.2.1  Bringing the Outside In

For centuries, Asian antfesterncultures intuitively believed that viewing nature
could promote calm, be stressducing and improve overall hea(tdirich et al,

1991) Recent research empirically supports these claims, with access to nature
shown to impact @ a t i quality @f bfe, with views of nature from a window
beneficial for reducing pain and improving maadrich, 1984; Ulrichet al, 2008)
Recent studieshowvisuals of nature, especially images of water, have a more
beneficial influence on the psychological state than the urban environment,
producing more positive responses in stressed individuals and positive effects on
emotions such as sadness and feéich, 1986; 2007)Views of nature, such as a
garden or exposure through art, can elicit an emotional response in the patient that
can help alleviate stress and pgilirich, 2006) Nature scenes, especially water,
focus and hold attention more than urban scenes; this would be especially beneficial
to those who experience low arousal and wstienulation, such as patients who feel
isolated, a trait which can lead to depresgldinich, 1983; 2007)

There can be many barriers and limitations to accessing the ou(Gobesn and

Leis, 2019) especially within healthcamnvironments, where patients might spend
increasing time indoors as they become more unwell. Therefore, views of nature
from windows should be incorporated into the building design, and the hospital beds
should be arranged in such a way as to provideeatditew from a window
(Malenbaurret al, 2008) One of the patterns of biophilic design identified by
Browning, Ryan and Clancy (2014: 2¥asfA Visual Connection with Natuge
illustrated agia view to elements of nature, living systems and natural processes
Browning, Ryan and Clancy (2014jent on to reference researchKghn Jret al.

(2008) who found that viewsf nature through a windoweresuperior to that of the

same view through a digital screen (e.g., video/plasma tv). Suggesting an element

Chapter 3: Literature Review: Supportive Design p73



contributing to this is that, with screens, there is no parallax shift for people as they
move toward or around objecBrowning, Ryan and Clancy (2014: 28)tingfi[t]he
human brain exploits the parallax to gain depth perception and estimate distances to
objects. In a healthcare environment, stress levels can be elevated for patients,
visitors, and staff; viewing nature outside or at least scenes of nature in artwork ca
relieve anxiety. Bedrooms with views of nature can elicit positive emotions and
reduce stress by distracting patients from focusing on their Pagnprovisionof

windows in staff areaaidsorientation concerning the time of day and weather
conditions,which improves wellbeingDellinger, 2010)Balconiesor terracesllow

people to access outside and its benefits without directly leaving the building

(Cooper Marcus and Barnes, 1995; Francis and Cooper Marcus, 1991; 1992)

f[l] nterior designers often get requestélinng the outdoors insidgo create a
connection with natueLaHood and Brink, 2010: 24¥ustainably designed

buildings could prove crucial in establishing thisitdoors insidéaesthetic and
havebeen shown to improve the satisfaction of the people who use the facility. This
is attributed to; improved air quality, connection with nature, adequate natural light
and views, and an improved perception of the work environ(rEgrwagen, 2010)
Natural lighting plays a crucial role gstablishing this connection. However, natural
light can significantly impact temperature levels and ghatech areoften difficult

to control(LaHood and Brink, 2010¥500d levels of natural light benefit health by
establishing a normal circadian rhythm and providing vitamin D absorbency
(Beauchemin and Hays, 1996his can regulate sleep cycles and control emotional
volatility (Challis, 2011; LaHood and Brink, 2010; Ulriehal, 2004) reduce
depression, stress and pain and medication use while helping achieve a shorter
recovery time and length of hospital s{@eauchemin and Hays, 1996; Malenbaum
et al, 2008; Ulrichet al, 2004; Ulrich, 2006; Walckt al, 2005) Indoorand

outdoor areasontainingplants or views enhance social interactiwhich is

associated with organisational attachm@®ittmann, 2010)Apart from the
psychological and physical health benefits,-tiglgting can reduce the need for
electric lights, decreasing cost and increasing the energy performance of the building
(Evans, 1997)
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A longitudinal quasexperiment study biraanaas, Patil and Hartig (2012yolved

166 heart patients and 112 lung patients at a rehabilitation centre in the mountain
village of Rgros, Norway. There were three window views measured: (1) panoramic
with anunobstructed view of the valley and mountains, with no buildings blocking

the view; (2) partially blocked withview of the landscape by parts of the centre
and/or other buildings; and (3) blocked with the view to the landscape entirely
blocked by other parts of the centre, although natural elements such as grass could be
seenTheir findings show that an unobstructed bedroom view of natural

surroundings appears to have improved-sggbrted physical and mental health. The
positive effect was more prevalent in lung patients’ mental health than heart patients.
The author specuies that the symptoms of lung patients being increased fatigue and
breathing difficulties means they might spend more time indoors. Additional findings
show patients with a panoramic view of nature reported using the room as a place to
withdraw to a greateextent. Such withdrawal can help patients cope emotionally
(Raanaas, Patil and Hartig, 2012 This need fofiRefuge wasa pattern identified

by Browning, Ryan and Clancy (20143fis a place for withdrawal, from

environmental conditions or the main flow of activity, in which the individual is
protected from behind and overhegBrowning, Ryan and Clancy, 2014: 49)

Lowered ceilings typically charactegi the manifestation of these indoor spaces. For
example, in areas with standard ceiling heights, this would be approximatty 18

inches below the main ceilif@rowning, Ryan and Clancy, 2014: 50)

An example of the benefits of bringing manifestations of nature physically inside
wasexemplified in a study bRijkstra, Pieterse and Pruyn (2008bBle presented 77
students with a scenario describing hosgsdilbn with a possible legionella

diagnosis with two photos: one showed an inpatient room containing indoor plants;
the other showed no plants but an urban environfseeFigure3-10). Those

exposed to the room with indoor plants reported less stress than those in the control
condition. The streseducing effectsvererelated to a higher perceived

attractiveness of such environmenitke authorstate that establishing a more

attractive environment can create a healing environment that contributes to the health

and wellbeing of patients
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Figure3-10 Photos of inpatient bedrooms with and without plants us

an experimental study (Dijkstra et al., 2008b, p. 2).

3.7.2.2 Engagementwith Nature, Access

Ulrich et al.(2020); Ulrichet al.(1991)find that natural settings are frequently
reported as places people seek when feeling troubled, upset, or grieving. People tend
to seek growth in a natural environment, either the chance to develop themselves or
discover what the environment has to te@gtfford, 2007) They also elicit positive
associations or memories from the past, suggesting that personal experience and
cognition play a vital role in the restorative eff@dtrich et al, 1991) an idea linked

to the previous section on environmental preferenkkstig and Marcus (2006)ate

that an essential aspect of a healing gavaesthe fimbsence of features that diminish
the ability to enjoy and reflect on the surroundihgmise, crowds, threats,

unwanted demands on attentidrlartig and Marcus, 2006: 368}ardens can

provide an area of solace, so it can be beneficial to provide private benches for use
(Montague and Sharrow, 2009tudies have shown that gardens within health
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facilities give access to the tranquillity of nature, which can be therapeutic-tuf-end
life care patients and reduce agitation and aggression among dementia patients
(Triggle, 2016) Within outdoor environments, consideration of space for stress relief
and mental renewal for staff should be given to provide areas faeflelftion and
socialisation, achieved through purposeful planting and hedges to provide a natural
privacy barrief(Naderi, 2008)

Walking in a green area can produce lower levels of frustration, engagement and
arousal and higher levels of relaxation, whereas moving from green space to urban
areas creates a heightened sense of engagéhspmall et al, 2015; Roeet al,

2013) A study byPasaneewt al.(2018)deviated from the standard image research

and investigated the impact of active environmental engagement on improved mood
and restoration. The experiment consisted of three groups asked to walk at their own
pace along a predefined route fe6 4«m, following the path laid out by markers and
instructions. One group was givamo task during the walk, and two groups were
assigned signposted tasks throughout the route relafieelstoratiorenhancement

One group was assigned to complete these ifitheery-based ordex and one

group to complete these iaverseorder. The instructions on the signposts were

based on stress reduction thebyUlrich (1983) Ulrich et al.(1991) fifavourite

place studieshy Pasanet al.(2018)andKorpela and Ylen (2009andART by

Kaplan and Kaplan (19897 he study related to the direction tRatrestorative
experience has been suggested to start with physiological relaxation, followed by
affective and moo@&nhancing responses, and advance to building an affective
relationship with t heurrpntsituatonialiedPasareh | ect i
et al, 2018: 5) The study was replicated in two field settings, one of a coniferous
forest (study 1) and one of an urban park (study 2). The route confitineel

signposts related to physical relaxation and observing the environment (for example,
fi[. . ] Keep looking around and let yourself be enchanted by your surroundings.
Keep breathing peacefully, the next two tdgifavourite place identification and
reminiscencerf{Find your favourite place in this area (. . .) Choose a detail by which
you may remember this place, perhaps for y@amand the final two to clearing the

mind and life reflectioniiLook around for something representing you or your
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current situation in life (. . .) Are you gaining new thougbisfPasanemt al, 2018:
5).

The findings from the two studies show that-sefforted moodelated outcomes,
valence, and restoration, had a similar positive changeddition, they found that
improved sustained attention reduced commissroors. There was no
documentation on the duration of these e
or the potential benefit of repeating these walke authorspeculate that repeated
exposure and engagement with the natural environment could prigalace

attachmerd andfifavourite pl@ed establishment, as exploregt Pasaneret al.

(2018) thus leading to added restoration of the tasks. The findings suggest the
benefitsof stress reduction arglistained restoration tasks@ocur. Thiswas

exemplified by the recovery from the stress exersefereand during the

experiment. However, the same results on nature exposure withouveasks

unclear The authors conclude that, although they have sliewgagement with the
environment can ba relevant facilitator of attention restoratipotherfiasks or

forms of engagement couftomote bothattention and affective restoration more
effectively,or, consistently. This study could align with the biophilic pattern of
fiMysteryo identified byBrowning, Ryan and Clancy (20143fthe promise of more
information achieved through partially obscured views or other sensory devices that
entice the individual to travel deeper inb@ environmert(Browning, Ryan and

Clancy, 2014: 51)These characteristics facilitate a sense of anticipdiadfering

the senses a kind of denial and reward that compels one to further investigate the
space (Browning, Ryan and Clancy, 2014: 5igoted inKaplan and Kaplan (1989)
idea that a fundamental requirement of an engaging environment is the ability for it
to be understood and explored, being achiégvédr om oneds @torrent poc
achieve this sense of mystéiHerzog and Bryce, 2007 as cited in Browning, Ryan
and Clancy, 2014: 51)

A metasynthesis review bZooleyet al.(2020)includedstudies on outdoor
therapy, ranging from sitting or walking in a park to wilderness expeditions. Excerpts

from the studies frequently mention the confines of indoor rooms limiting the
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explorations of clients' emotional states. The benefits of outdoor therapy bring a
disconnection from technology, the feeling of being connected to nature or

something larger, and the opportunity to becdmere physically active, in tune

with their bodies, emotions and behaviawiSooleyet al, 2020: 10) Additionally,

studies show that it forms a deeper holistic connection between the client and
practitioner. An interesting insight was practitioners commenting on the physical
movement of walking, often tunina@g into t|
manifestation of empathy. Conducting therapy outdoors enhdtieetherapeutic
relationship through a greater shared ownership of space and a more balanced power
dynami® (Cooleyet al, 2020: 11) The review suggests that outdoor therbpg

been successful in not only helping clients connect with nature, but also in enhancing
the therapeutic experience by providing new ways to integrate traditional therapy
techniquespromoting mutual understanding and wellness for both the client and
practitioner(Cooleyet al, 2020) It is crucial to consider the outdoor therapy
approachemdividually, using a perseoentred approach to determine the client's
requirements. However, there are currently many limitations to achieving outdoor
therapy in health servicesith a preference towarfraditional Cartesian clinical
approaches, more aligned to a reductionist, biomedical model of treati@entey

et al, 2020: 11) Traditional Western models of talking therapy were developed

during rapid growth in urbanisation and the piosiustrial revolution almost 150

years ag@Jordan, 2014; Roszak, 1992)poleyet al.(2020)conclude that given the
current evidence omnovative approaches therapy, it may be time to reconsider

the traditional modelgiln the words of the founder of ecopsychology (i.e., the study

of humansdé relationshi p feeektbhealthe t h) , con
alienation between person and person, person and family, person andsociety
whereas therapy outdodnadthe additional objective of healirihe more

fundamental alienation between the person and the natural envirar{Resztak,

1992: 320 as cited in Cooley, 2020 #2019)

3.7.2.3  GreenPrescribing

Our response to nature and our environments is influénceuthate and learned

component¢Balling and Falk, 2016; Miyazaki and Tsunetsugu, 2008hr et al.
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(2004) Lohr (2002) andLohr and PearseMims (2005)highlighteda particularly

strong influence is childhood interactions with nature: findings that increase in

childhood interaction with trees, plants, and nature lead to more positive attitudes

towards these, as adulsctive interactionsuch agicking flowers provided a

stronger response than passive engagersech as visiting a parRKhisresponse
hadbeenfoundin people from various demographic and ethnic backgro(ials,

2007: 2) Along with access to a garden, simple gardening tasks have been shown to
reduce stress and anxiety and improve physical attributes such as balance, reducing

falls in older peoplePhysical exerciskadbeen shown to reduce stress and provide

feelings of restoration, so accessible outside space can be hugely sig(ffiaant

2014) Similarly, contact with nature and sunligtadbeen found to enhance

emotional functioningHeerwagen, 2010Positive emotions can correlate with

increased creativity and cognitifilowo, a state of being fullimmersedn a task

(Wittmann, 2010)iCr eat i ng somet hing with oneds ow
of flow is a furt her [andognuibutesatosociopltaralt of  w
comfor (Kotradyova, 2019: 27)

Ecotherapy is a healing process related to nature which aims to lessen the degrees of
illness, dysfunction, and alienatiafienabling people to deepen their sense of
connectedness with nature may also help them overcome other dimensions of
alienation in their liveg(Clinebell, 1996: 63)Simply put, it can reconnect people

with nature, in both its external reality and their sense of self in the natural world
(James, 2014)ts benefits can be seen within social prescribing initiatives and non
clinical referral options that deal with social or emotional problems within healthcare
organisations. These prescriptions encompass everything from volunteering in
gardening to art gugs and walking schemes. Evidence suggests that volunteering
benefits physical and mental health, bringing stability, improvingestdem, and
reducing social isolatio(iTriggle, 2016) A report for the King's Fund placed social
prescribing, community gardens and volunteering as critical areas of consideration
for future health and social care stratedsck, 2016) Contact with nature and
gardening can benefit emotional, social, physical, vocational, and spiritual spheres:

reducing stress, depression, and anxiety; restoring attention; increasing fitness level
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and nurturing social relationshigSlatworthy, Hinds and M. Camic, 2013)

Gardening creates opportunities for people to get a sense of connectedness or
experience a historical connection to past generatimiisnany gardeners feel a
relationship to a force or system that is larger than they are and that is not under
human contral (Kaplan and Kaplan, 1989: 198cientists have discovered certain
bacteria naturally occurring in soil, which can boost serotonin and reduce anxiety in
lab mice at a microbiological level, hypothesising that working with plants and soll

could have the same effect on humévisntgomery, 2013)

3.8 Conclusion

It is apparent that to achieve excellence in persnired care, the environment
should be designed for not only the patient but fdsstaff, volunteers, and families.
The evidence within this chapter highligbtvhy this is important and how it can be
achieved through various aspects dedicated to the support of everyone involved in
the caring process. A comprehensive, eviddrased design knowledge base exists
for healthcare facilities. Due to this existing badyjknowledge, the theoretical
frameworkfor this studywasinformed through a combination iirich (1991)

Theory of Supportive Design, evidence from a desktop review &ildtaStudyof

the organisation. Tikchapter documeatitheliterature collected throughout the
study, informing theéhesis'smpirical research findings and forming the basis of the
discussiorchapter. The terrfitheoryd can contextualise various things and have
different meanings depending on the discipline or research approach. Generally, it
provides background and explanation for the research topic, as detdlledpter 5

For this study, as the facility's design was specifically tailored to the organisational
values and vision, it was apparent that anydaaed theories might limit the

findings; therefore, designing a theoretical framework based on its own merits would
be more sufficient. Therein is why this chapgtees nofollow a strict theorylt,

instead, introduakother theories, such as biophilia and Attention Restoration
Theory(ART), as the new facility established a relationship with nature that could
never have been achieved in their previous facility. The next chapter details the

conceptual framework and introduces building evaluation toatslitinates in
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explaining the wellbeing framework used to inform data collection.
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Chapter 4
Conceptual Framework

This chapter is a continuation of the literature review, building upon the introduction
of evidencebased desigreBD) in the previous chaptend finalising the conceptual
framework that guides the rest of this studie topic is explored in the context of

both academia and architectural practice. The chapter focuses on building evaluation
studies and their methodologi@sformed by a scoping reviewuilding evaluation
studies, typically in the form of @ostoccupancy evaluatioiPQOB), area valuable

tool for documenting lessons learned from degignects. Thdocus is often on
quantitativemethods, evaluating theerformance of the building in terms of energy,
cost expenditure and client satisfactiith mostfailing to capture and accurately
portray the environment frothe perspective dhose using the space. This can often
cause the building to function inefficiently and lead to dissatisfaction among
everyday users. Not acknowledging and addressing significant issues can contribute
to the project's failure, leading to expensivalesigrs or adaptations<Combining

EBD with existingbuilding evaluatiormethodolgiescould overcome these
limitations. The conclusion of thishaptertherefore gstablishesa Hospice POE

Toolkit which supports theanceptuaframework by mapping the key variables and
features that guide ttetudy.The aim beindo holistically evaluate th&®PWH
personcentredenvironmenpredominantlyfrom the perspective of those who use

the building.

4.1 What is Reliable Evidence?

In healthcare, decisions and improvement strategies are typically based on scientific
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empirical evidenceRandomised controlled trials (RCTs) are the most meticulous
research design for evaluating interventi@@gans, 2003)However, traditional
scientific methods can be challenging to applywith a controlled clinical setting.
Environmentakvaluations within healthcare astendirected towards positive
outcomes irtheefficiency and effectiveness of curing or medically treating iliness.
The needs of the staff and organisatakepriority over patients and familiefthe
desire to create a healing environmieatn bé easily subjugated to the priority of
curing disease and stabilizing physiologic syste(@sy, Carreon and Stump, 2000:
87). Although important, focusing on clinical outcome measures alone can mean
positive aspects of the environment that potentially improve quality of life could be
overlookedDay, Carreon and Stump, 2000)

Unlike the healthcare field, design guidance does not always require empirical
evidence to justifymplementingts recommendationd®ay, Carreon and Stump,

2000) It wasoften based upon the experience of designers or organisations
themselvegWeisman, Calkins, &loane,1994, as cited in Day, Carreon and Stump,
2000) Historical and vernacular architectwasbuilt on centuries of desigfirial

and errod, and therefore one could ardfitéed and tested', with techniques being
developed that could be equatedmpiricab researci{Hamilton, 2014; Sharpe,

2018a) Habraken (1997: 26 Points out:f[o]f all the professional fields,

architecture is where the virtue of a knowinmgrdoing is most readily accepted by its
practitioners. Salingaros and Masden (20@&}ho this fact stating thaarchitects

and urbanists throughout history sought and achieved adaptivity through their
intuition. Traditional architectural training was aimed primarily at developing this
intuitiono. They went on to state that only recently have we been able to utilise
fiscientific knowledge to explain processes that were until now somewhat mysterious,
and thus vulnerable to subversiq®alingaros and Masden, 2008: 13B)iswas

also highlighted byeters and Verderber (20Wwho state some within the

architecture profession believe empirical evidence generated by others, especially
from other disciplines, can stifle creative intuition and experience. As architects often
work on precedent, many of their design decisions amredbars lessons learned,
replicating what worked well and avoiding what did.ndtereforefiarchitects and
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builders didn't need to wait for research confirmation of what experience had shown
to be common seng¢Hamilton, 2014: 141)Day, Carreon an8tump (2000)

conaurs with Hamilton's perspective and argue that certain undeniable truths, such as
the positive impact of privacy and autonomy on quality of life, do not necessarily

require validation from traditional empirical research.

They suggesithe power given to empirical methods at the expense of other ways of
knowing contributes to the moral distress healthcare providers experience when
space is not given to important healing practices that cannot be demonstrated to
contribute to quantifiableutcomes specified by empirically designed research

(Day, Carreon and Stump, 2000: 8Bjeyemphasse the need for healthcare

providers to align their values and intentions with their practice and environment to
promote healing, even if such actions cannot generate specific measurable outcomes.
HoweverDay, Carreon and Stump (2009knowledge the usefulness of empirical
evidence in resolving conflicting design recommendations, particularly in situations

with significant or controversial impacts on quality of life and -@f&tctiveness.

4.2 The Place of EBDin Architecture

Unlike other professional disciplines, such as medicine or law, architecture does not
formally establish a shared common knowledge base or develop a tradition of
practicebased user resear@uffy, 2008; Habraken, 199.7Many believe thisvasa
significant oversight deeply rooted within the education sy¢Bmandt, Chong and
Martin, 2010; Duffy, 2008; Habrakef©997; Salingaros and Masden, 2Q0B)day

fithe accredited master of architecture degree leading to licensure in the United States
does not have much emphasis on research&ilisk Hamilton, 2020: 28)

Research methods and evaluation in graduate and doctoral education are minimal in
the North American and UHrchitectural education systeifi&rk Hamilton, 2020)
Salingaros and Masden (2008: 1&vguethatijw]ithout a knowledge base

grounded in the reality of human perception and science, architecture remains open
to corruption and is prey to the whims of ideology, fashion, and the cult of the
individual. Making allowances for the inherent differences betweshitacture and

science as disciplines, there are many lessons to be learned through the immediate
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juxtaposition of their intellectual structuteg&vidence of thisvasidentified byDay,
Carreon and Stump (2000: 398)ating that findings from much of the empirical
research into dementia design, dating back to at least 1980fieteain unknown
among designers and facility administrafoi&his can be true froomuch of the
research on health and wellbejpgtentiallydue toalack of access, knowledge, or
research skills. Thiwasechoed in a report the Royal Institute of British

Architects RIBA), finding few practices accessing academic journals that publish
peerreviewed scientific data; most accessing seaonthdustry literature such as
planning policy and building regulations through places such as the Construction
Information Service$RIBA, 2014) In the late 1960s, UoS aMhrkuset al.(1972)
established a Building Performance Research Unit (BPRU) sponsored by RIBA.
They operated between 1967 and 1971, with findings publishi@tha Architects
Journab and the bookBuilding Performano&(Chiu, 2014; Riley, Moody and Pitt,
2009) Markuset al.(1972: 229¥elt that the BPRU evaluation ideas and techniques
could not be replicated within mainstream architectural practid&ftes) what is
technical language to a research worker is jargon to a practising acchitesy had
identified an evewidening gap between research and practice, suggesting there
needs to be a fusion of both to produce successful projects and be driven by
individuals, exemplified by the RIBA decision to omit Final Work Stage (M:
Feedback) frm the Plan Of Work in 197@ordas<et al, 2004) something further
explored later in this chapter. Even more recenthyasgsimilar to Kirk Hamilton
(2020: 27)stating,fifew practitioners have the academic credentials to deal with
research design and management at a highdeSatcinctly articulated by
Salingaros and Masden (2008: 13H)he gulf between what is real anthat is
imagined is so great by now that fewer attempt to bridge the distance. It is only
when they graduate and step mib the real world that architecture studdmegin

to emerge from their fantadyasededucatioml conditioning. For many this proves to
be difficult if not impossible, and what follows for them is a caredrustration and

misgiving.

Ulrich (1991: 97)states empirical research that focuses on design for psychological
wellbeing and health can allow designersiiave more credibility in the medical
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profession and carry greater weight with healthcare deemgker® than by design
derived from intuition alondiJust as the art of architecture has always been paired
with the science of physics and engineering, art and creativity are integral features of
the best healthcare designs based on rigorous research evigiégireton, 2003:

20). Esther Sternberg, MD of tidational Institutes Of Hedilt states @happy

balance can be established between intuitive design and technological advances, to
improve health, mood, and cognition and to foster a sense ebeial in hospital
patients and stadf(Sternberg, 2010: 252lHamilton reflected thdihis designdis

intuition, knowledge of the client, and empathy for the patients had led him to a
design solution that had, apparently entirely by coincidence, matched the research

informed guidelines produced by a recognized sch@kamilton, 2014: 142)

f[E]videncebased design signals the dawn of a promising and hopeful era in
healthcare architectus¢Hamilton, 2003: 26)EBD requires a fundamental shift in

the way buildings are planned, designed, and operated. In many instances, projects
can lack clear principles, aims, or measurable expected outcomes, with innovations
being adopted or rejected without sufficient or doéalevidence. EBD aims to

resolve this by introducing a systematic approach to establish initial design
principles, outlining goals to achieve these and predetermining measurable, expected
outcomes. These are actioned throughout all project staipesng and Bosch,

2008) Although viewed as controversial only a few decades ago, in recent years,
EBD has become more mainstream and thus accepted within the in#udtry
Hamilton, 2020)Hamilton (2003)published théFour Levels Of Practi@gn 2003,

later revised in 202(Kirk Hamilton, 2020) a model for explaining different levels

of integration of EBD within architectural practice. The levels are as follows:

1 Level one practitioners aim to use literature to improve design and adopt
evidencebasedconcepts buinay fail to seek balanced feedback and access
credible research (Hamilton, 2003, 2020).

1 Level two practitioners develop a hypothesis and measure outcomes related to
evidencebasedconcepts butnust ensure that outcomes are measured to

operate on an evidendx®se (Hamilton, 2003).
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1 Level three practitioners share their results publicly, which may not be natural
for a practice talo butcould also identify practitioners as specialists and
leaders in the field (Hamilton, 2020).

1 Level four practitioners share results with academic sources and collaborate
with social scientists to ensure rigor within findings, but not all projects need
to aim for this level (Hamilton, 2003, 2020).

Hamilton (2003)suggests there afkevelzero practitioneidwho understand the
environment can impact people but with little evidence to support this. However,
being less frequently occurring, according to the updated &ftielailton, 2014)

They might claim their desigwasevidencebased by taking isolated quotations from
articles or presentations and makifiggpersonal interpretation that fits their design
bia® (Hamilton, 2003: 23)They rarelyconsult original research and cannot apply
valuable measures for gathering results, leading to designs based on observed
outcomes rather than an evidebese. However, being an eviderxzsed design
practitioner does not require avoiding intuition or creativity. The most innovative
projects are often based on imagination, experience, and intuition beyond best
practice guidance. Hamilton states theesan essential missing element and that
fithe obligation for an evidendeased practitioner is to delibesbt state the design
hypothesis embedded within the intuitive decision, and to carefully measure the
related outcomegHamilton, 2014: 140)Notably, the missing aspesfissharing
findings that can contribute to lessons learned applicable to future projects. Not only
that, but if an eligible methodologyasimplementedfithe findings can be published
to inform and advance the fi@idHamilton, 2014: 140)

EBD appeals to the scientific minds of physicians and other clinicians trying to
practice based on medical evideifgamilton, 2003: 24)The Architecis crucial in
translating research intodesignthatdeliversintended project outcoméslamilton,
2003) Designers must be able to access the relevant literature and allow time for
translating this into their designs. Examples of resources for EBD are included in
Table4-1. Hamilton (2003: 24staesthatfiwhile literature from the fields of

medicine, nursing, management, engineering, industrial design, and technology are
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helpful, the literature of psychology, sociology, anthropology, and economics are
also relevant sourcesA well-established design process and defined goals at the
beginning can help filter the vast array of available information. Another area of
complexity within a healthcare environment is materials, décor, and lighting. For
example, architects might spigccarpet and indirect lighting to contribute to a
fihealing environmet but within a clinical environment, this can leadibarpeting
thatsupportsdacterial growthwallcoverings that harbor pathologic organisms,
poorly located hangvashing sinks that discourage good infection control,
inappropriate abstract art, and inefficient support space foo tédmilton, 2003:

24).

Table4-1 Resources for EBHamilton, 2003: 24)

Primary sources Secondary sources Emerging sources
science journals industry data guides presentations
newspapers guidelines from speciality =~ workshops
magazines eI continuing education
documentary films guality review data programs
infection-control data benchmarking tours of

2SS I exemplary facilities
manufacturemdtesting piary

information
association reports

documents of accreditation
agencies and code
authorities.

4.3  Building Evaluation

Over the pash0 yearsPOE has contributed a sustained effort toward
comprehensively evaluating buildin(Rreiser and Schramm, 199The technique
involves measuring and obtaining feedback on the performance of buil@ings.
process is typically undertaken after project completion, covering aspects such as
monitoring environmental conditions and establishing criteria to assess the design
and sustainability, such as energy efficiency. USA case studies of university

dormitaries in the late 60s were among the first to systematically assess building
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performance from the building uséperspective. Although not explicitly named
POEs, the first publications with such a term only appeared in th&9ids. The
first officially published were POEs of hospitals. POE became increasingly used
throughout the 80w the UK, Canada, New Zealand, Australia, and the &SA
projectscovering public buildings, government buildings and airp@tteiser,

2005)

More recently, Building Performance Evaluation (BPE), appearitigeimid90s in
published work byPreiser and Schramm (199pyesented an integrative framework,
becoming a preferred method of holistic building evaluaf@mu, 2014) The terms

POE and BPE are closely related, and there is often confusion over the scope of each
(AghaHossein, Birchall and Vatal, 2015BPE typically focuses on the

performance of the whole building understood through a study and review of this
constituent systems, with an emphasis on building physics. Conversely, POE focuses
more on building operators and users and their perceptionldifguoperation, and

how well it supports their needs and aspiratiqifdetcher and Satchwell, 2015: 40)

BPE, a comprehensive approach to building evaluations, is embedded from the start
of a project, whereas POE measures project outcomes after occipatian

Hossein, Birchall and Vatal, 20195 oth can be implemented separately but achieve

the greatest value when combir({&ktcher and Satchwell, 2015)

In a BSRIA guide of BPE in nedomestic buildingshAghaHossein, Birchall and

Vatal (2015: 3state fit]he actual performance of new or refurbished buildings can

be very different to the design inténTherefore, a BPE tool can be beneficial for
informing the design team and clients about the performance of the building
throughout the project. BPE focuses on the entire project process and performance of

the building in use. In general, including feedban;

Building fabric
Building services and operating strategies
Energy use

Handover and commissioning processes

= =/ =2 A4 =

Occupant satisfaction
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1 Occupant comfort conditions.
(AghaHossein, Birchall and Vatal, 2015: 1)
The POE has a narrower scope, evaluating the budwyerational performance
against the set energy and efficiency targets and focusihgiloing users'
satisfaction and perceived comf@igha-Hossein, Birchall and Vatal, 2013h
short, a POHis the process of understanding how well a building meets the needs of
clients and building occupatéRIBA et al, 2017: 6)

A POE is a rigorous systematic process guided by human needs, building
performance and facility management, evaluating the technological and
anthropological elements of a building in use. They can be explored in many
disciplines, from architecture to psysbgy and sociology. The outcomes dictated by
the research drivers and findings vary from environmental or technical reports to
sociopsychological factor@Hadjri and Crozier, 2009)hePreiser, White and
Rabinowitz (2015book on POE was one of the first and most comprehensive guides
to building evaluation. They developed a process model documenting POE's various
levels and systematic processes. The three levels depend on the availability of time,

resources and the desiredtcomes: indicative, investigative, and diagnostic.

Indicative POEs usually provide a brief overview of the building's performance to
report significant strengths and weaknesses. They are typically carried out by those
familiar with the building and have experience conducting POEs. They can be
evaluated tltough existing documents suchflmr plansor project data, generic

survey questions completed by the organisation, short interviews, and a facility
walkthrough with photograptirdocumentation. Given the nature and scope, they can
be completed in a relaely short period of -3 hours or 12 days(Preiser, White and
Rabinowitz, 2015)

Investigative POEs are moredepth, looking into building performance, including
building users, in order to identify significant problems. As a result, those conducting
the POE require more time and resources. In addition to utilising more advanced data
collection and analysis techniques than operating at just the indicative level, it

involves more time on site. For example, it can include a literature review of similar
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facilities, guidelines, and performance standards. These typically require 160 to 240
hours of work from the team and additional hours from the organiq&rerser,
White and Rabinowitz, 2015)

Diagnostic POEs are focused, longitudinal, and esessional building evaluations

and largescale projects. They require a lot more academic rigour and discipline. As
such, the methodology can mirror that of traditional scientific paradigms. They
comprie multiple methods to determine relationships among variables, including
guestionnaires, surveys, observations, and physical measurements. The scale of these
studies means they can take months, if not years, to complete. Nevertheless, results
can identifythe building as a champion of its typology, which can inform future

facilities (Preiser, White and Rabinowitz, 2015; Preiser and Schramm,.TB8g)

study uses an experimental Diagnostic POE, utilising multiple methods to create a

holistic image of the environment.

