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Abstract

Medical advancements have led to higher life expectancies and with longevity comes an 

increased chance of people experiencing chronic illnesses towards the ends of their lives and 

a need for palliative care. As a result, more and more people are dying in institutional settings 

such as hospitals, rest homes and hospices rather than the preferred place of home. Healthcare 

institutions are consistently criticised for being emotionally inappropriate environments in 

which to die. 

The design of hospices has been based on the design of hospitals which, in turn, is based 

on the ‘architecture of control’ that is characterised by containment, exclusion, surveillance 

and authority. These controls conflict with the reasons for expecting to die at home. Control 

through containment, surveillance and authority are not compatible with care, hopefulness, 

participation and dignity.

This project critically reviews the architecture of hospices and examines precedents that begin 

to de-institutionalize these building types by using ‘informality’ as a design tool. The research 

analyses the processes behind ‘informal’ design and adopts a counterintuitive method of a grid 

on which a masterplan is constructed. Like a chess board which, at first sight, appears rigid and 

constraining, the grid (like a chess game) allows for a multitude of permutations to be examined 

and which result in a design that implements principles that de-institutionalize architecture.  

The brief for the building was based on a detailed, published account of the activities, 

professionals, families, community and guests that make up the functioning of a hospice. My 

intention is a design that not only strikes the balance between medical care and patient-friendly 

design but also produces an architecture that acts as a placebo and thereby celebrates the end of 

life.

The internal layout of the building is designed on principles of de-institutionalization that 

include, where possible: avoiding corridors, dead-ends, symmetry and barriers but also 

enhancing wayfinding, areas for activities, areas that allow for independence and mutual 

support and many other characteristics.

The external form of the building gives a sense of informal planning, such as a favela or hillside 

village, and the roofline enhances this by implementing separate roofs over separate spaces 

which continues a tradition in the hills around Wellington where the site is proposed.
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Background of 
Project

People prefer to receive end of life care in their homes rather than an institution. 

Hence, it is necessary to identify what makes a healthcare building seem 

institutional in order to create a better alternative environment to home. The 

floor plans shown conform to stereotypes such as racetrack, linear, and finger 

plans with anonymous rooms coming off long straight corridors (Figures 1-6). 

There are no points of difference in the elevations with repeated identical 

windows. The eaves heights are constant making the building look like a ‘block’. 

All of these examples are designed to conform with the practical operation of 

healthcare facilities rather than the needs of the patients. The fact that little 

emphasis has been put into the needs of the patient means a lack of dignity for 

those who are likely to end their lives there. 

It is evident that there needs to be a change in how healthcare facilities that deal 

with death and dying are designed. In the US and Australia, a new movement has 

started that has changed the focus of healthcare design for the aging population. 

The movement is known as Green Homes in the US and Small Homes in 

Australia. The overarching aim of the small house model is to deinstitutionalise 

the living premises of the elderly. People that need to move to senior living 

quarters have previously spent the majority of their lives in small family homes. 

So “why should they move to a large institution that is foreign to their lifestyle?”.4

4  Jan Henderson, “The Challenges for Design in Aged Care,” Australian Design Review, Feb 5 2018, accessed 
Oct 15 2020, https://www.australiandesignreview.com/interiors/challenges-design-aged-care/ 

The world has a rapidly aging population primarily due to rising life expectancy. 

The advancement of the aging population has led to an increase in the number of 

age-related diseases.1 Nowadays, people tend to die from diabetes, heart disease, 

cancer and strokes which means that many people will have a long period of 

chronic illness towards the end of their lives and a need for palliative care.2 As a 

result, the number of people who die in ‘institutional’ settings such as hospitals, 

rest homes, and hospices is constantly increasing. In the past, people used to 

die in the comfort of their own homes surrounded by family and friends which 

is seen as a more dignified death. Healthcare institutions are viewed as being 

an unfavourable and undignified place to die and many people prefer to die at 

home.3 The aim of this project is to design a healthcare facility that deals with 

death and dying in a way that is de-institutionalised.    

1  S. M. Tabatabaei and Fatemeh Roostai. “University of the Third Age: A Unique Model for Successful 
Implementation of “Active Ageing”.” Health Scope 3 (2014): 1 https://www.academia.edu/8941090/Universi-
ty_of_the_Third_Age_A_Unique_Model_for_Successful_Implementationof_Active_Ageing_
2  H. Ball, At Liberty to Die: The Battle for Death with Dignity in America (New York: New York University Press, 
2012), 19
3  Kristian Pollock, “Is home always the best and preferred place of death?,” BMJ 351 (2015): 1. https://doi.
org/10.1136/bmj.h4855

Figure 1: Hospice Floor Plan Example 1 Figure 2: Hospice Floor Plan Example 2 Figure 3: Hospice Floor Plan Example 3

Figure 4: Hospice Floor Plan Example 4 Figure 5: Hospice Floor Plan Example 5 Figure 6: Hospice Floor Plan Example 
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Architecture’s 
Denial of Death

In the 2020 Global Wellness Summit, dying in an institution was summarized as:

“[U]ntil the early 20th century people died at home surrounded by loved ones, Western 

medicine has since made it a coldly clinical affair in a hospital or nursing home. [T]he act of 

death has become intensely sterilized, hidden, lonely and scary.” 5

However, in the last decade there have been signs of a change in the acceptance 

of death due partly to social media (e.g. Caitlin Doughty’s YouTube videos with 1.6 

million views), death salons, death fests and even cemeteries becoming fun, social 

gathering places. 6 7 Even more accessible are ‘Death Cafes’ (where all aspects of 

death are discussed openly): a movement that started in London in 2011 and to 

date has 11,464 cafes around the world of which 116 are in New Zealand.8

5  Beth McGroarty, “Dying Well,” Global Wellness Summit, 2018-2019, accessed Oct 15, 2020, https://www.
globalwellnesssummit.com/2019-global-wellness-trends/dying-well/
6  Caitlin Doughty, Will My Cat Eat My Eyeballs? Big Questions from Tiny Mortals about Death (New York: W.W. 
Norton & Co., 2019), 1
7  McGroaty, “Dying Well,”.  
8  “Death Café New Zealand,” Death Café, n.d., accessed Oct 15 2020, https://deathcafe.com/c/New_Zealand/

While social media has resulted in a rapid change in attitudes towards death, 

architecture is slow to change to society’s demands. In New Zealand, the time 

taken from conception to completion of a new hospital can be as much as 10 

years.9 New ideas in architecture are slow to develop and the Maggie’s Centres 

(drop-in centres for the terminally ill) in the UK, started in the 1990s and designed 

by architects such as Frank Gehry, Richard Rogers and Zaha Hadid, have not yet 

impacted on New Zealand.10 

Although hospices (healthcare facilities for the terminally ill) have been in 

existence (though not in purpose-made buildings) since the mid 19th century, they 

are a relatively new building type with the first modern hospice opening in 1967.11  

However, while hospice care has risen in the last decades, it serves only a tiny 

percentage of the world’s population.12

The short history of hospice architecture reveals that the designs are based on 

hospital plan forms and that “the standard physical templates of healthcare are 

bleak, sterile, and dehumanizing”.13 The “design features that we accept when 

they are part of a patient’s recovery become abhorrent when reconfigured as the 

setting for death”.14

The first purpose-built hospice in the UK, built in 1967, (St. Christopher’s, 

Sydenham) was based on a hospital layout (Figure 7).

9  “Completion of Dunedin’s new hospital likely to take longer than expected,” Radio New Zealand (Feb 25, 
2020), accessed Oct 15, 2020, https://www.rnz.co.nz/news/national/410344/completion-of-dunedin-s-new-
hospital-likely-to-take-longer-than-expected  
10  Charles Jencks and Edwin Heathcote, The Architecture of Hope: Maggie’s Cancer Caring Centres (London: 
Frances Lincoln, 2010), 112-192
11  Jan Stjernsward and David Clark. “Palliative Medicine – A Global Perspective.” in Oxford Textbook of Pallia-
tive Medicine. (Oxford: Oxford University Press, 2003), 1227–1245.
12  McGroaty, “Dying Well,”.  
13  Nitin Ahuja, “End Stages,” Places Journal (May, 2018) https://doi.org/10.22269/180515
14  Ahuja, “End Stages,”.

Health institutions are repeatedly criticised for being an emotionally 

inappropriate environment in which to die. Verderber and Refuerzo describe 

hospitals as “machines for occupation until death,” expressive of an authoritarian 

“culture of denial”.15 16 Edwin Heathcote laments the emotionally empty 

architecture that diminishes the sanctity of life’s thresholds: “at the exact 

moments we are most in need of meaning and spiritual uplift, we find ourselves 

surrounded by the bleak expression of hygiene and efficiency. … Our existential 

gateways are manifested as service entrances.”17

It is not surprising that most people want to die at home. However, surveys from 

around the world have shown that although the majority of people surveyed wish 

to die at home, only the minority do so. The majority die in institutions such as 

hospitals and hospices.18 19 20 

The concern is that hospital environments are controlling, authoritarian and 

institutional and that this is perceived as not being cared for by those who can 

maintain a sense of hopefulness; the inability to retain the right to participate in 

decisions concerning care; the possibility of dying alone and the concern that the 

sanctity of the human body will not be respected after death.21

It was this negative perception that prompted a change in architectural design 

for the terminally ill. The ‘architectural placebo’ was the philosophy behind the 

Maggie Centres where architectural design was considered to positively influence 

the rehabilitation process.22

15  Stephen Verderber, and Ben J. Refuerzo, Innovations in Hospice Architecture (London; New York: Taylor 
and Francis, 2006), 14
16  Verderber and Refuerzo, Innovations in Hospice Architecture, 14
17  Edwin Heathcote, “Architecture and Health,” in The Architecture of Hope: Maggie’s Cancer Caring Centres, ed. 
Charles Jencks (London: Frances Lincoln, 2015), 56.  
18   Celina Carter, “What it’s really like to die at home in Ontario,” Healthy Debate, June 27, 2019, accessed Oct 
16, 2020. https://healthydebate.ca/2019/06/topic/dying-at-home
19  Tomoya Tsuchida et al., “Population-based survey regarding factors contributing to expectation for 
death at home,” Asia Pacific Family Medicine 17, 7, (2018), https://doi.org/10.1186/s12930-018-0044-z
20  Hospice UK, “Survey reveals our reluctance to discuss own death,” Dying Matters, 2018, accessed Oct 16, 
2020. https://www.dyingmatters.org/page/survey-reveals-our-reluctance-discuss-own-death 
21  Ahuja, “End Stages,”.
22  Charles Jencks, Can Architecture Affect your Health? (Arhem, Netherlands: ArtEZ Press, 2012), 31-32

If institutional architecture is based on ‘control’, then the idea of the Maggie 

Centres was to remove this image by the use of informal architectural form that 

de-institutionalised design through beauty and thereby became a place that could 

be trusted.

“Beauty is very healing. It makes patients see that the creation to which they also belong is 

good – it can be trusted”.23

While Maggie Centres have demonstrated that architecture can have a positive 

impact on the terminally ill, they are small drop-in centres that are generally 

adjacent to hospitals. Furthermore, they are restricted to cancer patients only.

My proposal is to design a hospice that not only includes the facilities of Maggie 

Centres but is also residential catering for all ages and ailments.  

23  Avnita Amin, “St. Christopher’s Hospice: A Space for Dying,” Cicely Saunder’s Archive (Dec 14, 2015), 
accessed Oct 17, 2020. https://cicelysaundersarchive.wordpress.com

Figure 7: Plans for St Christopher’s Hospice, Sydenham 1967. The 
first Hospice in the UK. 
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Research Question:

Can the architectural form and 
layout of hospices be designed 
to be de-institutional, whilst 
maintaining their healthcare 
functions, so that the building 

acts as a placebo to help 
celebrate the end of life and 

allow for dignity in death for 
the terminally ill?

Project Outline

It can be argued that a hospital should be designed around the pragmatic 

functions of providing care and that the appearance of the building is of 

little consequence. This is because the administration of care overrides the 

requirement of dignity for patients that are likely to be temporary and have no 

expectation of homeliness. However, it is evident that the environment has a 

positive effect on a patient’s wellbeing. 

This design project is for a hospice and aims to provide the antithesis of the 

architectural characteristics of a hospital or of common hospice forms. The 

‘architecture of dignity’ does not need to be solemn, formal, corporate and 

uniform. In order to remove the ‘controlling’ effect of architecture, informality 

is necessary. The stereotypical architectural forms of the Italian hillside village 

(Figure 8) or the South American favelas offer a better exemplar for the opposite 

of ‘institutional’ architectural form. 

Figure 8: Image of an Italian Hillside Village
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Aims and 
Objectives

3. Celebrate their creativity and showcase the results

4. Provide opportunities for helping and giving

5. Orienting and understanding their spaces (no dead-end corridors)

6. Accessibility (e.g. lowered kitchen workbenches, accessible bathrooms, 

lifts for wheelchair access) 26 

The end product will be a building that meets the functional needs of a healthcare 

facility whilst encouraging the right to a dignified death through architecture as 

a placebo. Institutional aspects of healthcare design will be avoided as much as 

possible. 

Hopefully, this project will make the subject of death and dying easier to talk 

about by providing patients with environments worthy of dying in. It is more than 

just accepting death; it is also about achieving ambitions and celebrating life. A 

quote from the documentary ‘The Hospice’ describes this well:

“You may think a hospice is a place people come to die. Some people think as soon as you say 

the word hospice, or palliative care, that that’s the end of the road… but it’s actually a place 

people come to live. There is a huge amount to offer.” 27

The objective of this project is to create a new building typology that deals with 

dying with dignity in a healthcare setting. The project will apply architectural 

design elements to enhance the overall wellbeing of patients of all ages, create 

a safe and positive environment for staff to use and provide the families with 

support facilities during and after their loved one’s journey. 

26  Stephen Judd, Mary Marshall and Peter Phippen, Design for Dementia (London: Hawker Publications, 
1998), 15-18
27  “Episode 1,” The Hospice, Together TV, May 9, 2018, television broadcast. 

Scope and 
Limitations

The scope of this project focuses on the 3-dimensional form and internal 

layout of a design for a hospice. While colour and materiality play a role in de-

institutionalising a building, they are secondary and do not influence architectural 

form. Therefore, this project purposefully limits itself to architectural form.

It was my intention to visit hospices, especially Mary Potter Hospice (Figure 9), in 

order to better understand how they operate. The restrictions caused by Covid-19 

have meant that I could not do that. This would have limited the research. 

However, I managed to find an alternative that resulted in even more informative 

advice on the day-to-day operation of a hospice. A 13-episode documentary of 

the running of a hospice became available on the internet and has formed an 

important part of my brief.28 

28  Hospice UK, “The Hospice,” Hospice UK. n.d., accessed Oct 16, 2020,  https://www.hospiceuk.org/about-
hospice-care/the-hospice

The overarching aim of this project is to create a hospice facility that is not 

perceived as an institutional piece of architecture. This change in perception is 

aimed at two significant aspects of design:

1. The appearance of the building from a distance and when approached. 

The proposal is to design a building where the overall external shape 

and form is celebrational through its informality. Not a “machine for 

occupation until death” but a place that is fit for dying well.24

2. The internal layout and arrangement of the building.  The removal of 

those elements that make a hospice “bleak, sterile and dehumanising”.25 

The guests are likely to range from children (generally cancer related) to the 

elderly with dementia. The design principles for these guests based on ‘Design for 

Dementia’, and all other groups should be: 

1. Maximise independence

2. Welcome relatives and the local community

24  Verderber and Refuerzo, Innovations in Hospice Architecture, 14
25  Ahuja, “End Stages,”.

Figure 9: Main Hospice of Wellington, Mary Potter Hospice
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Methodology

This research project will be studied through the methodology that is outlined in 

this section. 

Research Through Literature

o Investigate how the history of death and dying has shaped how we 

view death and dying today

o Understanding the evolution of hospice design from its roots in 

hospital design

o Research what makes current healthcare buildings seem 

institutional 

o Investigate what constitutes a good and dignified death and how 

architecture can help

Research Through Precedents

o Analyse current hospice and rest-home designs (through floor 

plans etc.) and question why they seem institutional

o Compile a list of aspects that make buildings seem institutional via 

precedents

o Review precedents that have attempted to de-institutionalise 

healthcare architecture, particularly Maggie’s Centres. 

Research Through Design

The information that has been gathered through researching literature and 

precedents will be applied to the design by means of experimentation. It is 

beneficial to start with a design that conforms to the norms of current healthcare 

design in order to create a functional design. The literature and precedent 

research will then influence the design after the functionality of the project has 

been addressed. The method of tartan grids will be investigated and utilised 

throughout the stages of design. It is important to have some restrictions when it 

comes to design and the tartan grid will give the project a sense of direction. 



1413

Literature StudyII

In order to inform this design project, it is necessary to examine the changes 

in the acceptance and denial of death and dying throughout history. The 

advancements in healthcare show how it has affected society’s views towards 

death. The investigation of the history of healthcare design to the modern hospice 

movement demonstrates how hospice design has been derived from hospital 

architecture, and as a result has inherited institutional characteristics. 

Research on the stages of the dying process that terminally ill patients go through 

provides an understanding of how to come to a dignified death (Appendix 1). A 

dignified death often has links to where the patient would prefer to spend the last 

moments of their life, which is often home. It is evident that there is a societal 

need for end-of-life care facilities and an investigation into preferred place of 

death indicates this. However, previous research shows that there are similarities 

between hospital and hospice design, resulting in terminally ill patients dying in 

institutional settings. 

It is the architecture of control that creates institutional settings. To achieve a 

setting that promotes dignity, it is important that the architectural elements that 

contribute to a sense of being controlled are avoided. Institutional buildings 

all have elements of control whether perceived or real which conflicts with the 

reasons for expecting to die at home. Hence, it is important to investigate the 

architecture of control in order to design a setting that enables terminally ill 

patients to die with dignity. 
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History of 
Attitudes Towards 
Death

The field of medicine is constantly advancing which means that currently people 

are living longer which is seemingly a good thing. However, longevity means that 

there is a higher chance of people dying from chronic illnesses.29 Research has 

shown that the predominant causes of death at the beginning of the twenty-first 

century are vastly different from the primary causes of death in 1900. 

The number of gradual killers is constantly growing. People now succumb to 

heart disease, lung disease and kidney failure from diabetes. Illnesses that result in 

falls, confusion and immobility, such as Lou Gehrig’s disease and Parkinson’s, are 

increasingly more common.30 The fact that we no longer die at home is another 

significant difference between dying in 1900 and dying in 2000.  As early as the 

1930’s, the transition from dying at home to dying in hospitals or other healthcare 

facility began.31

29  Ball, At Liberty to Die, 18
30  Stephen P. Kiernan, “The Transformation of Death in America,” in Final Acts: Death, Dying and the Choices 
We Make, ed. Nan Bauer Maglin and Donna Perry (New Brunswick; New Jersey; London: Rutgers University 
Press, 2009), 164
31  Ball, At Liberty to Die, 19

Society’s Changing Attitudes Towards Death

Early civilisations accepted death as a natural evolution of life.32 Before the 

recent advancements in technology and medicine had been made, death was 

experienced by families so regularly that it was considered a social norm. During 

these times, expected lifespans were significantly lower, infant mortality rates 

were much greater, and death in childbirth was a regular occurrence.33 

People observed death in their homes and actively partook in the deaths of their 

loved ones as well as their own.34 It was accepted that children stay at home when 

a death occurred and they were included in the discussions of the loss of a loved 

one and the fears that come with it. Thus, providing them with support and the 

feeling of not being alone in their grief. These discussions also help them view 

death as a part of life, an understanding that may aid growth and maturation.35 

These traditional deaths empowered people to not be afraid of death as many 

were familiar with death and dying.36

This acceptance of death changed to fear as death became more medicalised. One 

outcome of the medicalisation of death is that it has changed the way that death 

is handled. In the past, death was managed by the dying person, their family 

members, the cleric and the community. Nowadays, death principally involves 

the dying patient and medical professionals in hospitals whose aim is to deter 

death through the use of modern medical technologies.37 

32  June Leishman ed. Perspectives on Death and Dying (Keswick: M&K Update Ltd, 2009), 65
33  Leishman, Perspectives on Death and Dying, 65
34  Ilona Kemppainen, “Death and Modernisation,” In Death and Dying in 18th-21st Century Europe, edited by 
Marius Rotar and Adriana Teodorescu. (Newcastle upon Tyne: Cambridge Scholars Publishing, 2011), 12 
35  Elisabeth Kübler-Ross, On Death and Dying (London; New York: Routledge, 1973), 6-7
36  Kemppainen, “Death and Modernisation,” 10
37  Ball, At Liberty to Die, 20

Advanced medical methodologies have led to the saving of a multitude of 

lives, the restoration and conservation of health, and prolonging life with 

chronic illnesses. Medical procedures such as chemotherapy, pacemakers and 

defibrillators, may very well lengthen the life of a dying patient and most patients 

want these medical interventions in order to “extend dying”.38 The main reason 

for this change in attitude towards death is that dying is more frightening, more 

lonesome, and dehumanised now because of the fact that many people die in an 

institutional healthcare setting, rather than in a familiar setting like home.39

Currently, the subject of death has had a revival of attention within society. 

Courses, seminars and conferences on death and dying are common and degrees 

of thanatology (the science of death) are offered in many countries around the 

world.40 This renaissance of the conversation of death is partially due to social 

media. Best-selling author and mortician, Catherine Doughty has a popular 

YouTube channel where she answers questions about death with 1.22 million 

subscribers.41 

38  Ball, At Liberty to Die, 22
39  Kübler-Ross, On Death and Dying, 7
40  Leishman, Perspectives on Death and Dying, 65
41  Caitlin Doughty, “Caitlin Doughty – Ask A Mortician,” YouTube, 2020, accessed Oct 20, 2020. https://www.
youtube.com/user/OrderoftheGoodDeath

The emergence of Death Cafés around the world have also helped make talking 

about death normal again. People, who are often strangers, gather to have tea and 

cakes and discuss death at these cafés in order “to increase awareness of death… 

[while] helping people make the most of their (finite) lives”.42 These Death Cafés 

were based on the ideas of Bernard Crettaz who was the founder of Café Mortels 

in France. They were then developed in London by Jon Underwood and Sue 

Barsky Reid.43 44 The first Death Café in the United States and the Death Café 

Facebook have both played a significant role in their advancement.45 Today, 

there are 11488 Death Cafes all over the world and 116 of them are located in New 

Zealand.46

42  “Death Café New Zealand,” Death Café, n.d., accessed Oct 15 2020, https://deathcafe.com/what/ 
43  Jon Underwood, “Meeting Bernard Crettaz,” Death Café, n.d., accessed Oct 15, 2020, https://deathcafe.
com/blog/114/
44  “What is Death Café?,”.  
45  “What is Death Café?,”.  
46  “Death Café New Zealand,” Death Café, n.d., accessed Oct 15 2020, https://deathcafe.com/c/New_Zea-
land/ 
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From Hospital to Hospice

The Ancient

From earliest times, the cave functioned as a refuge for the care and treatment of 

the sick and dying. In the earliest Neolithic settlements, a sick house was set aside 

for the care of the ill as it was gradually considered acceptable practice to separate 

these individuals from the mainstream community. Immediate family members, 

however, provided most care, in this ‘home’ setting.47 

The Romans

Significant Roman contributions to medicine were primarily focussed on public 

health advancements. Along with many other innovative public works, the 

invention of the first military hospital, the valetudinarium, is one of the most 

significant (Figure 10).48 On all parts of the Roman Empire, valetudinarium were 

built to stabilise, repair and return soldiers ready for battle as soon as possible. 