4.3.1 POEs Place in Architectural Practice

fiThe Architect and His Offiag published byRIBA (1962)led to the development of
POE within UK architectural practi¢€ooper, 2001)They suggested practices
shouldigather and disseminate information and experience on user requiréments
and greater attention should be paid by practising architects and schools of
architecture to the application of weskudy techniques to problems of this kind
(RIBA, 1962: 15) They concluded that the study of buildings in use, from technical
cost and design perspectives, should have greater importanceandhitectural
practicedRIBA, 1962: 187) It was subsequently introduced into the Plan Of Work
(POWYin 1965 by the RIBA as a Final Work Stage (M: Feedback). Proposing the
building should be inspected three years after completion as-aftexgtve measure

of service improvement for future projects. However, by 1973 RIBA had omitted this
stage from subsgient editions due to its failure to be financially viable for the
professionBordasset al, 2004; Cooper, 2008tevenson, 20197 his was followed

5 the guide produced for the architectural profession operating within the UK
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by a slow decline of social science subjects in architectural educggiohe early

1990s, POE and environmental psychology had entirely disappeared from the
curriculum of British architecture schoqRol, 1993: 39) The Bologna Declaration

of the late 90s situates architecture education as an all but monodisciplinary subject
(Mendes and S4, 2017his exclusion was reconsidered in 1999 by the RIBA,

stating that POE and a systemising feedback system could improve customer focus.
In 2003, the RIBA practice committee agreed to reintroduce stage m to incorporate
such feedback throughout the projefetdycle with the plans clearly defined,
programmed and costéBordasset al, 2004) This aim was successfully achieved

in 2013 with the reinstated POE withistage 7: in useof the RIBA plan of work,

along with the broader BPE feedback loop integrated from procurdFRietaher

and Satchwell, 2015; Sinclair, 2013; Stevenson, 20019} stagdiacknowledges the
potential benefits of harnessing the project design information to assist with the
successful operation and use of a buildi®inclair, 2013: 27)It encouragedimore
rigorous data collection and analysis on a diverse range of éssudading

technical performance and how people feel and respond to the created environment
(Fletcher and Satchwell, 2015: pxwahd aligned with an attempt to reintroduce POE
and BPE into architectural education. A resolution was made in the 2015 conference
by the Standing Conference of Schools of Architecture (SCH@SAmbed the
practices within the education systéRIBA et al, 2017) Some UK architecture

schools are already collaborating with practices to conduct POE of live buildings.
This POE module would provid@ platform for collaboration between academia,
practice and policymaking to foster evidetimsed sustainable building design and
performancé (Gupta, 2014: 148)

Research in architecture is not typically viewed &segparate serviodut

intrinsically tied to everyday practicéRIBA, 2014) Architects value feedback
through surveys, visits, or informal discussions with building users. Most of this
experience is shared internally to guide other projects. However, dissemination of
findings could benefit the wider industry and delifieetter buildings togethér

(RIBA, 2014: 26) iifP]ostoccupancy evaluations are not a priority for the practice;
there is a lack of standardised guidelines which would make this type of research
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more applicable for a wider audience (and therefore hold more véRiejre Maré

as cited in RIBA, 2014: 19)n 2017, of RIBA chartered practices, only 14% offered
research serviceand 10% offered POE servicgghe Fees Bureau, 2018)Jowever,
Sharpe (2018a: 32%}ates thafii]f architectural design is to evolube

development of knowledge, through evidethased design, is a critical facbor

RIBA et al.(2017)advisethat although the POE is written into the Plan of Work
(POW), it should be a creative, collaborative effort between all project team
membersclients, and other appropriate built environment professioR#BA et al.
(2017: 1)suggestshat a business benefit of a strategically developed POE is that it
canfdevelop and evidence their company ethos and bramdl set them apart as an

influential Aleader in the field

There seems the a willingness to adopt research and building evaluations within
RIBA practiceJRIBA, 2014; RIBAet al, 2017) however Architects feel there is a

lack of standardisation and systematic research processes to effectively address the
performance gap between the building's capabilities and its realiggR¢ert of the
struggle is to be able to translate academic research into something meaningful and
useful for architects. Current systems are not well suited to help academics
disseminate their work amongst practices, nor are practices generally in a gosition
receive academic insiglitéRIBA, 2014: 26) Other barriers to BPE are the threat of
liability, indemnity, damage to reputation or lack of rigorous research QRIBA et

al., 2017; Sharpe, 2018a; Stichler and Hamilton, 20B8jriers to POHinclude the
question of cost and who pays for POE, the fear of exposing problems with a design,
impacts on reputation, and theed for the development of POE education and
know-how within practice (RIBA et al, 2017) It was found that no revenue was
generated from POE for the 10% of practices offering that sgfiiceFees Bureau,
2018) Organisations are often unlikely to pay for POE services unless they have
obvious and substantial project vali€®oper, 2001)Often clients are not willing

to pay for POE services, particularly those that involve social science methods but
ponder that if the services can directly correlate with a reduction in energy bills,
would they be more willing to inves{RIBA, 2014) Hamilton (2003)lso

highlights that even with the benefits of research or POE, the architect is unlikely to
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spend time on these unfunded efforts if the client is unwilling to pay for such
services. Howevelt is acknowledged that designers frequently employ research
findings to improve the design. The added element of rigour to these efforts could
shift these findings into the realm of evidesimsed practice. The architect should

make the client aware of the béteof anevaluation(Hamilton, 2003)

There are many outcomes POEs measure, from more tangible environmental,
economic and sustainability measures to harder to quantify measures such as cultural
identity, atmosphere and belongifRIBA et al, 2017) Friedmann, Zimring and

Zube (1978: 9)ake an anthropological view on POE, stating fiidbe ultimate test

of the success of the designed setting is its ability to satisfy and support explicit and
implicit human needs and valwed he importance of people in an environment is
becoming more prominent within building evaluation studies. POE can measure the
effectiveness of the project outcomes established in stages 0 and 1. They should not
only focus on building systemisut importance should be giventte building users’
activity and wellbéng (Fletcher and Satchwell, 20159}here are a growing number

of methodologies, processes, tools, and techniques to achieve these building
evaluations, with it becoming a specialised area of expertise where consffeants
bespoke BPE and POE servi¢etetcher and Satchwell, 20155ome of thestandard

research methods are:

9 Focus groups that can explore the experience of building users;

1 Monitoring of organisational activities that identify the functionality of the
building in use;
Visual or sensor observations, which can identify and track patterns of use;
Identifying project success and failures that can be tracked to inform future
projects and highlight issues to resolve;

1 Identifying unintended use of spaces to feedforward into similar projects.

(Fletcher and Satchwell, 2015)

RIBA et al.(2017)report thapractices are developing innovative and collaborative
approaches to POHamilton (2003 )stateghat the best building evaluation findings

are achieved through an unbiased independentplairty evaluation. Many
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Figure4-1 Building-performance studies are an example ofveald research. Source: adapted from (Robsol
McCartan, 2016, p. 12).

Solving problems NOT Just gaining knowledge
Predicting effects NOT Just finding causes
Robust results, actionable factors NOT  Only statistical relationships
Developing and testing services NOT Developing and testing theories
Field NOT Laboratory
Outside organisation NOT Research institution
Strict fime and cost constraints NOT R&D environment
Researchers with wide-ranging skills NOT Highly specific skills
Multiple methods NOT Single method
Oriented to client NOT Oriented to academic peers
Viewed as dubious by some academics NOT High academic prestige

proactively seekesearchers to allow the POE process to be guided by academic
rigour and expertis&Valkthroughs and focus groups ample methods for
evaluatingtheuser experience of buildings in usgualitative approaches help
document detailed perspectives of the-tdalimpacts of the project or building.
More interactive workshops with clients and users, such as mapping and

photography, can encourage engagement in POE acti{RiB# et al, 2017)

4.3.2 Achieving a Comprehensive Building Evaluation

Design briefs should detail the envisioned performance of the building when
complete. These can be broadly evaluated in three elements: suitability for occupants'
needs, environmental performance, and economic ysleé as return on

investment. If they have performed poorly, the results are likely to be unpublished.
After that, the same mistakes may be repeated. Building performance studies can be
perceived as documenting underachievement. This is not due to the researcher's
pessimistic perspective but to findings based on reality. However, exceptigns and
subsequentlygood examples are often unreported due to not being routinely
monitored fithe pursuit of quantificatiofcan obscurequalificatioro (Leaman,

2010b: 565) Therefore, when conducting building evaluations, consideration should

be given to context and circumstances, design quality and perceivedlvedngan,
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2010b)

Building evaluations are realorld research and, as such, should be orientated
towards realvorld implications and impacL.eaman (2010b3uggest eleven criteria
for achievingirealworld research, as seen ifrigure4-1 andTable4-2. This table

describes each criterion and how this thesis achieves these.

Table4-2 Building-performance studies are an example of-veald research. Source: adapted frRobson
and McCartan, 2016: 12)

Eleven criteria for achievingfireal-  Applicability to this research
world researcho

Solving problems The primary aim of this researglasto provide
lessons learned for future projects through
monitoring of perceptions and environmental
performance. Thigsvasevidenced in the research
objectives ofChapterl andthefindings and
conclusions ofChaptes 811.

Building evaluation should monitor
performance to discover and resolv
issues within the current building or
form knowledge to improve future
facilities (Leaman, 2010b)

Predicting effects The literature reviews i@haptes 24 help predict
potential outcomes guiding the research
methods and providing resolutions for unexpec
issues that arise.

Predicting possible effects helps
understand complex processes anc
consequences. However, some
emergent elements can be
unexpected

Robust results Therewasa balance between research method:
which provide academic rigour, such as the
guantitative methods of the surveys and
monitoring and the qualitative methods of
interviews and observation, which capture the
character of the organisation and people's livec
experienced exploredin Chaptes 8 and 9.

Evaluation methods should achieve
an element of scientific rigour and
produce repeatable, believable, anc
convincing results. However, the
procedures should not take
importance above the reafbrld
character of the building

Developing services As a PhD study, it involvednunbiased academi
perspective with a genuine interest in determin
what works and whatoes natAlthough the
organisation partially funded this study, the
research had no limitations on publications.

Consideration should be given to
who is conducting the study and
why. Ensuring there is no bias but ¢
genuine attempt to improve
performance
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Field, not laboratory The researchers spent a substantial amount of
time at the organisation site, understanding the
organisatiorandpeople and getting an
understanding of the space and how it can be
evaluated to produce valuable outconassseen
in Chapter8

Outcomes of evaluation studies
should ensure the occupants are
satisfied problems will be addresse:
and an attempt made to resolve

Outside organisation The organisation had pexisting connections
with the university along with the project
architect. Making it easier to form trusting
relationships, with the ability to effectively
communicate between architectural and clinica
language. The organisatiogsigned an industry
supervisor who helped establish BRMG to
discuss progress. Evidence of tisiseen in
Chapterss and 6.

Gaining access can be the hardest
part of the study. The researcher

requires cooperating amstablishing
relationships with the organisation.

Time/cost constraints Time and cost constraintgere notfully
applicablebecausét wasa funded PhD study.
This meant the researcher could spend as muc
time as required in the environment, thus allow
the researcher to conduct interviews with a wid
variety of staff patients' families and friends.
Evidence of this is seen ®haptes 7 and8.

Reducing time in the building
ensures therganisation'slaily
activities are not interrupted or
hindered. However, going back to d
further observation, discussions, an
measurements can help resolve iss
uncovered in initial observations

Researcher with wideranging The researcher spent time exploring fields bey«
skills architecture, which are documented throughou
the thesis but most prominent in ttanceptual
frameworkand methodology aEhaptes 4 and 5.
Wide-ranging research methods were also app
to the study to ensure a holistic evaluation of th
environment, as seen @hapter7.

The nature of building evaluation is
multidisciplinary. Therefore,
researchers should draw on a rangt
of disciplines. Effective teams can t
made up of those with design,
environmental and huméncused
perspectives. However, this balanct
is rarely achieve. Researchers
should have good statistical
knowledge aneéffective
communi@ationskills

Multiple methods This Chaptemwas based on gathering research
from building evaluation studies and their tobls
to create &rameworkfor this project. APilot
Studywas conducted within the previous facility
to be used as a benchmarking tool, butwds
not achieved due to low sample sizes and
differing methods.

Utilising multiple methods, sucés
the PROBE approach to building
evaluation, is helpful. Use should bt
made of existing tried and tested
evaluation techniques, which can
come with the added benefit of
empirical benchmarks from previou
studies
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Orientated to client It was important for the researcher to
communicate and disseminate the research to
organisation and those who use the services. 1
was achieved through small interim reports
provided to the organisation in addition to
conducting presentations

Many studies might utilise jargon or
specialised language and be difficu
to understand or, conversely, over
simplistic, leading to misleading
results. Therefore, everything shoul
be included within the report but be
purposely worded and not overly
long. This might be achieved throug
subreports, allowing the client to
decide what reports they wish to
share

Dubious to academics As this research was deeply rooted within the ¢
under study, it was essential to provide a pictur
of the entire environment with the Hospice
organisation especially keen to see participatio
from those who used the services. The main
findings formed fom interview data through
thematic analysis supplemented through
environmental monitoring. Evidence can be set
in Chaptes 89 and can be used to inform future
decisions.

Some academics regard case studi
as purely anecdotal as they utilise
mixed methods or focus on multiple
aspects reducing the reliability.
However, an irdepth and detailed
case study can help understand an:
explain lessons learned and inform
future degsiorrmaking

4.3.3 Methodologies for Building Evaluation s

There are a variety of piexistingmethodologiesisedthroughoutvarious stages of a

building project to botlevaluateandcertify. Oneg influential within the UKfor re-

ignited interest in PORvas funded by the UK governmettie Postoccupancy

Review Of Buildings and their Engineering (PROBE)ies oltudies published in

Building Services Journal (Bpffom 1995 to 2002These studies weigenerally

regarded as the first attempts in the UK to systematically document the performance

of new nondomestic building$Chiu, 2014)andwere the first UK POEpublished

in a journal, setting a precedent for future projéBeteson, 2015; Cooper, 2001,

Derbyshire, 2010; Hadjri and Crozier, 2009; Stevenson, 20R0)BE

acknowledgedthat [ i ] n us e, buildings do not al way
features perform bett e nGohesebam201l0nv8by S €, S O Mt
They highlighted that sharing feedback from buildiegsld be done to a high

standard of scientific rigour and widely dissemindiedi t hout attracting
techni cal (Dérbyshpey20E1t8R)o n 0
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To ensure scientific rigour and credibility, standardised methods were employed by
adaption of existing methodology abhdnchmarking toolsThe wo established tools
that formed the foundation of PROBE were the Building Use Studies (BUS)
methodology and the Occupant Survey, a prototype of the Energy Assessment and
Reporting Method's (EARMTM) Office Assessment Method (OAM). An additional
PreVisitQuesti onnaire (PVQ) was developed to
about the building to provide an infoea initial building visit. ThdBUS

methodology was initially developed in 1985 and licensed in {I98&man, 2010a)

The publication of PROBE studies and the use of the BUS survey have led to
standardisation within UK POEs and are still in use tq@yu, 2014) In 2015,

BSRIA endorsed the BUS methodology occupancy suf&ghaHossein, Birchall

and Vatal, 2015)showing its viability, even after 35 yeaf$e building evaluation
criteria related to the designene t i peyceivet @esdpersonal control over
environmental elementsystem responsivenes®vering areas such asperature
indoor air quality, lighting, noise, comfort, health and productig@ghenet al,

2010)

Soft Landings was a concept conceived in the late 1990s in response to the findings
from PROBE studies, which indicated that buildings often failed to meet client
expectations and design team ambitidriige Soft Landingss aninitiative by

BSRIA, incorporated from stage 2 of the RIBA Plan of Work (PQ&ifning to

improve the building transition from construction to occupancy, optimising
operations and performan(®ateson, 2015)it focuses on BPE of internal
environmental quality and energy, with Stage 7 in the POW providing an opportunity
for more integration into practice and allowing finding$iftmedforwara into future
projects. This can also benefit clients, providing insight and knowledge about the
performance of their buildings and how best to operate {Rétcher and Satchwell,
2015) The UK government recently adopted these Soft Landings principles for its
procurement strategy, termed Government Soft Landings (GSL). It adds an extra
layer to the process, identifying targets in RIBA Stages 0 and 1, allowing for further
review at stagéwo. At a minimum, GSL requires the following elements to be

reviewed:fifunctionality, environmental performance, FM operations, training,
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commissioning and handovgiBateson, 2015: 4)n 2016, there was a mandate on
all centrally funded projects to incorporate the principles of GSL within Building
Information Modelling (BIM) leveR, highlighting the value and recognition the UK
government is placing on the mainstream integration of POE within construction
projects(Bateson, 2015; RIBA&t al, 2017)

There are now a variety of building certifications, predominantly related to a

buildings environmental aspdatit more recentlyfocusing oruserwellbeing. Two
well-knowngreen building tools areeadership in Energy and Environmental

Design (LEED), mainly used in the USA, and British Research Establishment
Environment Assessment Methodology (BREEAM), utilised in the UK. Recently, a
toolkit focusing on human health and wellness has been introdudedt e  WE L L
building standard is the world's first buildingusdard to focus on enhancing people's
heal th and well bei ng t(Matog 20@4hparabfée bui | t e
toolkit was launched in 2014 by The International WELL Building Institute (IWBI)
(Matos, 2014)with an updated version being introduced in 20%¢BI, 2020) after

its pilot launch in 2018, which tested over 3,300 projects across 54 countries
(Fedrizzi and Hodgdon, 2020; Matos, 2014) The WELL tool kit i ncl
that aim to advance health by setting performance standards for design interventions,
operational protocols and policies and a commitment to fostering a culture of health
and we (IWBh 20203 A report by thdWBI (2019)detailed the top

modifiable risk factors contributing to Disabilidjusted Life Years (DALYS)

within the UK and how the WELL toolkit can be applied to address these. The most
prevalent DALYS within the UK relates to drug or alcohol abuse, lack of kedanc
nutrition and occupational riskBVBI, 2019), figures shown iTable4-3. The

WELL toolkit focuses on evaluating behavioural and environmental risk factors

within buildings. It suggests that many DALY's can be addressed by improving
wellbeing and empowering people rather than just treating disease. Something
addressed within ThWELL Framework of 108 wellbeing features ten concepts: air,
water, nourishment, light, movement, thermal comfort, sounds, materials, mind, and
community(IWBI, 2021).
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Table4-3 Top modifiable risk factors that contribute to Disab#igjusted Life Years (DALYS) within the UK
(Figures fromlWBI (2019))

The top 10 UK MPFs DALYs per 100,000people Total of DALYs (all

causes)
smoking 2994 11.36%
Alcohol use 1263 4.79%
Low whole grains 670 2.54%
Drug use 640 2.43%
Low fruit 260 2.12%
Ambient particulate matter 537 2.04%
Occupational asbestos 413 1.57%
Low physical activity 352 1.34%
Low vegetables 338 1.28%
Occupational ergonomic 259 0.98%
factors

4.4  Scoping Review of Post -Occupancy
Evaluation in Healthcare

A scoping review on the use of POE in healthcare was conducted wits#arch

g u e s Whab postoicupancy evaluation techniques can be used in healthcare
environments® . T h e aomprehersisely gather evidence on existing POE
articlesand tools which have or can be used in health@dre protocol was
registered on th2 March 2024which provides detail on the background and scope
of the review(Kinloch and Grant, 2024Yhe outcomes suppditecreation of a

novel postoccupancy evaluation (POE) tool for evaluating PPWH environment.

44.1 POE in Healthcare
There are several challenges to undertaking a POE in a healthcare environment. The
first issue is that new healthcare facilities can take three to nine years to materialise.

This time gap could impact the measurement and reporting of outcomes,
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organisations forgetting what they intended to measure, and staff involved in initial

project may have left. An additional challengéhatthe organisationhave to

transition and adapt @n unfamiliar environmergnd often a new way of working,

which can hamper efficiency and increase stress levels. This can lead to the

organi sation becoming Aless interested,
measured outcomeso: Part i dedbyadifficult i f t he
transition periodMcCullough, 2010: 4)

Performance measures within healthcare progités directly relate to the

performance of health outcomes, making POE a more complex p{@mesahoto

et al, 2009; Stichler, 2007Alvaro et al.(2016)highlightedthat typically, POE
outcomes are determined by government or hodfEtalrecardy whichareoften
challenging tairectly relate tahedesign and, therefore, can fail to capture the
experience of the building users adequately. Their study evaluated a new hospital,
the former facilities, and a comparison facility. The new hospital was designed
specifically for the needs of patients, witteation given to connection to

communities, nature, and the city, which aims to enhance social connectedness and
stimulate activity. Therefore, they suggest an altern&tovgpice POE Toolkjt

where the buildings' design intentions form the theoreticaldations for

developing and evaluating outcomes. Rather than focus on traditional objective
health outcomes, it focuses on the design's impact on psychosocial welllearg

et al, 2016) This viewwasechoed byDay (2007: 88)who criticises the traditional

use of empirical evidence, doubting healing environments can be measured through
fipain scores, mixedenous oxygen saturation, or hospital length oféstafis study
addresses thiiraditionab style of evidence by developing#ospice POE Toolkit
basedaround aspects of wellbeing to evaluate pexsntred aspects of the new

facility.

Commonly useevidencebased tools evaluag healthcare design quality within the
UK are Achieving Excellence Design Evaluation Toolkit (AEDET) and A Staff and
Patient Environment Calibration Tool (ASPECT). Although launched in 1994,
AEDET was published in 2001 to establish an indugitige toolkitfor healthcare
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design evaluatioPhiri, 2015) The AEDET offers 59 points against which the

design is evaluate@Facilities, 2008 #4360} Built uponthe foundations of the QI°,

the AEDET provides a comprehensive assessment of buildings, covering three main
sections: impact, build quality and functionality, divided into ten assessment criteria.
In 2004, the University of Sheffield healthcare research group refined the toolkit,
renamed AEDET Evolution, in response to criticisms regarding the source of
authority, ease of use and reliability. ASPECT was developed as an extension to
AEDET Evolution, related to measuring the building concerning patient and staff
satisfaction and patnt health outcomes. A@I specific to health buildings was

finally launched in 2014, offering an alternative to AEDET Evolution and adopted by
some organisations, such as NHS Engl@ftdri, 2015; Phiri and Chen, 2014)

4.4.2 Scoping Review Methods

The search was conducted in eight electronic databases (CINAHL, Engineering
Village, Embase, Medline, Greenfile, PsycINFO, Scopus and Web of Science).
Further searches included databases for standards and technical reports (Barbour
Index. Center for HealtBesign (CHD), and construction information services

(C1S)), and grey literature sources (World Health Organisation (WHO), Google,
Google Scholar, ProQuest Dissertations and Theses Global, Environmental Design
Research AssociatioEDRA) andinternationalAssociation Peopk&Environment
Studieg(IAPS) conference proceeding&€DRA conferences proceedings available

on theirwebsitefrom 1969to 2023 where reviewed the only exclusions were
workshops, plenary sessions, and posters: due to the lack of written paper associated
with these types of outputinfortunately there was no accessl#PS through their
website or contact with the organisation and therefore the inclusion of IPAS results
waslimited to other search methads

A first screening (reading the title and abstract) of alkifielesand a second

6 The Design Quality Indicator (DQI) evaluates the design quality and construction of many new and
refurbished buildings throughout all project stages. Launched in 1999 and managed by the UK's
Construction Industry CoundiPhiri and Chen, 2014)

Chapter 4. Conceptual Framework pl04



screening (assessing the full text of eligidigcleg wasconducted. Theutcome

and process of which geen in the Preferred Reporting Items for Systematic
Reviewsand MetaAnalyses (PRISMA) DiagrafiMoher, 2010 #4739}n Figure

4-2. The inclusion and exclusion criteria are providedable4-4. The synthesis is

predominantly in tabular format, with additional description where required

Figure4-2 PRISMA Diagram{Moher, 2010 #4739}

)

PRISMA 2008low Diagram

=
g Records identified through Additional records identified
'g database searching through other sources
Zg (n =4053 (n=2280
()
i)
A 4
Recordsafter duplicates
removed(n = 1999
(o))
=
=
o)
@ A 4 \ 4
O
2 Recordsscreened .| Records excluded Records screened
(n=1999 g (n =1877) (n= 302)
¥ T FulHtext
Full-text articles assessed Full-text articles Fulktext articles assessed articles
2 for eligibility > excluded for eligibility — excluded
5 (n= 112) (n=74) (n= 276) (n= 76)
2
w
A 4 A4
— Sudies included in Studies included in
qualitative synthesis qualitative synthesis
(n =38) (n=22)
©
() A4
E
5 Sudies included in
= quantitative synthesis
based orthesisquestion
(n=15)
Table4-4 Scoping Review: Inclusion and Exclusion Criteria
Inclusion criteria Exclusion criteria
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all postoccupancy evaluation (POE)
techniques described as suitable or have
been used for healthcare settings

articleswhere the POE technique can be
applied to any setting

peerreviewed journal articles, conference
papers, books. Expert opinion and grey
|l iterature such as
industry reports/ publications

all date ranges.

articlesfrom any country.

4.4.3 Scoping Review Results
There

evaluati on

was a final

techniques

Emergency department or outpatients

postoccupancy evaluation technigues th
focus on specific building typologies that
are not healthcare settings (for example
schools, universities, residential and so ¢
or cannogenerally apply to healthcare
settings.

articlesthat are not evaluating the
buildings after users occupation (i.e.
exclude those that are evaluated-paad
over).

articlesthat involve a scale beyond
buildings (such as neighbourhoods)

articlesthat do not describe the technique
or research methods used in the POE

literature reviews including narrative,
systematic reviews and medaalyses.

techniques thado notinvestigate all
occupant feedback (must include both st
and patients/ families).

articlesnot in English.

of 71

can be used i

title, year, type, setting and reason for inclusion or exclusion provideabie4-5.

Out of the 71 articles, 18 were relevant to the research questions for this study:

fiWhat methodologies are applicablehe measurement ttie persorcentred

outcomes of a hospice environment focusing on wellbeing, and how can these be

critiqued for their effectiveness?.

However

there were

sets ofarticles for analysis purposes these were considered aasrbclei therefore

a total of 15articleswere evaluatedlable4-6 contains the reference, title, type of

articleand setting and key focus area. Analysis of and comparison of these articles

including salient and discriminating features can be found in Chapter 9.

The included articles are niaticlesfocusing on a specific building (or series of

buildings), three tools (developed to inform the POE), and three containing both

Chapter 4. Conceptual Framework

p106

art i eotcepancyt h at

an

heal

reci



tools and relatedrticles 13 articles focused specifically on a healthcare environment

with cancer centres (N=3) and hospitals (N=3) being the main category followed

closely by hospices (N=2): the other two included articles focused on general

buildings. The articles were publisth between the years of 2602023 with many

being published in 2016 (N=3) and 2022 (N=3); so they are applicable to current

advancements in healthcare. The articles cover an international scope with N=6
published in the USA, N=3ithe UK, N=2 in Canada, N=1 in Malaysia, N=1 in

Irag, N=1 in Italy and N=1 in Cyprus.

Table4-5 71 articles that answered the quesfiovh a t -ocpupasidy evaluation techniques can be used in

heal t hcar e eandtheirreasansrfe mdlusich@r exclusion.

Title and Reference Year, Type,
Setting

Post occupancy Evaluatior 2022, Study:

of a Neighbourhood Hospitals
Concept Redesign of an

Acute Care Nursing Unit in

a Planetree HospitéRose

et al, 2022)

The Continuous Learning = 2022, Study:

Cycle: A Multi-phase Post | Hospitals
occupancy Evaluation

(POE) of Decentralized

Nursing Unit Desigr{Cai

and Spreckelmeyer, 2022)

Environmental Physical 2021, Study:

and Perceived Quality in | Hospices
Hospice(Ferrante and
Villani, 2021)

The Role of Patients' 2020, Study:

Psychological Comfort in | Hospitals
Optimizing Indoor Healing
Environments: A Case

Study of the Indoor

Environments of Recently

Built Hospitals in

Sulaimani City, Kurdistan,

Iraq (Mahmood and Tayib,

2020)

Healing environment

Chapter 4. Conceptual Framework

Reason

Focuses on a neighbourhood
model akin to the Sengetun care
model, rooted in the Planetree
Philosophy and centred on
wellbeing.

Focuses on a decentsad
model, using a longitudinal
approach and involving key
stakeholders in the research
design.

Focuses on the physically and
emotionally supportive aspects (
hospice settings and their impac
on persorcentred care and
wellbeing.

Focuses on psychological
comfort and environmental
quality in broader settings,
applicable to assessing person
centred outcomes, including
cultural aspects.
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correlated with patients'
psychological comfort:
Postoccupancy evaluation
of general hospitals
(Mahmood and Tayib,
2019)

Perceived Importance of | 2018, Study:
Wellness Features at a Cancer
Cancer Center: Patient an( centres

Staff Perspective§Tinner,
Crovella and Rosenbaum,
2018)

Perceived importance of
wellness features at the
Upstate Cancer Center:
Patient and staff
perspectivegTinner, 2016)

Evaluating Intention and | 2016, Study:
Effect: The Impact of Healthcare

Healthcare Facility Design
on Patient and Staff Well
Being(Alvaro et al, 2016)

Evidencebased design in | 2015, Study:
an intensive care unit: End Specific:

user perceptiond-erri et ICU
al., 2015)

Development of Hospice | 2017, Tool:
Environmental Assessmen Hospices

Protocol (HEAP): A post
occupancy evaluation tool
(Kader, 2017)

The Inclusion, Diversity, | 2022, Tool:
Equity and Accessibility | General
audit. A postoccupancy buildings

evaluation method to help
design the buildings of
tomorrow(Zallio and
Clarkson, 2022)

Ambulatory infusion suite: 2012, Study:
pre- and postoccupancy Cancer
evaluation(Shepleyet al, | centres

2012)

Chapter 4. Conceptual Framework

Focuses on wellness features
relatedto persorcenteredness

Focuses on evaluating design
effectiveness based on wellbein
outcomes.

Focuses on designs conducted i
ICUs using EBD principles
centred on wellbeing, noting
similarities in patient populations
with hospice settings.

Focuses on a direct relationship
to hospice settings; uses tools n
specifically for capturing
feedback but tailored to hospice
'therapeutic goals' and adaptabl
for PostOccupancy Evaluation
(POE) methods.

Focuses on broader
methodologies (general
buildings) that are applicable to
hospice settings due to their
inclusivity and accessibility.

Focuses on environmental
psychology and wellbeing
principles such as choice, contrc
and biophilia, despite different
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Assessment of Healing
Environment in Paediatric
Wards(Ghazali, 2010)

Healing Environment:
Status and Design Trend ¢
Pediatric Ward¢Abbas,
2009)

Establishing psychological
wellbeing metrics for the
built environment{Watson,
2018)

Exploring the Use of the
AEDET Hospital
Evaluation Toolkit to
Create a Better Healing
Environment for Cancer
Patients beyond the Globa
North (Tekbiyik Tekin and
Dincyurek, 2023)

Does the design of
hospitals meet the needs ¢
older people? An
evaluation of three acute
care settinggBarnes,
Torrington and Lindquist,
2016)

A post occupancy
evaluation of the Dundee
Maggie Centr¢Stevenson
and Humphris, 2007)

The Impact of Infusion
Center Layout on
Workflow and Satisfactions
in Two Cancer Infusion
Centers: A Case Study on
Staff and Patients
(Jalalianhosseiret al,
2020)

A field study on indoor
environment quality of
Chinese inpatient buildings
in a hot and humid region
(Tanget al, 2019)

2010, Study:

Paediatric
wards

2018, Tool:
General
buildings

2023, Both:
Oncology
hospitals

2016, Both:
Specific:
Acute-Care
Units

2007, Both:
Cancer
centres

2020, Study:

Cancer
centres

2019, Study:

Hospitals

Chapter 4. Conceptual Framework

settings.

Focuses on paediatric settings
with outcomes related to healing
environments that directly
correlate to wellbeing.

Focuses on utding methods to
measure enhancements in
psychological wellbeing.

Focuses on cancer care, with
insights from adapting and
applying the AEDET toolkit
applicable to the UK setting,
emphassing wellbeing principles
and healing environments.

Focuses on insights from studie:
designed for older adults' specifi
needs, applicable to hospice
settings and persecentred
aspects.

Focuses on a caneeare centre,
assessing psyckspcial support
and wellbeing in relation to the
hospice setting.

Lacks sufficient patient feedbacl

Lacks sufficient feedback.
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Overcoming the Challenge
Inherent in Conducting
Design Research in Menta
Health Settings: Lessons
from St. Joseph's
Healthcare, Hamilton's Pre
and PosOccupancy
Evaluation

Evaluation of the built
environment: staff and
family satisfaction preand
postoccupancy of the
Children's HospitafAhern
et al, 2016)

Evaluation of the built
environment at a children's
convalescent hospital:
development of the
Pediatric Quality of Life
Inventory parent and staff
satisfaction measures for
pediatric health care
facilities (Varni et al,

2004)

Postoccupancy evaluation
and field studies of therma
comfort(Nicol and Roaf,
2005)

A postoccupancy
evaluation of wayfinding in
a pediatric hospital:
Research findings and
implications for instruction
(Brown, 1997)

Postoccupancy evaluation
and codesign in mental
healthcare buildings: User'
input as a driver for
functional and technical
adaptations in post COVID
19 reality(Goulart and
Ono, 2022)

Applying Social Return on
Investment (SROI) to the
built environmen{Watson

2016, Study:

Mental
Health
Facility

2011, Study:

Paediatric
hospital

2004, Study:

Paediatric
hospital

2005, Study:

General
buildings

1997, Study:

Paediatric
hospital

2022, Both:
Mental
Health
Facility

2017, Tool:
Cancer
centres
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Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Lacks sufficient user feedback.

Not transferable to hospice
setting.

Not transferable to hospice
setting or applicable to study
purpose

Not applicable to persen
centredness.
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and Whitley, 2016)

BOSSA: a
multidimensional post
occupancy evaluation tool
(Candidoet al, 2015)

Capturing the social value
of buildings: The promise
of Social Return on
Investment (SROI)
(Watsonet al, 2016)

A systematic conduct of
POE for polyclinic facilities
in Saudi Arabia
(Salaheldin, Hassanain an
Ibrahim, 2020)

Postoccupancy evaluation
of indoor environmental
guality in ten nonresidentie
buildings in Chonggqing,
China(Tang, Ding and
Singer, 2020)

Newly Built Public
Paediatric Wards Increase
Length of Stay (LOS)?
(Ghazali, 2012)

Investigation on the Indoor
Environment Quality of
health care facilities in
China(Liu et al, 2018)

Analysis and Evaluation of
Indoor Environment,
Occupant Satisfaction, anc
Energy Consumption in
General Hospital in China
(Sunet al, 2023)

Performance assessment
the built environment in
healthcare facilities
(Salaheldiret al,, 2021)

Building a knowledge base
for evidencebased
healthcare facility design
through a posbccupancy

2016, Tool:
Office
buildings

2016, Both:
Cancer
centres

2021, Study:

Outpatients

2020, Study:

General
buildings

2012, Study:

Paediatric
wards

2018, Study:

Hospitals

2023, Study:

Hospitals

2021, Study:

Outpatients

2014, Study:

Hospitals
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Not transferable to hospice
setting or study purpose

Not transferable to hospice
setting or study purpose.

Not transferable to hospice
setting or study purpose.

Not transferable to hospice
setting or study purpose.

Not transferable to hospice
setting or applicable to study
purpose.

Not transferable to hospice
setting or applicable to study
purpose.

Not transferable to hospice
setting or applicable to study
purpose.

Not transferable to hospice
setting.

Not applicable to persen
centredness.
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evaluation toolkifJoseph

et al, 2014)

Lessons learned from 20 | 2021, Study: N Not transferable to hospice
years of CBE Carehome setting.

surveyy(Graham,

parkinson and schiavon,

2021)

A structural format to 2020, Study: N Not transferable to hospice
facilitate user input for the ' Specific: setting.

co-design of a cardiac Cardiac

health unitWaroonkun, Health Unit

2020) (CHU)

Performance evaluation of 2009, Study: N Not transferable to hospice
a psychiatric facility in Sdo Mental setting.

Paulo, Brasi(Walbe Health

Ornsteinet al, 2009) Facility

Postoccupancy evaluation| 2008, Study: N Not transferable to hospice
correlated with building Government setting or applicable to study
occupants' satisfaction: An and public purpose.

approach to performance | buildings
evaluation of government

and public buildings

(Nawawi and Khalil, 2008)

Clinic Design Post 2015, Tool: N Not transferable to hospice
Occupancy Evaluation Outpatients setting.

Toolkit (PDF version)

(Design, 2015)

A postoccupancy 2012, Study: N Not transferable to hospice
evaluation of patient's Hospitals setting.

perception of visual

comfort in hospital wards

(Pritam and Mukta, 2012)

Design enhancing 2013, Study: N Lacks sufficient: evidence
instruments: Post Hospices

Occupancy Evaluation in

Hospice DesigiiFerrante,

2013)

Improvement of visual 2019, Study: N Not transferable to hospice
comfort through a human | Specific: setting.

centered methodology. An| Clinic

experience of Post waiting

Occupancy Evaluation in | rooms
hospital buildinggSpirito
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and Giuliani, 2019)

PostOccupancy Evaluatior 2017, Study: N

of Fountain House: A
Study on an Alternative
Healthcare FacilityErfani,
2017)

Harmonizing Health
Services by Design at
Providence Care Hospital:
User Experience and
Design Evaluation Before
and After the
RedevelopmeniCeleste
Alvaro, Melanie Elliott and
Kostovski., 2019)

PostOccupancy
Evaluation: Observations
on Patient Satisfaction anc
Staff OperationgMeilink
and Debbie Phillips, 2016)

Toolkit for healthcare
facility design evaluation
some case studi¢be
Jager, 2007)

A Planning Guide for Post
Occupancy Evaluation: Th
ABCs of POEdqAlvaro et
al., 2015a)

Design and evaluation: Thi
path to better outcomes
(Alvaro et al, 2015b)

Linking programming,
design and post occupanc
evaluation: A primary care
clinic case studyBattisto
and Franqui, 2013)

ProCure23 Pre + Post
Occupancy EvaluationPre
+ Post OE How to Guide

Outpatient:
mental health

2019, Study:
Hospitals

2016, Study:
Hospitals

2007, Study:
Healthcare

2015, Tool:
Healthcare

2015, Study:
Healthcare
(complex
care,
rehabilitation
, and long
term care
services)

2013, Study:
Outpatients

2022, Tool:
Healthcare
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Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not applicable to persen
centredness.

Not applicable to persen
centredness.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.
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(Improvement, 2022)

Does space matter? An
exploratory study for a
childi adolescent mental
health inpatient unit
(Trzpucet al, 2016)

Listening to people to cure
people: The LpCjtool, an
instrument to evaluate
hospital humanization
(Buffoli et al, 2014)

Piloting a building
performance evaluation
tool: Evaluation of two
inpatient units at an acute
care hospital in Canada
(Knudtsonet al, 2011)

Post Occupancy Evaluatio
Project Report: Completior
of Phase 1: POE Protocol
Development
(ENGINEERING, 2006)

FINAL REPORT 1:
Review of the Probe
process(Cohenet al,
1999)

Post occupancy evaluatior
Development of a
standardised methodology
for Australian health
projects(Carthey, 2006)

USEtoolEvaluating
Usability: Methods
Handbook(Hansen and
Jensg, 2009)

The patients' view of their
domain(Chen and Sanoff,
1988)

Occupants' assessments ¢
indoor environments:
Questionnaire and rating
score methodLevermore,

2016, Study:

Mental
Health
Facility

2014, Tool:
Hospitals

2011, Study:

Hospitals

2006, Tool:
Office
buildings

1999, Tool:
General
buildings

2006, Tool:
Healthcare

2011, Tool:
General
buildings

1988, Study:

Hospitals

1994, Tool:
Office
buildings
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Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not applicable to persen
centredness.

Not transferable to hospice
setting.

Not transferable to hospice
setting.

Not transferable to hospice
setting.
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1994)

Evidenceinformed health | 2021, Tool: N Not transferable to hospice
care infrastructures: test of Hospitals setting.

SustHealthv2 tool on

hospital pilot cases

(Brambilla, Lindahl and

Capolongo, 2021)

Developing the Birth Unit | 2010, Tool: N Not transferable to hospice
Design Spatial Evaluation | Specific: setting.
Tool (BUDSET) in Birth Units

Australia: a qualitative
study(Foureuret al, 2010)

Healthcare building 2017, Study: N Not transferable to hospice
sustainability assessment | Healthcare setting.

tool-sustainable effective

design criteria in the

Portuguese contextle

Fatima Castro, Mateus an(

Braganca, 2017)

A Staff and Patient 2008, Tool: N

Environment Calibration | Healthcare Lacks sufficient: POE

Tool (ASPECT)(Facilities, Methodology.

2008)

Strategic Prioritization of | 2021, Tool: N Not transferable to hospice
an Occupancy Evaluation | Healthcare setting or applicable to study
Program for Healthcare purpose.

Design(Freihoefer and

Rich, 2021)

USER EVALUATION OF | 1980, Study: N Not transferable to hospice
A REHABILITATION Specific: setting or applicable to study
CENTER FOR THE Facility for purpose.

ELDERLY AND older and

HANDICAPPED (Burton, | impaired

1980) users

Application of 1992, Study: N Not transferable to hospice
Environmental Evaluation | Hospitals setting or applicable to study
by Hospital Users in Healil purpose.

Care Facility Management
(Kato and Komatsu, 1992)

BUS occupant survey 2010, Tool: N Not transferable to hospice
method: details for General setting or applicable to study
licenseegLeaman, 2010a) | buildings purpose.

Chapter 4. Conceptual Framework pl15



Table4-6 15 Included Aticles

Title and Reference

Post occupancy Evaluation of ¢
Neighbourhood Concept
Redesign of an Acute Care
Nursing Unit in a Planetree
Hospital(Roseet al, 2022)

The Continuous Learning Cycle
A Multi-phase Posbccupancy
Evaluation (POE) of
Decentralized Nursing Unit
Design(Cai and Spreckelmeyel
2022)

Environmental Physical and
Perceived Quality in Hospice
(Ferrante and Villani, 2021)

The Role of Patients'
Psychological Comfort in
Optimizing Indoor Healing
Environments: A Case Study 0
the Indoor Environments of
Recently Built Hospitals in
Sulaimani City, Kurdistan, Iraq
(Mahmood and Tayib, 2020)

Healing environment correlatec
with patients' psychological
comfort: Postoccupancy
evaluation of general hospitals
(Mahmood and Tayib, 2019)

Perceived Importance of
Wellness Features at a Cancer
Center: Patient and Staff
PerspectivegTinner, Crovella
and Rosenbaum, 2018)

Perceived importance of
wellness features at the Upstat
Cancer Center: Patient and sta
perspectivegTinner, 2016)

Evaluating Intention and Effect
The Impact of Healthcare
Facility Design on Patient and
Staff WellBeing (Alvaro et al,

Chapter 4. Conceptual Framework

Year, Type,
Setting

USA, 2022,
Study:
Hospitals

USA, 2022,
Study:
Hospitals

Italy, 2021,
Study:
Hospices

Iraq, 2020,
Study:
Hospitals

USA, 2018,
Study:
Cancer
centres

Canada,

2016, Study:

Healthcare

Reason

Evaluates the impact of environment
design on the efficiency and
satisfaction of nurses, alongside the
perceived patient care quality.

Evaluates the design of decentwadi
nursing stations on operational
efficiency, staff communication, and
patient satisfaction

Evaluates environmental factors
affecting the psychological needs of
hospice users

Evaluates how the physical indoor
environment of hospitals influences
psychological comfort and contribute
to an optimal healing environment.

Evaluates the impact of building
wellness features and determine thei
hierarchical relationships.

Evaluates the influences of
architectural design on psychosocial
wellbeing, with emphasis on social
connectedness

p116



2016)

Evidencebased designin an | Canada, Evaluates Impressions and experien:
intensive care unit: Endser 2015, Study: in a newly constructed ICU built usini
perceptiongFerriet al, 2015) | Specific: evidencebased design

ICU
Development of Hospice USA, 2017, Develops a tailored postccupancy
Environmental Assessment Tool: evaluation tool for hospice settings,
Protocol (HEAP): A post Hospices emphassing physical and
occupancy evaluation tool organgational features

(Kader, 2017)

The Inclusion, Diversity, Equity. UK, 2022, Develops an evaluation tool for
and Accessibility audit. A post | Tool: buildings related to thehallenges
occupancy evaluation method { General around inclusion, diversity, equity, ar

help design the buildings of buildings accessibility.
tomorrow(Zallio and Clarkson,

2022)

Ambulatory infusion suite: pre | USA, 2012, Evaluates the impact of the new

and postccupancy evaluation | Study: infusion suite design on social

(Shepleyet al, 2012) Cancer interaction, privacy, and access to
centres nature and daylight.

Assessment of Healing Malaysia, Evaluates the design quality of

Environment in Paediatric 2010, Study: physicalenvironments in paediatric

Wards(Ghazali, 2010) Paediatric wards on satisfaction and the creatio
wards of healing environments.

Healing Environment: Status
and Design Trend of Pediatric
Wards(Abbas, 2009)

Establishing psychological USA, 2018, Develops psychological wellbeing

wellbeing metrics for the built | Tool: metrics for the built environment,

environmen{Watson, 2018) General integrating psychological wellbeing
buildings models with financial reporting to

produce transferable, morsetd
evaluation metrics.

Exploring the Use of the Cyprus, Evaluates the effectiveness of the
AEDET Hospital Evaluation 2023, Both:  AEDET evaluation toolkit in assessin
Toolkit to Create a Better Oncology hospital environments, focusing on
Healing Environment for Cance hospitals physical environmental attributes tha
Patients beyond the Global influence health outcomes and

North (Tekbiyik Tekin and wellbeing

Dincyurek, 2023)

Does the design of hospitals | UK, 2016, Develops and tests a matrix to evalui
meet the needs of older people Both: hospital design in supporting specific
An evaluation of three acute | Specific: needs of older people.

care settinggBarnes, Torringtor] Acute-Care
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and Lindquist, 2016) Units

A post occupancy evaluation o| UK, 2007, Evaluates the design and physical
the Dundee Maggie Centre Both: Cancer performance of a Maggie Centre on i
(Stevenson and Humphris, centres impact on their health and wellbeing
2007)

4.5 Evaluating Wellbeing

As wellbeing is subjective, it is often measured throughreelbrts(Eid and Larsen,
2008) but objective measures can help validate evidence for producing government
policies(Diener, 2009)This wasevident within asystematic literature review by
Zhang, Tzortzopoulos and Kagioglou (2018hey coined the teriiihealingbuilt
environmend (HBE) to describe streseducing and healthromoting healthcare
buildings. The review examined 127 papers on scientific evidence related to HBE.
They found many existing studies focused on the impact of a single HBE aspect
against one health outcome.dddition, they found no consistent evaluation
approach across these studies, concluding thatwesaflack of an adequate
method that integrates credible findings holistically to demonstrate the cumulative
and interactive effects of various environ@mspects on occupants' wellba&ng
(Zhang, Tzortzopoulos and Kagioglou, 2018: 7%®wever, the authomserenot
critiquing thefimost suitable evaluation method but rather documenting various
aspects to create a comprehensineironmernitoccuparithealth(E-O-H) framework

to fidentify and evaluate different HBE characteristics used in future evaluation
projects. The framework incorporates three design principles: (1) a comfortable
environment; (2) a wellunctioning healing space; and (3) a relaxing atmosplhtere.
attempts to consider the interplay between interrelated and diversedd®Esfand
their impact on multiple health outcomes. Thpegvidedan example: an appropriate
lighting level can provid¢l) a comfortable environment that is neither too bright nor
too dull; (2) a weHfunctioning space (safety) by reducing medical errors; and (3) a

relaxing atmosphere by impacting the perception of signage, which alleviate stress

Chapter 4. Conceptual Framework pl118



levels. Ultimately the frameworficonsiders that people are mudtmensional and
that healthcare buildings are also mditnensional. It also considers that one
dimension can influence many others, directly or indiréd@hang, Tzortzopoulos
and Kagioglou, 2018: 759)

Wellbeing is such a broadly defined term and is influenced by many factors.
Therefore, for this study, it was necessary to establish criteria that would be
constantly implemented over all research methods to evaluate the environment
efficiently and effectrely. The termiwellbeingd can often refer to a multitude of
elements, with this study drawing dfary Jo Kreitzer (2012)a nurse, professor, and
health researcher, who defines wellbeingastate of being in balance and
alignment in body, mind, and spaiKreitzer, 2012: 707)The wellbeing model
summarises elements that influence wellbeing: health, relationships, security,

purpose, community, and environméKteitzer, 2012) Defining wellbeing as:

fiHealth: physical, emotional, mental, and spiritual health.
Purpose: an aim and direction, a direct expression of spirituality that gives life
and work meaning.
Relationships: social connections, networks, and the quality of relationships.
Community: resources and infrastructure and the extent to which people are
engaged and empowered.
Environment: access to nature and clean air, water, andftexn
Security: basic human needs, stable employment, sufficient finances, and
personal safety.

(Kreitzer, 2012: 70&09)

One tool currently in use within the hospice which could be described as measuring
wellbeing, although treatment, rather than building, related i©theome

Assessment and Complexity Collaborative (OACC) suite of meadresgarch into

this came about through informal discussion whtaPPWH Education Facilitatas

it could provide valuable insight for the creation of a POE focused on peesdred
principles. The specific tool the hospice utilised waditbhegrated Palliative Care
Outcome Scal@POS) (formally thePalliative Care Outcome Scale (PQ&hich is
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a surveytool for those with advanced iliness, not just measuring QoL or physical
symptoms but also psychological, emotional and spiritual needs and communication
and suppor(Hearn and Higginson, 1999; Oriagtial, 2019) the tool covering

fipati entsd® main concerns, common symptoms
wellbeing, sharing feelings with family or friends, information received, and

practical concerris(Murtaghet al, 2019: 1046)The toolbegirs with an operended
questionfiwhat have been your main problems or conaese#ting a precedent for a
different way to assess patient outcorf@saniet al, 2019: 776)Establish a
personcentred approach to understanding the reasoning behind a patient's view on
their health outcome3his supported them to provide, and acknowledge the
importance ofprovision of supporbeyond medical intervention. For exammeae

staff member recounted that a patient indicateaninent level®f distresghat
medication could not stabilise. Howeveompleting the IPOS it wadiscovered

their distressvas linked to feeling worried about their pets left at hoveich

enabled staff to discuss solutions with the patient and ultimately shimpeol\ed

patient outcomes score. Thighlightsthatelementsmpacing wellbeing and

subsequent health caftenbe highly individual but have sifficant impacts.

4.6  Conceptual Framework

For this project conceptual franveork (Table4-5 to Table4-10) was developed
based orareviewof existing EBD and POE literaturdesktop review of the PPWH
building's brief design statement and iniaaldconsultation documentatisna short
ethnographic study, and findings from ot Study this was @irther refined
throughinformal discussions with staff and other palliative care researchers

The framework informs the development of the subsequent chaptenslespiming

t hi s mdthodblggy Chapter 5), design (Chapter 6), and methods (Chapter 7).
The framework and subsequent chapters foHospice POE Toolkjtwhich

indicated the key research principlesich determine the performance of the
PPWHagainstits expected outcomes whiéso informing lessons learned fature

projects.
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Chapter 9 provides a critique iiflevantPOEmethodologiesidentified in the
scopingreview,against this conceptual framework. Based on this, it was concluded
thattaking forward the modalient and discriminating featureeach would best
inform anovelHospice POE Toolkivhich holistically evaluatethe particularities

of the organisation and palliative care environment, in addition to the aspirations
outlined in the brief and issues found within the Pilot Study of the previous PPWH

facility.

The conceptual framewordonsistf six domainghat encompassed data gathering

from five participant groupacrossl3 wellbeing and fivenvironmental quality
evaluationcriteria Thedomainsand criteriawereinfluenced byZhang,

Tzortzopoulos and Kagioglou (201B)O-H framework andKreitzer (2012)

definition of wellbeing providinga frameworkfor POEs focusing opersoncentred
architectural feature®nlike otherhealthcaresvaluation studiest does nofocus on

clinical health outcomegsuch aseduced length of stayr medication usd)ut rather
establishes a thematic analysis that draws out common themes and influences across

wellbeingoutcomes
Table4-7 Framework:Domains

Domains Description

Choice Focus oraspects such as privacy, relationships, preferences, i
the sense of control available to users.

Inclusion Focus oraccessibility, fostering independence, and enhancing
sense of purpose and belonging within the environment.

Noise Focus ordecibel (dB) levels and users' perceptions of these
sounds.

Indoor Air Quality Focus ortemperature, relative humidity, CO2 levels, and users
(IAQ) perceptions of these elements.

Design Focus orarchitectural and interior design, focusing on aestheti
functionality, and the therapeutic aspects of the environment.

Nature Focus orthe integration of natural elements such as plants,

gardens, and natural views, and their impact on the facility's
ambiance.
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Table4-8 FrameworkParticipaniGroups

Participants
Patient

Clinical Staff

Non-clinical Staff

Family

Visitor

Description
Individuals receiving care and treatment within the facility.

Healthcare professionals directly involved in patient care, sucl
doctors, nurses, anterapists.

Employees who support the healthcare environment but are n
directly involved in patient care, such as administrators,
maintenance, and IT personnel. This also covers volunteers.

Relatives and closeadividuals associated with the patients, wht
may participate in care or visit regularly.this specific hospice
this will also relate to ‘clients’ who use the family support servi
area.

Individuals who visit the facility for reasons other than receivin
care, including friends of patients and professional visitors.

Table4-9 Framework: Wellbeing Evaluation Criteria

Wellbeing
Comfort

Control

Privacy

Safety

Sense of Belonging
Dignity

Nature

Art

Family Spaces
Social Interaction:
Visibility
Accessibility

Adaptability

Description

Evaluatephysical comfort.

Evaluatecontrol over environment.

Evaluateprivacy.

Evaluatesecurity measures and safety.
Evaluateenvironment that fosters belonging.
Evaluaterespecting dignity.

Evaluateintegrating natural elements into the environment.
Evaluateof the use of arand décar

Evaluatespaces available for family members.
Evaluatefacilities orareaghat promote social interaction.
Evaluatevisibility for staff andpatients
Evaluateaccessibility, including those witipecific needs

Evaluatethe ability to adapt to changing needs or circumstanct
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Table4-10 Framework:Environmental QualitCriteria

Environmental Description

Quality

Temperature Measure and evaluatemperature.

Ventilation Measure and evaluaggr flow and ventilation quality.
Noise Measure and evaluat®ise.

Natural Light Measure and evaluatatural light.

Artificial Light Measure and evaluagetificial lighting.

4.7  Conclusion

This chapter introduckthe concept ofireliable evidenagin the context of the
architecture profession, going on to detail the history and use of building evaluation
studies starting from the mi2Dth century. It introduaecommontoolsfor assessing
building performancendidentified POEmethodologiesised in healthcare
environmentsThe chapter concludédy describing the conceptual framewarked

to inform thisstudy.The following chapter discusses the research methodology and

its implications for this study.
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Chapter 5
Research Methodology

This chapter justifies the methodology that complements the theoretical and
conceptual frameworksf the previous chapters. Firstly, an introduction to the key
stakehol dersd involvement and i mportance
illustrated, which impacted the direction and primary aims of the research. Secondly,
the reasoning behind the mixegkthods case study methodology is presented,
informed by reviewing the paradigm wars and philosophical perspectives concerning
this study. Thirdly, the typal positivist orientation used for building evaluation

studies will be presented, and an explanation of why this study is instead using a
pragmatic constructivist orientation. The chapter then delves into the implications
these have on the methodologyfdre finally going on to discuss the divide between
disciplines and the benefits of interdisciplinary collaboration across architecture and

healthcare research fields.

5.1 Evolution of the Study

fiThe successful design and delivery of a project has always been about the right
people, team relationships, the use of proper techniques, and the implementation of
the appropriate toadg Christiansen, 2009: 26)

5.1.1 Co-Creation with Stakeholders
Schramm (1971: 12yarns thafiwhen the reputations of real people and the policies
of real systems are at stake, this may be a rather frightening respormsibility

Particularlywhen many people are deeply invested in the project and looking for
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positive outcomes, to combat this concern, a BRMG was set up to support the
research and ensure all stakeholders were informed of progress and direction. This
primarily consisted of the PPWH Director Of Clinical Services and two researchers,
including thePrincipal Researcher from the University of Strathclyde. Additional
input from other relevant members of PPWH staff included the Director of
Operations, Clinical Governance Coordinator and The Practice Development
Facilitator. This study evolved from disgions between the PPWH organisation and
the project architects, meaning the initial aims were established before the formal
commencement of the study. Helping establish a bid to generate funding for the
research project by defining the key aims and exgoestitcomes. The most

prominent feature was conducting ardigpth POE study to disseminate findings

from the innovative care model used within the IPU. This focus informed the
previous chapter, defining and contextualising POEs while identifying methods t

guide the evaluation of the care model.

However, as cautioned I8take (1995: 135Ja study may fail just because too

many demands were made df iThis was evident at the study's beginning due to
expectations and input from the organisation, architects, university, and supervisor.
After the study's inception with the research on POEs, informal discussion with the
organisation and esite observatio, it was clear that an-4depth POE of all

elements was not achievabléherefore, theesearch moved away from the

traditional technical and ceftcused POE in discussion with the orgaticn.

Instead, it focused on the persoentred aspects of the project, which would align

with the inherent values of the organisation. The organisation's vision and the
researchers' prior research experience in architecture and environmental psychology
provided the foundations for evaluating the environment against peestared

factors related to the wellbeing of people. To that end, the initial months of the study
involved finding an appropriate methodology and methods that would allow
flexibility for the research to evolve with the progression of the study and findings
rather than be constricted to giefined procedures. This would be achieved by
accessing literature from different research fields. The study, therefore, is situated
within the realm of interdisciplinary research, a term that encapsulates research that
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1 Multidisciplinary: the joining of two or more disciplines, with each producing
discipline specific results;
1 Cross disciplinary: crossing between disciplines to help explain a subject in
relation to another discipline; and
1 Transdisciplinary: dissolving the boundaries between disciplines to achieve
deeper insight and expand the knowledge base of a discipline
(Repko, 2012; Sarvimaki, 2018)

This study constitutes transdisciplinary research, aiming to dissolve boundaries
between the disciplines of architecture and healthcare research, achieving insight that
furthers the knowledge base for each. Contributing to the EBD knowledge base,
enrichedby environmental psychology, encapsulating sociology and psychology
(Brandt, Chong and Martin, 2010} fitranscends the narrow scope of disciplinary
worldviewsd and helps develofinew theoretical frameworks for understanding
social, economic, political, environmental and institutional factors in health and
wellbeingd (Klein, 2010: 24) However, interdisciplinary research can be challenging
due to the varying terminology between disciplines and reseai@arsmaki,

2018) Therefore, a method to combat this should be achieved to provide
understanding amortge entire groufGroenevelcet al, 2019)

5.2 Environmental Psychology

Environmentapsychology is the interdisciplinary study of the influence
environments have on individugM/ener, 2012)It is rooted in social sciences as it
utilises scientific methods and explanations to understand human behathieur

most relevant aspects to design are linked to sociology and psycliBlagyit,

Chong and Martin, 2010}t is a relatively new branch of psychology, with Egon
Brunswik (19031955) first using the terifienvironmental psychologyin his

theoretical worl(Pol, 1993) He studied the process of environmental perception (the
gathering of information through our senses) and environmental cognition (how we

process, store, and recall informatioflthough never performing any empirical
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studies in the field, his ideas established the intellectual basis for environmental
psychologyas it is known todayGifford, 2007) Willy Hellpach (18771955) was

one of the first academics to conduct a set of studies in the field in the early 20th
century. He was a German physician and psychologist interested in environmental
and urban issues within psychology. His research exptbeeshfluence that natural,
social, and historicatultural environments had on individuals. He also researched
the influence different environmental stimuli had upon people, such as the effect of
colour and form, the sun and moon stages, and environnesirames. Along with

his pioneering research in environmental psychology, he examined the difference
between urban and rural life, concluding that while the urban environment provides
more independence, it can also lead to feelings of isoldfiemdentified crowding,
overstimulation, and a constant state of alert as potentially problematic factors within
the city environmen{Pol, 1993)

In tandem with the rise of POE within the British architectural profession, in the late
1960s, systematic evaluations of buildings started to appear. However, they weren't
the work of architects but researchers working within the newly emergent field of
environmental psychologyCooper, 2001)It was officially recognised as a field of
study in the late 1960®ol, 1993)with the aim of using this knowledge to solve a
wide variety of problems. More recently, extensive researdbltigh et al. (2004)

Ulrich (2007)andPretty (2006explored the field of environmental psychology and
established convincing links between the environment and human health and
behaviour Evidencebased design can arguably be associated with this social science
discipline. It is mosstrongly associatedith urban (Jane Jacobs and William H.
Whyte) or interior space (Robert Sommer). The Environmental Design Research
Association EDRA) was established in 1968 to improve understanding of the
relationship between people and their environment and to estgtdisassthat

respond to human neefB®randt, Chong and Martin, 201@randt, Chong and

Martin (2010)categorised six key areas of investigation in environmental

psychology, whictwere

1 Attention, which looks at developing an understanding of how people
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voluntarily and involuntarily notice their environments

1 Perception, which looks at the ability of people to formulate cognitive maps of
their environments

1 Preference, which looks at the theory that people seek out environments where
they are comfortable, which helps to build confidence and engagement

1 Environmental stress and coping which can cover noise and temperature but
also uncertainty, unpredictability, and overlpad

T Participation, which |l ooks at enhancin
design, management, and restorgteomd

1 ConservatiorBehaviourwhich explorespeople's attitudes, perceptions and
values towards their environments and devises a strategy that promotes

positive behaviours.

The research methods for environmental psychology are varied and include
guestionnaires, laboratory experiments, simulation studies, field studies and case
studies(Wener, 2012)Early studies into environmental psychology focused on the
design of the built environment and its effect on human behaviour and wellbeing.
However, as interest invironmental psychology grew, the focus shifted towards
addressing not only design but aissues involving environmental sustainability
that end, and somewhat ironically, the influence of human activity on the earth's
environment became an important area of investigagisitwasapparent humans
were generating negative impacts in teroh air pollution, urban noise,
environmental quality, and overconsumption, which were assessed concerning
health, wellbeing, and sustainabil{fyol, 1993)

5.3  Guiding the Research Process

An invaluable resource for beginning to understand, define and plan the research

process for this study was derived fréirhe Foundations of Social Researtly

Crotty (1998) Thi s process aligns fwsenseaof Crott yods
stability and directioain which the researcher cdmove towards understanding

and expounding the research procassr their own fashion in forms that suit their

particular research purpogd€rotty, 1998: 2) Embodying this vision, reference to
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this texthas beerncluded throughouthis chapter to explain the foundations of the

research process while expanding on each with the researdbass'

5.4  Rationale for Case Study Methodology
Methodology isithe strategy, plan of action, process or design lying behind the
choice and use of particular methods and linking the choice and use of methods to
the desired outcondgCrotty, 1998: 3) Typically, before determining the
methodology, the philosophical underpinnings of a study would be introduced
(Crotty, 1998) However, among the initial decisions within the study, one of the first
was that it would be a case study methodology, determined Ioyatiiee of the topic
being a particulaficas® and aligning with the anticipated scope and outcomes.
Therefore, it makes sense to explain them in sequence of introduction to the study
(Figure5-1), each influencing its successaithough the methodology was
fundamentally predetermined, it was still essential to research and develop the case
study strategy and protocols. The methodology made it apparent that case studies
shared parallels with Mixed Methods Research (MMR). Res@atelthese two
methodologies provided apportunity to combine the two. The simplistic rationale

for amixed-methodscasestudy research design is that fiiase studyfocuses on a

Figure5-1 The four basic principles of the research process, as adapted from Crotty.(4298

l Methodology (ch3) J

Theoretical
perspective (ch3

Epistemology
(ch3)

Methods (ch4
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bounded system or ca@&rown, 2008; Merriam and Tisdell, 2015; Stake, 1995; Yin,
2018) and MMR combines qualitative and quantitative approaches to provide insight
beyond the limitations of one method ald@eeswell and Creswell, 2018)his is a

style choice which, in design research, could be argued involves an element of

creativity, mirroring that of the design process it¢8krvimaki, 2018)

Case studies have a history of being utilised within health due to their ability to
capture the vagaries within a clinical settifilie more the researcher has intrinsic
interest in the case, the more the focus of study will be on the case's uniqueness,
particular context, issues, and sto($take, 2003: 1550ne primarypurpose of a

case study is to contribute to policy and decisiwaking(Schramm, 1971)The case

study provides an tdepth focus to match the research aims to prodidbelsstic

and realworld perspective(Yin, 2018:5)The pexi bility and pote
application ararguably one of the key strengths of a case dfludigk, Jackson and

Usher, 2006: 107)A case study can focus on various subjects from decisions,
individuals, organisations, processes, programmes, neighbourhoods, institutions, and
eventgSchramm, 1971; Yin, 2018Although it could be argued thisas@® focuses

on the new hospice facility, it is more complex than that. It is more apt to see the
case as aset of decisior which began with an initial idea, sparked by a patient,

for the development of a new hospice facility, addressing important considerations
within the decisionsiwhy they were taken, how they were implemented, and with
what resulb (Schramm, 1971: 6)The uniqueness of this research design lies within

the focus of the case its¢Btake, 2003)Iinterestingly, a common challenge of case
study research is identifying the case it¢€lfeswell, 2018)which was not a

challenge concerning this studyhe most important aspect of this case study was
evaluating and disseminating findings from the Sengetun care model. The decision to
collect and analyse data from existing and new facildiesdlenged time and
resourcesHowever, it allowed the researcher to develop and hone research methods

and skills before evaluating the new environment.

The case study is not always fully embraced: its pragmatic nature is viewed as

inconsistent with more traditional methodologiesck, Jackson and Usher, 2006)
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Unlike an experiment, it cannot guarantee that results can be reprod8cibtamm,
1971)and it can be hard to produce generalisation due to-deqth focus on a

single or few casg$Stake, 1995)However, repetition within findings in the case can
createfiparticularisationgthat can contribute to the expansion and generalisation of
theory(Stake, 1995; Yin, 2018Additionally, credibility might be obtained by
continuously making descriptions and interpretations during the §¥iicly2018)

The greatest weakness of the study is the burden of responsibility the case study
approach places on the researcher. Other methods offer certain specifics and
procedures, but case studies offer fewer predetermined glndisad of restricting

data collection to specific pi@efined criteria, collecting as vast and varied a range

of information as possible is encouragétie success of each case can be measured
by how well the researcher interprets and presents the fin(Begsamm, 1971)A

case study need not cover only a speelf@nent of a case but can deal with the
project as a whol& his means that aat is lost in detail is gained in the breadth of
research, allowing the reader to determine what aspects of the decision and its results
might apply to their project&Schramm, 1971 However, traditional flowing

narratives can lead to lengthy, sometimes unreadable, docuivient2018)

Another downfall of case study research is that if the study is begun too late, then the
researcher could lose valuable evidedsewarned byschramm (1971: 8fiwhen

the early history has mellowed, somdithfe early problems and failures have been
forgotten, and the skein of policymaking can be restored only through the memories
of men who have been too closely involved to be objective aliout it

Following a clear methodological path is the starting point for solid case study
research, which should be clearly defined before starting. Prodiecsgfficient

blueprint for your studycan help manage and guide the research pr@¥ess

2018: 35) for example, helping to determine the type of data to collect and how it
should be analysg@roat and Wang, 20133 case study should be built on sound
design, with the research questions integral to this. Identifyir@0lerspective
guestions early is a good starting point as within qualitative projects, issues typically
fiemerge, grow, and déStake, 1995: 21)Conversely, within quantitative research,
issues can beconiinore refined or importaoiStake, 1995: 21)T'ypically, a

Chapter 5: Research Methodology pl31



starting point would be to produce a literature review and define research questions.
An alternative approach would be to conduct preliminary fieldwWgik, 2018)

With this in mind, this study began with scoping fieldwork in tandem with the

desktop review. Furthermore, a review of documents is essential when researching in
anfiunfamiliar cultur® (Schramm, 1971: 17¥0 physical immersion in the

environment should provide a further understanding of the organisation's culture and
palliative care environment. A project protocol was developed to plan and manage all

aspects of the projeas found inAppendix1.

This casestudyresearcltadopts an embedded singlase desig(Yin, 2018)by

looking at various separate haoterconnected aspects. In some studies, adding a
second research method can enhance understanding of one or more studyl bbases.
benefits of this have been recognised in this studydoptingMMR (Tashakkori

and Creswell, 2008As with case study research, MMR can address complex real
world problems and is often used within health rese@hop, 2015)By drawing
multiple meanings from findings, MMR can complement the idgaistified and
explored in case study reseaf€hreswell and Plano Clark, 2017; Stake, 1995)
Lending itself for use in this study, with findings being driven by the nature of the
problem without the limitations of a purely qualitative or quantitative paradigis.
embedding MMR case study design primarily focuses on qualitative databut

supportedy quantitative datéCreswell and Plano Clark, 2017)

Quantitative research is used for testing objective theories. Instruments may be used
to measure and obtain numerical data that can be analysed through statistical
procedured focusing on a deductive approach, testing theories, and producing
generalised fidings that can be replicaté@reswell and Creswell, 2018)

Qualitative research explores or understands the meaning people assign to a social
problem. Typically taking an inductive approach, the researcher draws interpretations
from the data. This method focuses on particular meaning and places importance on
doaumenting the complexity of a topic. Qualitative research methods became widely
accepted, developed, and adopted across the social sciences from the late 19th

century.At the time, sociology and anthropology qualitative research was often
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ethnographic: involving understanding the culture of the groghyding

behaviours, beliefs and valyesually achieved througihhmersion in communities

(Ritchieet al, 2013) i T]he role of qualitative evidence in design research case
studies é not only provides new views of
allows creativity both in the research design and in the data generation techniques,
especially regarding the thicleskcriptions of a setting within this particular

theoretical framewoik(Sarvimaki, 2018: 143)his highlighted the importance of

immersion in the hospice environment to adequately understand the perspective and

experiences being described by participants and present the findings accurately.

5.5 Paradigm Wars: Philosophical Debate
(Ontology and Epistemology):

With the decision of the methodology concluded, attention now turns toward
theoretical perspective and epistemology, firstly introducing two of the four basic
principles of the research proceBgylre5-1). A theoretical perspective fthe
philosophical stance informing the methodology and thus providing a context for the
process and grounding its logic and crite(@rotty, 1998: 3) Epistemology igithe

theory of knowledge embedded in the theoretical perspective and thereby in the
methodology (Crotty, 1998: 3)

A scientific paradigm can be used to understand these terms, which will ittierm
topic of inquiry, the research questions, the research design, data collection and
analysis strategig&arvimaki, 2018)Firstly, some key concepts must be defirfed.
paradigm is a basic set of beliefs that guide aot{@uba, 1990: 17)beliefs which
are commonlyishared by members of a research commaridpnmoyer, 2008:
591), sometimes referred to as a worldvig@reswell and Creswell, 2018; Lincoln,
1990; Schwandt, 2014y ontology and epistemolodZrotty, 1998) Ontology is the
study offibeingd, and epistemology deals with theature of knowledge(Crotty,
1998) Research design can be defined by ontology (nature of reality) and
epistemology (nature of knowledge or ways of knowing) that align with the research
questiongSarvimaki, 2018)Crotty (1998)purposefully excludeé@iontologyo from

his research process framewoRigure5-1) due to his view of ontology and
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epistemology being challenging $eparatérom one anotherito talk about the
construction of meaning (epistemology) is to talk of the construction of a meaningful
reality (ontology® (Crotty, 1998: 10)There are many nuances within paradigms, but
positivism and interpretivism are opposite ends of the philosophical sped@tnose
favouringquantitative methods would typically align with a positivist orientation,
assuming one reality exists independent of the resegiideeriam, 2009) Empirical
science is closely linked to positivigi@rotty, 1998) with knowledge gained
described aBscientificd. On the other end of the spectrum, interpretivism believes
multiple realities existand that meaning is not discovered but construceotty,

1998) The term constructivism can be used interchangeably with this perspective
(Merriam, 2009)

Now that the critical terminology has been defined, the attention turns to the
subsequenward. Thefiparadigm warswas a phrase coined Bage (1989and
describes the conflict between academics and scholars from the qualitative and
guantitative disciplines during the 1980s; the objectisggking quantitative
researchers were beifigttacke® and surpassed by the prosperous-aaturalists,
interpretivists, and critical theoris&age, 1989)in the 20th century, German
philosopher and mathematicidmund Hussewriticised the objective scientific
methods used to study human issues, argithag life should be examined as people
experience @ (Sarvimaki, 2018: 72)His theories were the grounding for
phenomenology to flouristkhenomenology is an important tool in sociology, which
focuses on the meaning people assign to a partishEromenon, concept or idea
(Ritchieet al, 2013) It aims to understand how humans view themselves and the
world around them, seeking to reveal and convey deep insight and understanding of
concealed meanings in everyday experiences. The findings are rigorously
descriptive, exploring relationships betwgmople and situations and explained
through the researcher's intuition and analysis means that researcher. Therefore,
researchers are considered inseparable from assumptions and preconceptions about
the study phenomenand bias is a natural feature bistresearch, with attempts

made to explain and integrate th@Robson and McCartan, 2016; Sarvimaki, 2018)
These methods of philosophy have provided a way to interpret concepts étlah as
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spirit/sense of place (genius loci) and the meaning of home or dved|Sagvimaki,

2018: 156) Interestingly, the case study methodology chosen for this study also
originates from sociologists and is a rigorous way to design case studies of social
settings to analyse, evaluate, and communicate outg@aesmaki, 2018)The
similarities between the methodologies helped to bring awareness to detecting these
within this study.