These initial hospitals served their purpose well in support of the growing 

Empire.49 

Asclepions, healing temples, are considered to be one of the first examples of 

hospital architectural form.50 It is thought to be the place where great physician 

Galen practiced. The Roman society did not provide hospitals for the use of the 

greater public. Generally, care was provided at the practitioner’s home clinic or at 

the subject’s home. These facilities were built with the purpose of separating those 

with infectious diseases from the general public – a mindset that continued well 

into the Renaissance period.51  

47  Verderber and Refuerzo, Innovations in Hospice Architecture, 10 
48  Verderber and Refuerzo, Innovations in Hospice Architecture, 13
49  Verderber and Refuerzo, Innovations in Hospice Architecture, 14
50  Atalay Demiray. ““The Evolution of Hospital Architecture from the Beginning to the Present Day: Koç 
University Hospital,” Atalay’in Yeri, Dec 20, 2018, accessed Oct 16, 2020, https://ademirayblog.wordpress.
com/2018/12/20/the-evolution-of-hospital-architecture-from-the-beginning-to-the-present-day-koc-uni-
versity-hospital/  
51  John Currie and Frank Zilm, “History of Healthcare Architecture,” WikiFoundry, Oct 5, 2014, accessed Oct 
16, 2020, http://healtharchitecture.wikifoundry.com/page/History+of+Health+Care+Architecture

The Middle Ages

In fourth century AD, extremely lethal plagues sped through entire civilisations 

within a few days, sometimes causing the deaths of more than ninety percent 

of societies.52 The responsibility of providing care to the sick was undertaken by 

religious communities. Hospitals became ecclesiastical, as opposed to medical, 

institutions. It was only the hopeless and the homeless that accessed these 

hospitals where the separation of patients by diseases was non-existent, up to five 

people were allowed to share a bed, and any rules of sanitation were disregarded.53

In Europe, hospital construction greatly increased during the Middle Ages 

because of two reasons. Firstly, Pope Innocent III in 1198 urged affluent Christians 

to build hospitals in every town as well as increased income from the business 

with the Crusaders.54 The arrangements of monastic hospitals allowed Christian 

religious orders to deliver care. The cross-ward floor plans and the segregation of 

sacred from irreligious facilities drove the design of monastic hospitals.55 

52  Verderber and Refuerzo, Innovations in Hospice Architecture, 17
53  Lawrence F. Wolper and Jesus J. Peña, “The History of Hospitals,” in Healthcare Administration: Managing 
Organised Delivery Systems, 5th ed., ed. Lawrence F. Wolper. (Sudbury, MA: Jones and Bartlett Publishers, 2011), 
490
54  Wolper and Peña, “The History of Hospitals,” 490
55  Verderber and Refuerzo, Innovations in Hospice Architecture, 17

The Renaissance

If the middle ages are considered to be the time of great hospitals, the renaissance 

was the period of the great schools of medicine. The main contributions to the 

development of hospitals during this period was in the improved management 

of hospitals, the return of separating patients by diseases, and the higher quality 

of medical care provided in hospitals. Hôtel Dieu and Ospedale degli Innocenti 

(Figures 11 and 12) are famous for being notable examples of Renaissance 

hospitals.56

During the English Reformation from 1536 to 1539, King Henry VIII depredated 

the hospitals associated with the Catholic Church. Those affiliated were 

threatened to change to secular uses or be destroyed. This was the first case of 

support for secular hospitals.57 

The Nightingale Movement: 1860- WWII

Florence Nightingale, British nurse and social reformer, is best known for 

founding modern nursing. The knowledge she gained as a nurse during the 

Crimean War inspired her views on hygiene and health.58 Her contributions of 

key design suggestions to the Pavilion model of hospital design allowed for the 

maximisation of air circulation, sanitary and orderly nursing units, and typically 

connected circulation corridors. It was this pavilion model that became the 

leading architectural plan for hospitals into the 1920’s.59 

56  Currie and Zilm, “History of Healthcare Architecture,”.
57  Wolper and Peña, “The History of Hospitals,” 491
58  History.com Editors. “Florence Nightingale,” History.com, April 21, 2020, accessed Oct 16, 2020, https://
www.history.com/topics/womens-history/florence-nightingale-1 
59  Currie and Zilm, “History of Healthcare Architecture,”.

Figure 10: Model of a Typical Valetudinaria

Figure 11: The Hôtel Dieu

Figure 12: Photograph of Ospedale a Innocenti (Hospital of Innocents)
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Early Skyscraper Hospitals

In 1905, Albert Ochsner (Chicago surgeon) proposed the idea of a high-rise 

urban hospital design (Figure 13). He presented at a meeting of the Association 

of Hospital Superintendents proposing that if floors were stacked on top of each 

other, new economies could be made in terms of space, heating, supervision, 

housekeeping, materials, management and distance travelled by staff.60 

Inpatient rooms were required to have external windows which produced a 

variety of building forms, such as the rectangular nursing wings and Y shaped 

units.61 

The Hospital as Machine

Hospital buildings in the 1950s and 1960s could easily be identified as such with 

the telling appearance of impending towers on large multi-storey pads with 

countless identical windows (Figure 15).62

Hospital design began to focus on efficiency, adaptability and system. The 

scientific model of medicine influences, the accomplishments of thinking 

in terms of systems in space and the military, the ever-changing medical 

technologies, and modern design styles all influenced the designs of this time 

period.63 A significant architectural aspect of these hospital designs is the 

development of interstitial floors (Figure 14) where an entire floor was dedicated 

to mechanical equipment.64 

60  Verderber and Refuerzo, Innovations in Hospice Architecture, 34
61  Currie and Zilm, “History of Healthcare Architecture,”.
62  Annmarie Adams, “Decoding Modern Hospitals: An Architectural History,” In Design for Health: Sustain-
able Approaches to Therapeutic Architecture, ed. Terri Peters (Oxford: John Wiley and Sons Inc., 2017), 19
63  Currie and Zilm, “History of Healthcare Architecture,”.
64  Adams, “Decoding Modern Hospitals: An Architectural History,” 21

Mall Hospitals

In the 1980s, hospitals were designed to fit within their diverse communities 

as well as appear friendlier, more accessible and, most importantly, ‘less 

institutional’. Architects rejected the typical office tower with homogeneous levels 

by endorsing large atrium spaces intended to make hospitals ‘less serious’. Atriums 

were very common during this time and were found in libraries, museums and 

airports. Hence, many buildings began to have the appearance of a mall (Figure 

16).65 

Hospitals began to spread out horizontally across their sites rather than vertically 

in order to increase accessibility. Colour started to become more prominent in 

hospital design again with lively and imaginative colour combinations becoming 

popular because they help patients to de-stress on entry. The areas between 

hospital buildings gained more significance resulting in the inclusion of ‘healing 

gardens’ due to research proving their health benefits. The features of a campus 

style plan, multicolours and connections to nature all were intended to take focus 

away from the fact that patients are quite ill.66 

The mall hospital is a typical example of architecture that focusses on the patient 

and their care. In the 1970s and 1980s, the ‘patient centred care’ movement 

resulted in patients becoming more like consumers, where they would learn how 

to search for good healthcare and make personal health decisions.67  

65  Adams, “Decoding Modern Hospitals: An Architectural History,” 19
66  Adams, “Decoding Modern Hospitals: An Architectural History,” 19
67  Adams, “Decoding Modern Hospitals: An Architectural History,” 19

Figure 13: Image of a 
High-rise Hospital

Figure 14: Interstitial 
Space Diagram

Figure 15: Image of 
a Typical 1950s/60s 
Hospital

Figure 16: Interior Image of a Mall Hospital
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Modern Hospice Movement

Current research has asserted that: “if anything, hospitals are even less focussed 

on the needs of dying nowadays, given medical advances and current emphasis 

on diagnosis and treatment”. As a result, we are seeing more and more people 

dying in places that were never designed to accommodate for end of life care.68 

Today, dying in hospital is often seen as undignified and without social meaning.69 

The growing dissatisfaction with the conditions that people die in hospital has 

resulted in the rising ingenuity of the UK hospice movement.70

Hospices are designed to aid end of life care through maintaining and managing 

the quality of life of terminally ill patients.71 Patients who require the care 

provided by hospices tend to stay for short amounts of time, measured in days 

and weeks rather than months.72 The hospice philosophy is that the life that 

remains should be enhanced.73 The aim of a hospice is to provide palliative care 

and control pain as well as other symptoms. It does not necessarily intend to 

prolong life.74

Although the aim of hospices differs greatly from that of hospitals, it is evident 

that hospice design has been based on the form and plan of a hospital (Figures 

17 and 18). Standardised hospital plans (for example, ‘finger’ plans, ‘racetrack’ 

plans, ‘village’ plans and more) that are available in international guidelines for 

hospital design (e.g. International Health Facility guidelines and the World Health 

Organisation) are copied and pasted into hospice designs (refer to Chapter III ).75 76 

68  Ken Worpole, “The Modern Hospice Movement: A Quiet Revolution in End of Life Care,” in Death and 
Dying in 18th-21st Century Europe, ed. Marius Rotar and Adriana Teodorescu. (Newcastle upon Tyne: Cambridge 
Scholars Publishing, 2011), 351
69  Worpole, “The Modern Hospice Movement,” 351
70  Worpole, “The Modern Hospice Movement,” 351
71  Cynthia A. Leibrock and Debra Harris, Design Details for Health, 2nd ed. (Hoboken, New Jersey: John Wiley 
and Sons Inc., 2011), 67
72  Ken Worpole, Modern Hospice Design: The Architecture of Palliative Care. (London: Routledge, 2009), 11
73  Leibrock and Harris, Design Details for Health, 67
74  Kübler-Ross, On Death and Dying, 89
75  Total Alliance Health Partners International, “Health Facility Briefing and Design,” Health Facility 
Guidelines, Sep 5, 2017. accessed Oct 16, 2020, http://healthfacilityguidelines.com/ViewPDF/ViewIndexPDF/
iHFG_part_b_complete
76  World Health Organisation. “District Hospitals: Guidelines for Development,” in WHO Regional Publica-
tions Western Pacific Series no. 4, 2nd ed. (Manila: WHO Regional Office for the Western Pacific, 1996), 1 needs 
revising

Dying with Dignity

There are four concepts that have been identified as being key defining attributes 

of dignity: respect, autonomy, empowerment and communication.77 In order to 

obtain a dignified death, one must go through the five stages of the dying process 

which were established by end-of-life care expert, Elizabeth Kübler-Ross.78 These 

five stages are explored further in Appendix I. 