However an innovative approaahneans the choice is not limited to these two
distinct paradigm¥Onethat combinedjualitative and quantitative reseaanid
heralded as thithird methodological movemen{Tashakkori and Teddlie, 2003: 5)
or even a standlone research paradigi@roat and Wang, 2013; Johnson and
Onwuegbuzie, 2016}t is known as pragmatismragmatism focuses divhat
workso, recognising the value of objective and subjective knowlé@geswell and
Plano Clark, 2017; McCaslin, 2008)here are three dominating research
approaches; qualitative, quantitative, and mixed methods.

Simply put, a research approach is the plan and procedures for research and involves
considering a philosophical worldview, research design and methedsions on

the approach are often determined through the researcher's philosophical
assumptions, strategy, and associated research mé@redsvell and Creswell,

2018) These research approaches are intrinsically linked to research paradigms.
Quantitative research traditionally aligngth positivist or pospositivist

epistemologies, while qualitative research is aligned with constructionist or
interpretive epistemologig8ishop, 2015; Creswell, 2018; Yardley and Bishop,

2008) Adopting an MMR design should consider the epistemological differences
between qualitative and quantitative research; typically, a realist belief within post
positivist and a relativist belief with constructionist or interpre(Bishop, 2015)

The incompatibility between the constructivist and positivist perspectives may seem
apparent at first. The constructivist viewpoint challenges the controlled experimental
technigues used in positivist research, arguing that they eliminate the individual
voice by imposing predetermined measures that have little meaning beyond the

controlled study. Conversely, the positivist perspective questions the reliability and
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scientific accuracy of the data produced by qualitative research, which often lacks
robust design and analysis, increasing the risk of(biasdley and Bishop, 2008)
Poorly employed qualitative or quantitative approaches can lead to problems when
analysing and interpreting findings. Lack of awareness of methods can lead to the
contextual and symbolic meanings of qualitative data being overlooked and
quantitative relbility and credibility measures insufficiently addres@@dhop,

2015; Yardley and Bishop, 2008)hus, developing a theoretical framework can aid
in successfully integrating qualitative and quantitative metkédsdley and Bishop,
2008)

55.1 The Tension Between Architecture and Social Research

A further consideration in establishing a suitable paradigm for this study was
balancing a building evaluation study, typically more objectve,sing on

wellbeing, and typically more subjective. Although building evaluation studies have
a firm foundation in social sciences, thegretraditionally viewed as different from
experimental method&Architectural methods sometimes resemble scientific ones,
and a process of research, such as science employs, can also be adopted in
architectureArchitectural esearch can hacreasinglymethodical, but the substance
of it can never be solely analytical. Always there will be more of instinct and art in
architectural researotfAalto, 1998: 77)Brown (2018)criticises the traditional POE
tending to overlook the social aspect of architecture in favour of technical aspects of
building performance. This is reflected in the detached terminology used, such as
Zimring and Reizenstein (198@gscription of a POE as éaxamination of the
effectiveness for human users of occupied designed enviroronéyyscally, POE

Is persorcentred, focusing on how individuals think and feel about the places around
them. In contrast, social research is pleeatred, focusing on psychological
constructs of space quality from a human perspe(@ealoul, 1991)Friedmann,
Zimring and Zube (1978)ighlightedsome key differences between each: social
science often attempts to control extraneous factors, being concerned with
behavioural causes, and focusomga few specific factors: on the other hand,
evaluation studies are more concerned with describing factors, determining the

influence on behaviour and often focus on complex multifactorial factors.
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Furthermore, social science is by nature critical, without outcomes often concerned
with issues or areas for improvement. In evaluation studies, equal consideration is
given to what works and should be kefdlto (1998: 77)acknowledges these
distinctions between both disciplines and why they should not be merged but rather

work together in harmony:

fiarchitecture has often been compared with science, and there have been
efforts to make its methods more scientific, even efforts to make it a pure
science. But architecture is not a science. It is still the same great synthetic
process of combining thousdsof definite human functions and remains
architecture. Its purpose is still to bring the material world into harmony with
human life. To make architecture more human means better architecture, and
it means a functionalism much larger than the merelynieal one. This goal

can be accomplished only by architectural methbgighe creation and
combination of different technical things in such a way that will provide for
the human being the most harmoniousl{f&éalto, 1998: 77)

Therehave been longtanding tensions between designers and those who assess
their buildings, parthdue to thdifalse dichotomy between the sciences on the one
hand and the humanities and arts on the ofttiésher, 2018: pvii) Thiswasdebated

at length withinSnow and Collini (2012)ritings on the seemingly irreconcilable
division between thed@wo culture®. Fisher (2018¥tates that some in the
architectural profession view the art of architecture and the social science of
environmental psychology as occupying vastly different worlds and, as such, regard
each other with suspicion. However, he refutes this view by stidwaigliscipline of
architecture, by its very nature, straddles the sciences and the arts, requiring
calculation as much as creativity. Furthermore, the practice of architecture demands
an understanding of the psychological, sociological, and anthropdlogjaéations

of the built environmeidt(Fisher, 2018: pvii)Neglecting these social sciences can
lead to the clients or occupants receiving a poorly performing and dysfunctional
building. Fisher (2018)elieves that a real challengasnot simply bridging the

divide between these two cultures but ensuring good communication between
researchers and practitioneféis wasreflected in the lack of topic specific peer

reviewed journals and networks, meaning tiveasno effective knowledge
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exchange between academia and practitiofi@esber, 2018)The critical perspective

of social science can often lead to conflicts and designers feeling threatened by
outcomes. If firms evaluate their designs, measures should be in place to reduce bias,
including preexisting criteria for measuring environme(fEsiedmann, Zimring and

Zube, 1978)These issues are deeply rooted within architectural education

Salingaros and Masden (20@G8pue that architectural education doesprovide a
sufficient background in the discipline's processes, principles and procedures that
other professional or scientific disciplines such as medicine, law, engineering,
mathematics, physics, chemistry, and biology pravidey criticise the constraints

of thefiparadigm of contemporary desigon the current model of architectural
education, the Bauhaus model dominating Wesderhitectural education since the
early 20th centurySalingaros and Masden, 2008: 12®%udents often come to the
programme with a limited understanding of the discipline, further impeded by
architectural education seeking to deconstruct amexisting thoughts or beliefs
about architecture and restructure these to focus on the limiesm of

creativity: epitomised in the typical introduction to the course asbobntext

design exercises oftdipd]ivorced from history, and from any eviderlcased
knowledge or practical applicatiohéSalingaros and Masden, 2008: 138)
addition,the design studioan failto sufficiently addrespractical issues (such as
clients' concerns and needs, costs, safety, regulation$hetcan limitlearning to
purely aesthetic forms and broadly excludes the importance of cultural or contextual
aspectsfurther impeded bgasy access tamagebased learning and exposto
obscure architectural language and t&€key argue thdiif architecture is to sustain
humanity, it must be fundamentally based on strucpuiatiples found in the

physical universe, supplemented with a deep understanding of the human psyche: of
human needs, activities, and perceptive mechani¢gadingaros and Masden, 2008:
135) They propose an evidenbased criterion could help objectively determine the
actualvalue in architecturelntelligenceBased Design, which will restablish the
discipline architecture as a knowledgased discipline: combining design thinking
with neurological engagement to human functioning and scientific logic, with a

particular focus on wellbeing.
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However thedivision between architecture and social sciennesducatiorh a s n 0 t
alwaysexisted.Manuela Mendes, Sa and Cabral (20d&3cribethe historic
interdisciplinary fusion of architecture and social sciences within education
Focusing on the systems in France and Por
architecture coursairectly emphasised the importance of a multidisciplinary
perspective. Specifically epitomised by the School in Portugal: in Porto, they studied
architecture's cultural and anthropological aspects, and in Lisbon, they focused on
political topics and adopted an irdesciplinary approach by introducing social
sciences, geography, and economlt¢soughout the 1960s and 1970s, France also
acknowledged an inherent link between the disciplines, leading to social science
subjects being incorporated into the architecture curriculum. However, it was
finecessary to transcend disciplinary boundaries and create a common terndinology
as social science professors attempted to define what is relevant to the built
environment that can be practically appli{gtbnuela Mendes, S& and Cabral, 2017:
37). This culminated in utilising ethnographic perspectivesamaloping new
observation methods and concepts for ways of thinking about space. Since then,
there have been many changes within the education system due to the Bologna
declaration, with architecture and urban planning courses becoming more
monodisciplirary. However, there have been attempts to introduce elective classes
within the social sciences in recent years, guidistgdents towards the worship of
impactful, architectural works and not peging them for didactical, practical,
experimental and interdisciplinary brieféManuela Mendes, Sa and Cabral, 2017:
40). Reflectionsfrom Manuela Mendes, Sa and Cabral (20duggest

interdisciplinarity and collaboration between subjectsid holistically respond to
theincreasing complexity in the worldEnacting a change from the currently
dominating reductive analysis perspectives in training and education in architecture
and urban plannind\s introduced within the previous chapter, BPE #rel

adoption of soft landingrinciplescould help to bridge this gap between fite/o
culture® in afinondichotomous and nehierarchical interweaving of architecture

and social sciesed (Fisher, 2018: pviti)
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5.5.2 Flexibility Within Mixed Methods Case Study Epistemology

The research question then aBkewo, helping identify specific aspects of the
environments thampact wellbeingYin, 2014) Case studies, as &all-

encompassing mode of enquiry...can embrace different epistemological orientations
(Yin, 2018: 18) As discussed within the methodology section, case studies are
flexible in how the philosophical underpinnings can be applied or Gdferidge

across the paradigméLuck, Jackson and Usher, 2006: 138ase study research
offers flexibility that is not as inherent in other research approashel as

grounded theory or phenomenolods case studies are designed to suit the specific
ficas® and research question, published case studies often vary in research design
(Hyett, Kenny and Dicksewift, 2014) These can even be reflected in the three
varyingepistemological views bylerriam (2009); Merriam and Tisdell (2018)n

(2018) andStake (1995); Stake (20Q3yho are frequently cited authorities in
establishing the foundations of the case study methodology. Yin'sisveitkated

within the positivist discipline (Yazan, 2015; Brown, 2018; Harrison et al., 2017)
stating thafia case study is an empirical metb@din, 2018: 15)andfiike

experiments, are generalisable to theoretical propositions and not to populations or
universes (Yin, 2018: 20) Conversely, Stake and Merriam are situated within the
corstructivism disciplineStake (1995); Stake (2008ates thaficase study
methodologywag written largely by people who presume that the research should
contribute to scientific generalisatid(Stake, 2003: 14®ut instead should focus on
the researcher's interpretation whigmcourages providing readers with good raw
material for their own generalisiogStake, 1995: 102Merriam and Tisdell (2015:
54/55)state that thésingle most defining characteristic of case study research lies in
delimiting the object of study: the ca@sélowever,Yin (2018)acknowledges that

much of the case study research in his dwadleanings towards &realisb

perspective. It offered a firm foundation to guide a case study methodology,
irrespective of epistemological perspective. Therefore, this study takes on aspects of

all three case study viewpoints.

This study's overarching social research component lends itself to the interpretivism

chain of thoughd the cocreation of theory through qualitative research and
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information sharing between the researcher and the participants. Therefore, as this
researclwasconcerned witla persorcentred project, ivasonly fitting, in this case,

that thePOEwasvery much alignedavith social outcomeslo achieve this, the

research design would have to rely on a paradigm that could focus on the subjective
human impact, leading to the conclusion that this study fundamentally disagrees with
the ontology ofirealisn®, part of the positivist paradigm, éthe world is there

regardles of whether human beings are conscious[& it a n]d&comes a world

of meaning only when meaningaking beings make sense af(Crotty, 1998: 10)

The researcher's backgroundhin architecture might influence this, as it would be
challenging to define typologies or state the purpose of designing without meaning
being assigned to them/e could assess the quality of the environment against
technical or accessibility guidance, but why is this guidance in place, and how was it
developed? Without relevance to humans and thus meaning, it simply would not
exist. Without being overly pedanémnd embroiling this study within thigaradigm

wars), the following section focuses on the much safer but often controversial

fimiddle ground of the philosophical debate.

5.6 Philosophical Underpinnings

56.1 A Pragmatist Paradigm

After introducing social sciences into the realm of architecture and exploring case
study epistemology, thermeasstill deliberationover the philosophical underpinnings
of the research, which will define the study outcor®3E and, more recently, BPE
are two strategies generally viewed as having a positivist perspddtigevas
evidenced within the previous chapters, defining the building evaluation process as
thefprocess of evaluating buildings in a systematic and rigorous niafrerser,
White and Rabinowitz, 2015: 3Jhis fisystematic mannewften places traditional
building evaluations with a firm grounding in the positiostpostpositivist
perspective of thoughta perspective that focuses on careful observations and
measurements of objective real{greswell and Plano Clark, 201Qonversely, as
evidenced within the previous chapter, the topics concerning wellbeing could be

argued to suit an interpretivist perspect@athering indepth information can
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harbour findings related to the specific phenomena being studied. It was clear that a
fusion of the twayuite differentperspectives of thought would be an appropriate
balance: on the one hand, focusing on objective truths: and, on the other, telling them
through the subjective view of those using the hospice, leading to the conclusion that
a pragmatist paradigm might b&sform the research design. However, as discussed

in the following chapter, thcas® itself influenced the research path.

Choosing a paradigm is essential as it deterniine& members of research
communities view both the phenomena their particular community studies and the
research methods that should be employed to study those pheodBemaoyer,

2008: 591) The pragmatist approach looks toward answeiiroggvd and fiwha
(Cherryholmes, 1992; Creswell, 2018)igning with case study research which

looks at capturing data from exploratdgityowo, fiwha andfwhyo questiongCrowe

et al, 2011; Flyvbjerg, 2011; Sarvimaki, 2018; Stewart, 2014, Yin, 20h8)

addition, mixed methods research is often reported synonymously with the
philosophical underpinnings of pragmatig@reswell and Plano Clark, 2017;
Denscombe, 2008; Tashakkori and Teddlie, 2008¢ development of pragmatism

as a philosophy was articulated through a set of ideas derived from Dewey, James
and Sanders Peir¢€reswell and Poth, 2018; McCaslin, 2008; Vannini, 2008)

Mead and Lewis building updhis philosophy(Thayer, 1968)Pragmatism was
formally linked to mixed methods researchTashakkori and Teddlie (20Q3yho
alsoproposed that the traditional dichotomy between philosophical worldviews
should be abandonedfavourof a practical and applied research philosophy. Some
scholars have countered this argument by suggesting that rather than viewing mixed
methods as a separate paradigm, it is more appropriate to identify the relevant
paradigm within mixed method&roat and Wang, 2013According to traditional
pragmatists, knowledge can only be comprehended from the perspective of a cultural
member and ndhrough an outside objectivist epistemoldyiannini, 2008) A
pragmatism interpretation of research doesasoertain if it represenisealityo but

is concerned with external implications in the context of its produ¢Bahop,

2015; Yardley and Bishop, 2008)ithin healthcare, these implications might

involve improved quality of life for patients with specific conditions or contribute to
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future health policiesTherefore, the research should be evaluated according to its
contribution to its unique outcomes, with pragmatism's key focus bewmgest to
answer the research quest{@&ishop, 2015)

Although pragmatism is commonly associated with mimezthods research, it is not
the only paradigm that is compatible with this appra#tdll, 2013) For instance,
Goldkuhl (2017)suggests that interpretivism and pragmatism can be combined,
either by using interpretivism as an instrument for pragmatist studies, or vice versa.
Interpretivism is primarily concerned with understanding and constructing meaning,
while pragmatism emphasis action and intervention based on constructed

knowledge.

5.6.2 Action Research: Appreciative Inquiry

Pragmatism does not limit itself to providing explanations or understanding, as
positivism and interpretivism do. Instead, it offers prescriptive guidelines, reveals
values, and suggests possibiliti€aldkuhl (2017)argues that all of these aspects
contribute to what he calls constructive knowledge. The key difference with other
epistemologies is that pragmatism empsessthe application of knowledge to
action. In other words, knowledge gained through pragmatic research should be used
to inform practical decisiomaking and realvorld solutiongDewey, 1931)

Although not explicitly stated withiMerriam (2009)writings, it could beviewed as
aligning with a pragmatic approa¢Brown, 2008; Harrisoet al, 2017) being
classified as a pragmatic constructifidarrisonet al, 2017) In her view, case

study research should Bmanageable, rigorous, credible, and applicagtarrison

et al, 2017: para24)

A review of past studies within the hospice uncovered that the participatory, action
research methodology, Appreciative Inquiry (Aladbeen used effectively. It is a
philosophy that illuminates and enables change and development of the subject under
study(Lander and GrahaiRole, 2006; Nicholson and Barnes, 201)focuses on
strengths rather than weaknesses, which can often be successfully used within
change management processesontrasts with many other approaches to

evaluation, focusing on what is currently being done well and what resources are
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required to build on thisather than focusing on deficits and problgikeslly, 2010)
Nicholson and Barnes (2012: G&fgue thafiappreciative inquiry is useful in helping
specialist palliative care move beyond the often privileged and powerful positioning
of some agiexpert® and others afrecipients of knowledge/caieto a place where

we are all cdearners and contributarslt consists of a fivestep (5d) methodology:

{1 fDefine: establish a conceptual and contextual frame, using an unconditional
positive question;

Discover: value the best of what is;

Dream: envision what might be;

Design: dialogue what should be;

=4 =4 =4 =2

Destiny: innovate what will be.
(Lander and GrahatRole, 2006: 3)

Ai was employed in a report Byylie (2016)entitledfiFindingsfrom an

Appreciative Inquiry Conducteoh Behalfof The Prince And Princess Wales

Hospice. It consisted of a series of workshops to provide an opportunity for staff to
discuss and reflect on the positive care already being delivered and, at the same time,
explore aspects that contribute to this higlality care to capture this to enhance the
careexperience for allThis report inspired this study to gather a greater
understanding of the organisational culture and aspects relatezisoccessful
implementation of the building project, which will be discussed in the next section of
this chapter. The literature on building evaluations from the previous chapter
highlights the stark differences between methodologies. Al provides antopiby

to bridge the language gap between healthcare and design research by utilising
commonplace techniques within healthcare resg@obeneveldt al, 2019)

However, not implementing this Al approach directly, as the research attempted to
gather a more balanced view that cauiighlight barriers or issues faced to help

future projectsHowever, it uses some methods and positive language within Al.

5.6.3 Constructivist Pragmatism
We have now determined why a pragmatism perspective has been decided
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concerning the research, and now it is time to progudéence for the fusion with
constructivismAt first, it might appear countgroductive to fuse the philosophies

of pragmatism and constructivism, as it could defy the entire underpinnings of the
pragmatism perspective. However, this study focuses on the PPWH, whose attitude
throughout the desigoroject and even their organisation's successes thrive on what
appears to be a constructivist philosophy. It seemed somehow detached not to
continue the jourey of this study with constructivist leanings. It made sense to focus
the data collection and dissemination of research within the constructivist perspective
as this study wants to fully situate itself within the organisation and look at co
creating meamg within the research. A constructivist perspective would view an
organisation afa field of conversation. Whenever people are conversing, they are
co-constructing meanirig(Gergen, 2009: 145)n some organisations, the views of
management may not fully reflect the realities and values of the average worker.
Therefore, decisions imposed on this group are fronidbtside. However,
incorporating views from everyomethin an organisation can increase their
investment. As such, an organisation should facilitate conversations with as many
people as possible that enablefiklearing of vision, values, and insigh{§&ergen,

2009: 149) asiwithout people coming together and determining what they are doing
and why it is important, there is no organisafiéra n d] é@nless its participants
coordinate their actions around a set of specific goals, the organisation will fail
(Gergen, 2009: 144Yhe traditional vision of successful leaders may be one of
ficommand and contrd(Gergen, 2009: 149However, the success of leaders now
can be down tdicollaboration, empowerment, dialogue, horizontal decision making,
sharing, distribution, networking, continuous learning, and connecti{@grgen,

2009: 149) The philosophy underpinning the PPWH organisation is that of social
constructivism, invested in the belief thitwgether we construct our worfils

(Gergen, 2009: 350cial constructivism developed from the phenomenological
traditionfiand still entertains important exchanges with constructivists coidcepts
(Kersten Reich, S. Neubert and Hickman, 2009: BBis constructivist attitude

focuses on understanding anediepth exploration afhe human perspective on the
project instead of solely quantitative dafais studywasdesigned to reflect this

journey as closely as possible, looking toward understanding the stakeholders instead
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of academia.

Parallels can also be drawn between the design pr@€effs 1992) with the design
process following a similar path utilised within their PPWH organisation, extensively
involving key stakeholders within the design of the building. These deas
compounded bgZuff (1992: 13)who states thdithe design of our built environment
emerges from collective actionparticularly in the design process. It counters the
common belief that design is the creative endeavour of an individugbiogidering
architecture as a social construction creative within the culture of pag@ia#,

1992: 56) Thiswasfurther echoed b$ylvest (2018: 155hatifihumans are an

integral part of the sociphysical environment, engaging simultaneously with

different physical settings and other humans thahhbabit these settings. This-co
inhabitation means that the natural human situation is inherently a soci&lomned.
constructivists place themselves within their research, developing close relationships
with participants and gaining-gdepth insight. They utiliseperended questions and
emergent analysis, thus providing a voice for marginalised grocgsgtn
advocacy/participatory resear(Butler-Kisber, 2018) The research heavily relates

to Crotty (1998: 42)iew on constructionism d@®ll knowledge, and therefore all
meaningf ul reality as such, i1itds conting:
in and out of interactions between human beings and their world and developed and
transmitted within an essentially social conext summary, meaning ceases to

exist without the existence of humans to discover and interact with it. Taking
inspiration from the NHS approach to patient involvement in decisions, this study
takes dino decision about me, without m@epartment of Health, 2012pproach

within the research desighhis means involving the staff as much as possible and
learning from thembeing guided, in effect, by the organisational culture and their
visions and what was important to them. The philosophical underpinnings of the
study were heavily influenced by the persmmtred approach in the design of the
PPWH.This studyexplores areas that have been potentially inaccessible by the

positivist epistemologies commonly utilised within POE studies.

This studywasinfluenced by the qualitative approaches of ethnography,
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phenomenology, case study, grounded research and action research, which according
to Butler-Kisber (2018) fall under the same thematic perspective and use a
categorising analytical approach. This helped cement the use of thematic analysis to
interpret and present the findings, as detailed in the following ch&pithermore,

the phenomenological tradition has informed interviewing within the qualitative

inquiry, focusing on drawing out the participants' stories and experiddotsr-

Kisber, 2018)

5.7  Influencing Theory (A Theoretical
Framework)

Havingan established theory to which new research relates ensures it follows a
similar protocol and can meaewfindings might contribute to the development of

the theory itsel{Robson and McCartan, 2016jowever, time constraints may limit

how in-depth the literature is collated and reviewedj e topic may be novel and
appropriate theories elusivéRobson and McCartan, 2016: 62Jthough beneficial,
Robson and McCartan (201€)ggest that working with formal theories and
conceptsvasnot essential for realiorld research. There can be two distinct
relationships between research and thefitheory verificatio® andfitheory

generation. The first most notably aligns with the positivist perspective, which starts
with a theory that informs hypotheses with the study designed to test these. The latter
can be found within the interpretivist perspective, starting with the absence of theory
and developing a theory from the systematialgsis of the collected data. They
conclude that the research should have a theory no matter the research design.
Basically, an informed understanding has been conceived about the topic in question
fithat theory about what is going on, what is happening and why, particularly when
expressed in diagrammatic form, is sometimes referred to as a conceptual
frameworlo (Robson and McCartan, 2016: 6BRpbson and McCartan (2016)

suggest that novel researchers might find it helpful to develop this diagram, refining
it through discussion and, in the case of flexible design approaches, throughout the
data collection and analysis. Replicating the previous study or building in ne@tio

the current study can also help strengthen the reliability of findings.
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It can be challengintp design a theoretical framework in a qualitative study s it
designed to inductively build rather than to test concepts, hypotheses, and dheories
(Merriam, 2009: 64)Therefore, some believt has no place at alMerriam (2009:

66) believes thafia theoretical framework is the underlying structure, the scaffolding
or frame of your study No study could exist without questions. How it is phrased
and situated in relation to the problem statemdet®lops a theoretical orientation.

5.8 Conclusion

In this chapter, the methodology that complements the theoretical and conceptual
frameworks in the previous chaptevsrejustified. It explairdthe involvement and
importance of key stakeholders in the evolution of the study, which influenced the
research's direction and primary aims. The reasoning behind using a mixed methods
case study methodologyaspresented, informed by the review of the paradigm wars
and philosophical perspectives relevant to this study. The chapter caortipare

typical positivistorientation used in building evaluation studies with the pragmatic
constructivist orientation used in this study and disas=implications of this

choice for the methodology. Finally, the chapter exgldne benefits of

interdisciplinary collaboration across architecture and healthcare research fields and
how this collaboration can be achieved. The next chapter will provide details on the

research design and data collection procedures.
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Chapter 6
Research Design

Theresearcldesign engaged in tiigreswell (2018fata collection circle; seven
interrelated activities with ethics at the centre ensuring effective measures were
followed (seeFigure6-1). One of the most timeonsuming and rigorous aspects of
data collection was the ethical considerations. Its importaaseecognised by
Creswell (2018)iby placing ethics at the intersection of the data collection circle,
we emphasise the need to attend to ethical considerations across the phases
(Creswell, 2018: 213)This chapter, therefore, explores these data collection

considerations and how they were applied to this study.

Figure6-1 Creswell (2018) data collection circle.
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6.1 Ethics

Ethicswasan integral aspect of the study's data collection phase, with the researcher
considering and addressing an exhaustive list of anticipated and emergent ethical
issues. There are three guiding principles for ethical research: respect for persons
(i.e., congent and confidentiality; concern for welfare (i.e., to minimise harm); and
justice (i.e., inclusion and equitable treatmé@eswell, 2018)Seeking and

obtaining permissions from institutional review boards must be conducted before
data collectior(Creswell, 2018; Sieber and Tolich, 201Gjining this approval

ensures the study design complies with strict protocols for conducting research
(Creswell, 2018)As data acquired before ethical approval cannot be used within the
study, and approvals can take weeks to mof8asvimaki, 2018)the process must

be started as early as possible.

Although ethical principles are identical within quantitative and qualitative research,
the ethical considerations can be sufficiently distant and warrant separate procedures
(Sieber and Tolich, 2013Quantitative methods, for example, may take the form of
an anonymous questionnaire where consent is implied when the completed
guestionnaire is returned. On the other hapd]itative research allows for an-in

depth description and documentation of people's experiences and lives, typically
involving direct interaction with participantS€onsequently, it comes with extensive
ethical considerations, often requiring a signed consent formragaing consent
(Brinkmann and Kvale, 2008; Sieber and Tolich, 20P2}ients and families have a
right to participate in research that could influence future projects. Being classed as
vulnerable participants, it was essential to identify and address ethical concerns to
protect from harnfUniversity of Strathclyde, 2013)

6.1.1 Ethics and the Architectural Profession

Suppose there is a shift from BPEs being undertaken by academics and researchers to
those within the architectural profession. In that case, rigorous ethical principles must
still apply, especially as people can often become subjects or participants in the
investigation(Sharpe, 2018b)Studies undertaken through academic organisations

require ethical protocols for research involving human subjantssome other

Chapter 6: Research Design p150



organisations might not have such rigorous ethical policies or procedures.
Architectural professionals will apply their level of due diligence as per the
Architect's Registration Board/ARB, 2017)fiThe Architect's Code: Standards of
Professional Conduct and Pracieen d t he Roy al I nstitute
(RIBA, 2019)iiCode Of Professional CondacHowever, both are lacking in terms
of the definition offiethical practice. If deemed as a national or major development,
a building project must have a papplication consultation (PAC) report submitted to
comply with the Town And Country Planning (Scotland) Regulations 20#3The
Planning Etc. (Scotland) Act 200Bor the applicant (typically the architects), it is a
requirement to organise at least one open public consultation event as part of the
planning applicatioprocess. Applicants receive and document comments on their
proposals as part of a report to be submitted to the planning depaitoester,

this Aidue diligencé might not cover complex ethical revelations, especially when
working with vulnerable populations in healthcare or schddis. Architects
Registration Board (ARB) provides professional conduct guidelines for post
evaluation of buildings, but there are no specific ethical policies beyond these
guidelines. To address this gap, it has been suggisteethical considerations
within BPE studies could be informed by academic protocols and policies. This
might include considerations such as fmoaleficence, research conduct that
emphasses honesty and integrity, avoiding coercion, obtaining informed consent
(including the right to withdraw), maintaining confidentiality, promoting equality
and diversity, and ensuring data protec{i8harpe, 2018a)n NHS healthcare
environments, if the research is part of routine monitoring and service improvement,
it could be considered under the definition of service evaluation, therefore not
requiring rigorous ethics applied. However, as emphasised by Staka| etkearch
standards should be maintainédualitative researchers are guests in the private
spaces of the world. Their manners should be good and their code of ethigs strict
(Stake, 2003: 154)

6.1.2 Informed Consent

Informed consent is an important consideration when dealing with participants:

informed means that participants know what the study involves and what is being
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asked; consent means participants have explicitly agreed to take part. Informed
consent can be an ongoing process, especially within qualitative research, involving
communication betweeie researcher and the participdcess consent involves
the researcher ensuring participants still wish to consent during and after the data
collection.A consent form should provide study details in simple, everyday
language, omitting superfluous details and jard@mn.consent within questionnaires,

a brief consenttatement and the return of completed questionnaires imply informed
consent, with failure to return a refusal to particig&ieber and Tolich, 2013)

Within this study, the questionnaire consent statemdisuismitting the completed
questionnaire means that you are happy to take part in the rés@gppendix2).
Concerning interviews, the consent statement is gpage document, with each

point having to be agreed upon with the participant's signature and date at the

bottom.

One instance of a challenging ethical issue occurred during an interviewRiahe
Studyof the existing building. Due to participant convenience and potential

oversight by the researcher, one interview was conducted within the space primarily
used by that staff member. It happened that another member of staff was in the room
tending to theiown work.However, in some instances, the other staff memgaee

their view on theenvironment oadded additional information to the participants'
responses. Adiey had not been aware of the study or been involved in the informed
consent process, the researcher asked if they could send patttbipant

information sheetKIS), Appendix 3and consent form to consider their statement
being included in the study. They verbally agreed to receive this information after
writing the transcripts and emailiigem to the participant and the other staff

member after the move. However, this staff member decided that their views did not
fully represent the new facility &t being in the space and experiencing it.

Therefore, they did not want their data to be included in the sfdyuch, the

researcher omitted any statement by this person from the transthistéeft some
confusion as somemitted statements were intertwined with the participant involved.
In hindsight, having another colleague in the room may have deterred the participant
from feeling comfortable sharing what they might have if they had been on their
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own. However, as this was in the pilot stage of the study, with the results not being
included as part of this thesis, it did not have significant implications for the findings.

Instead, it added to the researcher's knowledge and experience of interviewing

6.1.3 Confidentiality

Confidentiality forms part of the informed consent agreement afeb@ut data and
refers to agreements with persons about what may be done with théifSiatser

and Tolich, 2013: 158) primarily concerned with protecting the anonymity of
participantsThis wasstraightforward within surveys where characteristics are
anonymised, and data reported as averages of all respondents. Hawever
qualitative interviews, participants' statements may be publicly published, and
measures must be taken to protect anony(Bit\wkmann and Kvale, 2008)

Qualitative research aims to document detailed personal views and circumstances,
but the risk of exposure for participants could leafletmbarrassment, as well as loss
of standing, employment, and selteer (Stake, 2003: 1545ieber and Tolich
(2013)further state the researcher can be held responsible for any harm, potentially
leading to subjects suing. The researcher should always identify risks and put in
place precautions to manage these. Measures to protect confidentiality must be
considered wit studies, and specific terms should be detailed within consent forms
(Sieber and Tolich, 2013]t is good practice for the researcher to provide

participants with drafts of how they might be portrayed, quoted or inter(®&tizke,
2003) An essential aspect of documenting people's views and accounts is the
fimember checkingprocess. This is when drafts are sent to the people involved in
the study to review for accuracy and gather feedback for amend{Béaite, 1995)

This was anticipated by the researcher within this study and written into the protocol
and PIS that a draft transcript would be provided to participants for comments,
amendments or omissiona.this study, some participants were concerned they

might be identified through their quotatiofi$ie researcher acknowledged that when
deciding on quotations to includénere was potential to identify participants due to
some having unique specialisations within their work. The researcher made sure that
any commenthat could potentially identify a participant did not contain anything

harmful to the participant§take (2003¥tates that one stylistic consideration of case
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study researctvasdeciding how much to anonymise. Thstylistico consideration
became a potential ethical concern for protecting participant anonyfrheyefore,
the decision was not to provide aliases allowing erefarencing of quotations, so
comments could not be traced back by a single identifying quotation. The only
delineation between quotations was categorised into staff, patients or
families/friends.

Another data collection method within this study was to photograph the site.
However,fiphotographs complicateuman research as they automatically breach
confidentiality: the image makes persons recognisgSlieber and Tolich, 2013:

79). As such, consideration was given to this within the ethics application, and the
researcher would take photographs containing no human subjecthenefbre,

would not breach confidentiality or informed consent.

6.1.4 Other Ethical Considerations

Much of the literature on sensitive research focuses on protecting participants, on
ethical requirements and strategies to mitigate distress, and rightly so. However, less
attention is given to the researcher, who could experience personally distressing
situations, especially with doctoral students and novice researchers. Some
suggestions for dealing with these situations are developingaselfstrategies,

engaging in journal writing, having social support networks that can contribute to
processing feeligs, reducing avoidance, and increasing awareness and preparedness
(Kumar and Cavallaro, 2018; Rager, 2QdB)mersing oneself in a healthcare
environment and the lives of vulnerable people requires consideration of the
sensitivity of the context, not only concerning the vulnerability of participants but

also ensuring selbrotection Preparation can be made to make participants feel
comfortable; however, unexpected situations might arise that could be emotionally
charged or delicate, and such events should be consid&®eheveldt al, 2019)

To that end, one ethical consideration of this study identified and addressed the

concern of researcher protection.