Place of death has become a vital indicator of the quality of end of life care, 

established by the fact that most people would prefer to die at home.79 Today, 

dying in hospital is frequently viewed as a death without dignity or social 

meaning.80 An abundance of polls has indicated that people would prefer not 

to die in hospitals or in nursing homes. Constant reports have shown that 

they prefer to die at home surrounded by friends and family with aggressive 

management of their pain.81 

Preferred Place of Death

The place of death has a strong association with a dignified death, and a lot of 

people feel that dying at home provides them with that.82 The expectation of 

dying at home is significantly different to actual deaths at home. In Japan, a survey 

77  Grace Kennedy, “The Importance of Patient Dignity in Care at the End of Life,” The Ulster Medical Journal 
85, no. 1 (2016): 45 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4847835/
78  Kübler-Ross, On Death and Dying, Preface
79  Pollock, “Is home always the best and preferred place of death?,” 1
80  Worpole, “The Modern Hospice Movement,” 351
81  Kiernan, “The Transformation of Death in America,” 172
82  Carter, “What it’s really like to die at home in Ontario,”.

found that 46.5% of people preferred to die at home but only 12.7% achieved this.83 

In the UK, a similar survey indicated that 70% wanted to die at home, but only 40% 

ended up in that situation.84 In America, the difference is even greater with 80% 

expecting to die at home and only 25% managing to do this.85 Finally, in Canada, 

75% expect to die at home but only 15% accomplish this.86 The considerable 

differences between expectations and the actual outcome results in issues around 

whether those who are not able to die at home, can maintain dignity in death. 

The reasons for people hoping to die at home are based on several factors; being 

cared for by those who can maintain a sense of hopefulness; the ability to retain 

the right to participate in decisions concerning care; avoiding dying alone and 

the expectation that the sanctity of the human body will be respected after death. 

The likelihood of these occurrences is viewed as more likely when a person dies 

at home.87 However, there are factors that can conflict with these that include; 

caregivers who are unable to adequately provide ‘comfort’, the lack of support for 

adequate pain relief, the degree and sophistication of support required and the 

challenges of dying at home with dementia.88 89 

Although the favoured place of death and dying is at home, it is not always the 

most appropriate place to die. Patients generally report a desire to not impose 

a “burden” on their families and loved ones.90 Having an alternate location that 

deals with end-of-life care can help to relieve that stress. The reality is that not 

every dying patient can be treated at home as some need extensive and aggressive 

pain relief in order to properly ensure their comfort. It is a shame as the current 

places of death are not up to par when compared with the prospect of dying at 

home. 

83  Tsuchida et al., “Population-based survey regarding factors contributing to expectation for death at 
home,”.
84  Hospice UK, “Survey reveals our reluctance to discuss own death,”.
85  Ward, “How realistic is dying at home?,”.
86  Carter, “What it’s really like to die at home in Ontario,”.
87  Amelia Barbus, “Dying Person’s Bill of Rights,” Crystal Coast Hospice House, 1975, accessed Oct 16, 2020. 
https://www.crystalcoasthospicehouse.org/wp-content/uploads/2017/03/Dying-Persons-Bill-of-Rights.pdf
88  Ward, “How realistic is dying at home?,”.
89  Caroline Mogan et al., “The Facilitators and Challenges of Dying at Home with Dementia: A Narrative 
Synthesis,” Palliative Medicine 32, 6 (2018): 1042-1043 https://doi.org/10.1177/0269216318760442
90  Pollock, “Is home always the best and preferred place of death?,” 2

Figure 17: Image of St Christopher’s Hospice

Figure 18: Image of Assisi Hospice
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Architecture and 
Control

The normalisation of home as the best and natural place to die has created a 

sense of guilt and failure if death happens elsewhere. In light of the predicted 

increase in institutional deaths, healthcare architecture needs to be significantly 

changed and improved as a viable alternative and place of end-of-life care for 

dying patients and their loved ones.91 

Although the issues previously mentioned appear to be all related to the 

management of care, architecture plays a role for those who end up going to an 

institution to die (hospital, hospice, nursing home etc.). The role that design can 

play comes under the umbrella of ‘the architecture of control’. 

The architecture of control can be categorised into three main areas: physical 

control (containment and exclusion), implied control (surveillance) where ‘to be 

seen is to be controlled’ and asserted control (authority) through a ‘public sign of 

social or political power’ (Figure 19).92 

91  Pollock, “Is home always the best and preferred place of death?,” 2
92  Louis Nelson, “Architecture and Control,” Places Journal,  2020, accessed Oct 16, 2020, https://placesjour-
nal.org/reading-list/architecture-and-control/?cn-reloadeabcwd=1

Institutional buildings have all these elements of control whether perceived or 

real. It is these controls that conflict with the reasons for expecting to die at home. 

Control through containment, surveillance and authority are not compatible with 

care, hopefulness, participation and respect. 

The architecture of institutions where people are sent to die have close links with 

hospital design but with an emphasis on ‘home-like’ environments. For example, 

in the United States, a hospice is seen as a hospital with a calming effect achieved 

by a fireplace, comfortable furnishings and garden views.93 

The US also promotes the idea of a hospice being a ‘home away from home’. 

However, this is achieved by “creative strategies [that] can mask an institutional 

look, when possible. For example, moveable artwork or casework can conceal 

medical gases...”.94 

In Canada, the guidelines for a hospice are described as; a typical acute-care 

environment with a more homelike environment.95 

Design guidance for hospices in Singapore states that “a hospice is not a 

hospital”.96 However, their guidance addresses administration methods while the 

architecture remains institutional. A study of the form and floor plans of hospices 

reveals that the overall forms tend to be variations on hospital layouts.

93  Amy Eagle, “Creating comforting designs in palliative and hospice facilities,” Health Facilities Manage-
ment, Nov 2, 2016, accessed Oct 16, 2020, https://www.hfmmagazine.com/articles/2489-designs-for-pallia-
tive-and-hospice-care 
94  HCD Guest Author, “Hospice Centers Provide Patients, Families With Home Away From Home,” Health-
care Design Magazine, April 28, 2014, accessed Oct 16, 2020, https://www.healthcaredesignmagazine.com/
trends/architecture/hospice-centers-provide-patients-families-home-away-home/
95   Government of Ontario, “Hospice Capital Program Design Standards,”in South West LHIN, June 19, 2017, 
accessed Oct 16, 2020, http://www.southwestlhin.on.ca/~/media/sites/sw/PDF/Capital/DesignStandards_Hos-
piceCapitalProg_2017_07_19.pdf?la=en 
96  Fuelfor, Lien Foundation and ACM Foundation, “Hospitable Hospice: Redesigning Care for Tomorrow,” 
Issuu, Sept 23, 2013, accessed Oct 16, 2020, https://issuu.com/fuelfor/docs/hospitable_hospice_i_e-book_
print_l

While attempting not to have the features of a hospital, and consequently the 

institutional appearance, the design approach taken in all of the countries 

mentioned is to attempt to de-institutionalise by administrative or superficial 

means of interior design. There appears to be no significant emphasis on 

architectural design as a means of de-institutionalising. 

Perhaps the greatest architectural contribution to deinstitutionalising hospice 

design has come from the Maggie’s Centres.97 The analysis of the form and floor 

plans of hospices indicates that the overall forms tend to be based on hospital 

layouts. The emergence of the Maggie’s Centres in Edinburgh in 1996 show a 

partial alternative because they provide a counterpoint for the large institutional 

machines. It is evident that there is room for hybrid buildings to exist as a way to 

connect the city, the mega-hospital and the human.98 

The Maggie’s Centres came about as a result of the dispiriting experiences of 

landscape architect Maggie Keswick Jencks. In 1993, she was told that she would 

only live for 2-3 more months on account of her cancer coming back. She lived 

for another 18 months and during this time, she evolved a plan for a new type of 

cancer care facility along with her husband Charles Jencks (architect and critic). 

Thus, presenting a fresh approach to cancer centre design.99 

In the UK, these centres are presently the most innovative building programmes 

related to cancer care. Famous architects, such as Richard Murphy, Frank Gehry 

and Zaha Hadid amongst others, designed the early commissioned Maggie’s 

Centres, often working out of charity. It was their distinctive and contrasting styles 

that helped bring the matter of end-of-life architecture to the public’s eye.100

97  Jencks and Heathcote, The Architecture of Hope: Maggie’s Cancer Caring Centres, 6
98  Alan Pert, “Build me up: how architecture can affect emotions,” The Conversation, March 7, 2014, accessed 
Oct 16, 2020, https://theconversation.com/build-me-up-how-architecture-can-affect-emotions-22950
99  Jencks and Heathcote, Architecture of Hope, 112-216
100  Worpole, Modern Hospice Design, 7

Figure 19: Architecture and Control Diagram (Diagram by Author)
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Case StudiesIII

This chapter shows how current hospice design demonstrates the architecture of 

control resulting in institutional end-of-life care facilities. 

What makes an end-of-life care facility feel institutional?

Externally

o Symmetry around the entrance giving a sense of authority

o Repetitive features giving a sense of uniformity and formality to the 

architecture

o Monolithic construction giving a sense of corporate identity

o Homogeneous large roofs implying the industrial processes underneath 

o Façade materials selected for a sense of cleanliness and elements 

proportioned neatly giving an impression of clinical preciseness.

Internally

o Corridor layout based on hospital design (racetrack, finger or linear plans) 

designed for surveillance and stretcher bed movement. 

o Identical doors at constant intervals along the corridors identified by 

numbers or names

o Wayfinding based on signposting and painted lines on the floor rather 

than architectural ‘events’. 

o Homeliness achieved by clichés of ‘comfortable’ furniture, artwork, floral 

wallpaper, flower arrangements and spas.

The following case studies review the plans and layouts of some typical hospices. 

The purpose of this is to identify those architectural features that can be described 

as ‘institutional’ and therefore will be perceived as ‘architecture of control’. The 

reasons why these case studies were specifically picked are because they represent 

a range of different hospice/nursing home designs from recent decades. These 

case studies show that recent end-of-life care facilities designs still conform to 

typical institutional design. 

The next section shows a current alternative in the small, drop-in Maggie’s 

Centres which are designed to be the opposite to an institution.
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Architecture and 
Control 
Case Studies

Elderly Care Campus Gilchrist Centre for 
Hospice Care

Home for Dependent 
Elderly People and Nursing 
HomeArchitect: Areal Architecten

Location: Mortsel, Belgium

Year: 2014

Standard hospital ‘racetrack’ plan with relentless repetitiveness to rooms along 

straight corridors. Lack of recreational facilities within easy walking distance. Lack 

of privacy as doors open directly onto corridor.

Architect: Marks, Thomas and Associates Inc. 

Location: Baltimore, Maryland, USA

Year: 1996

‘Finger’ plan with corridors perpendicular to each other. Nurse’s station in an 

aggressively controlling location to view down both corridors (almost prison-like). 

Symmetrical corridors with identical doors on both sides.

Architect: Dominique Coulon & associés

Location: Orbec, France

Year: 2015

Classical hospital ‘finger’ plan layout with identical rooms either side of long, 

dead-end corridors. Ratio of recreational areas to bed-spaces is very low. 

Elevations are monolithic with repetitive fenestration and uneventful roof profile.

Figure 20: Elderly Care Campus Floor Plan Figure 21: Gilchrist Centre for Hospice Care Floor Plans

Figure 22: Home for Dependent Elderly People and Nursing Home Floor Plan

Figure 23: Home for Dependent Elderly People and Nursing Home Elevation
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Hospice LaGrange L’Hospice Djursland St Michael’s Hospice Te Omanga Hospice

Architect: Nix Mann and Perkins and Will

Location: LaGrange, Georgia, USA

Year: 1996

A linear hospital plan in a cranked arrangement around an empty courtyard. 

Private wards with patient’s rooms all open directly into a shared living room 

giving little independence. Each ‘pod’ separated with a lack of common recreation.

Architect: C. F Møller 

Location: Aarhaus, Denmark

Year: 2006

A standard hospital ‘linear’ plan with a curve in it. Identical, repetitive rooms on 

one side of the corridor; clinical rooms on the other side. Room entrances based 

on easy surveillance from corridor with some relief from internal courtyard 

gardens.