Medicalresearch is typically associated with physical harm or risk to participants,

and as a result, it often requires rigorous ethical safeguards to ensure the safety and
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well-being of participantdn contrast, some people argue tfsifto research, such

as ethnography, is relatively harmless and requires less ethical sdrdwgver

this view is controversial, as all research can potentially impact participants in
significant ways, even if not physicallyhere are serious ethical considerations

when researching within the field of palliative céle Raeve, 1994, Duke and

Bennett, 2010; Parkes, 1996yt this should not deter researchers from including
patients or families in research. However, conversations may lead to emotional
memories. In research Bayneet al.(2007: 239) bereaved people fourithe

opportunity to reflect upon and discuss their experiences in the context of interviews
as sometimes painful but also hel@fuf a participant becomes distressed during an
interview, fiexpressing grief can be a very therapeutic experience, and the interviewer
need not attempt to block or inhibit such spontaneous expreg¢itarkes, 1995:

175) However, the participant should take priority over the research needs with the
decision to pause or end the interview dependent on the participant's wishes, which
in some cases can be determined by the support the interviewer gives. If the person
needs Blp, the interviewer should not hesitate to provide it, as there is no place for
scientific detachment within these scenarios. The interviewer should also make
themselves aware of any additional sources of support that can b@adezs,

1995) Within qualitative research, the researcher could be seen as taking the role of
a therapist for participants feeling lonely or worr{dd Raeve, 1994Although this

is much more likely within observational methods, it could still apply to interviews,
with the researcher offering a neutral space for the participants to share views, stories
or experiences. Consideration was given to these situationgheitbsearcher

seeking training on communication with upset participants and having a point of
contact at the hospice if they required further sup@wohsideration othe ethical
implications the researcher might face when interviewing patients didarnecame

a priority. Occasionally participants got upset remembering their experience within
the building.Some recounted their experience with a family member or patient; some
of these deeply resonated and stimulated other moments of emotion. It was harder to
console someone or sense their emotional state virttratbyiding a form of peer
debriefing and support from the research group allowed the discussions on these

experiences, reliving the intensity and aiding in personal reflection. There was one
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online interview where the researcher was met with strong emotions from a
participant; in line withParkes (1995Xhe interviewer provided time and space for
the participants to express their feelings, with the opportunity to end or postpone the

interview if required.

Participants may feel more anonymous during online methods of correspondence,
which in interview situations could lead to oxdsclosure of informatio(Sieber

and Tolich, 2013)This also featured within focus grougsd revealed over

disclosure as a limitatiofMorgan, 1998)Regarding research ethics, faoeface

data collection could be considerfittie gold standadSieber and Tolich, 2013:

122) As such, safeguards should be implemented within other methods to maintain
ethical integrity(Sieber and Tolich, 2013These ethical concerns were addressed

within this study's ethical considerationgl projectprotocolin Appendix1.

6.1.5 Gaining UEC Approval/Limitations

As this was a study involving a vulnerable population, it included a detailed and
lengthy application proceg€reswell, 2018)In the first instance, research involving
those whdiare severely ill or have a terminal illnegbniversity of Strathclyde,

2013: 12)equired approval from theniversity Ethics Committe@JEC) rather than
the Departmental Ethics Committee (DEQhder sectiori.1.2. Protection of
vulnerable grougs theUniversity of Strathclyde (2013uggest that in some cases,
the researcher must be a member of the Protecting Vulnerable Group's Scheme (PVG
schemginvolving an application for &disclosur® document containing information
related to criminal history. Although not explicitly required for the UEC application,
it was requested by the PPWH organisation that the researcher went through this
process, one through which they put all their staff\asidnteers through to protect
the people they care for.

Following the development of evaluation tools for the environment, there was
insufficient time to collect data during tRgot Studyconducted in the existing
building, which was further delayed by the ethics procEssresearchers
investigated the ethical implications and determined tha®ilbe Studycould be

classified as a service evaluation in line WilHS guidelines if interviews with
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patients and family members were excludéodwever as the study was still being
conducted in a vulnerable population, the research team consulted with experts in the
palliative care field an@PWHmanagement, who recommended that the project be
submitted to th&JEC for review. Coming from an architectural background, there

was little experience with ethical applications throughout univerbitgrefore,

substantial research was required to effectively identify and address all ethical
considerations this stly raises. After discussion with the Research & Knowledge
Exchange Services (RKES), the UEC application and the relevant documents (PIS,
consent forms etc.) were submitt€hce the initial UEC comments were received,
further advice was sought from various researchers and professionals in the palliative
care field. The experience of submitting to the UEC provided a thorough grounding

in the procedural methods of recruitmantl consenfiAlthough it is not the job of

the ethics committee to teach scientshould protect the public from sloppy
methodology (Parkes, 1995: 177However, due to inexperience, there were

instances of ovecaution with ethical considerations, such as using PIS and consent
forms for anonymous questionnaires in Bt Study After discussion with other
academics at the university, a revision was requested before approval to exclude
these steps. However, the UEC Manager advised that it formed part of the procedures
and was the correct way to gain informed consent. This iragalee response rate,

with much information for the participant to readdref completing the

questionnaires. This consent method was reconsidered for the NHS ethics application
and amended to include a short statement on questionnaires. During the research,
requests were made to the UEC for amendments to include data colieetiting

focus groups and management interviews, as detail€dhile6-1. After review by

the UEC, this was approvedlatively quickly. In hindsight, taking the project

through ethics benefitatie researcher; it helped validate the overall project,

ensuring the correct procedures and protocols were followed according to the
university policy. This ensured that when the project in the new building was taken
through ethics and not deemed a seréealuation, the researcher had more

knowledge and skills in this area.
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Table6-1 University ethics approval process

Action Date

Flagged by PPWH as a requirement 21st February 2018
Supervisor made contacted UEC 12th June 2018
UEC meeting held 05th July 2018
Response frodEC with required clarification and 18th July 2018
amendments

Submission of amendments (withdrawn after discissions) 04th September 2018
Submission of amendments 12th September 2018

Response from UEC with required further clarification anc 17th September 2018
amendments

Submission of amendments 18th September 2018
Approval received 19th September 2018
Amendments requested to include focus groups and 28th April 2019

management interviews

Approval received 01st May 2019

6.1.6 Gaining NHS Ethics Approval

Ethical considerations should not only apply to the patients but also to the family
members, some of whom may be bereatAaukes (1995)ffereda criterion for
preventing possible harm to bereaved participants, which can apply to all family

members; these include:

Research results not being conducted to obtain personal gain;
Not pressuring participants to take part and them being informed of their right
to withdraw at any point;

1 The interviewer having training in support of bereaved persons, being able to
identify if someone is distressed, allowing them space to express their
emotions and offering to pause or end the interview;

1 Having supervision from somebody with sound knowledge of bereavement

and counselling as well as a good understanding of the research study;
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1 Ensuring confidentiality is adequately upheld;
Minimising patient distress during the interview, which in turn allows the
collection of accurate data; and

1 Employing a rigorous study methodology.

As the study involved interactions with patients and did not fall under the definition
of a service evaluation or audit, it was required to go through the NHS ethics
application procesHRA, 2017) First, determining if the research within the new
building would fall into thdiservice evaluatiamcategory was an essential and
lengthyprocess. After gaining advice from the PPWH research group, it was decided
that the research could fall into either category depending on how the protocol was
written. TheHRA (2017: S5)report defines research i@be attempt to derive
generalisable or transferableé newé knowl
guestions with scientifically sound method¥he framework also covers
finoninterventional health and social care reséa@iming to produce hypotheses, as
well as methodological and descriptive research. As an asp@atwfknowledge

was being generated about the Sengetun care model, it was hoped that this could
provide evidence for its adaption within other healthcare progectistherefore,

would push the study's definition into what the NHS framework would classify as
firesearch. The PPWH research group suggested that some studies without the
proper ethical approval could be challenging to publi$ie HRA (2017) recogees

that the generaability or transferability of research may only become apparent after
project completion. Thiszassomething that might prove true of this study due to the
abductive method within the analysis. As a result, something that was previously
classified as a service evaluation could later be deemed as research, and without the
proper ethical approval, the study might become unpublishabketo time

constraints, NHS ethical approval could not be sought for the study in the existing
building. Therefore patient and family interviews were exclud€xhly anonymous
guestionnaires were completed by patients and families, who would be recruited by
staff under the guidance of the research protocol and researchers' advice. The data
collection phase in thexisting building was explicitly designed for any

patient/family involvement to be collected under a service evaluation.
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PPWH research group lead provided the contact for the Manager and Scientific
Officer of theWest Of Scotland Resear&lthicsService- the board who would be
vetting the applicatioriThey advised that all quantitative research methods,

including those involving patients, would not require NHS approvals if no direct
interactionwerehad with patientdNevertheless, qualitative methods like patient
interviews may require ethical review. It was decided that it would be beneficial to
have NHS approval due togtiavourability of publicationThe process of applying

for NHS ethics is documented Trable6-2. Completing théntegrated Research
Application System (IRASapplication and amended documents from the previous
UEC application took four months from start to submission (13th December 2018 to
12th April 2019). When submitted, it took less than a month to g&llt& Research
Ethics CommitteeREC) meeting date (03rd May 2019) and less than a week to get
the decision (08th May 2019dditional consideration was given to the last data
collection phaseefining and expanding the research documents to comply with
IRAS reporting standards. As the terminology within the IRAS application was
tailored toward clinical research, there was a substantial amount of time reviewing
the IRAS help guides to ensureetform was completed accurateifter

submission, the REC Manager and Scientific Officer gotuchdo discuss if the
submission was suitable for REC review regardingHRé (2017: 5)stating that
fiactivities that are not research according to this definition should not be presented as
research and need not be conducted or managed in accordance with this framework
It was agreed that certain parts of the application were expanded to clarify that it fell
under their definition of researdhor exampleSection a57 of the form ask@yhat

is the primary outcome measure for the stiddy&s answered concerning research
outcomesHowever, the REC manager stated it referred to patient oecom
Therefore it was amended to relate to healthcare and patient outcomes, explicitly
providing evidence for designing future persmmntred care facilities. The

application stated that the Chief Investigator (Cl) could be a studefitdmctoral

level study while employed by a health or social care provider or a unigersity

(HRA, 2017: 15)Therefore, the Cl was named the doctoral student on the IRAS
application However, an amendment was requested for the CI to be a Supervisor

unless the studehtdprior demonstrable experience within the healthcare field
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(HRA, 2017)

Table6-2 NHS ethics approval process

Action
Registered with IRAS
Submitted application

Response froRECwith required clarification and
amendments

Invitation email to attend REC meeting
Date of REC meeting
Approval received

Startof covidamendment& update to REC on ongear
application progress

Submitted covid amends

Response frolRECwith requestedlarification and
amendments

Submission of amendments

Letter acknowledgement for review

Email request for amendments and approval lettezived

Date
13th DecembeP018
12th April 2019

15th April 2019

26th April 2019
03rd May 2019
08th May 2019

24th June 2020

17th August 2020

18th August 2020

02ndSeptembeR020
09th Septembe2020

10th September 2020

The researchers and PPWH hospice representative attended the REC meeting on

03rd May 2019, where they answered questions related to the research, including

questions about (1) the sample size; (2) the potential for bias due to the host

organisation beingwolved in recruitment; and (3) how the research would be

disseminatedEthical approval was given on 08th May 2019 (REC reference:
19/ws/0065). IRAS project id: 259357. Subsequent changes were sought for the

original approval due to the emergence of ca\@dat the final stages of fieldwork.

Amendments had to be submitted to the NHS REC to continue fieldwork during the

lockdown, but these amendments only impacted the interviews and photography

documentation, with details of these included in the next ehaptresearch

methods.
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6.2  The Site and the Participants

The case study of the PPWH already dictated the site, and the individuals
participating were thpatients, family, friends, staff, and volunted#®wever, a

concern raised by the NHS REC was that there might be bias due to the host
institution's involvemenin recruiting participants. This was problematgthe best
access to participants was through staff within the organisation. The researcher
attempted to mitigate this perceived bias by putting the recruitment poster on social
media and in the posted newsletter to ensure everyone would have an equal

opportunity to participate.

6.2.1 The Outsider/Insider Debate

Researchers often become part of the social group they intend to study, with this
integrationstandard within qualitative studigSonsequently, healthcare research is
often conducted by those with a related backgrq@uathner and Tolhurst, 2002;
Walshe, Ewing and Griffiths, 2012)hese researchers are often from a clinical
background, such as nursing, and are classified éssiden. Conversely, those

from an entirely different background and strangers to that field setting are classified
as ammoutsided. Both have advantages and disadvantages. Beifiggideio can

facilitate acceptance into the group under study and enhance cooperation. However,
the researcher may also be biased or have a conflict of interest with their job role. On
the other hand, being consideredfiantddero can facilitate taking an impartial
observation role, free of commitment from the group. However, more time might be
required to establish trust, or unexpected research delays may arisdéiclulaute

shoclo (Bonner and Tolhurst, 200&rom an architectural background, the

researcher would technically be consideredi@rsided in this healthcare setting.

An foutsideb was chosen to work collaboratively with the hospice organisation to
produce novel insight into the design of healthcare facilities, not purely from a
clinical standpoint but one that spans the disciplines.

An interesting finding bycroenevelcet al.(2019: 318)sets the scene for the stark
differences within the fields of healthcare and design researchfivadith

[researchfollowing structure and strict protocols, and dedigsearchprocesses
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based on flexibility, ambiguity, and creativityinterestingly the PPWH had a middle
ground between the two, perhaps down to active engagement witthildiaeg

project and architectural process for over eight yeatkeir palliative care expertise,

with a natural affinity for being receptive to alternative holistic care for wellbeing
rather than treatment for illnesehe PPWH research group demonstrated the
combined impact of the two research styles. On one hand, there were those involved
in clinical research, which was described in terms of procedures and protocols aimed
at developing new treatments. On the other hdrate were those involved in

alternative therapies, such as the art project, who explained their work in terms of

philosophy and concepts, aiming to develop flexible frameworks.

Non-clinical researchers can experience many unexpected challenges and restrictions
during fieldwork. Even with prior preparations, they can still have a feeling of being
lost. This can include complying with strict protocols of controlled environments and
managing relationships with clinical staff. This can be further complicated by design
researchers and clinicians having different communic@tamguagesg, importantly

often having different terminologies. The success of reseattdtingtely down to

creating understanding between both parties, ensuring everyone is on the same page
(Groenevelcet al, 2019) Identifying and addressing these challenges from the

outset was achieved by the researcher maintaining a continuous dialogue with the
hospice organisation, thus bridging the gap between architecture and healthcare to
mitigate misunderstandings in commeetion. One method the researcher used to
familiarise themselves with the hospice wasrmal observation and having a

presence within the building.

To overcome the challenges of beinghantsided in a healthcare environment,
researchers should undergo the necessary training and gain practical experience, such
as working within multidisciplinary teams or broadening their knowledge of various
social research methods. This can help them better tadérthe healthcare

environment and itsomplexities an@nable them to identify the strengths and

weaknesses of different data collection and analysis techniques.

One of the most important aspects of collecting data from multiple sources is the
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training and expertise of the researcliethe researcher inadequately implements

the various research methotls opportunity to establish converging lines of

enquiry can fai(Yin, 2018) From an architectural background, this researcher came
to the study with an unbiased perspect&ihough experiencing some

disadvantages, the consultation process conducted at the beginning of the study and
documented in the fieldwork diary containing notes from informal meetings,
discussions and observation strengtheareahderstanding of palliative caré.

allowed trusting relationships to be established with staff, albeit not explicitly
detailed due to the unscientific nature of data collectiay wereno less critical to

the formation of the thesid\ny of these informal encounters or experiences that
shaped the theswgereincluded for reference to justify or introduce the reasoning for
a particular strand of research and build an understanding of the hospice
environments and how the research has been cond@taeheveldet al. (2019:
322)concluded thafias healthcare is moving from a diseasented model towards
care that aims teupport and empower patients in various ways, exciting
opportunities are emerging for design to contribute to the welllzidgositive
experience of both care recipients and care provid€tss statemenwasvalid of

all non-clinical research currently being conducted within the hospice, with a view of
accommodating similar research. However, many proposals lack that sense of
fistructure and strict protocalthat come with health resear@Broeneveldet al,

2019: 318) This study, particularly this chapter, proves a-nlmically orientated
research project can achieve the required standards of healthcare research, even if the

process took much longer due to inexperience.

6.2.2 Accessand Rapport

Identifying leaders or gatekeepers within a community can help access a target
population(Creswell, 2018; Sieber and Tolich, 201Bhe primary concern of
gatekeepers is the health and welfare of their community involved in the research,
with them being the ultimate decider in allowing or not allowing researchers access
to the setting. They would consider supporting recruitment ifeébearch outcomes
benefited their communit{doseph, Keller and Ainsworth, 2018esearchers can

work collaboratively with gatekeepers to achieve a shared goal, especially when
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resultsbenefit the researched commun(8ieber and Tolich, 2013An organisation
supervisor was assigned, the director of clinical services, who was a crucial support
throughout the project, providing the researcher with an advanced understanding of
the organisation and contact points in the fighis ultimately led to being invited to

the organisation's research group meetings, with the researcher gaining insight into
other research projects, including clinical research. As architectural and clinical
research fields have many differen¢€soenevelcet al, 2019) access to this group
was invaluable for seeking and receiving support, especially sguking NHS

ethical approval.

The researcher needs to maintain open communication with subjects and
gatekeepers, especially in field research involving many visits to th&eateer and
Tolich, 2013) In organisational settings, the researcher should provide all interested
parties with a layperson's term statement about the research and provide updates on
progress. In addition, the researcher should clear any project related public
communications thragh the gatekeeper. This will ensure that good relationships can
be maintained throughout the research prdf@ietber and Tolich, 2013)n addition

to the researcher's role, effective and successful collaborative projects require
organisations to be open to research participation and establish early relationships,
allowing fistrong buyino from staff and identifying champions to act as liaisons
(Skovdahl and Dewing, 2017: 92)

Anot her critical part of any study is de?
confidencgArchibald and Munce, 2015; Creswell, 201Bjilding trust and

confidence and coreating meaning was an essential element of the study by

Skovdahl and Dewing (201With staff reporting that their role as nurses made

participants feel understood and that they were interested in them as people, as well

as the development of the services, rather than just collectingPdati@ipants

reported that contributing to the research gave them a sense of purpose and

usefulness, highlighting the importance of including people who access healthcare
servicemot just agiparticipants within the research but establishing rapport and co

creating meaning togethékovdahl and Dewing, 2017)
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There was no evidence ijatekeepingthat might be found within a typical

healthcare environment. Although the PPWH ensured all the correct protocols were
followed and procedures in place, the researcher was allowed to get deeply involved
with the organisations with access to different stagmbers. The PPWH even

provided aisupervisod, a point of contact for the researcher. This seemed to come
from a genuine attitude that this research would highlight the services' benefits and
help break down barrierVithin the research group, it was clear that the PPWH

were keen to get involved with natinical research due its benefits to the

patients However, protocol androcessesf non-clinical research within a clinical
environment, especially involving NHS patients, weftenunreported ounclearin

existing literature

6.3  Sampling

6.3.1 Sampling Strategy and Size

Unlike quantitative research, qualitative research would not necessarily include large
sample sizes or employ random sampling techniques. Qualitative research studies
purposely select participants to help understand and answer the research questions
(Creswell and Creswell, 2018; Creswell and Poth, 20M&refore, there is no
predetermined sample size due to the iterative relationship between sampling and
data analysigArchibald and Munce, 2015; Tuckett, 200wjith this said, existing
literature can guide this decision for the chosen research design by detailing their
various sampling strategigSor example, narrative studies can include one or two
individuals; phenomenology studies can include betviees® tery grounded theory
between 2030; ethnography examines one single group through various methods
sud as interviews and observatiof8reswell and Creswell, 2018; Creswell and

Poth, 2018and case studies can range from one up to four or five (@seswvell

and Creswell, 2018; Creswell and Poth, 2018; Yin, 20R8&)her than a

predetermined sample, data saturation can be adegljuent approach utilised in
grounded theory. This is where data collection is stopped after reaching saturation
within the categories or themes, and no new dadscoveredCharmaz, 2006;

Creswell and Creswell, 2018 ven though data saturation was relevant to how often
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something was mentioned, the intention behind qualitative data was not to quantify
but instead focus ofithe richness of the data, not the total counts but the detailed
descriptionsé (Carey, 2016: 490)Conducting interviews is taxing for inexperienced
researchers, especially in studies requiring extensive interviewing, such as case study
researcl{Creswell, 2018)This was a concern raised by the NHS REC due to the

large amount of data this would generate for analygipéndix4). However, the
researcher assured them they had an adequate strategy and time frame for the data
collection, transcription, and analysis, developed fronPila Studyand expected

to span # months.

This research desigmasa case study that focuses on one casgvhsémbedded,
meaning that it includes different lines of inquiry related to the case. Different
sample sizes were predetermined for each data collection method. These sample
sizes were estimated before the study due to ethical application requirements.
Howeer, the final sample size was determined by data saturation, where no new
data wagliscovered. Th®ilot Studyidentified a reduction in the interview sample

size, as no new themes osdission threads emergéualthis research, purposeful
sampling was considered the most appropriate method. However, the researcher also
employed elements of opportunistic sampling and snowball sampling throughout the
study(Creswell and Poth, 2018ppportunistic sampling was used only during the

pilot Phasdo allow the researcher to pursue new leads and identify additional
interviewees. Snowball sampling was employed when recruiting patient and family
participants, where the staff member interviewed was asked to circulate the
recruitment poster to all eligie individuals on their caseloathis focusedgampling
aimed to obtain data from the key stakeholders that used and had experience in the

different areas within the building.

6.3.2 Recruitment of Sample

An essential part of a research project is participant recruitiiremmatter how

creative, innovative, or potentially scierakering a research project may be, if
researchers are unable to recruit participants into the study, the study is destined to
fail and its potential impact on the field of science isdg3bvseph, Keller and
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Ainsworth, 2016: 81)The influence of the inform&supervisod at the PPWH was

one of the driving forces in helping with participant recruitment and providing access
to the organisationlhe staff recruitment process was reasonably straightforward but
became more complex for patients and familldgerewasa lack of literature, even
within textbooks, on the recruitment process for qualitative research, meaning that
novice researchers may fail to identify and address the challéhgdgbald and

Munce, 2015) Therefore, recruitment challenges had not been anticipafede the
commencement of thHeilot Study One of the most crucial aspects of recruitment is
that people freely volunt eiebetaodTpliehy t i ci p
2013) Therefore, the decision was made to make initial contact through staff email
and managers, making staff and volunteers aware of the study at team meetings.
Sieber and Tolich (2013yarn thatalthough the Internet may provide

straightforward wayo contact potential participants, it can lead to requests being
ignored.One solution is for the researcher to build trusting relationships with
participants and community gatekeep@mrchibald and Munce, 2015; Joseph, Keller
and Ainsworth, 2016)The researcher considered this, so frequently visited the site to
get to know staff informally and establish relationships. Within the new building,
recruiting staff was the process of contacting those who had already participated in
thePilot Studyto seek ongoing conserriowever, some had left the organisation by
this time.Replacement participants were easy to access as the researcher had already
established strong relationships with people in the organiséttamever, as patient

and visitor recruitmerttad notoccurred in théilot Study this proved challenging

They were more difficult to recruit than staff in the first instance and required an
entirely different recruitmergtrategy As detailed in Appendix 1, recruitments

initiated by st in charge of the specific services and through posters, social media
posts, and newsletters. However, if an organisation is involved in identifying
potential participants for recruitment, there mighubetendedr intended bias
(Archibald and Munce, 2015; Joseph, Keller and Ainsworth, 2&bshething raised

by the NHSREC. However, théigatekeepeardid not directly contact the potential
participants in this instance; instead, information was disseminated to other staff,
with no direct involvement or investment in the research project or its outcomes.

They were tasked with sendiggneral emails with project information to anyone on
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their caseload who matched the inclusion/exclusion criteria. To further mitigate bias
and establish an inclusive study, recruitment posters, social media posts, and

newsletters could be accessed by those who used the services.

The covid19 pandemic and the resulting lockdown in early 2020 disrupted the
recruitment process for patient and visitor interviews, leading to the need for new
recruitment strategies and research methods to suit the restrictions. Due to the lack of
accesgo the building, it became increasingly difficult to recruit patients and visitors
for interviews. Additionally, those who did have experience with the building would
have to rely on their memories as they had not accessed the building for over a year.
A new strategy was devised, and the NHS ethics application was amended for
recruitment through the organisation's social media channels and again through staff
sharing information with those on their caseload. When staff reached out to potential
participanton their caseload that met the inclusion criterion, they reported that the
shielding measures of lockdown impacted some patients and clients. Consequently,
they felt less able to participafehis was remedied within the ethical considerations

of the ameded application, with the researcher addressing issues that the interviews

may have.

6.4  Collecting the Data
Table6-3 is based oi€reswell and Creswell (2018)entifying characteristics
essential to qualitative researttowever, this study examines how these

characteristicsvereapplied to quantitative and qualitative data.

Research methods included:

Informal observation (Ethnography)

visual documentation of the overall building

Interviews with members of staff across the various servit® (

Interviews with patients, families and friends across the various serait®s (

Questionnaires for staff and volunteerS@n

= =/ 4 4 -4 -

Questionnaires for patients and families&n
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1 Environmental performance assessments (measuring IAQ and dB levels)

Table6-3 The characteristics of research (adapted ffGneswell and Creswell, 2018)

Characteristics  Application to study

Natural setting The site under study was the existin
and new build PPWH. Observing
people within their natural
environment and how they interactet
within that space provided additional
lines of inquiry for the researcher to
consider. In addition, environmental
measuremeds were taken within the
setting, providing another picture of
the environment.

Researcher as a | The researcher played a key role in

critical instrument| developing the research design and
study procedures. The researcher
adapting to suit the environment unc
study and being guided by others
within the organisation and
supetrvisors. In addition, the researcl
collectedanalysed and disseminatec
all data.

Multiple sources | Multiple sources were developed to

of data collect data rather than rely on a sin(
data source. The qualitative method:
collected operended data, whereas
the quantitative data gathered
information through instruments and
predetermine scales and options. All
collected qualitative data was
organised into codes and themes. TI
guantitative data was used primarily
for triangulation with the qualitative
data

Inductive, The research employs inductive,
deductive and deductive and abductive data analys
abductive data Using the literature review to design
analysis guestions and research methods an
allowing the qualitative data from the
Pilot Studyto form additional codes
through induction. This permitted an
abduction approach to redefining the
conceptual framework fdPhases.
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Methods to achieve this

Informal site observation

Informal discussion with
staff

Interviews

Focus groups

Surveys

Environmental monitoring
Measuring walking
distances

BRMG

Supervision

Literature review
Developing research skills
Learning software package

Desktop review

Informal site observation
Interviews

Focus groups

Surveys

Environmental monitoring

Measuring walking
distances

Literature review

Conceptual framework
interviews
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Then withinPhase8, using a
deductive approach to link the
established data to existing literature
and theories.

Par ti ci p| Theresearcher attempted to accurai Recording device
meanings document and portray the meanings
constructed by the participant, seeki

validation from them after writing Open line of
transcripts. communication with

participants

Transcripts

Emergent design  ThroughoutPilot Study the process  Desktop review
was very much emergent. Being
determined through the informal
observations and data being collecte Informal discussion with
Allowing the research to delve deept staff
into the case. An additionBhaseo

Informal site observation

the study was adde@ljase?) to Interviews
review the design consultation
documents and informal discussions
with staff around the move.
Reflexivity The researcher's background in Researchers previous

architecture and researekperience  experience
within EBD and environmental BRMG
psychology influenced the study. It

helped drive the literature review's

direction and provided ideas for the

PPWH to determine the project

outcomes. In addition, the

collaborative involvement with the

organisation blped shape the

direction of the research

Holistic account | One of the study's most critical BRMG
aspects was developing a deep
understanding of the case. Involving
reporting multiple perspectives,
identifying the factors influencing the
case, and portraying the larger pictu
This Apictured does not take a
traditional linear process but
documentwyarious aspectsf the case.

All research methods

6.5  Fieldwork Considerations
Beginning fieldwork, researchers are often overwhelmed by the time required to

collect qualitative data and questions about the richness of thaStating with a
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pilot project to gain experience can help estimate the time required to collect data. It
is essential to anticipate and prepare for issues that may arise during data collection,
including access to the site, procedures for observation, dynamics between the
researcher and participants, and availability and access to documef@atiswell,

2018) Therefore, &ilot Studywas developed and includedRhasel of the

research protocol. This allowed testing research methods and environmental
monitoring equipment to ensure accuracy and assess its value in the study. The
researcher spent time around the different public areas in the building to establish
themselve within the organisation. The gatekeeper felt that issuing the researcher a
PPWH badge would help people feel more comfortable with their presence. The
badge specified the name and rolér@searches, acknowledging them as part of

the team but differergting them from staff or volunteers.

6.5.1 Desktop Review

Documents can be an undervalued data source within a casebstuchilating and
reading these can be helpful when researching within an unfamiliar setting. Some
documents that may be relevamtiudeofficial documents, planning documents,
documents reporting on the project and media coveYdgen studying documents,

the same methodology should be applied as to that used when observing or
interviewing:fione needs to have one's mearganised yebe open for unexpected
clues (Schramm, 1971: 68 desktop review was conducted before gaining UEC
approval, as it did not require direct access to the organisation's site. The architects
and organisation provided existing literature on the project and included the
building's brief, design statement andial consultation documentation, PPWH
reports and accounts and media articles. This allowed the identification of the initial
building aspirations and details on the consultation processes. There was a heavy
focus on the persecentred aspects of tipeoject, which led to further discussions

on the outcomes they would like to see from this study.
6.5.2 Data Storage and Handling

Therewasoften a lack of detail in the literature regarding managing data storage.

Some fundamental principles for data storage and handling are: usinguaility
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recording devices for interviews; documenting all types of information gathered,;
anonymising participant data; storing any identifying information separately; and
creating a data collection matrix for locating and identifying informai@neswell,

2018) In addition, backing up research information and documenting changes made
are essential considerations for all research styD@&gdson, 1996)In most of the
researcher's documents, thesesa cover page detailing revision numbers, the

changes made, the person who made these changes, and the date. This helped track

documents and superseded versions, which were retained for older revisions.

6.6  Conclusion

This chapter introduced tiereswell (2018¥3ata collection circle relevant to this
study. It included ethical considerations, sampling, recruitment, and fieldwork
considerations. This chapter @dto form a guide for informing similar studies with
a nongclinical researcher in a healthcare settihgdocumengdthis study's journey to
comply with various research frameworks and policié® subsequent chapter will

set out the rationale for developing the research metnadisheir procedures.
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Chapter 7
Research Methods

Research methods dihe techniques or procedures used to gather and analyse data
related to some research questions or hypoth@Sistty, 1998: 3) This chapter will
address the research methods in detail and the various approaches used within the
data analysis, including sefsiructured interviews, focus groups, surveys and
environmental monitoring, which involved recording walking distances, toists

and indoor air quality (IAQ). It will then provide details about the dissemination of
research and conclude by discussing the transparency around the quality and

reliability of research data.

7.1  Scoping Methods

Part of this involved environmental observation, influenced by ethnography: a
qualitative research design rooted in anthropology and socitjp@ally involves
collecting observational and interview data related to a particular cultural group
within their natural setting over a prolonged peri@deswell and Creswell, 2018)

Most commonly, participant observation is a preferred method. However, there is
flexibility in how the researcher chooses to observe and their role within the setting,
taking the stance of either an insider or outs{@pat and Wang, 2013)nlike

other research desigrsjch as grounded theory, ethnography focuses on developing
a description and understanding of the culture, behaviour and setting rather than
developing a theory. If resources permitted, ethnography would have been a valid
research method for the PPWH. Hoxer, as the impending move imposed a strict

time limit, it became apparent that it would take too much time to establish the

Chapter 7: Research Methods pl74



research design and conduct this method. However, the study has utilised it as a
research toalCreswell and Creswell, 2018; Creswell and Poth, 201&s was

achieved by the researcher spending time in the public areas of the building.
Determining typical routes for staff, patients and visitors, discovering points of
engagement with the environment or interactions between people, and documenting
theactivities undertaken in each area. It aided an understanding of the organisation,
everyday activities and culture. Observations were documented in informal field
notes and discussions, aiding the development of the thesis narrative and opening
other unexpcted areas of investigation. The sketch observations on the plan produce
common routes taken throughout the building and give the researcher a good
awareness of areas the participants referred to when interviewing, diagrams of which
can be found in Chapt&. Another benefit of observation was having a researcher
presence in the building, which aided in developing trust and reassurance, making
staff more likely to engage with the study.

7.1.1 Phases of the study

The study naturally developed into three distinct phases. Phase 1 incliriethe
Studywhere the research methods were developed, tested and refined within the
existing PPWH facility at Carlton Place. Phase 2 was added as an intermediate stage,
gathering evidence related to the transition process and first impressions of the new
facility, in addition to identifying areas of discussion for the future interviews. Phase

3 was a replication of the research method utilised in Phase 1 but with adaptation to
the lesson learned from pilot data collection. phasewvas conducted in the

purposebuilt facility with this data contributing towards the findings and discussions

chapters of this thesis

7.2  Collecting the Data

7.2.1 Interviews
The primary research method was setnictured interviews, inspired I8take
(1995: 64)view thatiqualitative researchers take pride in discovering and portraying

the multiple views of the case. The interview is the main road to multiple realities

Chapter 7: Research Methods pl75



Ensuring a deep and holistic understanding of the case was achieved. The
interviewer's role is effectively fepository, listening attentively and using

fiprompt® to direct conversation. Interviews for qualitative data collection allow
researchers to understand and interpret people's observations, thoughts and feelings
with faceto-face interviews allowing the observation of agerbal signals and

hearing the nuances in verbal expressions. To allow participants to share descriptions
and explanations rather than simple yes or no answers, the right questions must be
askel, and the physical environment and approach of the researcher carefully
designed to develop rappp@nd trus{Salmons, 2010)in this study, interviews were
conducted in the organisation's facility and lasted approximately 45 minutes. The
interview schedule comprised a list of opamded questiongs seen in Appendi
developed from the literature reviews but with the flexibility to adapt to narratives
presented by the participant® allow participants to get comfortable with the

situation and answer questions, the interviewer began by asking background
guestions about how long they had worked at the hospice, how theljetiaeehe
building, and describing their job roles and daily routifdss allowed a smoother
transition into questions exploring various aspects of the buil@imgonclude the
interviews, participants were invited to proviaeditional comments about the areas

discussed or anything about the building they felt impacted their wellbeing.

As well as the interviews evaluating the building environment, the case study
methodology provided the flexibility to explore other interconnected aspects.
Therefore, theoncluding sectionf the interview was developed to gather

reflections on the building project and consultation process, some of the questions
being asked both pr@nd postmove. As documented in the following chapter, this

built a picture of the transition period and arggational culture, which significantly
impacted the new facilitydesign. Examples of these questions were; their
involvement with the consultation process, how informed they felt throughout, any
concerns and what they were looking forward to before the move and whether these
were realised afterwards. This documentedeimployee engagement process with

the expectations and realities of the new facility.
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7.2.1.1  Consideration of Asynchronous Methods

Although most interviews took place face to face, the emergence of the CBVID
pandemic and subsequent lockdown meant that consideration had to be given to how
they were conducted during this time. Three methods were offered to encourage
maximum participion, emailing a list of questions, emailing pezorded

questions, and redilme interviews over the phone or video platform. One of the
critical considerations in selecting a method was redubi@pgarticipants’ burden. A
study byRatislavova and Ratislav (201Hdighlights that asynchronous email

interviews may have a therapeutic effect by helping participants reflect on their
written responses and offer a space to share their thottgivever, it was

considered that this method would require excessive-aagkorth messaging to

clarify responses or provide additional information, which would be too burdensome
on participants. Another disadvantage of email interviews is the lack efarbal

and paralinguistic cug®fatislavova and Ratislav, 2018Ithough it was offered as

an option to participants, in case this was something they would puéfarately,

all interviews during COVIBL19 were conducted via video conferencing or
telephoneThis was consistent with the synchronous methods used within the other

interviews, meaning the collected data was obtained similarly.

7.2.2 Surveys

A survey can produce quantitative descriptions of trends, attitudes, and opinions or
test relationships between variab{€seswell and Creswell, 2018; Fowler Jr, 2013)
This study employed a survey following the basic principles stat&hbymaki

(2018) considering; goals and preparation, response format, phrasing of the
questions, question order, format and instruction and ethics. Most of these are
addressed in this section, but the lattasincluded in the previous chapter's ethics
section.There were two surveys developed, one for staff/volunteers and the other for

patients/familiesthese are provided lppendix Gb.
Goalsand preparation

As documented ihapter 4there are widely used commercially available post
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occupancy surveys. Howevaritial consideration was given to the main topics of

the survey and the purpose of each queg&anvimaki, 2018)o receive data
meaningful to the research. To develop a set of questions, equal consideration was
given to the building evaluation and EBD literature reviews and the study's research
guestionsThe survey questions were influenced by techniquesStiezenson and
Humphris (2007employed in the posiccupancy evaluation of the Dundee

Maggied €entre and PROBE studiéihe main goal of the questiongsto

determine how satisfied various user groups were with the areas identified in the
conceptual framework, specifically, satisfaction with choice, environmental
conditions, layout, accessibility, adaptability and access to nature. Two surveys were
developéd, one for staff and volunteers and one for patients and families. Although
they contained similar questions, they had additispatific areas appropriate to

each stakeholder group, suchfla®rk environmeri only applicable to staff and

volunteers.
Responsdormat

A critical aspect of good survey design is determining the advantage and
disadvantages of closed and ogmled format¢Sarvimaki, 2018)Closedended
questions allow participants to rate their answers on a scale, producing quantitative
data.In contrast, opemnded questions allow participants to respond frieely
guestions, producing qualitative dé€reswell and Plano Clark, 201 Another
consideration in determining the response format is how the data will be analysed
and reportedSarvimaki, 2018)Although there were opesnded questions, the
majority were based on an ordinalpbint Likert scale with a choice of two positive,
one neutral and two negative responses. This scale allowed the survey to adopt a
similar correlation technique i§tevenson and Humphris (200Their research
utilised two questions, one on se#fported health ratings and the otheigoality of

life, to identify correlations between these and satisfaction with environmental
featuresRegarding the analysis, the pajpased responses were coded and entered
into Excel with online responses being automatically transferred. These were then

exported into SPSS where frequency queries were calculated to determine overall
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satisfaction, further divided into satisfaction by user group.
Phrasing the questions and question order

The survey follows the sound design principles proposesugyand Ritter (2012)
guestions being easy and quick to answer, progreksiiaally, grouped on topics,

with bold or colour used to highlight important words. This also complies with
suggestions b$arvimaki (2018jhat questions should run logically, be short and
unambiguous, ask only one query per question, exclude leading questions and begin

and end with shorter, straightforward questions.
Format

For thePilot Study it was suggested by the PPWH that a pdygeed survey would

gain a higher response rate than an electronic version due to certain groups not
having or maintaining frequent access to email addresses to which the recruitment
email would be sent and pattsrand families difficulty accessing the online

versions. This allowed participants to complete the survey in their own time, with the
benefits of a physical copy being a reminder to complete and return. Lessons learned
from thePilot Sudy of surveys informed research in the new facility by utilising a

hybrid of papetbased and online surveys developed in Qualtrics.

An important consideration was the process of voluntary participation, even down to
the level of what questions participants wished to answer. For example, in paper
surveys, participants could leave questions unmarked, which was extended to online

methoddo not poseadditionalethical concernéSue and Ritter, 2012)
Instruction

Instructions for completing the survey should always be proi#ed and Ritter,

2012) These are important for explaining the practical aspects, such as completing
and returning information about the study, gaining informed consent, and publishing
the information(Sarvimaki, 2018)These are included as the cover page of each
paper survey and the first page of the online version.
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7.2.2.1 Feedback

Throughout the development stage of the survey, the questions and format were
thoroughly discussed within the BMRG. The research group was then asked to
provide feedback on layout, format, clarity, the relevance of questions, and anything
else they identiéd as issues. Following feedback, some questions wavatten for
clarity, dividing questions that asked more than one thing and removing ambiguous
or superfluous words or phrases. A consensus with the feedback was that the survey
did take around 10 dr5 minutes to complete, with many questions. Although
everyone felt these questions were relevamniy a few were excluded. Some of the

specific discussions for changes were:

1 It should be irfieasy readformat, as many patient participants were older or
had visual impairments. For this, the font size was made larger to 12pt
minimum, Arial font was used and bold to denk¢g areasather than
underlining.

1 The ethical considerations ensured that only necessary background data
relevant to the studwas requestedomplying with and excluding biases
(Sarvimaki, 2018)In addition, options were given to allow participants to
respondfiprefer not to say

1 The hospice lowered the admissions age from 18 tavith the new building
providing space fofiyoung adulté ages up to 39 years oltherefore, to
capture respondents who might fall into the new age rangegamd) Adult
categories, the survey age range was tailored to suit by includind&ddge

range rather than 18+.

7.2.3 Walking Distances

Research byi and Seo (2012haddetermined that increasing walkihgdmany

health benefits, but themerefew cardiac or stres®lieving benefits within the

medical communityMeasuring walking distances was one research method explored
in-depth, particularlysing indoor positioning systems (IPS). However, the cost and
time implications of implementing such measures became apparent, with products

available proving too expensive and developing a grassroots method teo time

Chapter 7: Research Methods p180



consuming. Therefore, it was decided that as one benefit of the Sengetun was
reducingwalking distances, it would be most relevant to psesonabevices that
measure walking distance. Fitbits were purchased and given to five members of IPU
staff, including nurses and healthcare assistants. To remove any potential bias by
participants being able to track their steps and potentially being encotwagatk

more, the devices were covered-ugnly the research teahad access to the data.

After measuring paicipants' step counts, the researcher transferred this information
onto the Fitbit applicatiomAlthough it was evident that the app had access to minute
by-minute data, it only documented these irmiiiute periods and could not be
exported on mass. Therefore, after much research, a Java code that could download
minuteby-minute data calledinterday datawas discovered and adapted for use in
this project through google sheets. HoweveRase3 of the study, parts of the

code had been depreciated,amieg the scripts failed to run. Therefore, data had to

be collected directly from Fitbit and the-binute windows they provided. Although

the analysis from thBilot Studyshowed that interdagid notplay a significant role

in the findings, as results were presented during a shift rather than per hour.
Therefore, the data included within this thesis are based on graphical information
taken directly from the Fitbit applicatipwith the steps and distancealculated per

day.

The data was analysed against researdiWélonet al.(2006) which revealed that
nurses typically walk % milesduring a 12hour day shift and slightly less during

night shifts. It was also compared to the total daily walking distances froRilthe
Studyin the previous facility. To this end;3tmiles was used as a benchmark
concerning 12 hours shifts experienced by participants within the PPWH IPU. It was
perhaps obvious that the hospice, being on a smaller scale than standard hospital
environments, wdd lead to reduced walking distances compared to averages.
However, this study aimed to benchmark againsPile Studyto determine if the

Sengetun achieved its benefit of reduced walking distances.

724 Environmental Monitoring
Evaluating indoor environmental quality (IEQ) can be integral to a F@iE.can
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involve measuring factors that impact the comfort and wellbeing of users, such as;
temperature, humidity, CO2 and pollutant levels, noise and TigNeise can either be
fispotcheck® or monitored over a specific period. The monitoring strategy should be
designed to address the specific requirements and parameters of the building being
evaluateqAghaHossein, Birchall and Vatal, 201%) systematic approach was
adopted, producing a timetable and location mapAgppendix7a-b. Locations were
discussed and confirmed bywvalk round with a management staff memi#eposter

was produced to sit next to the devices and placed around the building to ensure
awareness. These monitors were employed within both tkenpreostevaluation

and placed in comparable environments, single bedroom to single bedroom,

nurses' station to central unit space with nurse's desk.

7241 1AQ

The use of air quality monitoring was introduced into the methodology shortly before
Phasel of the data collectiomddressingechnical performance data that was

planned to be undertaken by another company butittiaately never went ahead.
Measures were designed and adopted in this study involving IEQ monitoring as it
could prove beneficial to triangulating the qualitative data. Various monitors and
instruments are available for measuring temperature, relative humidity ¢Ridpn
dioxide (CO 2, cabon monoxideCO) and volatile organic compounds (VOCS).

The device chosen could be plugged into a wall socket and measured temperature
RH, and CO 2.

The data was analysed against standard ranges in which temperature, relative
humidity and CO2 levels should fall to establish a good indoor air environment.
Levels of CO2 under 400 ppm are typically found in outdoor environments, with
guidance suggestingat levels of CO2 within indoor environments should be no
more than 1000 ppnievels higher than this indicate a poor ventilation (@8 SE,
2011) Relative humidity levels should sit within the range ofof%6, with less than
20% causing skin or eye irritation for some people and above 70% being
uncomfortable with the associated threat of surface condensation and mould growth
(HSE, 1992a)Health and Safety Executive (HSE) guidance suggests that in
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workplace environments, the temperature should be no less tf@nAlthough

there is no guidance on maximum temperature, it can become uncomfortably hot
when it reaches over 30 (HSE, 1992h)The average ambient temperature for

indoor environments should be betweer229C. However, in healthcare

environments, the temperature is usually kept a few degrees higher than average to
account for ill patients who are more susceptible to feeling the cold.

7.2.4.2 Noise

Noise can be measured with a sound level meter (SLM) or SLM smartphone app
(AghaHossein, Birchall and Vatal, 2015; CDC, 20IBje researcherontacted

another hospice organisation, which provided the information they used to conduct
and monitor sound levels. They did so through hourly-shetking on an iPad app
conducted by staff responsible or the delegated staff on shift (as recordiegs wer
taken 24hrs), writing the figures down. However, staff often forgot to record the
levels when the staff responsible was not on shift to take measurements. There, for
this study, It was decided that a device that could continuously randribg data

would be more efficient and less susceptible to human error. The locations chosen
were those deemed sensitive to noise, according to staff. The devices would record
both dBA and dE, but as the human ear recognidB#\, the device was set to

record this.

The data was analysed against guidelines by the WHO recommends thaitmeght
noise levels in hospitals should be betwee3dB, with under 40 dB creating the
ideal sleeping conditiorend sleep or rest being disturbed when noise reaches over
55dB(Berglundet al, 1999; WHO, 2009However, studies have shown that these
maximumswereoften exceeded, with typical levels ranging from 48 to 46 dB, with
some peaks exceeding 8b. In addition, researchy Berglundet al. (1999)states
thatlevelsover 80db can be related to changes in social behaviour, such as reduced
helpfulness or aggressioho put these figures into perspective, 30dB would be a
whisper, normal conversation would be about 60 dB, and 85dB would be the

equivalent otraffic noise or a lawnmowdCDC, 2019)
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7.2.4.3 Limitations of the Methods

There were some limitations with the monitoring device, both in efficiency and
application. Consideration should be given to the battery life of sensors. If possible,
those requiring an electricity supply should be hardwired to prevent them from
accidentdl being switched offAghaHossein, Birchall and Vatal, 2013jowever,

this was not possible with IAQ monitors due to the limited number of available
monitors, the frequency they had to be switcheskfmarate locationandthem

being hardwiredThis barrier was overcome by placing do not remove stickers over
plugs and making domestic and other staff aware of their presence. Although, at the
start of thePilot Study there were difficulties with devices being accidentally
unplugged or moved, even witldo not unplug@ labels.Once unplugged for a certain
amount of ime, the device lost its readingsd if unplugged and then plugged back

in, the device would reset and not record data. It could not be determined if these
instances occurred until the device had been plugged into a computer for data
transfer, meaning that when this occurred, data daleéor the period would have

to be repeated. Another issue with these devices was when it c®nases of the

data collection, two years peastove, the IAQ devices from thalot Studyhad

stopped working correctjypotentially due to issues of not being in use for a
prolonged perioddowever, the SLM continued to work. New IAQ monitors were
purchased that seemed to work more efficiently than the previous ones. One ethical
issue arose with the SLM and IAQ devices inflet Study Although, after the

briefing, the patient was content with it being placed in the room, the patient's family
was unsure of the device. Therefore, it was taken outaaoither room was agreed

between the researchamndstaff, seeking that gaent's consent.

7.2.5 Phase 2 Data Collection

This data collection phase involves management interviews and focus groups,
established as interim reports. As data from these metine@snotncluded in the

main findings, theyare notexplained in detail within this thesidowever, this data
collection phase helped inform the project's organisational culture and background

about people's experiences with the process.
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7.3 Inference of the Qualitative Data

7.3.1 Inference

Inference, or forms of reasoning, inform part of the research app{Geeswell and
Poth, 2018)inference can conclude from evidence and be deductive, inductive or
abductive(Schwandt, 2014)Deductive reasoning is typically employed in
quantitative research and involves existing theory driving the data collection and
analysis, with the discussion linked to existing literature. Inductive reasoning is
typically employed in qualitative researahd involves drawing interpretations or
meaning from collected dat@harles Sanders Pierce (18B914)was the founder of
pragmatism and developed abductive reasoning, which is a method of discovering
hypotheses or theories that is distinct from inducto deduction. Unlike deductive
testing of hypotheses or inductive genesdlon from collected data, abductive
reasoning aims to generate new findings and theories. In this study, an abductive
approachwasemployed, using existing theory to develop methods for conducting
building evaluations and inform data collection methods. The finduggsthen

used to establish and build upon existing theory, wiiasin line with the abductive

reasoning approach.

7.3.2 Qualitative Data Analysis

There are many approaches to analysing qualitative data: narrative analysis, content
analysis, conversation analysis, discourse analysis, and thematic afiglyisis

Kisber, 2018; Harper and Thompson, 201ts crucial to decide this before
transcription, as this will determine the level of detail required to be obténadn

and Clarke, 2006)As thematic analysiwasbeing used within the study, as

explained in a subsequent section, there were no, giréetetermined guidelines for
transcription. However, a rigorous and thorough verbatim account of the interview is
essential andemainsfitrued to its original naturéPoland, 2001)All the interviews

were audierecorded and transcribed verbatim. Common filler words sufkcasr

flikeo were excluded for clarity, with any regional dialect excluded to ensure
participant anonymity. However, any significant alterations to the quotes used within

the findingswereenclosed in square brack@tsMost common were exclusions of
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specific names and the generalisation of gender to them/they in certain instances to
protect anonymityStake (1995: 66yiew wasthatiigetting the exact words of the
respondent is usually not very important, it is what they mean that as imparant
states that verbatim transcriptioan be discouraging for participants, as it may not
accurately represent what they intended to convey or lack eloquence in their speech.
Therefore, the researcher may need to revise and improve the transcript's style. In
some cases, the researcher did nsijdéstic changes to the transcript to better reflect
the participant's views. When piaipants expressed concerns about discrepancies in
the transcript, the researcher made necessary adjustments and discussed them with
the participants.

7.3.3 Grounded Theory Approach

Grounded theory (GT) is a research methodology that can often be misrepresented
when discussed in relation to studies. It can often be viewed as a way to organise,
analyse and present data through coding and categorisation. However, it is inherently
a sysematic research approach to constructing a theory or model from the data
(Singh and Estefan, 2018jhterestinglythe first use of GT was iGlaser and

Strauss (19653warenes®f Dying, a text explored ihapter3. It is widely used

within nursing research and has evidenced aweald impact orimproving care

quality (Nathaniel and Andrews, 2009; Singh dfatefan, 2018; Staceyt al, 2019)

One of the primary outcomes of GT is that a preconceived theoretical framework
does not limit it but instead develops a theory that is deeply grounded in the data and
context(Glaser and Strauss, 196Thus allowingdata collection and analysis to be
driven by key ideas relevant to the discipl{@harmaz, 2006)For exampleGlaser

and Strauss (196%)pal with the introduction of GT wdihat readers would almost

be able to see and hear the people involved in terminal situatiomso see and hear
them in relation to our theoretical framewofGlaser and Strauss, 1967: 241)

This study, howevehadalready established its methodology and thereby utilises

GT in a way some, as mentioned at the beginning of this section, might construe as
inappropriate ofimisrepresentad This study follows a fixed mixed methods design,
which was predetermined and planned to use quantitative and qualitative methods
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rather than an emergent approach, addedt@a®rpport or improve findings

(Creswell and Plano Clark, 201Tpstead of a preefined and overarching

theoretical framework and hypothesis, this study emplégedsitising concepts and
theoretical codesto establish a loose theoretical framework to guide the siidy.
theoretical framework formulatiomasrooted in GT studie€Charmaz, 2006)it
adoptsCharmaz (20063tance that GT methods can complement, rather than oppose,
other approaches to qualitative research. Commenting that those who are not totally
driven by GT or perhaps acknowledge only aspects of the approaalibring an

i maginati ve eye daheidworkstranscerd theiriilvmediateo i ¢ e é
circle (Charmaz, 2006: 9From its first introduction, Glaser and Strauss have
finvited their readers to use grounded theory strategies flexibly in their own way
(Charmaz, 2006: 9)

Contrary to traditional GT approaches, Charmaz acknowledges that researchers will
almost always have exposure to existing literature, even before commencing the
study, but recognises the importance of understanding the broad context of the topic.
One of tke founders of GTGlaser (1998)later acknowledges that when faced with

the prerequisite to conduct a literature review before data collection, as is a typical
requirement of PhD programmes, the literature review should turn into data
collection, which is in a constant state of comgpami Acknowledgement is given to

the similarities between GT arfidonstant comparison inquinpy Butler-Kisber

(2018) They state that it can highlight common experiences and provide an evidence
base to advocate for policy chan§@mething this study aims to contribute towards.
This flexibility allowedthe devised theoretical framework to inform specific
arguments instead of the entire research project.alloiwedthe theory to be

identified and defined on the evidence gathered rather than existing theories. It can
be a flexible tool for building conceptual frameworks that can be applied to research
from across paradigs or studies that employ no(lRRobson and McCartan, 2016)

By utilising a mixed methods case study methodology, the researchers were able to
combine elements of GT in the qualitative analysis with other aspects to drive the

study forward. This approach created a dynamic interplay betweeaxigtang
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theoretical frameworks and the development of new theories that built on these,
ultimately situating the research firmly within the context of the case study being
examinedThe GT approach provided a systematic way of analysing the qualitative
data and aligned with prgefined themes within the literature review of EBD. With a
deductive approach taken on a thematic analysis of the data. The researcher's
background in Environental Psychology, relating to the Biophilia Hypothesis and
Art, hadprovided a bas for formulating a loose theoretical framework fusing
building evaluation studies and wellbeing. Before formal ethical approvals, it was
agreed between the PPWH organisation and the researchers to conduct some
informal scoping fieldwork to understand taievironment and organisation better.
This approach dictated the direction of the study. It thus informed the decision to
utilise a GT approach within the methodology. Where better to fully explore and
understand the case study than looking to gather latgelfrom those who created
the case of study; the architects, the organisation and the pg@bEafiethodology

ultimately led to cecreating the study design and research findings.

7.3.4 Thematic Analysis

Braun and Clarke (200@)ave described thematic analysis as assep process:
familiarise yourself with the collected data, generate initial codes, search for themes,
review themes, define and name themes, and produce a fidpsmifferentiates

from the GT approach of collecting and analysing data simultane@@Egwell,

2018) Braun and Clarke (200@)dvocate that it iideab to collect all data before
analysis, as ideas and patterns can be identified velagingthe entire data set
togetherHowever, due to the serstructured nature of the interviews, there was an
informal iterative process as the researcher was consciously aware of what topics
required more focus. Generally, this study foll®vaun and Clarke (2006)

approach, each step detaileelow.

1. Familiarisation with the data: if the data is collected by the researcher doing the
analysis, there might be some analytical thoughts formed. Total immersion in the
data is crucial for effectively analysing what can be done through constant doing,
dynamicanalysis, and compariso(Braun and Clarke, 2006 ranscription can
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be a good way to achieve familiarisatigtiessman, 1993jhis study involves a
process of frequent relistening to recordings, typing andading to ensure it

was transcribed verbatim. The transcripts weeglas an entire data set before

initial coding. Handwritten notes were taken at the interview, indicating

keywords or reoccurring topics.

. Generate initial codes: Havinodertakerthe thematic analysis &filot Study

data by hand andata from the new facilityusing the software NVivo, it was

clearas tothe benefit olutilising thesoftware; being able to code the same text in
multiple categories, quickly amending mistakes and swapping out codes or
renaming the@® something which was more challenging with printouts and
physical notesi-or transcripts coded in NVivo 12, pifemulated codes

interpreted from the written notes were created. Tdmestripts were then coded

with their relevance to the impact of the environment on people. There were
some theondriven codes derived from the development of the theoretical
framework. Some of these were as follows: environment and care model: noise,
tenmperature, air quality, nature, inclusion, choice and deSigere were also
datadriven codes, highlighting important aspects to the participant, including
fiengagement with peogl@ndfisupporting resilienae

. Searching for themes: this step involves collating the codes into tliBnaes

and Clarke, 2006)This was achieved byrguping codes intthemes related to

the theoretical framework, providing a narrative for writing up the findings and,

in some instances, becoming overarching themes in themselves.

. Reviewing themes: at this stage, themes are reviewed, with some being discarded
or mergedBraun and Clarke, 2006J hat involvedreadingall the coded extracts

for each theme, ensuring sufficient evidence to retain the theme, moving codes to
a different theme or, in some instances discarding the theme or codes altogether.
. Defining and naming themes: stliemes and themes were also moved around

the topics to ensure they retained a suitable narrative and adequately answered
the research questions.

. Producing the report: there is a need to provide enough data extracts to evidence
each theme and point being made, organised within a narrative designed to

interest the read€Braun and Clarke, 200&tach themdadbeen categorised
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based on the most commonly reoccurring threads of discussion, supported by the
related quotations. Findings have been written up and presented within a series of
reports provided to the PPWH, and the key findings within Chapter 9.

7.4  Dissemination

The researcher can adapt to multiple roles within a case study, incitehafer,
participantobserver, interviewer, reader, storyteller, advocate, artist, counsellor,
evaluator, consultant, and oth&(Stake, 1995: 915take (1995%uggests that the

case study report could fall between storytelling and a formal research report.
However, it isnecessary to note that one common problem within case studies is the
amount of data collected; a warning given by m@vigrriam, 2009; Stake, 1995;

Yin, 2018) fiwe have to be careful not to get buried by avalanches of our own
makingd (Walcott 1990, p35 as cited in Stake, 1995: &4j)s is considered as the
researcher adopted various roles through the research journey, evidenced in this
thesis. Drawing on thadvice ofLeaman (2010bfrom Chapter, all the data
collectedhadbeen included within smaller reports, carefully considered to be as
concise as possible and provided to the hospice to share at their discretion. A key aim
was to produce a report that was easily understandable and intriguing to read,

drawing the readento the story of the case and caring about its importance.

7.5 Quality of Research Design

Validity in quantitative and qualitative methods can differ, but both support the same
function by ensuring the data quality, results, and interpretatiidity within

qualitative research relies on analysing procedimesontrastyalidity within

guantitative research relies on the quality of both scores from the instruments and the
conclusion drawn from the analyg{Sreswell and Plano Clark, 201As a case

study relies on multiple sources of evidence, it is often helpful if the data can be
triangulated’Yin, 2018) Triangulation aims téseek convergence, corroboration or
correspondence of results from multiple metlid@reene, 2007: 1007 his requires

for each method to be treated independently so that one does not influence the other

(Greene, 2007)f a study uses convergent evidence, then triangulation can
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strengthen the construct validity of a case study. In addition, gathering evidence from
multiple sources can increase confidence that the findings will document the case
study accuratelyYin, 2018) To triangulate the data, quantitative and qualitative
methods were used to evaluate the same case. For example, the study had three
interrelated methods: interviews, surveys and monitoring. One example was survey
questions asking for ratings of environmed conditions, interviews asking for

personal perceptions and experiences, and monitoring devices measuring actual
levels.A detailed and extensive procedural document ensures the research design can
be replicated, increase reliabilignd minimise theisk of errors or bias within the
study(Yin, 2018) A project protocol was produced for this study to ensure

reliability. This thesis also documents and discusses considerations and procedures
employed in this study, most notably within this and the two previous cbapter
providinganin-depth description of the methodology, data collection strategy and
methods employedin (2018)suggests that the quality of research design can be
determined within case study research through four crifEaisle 7-1 provides

measures taken through the research to ensure these criteria were met.

Table7-1 How this study achievegin (2018)case studyesearch design quality

Criteria Principles Measures to ensure study compliance
Construct Define the study Research questions
validity in terms of

Developed multiple research questions that were

EECEE tested and defined throughout the pilot phase

oSNy LS 8 Theoretical and conceptual frameworks

measure these

concepts. Gathered existing literature and guidance on too
and techniques employed within building
evaluations

Data collection

Qualitative research questions related to the
research questions and objectives

Reliability of Use of multiple  Data collection

data Z?/ilfjrgr?(sze()f Five stakeholder groups were inc'luded at variout
levels throughout the data collection: manageme
Addressing patients, family, friends, staff analunteers.
alternative
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perspectives Mixed methods

Quantitative data was embedded within the
qualitative study to help triangulate findings.

External Use theory to Theoretical framework

validity Clikehligieitase: Gathered existing literature to help inform theory

Use replication  development

logic in multiple Benchmarking

cases
Used pilot case to develop and refine data
collection. In addition, using the valid results to
benchmark results poestove.

Reliability Ensure sound Protocol

research design A project protocol was developed, documenting !

Document data collection, analysis and ethical consideratio
procedures to
allow replication
of methods

The research design is also further evidenced wi
this thesis

Review

Analysis was reviewed multiple times to ensure
accuracy

7.6  Conclusion

This chapter introduckscoping methods used for tRdot Study establiseda

grounding in the topic and research field. Then, it dedaile research methods,
procedures, purpose, development, collection and analys#ference of

quantitative datavasprovided, along with its influences and scop&ih It
discussedraun and Clarke (2008)x-step thematic analysis procdes analysing

and presenting the dat@oncluding with how this thesis compdivith quality in

case study research. The subsequent chapter introduces the findings section of this
thesis, an introduction of the organisatipapple and facility involved in the study.
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Chapter 8
Introduction to the Findings

Prior to reporting the findings, it is important to build a more comprehensive
background of the project, allowing readers to place the findings into context.
Therefore, this chapter provides an understanding of the hospice organisation and
their involvemat with the building project. Then, it describes the new facility by
departments and frequent routes, illustrated on floor plans. Finally, it provides the
demographic and statistical information related to the sample for the research

methods.

8.1  From Aspirations to Actualisation

A conversation the PPWH CEO had with a teenage patient sparked the idea for the

new facility. He t ook one | ook at tihdabDdy Betvif c
meprecalled the CEO at the appeal lauridhwas because the majority of people in

there were over 50, and the whole environment was simply wrong for someone his
ageé |t maidhew canewe tidke thikbettérBaillie as cited in Priest,

2016) The Prince & Princess of Wales Hospice (20d&)uments the problems in

the existing facility, with a lack of adaptability to satisfy their ambitions and keep up

with modern palliative care demands.

fif the wards had been on the ground level [in this building] with a big
garden, we would have still-thatavasn her e
a deciding factor when they saitlye need a new buildig i Staff

Once the limitations of the existing PPWH facility were established, the organisation
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began assessing the growing needs of the hospice services to develop project
aspirations. The PPWH worked closely with the Project Architect,iatheduced
them tothe concept of the Sengetun model of chedping toestablish a clear vision
for a design which coulddequately suppottie high quality of persenentred care

already provided

In terms of the PPWH organisational values, they have been consistent throughout

the years:

Persorcentred compassionate care;
Value all as part of the hospice community;
Fairness and integrity;

Dignity and respect;

= =4 =/ 4 -

Striving for excellence
(The Prince & Princess of Wales Hospice: 2019)
In addition, the PPWH set out strategic aims for 2BQ80, further informing of

their organisational values and goals:

1 Lead- Maintain a leading position in the delivery of palliative/asfdife
care through to bereavement care for all those affected bylarifing
condition.

1 Learn- Develop our local, national and international research and knowledge
sharing with a focus on the education and support of the workforce providing
care.

1 Collaborate Develop and deliver our services in collaboration with patients,
families and our partners.

1 Transform- Develop a comprehensive digital strategy to support effective
delivery of our clinical services.

1 Reveal Work with our communities to develop an understanding of the
importance of good palliative/erai-life care through to bereavement care

(The Prince & Princess of Wales Hospice: 2019)

The project's consultation period began in 2011, with involvement continuing
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throughout the design development st@@ertet al, 2013b) The project required a
PreApplication ConsultatiofPAC), & the facility exceeded 5000 sgm and was
classed as @Vlajor Developmertiunder the Town and Country Planning (Hierarchy

of Developments) (Scotland) Regulations 2009. The architectural practice, led by the
Project Architect, produced a report documenting the PAC period and additional
consultation activities throughout the destevelopment éeFigure8-1). The
consultation process formed an essential part of the projeicty aimed fito improve
awareness of the hospice proposals, provide stakeholders with information about the
project and also to provide them with opportunities to influence the development of
the proposed hospioéPertet al, 2013b: 9) The PAC process had two phases: the

first was consultations with staff, volunteers, patients and families; and the second

was with the public and wider stakeholders. Part of phase one consultations involved

Figure8-1 Overview of consultation during the project (Pert et al., 202Rb

design workshops, with this feedback being incorporated into the final d@siget

al., 2013b) Staff involved with the initial consultation process felt engaged with the
project, with workshops facilitating collaboration on lists of their requirements, how
they use their space, and involvement with the design development. Comments from
staff abouthe consultation process showed they felt valued and supported within the

organisation, which led to positive employee engagement with the project.

The PPWH needed to raise £ 21 million for the new facility while still maintaining

its current services and existing facility. With £6 million of project funding secured
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through Revenue Reserves, a Capital Appeal Fundraising Team was formed to
fundraise the additional £15 milligfthe Prince & Princess of Wales Hospice:

2019) The PPWH board announced they had successfully reached the required funds
in June 201&The Prince & Princess of Wales Hospice: 2019¢ largest capital

appeal by an independent hospice in the UK. In October 2018, the hospice
transitioned from its previous facility at Carlton Place to its new purpose

facility at Bellahouston Park.

Strong leadership within the organisation, led by the CEO, established the initial idea
and drove the project forward. The involvement of staff with the facility's design
during the consultation period helped communicate their vision and allowed staff to
engage with the process. Acknowledging and incorporating their opinions within the
facility led staff to become personally invested in the change. In addition, it ensured
that the values and beliefs of the staff and the PPWH organisation remained well
aligned.

8.2 Hospice Departments

Four hospice departments are located within the new building: the IPU, Day
Services, outpatients and family support services. In addition to these, there are
public and staff areas. All of these spaces are described below, with floor plans

included inAppendix8 and 9

8.2.1 Inpatient Unit

Theinpatient unit [PU) occupies the entire lower ground floor of the building and
adopts the Sengetun care model designKgpee8-2). There are 16 single rooms
with ensuite facilities, split over two units of six and ten b&dsh sekcontained
unit, known as dibed clustab or iSengetunin Norwegian, comprises single rooms
with personal garden access, a central communal seating area fosisgcaald staff
operations, family garden room(s), domestic service room (DSR), linen store,
assisted bathroom, and sluiddée family kitchen and dining area with visitor toilets
are at the centre of the plan and shared between the two wards. Beside this and

leading down from the main entrance staircase and lift is the IPU reception desk and
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Figure8-2 Diagram of Sengetun care model within the PPWH IPU.

. Auxiliary areas

Patient bedrooms,

Social space
.

team office. There is a dedicated lounge for young adults, with a courtyard garden. In
the same vicinity are two family bedrooms, which open onto the family courtyard,

and a multisensory room. A smoke room is provided as an enclosed mechanically
ventilated space. The plan includes an auxiliary section, situated away from the

public circulation area, which contains the badkhouse areas that support the

operation of the IPU. These areas include rooms such as the staff break room, toilets,

staff kitchen, dug presentation room, the mortuary, and additional storage spaces.

8.2.1.1 Innovative Model of Care

One of the unique aspects of the PPWH was incorporating the Scandinavian
Sengetun care model within the inpatient unit. The model was previously employed
at St. Olav's Hospital in NorwgiNordic), but it would be the first used within a
palliative setting in the UKThe Prince & Princess of Wales Hospice: 20113)
incorporation at Bellahouston aims to place patients and families at the heart of the

facility. It establishes two groups of individual patient bedrooms clustered around a
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central social space, with auxiliary areas separated from patient areas. Benefits of
this model include improving orientation and establishing a more comfortable and
safer environment for patients and families, increasing privacy, improving
communicationand reducing unnecessary travel time for {Raéfrtet al, 2013a)
Figure8-3 shows the key features of one of the units. In addition to the benefits of
the Sengetun, the main aspirations for the IPU followed persoined attributes,

including:

1 Establishing a model of care adopting the peisamtred Sengetun model;
Providing 16 individual patient bedrooms with ensuite;

Providing suitable services for young people;

Figure8-3 Diagram of all important elements of tBengeturayout

within one of the units.

Patient bedroom _

Ensvite _
e

Garden
—e

Social space
2 J

Garden room
°

®

Providing more family areas;
Providing communal dining areas for patients and families; and

Providing accessible garden areas.
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8.2.2 Day Services

Day Services is on the ground floor, encompasses a spacious lounge area with direct
access to secure balconies, as well as a multipurpose room and a quiet room. Shared
with Outpatient Services, this area also features treatment rooms, information areas,
aacessible toilets (one of which meé@thanging spacéstandards andada

shower), a tea area, a staff office, and storage facilities. These versatile spaces enable
PPWH to collaborate with external orgsations and offer additional patient

services, sutas Macmillan's weekl§iimproving the cancer journéylinic. The Art

Room is an essential part of Day Services, and opportunities to use this service are
open to outpatients, inpatients, and family sessions. Moreover, some of the Young
Adults who attend Day Services make use of the Young Adult LoungetiActiige

feature of this service is the walking groups that take Day Patients on excursions into
the hospice gardens and beyond, into the wider park.

8.2.3 Outpatient Clinic

The Outpatient Services are on the ground floor, beside the Day Services Lounge
with doctor and nurséd clinics. This area features four consulting rooms, a
treatment room, three complementary therapy rooms, and a nail and hairdressing
salon. The Outpatnt Services also have a dedicated waiting area outside the day

service lounge and share the aforementioned facilities.

8.24 Family Support Services

Family Support Services are situated on a private anadaethined ground floor

area, adjacent to the main reception. It comprises four counselling rooms, a room that
can be adjusted to accommodate children and young adults, an accessible toilet, a tea
preparation area, and a direct exit from the building. The service provides diverse
types of counselling to aid the families of patients, which includes both group and
individual sessions. Additionally, the Family Support Team's primary offices are

situatedon the first floor.

8.2.5 Public Areas
The building's public areas, including the shop, café, and reception, are all located on
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the ground floor, accessible to all. The seasonal gardens and bothy are also open to
the public. The main reception serves as the primary entrance for most family and
friends, the public, and staff. However, there is a separate patient entrance at the side
commonly used by day and epatients for deliveries. At reception, there are

typically figreeteo volunteers positioned near the front door to welcome visitors and
guide them if necessary. Additionally, a staff member is always present at reception,

andafter hours, the porters take over the duty.