Architect: Architype

Location: Bartestree, Hertfordshire, UK

Year: 2016

Based on a variation of a hospital ‘finger plan’. A near-symmetrical plan and 

repetitive layout either side of a corridor that gives access to only clinical spaces. 

Doors to rooms prioritised for surveillance rather than privacy and a barrier to 

administration. Similarly, elevations are repetitive and roof form monolithic.

Architect: CCM Architects

Location: Lower Hutt, Wellington, New Zealand

Year: 2019

Linear corridor plan with repetitive rooms at regular intervals. Entrances to rooms 

designed for viewing bed from corridor with lack of privacy. Narrow corridors 

with blank ends. Common areas without visual access to the outside, similar to 

prison design.

Figure 24: Hospice LaGrange Floor Plan
Figure 25: L’Hospice Djursland Floor Plan

Figure 26: St Michael’s Hospice Floor Plan

Figure 27: St Michael’s Hospice Elevations

Figure 28: Te Omanga Hospice Corridor

Figure 29: Te Omanga Hospice Floor Plan
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Thames Hospice

The above case studies were selected for several reasons. Firstly, they are from 

several countries around the world illustrating that there is convergent thinking on 

hospice planning. Secondly, they span between 1987 and 2019 indicating that little 

has changed over this time. Lastly, they have all claimed to be leading designs for 

this building type.

What is clear from this brief analysis is the predominance of conventional 

hospital planning in the designs, mundane and uneventful floor-plan layouts 

and elevations and, despite almost 30 years span between them and six different 

countries, the basic planning of hospices has not evolved and remains, “bleak, 

sterile, and dehumanizing”.101

101  Ahuja, “End Stages,”.

Westpark Hospice Design

Summary

Architect: KKE Architects

Location: Windsor, UK

Year: 1987

Architect: James Fyrvett Architects Inc. 

Location: Toronto, Canada

Year: Under Development

‘Finger’ plans with symmetrically laid out rooms either side of a central corridor 

and central nurse stations. Exact copy of a stereotypical hospital plan. Eating/

recreation back along corridors reminiscent of an airport layout.

L shaped plan with long corridors and identical rooms coming straight off of 

them, often leading to a dead end. Lack of wayfinding elements, windowless 

corridors. Advertised as being a non-hospital development but evidently looks like 

a hospital in layout and form.

Figure 30: Thames Hospice Floor Plan

Figure 31: Thames Hospice Elevations

Figure 32: Westpark Hospice Ground Floor Plan Figure 33: Westpark Hospice Second Floor Plan
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Maggie’s Centres

A fundamental feature of most Maggie’s Centres (with the exception of those that 

are attached to hospitals), is that both the plan form and three-dimensional form 

can be described as ‘informal’ which is not a reflection on their management nor 

that the architecture is in some way anarchic or dysfunctional. It is an attempt 

to make architecture part of the healing process through removing common 

architectural features associated with institutions.

An informal plan and three-dimensional form are described by Charles Jenks 

in his article ‘Maggie Centres and the Architectural Placebo’ as techniques that 

introduce a ‘placebo effect’. A placebo is viewed as a fake cure because it purely 

operates on patient’s beliefs, resulting in improvements in patient’s health. 

Jencks infers from his findings that “brand name placebos relieve pain better 

than generic placebos”. Thus, style and brand image in architecture will also have 

positive effects on patients’ wellbeing. 102

Plans of four different Maggie Centres in the UK are illustrated in this section 

(Figures 34-38). In these cases, the style of informality removes the stigma of 

an institution and, therefore, aids the healing process. Although the medical 

outcomes of healing environments cannot be compared with surgery, 

pharmacology or simply good caregiving, informal architecture presents a 

complementary treatment.103

However, the Maggie Centres are for outpatients only and do not have any 

residential care. The proposed design from this research includes residential care 

and so the concept of informality extends beyond just outpatients’ facilities and 

into rooms and other palliative care facilities.

102  Charles Jencks, Can Architecture Affect your Health?, 31-32
103  D. Hamilton and M. Shepley, Design for Critical Care: An Evidence-Based Approach (New York: Architectur-
al Press, 2009), 5. 

Architect: Snøhetta

Location: Aberdeen, United Kingdom

Year: 2013

Architect: Frank Gehry

Location: Dundee, United Kingdom

Year: 2003

Maggie’s Aberdeen

Maggie’s Dundee

Building is perceived as a pavilion with a large outdoor patio. Doors to private 

areas only: a group workspace and a couple of consult spaces. Mezzanine is 

open plan making it a space that is welcoming and inviting to the public. 

The most famous and earliest of the Maggie Centres, there are no corridors, 

no doors to the main spaces and informal spaces with only one straight wall 

in the building.

Figure 34: Maggie’s Aberdeen Floor Plan Figure 35: Maggie’s Aberdeen Mezzanine Floor Plan

Figure 36: Maggie’s Dundee Floor Plans 
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Summary

It is difficult to directly compare Maggie Centres with hospices as the former are 

not residential, require little administrative space and are not open 24/7.

However, the plan forms have no resemblance to hospital design. The main 

characteristics are a lack of corridors, open access to all spaces, an absence of 

doors, informal plans of varying geometries. These internal arrangements all 

result in unconventional healthcare architectural forms that are perceived as de-

institutionalised.

Architect: OMA 

Location: Glasgow, Scotland, UK

Year: 2011

Architect: Wilkinson Eyre Architects

Location: Oxford, United Kingdom

Year: 2014

Maggie’s Gartnavel 

Maggie’s Oxford

An overlapping petal plan linked by an informal connecting link around a 

courtyard. Note, the almost complete absence of doors making every space public 

and welcoming.

Doors to a couple of private rooms only, otherwise open and informal planning 

that can be easily reconfigured. Unconventionally, the hub of the building is a 

dining area. Eating being an activity of social cohesion.

Figure 37: Maggie’s Gartnavel Floor Plan

Figure 38: Maggie’s Oxford Floor Plan
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The Grid as 
a Generator for 

Informal 
Architecture

IV

Informal architecture is perceived to be the opposite of institutional architecture. 

The Maggie’s Centres are an inspiration for de-institutional design; however, they 

are not to the same scale as a hospice. Hence, it is important to explore informal 

architecture at a larger scale. 

This chapter will show how the method of a grid can be used as a generator for 

informal architecture, firstly through exploring examples of iconic informal 

architecture that have not been designed by architects (favelas and Italian hillside 

villages). 

Famous architects who have used a grid to inform their architectural designs will 

then be explored. New Zealand architect Roger Walker used a grid while designing 

the iconic Park Mews Apartments in Wellington. It is evident through studying 

Frank Lloyd Wright’s plans that he has used various grids to inform his designs. 

Furthermore, Herman Hertzberger is known to have used a grid to design the 

Centraal Beheer Office Building. 

The examples explored in this chapter show the benefits of using a grid and how it 

can generate informal and, thus, de-institutional architecture. 
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Iconic Informal 
Architecture

Some of the most iconic informal architecture is not designed by architects. 

The favelas of South America (Figure 39) and the hillside villages of Italy (Figure 

40) are common examples of built informality. It is easy to perceive of these 

examples as having random form and even chaotic shapes. However, although 

this may be the appearance, the forms are generally based on rules, even though 

there is no consenting process. These, and other examples are based on a grid. 

Understanding the potential that a grid offers provides a method by which 

informal architecture can be generated. This section investigates precedents for 

using a grid as a generator.

Favelas are slums built informally using recycled and natural materials without 

any form of state control of the planning or building process. While poverty in 

these slums limits structural and constructional excellence, there is a logic to the 

planning and construction of the dwellings. Indeed, while informal architecture 

appears to be haphazard from a distance, its planning is highly organised.

This was revealed by a British architect, John. F.C. Turner, who studied favelas in 

the mid-1970s. His book, Housing by People, records the processes of planning and 

construction implemented by the favela communities. The grid was consciously 

used as the means of generating house plans, street plans and communities.104 

This was done in a democratic and sophisticated way with the result of a compact 

highly organised development.

Italian hillside villages have also been the inspiration for informal architecture. 

One of the most interesting examples is the design of housing in Central London 

that was purposefully based on an Italian village style. 

Odham’s Walk (Figure 41 and 42) is a multi-award-winning design by the former 

Greater London Council. The housing is clustered around informal public 

spaces and appears to be random in its layout. However, the structure supporting 

the housing is directly above retail outlets that are built on a conventional and 

ordered grid structure determined by the underground car park layout below. 

104  John F. C. Turner, Housing by People: Towards Autonomy in Building Environments (US: Marion Boyars 
Publishers Ltd, 2000), xiii-xiv

Figure 39: A favela based on an organised grid

Figure 40: An Italian Hillside Village based on an organised grid

Figure 41: Odham’s Walk Aerial View

Figure 42: Section through Odham’s Walk
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Informal Architects

Other architects have also used informality in an 

apparently unstructured way. For example, Roger 

Walker’s designs in New Zealand that appear to be 

generated in an informal manner, are based on a 

strong grid influence. In an interview when asked 

where inspiration for his designs came from, he 

stated: “The designs? They were just a distillation of 

things I had in my head………quite influenced by the 

Metabolists” (The Japanese Metabolist architecture 

that is based on three-dimensional grids (Figure 

43)).105

Roger Walker

Although the designs of Roger Walker appear 

informal (Figure 44), he describes his method of design as a formal process that ends up 

with the appearance of informality:

“I had this thing about fragmentation and a building not being a simple box. You create a 

building by providing the spaces that are necessary and linking them in an appropriate way to 

make them work in terms of a [fl]ow diagram, and give them different heights – higher if it’s a 

major room, and lower if it’s a service room. And then you assemble all those components and the 

resulting building is organic and probably non-symmetrical. The building is an assembly of all its 

components, and those components can be read on the outside.”106

105  Roger Walker, “Roger Walker – Gold Medal Interview,” Interview by John Walsh, NZIA Interviews, n.d., https://
www.nzia.co.nz/explore/interviews/roger-walker-in-conversation 
106  Walker, “Roger Walker – Gold Medal Interview,”.

Frank Lloyd Wright 

Another architect that designs informal plans is the famous Frank Lloyd Wright. 

The architecture of Wright has a strong relationship to mathematics, particularly 

geometry. Mark and Linda Keane wrote about a seminar which taught students 

about ‘The Geometry of Wright’. Geometric diagrams were described as a way 

“to reveal timeless and universal ideas hidden from our senses” stating that “a 

common mathematical solution can become a resource for great intellectual and 

spiritual insight.”107

Wright uses a range of shapes to drive his architectural designs shown through 

his plans (Figures 45-47) which shows the versatility of the grid. His use of the 

square, rectangle, octagon, triangle, hexagon, parallelogram, circle, spiral and arc 

are fundamental to Wright’s designs, influencing their consistent and systematic 

quality.108 

107  Mark Keane, and Linda Nelson Keane, “The Geometry of Wright,” Nexus Network Journal 7, 1 (April, 
2005): 52 https://doi.org/10.1007/s00004-005-0005-3 
108  Keane and Nelson Keane, “The Geometry of Wright,” 52

Figure 43: The grid based architecture that 
influenced Roger Walker

Figure 44: Park Mews Apartments (1973) by Roger Walker

Figure 46: Floor plan by Frank Lloyd Wright based on a triangular grid

Figure 47: Another example of a floor plan by Frank Lloyd Wright based on a triangular grid

Figure 45: Floor plan by Frank Lloyd Wright based on a circular grid
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It may seem counterintuitive to use a rigid, rule-based geometry to inform the 

design of a building that is organic, informal and non-institutional in appearance. 