8.2.6 Semi-Private Areas

Three meeting rooms are located on the first floor, dispersed throughout the offices.
There is also a setfontained education suite with a large conference room that can
be used as an independent space with dedicated toilets and a tea preparation area
with a dining area and outdoor terrace. The education suite can be hired out by
internal and external groups and organisations. The viewing room was on the ground
floor, a space¢hatfamilies could access. In addition, beside the reception was the
sanctuary \Wwich is used by patients and families and the Eddie Lloyd room, which is

used by families collecting their relative's belongings and death certificates.

8.2.7 Private Areas

The majority of the offices are situated on the first floor, with team offices located
within their respective departments. The laundry is situated within the IPU on the
lower ground floor, but domestic staff typically work throughout the building to
ensue a clean and tidy environment. Porters also work throughout the entire
building, with a workshop space located on the ground floor near the patient
entrance. During aftenours, the porter would be stationed at reception. The morgue
is located on the loweground floor, accessible via the lift, with a private area

available for vehicles to drive into the building.
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8.3  Participant Background

There were 93 participants across all the research methdékdse and 3of the

study. 25 interviews and 68 survey responses, as sholabla8-1 andTable8-2.

Chapter 7 details how the research dedsacollected, analysed and reportéd.

summary, survey responses were anonymised from collectiogdidindtrequire
amendments. Interview transcripts were edited to clarify and exclude identifying
information; square brackets depict these edits. In addition, due to specialisations and
specific projects, certain staff had the potential to be identified thrinagh t
comments. To mitigate these, OoOagrfipatienat i ons |
or fifamily / friendd) rather than individual participanbdes to prevent cross

referencing of quotations. Any identifiable quotations, some of which could not be
amended, were discussed and agreed upon with the participant before inQusion.

of the survey respondents 85% of staff and volunteers and 82% of patients and

families felt the building impacted on their wellbeirkigure8-4).
Of the staff interviewed (n13):

54% (n7) had work involving direct care of patients or families;
23% (n3) had work interacting with patients, families, or friends; and
23% (n3) had limited or no woikvolving patients, families or friends but

worked closely with staff and received feedback.

Figure8-4 Staff & volunteer (purple) and Patient & family (blue) rating of building impact on wellbeing.

Extremely
17%
Extremely
35%

Very
33%

Very
35%
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Questionnaire Response method:

1 16% (nl1l) papebased; and
1 84% (n57) online.

Table8-1 Participant population

Questionnaires (n68) Interviews (n25)

Staff & volunteers P atient/family/friend Staff (n13) Patient/family/friend
(n50) (n18) (n12)
Volunteers (n2g)  Patient (n4) Management Patient (n7)

Family (n14) (n3) Family (n3)
Nurse (n5) Nurse (n3) Friend (n2)
Healthcare HCA (nl)
Assistant HCA (n7) Family Support

Family Support Services (nl)

Services (n1) Doctor (n1)
Front of House
Office-based (n4)
(n1)
Allied Healthcare facilities (n2)
Professional AHP Other (n1)

(n1)

Not specified (n4)

Table8-2 Services spent time in (note: many spent time in multiple)

Questionnaires .
Interviews

Staff & volunteers P atient/family/friend Staff & Patient/family/friend

volunteers
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IPU (n30) IPU (n8) IPU (n8) IPU (n8)
Day Services (n1) Day Services Day Services (n3)

Day Servicegnl4) Outpatients (n3) (n2) Family Support
Outpatients (n11)  Family Support Family Support Services (nl)
Services (n6) Services (nl)

Family Support - )
Not specified (n1)  Outpatients

Services (n7) Services (n2)

Not specified (n11)

8.4  Conclusion

This chapter provided a brief overview of the entire building process, from initiation
of idea to realisation. In addition,detthe scene for readers to be able to
contextualise findings in relation to the building environment. imtexpretation of

these transcripts formed the main conceptual themes, as noted in the abgiact
fostering resilience, (2) creating thoughtful focus, and (3) engaging in holistic
sensory experience. Each is discussed in the following chapter, developed from the
analysisof interview data and supported through quantitative data from surveys and

environmental monitoring.
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Chapter 9
Key Conceptual Themes

There were three key conceptual themes which emerged from the thematic analysis
of the interview transcripts: (1) fostering resilience; (2) creating thoughtful focus;
and (3) engaging in holistic sensory experiefitese themes were generated from
interviewing 13 members of hospice staff, seven patients, and five family and friends
across the services. It includes text from participants in their own words,
supplemented with the researcher's summary of themes aechpaitt addition,

direct quotes from pticipant interviews support and evidence each theme,
establishing a realkorld connection to the findings and allowing readers to observe
how conceptual themes arose. This chapter will present these themes with the
relevant quantitative analysis, and dission weaved in between. Although this

might be seen as unconventional practice, it supports the structure of the qualitative
analysis in answering the research questions withperfluousata. It also mirrors
techniques frequently utilised within argctural methodsdescribed byrchitect

Aalto [1940, p78] agia combination of technical, physical, and psychological
phenomena, never any one of them afofide graphs generated from the

guantitative data can be foundAppendix10 whichincludessatisfaction with

various statements related to the environg&ppendix11 which includes noise

level graphs, andppendix12a-b which included IAQ graphs.

Although the three themes in this study focuslstinct aspectsf the environment
that affect wellbeing, they are not mutually exclusive and are intertwined with each

other. Thiswasbecause they were developed in an interactive manner during data
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analysis and were adjusted to establish links between themes. Therefore, the
presentation of the three themes should be viewed in conjunction with each other and
seen as interrelated. This echoes the findingghahg, Tzortzopoulos and Kagioglou
(2018: 759who concluded thaipeople are mukdimensional anfl é healthcare
buildings are also muliimensiona[é ] one dimension can influence many others,

directly or indirectly.

This chapter concludes with the analysis of the POE artéedifiedfrom the
scoping review in Chapter Betailing the salient and discriminating features of each

and their relationship to the novel P@tethodology utilised in this study.

9.1 Fostering Resilience

The theme of fostering resilience was found to be the most extensive among the three
identified themes in the study. The environment played a significant role in
contributing to this theme by providing opportunities for social engagement at
different leves while also offering individuals the chance for solitude and autonomy
within the spacelmportantly, this achieves a sense of familiarityfloomedin a

building to which people often possess an existing natural anxiety coming to. As
detailed within theiterature review, one of the most prominent features of positively
contributing towards wellbeing was the feeling of fiegeryday and being

supported to live autonomously. The values of hospice care state that the focus
should be on establishing a comfortable-cbnical setting to provide persen

centred care. This themeasa natural parallel tésocialsuppordi n Ul Theory h 6 s
of Supportive Desigif in that it refers to building relationships with people.

However, it highlights that not only relatiships with others but also with the self

and the environment form an essential role of a supportive environment. Exploring
the relationship between self and environmeeteprominent features in the

following two themes.

There are seven stthemes evidenced in this theme:

1 Spacdor Social Engagement
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Community Integration
An Environment of Choices

Caringfor the Carers

= =2 = =2

Allowing People to Live, How They Want to Live and Die, How They Want
to Die

=

An Inclusive Environment th&upports Independenead Instils Confidence
A Welcoming, Comfortable, and Homely Environment

1 Sensef iHomed

9.1.1 Space for Social Engagement

fiyour wellbeing is not just about the physical infrastructure of the place, but

it's also about the people within it; the engagement with those people, the
opportunities to see and engage with those people, the interactions that you

have with them, and jusite morale of people. Theygohaméh and € but
if the building space isnbét conduci ve
a bit more open.i Staff

The building fostered strong relationships among its users based on trust and support.
The operplan layout facilitated daily encounters between users anddfdmuse

staff, volunteers, facilities staff, and kitchen staff, which contributed to theirogigd
welcoming atmosphere. Neanclosed staff spaces, such as the reception desk
(Figure9-1) and cafe counter, created a less formal environment than a hospital,
making family and friends feel welcome and enabling staff and voluntefmsl to

accessible.

fiwhen |1 6m going there and feeling down
door and just see all the smiling faces, the porters, the receptionist, the

volunteers. As soon as you go in the door, they put you at ease. They know

my name and ask me how | @mi. Patient

fiwe're not sitting at a desk; we're walking about and just makingiastee

you okay; are you alright; do you need anything; or are you waiting on
someoned6. You've got more interaction
okay. Even when they come in, showing them the sanctuary, and if you see
somebody was upset, you ségome on with me and have a seat in the

sanctuary, because people get embarrassed if they get upset. So, you can
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take them into the sanctuary, and then you would phone down and say,

ili sten, [this persond6s] relative is wu
five minute®. So, you're managing and letting other people know where they

are- so that they know they're okay. Staff

Establishing relationships with the broader hospice team throughout the building
contributelt o peopl eds sense of covithinthedpace t r ust
The reception, café, and garderfifered opportunities for chance meetings with

everyone in the building, which proved to ease anxiety and provide a sense of being
actively or passively involved with otherGorridor breakout spacéSigure9-2)

contributel to this, good for rest while walkingn addition to offering spader

informal conversationwhich couldbuild resilience while establishing a connection

to the outsideasmostof these spaces wedesigned facing a window with a view of

nature.

il al ways had a chat with the chef €& |
someone else comes as well, wewouldisag 61 | j ust have a c.
caféd and have a bit of banter with the chef that was therePatient

fiyou could sit outside the chairs in the art room, and you would see families
in the nook, and you see families maybe just taking a bit of time at the top of
the stairs to the IPU, and an older couple sat in front of the fire near thie café.
i Staff
TheDay Loungeafforded patients time to socialig&igure9-3); being in a similar
situation enablé people to empathise and relate to one another. For staff, shared
officesestablished supportive and safe environment for informal discussions
among colleagues on difficulties, working through probleansifostering new
initiatives.
fWhen you met your friends there with different cancers, when | was at
home, I felt as if | was alone, but wl

probl ems and can have discussions. Yo
nowo 1 Patient

itos about feeling valued, and we are
Webve all got |l ovely new chairs, weodv
webve got our own kitchen that we can
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going to be working with people who are distressed, who are bereft, who are
frightened and there is often a lot of child protection an adult support
protection concerns. YouoOre working wi
interaction with themcanbeali of a minefi el d because
a relationship to help them with their grief, but you might then have to go and
make a call to social work. So then, |
once youodbve finished nmngintka [shayedofiicelh t h e
where you feel safe for yourself and your own space and can sit with your
colleaguesandgdl 6 ve just had a difficult ses
haveoamdek youdre all together, and if a
about where | am going to take this [
rather than being somewhere that your Individual and very isaddt&taff

9.1.2 Community Integration

The PPWH always had strong connections with their local community at Carlton
Place, and prior to the move, staff felt establishing strong relationships with
surrounding organisations was extremely important. Cornerstones to community
integration at the nefacility included having a public café, various outdoor spaces

and an Education Suite with bookable spaces for internal and external events.

irfThe wal king group is being done in co
the sports centres. That fact that [Macmillan] Improving the Cancer Journey

is now using this space, that fact that we are in negotiation with the

Community Counciltousethissgac t o have their meeting
yes, we are integrating into the communify Staff

9.1.3 An Environment of Choices

il think the fact that theydve got the
or not included as they want, and som
and they like just listening to the chatter going on round about them. They

dondt havedinipthely @n jushsit gquietly and listen to it and

observe but without feeling left oafi. Staff

The building offered a range of choices to its users, tailoring the environment to suit
specific needs and preferences. The layout of the building played a crucial role in
achieving thisMultiple exitspermitedthose whavereupset or vulnerable to take a

private route, evidenced in tiself-contained=amily SupporServices Area on the
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ground floor(Figure9-4) andthe Berry Suitelayout In addition, therevererooms

for private or difficult discussions located off, but not apparent from, main

circulation routesuchas the sanctuary, informal breakout areas, counselling rooms
and garden rooms. Having rooms dedicated to these conversations meant people did
nothave to reaccess these spaces if they did not want to. This means they will not
have reminders that might negatively influence their perception of the environment
as a wholeThese rooms oftemadfocal points and createnovel experiences,

facilitating effortless attentiowhich allowedthefocus and processy of thoughts.

They took the form of expansive views of the outside world to achieve feelings of
immersion in nature, or discreet, slim windows that framed a particular view or

created dynamic lightig conditions

il Ii ke where our rooms ar e. ltds very
out, they dondét have of Staffwal k t hroughé
iMy sister and | €é used the sanctuary,

exchange of what' s ohkamily/fiené d, wher e ar

fiYou would have the garden area [for a private conservation]. | never went
into the garden room, but I'm sure if you wanted a private conversation, you
could go in there. The room itself was comfortable enough to have
conversations. Even the café becausy thad private booths.1

Family/friend

Space for time alonallowedpeople to sit and reflect rather than feel rushed out of
the building, whichwascritical when peopléelt overwhelmed. Thisvas notonly
provided for those accessing the serviceddiustaff and volunteersvho had access
to dedicated spacghich contribuedtowards resilience and all@afor a refreshing

break without feelingion demand

Alf you need some of the staff to speak to, they could organise that, but if you

just need some quiet time. You can even take a book in. Even if you just want

to sit in there for quietness and thei
space for thab. 1 Patient

it hey have a choice, and I have said t
you need some time, you can go and si i
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need to go and get a cup of tea or a drink of juice, or they can sit in the seated
area at the kitchéri Staff

The Day Lounge's layout, with its dividing wall and grouped furniture, created

zoning and enabled the running of simultaneous activities. The openness of the space
also facilitated people feeling included in their surroundings while not feeling
compelled ® be involved. Additionally, the multipurpose room's proximity to the

Day Lounge allowed for large sliding doors to open and create an extension to the
Day Lounge (as shown igure9-5). This sliding wall was also a feature in the

training room, enabling the creation of two separate private rooms or a larger room,

depending on the need.

il Il ove that i1td6s got three different
doors can be closed off from, and then Day Services itself splits into two

areas. So, you could host two different groups, even within that. It gives loads

of opportunities, ad it still got a bit of outdoor space as wellStaff

it he staff are first classé they try a
which is great, but if you dondt want
big chairs and adjust them to whatever suits yourself. They make you feel

very welcomedd1 Patient

Thecounsellingrooms within Family Support ServiceSigure9-6) could be viewed

as having difixedo layout. However, staff membeasknowledgedhat itis not only
necessary for spaces to be adaptable but to maintain considfemagement staff

were knowledgeable about the building's layout, down to the placement of cushions
and fire hydrantsKeeping this consistency allowed people who accessed Family
Support Services to feel comfortable as they became familiar with the atoost
forming a sense of belonging and connection to the room itsalifever, the rooms
were adaptable to meet specific needs, with furniture that could be easily removed
and stord in a nearby cupboard. The rooms also provided choices in seating,
lighting, and heatingwhich allowedindividuals to make decisions based on their

comfort levels and prometlconfidence and empowerment.

fithere are some people that do like [a room with no window] because it
makes them feel safeé itbés more privat
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personal choice of what peicfaff e | i ke al

ft here are couches in the rooms €é that
l' i ke to be sitting side by side. Some
sometimes part of the therapy 1 s just

a real pl us have acdhdics. The aliend cart lie @own on the
couch and put a cover over theiStaff

The bedroonhadcontrollable featured~gure9-7) t o suit peopl eds p
comfort levels, from temperature to light levels. Blinds and operable windows

control light level, glare, temperature, and ventilation. Dimmers cdeirible

majority of artificial lightsonindividual room panels, an larger spacesequests

weremade tahose incharge of the central control room to alter the temperature.

The requirement for artificial light during the desaslimited due to the abundance

of natural light. Howevermrven when on thertificial lights oftenwentunnoticed

because of the indirect, soft lighting. In shared offices and meeting rooms, people
hadvarying preferences over temperature levels, so not evewaseomfortable all

the time. However, staticknowledgedhis wasbecause of personal preferences

rather than controllability.

fiwhen the sun is out at dinnertime, we sometimes have to draw the blinds.

Just to keep the sun from dazzling yol
sometimes you can struggle to see if the sun is in your eyes, but putting down

the blinds manages thati Patient

fitdbs probably staff who determine wha

[ Family Support] rooms and places | i ki
there; the sanctuary, the café, the staff dining room, thelataffjes, the
meeting roomsé so thatdés all di mmabl e,

lighting in each spacda Staff

AYoubre never going to please everybod
officeand gdi t 6 f r e@huitheggofiom , hé @b Mostast i ng
it

ti mes, 0

s
6s a happy medioustaff 1t s t he

During the warmer months, the environmental conditions occasionally became
unmanageable in the offices. Howeueayingpersonal level of control ovéhe

environment allowed these to be accepted and adapted to, blaming external

Chapter 9: Key Conceptual Themes p211



conditions and not the building.

it was quite hot in the summer. | 6ve
wasnot necessarily expecting but my of
window only cracks a bit, rat her than
Scotland, that was aboutaweek,it he grand total of the

major deal, but my office was a little bit wani. Staff

9.14 Caring for the Carers

fAiThe staff that | did meet were all in the right job. They were all very
welcoming and informative if you needed any heljp.Family/friend

As well as supporting the wellbeing of patients, the PPWH cadaireas that

supporédthe wellbeing of the care team, including staff, volunteers, and families.

PPWH saff hadalways advocated for dedicated family spawcd therefore it waa

key design consideration in this building. The garden rodiigsife9-8 andFigure

9-9) werethe cornerstonto this, which many ratkas their favourite space in the
building.ltwasofteru s ed f or di fficult conversati ons
mirrors the outside environment using timber cladding, a planting wall, and soft

green tones. This plageasalso envisaged for gardening activities with dedicated

drainage, double doors opening to the outside and a nearby garden store.

it heyove got [dedicated family areas],
relaxedo’i Staff

il could have stayed in the family uni
able to do. Having your own space but knowing you were nearby if needed. If

you would actuallype sleeping in the room and there all the time, you might

feel that you have to get away sometiraes.Family/friend

il wasnot able to have that kind of [d
sister. We did actually meet with one of the doctors in one of the garden
roomso 1 Family/friend

fithe garden rooms are] lovely, seeing how the plants are used as a room
di vider thatdéds not just prouttideyno |1t ds |
i Family/friend
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Familiesfrequentedhe social spacd-{gure9-10) to wait while patientseceived

personal care or while others vesit It allowedfor informal meetings between

families, forming connections and relating to mutual experiences, iecisasial

support, andbuilt resilience. Itwasan area thgbrovideda dedicated and comfortable

space for families and friends, compared to waiting in hospital corridors or transient

areas.

fiSee if somebody comes to visit, and we are going in to do personal care, and
we asked them to sit outside. Theyoll
nice place for them to be. In the central spaces in the ward, you see families
sometimes congregat] and sitting1 Staff

filt looked as if [the central space] was open for anybody to use, really. It
didnét |l ook as if it was just for the
reasoning behind it because there wer
comfy. Everything was welcoimg. You just felt you could use it without

even asking 1T Family/friend

The buildingoffereda pleasant environment to work for staff and volunteers. Staff

felt they worledin a healthy environment, with wgllanned interior design and

designated staff areas. This allowed them to feel valued and have space for personal

time or socialisingywhich contribuedtowards buildingesilience.

fit's good healttwise, environment to work in, and they take care of staff
with the wellbeing program as well and healthy living. So, they do all that
and support the staff with the healthy living and yearly training and
inductions. So, they support thafftthat way and have regular meetings for
the staff and let us know how you're gettingddnStaff

Figure9-12indicates typical walking distances over a 12hr dayshift. The staff in the
PPWH IPU averaged 12,657steps (5.73miles) over six 12hr dayshifts and 8,453
(3.83miles) over one 12hr nightshift; the highest number of steps during a 12hr

dayshift was on one of ¢hSaturday shifts at 15,766 (7.17miles), and the lowest

number was on a Sunday at 9,844 (4.46 miles). Wereno concerns over walking

distances, as the salbntained units had all the required supplies for a shift. The

self-contained nature of the layout allowed staff to stay in the same vicinity as

patients and families, even if just visually.
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fithe six bedded area, and the ten bedded area, both areas have got the exact
same: theyoOove got a bathroom each, t h
di sposables, theybdbve got a garden r 00|
wanted to dowastomakessd af f wer endt having to w
materials to carry out cage. Staff

Thececentral i sed n edostabkedandschaastin the centralcspanes i s t
of each unit Figure9-11). Thisopen plan layout, coupled with the informal nature of

a dining table workstation, seemed conducive to building strong relationships
betweerpatients familiesand staff. Allowinganestablisment offamiliarity that

can contribute twards buildingrusing relationshipgsindallowed forstaffto feel

more accessiblélthough, the overwhelming majority stated the benefits of this

layout, it is important to consider one comment that a staff member was concerned
families might perceive them as not working when typing notes on laptops, owing to
the informal nature of thgpace. In addition, they sometimes felt their work,

requiring concentration, was interrupted due to being so easily accessible.dt shoul

be noted that there airedividual workstations within each bedroom, where
comprehensive notemnbe taken in redime. Althoughastheinternet signaas

variable staff often had to conneleptops tcethernet cablen the central spage
meaning they would be capturing this aft.
bedroom. In addition, there were other private staff only spaces that could be used

for these tasks.

funl ess you go into the duty room, the
notes. | had three sets of notes to do, but | was getting interrupted, [and] it

took Il onger. I dondt think relatives |
because youorfe tihre twmme dmi d dhleeg fismch| | com
andsuchneeds and | think they dondédt actual
maybe think youbre sitting on the c¢om
actually doing notesé to beroomsgmbur, we
the I nternet co@mrb@wf€Eti on i sndét the bes:

Thecentralspace in théPU received natural light from skylights and borrowed light
from the bedroom@igure9-13). This filteredlighting created a calmingnd relaxed
atmosphereA few staff perceived the levels as slightly too low, only after they spent
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prolonged periods which could lead to lower energy levefdthough he area was

a transient spac#jis feeling could arise as staff spent extended time in the space due
to requiring a stronger internet connectioas mentioned previously, tasks that

would be completed ordinarily in patient bedrooms were done in this area instead.
However, there was koowledgement that the rest of the spaces staff had access to
had more thasubstantial levels of natural ligahd views of naturé which they had

unlimited access to throughout their shifts.

il feel you go home from here more tir
stone floors because wedrbeat weodod?odl
see anybody and see inthewintert 6 s dar k when you come
when you ga i Staff

fithe office has a big window; there is lots of natural light. Then coming out

into the main central area, weodve got
i ndi vidual patient bedrooms. Therebs
quite so muchinthecet r al areas, but in each of

windows in the spacd Staff

il wasndét aware until you showed me th

A

skylights above [the | PUé]. I candt h
time, maybe because it was winter, in summer it might be différént.
Family/friend

Measurements of CO2 levels in the central space showed consistent good indoor air
quality, staying below 1000 PPM and even reaching below 400 P@My¢od

outdoor air quality) for 6% and 24% of the day (8 &@pm) and night (10 p+@

am) respectivelyFigure9-14). However, staff members perceived the central space
to be less ventilated, possibigked to the previous comments on the lower lighting
levelsor lack of access taiews fromwindows. This perception was supported by

comments that the winter months could be more tiring.

ql donot know how to describe it, but
claustrophobic. Al though itdés a big pl
in air wise® 1 Staff

fil just feel like no fresh air gets into the place. There is very seldom a
window open unless a patient requests it, and most of our patients would feel
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coldoi Staff

9.1.5 Allowing People to Live, How They Want to Live and Die, How
They Want to Die

fishehad&a hoi ce of how she wanted to | ive,
bed T Family/friend

The space was designed to be accessible, which enabled people to maintain their
independence, something that may not have been possible in their home
environment. The interior design and layout included accessibility aids that provided
support while stillallowing for autonomy, enabling people to live independently in a
safe environment for as long as possible. Additional layers of support, such as
remotecontrolled access to room features, integrated ceiling H&isfsre9-15),

and even the ability for oxygen to reach the ensuite easily, allowed people to adjust
to the environment at their own pace instead of feeling disempowered by having their
choices taken away and having everything done for them. However, the lip on the
doorsto access the outside was identified by staff as needing further consideration
and was under review by management. Although not a trip hazard or a high step, it

could be challenging to move a bed over.

fiShe wanted to sit up, and she was in a chair up until about two days before

she died. She always thought if you stayed in bed, it was never a good thing

for an older person to stay in bed too much. We always had to persuade her to

rest. It was important fcher to be able to sit up in a chair; if you call that

i ndependent, | doné6ét know. But she wa!
She was able to do sudoku or read a magazine... She was able to do all these

t h i nogFamily/friend

fishe very, very quickly deteriorated, and so she needed support a lot of the
time. She was a very independent per si
The ability to do this left her very quickly. Her core muscles seemed to

deteriorate quickly,andshesvan 6t abl e t o support hers
she wasnodét hoisted at all, so she was
chair well enough, as long as she had support. When you say how much

i ndependence she hadé i ts,ambdé¢hptends on vy
deteriorated pretty quicklIly. She was
any help with that, and initially, she was able to go to the toilet
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independently. She was on oxygen all the time, and the oxygen cable was
| ong enough, so she was able to do t hi
that i n the hospital oiMamiyliiendt her e was|

fiwhat we were told was that the beds can be wheeled out onto the patio area,

it can be done, but I1tdéds very difficul
just a minor thing; if it was really important to the person you would find a

way to do id1 Staff

No matter fitness level or frailty, the groundsrefully accessible. The design
extencedto the accessibility for bedbound patients, even down to the curved pond
path designed to accommodate the turning circle of a patient bed. Maintaining
independence for those requiring additional suppagachieved by incorporating
subtle accessibility aids, such as the timber railifgguie9-16) for the path leading
down the seasonal gardens to the pond.

f{accessibility of the outside is] quite good because, again, we took into
consideration wheelchair users. So much so that even going down the
seasonal gardens, we made sure you could take a bed down there. The
pathway that goes all the way down there ede & patient bed- Staff

il 6d i magine the handrails [either sid
woul d have a usefulness, itdés a nice |
dondét | i ke to use a walking stick, bu:
doing without that wh#é having a bit of additional support. It's a good idea, |

would think, and they weren't intrusi:
for a relative that | know who doesnodi
kind of like an understated way ofreebody having a support there, that they

could do with, but itds there for evel

not in your facélook, | am an accessibility object herét blends in nicely
with the gardemi Family/friend

il would al so say that all the paths a
bits and like a little gulley running up it. There is a natural separation there. If
somebody is coming towards you,0 youor

i Family/friend

Young adultsverea minority group within hospice care, often having unique needs

not adequately met by paediatric or adult care servieey. engagement and the
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utilisation of connective technology, such as social media, can often play a crucial
role in the lives of patients who may feel more isolated due to frequent appointments
or symptom flareups that require time off school or prevent them from attending
social evats. Recograng the importance of this often overlooked group, the PPWH
consideredheir needs when designing the new faciijyincorporating dedicated

spaces to meet and support them, as wedstblising a supportive peer network.

fil see much more young adults want to come here because the building itself
lends itself to being much more accessibieStaff

The environmenprovidedseveral wayso empower and offer a sense of control,
especially in bedrooms, as thegreoften evermore customisable than a home
environmentEigure9-17). For example, a bedside remotntroled temperature,
lighting, TV, bed position, and curtains. Thevasmanual control over the curtains,
doors, and even the room layout, with furniture not being fixed. Lightasgan
essential aspect of the environment; its adaptalttyutilised to support different
needs and help create specific atmospheric condithotiicial lighting included
lamps, wall lights, and controllable overhead liglig(re9-18), which allowed
patients and families to alter conditions to slir preferences or needs, whether

thiswasstrong bright or softer light.

fipatients have remote controls for electric blinds, electric curtains, the
lighting, the heatingthey can adjust the heating and lighting to suit
themselves in each individual bedroor Staff

fiall the buttons were there, she could control whatever angle she wanted her
bed, and everything was reachable fordearFamily/friend

fiThe light pads are an excellent idea because it is very easy to adjust lighting.
My wife has a visual impairment, so it really helped her when we stayed in
the family rooms or when in the garden room atedskFamily/friend

fithere is plenty of natural light, even though the [bed]room is deep, there is
enough natural light to go through the space. Maybe if you were reading a
book, I didndét even neediFanily/ftendken, but

With brightness being a common complaint in healthcare environments, here, the
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public and patient areas emulhteomelike conditions, with artificial lighting often
going unnoticedHowever, the staff commented that lighting within the IPU
reception could feditoo bright without controllability over this, perceiving that

families might feel under the spotlight.

irThe interior | ight they had wasnot ov
hospital, and youbve got to adjust yol
Obviously, the type of lighting they had; they could control it to keep it

minimal. Enough for yotio need, but not overly briglt.i Family/friend

fiLighting [is] too bright needs more lamps for the evening, Reception area
too bright in the evening. [It] would benefit from under lighting on units and
standard lamps to soften lighting, making it less stark for families when they
are feeling upset. | féas if families may feel that they are walking into a
spotlight when really it should be a more tranquil area in the evedings.

Staff

9.1.6 An Inclusive Environment that Supports Independence and
Instils Confidence

fiSafe, | feel safe. | feel inspired, and | honestly really, really look forward to
Wednesday... Theredos always so much h:
forward t@ i Patient

All entrancesvereaccessible with level thresholds. The main reception entrance
doorwasdomestic in scale and operatihich establisleda less clinical

experience, with meetndgreet volunteers opening the door for everybody, ensuring
inclusivity. Therewereautomatic doors at the patient entrance for those who
frequentedhe building and prefer more independence. A myriad of accessibility
featureswvereintegrated into the interior design, from the ceiling track hoists to the
additional builtin suppot to seatingywhich providedpeople with the right level of
support for their needs but alsoiett andi ng out 6. Seating sty
couches to higher chairs with armrests for easy manoeuvradititgpt just suit
accessible needs but also accommatipteferences and choice for everyoReg(re
9-19). The flexibility of thefurniture layoutallowedfor adaptability to suit various

conditions and activity requirements.
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fiThere are meet and greet volunteers at reception that will open the door for
anyone entering the building and keeps it feeling inclusive. It is a level
threshold. There is a more accessible side entrance with automatic doors that
will be active when patiga are coming in for Day Servicés. Staff

fiwedbve been approached by different or

toilets, there so huge, the one i n Da:
could we advertise thatwe haveh at space. So that when
park, and actwually they need a changi
toilet, but it meets quite a lot of that requirement. They would be really keen

that we advertise that as publicly accessible forshe who need it . °

real positive thing i Staff

fiThere is a variety of seating throughout the building that offers choice and
can be suitable for different needs without looking like the chairs have been
altered. Chairs can lspecifically brought in if requiredi Staff

The environment hegm support and empower people to regain confidence that
might have been lost in their daily lifeffering opportunities to rengage with their
abilities or develop new ones. The art services seemed to be an integral aspect of
relaxation and focus, offering a sense of purpose and fulfilment while getting lost in
creativity. Patients who took part inqalucing a physical object, such as paintings,
hadconsiderable pride in their work, often inspired by what they and others around

them cauld achieve Figure9-20).

fAbsolutely, [it gave me back my confidence]. At home, anything | used to

do, | leave my wife to do now. | used to have confidence and could do

anything on the computer, but now, | question myself. Everything that | dealt

with, my wife deals with nowbecagis | 6 m not 100% sure of
weird feeling. | get a lot of depression, but | work myself out of that. | still

like to do a lot about the house. Look, they got me into doingi adPatient

fil did photography a long time ago. When | went there, there was an
opportunity to join the art class, and part of that was photography. So, | took
that up again.i Patient

A

fiHave you seen my work up? I tdéds hangin
art room and turn |l eft, and itbés righ
it and made a milliomdT Patient
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9.1.7

The

fiThere is one patient in particular, over the spring, summer, and autumn last

year has been out, where he can and been photographing our seasonal gardens
to photograph the progress of the sea:
and the coloursand things t he art room are going tc
work, and then his family can come al
gave him a project to do, something a distraction, something to focus on and
feel |l i ke hebs got athbuspesnd agasiuhtan:
to have an art gallery display and show his family. His family are so proud of

him that hedés actually, despite his il
he is heading now for end of lifehe can actually still achve something. So

that 6s bee-Btaftery good.