However, the examples in the previous chapter have shown that, to varying 

degrees, a form of grid has influenced some of the most informal architecture.

Herman Hertzberger

One of the most emphatic examples of a building set out on a rigid grid, but 

which pioneered informal design was the Centraal Beheer office development by 

Herman Herzberger in 1972 (Figure 48 and 49). 

Hertzberger describes the benefits of a grid perfectly by likening it to “a hand 

operating on extremely simple principles – it admittedly sets down the overall 

rules but is all the more flexible when it comes to the detailing of each site” and 

that “in its simplicity the grid is a more effective means of obtaining some form of 

regulations than [most] finer-meshed system of rules which, although ostensibly 

more flexible and open, tend to suffocate the imaginative spirit.”109 

In order to further his argument of the advantages of a grid, he draws upon the 

analogy of the grid being very much like a chessboard and asks the question of 

“who can think of a wider range of possibilities arising from such simple and 

straightforward rules than that of a chess player?”.110 The grid can be and is a 

source of inspiration and it is evident that it is more helpful than restrictive when 

it comes to architectural design. 

109  Herman Hertzberger, Lessons in Architecture for Students (Rotterdam: 010 Publishers, 2005), 125
110  Hertzberger, Lessons in Architecture for Students, 125

Figure 48: Interior image of Centraal Beheer Offices

Figure 49: Design Sketches by Hertzberger of Centraal Beheer
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The Grid 
as a Generator for 

a Hospice Design
V

The examples above illustrate how a grid can be used as a means of informalising 

the appearance of a design. Using the ‘chess’ analogy, the number of possible 

variations allows for informality despite the apparent restrictions and rules that 

it sets. On this basis, the approach taken for the layout of the hospice will be 

to utilise a grid. This chapter briefly introduces some of the rules that will be 

adopted.

In the above examples, Odham’s Walk, Frank Lloyd Wright’s housing and Roger 

Walker’s designs all use a regular, rectilinear grid (although they depart from it 

in certain areas). However, Hertzberger uses a tartan grid (Figure 49). There are 

several advantages to using a tartan grid for a hospice design.

A regular grid (say 5m x 5m), allows only multiples of 5 in the dimensions of the 

layout plan (e.g. 5 x 10, 10 x 10 and so on) (Figure 50). A tartan grid (say 5m x 5m 

and a 1.8m strip) allows 5x5, 6.8 x 5, 8.6 x 5, 6.8 x 6.8 and so on. (Figure 51)

The grid could be used with the larger squares as zones for major spaces and the 

1.8m strip as areas of circulation.

However, the most important aspect of a tartan grid for construction purposes 

is that it allows roofs over rooms to be articulated from each other. A 1.8m gap 

between roofs can be used as an oversized gutter so that different roof forms do 

not overlap.

The tartan grid has other benefits for hospice design that assist with acoustics, 

privacy and wayfinding. These are discussed on the following pages. 
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A Grid for Layout 
and Structure

The benefits of using a tartan grid for this particular project is that it sets a simple 

set of rules for large and small spaces. Looking at the tartan grid, it is easy to 

imagine the larger squares as zones for major spaces and the narrow bands as 

areas of circulation. It can be easily manipulated to include diagonals and changes 

in levels and, lastly, it can be effortlessly adapted to suit different sloping sites. 

This is a great advantage as the site will be in hilly Wellington. 

The dimensions of the grid are based on the recommended patient room size (5m 

x 5m) and the required width (1.8m) for the movement of beds and wheelchairs. 

Hence, the 5m x 5m box with 1.8 corridors becomes the “generator” of the tartan 

grid (Figure 51).

However, the large open spaces are not limited to 5 x 5m as any combination of 

the grid can be used (Figure 52). A diagonal 5m x 5m grid could also be layered on 

top of the tartan grid to create different spaces (Figure 53). 

A grid of these dimensions has an advantage that the main structure can easily be 

spanned by standard timber sizes in accordance with NZS 3604.

Since the site has an average incline of 14 degrees, the proposal is to raise the 

building on piles above ground, albeit that the building will step down. With 

piles at 5m/1.8m centres, timber bearers will span between these and form the 

tartan grid as determined by the floor plan. Bearers can also span diagonally 

or, alternatively, floor joists can be laid diagonally over the grid of bearers. 

This allows the timber framing to be constructed to suit almost all geometries 

including curved plan forms. The tartan grid (Figure 51) has several advantages in the construction of the 

design.

1. Fabrication

a) The maximum span is 5m between piles which can be achieved with 

either structural grade timber (as NZS 3604) or, where there are 

greater loads, the bearers can be laminated timber.

b) The construction above the bearers would be timber frame which is 

both economical and allows for simple carpentry construction thereby 

reducing specialist trades compared with concrete construction.

c) The smaller grid of the tartan (1.8m wide) allows for articulation 

between roofs so that pitched roofs do not meet at an internal gutter 

but can instead be raised above a flat roof.

d) The articulation of the various roof forms means that they can be 

dimensionally coordinated and constructed off-site thereby increasing 

speed and quality of construction. 

e) The grid allows for ease of stepping down floor levels with the slope 

of the site and the raised piles significantly reduce the amount of 

excavation required and removal of spoil.

Construction
2. Construction costs

The construction cost of the building will be relatively high because of 

the larger surface area compared to a conventional compact built form. 

However, a timber frame construction on timber piles is typically around 

$3,000 per square metre.111 Whereas a typical hospital construction cost 

is of the order of $9,000 per square metre. 

Therefore, it is likely that the saving due to simple timber frame 

construction will off-set the cost of additional surface area.

3. Building Services

a) All the lifts are simple ‘platform’ lifts that do not require a 

motor room, lift pit or lifting beam. While they are slower than 

conventional lifts, the maximum travel is one floor. The lifts 

come as a ready-assembled package and can be fitted inside a 

timber frame.

b) All heating/cooling would be achieved by individual, 

decentralised heat pump units that can be mounted in the voids 

under the building.

c) Similarly, hot water would be from decentralised cylinders 

mounted under the relevant spaces. 

d) The only main centralised service would be an electricity 

generator housed in the plant room for use in case of blackouts. 

e) Medical services (e.g. Entonox, Oxygen and Medical Air) would 

be in transportable containers to serve rooms when required.

111  Quotable Value Limited, “QV Cost Builder,” QV Cost Builder, n.d., accessed Oct 16, 2020, https://www.
qvcostbuilder.co.nz/?gclid=CjwKCAjwq_D7BRADEiwAVMDdHj7FJSnojKn5aNWxLHsljOaTGGDLOzezfr-oN-
jUIVGyPP5x86rfqrBoCQv4QAvD_BwE

Figure 50: Sketch of a normal grid Figure 51: Sketch of a tartan grid

Figure 52: Sketch of a combinations on a tartan 
grid

Figure 53: Sketch of a diagonal grid overlaid on 
tartan grid
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Reducing 
Institutionalised 
Architecture

In healthcare facilities, providing environments that enable patients to have a 

sense of control is not seen as important enough. Many studies have indicated 

that “people who feel a sense of control experience less stress, are better able to 

cope when faced with stress, and are overall healthier than people who experience 

loss or lack of control”.112 Another reason for choosing the ‘tartan grid’ is that it 

can be a useful technique to reduce ‘institutionalising’ architecture, in particular, 

through privacy, acoustics, wayfinding, personalisation and individual choice.

112  Clare Cooper Marcus and Naomi A. Sachs, Therapeutic Landscapes: An Evidence-Based Approach to De-
signing Healing Gardens and Restorative Outdoor Spaces (Hoboken, New Jersey: John Wiley and Sons Inc., 2014), 
24-25

Privacy

“Privacy is [a] factor closely related with control, being defined as ‘an interpersonal 

boundary process in which a person or group regulates interaction with others’”.113

Evidently, routine care protocols and nursing procedures often infringes on 

patient’s personal space at a level that is supposed to be reserved for family and 

close friends. 

Generally, single-bed rooms are preferable as they offer better personal 

privacy, patients have better control over their environment, and there are 

fewer disturbances and a lower risk of infection from others.114 Privacy is also 

disregarded when patients share rooms with those they do not know. Two-bed 

rooms mean that the chances of financial information being heard by others is 

higher; the triage has to be accomplished in public areas; and patients are left on 

gurneys in corridors. Simply the inability to be alone or to talk with someone in 

particular infringes on a patient’s privacy.115 This further justifying the design of 

independent, single rooms.

113  Pinhão, “Children’s Hospitals – The role of architecture in children’s recovery and development,” 30
114  Sylvia Leydecker, Designing the Patient Room: A New Approach to Healthcare Interiors (Basel: Birkhaüser, 
2017), 27
115  Pinhão, “Children’s Hospitals – The role of architecture in children’s recovery and development,” 30

Acoustics

Noise in healthcare environments has been extensively studied because of 

the high levels of noise present. Guidelines set up by the WHO (World Health 

Organisation) recommend “35 dB for continuous background noise during 

the day and 30dB at night, with a maximum of 40 dB for night-time peaks”. 

Nonetheless, several studies on hospital noise levels have indicated that these 

standards are highly exceeded. Background noise was found to be “registering at 

45 dB to 68 dB, with peaks from 80 dB to 90 dB or more”. The main sources of 

noise come from equipment, environmental surfaces and voices.116 

Moreover, loud and irritating noises can induce negative physiological responses 

such as elevated blood pressure, pulse rate, or respiration.117 High levels of noise 

can also result in sleep loss and increased stress.118 

In conventional hospice design, sound reduction can be achieved by sound 

absorption or by improved management that is more noise conscious. However, 

in this design proposal, the decentralised ‘guest rooms’ (patient rooms) and 

other important spaces are not connected and the links between the rooms are 

articulated rather than being off of a corridor. 

116  Cláudia Sophia Pinhão, “Children’s Hospitals – The role of architecture in children’s recovery and 
development,” (master’s thesis Instituto Superior Técnico, May 2016), 45 https://www.researchgate.net/
publication/311112191_CHILDREN%27S_HOSPITALS_-_The_role_of_architecture_in_children%27s_recov-
ery_and_development
117  Christine Guzzo Vickery, “Understanding the Patient Experience,” in Modern Clinic Design: Strategies for 
an Era of Change (Hoboken, New Jersey: John Wiley and Sons Inc., 2015), 38
118  Pinhão, “Children’s Hospitals – The role of architecture in children’s recovery and development,” 45 
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Wayfinding

Wayfinding is one of the features that influence the sense of control.119 It is an 

important design feature of any healthcare facility and is very effective when 

done correctly. The term wayfinding concerns what people perceive, what they 

think about, and what they do to find their way from place to place. In order to 

design an effective wayfinding system, it is recommended that a combination of 

signs, maps, directories, landmarks, artificial and natural lighting, and the site and 

layout of the building be used.120 

The cost of unsuccessful wayfinding is that when people are disorientated or lost, 

patients and visitors could take extra time to get to where they need to be making 

them late for appointments. The work time of staff may be used to help patients 

and visitors find their way which is not an ideal use of their time. 

Although the use of time is important in a healthcare facility, the primary cost of 

unsuccessful wayfinding is the stress that it causes all who use the building. The 

fact is that disorientation is disruptive and stressful. The stress that is caused by 

disorientation can result in feelings of helplessness, increased blood pressure, 

headaches, added physical action and fatigue.

119  Pinhão, “Children’s Hospitals – The role of architecture in children’s recovery and development,” 29
120  Janet R. Carpmen, and Myron A. Grant. Design that Cares: Planning Health Facilities for Patients and Visi-
tors. 3rd ed. (San Francisco: Jossey Bass, 2016), 98

Furthermore, patients may not have as much time with their visitors due to 

them becoming lost on their way to their loved one’s room. The stress caused by 

disorientation can lead to anger, hostility, discomfort, indignation and even panic 

which can reflect poorly on the image of the organisation.121 

In terms of design, it was found that the strongest predictor of successful 

wayfinding was the building’s form.122 The utilisation of environmental cues 

and architectural features like visual differentiation, unique spaces, and 

easily identified landmarks all contribute valuable information. The primary 

consideration whilst developing a logical wayfinding system for a healthcare 

facility is to have the concept of first-time users guide the decisions for 

wayfinding. If it works for first-time users, it will work for all users. It is important 

to use all features of wayfinding to create a system rather than using just one.123 

The approach taken in this design is to use ‘architectural events’ to help signpost 

the way through the building. Instead of using coloured lines on floors or 

signposts (which mean little to children or those with dementia), all routes 

are unique, no corridor is the same. This is achieved by the use of courtyards, 

corridors with continuous views to the outside, and corridors that do not have 

blank walls at the end.

121  Carpment and Grant, Design that Cares, 99
122  Carpment and Grant, Design that Cares,, 102
123  Carpment and Grant, Design that Cares, 102

Personalisation

Comforting memories can be brought about by personal possessions and family 

photographs.124 It is beneficial to allow space for friends and family of the patient 

to bring in personal items such as familiar furniture, rugs, and keepsakes. This 

will help patients feel more at home as well as ease the transition from home to 

hospice, or from hospital to hospice.125 

It is imperative that rooms are designed to allow for different layouts of furniture 

and provide lockable storage. External patios can be included for micro-

gardening. Most importantly, a bed-deck where relatives can stay and be out of 

the way while still remaining close. Small kitchens and washing machine spaces 

will be provided to allow family to stay in comfort and share caregiving.

124  Leibrock and Harris, Design Details for Health, 71
125  Verderber and Refuerzo, Innovations in Hospice Architecture, 69

Individual Choice

One of the most effective ways in providing dignity to patients is through giving 

them choices. It is through encouraging individual choice that a sense of control 

is maintained. The design must provide for a wide range of choices in order to 

meet the needs of different people and varying situations. 

A way to provide choices in a hospice is through access to gardens and the 

outdoors. Gardens that facilitate a sense of control have many places to wander 

(choice of destination, easy or more difficult journey), things that involve the 

senses (look, touch, smell etc.), and options for places to sit (shade or sun, private 

or public etc).126 

Choice is key in enabling the hospice patient’s access to positive experiences.127 A 

private balcony with the option of sun and shade is greatly appreciated by patients 

who want fresh air but are not well enough to leave their private room.128 

126  Marcus and Sachs, Therapeutic Landscapes, 25
127  Leibrock and Harris, Design Details for Health, 68
128  Leibrock and Harris, Design Details for Health, 82
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The SiteVI

For this particular project, the site was decided upon after the design process had 

begun because the project is intended to be flexible so that it can be altered to fit 

any site. The use of a tartan grid has enabled this versatility. 

This chapter will explore the site selection process which was completed through 

a set of criteria informed by research and design. The site was intended to be in 

Wellington from the beginning of the project and as a result the project has been 

designed to accommodate for a hill. 

The chosen site is Charles Plimmer Park on Mount Victoria overlooking the 

Wellington Harbour. The topography of the site and its significance will also be 

discussed in this chapter.
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Site Selection Context

The following set of criteria based on research and design was established before 

choosing the project site. 

Site Criteria:

Requirements: Why?

Views of the sea Horizontal planes have a calming and peaceful effect 
on people. 

The colour blue is very calming (same for the sky). 

View of the sky The sky is the symbol of spirit, peace and the afterlife. 

It is important that patients can see the sky as it can in-
stil a sense of peace and hope of going to a better place 
after they die. 

Strong connection to 
nature129

As people are getting towards the end of their life, they 
tend to go back to nature (e.g. gardening, nature walks) 
rather than technology. 

Nature has a link to positive mental health (Appendix 
II)

Located away from noise, 
heavy traffic, smells and 
other pollution130 

A hospice is a quiet place. 

It is important to feel comfortable and peaceful in a 
hospice-like building and these things will disrupt that.

Close proximity to main 
roads and a safe road 
entry

Ease of access for patients, visitors and staff

Ease of access for ambulances and services

Capacity on site for a 
buffer zone between the 
street and the building

Reinforces visual privacy which makes the building 
feel more safe and secure

129  Quentin Pickard ed. Architects’ Handbook. (Oxford: Blackwell Science Ltd., 2002), 137
130  Pickard, Architects’ Handbook, 137

Address: Charles Plimmer Park, Mount Victoria, Wellington, New Zealand

Figure 54: Aerial view of Wellington City

Table 1: Site Criteria
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Topography Genius Loci

The selected site slopes at an average angle of 14 degrees (Figure 56), faces 

northwest and is almost half-way up Mount Victoria (196m). The slope is both 

a challenge and an opportunity. While healthcare buildings tend to be placed 

on flat land for various reasons including construction costs, ease of access, and 

to avoid ‘cut and fill’ into a slope. However, a slope offers the opportunity of 

showcasing elevations and rooflines viewed from below (Figure 57 and 58).

In this case, the building is tiered up the slope with three main floor levels (and 

intermediate mezzanines), linked by lifts and staircases. To avoid cut and fill, the 

building is proposed to sit on piles resulting in a form that roughly hugs the slope 

of the site.

The site is situated above the iconic Victorian houses of Oriental Bay and on 

the margin with the Wellington Town Belt. The Belt is a strip of tree-filled 

wilderness around central Wellington, set aside by the City founders in 1840. 

Though the size of the belt has reduced since that time, due to developments 

such as the Wellington Public Hospital.

There have been several pre-colonial names for the Mount, however the name 

Matairangi is frequently used.131 This name translates to “examine the sky”.132 

The site is predominantly viewed from the City and the steepness of the 

site has resulted in the appearance of the front facades of houses that are in 

random tiers cascading down to the waterfront (Figure 56 and 57). This view of 

houses stepping up the hill, in an apparently haphazard way, has attracted well 

known NZ artists (Figure 58-60). 

131  Basil Keane, “Taniwha – Taniwha of the sea,” Te Ara: The New Zealand Encyclopaedia, Sep 24, 2007, 
accessed Oct 16, 2020, https://teara.govt.nz/en/taniwha/page-2
132  Wraight + Associates Limited, “Mount Victoria – Matairangi Master Plan,” Wellington City Council, 
June, 2015, accessed Oct 16, 2020, https://wellington.govt.nz/-/media/your-council/projects/files/mt-vic-
toria-master-plan/masterplan.pdf?la=en&hash=1875CE1F12EA176976E789B73941C568DBFA39E6 

The design of the proposed building reflects this appearance and sits just above 

the top row of houses. Assuming that the design could (hypothetically) be granted 

consent ( just as Wellington Public Hospital was), then it would become the final 

development up the hill. The roof of the proposal then becomes the final roofline 

to developments on the side of the Mount.

The roofline is designed to reach up to the sky with shallow pitches to the lower 

parts of the building rising to steeper pitches on the taller spaces. In this way, the 

building’s roofline terminates the vertical elevations of building and houses below 

and points up towards the mount and begins to ‘examine the sky’ beyond.

Figure 55: Site 
topography 
indicating 
boundaries of 
project site

Figure 56: Drawing showing the project 
site in relation to the Monastery in the 
background

Figure 57: Drawing 
of Mt Victoria 
showing project 
site boundaries 
in relation to the 
houses on the hill

Figure 58: NZ Artist Rob McGregor’s 
painting of Mt Victoria

Figure 59: NZ Artist Lori Davis’ 
painting of Mt Victoria

Figure 60: NZ Artist Mary Taylor’s 
painting of Mt Victoria

57
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Design BriefVII

This section describes how the layout of the hospice was analysed and arranged so 

that it was fit for both its healthcare use as well as a patient-oriented design.

A brief was obtained from the documented day-to-day tasks of a real hospice. 

From this, a bubble diagram was developed followed by a detailed ‘schedule of 

accommodation’. 
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Brief

Schedule of 
Accommodation

The brief was taken from the detailed workings of an extraordinary hospice 

in the UK. Ellenor Hospice is a not-for-profit hospice that has released a 

13-episode documentary on every aspect of its daily operations and inner-

workings.133 Each episode looks at the hospice through the eyes of different 

people involved, including: the patients, their families, consultants, nurses, 

administrators, cooks, cleaners and more. 

Unfortunately, the design of Ellenor hospice was based on a hospital and so it 

offered little assistance in terms of architectural form. However, it provided 

the basis for a bubble diagram (Figure 61) and schedule of accommodation 

(Table 2). In particular, it assisted with:

a) The flows of movement through the building whether for healthcare, 

recreation, visitors and so on.

b) The separation and juxtaposition of spaces (administration, 

accommodation, learning, eating, entertaining, catering, therapy and 

others.)

c) The hierarchy of spaces from the broad public, to community, to 

semi-public, to sacrosanct, to private and personal.

133  Hospice UK, “The Hospice.”  

Entrance

Administration

Meeting/Consultation 
Rooms

Plant Room/Bins

Staff Room

Dining/LounDining/Lounge/Library

Recreation/Chapel/ 
Learning

Outdoor/Courtyards

Sluice/Laundry

Nurses’ Station

Cafe/IT/Gym

PPatient Rooms

Family Facility13

1

2

3

4

5

6

7

8
9

10
11
12

1

2

3

4

5

6

7

8

9

10
11

12

13

LLeevveell:: RRoooomm  TTyyppee::  
NNuummbbeerr  ooff  
RRoooommss::

AArreeaa::  
TToottaall  
AArreeaa::

3 Guest Rooms 11 26.7m² 293.7m²

3 Nurse's Station 2 25m² 50m²

3 Visitors Room 2 26.7m² 53.4m²

2 to 3 Lifts 2 1.8m² 3.6m²

3 1 4.8m²

2 1 3.6m²

3 Laundry 1 4.3m² 4.3m²

3
Ambulance/ 
Hearse Bay

1 140.7m² 140.7m²

3 Dayroom 1 19m² 19m²

3
Art Therapy 
Room

1 29m² 29m²

3 Music Room 1 12m² 12m²

3 31.6m²

2 9.4m²

15.6m²

5.7m²

2 Dining Room 1 34m² 34m²

2 2.2m²

1 4.4m²

2 Main Kitchen 1 25m² 25m²

2 Pantry 1 5m² 5m²

2
Bins and Kitchen 
Waste Disposal

1 4.5m² 4.5m²

2 Services Accessway 1 70m² 70m²

2 Plant Room 1 25m² 25m²

2 81.9m²
2a 41.4m²
2 Chapel 1 31.5m² 31.5m²
2 Atrium/ Hub 1 57.4m² 57.4m²

1 to 2 Lift 1 1.4m² 1.4m²
1 Meeting Room 1 10.5m² 10.5m²

1 3.5m²
1 4.6m²

1 Lounge 1 46.2m² 46.2m²

1 Admin Bathroom 1 3.5m² 3.5m²

1 29.4m²
1a 17m²

1 Reception 1 5m² 5m²

1,182m²

8.1m²

41m²

Includes mezzanine and deck1 21.3m²

2
Male, female and unisex accessible 
bathroom

Bathrooms

Nurse's Rest Area2

123.3m²

46.4m²

Includes stairs

Includes mezzanine

Small platform lift

1

Total Area

1

Administration 1

Cinema/ 
Performance

Library

Consult Rooms

NNootteess::

Includes deck

Includes mezzanine

Any 'guest room' can potentially be a 
visitors room

Dispatch and delivery

Measurement is for turning circle and 
accessway, does not include full length 
of road

Each lift leads to separate residential 
clusters

Includes external kitchenette, 
resident/visitors laundry and sluice 
room.                                               
Drugstore is secure and accessed from 
inside the nurse's station

Includes ensuite, balcony and bay 
window

Cleaners' Storage
Each cleaner's storage facility 
accommodates the level it is on. Level 
2 storage also serves level 1

For collection of bins and delivery of 
groceries

Includes mezzanine

1

Changing room and bathroom

8.8m²

8.4m²

Figure 61: Bubble Diagram (Drawing by Author)

Table 2: Schedule of 
Accommodation Table
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Concept DesignVIII

This chapter will show the different stages of design through a series of sketches 

and images (Figures 62-71). 