A Welcoming, Comfortable, and Homely Environment

fwe just need to keep doing the best w
realise that this is for them. This i:
ltéds not about us, itds about t hem, a |l
happyo'1 Staff

bui | di mnwgréirgerpeetedsirt shbgettiveavays. However, rad

positive connotations to the buildingith it feeling intrigung and / orsafe. The first

impression of the building for many was that it was peaceful and projected a

welcoming atmosphere. The cornerstone towhisthe receptionwith its open plan

desk,andstaff and volunteers standing rather than seated, having a choice over

comfortable seating areas, and even the option to go straight through to the café. The

front door being domestic in scale and operagistablishd a less intimidating

clinical appearance than a standard healthcare building, something important when

mary can feel anticipatory anxiety coming to a healthcare environment, often not

there by choice.

fil came through the park to it, and | thought it had quite a cHikelieeling
about it when | was coming down the hill towards it. For me, it was quite a
peaceful thing because | always associate churches with ... a safe place, |
would associate it withn interesting place.i Family/friend

fit feels warm and welcoming, and the rooms feel comfortable, and then
youbve got theigatenf f on top of that

fil'm equally sure there are some families that won't even notice it, d'you
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know, because | suppose | would still say that buildings are buildings, and it's
the care that's given, and | don't think we should ever lose sight of that, but
the most important thing is people feel cared for beyond a building, and
people will let you away with a lot, and I've cared for people in the most

awful of spaces, but if they really feel like they're being really well cared for,

| think that it absolutely contributes to a lot of peoples wellbeing, but it's not
the only thing that contributes todt Staff

When people experiendélifficult emotions due to symptoms, the buildiai¢pwed
for relaxation, and symptoms could almost be forgotten during their time there.
Many used words such égeacefub andfirelaxingd to describe the spacEigure
9-21). The provision of space to offer complementary therapiggi(e9-22) seem

to be one of the most beneficial aspects contributing to feelings of relaxation.

f[l feel] total relaxation [in the building] and all these morbid thoughts that |

can have, thdtm just about to pass away or that this thing is just about to

explode in my head. | have a lot of headaches, but when I'm there, nothing. It
relaxes you that much é itbdés weird be:
down and relax. If | lay down on thele of the tumour, the headache goes

awayoi Patient

fiWhen you get [reiki massages], itodos a
relaxes you; it takes about half an hour, and when you get up, you just about
float out the door. Youbvedidatientabsol u

The environmenofferedpeople a chance to reflect on positive memories or
experiences. Some even tada negative experience of art creation in their past into
a positive one at the hospice. The hospiaga dedicated\rt Roomwith staff

focused on developing individual interests, resulting in many being inspired by past
experiences or hobbids addition, neighbouringusinesses and donating
organisations' plaques triggelffond memories when in the hospice, providing a

positive connection to the engimment.

fithey make it look, if you want to say, nice and Scottigho u know it 6 s
that feel about it with the heather colours and that. Again, some people maybe
wonodét | i ke it because it depends on i
comes in, aaymet adhdtewedbvexternal gr
come in, theydve commented straight a
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lot of feedback at that front desk about how lovely it is, that people have been
in awe about it albi Staff

fiThe story behind the art class, when | was in school, | hated art. | would
cause trouble and be sent to my form i
belt, and | missed art. But see now; | lovedrit! Patient

9.1.8 Sense of oOHome. 6

fit] gives me a good feeling, in comparison to going to hospital.
Family/friend

Many of the freedoms associated with a home environmergachievable in the

IPU. For example, the bedrooms offered a sengharhe for many. The ability to
have multiple visitors, flexible layout, comfortable furnishings, adjustable levels of
privacy, and direct access to outside contribute to people feelingvéreyisiting
somebody 6s h o thepatier n@angbedranind posiivgly affected the
perception of home within the environment. Sofa beds edfercomfortable option

for people to stay in the patient bedrodfigre9-23), with nearby family rooms
providedadditional space for people to remain in their own environment.

fiThe bedrooms are wonderful, and it is fantastic that they are called
bedrooms and not rooms. The bedrooms make for a homely environment and
are really comfortable. They contribute hugely to the sense of peace and help
make the time spent there more relgxihan it would be in somewhere like a
ward environmend. i Family/friend

fithe bedrooms] are very comfortable, peaceful places. The lighting and
temperature levels are just right. The inpatient, family rooms and lounge
areas feel very homely. The hospice environment is calm, and it enabled me
to spend the best quality of timetiwimy dad because | could feelfas

homed as possibl@. i Family/friend

ASometimes, if my mum was sleeping, | would sit away from her, so being
able to use the sofa was useful, being able to have a chair and sit beside her
and when she became more ill, being able to sit beside her and hold her
handoi Family/friend

filt was great for the family. There was plenty of space. There was a sofa that
turned into a bed, which meant that her family could stay overnight with her.
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I't was a good si zeoi Fanily/fieads ndt cl aust r

The family dining areaRigure9-25) wasanother space that establidl@esense of
normality. Patients and their familiesuldcome together and enjoy a meal with
access to cutlery, dishes, and other kitchen facilities. Moreover, the circulation route
to both unitdid not feel rushed anldada sense of comfort, even feelifigpnead by

the change of floor covering and access to a window. Access to the family dining
area ensurepatients, family, and friendsadunrestricted access to kitchen facilities,
offering the opportunity to prepare drinks or food at their leisure without feeling they

wereburdening staff.

il ve seen families who are staying ma
sit round the [dining] table, and underneath there are dishes, everything is

therei everything they need. They can just get the dishes and just sit and be
sociabledi Staff

fiwhen | first wendown, the nurses said just help yourself to tea, and there is

hot water on tap, teabags and sugar. You just made your own and cleaned up

after yourself. | felt it was great because it meant | could make Margaret or

myself a cup of tea without thinking | wdothering anybody. A lot of the

time at the hospital, youdre desperat
say to anybody because you know theyol
that you could do it yourself is fabuloasi Family/friend

Direct access to the outside from the bedrooms allowed the unrestricted visitation of
pets, which had minimal disruption to surrounding patients or familias

establiskeda homely environmenacting as the back door to let your dog into the
garden. This contributed positively to wellbeing, as interaction with pets brings
comfort and distraction, providing a sense of normality that a human visitor might

struggle to emulate.

fiWhen they came to visit, they brought the dog as well, which Margaret

loved. It was great because it took her mind off things. You know what dogs

are | i ke; theydre jumping up on you al
sick, making it probably morenmral t han wus visitbng. Th
i Family/friend

Therewasa balance between the need for a safe, clinical setting and providing a
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comfortable and homely space. In the bedrooms, the clinical\wezakcated on

one wall, with builtin storage that k# the main space clear and uncluttered. In

addition, theraveredistinct zones for activitiesvhichproviding space for everyone

in the care teanF{gure9-24). The IPU, throughout, integratenedical equipment,

such as oxygen tanks, into furnituF@égure9-26), detracting from being of

prominent focus athey might be in other healthcasettings. Thidrougha

normality to the spacand allowedpeople to feel at ease. That also allowed casual
visitors, who maybéadl i mi t ed knowl edge or awareness
feel at ease and make them comfortable enough to visit as much as they wanted,

rather than a hospital environment that might deter visitors. In additafguted
patientsd medications and clinical equi pl
access and autonomy for patients tardilies over medicationse Therewere

tables and display shelves within the rooms for the use of patients and families.

fiyoubve kind of got this middle ground

stuff that you need from a more clini
homely stuff that you need from a home environment, so it meets thera both.

i Staff

iltds a very homely atmosphere. Thered
thatdos really nice because you know n
mi ght take stuff in, but thereds not I
you maybe wantingsontet ng col d, something that vy
brought in for you. Thatés niceé The

back of the bed. We were able to put up cards and so on. It might have been

nice for her to be able to see them, they were rigima the back of her, but

she had read them, she knew that they
might have been something, you know to have been able to look at things

might have been nice too. She could see them if she was sitting up in @ chair.

i Family/friend

fiEven coming out and to the family dining area was welcoming. Even before
you got to her room, all these nice comfy seating areas. It was nice to be able
to see that, rather than just nothing or all equipment which you would see in a
hospitalo 7 Family/friend

il definitely felt comfortable visitin

Chapter 9: Key Conceptual Themes p225



visited as much as | did. | felt it was a really nice environment for myself to

come and visit. It didndét upset me t h
hospital. That was nice, with respect to friends and family visiting. The

family felt that as well; thy felt comfortable enough to go in and spend time

with her and have dinner with her. It was like their front room. When | was

there, her family were always there. It was like going into her front room.

Apart from the fact she was in her bed, the envirortraowed [her family]

to keep it quite normal for hér.i1 Family/friend

One of the most significant contributors to feeling comfortable and positive about
Vi siting s ome avasthét the hedraom spaces did potriiéeladed

by staff. Although a visual connection remained between the bedroom and staff
space [Figure9-27), it did not feel invasive. If staffreredifficult to locate, they
responéd quicklyto buzzer activation, or theveasalways the reassurance
somebodywvould be at the IPU reception.

irfThe nurses were there, but they weren
walking about with uniforms on. Like they would do in a hospital. When

youdbre in the hospital, I think youobr
hospital and vy oantlywith different ehings.\WWMhereaslin c o n s t
the hospice, that wasnodét the case. I
not seen anybody, other than if Margaret wanted to send for the nurse to give

her medicatioma 1T Family/friend
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Figure9-1 Open plan desk in reception area.

Figure9-2 Corridor breakout space
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Figure9-3 Various areas for socialisation within the Day Lounge.

Figure9-4 Direct exit from family support area.
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Figure9-5 Diagram showing the zoning and separation within the Day Services Lounge
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Figure9-6 Family Support room with similar décor but

different features.
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Figure9-7 Various levels of privacy can be achieved within the bedroom to ¢

Figure9-8 Diagram showing garden room locatior

relation to unit layout.
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Figure9-9 The outsiden interior of the garden rooms.
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Figure9-10 Unique and comfortable furniture in the central social space.
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Figure9-11 Open plan desk in the centre of the social space acts as an informal staff working ar

Figure9-12 Walking distance of IPU staff over a 12hr dayshift.
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Figure9-13 Skylights and artificial lights in social space.

Figure9-14 Graph showing CO2 levels measured within the unit central space 24hr period.
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Figure9-15 Integrated hoist concealed within the ceiling design.

Figure9-16 Timber handrails lining the pathway, acting asuhtle accessibility aid.
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Figure9-17 Accessible seating which blends in with the rest of the décor.
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Figure9-18 Controls integrated at theedside.
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Figure9-19 Various lighting conditions can be achieved within the bedroom.

Figure9-20 Gallery beside patient side entrance that etient work displayed.
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Figure9-21 Quiet room near Day Servic Figure9-22 Complimentary therapy roor

Figure9-23 Family zone in patient bedroom.
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Figure9-25 Family dining area.

Figure9-24 Diagram of zones within the patient bedroom.
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Figure9-26 Built in furniture which conceals oxygen.

Figure9-28 Diagram showing social space used Figure9-27 Diagram of visual and direct
primarily for staff working and socialisation for connection between staff in social space and
families. bedrooms.
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9.2  Creating Thoughtful Focus

Describing this theme was challenging as it encompasses two distinct characteristics:
the use of physical objects or furnishings to facilitate thoughtful focus and the spatial
qualities of the environment. The formeasassociated more witkubjective
experienceand memories, including cultural and contextual references. The latter
wasa more innate reaction to certain elements of the environment, such as those
related toBrowning, Ryan and Clancy (201ddncept ofiprospect which has

similarities to the Savanna Hypothesis. Both of these characteristics engage
individuals with their surroundings and foster a sense of familiarity that enables them
to feel at ease in the space and be mentally receptive to thoughts and reflections,

whichwerecrucial in the healing process.
There are two suthemes evidenced in this theme:

1 An Environment that Encourages Wonder, Focus, and Distraction

1 OpenSpace

9.2.1 An Environment that Encourages Wonder, Focus, and
Distraction

fiThere were some niatworks, | remember. That catches your eye; your
eyes always go to sculptures and artwork, and even the design of the lamps
and furnishings was quite nice. To me, that was always something you
focused on as wall i Family/friend

Design features integrated throughout the building engage effortless attention while
journeying to a destination, which can help absorb and process thoughts and
emotions.These included the café, shop, furniture, artwork, lamps, various open
seating areas, views of nature from corridors, and the curved staircase leading down
to receptionThis helped to break down the stigmas attached to healthcare settings of
bland corridors void of natural light and full of medical equipmenttesitkys.In

addition, bythe time the destination was reached, this had facilitated a relaxing and

engaging journey through the building, which could calm initial anxieties.

fiwe have the facilities [at reception] of having the seated area right next to us,
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and webve got the distractions of the
we |l bi Séaff

if we] made use of [the reception] area

A

to be called down. 1 toés a very pleasal
the Christmas tree as well, that was rice.Family/friend

il Il i ke coming into the entrance; that
qguite a focus. Then -hamdesidea$ydu go imeviths h o p ,
lots of scarves and jewellery that you can look at and purchase. You can get

stuff for Christmas, aas and presents like the scarfs are displayed outside,

which is good to have a lookddt Patient

In addition, unique design features helgstablishe@&ngagement and discussion
points throughout the building. These included the fireplaces and immdosiye
windows Figure9-29). Thisoffereda supplementary heat source anelateda cosy,
homely atmosphere; people gather around to socialise or get lost in thought by
observing the flameg-{gure9-30). As patients with lifdimiting conditions can
especially be sensitive to the cold, the fireplaces were a valuable feature for
providing instant and visible warmth. The bay windows, often referred to as the
hanging windowswerethroughout the building and accompanied by a bench to
immerse yourself within nature beyond, providing a similar experience to the

balconies but with more protection from the weather.

fil love that all chairs are centred around thedfifeStaff

iltés comfy. When you just want to sit
the flames; they donét even have to b
wi || have it on to heat the room, but

flames. 7 Patient

iltés quite an unusual window. They ca
know i f thatodos what itoés meant to be
Theydve not seen one | ike that before.
of f | oat i nigokinglow of it, thenydu toek down and doh

|l ook, I di dnodot o0& eeav drsyeb a dhya tc ovmarse nthse r cen
come in here e | think that's really |

into a session, who has never experienced anytiiaghis before or even if
they have, they're coming into a room with a stranger, and there is a talking
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point. It breaks down a barrier Staff

Therecouldbe anxi ety with a patientdos first v
more so felt by families and friends. However, one thing considered within the
environment s design facilitates a cal m ;
staff and voluntems: the caféKigure9-31) and shop establisda sense of

normality, with the impression of eating lmowsing or buying giftat an

independent local business. This feekmgsamplified by having a dedicated space

with a different appearance from the rest of the building.

fimy mother used it to meet friends before she was ever unwell and before
covid started; she used the caf® to mi
very soci al pl ace é She used it as a |
and | suppose she thoughtvwbuld support the work of the hospicel

Family/friend

f{patients] have the chance to go and do their own bit of shopping, pick
things upé theydve not | ost that beini
because i f theybve not been in the shi
maybe even been in the house as a Baxyices patient, they know they can

pop in and get a card and get a small gift, they can have a look-advaut if

they just want to browse round the shidpStaff

Even the views towards the gardens from the bedrooms effpadients whaould
notget out the opportunity to connect with the world beyond their room: seeing
people, wildlife, and nature. 89% of patients, family and friends rated access to a

view of nature from the bed @sxcellend or figood (Figure9-32).

iYou can hear the birdés tweet, which
rabbit, and thereds another thing we
surroundings, the apple tree and the

for a walk. Absolutely fatastico T Patient

fisome of the patients and their relatives bring in plants and planters and leave
them outside... One of the visitors brought up a birdfeeder, and it was great
seeing all the birds coming down, and | was saying you will get the

S qui roi Staffs é

flf it had been summertime or early autumn, we could have supported my
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mum to move even in a wheelchair; we
at a different level, but you're still able to see the ground and walk outside if

you really wanted to. That was nice. It's not like you're in a hospital, up a

floor. There's that feelmof the outdoorsn because of the huge windaiv$

Family/friend

9.2.2 Open Space

if what s good is] space, the amount of
middle of a park, being surrounded by natbire.Staff

A recurring theme ofiopen spacaerelated to various aspects of the building design

and grounds. The buildingasoften described as light and airy, supported through
immersive and expansive views of the outside, high levels of natural light and the
open plan layout. This opennasasachieved throughout the entire building, floor to
ceiling windows in circulation spaces and larger rooms offering expansive views and
the filtration of passive light into large areas, such aPthelLounge The openness
wasinviting rather thanas you might expecexposingwith people in a vulnerable
emotional state. bfferedroom for people to sit with their thoughts but still feel
engaged with their surroundings without the space feeling too small and confined or
too big and intimidating. If peoplelt more overwhelmed, themeresmaller areas

or private rooms near receptidrigure9-33) and throughout the building.

fithere is plenty of spaces, plenty of open space, very airy. Peaceful.

Patient

if The entrance is] just one door, and
just 1 mmediately a really big space,
just all open, and theeception is just like a desk dropped in the middle of this
massive spaceé Sometimes | 6d sit on t|

desk or the ones that are near the fireplace. | just switchoitiuglient

fiYou came down those nice stairs, and you pass the kitchen area. You notice
the whole openness of it, with all the rooms built round these open areas, with
nice sofas and chaits.i Family/friend

The buildinghad360-degree views of natur&igure9-34). Almost every single area
hadnot only access to natural light but a view lookmg tonature Figure9-35
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shows 87% of patients, family and friends felt access to a window with a view was
fiexcellend or igood. Thebalconies and terraces throughout the buildifigred
another opportunity to be outsiddthoughtherewastransparency to the building
both from outsiden and insideoutthe landscape and pathway degigovided

visual privacy inside the buildindgrom the western hillside wildflower meadow to
the eastern open lawn. Major pathwayerea reasonable distance away from the
building, and areas of plantimgiedas separatord-igure9-36). Blinds throughout

the building offeedan extra layer for those who feel exposed.

fithe greenery of it gives you a positive vibe ... In getting a lot of sunlight in

€ it just makes you feel more comfort:

everything a lot bettéri Family/friend

fiThere was a nice large lawn space further down towards the building, so that

was a nice vistaAgain, you could be sitting in any of the gardens and
looking towards that lawn, and I think the lawn again took my interest away
from the building; that was memy focus because there is such a big
expanse, and | think because itods
down and across the lawn rather than up and towards the bailding
Family/friend

fifromtheoutside n, it doesndét really give

qguite private; any time | dibd | ook

Family/friend

fiwhen | was coming back down from the [destination] hut, | could see the
bedrooms are actually quite well hidden, and you would really need to be
making an effort to see into them, so | thought that wastniceat 1 t 0 s

t

qgui

privateé the rooms ar & i&dmiyfrientd at bel

A 2.5m wide spine corridor connectthe servicesKigure9-37). Corridors leading
to the four main departments and public argesebarrierfree, with doors either
automatic or open when the servieesreactive The open café doors credeevista

from the main entranceyhich invitedpeople into the space.

flon the whol e, people say this bui
not a lot of doors to get through, so when they're in through that front door,

they can get right round to Daly Servi i
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Staff

fThe wideness of the place, the open space, the wide corridors [are good].

Especially that walk down to Day Ser vi
Our patient is sometimes elderly and slow walking, and if the corridors are
narrow and there is somebodypbe nd t hem, they feel | ik

them up- so they try and hurry up. Whereas there is plenty of space for them

to walk at their own pace and people can still overtake them, staff can

overtake them and walk away down, and they feel like they cat their

own | eisurely padiestaff That s really goo:

Although the spacerasopen plan, noise levelgerenot a concern. Any excessive
noisewascontained in circulation space, notably the two atriums, a design that
aimedto increase connectivity throughout the three floBress noisevas

attributed in part, tothe wooden floors and hard surfaces, not just the open space.
However, as they were circulation spaces they acteffeivefbuffero zones,

stopping noise from penetrating nesensitive areas across the services.

fithe noise is] not so bad because we don't have
people [in reception] for any length of time... if
we've got larger groups, maybe school groups,
then the noise can maybarry-on downstairs,

but the [patient] rooms are set away from the
reception and from ourselves and because we've
got the atrium area if | know we've got large
groups coming in then we will always coordinate
them through to the atrium... So that we campkee
the noise away [from the desk], and that allows
us to do what we need to do at reception if you're
dealing with sensitive stuff. i Staff

oYou can hear people talking [at reception], but
itdéds never noisy or really
people talkingd 7 Family/friend

Figure9-29 Bay "hanging" window
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Figure9-30Images of sitting around the fire in Day Services.

Figure9-31 Cafe decor.
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Figure9-32Respondent sd satisfaction with views of

mVery Poor mPoor mFair mGood mExcellent

All b 33% 56%

Staff / Volunteer

Patient / Family b 33% 56%

IPU Staff / Volunteer

IPU Patient / Family 38% 50%

-100% -50% 0% 50% 100%

Figure9-33 More intimate seating area beside reception
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Figure9-34 Four views towards North, East, South and West.

Figure9-35Respondent sé satisfaction with access t ¢

m Very Poor m Poor Far mGood mExcdlent

o
Staff / Volunteer 149 )y 27% 43%
Patient / Family
IPU S / Volunteer
IPU Patient / Family
-100% 50% 0% 50% 100%
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Figure9-36 View from insideout and outsidén and from destination hut.

P

Figure9-37 Corridor to complimentary therapy roor
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9.3  Experience of Holistic Sensory
Environment

Although sharing similarities to the previous themes, this feature encapsulates a more
tangible and prolonged engagement with the environment. Such as following the
journey of the local wildlife and physical engagement with nature. The primary aim

of thistheme was to reconnect with nature, self and others through mindful activities
engaging with the immediate surroundings. The theme mainly focuses on the

external nature of the facility and the building's integration into its landscape setting.
There are three stthemes evidenced in this theme:

A Healing Environmentor the Senses
The Importanceof the Journey, Not Juite Destination

Being Presentvith Nature

= =4 =4 =

The Healing Aspects of Nature

93.1 A Healing Environment for the Senses

fthe IPU is] quiet but not silent, if that makes sense? There is noise, there is
room, therebds shuhk wbéengyoundrandomin:q
environments, whether i1itds homd or yol
Staff

The IPU was found to be a peaceful environment with low noise levels, which was
supported by botquantitative and qualitative data. This was highlighted in the

qualitative data, with 62% of IPU staff /volunteers and 76% of IPU patients, family

and friends stating t hFguredDg89. hadditioa,u@¥%s wer
of I PU patients, family and friends repol
noise at nightKigure9-39).

DB measurements show that, in a patient bedroom, between the hours-aD8 am

p m, dB |l evels were under Adi deal sl eepo |
over Adisturbed resto |l evel of 55 dB and
1.1%ofte ti me, retrospectively. This droppe
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of 40db and never r eachenmghtomeloursdi&pmst ur be

10 am. Between the hours of 8- pm in the social space, dB levels were under

Nfi deal sl eepdo | evels of 40db 35% of the

55 and Aconversationo | evel of pétvelypb, onl

This dropped to 86. 1% bel ow fiideal sl eep:

=)}

di sturbed resto | evel -l0dmFydeddl).dur i ng

The social space also acted as a buffer between bedrooms, with glazed double doors
providing visual engagement with activities in the social space and o(Fgigiee

9-40), which gave the perception of not complete silence and lessened feelings of
isolation. The lower ceiling height in the bedrooms also heipel@mpen noise.

fiyou dondt hear the same thing that

hospital] about the single rooms and

occasionally people who donét 1i ke
time, but i n t he cdnmondoryolntorsea peomel ] , 1t 0
saying the doors are shut, and they

hear the same thing about that heré.Staff

According to both participant perspectives and measurements the IPU had
exceptional fresh air circulation, which prevented any unpleasant clinical odours
from lingering. According to CO2 measurements taken in patient bedrooms, the
indoor air quality remaied at or below 1000 PPM, indicating a healthy environment.
Additionally, the measurements indicated that air quality was below 400 PPM, which
is indicative of good outdoor air quality, for 6% of the day (8Xhpm) and 25% of

the night (10 pr8 am) Figure9-42). The bedrooms' proximity to the surrounding

nature allowed for fresh air and excellent ventilation.

fit is a very pleasant placetobedio e s n6t s mel | l' i ke ther

body fluid coming out of there, so
lot of clinical places do. And for some people, that might not make any

difference, but for me is a pleasant environmentto beantth i t doesnoét

like a hospitab 1 Family/friend

filt was nice, and you could open the big doors if you were too warm to let

fresh air in. Which I thought was f ab
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do that; you cand6t even open the wind:
In the hospice, you could open up all the doors and let the freshaair in.
Family/friend

9.3.2 The Importance of the Journey, Not Just the Destination

Intuitive wayfindingwasachieved through the open plan laydtig(re9-43), with

passive signposts such as seating areas, artwork, and atriums contributing to this.
Minimal signagemadethe environment less clinical; however, that did not seem to
affect wayfinding. People could orient themselves around the building once they had
visited a few times. On initial visits, the meet and greet volunteensl signpost or

took people to their destination.

Accessing the IPU through stairs, rather than Wi@sa novel and welcoming

experience compared to typical hospital settiogsating a selflirected mindful

journey instead of being moved by automation and enabling autonomy over pace and
direction and creatlopportunities to connect with surroundings. The entrance to

each bedded unitasvisible from the IPU reception: the bedrooms all cehtre an

open social space, making them immediately visible upon entering the units. The
clarity of directionsmtegrated into the layout, interior design and relative scale
provided a transparent public and private space hieramhgprevenedpeople from

being led into staff areas and negithe need for obtrusive, negative signage.

fiwe were shown where we were going, and it was straightforward. There's a
nice area of seating just past the ldts. Family/friend

fibeing able to go downstairs was great, not having to use an elevator because

A

itdéds all on a few levels, |like the wa
it 6s aodliFamily/ridnd up

fpeopl e, once theybve been and had a t
themselves. Thereb6és not a | ot that cal
know which ward youdre sotigdraff i ng on, t|

fit took me a while to find the room numbers, but once | did, it was easy. All
the rooms are right next to each otber.Family/friend

The wellmaintained appearance of the buildorgateda sense of value for those
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who use it, similar to that of a hotel, providing a luxurious and peaceful environment
(Figure9-44). The Inpatient Unit (IPU) mainta@athe same appearance and

luxurious atmosphere as the upper floors, with featurestbateda thoughtful

focus. The IPU followdthe same opeplan layout as the upper floors, which

promotel continuity and maximisgnatural light levels, even thoughwiaslocated

on the lower ground floor. Additionally, internal courtyards, which epep to the

sky (Figure9-45), providedboth light and visual access to nature for areas deep
within the building. Windowsverestrategically placed to create an inviting,
reassuring, and calming atmosphere by allowing daylight and views to the outside,
which helgdpeople to orient themselves within the space and adéstlings of

claustrophobia.

filt was nice and inviting, nice and light, and the decoration was nice and
light, nice pictures. | felt it was quite welcoming, and it was a nice experience
walking into ito T Patient

filt could have been a hotel; it was designed more like a hotel. The difference

was, there was a hospital bed, but other than that, you would have thought

you were in a hotel, to be honest. It took away that hospital environment,

which is nice. Obviously,th pati ent knows theyodre il
but for the family, maybe they woul dn:
way itdéds been designed. You could be
sort of forgot it wankabautihttatsvap.ice, and
Family/friend

fil think the quality of things within the building is phenomenal. You can see
it everywhere you go; you would never come into this building and think that
you weregettingsecondt | ass treat ment ¢é oi $tdffs beau

fwhen you go into a hospital reception, it's all full of files, notes and with
nurses behind it. That's quite unique as well, the fact that right away, you
don't feel it's a hospital environment because it's just one desk with one
person behind ib. T Family/friend

fit looks like a beautiful hotel, it's lovely, which you know in a way it doesn't

make you think of someone being sick, it makes you think about someone
being well and enjoying |ife, which |
to makeyoulivewell. s p p o s e i tigosd deathashwally beit that
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|l ooks | i ke a place that you Ilive in; |
think, fil'd like to go ther@ i Family/friend

fitébs beautifully decorated é | Kknow t
on fixtures and fittings, and | suppo:
of money to be spending, but do you know wheatmakes people feel

val ued. I f ygwwmne egasiing iing @amda nice
cushion, and youob6re emotionally distr
and makes you feel valwued, and it mak:

getting some kind of comfort. Often people will sit and laucushion when
| 6m tal kdinSgaff t o t hem.

9.3.3 Being Present with Nature

fiwe can look at the flowers, we can feel the heat of the sun on our skin, we
can listen to the trees swishing, we can hear thedirdStaff

The gardens alloed people to engage with nature, each other, and their thoughts and
emotions. Thisvassupported byhe establishment af walking group, where
mindfulness and a sense of being presareencouraged through discussion on the
change in seasons, observing surroundings, and providing opportunities to interact
physically, such as picking and eating apples from the garden. TheHRayung(

9-46) and the seasonal gardeR&g(re9-47) supporédvarious activities such as
socialising, flexible play or holding events, with wide pathways, curved walled
seating and open space. As some may have come into the facility on a bed, the ability
to see the ground from bedrooomntributedtowards improved orientation and

reducel feelings of entrapmenkatientseven had the choice bfive consultations
outside, whichwasespecially appreciated for those coming from isalat

environments.

AWhen | joined, the walking group was already established, but there was
always a group to do with the entertainment. They put on a show for us, and
then they had us out walking and hugging trees. People passing were giving
us all looks as we were huggingés, but the trees are older than us byfar.

i Patient

flon a Wednesday, with our walking group, we go out, and we go over to the
wall ed garden and then into Bell ahous:
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wi | | often try and bring a quiz or a
wedre recording it, buftl eetvbesn nioft iwee jtuh
changes as the seasons are changing and how all the flowers are just the wee

buds and then as the weeks go on, their beginning to bloom and Behike

colour do you think that's going to lie'®e're just noticing the season's

change, which has helped our patients have distractions and things to focus

ono i Staff

fiduring the summer, they had tables out, and we were out doing various
projects, which was good. |l 6ve got ph
tableso 1 Patient

The hospice further expaedopportunities for physical interaction with nature by
introducing a beehive to produce honey and looking into allotment gardens.
Interaction with wildlifewassignificant to many, some tracking the progress of the
fox family (Figure9-48) or putting up feeders to watch the birds. This form of
engagementouldfoster nurturing feelings and a sense of purpose.

9.34 The Healing Aspects of Nature
fiThe site, for me, was very peaceful and in a nice location. And even though
there is a workspace beside it |ike a
space; everywhere around it seems very peaceful; although you can see
nei ghbouri ngalplr oweerryt ipeesac a@ftwls it 6s ver
anywhere you look, it was all nice viewsl Family/friend

The sitewasquiet and peaceful, experienced right from the entrance dnNdee

level measurements eviderntthat levels reduakthe further the site extead,

protecting bedrooms from excessive noise. Between the hours 67 amoutdoor

levels reachdoveriiconversationlevel of 60db; 64.6% of the time at the main

reception entrancéd-{gure9-49), 5.3% of the time at the patient entranEg(re

9-50), and 1.7% of the time at tii¥y Loungebalconies [figure9-51). Sitting and

looking at the various planting offered space for restoration, where people could

clear their minds and get lost in thought. The walled seating in the seasonal garden

provided endless seating optioksgure9-52). Unlike a static bench, people could

explore and find their favourite space to sit.

Chapter 9: Key Conceptual Themes p255



fit's lovely; it's very tranquil. It's funny, the road coming into the car park, it's

really quite busy. People coming and
feeling in the building at all. Altho
i tds amguy |tr Thatds quite interesting.

The entrance to the building that's closest to the business outside it almost

cuts it off. The garden seems very tr;
design of the building, but 1tbés the
inviting.0 1 Family/friend

fiThe outside space from her bedroom, that was my favourite because you
could sit out there and be anywhere.
or a particular space; the garden was lovely, everything they had done in the
garden. The different areastiwthe different planting, it was a nice and open
space, very oped.i Family/friend

fil felt 1 could let my thoughts drift and just enjoy the space; | felt quite
peaceful and interested in it, and | found myself thinking, although some of
the plants were bare. | thought, | wonder what they would look like further on
in the year, and it wodlmaybe make me think, | would like to see that.
Family/friend

Experiences within the gardens were unique to the individual and their current
emotional state, either seeking an open area that encdumégraction with others

or a space where they couldided and feel protected among the planting. The
overhangs of the balconieBSigure9-53) echadthis feeling of protection while
providing shelter from the unpredictable Scottish climate. Wasan experience
people attributed to the entire grounds, feelingasa safe space. Stafferekeen to
see the further development of sheltered atteasighout the gardens after seeing the
benefits of the destination hutlthough this was mentioned in the initial design
statementiQicorporateishelter structure[s] within which to sit or take shelter from
the weatheay (Pert et al,. 2013)t was never fully realised argfaff now advocate for

the advantages of such shelter for those with sun sensitivities.
fil think there is a kind of fun aspect to it, a kindibide and seaktype of

thing. |l 6m quite a private person, so
to hideo 1 Family/friend
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fiThe fact that you could open up your doors from the bedroom and sit out in

the garden and there was an overhang, you could sit at the door if it was
rainingo 1 Family/friend

fithe bit that was missing was that we needed a bit more shelter, but | think

that's easily fixed. So, I think if we had more tables, chairs and shelter, then

that would be falo. 7 Staff

Although complying with building regulations, the pathway to the destination hut
hada steeper incline than the gentle slopes of other parts of the gréugas (

9-54), proving a challenging route for those wiierefrailer. It wasclear that staff,
potentially from experience working with vulnerable populati@egnowledgedhat
this route might be more difficult for some. However, as with many aspects of the
facility, everyonewasgetting used to exploring and enhancing its potential. This

aspect of the facilityvasseen as having lots of development opportunities.

ql |l ove the fact t hat even the outside

hut i s wheelchair accessible é& as

ramp that takes you up the winding
an electric wheelchair,thabs gr eat, but I f youbre

an inclineé boib6taffi t 6s accessibl e.

An initial designaspiration was to retain as much as the site topogr@dnet al,
2013a) Therefore, this pathway to the elevated position of the destination hut
(Figure9-55) offeredan alternative perspective of the building and surroundings
from that of ground level. Something evident throughout the site with alternative
perspectives from various viewing angles in the grounds andhith establisied

an air of intrigue anevonder ancencouragdpeople to explore the site.

fEven up here, up on the hill. The
below that I love the different views and outlook from the building of the
different hillsides, the different types of plantindjke the wild gardens, the
seasonal gardens and fiendo i Patient

filt looks very modern and nicely placed where it is. The building looks
absolutely beautiful from the outside, looking up to it. You get a better view
from the pond area, up towards the building itself and its la¥elipatient
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il 6ve been all over. ltdos |l ovely | ooki
roof of the hospice. The colour i1tds |
top is lovely and lighti Patient

Therewasa strong connection between art and nature, with many patients drawing
inspiration from the outdoors for their creative pursuits. Patients going out and
bringing back inspiration to discuss and inform their creations withiAthRoom

wasan activity staff would like tdurtherdevelop within the art services.

fithe gardens are] a conversation starter with people on the wards, | think

being able to use that again as a way to just kind of activate the imagination

or to have a different kind of dialog:
point that you can drawnoin a creative wag.i Staff

iltds 100%, [the gardens are] absolute
at Day Services, and | o6ve taken some |
and then into summer.i Patient

Family Support Services offedinformal sideby-side conversations outside during

walks through the grounds, whicbuld feelless intimidating than facing people

within an enclosed spac&he accessibility of outside allowed them to tadessions

to support individual needs and preferences. As many sessions oftendnvolve
uncomfortable emotions or vulnerability, directing the session structure to develop
organically enabl@people to feel comfortable and empowered. Outside access
allowedpetstovisita sour ce of ¢ o mfadferadindependenoea ny . |t
and empowaezd people to take steps they might not haxginarily andgain a sense

of achievement.

i f youdre working with a young person
theyore out walking with you ... 1t0s
i nformation because therebds something
about being more relaxed, andis mor e c wnStaEfr sat i onal

fipeople already bring dogs into the ho
has Aspergerdés and had a dog, and the
dog, and he took the dog in... and he

through this dog. The dogk become really important to him and the only
person, for want of a better word, that he felt he could talk to about his grief.
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So, | said to himflook do you want to bring this dog into sessignghich he
was delighted with, and it really,
but also for him to come into the hospice and bringing the dog. We would
have half the session in the room, and then the other half of the session, we
would go out intdhe garden and go for a walk with the doigStaff

The topography and landscaping of the destination huteafféews of the
surrounding park and further towards the city cerffrgure9-57), which facilitatel
conversations, especialbeneficial wherproviding support for those wielt
anxious or not as comfortable sharing. The view effertalking point supporting

people to speak freely.

fithe destination building, that's often a destination that we go to, not to be in
the hut itself but to get the view because you've got a fabulous view of the

r

city skylineé it's a really good tal

service andarnwwiuedtrye dreedndcdgt hat, wel
youbre bereaved or youodre going to
emotionally demanding and frightening experience, to anticipate coming into
but if you can go and sdph look | know that plae and | can see the
universityo, it just helps to build that relationship. Staff

Access to the gardens and pprkvideda therapeutic environment for staffith a
refreshing space away frotimeir work environmento spend time alone or with
colleagues. The outdoor rooftop terraEey(re9-56) wasespecially beneficial for
allowing staff, who might be busy that day bieefly access a restorative outside

space.

fihaving the likes of the external terraces, so in the summer months on a nice

K |

be

day you dondét need to sit in the offi
outside. €& during the summer mont hs,

lunch; a lot of fresh air coing through the building, staff will go a walk on

their lunch or go out a runé Thatos

with their resilience as welli Staff

fil was just sitting and thinking this was bliss: lunch break, music on, sunshine

-this is fabulous é how lucky are we
the job that we do. And weodove ohad mee:

Staff
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Figure9-38Respondent sé satisfaction with noise | e\

mTooLow mLow mJustRight mHigh mToo High

All e -2% 62% 25% G

Staff / Volunteer B - 3% 60% 30% 3%

Patient / Family -20% 66% 13%
IPU Staff / Volunteer 62% 33% 4%

IPU Patient / Family -15% 76% 8%

Figure9-39Respondent sd fr equency saunds, bteer thag foraeguarédectiati

mAlways mOften m Sometimes m Raely mNever

All 50% 50%
Staff / Volunteer
Paient/ Family 50% 50%

IPU Saff / Volunteer

IPU Patient / Family 50% 50%

-100% -50% 0% 50% 100%

Figure9-40 View towards social space from bedroom.
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Figure9-41 Graphs showing noise measurements within bedroom 11 and social space, over a 24hr

Moise - Single Bedroom 11: Tuesday 8th October 2019
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Noise - Ward: Tuesday 17th September 2019
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Figure9-42 Graph showing CO2 levels measured within the bedroom 11 over a 24hr period.
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Figure9-43 Diagram of sightlines from main reception entrance, highligh

the ease of wavfindina.

Reception
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Figure9-44 Example of décor within Day Lounge.

Figure9-45 A view towards the internal courtyard from a corridor leading to IPU reception.
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Figure9-46 Expansive lawn area in front of bedrooms.

Figure9-47 Four distinct seasonal gardens, ensuring planting is in bloom all year round.
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