Throughout this experimental stage, the bubble diagram inspired by ‘The 

Hospice’ TV documentary was taken further and the positioning of the spaces 

mentioned in the Schedule of Accommodation (Table 2) was further established. 

A heirarchy of spaces came about as a result of this exploration and each space 

was assigned a level. 
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Design Iterations

Figure 62: Tartan Grid Sketch 1 (Drawing by Author)

Figure 63: Tartan Grid Sketch 2 (Drawing by Author)

Figure 64: Tartan Grid Sketch 3 (Drawing by Author)

Figure 65: Tartan Grid Sketch 4 (Drawing by Author)

Figure 66: Tartan Grid 1 (Drawing by Author) Figure 67: Balconies (Drawing by Author)

Figure 68: Roof Forms (Drawing by Author)

Figure 70: Taratan Grid 3 (Drawing by Author)

Figure 69: Taratan Grid 2 (Drawing by Author)

Figure 71: Bay Windows (Drawing by Author)
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Developed DesignIX

The next step was inspired from Roger Walker’s technique of designing 

mentioned earlier. In order to design the building as a whole, it is necessary to 

provide the essential spaces and connect them in an appropriate way to make 

them work together. 

The following section will show the process in which each room was designed and 

how each space fits together to form the building in its entirety. 

The way in which de-institutionalisation through design will also be indicated. 
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Summary of 
Implemented 
Design Issues 

1. Avoid corridors; in particular, where there is no activity or it is visually 

enclosed.

2. Avoid dead-ends. Use views or activities to terminate a route.

3. Avoid symmetry (in particular, doors facing each other on either side of 

a route) except in special spaces (e.g. the chapel)

4. Entrances to private rooms should be set back from a common area to 

increase privacy

5. Acoustic separation between private rooms. 

6. Avoid excessive rectilinear walls in private rooms.

7. Introduce a ‘loft’ space in private rooms as an alternative sleeping space 

or a space for family who stay

8. Zone the building so that there is separation between a) public, b) local 

community users, c) guests.

9. Avoid doors and visual barriers except to private rooms.

10. Activities (art, internet cafe, exercise etc) should be open 24/7 without 

barriers

11. General management should not be isolated and hidden (minimise ‘us & 

them’). 

12. Nurses need an isolated retreat for breaks. 

13. A hub or central space for simplified wayfinding to minimize sign-

posting or directional indicators.

14. Access to private outdoor spaces 

15. Access to preparing own food, doing own washing and being as 

independent as possible.
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Masterplan

Figure 72:  Masterplan (Drawing by Author)

Key: 

Level 3 - Blue

Level 2 - Green

Level 1 - Red
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Level 3

Guest Rooms De-institutionalising the Room

o Entrances set back from common areas to give more privacy

o Stairs up to bed-deck where family can stay

o Alternative positions for bed

o Ample guest storage space

o Bay window & balcony 

o Semi-circular wall to en-suite

0 2.5m 5m

7

6

7

6
5

4
3
2
1 Private Entrance

Storage

Ensuite

Wardrobe

Bed

Stairs

Bed DecBed Deck 

Bay Window

Balcony

5

9

6

8

91

3

4

2

2

8
Figure 73: Preliminary Sketch of Guest Room 

(Drawing by Author)

Figure 75: Labelled Guest Room Floor Plan (Drawing by Author)Figure 74: 3D View of Guest Room (Drawing by 
Author)
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Nurses’ Station

De-institutionalising the Nurses’ Station

o Open nurses’ station - minimises the idea of ‘them’ and ‘us’

o Flip-up desk as entrance to nurses’ station - no need for a door 
minimising barriers. 

o Incorporation of a kitchenette and a guest and visitors laundry 
makes the ‘residential hub’ less of a nurse-only space, further 
minimising barriers. 

Figure 76: Preliminary Sketch of Nurses’ Station 
(Drawing by Author) Reception Area

Entrance to Nurses’ 
Station

External Storage

Drug Store

Medical Treatment Bed

Sluice Sluice Room

Kitchenette

Guest and Visitors 
Laundry

5

6

87

12

3
4

7

6

5
4
3

2

1

8

0 2.5m 5m

Figure 78: Labelled Nurses’ Station Floor Plan (Drawing by Author)Figure 77: 3D View of Nurses’ Station (Drawing by Author)

Residential Area

De-institutionalising the Residential Area

o Use of a diagonal grid maximises the views of each room as well as 
reducing circulation space - makes the area feel more homely and less 
institutional. 

o Diagonals also ensures that doors can be positioned for maximum privacy. 

Figure 79: Preliminary Sketch of Residential Area 
(Drawing by Author)

Bridge (at Level 3)

Lii

Check-in Area

Nurses’ Station

Guest Rooms

Visitors’ Room

DininDining Area

Lounge Area

Internet Cafe

Flexible Exercise 
Space

9

0 5m 10m

7

1

2

3
4
5

6

81

5

5

5

5

7
8

10

9

8

3
4

6

5

2

5

10

Figure 80: Labelled Residential Area Floor Plan (Drawing by Author)
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Art Room, Day Room, and Music Room

De-institutionalising the Art Room, Dayroom and 
Music Room

o Art Room and Dayroom are both open rooms without doors - 
reducing barriers.  

o Bridges between greef roofs - each dedicated to different plant 
categories

o All rooms are flexible (e.g. the dayroom can host special 
occasions)

7

6

5

4

3

2

1 Stairs from Level 2 to 
Level 3

External Courtyards

Flexible Circulation 
Space

Art Room

Dayroom

MMusic Room

Bridges (between green 
roofs)1

2

2

3

4 5

6

7

7

7

0 5m 10m

Figure 83: Labelled Art Room, Dayroom and Music Room Floor Plan 
(Drawing by Author)

Figure 82: 3D View of Art Room, Dayroom and Music Room 
(Drawing by Author)

Figure 81: Preliminary Sketch of Art Room, Dayroom and Music Room 
(Drawing by Author)
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Level 2

Nurses’ Rest Area

De-institutionalising the Nurses’ Rest Area

o Needs to celebrate the nurses as they are the ‘unsung heroes’ of 
a hospice.

o Often the staff room is an allocated room that is tucked away - 
this design is intended to act as a place that elevates the nurses 

o They deserve the best

o Acts as a space for nurses to contemplate, relax and meditate.   

Figure 84: Preliminary Sketch of Nurses’ Rest Area 
(Drawing by Author)

Entrance

Dining Area

Kitchenette

Lounge Area

Deck

Stairs

MMezzannine7

1

2

3
4
5

6

3
4

2

1

6

7

5

5

0 2.5m 5m

Figure 86: Labelled Nurses’ Rest Area Floor Plan (Drawing by Author)Figure 85: 3D View of Nurses’ Rest Area (Drawing by Author)
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Dining Room
De-institutionalising the Dining Room

o Self service food 

o Kitchen area is visible from dining room to minimise barriers 
between kitchen staff and diners

o Dining room opens out into atrium for more seating if needed

o Can be used for events (e.g. parties, pubic holidays etc.)

Figure 87: Preliminary Sketch of Dining Room 
(Drawing by Author)

0 2.5m 5m

Dining Area

Self-Service Bench

Service Area

Deck

Atrium

1

1

2

3
4

5

5

2

3

4

Figure 89: Labelled Dining Room Floor Plan (Drawing by Author)
Figure 88: 3D View of Dining Room (Drawing by Author)

Chapel

De-institutionalising the Chapel

o One of the few rooms in the whole building that is purposefully designed to 
be symmetrical. 

o The symmetry in plan, high roof space, and apses creates a space that 
demands respect. 

o Intended to be non-denominational, hence the unconventional roof form. 
Figure 90: Preliminary Sketch of Chapel (Drawing 
by Author)

Entrance

Seating

Apse

Altar

1

2

3
4

1

2

2

3

3

4

0 2.5m 5m

Figure 91: Labelled Chapel Floor Plan (Drawing by Author)

Figure 92: 3D View of Chapel (Drawing by Author)
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Atrium/ 
Hub

De-institutionalising the Atrium/Hub

o Is the heart of the building - each room branches off from the atrium

o Atrium is an important wayfinding device - people can easily see where they need to 
go. 

o Neutral area -  can be used for many different things.

o Available for community use. 

Figure 93: Preliminary Sketch of Atrium

Figure 94: Labelled Atrium Floor Plan

Stairs from Level 1 to 
Level 2

Flexible Atrium/Hub 
Area

Small Lii

Stairs from Level 2 to 
Level 3

1

2

3

4

1

2

3

4

0 2.5m 5m
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Level 1

Meeting/Consult 
Rooms, Admin Area and 
Reception Area
De-institutionalising the Meeting/Consult Rooms, 
Admin Area and Reception Area

o Lack of barriers between admin staff and the public minimises 
the idea of ‘us’ and ‘them’. 

o Inner workings of staff areas are visible from the reception 
area.

Figure 95: Preliminary Sketch of Meeting/Consult Rooms, Admin Area and Reception 
Area (Drawing by Author)

6

7 8

9

1

2

3

4

5

5

7

6

5

4

3
2
1 Entrance to Building

Reception

Seated Waiting Area

Admin Area

Consultation/Interview 
Rooms

LarLarge Meeting Room

Admin Bathroom and 
Changing Room

External Courtyard

Admin Stairs

Admin Mezzannine

8

9
10

10

0 5m 10m

Figure 97: Labelled Meeting/Consult Rooms, Admin Area and Recep-
tion Area Floor Plan (Drawing by Author)

Figure 96: 3D View of Meeting/Consult Rooms, Admin Area and 
Reception Area (Drawing by Author)
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of Early Concepts
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ConclusionX

Nowadays, people have higher life expectancies due to medical and technological 

advancements which is seemingly purely a good thing. However, with longevity 

comes a greater likelihood of people having a long period of chronic illness in the 

end stages of their lives and a need for palliative care. Consequently, the number of 

people who die in ‘institutional’ settings, such as hospitals, rest homes and hospices, is 

continuously increasing. 

It is almost universal that people would prefer to die at home rather than in an 

institution. This is because home is perceived as a more dignified way to die where 

family can be near, where one is not alone, being cared for by those who can maintain 

a sense of hopefulness, where one can be involved in the decisions of care and where 

the sanctity of the body will be maintained after death.

However, the choice to die at home has diminished over time due to family being 

unable to adequately provide palliative care and, with increasing longevity of life, 

the medical systems required for life support and pain relief. This was the reasoning 

behind the concept of the hospice, an institution dedicated to the terminally ill, 

which was founded in the UK in the 1970s. 

Further research into the history of healthcare architecture revealed how hospice 

design has been based on the architectural design of hospitals explaining why 

hospices are being built like institutions even though they serve different purposes. 

The architecture of control was identified as being what causes institutional 

end-of-life care settings and determining what design aspects create controlling 

environments revealed what not to do. An investigation into the case studies of a 

range of hospices further emphasised this. The analysis of Maggie’s Centres showed 

that a way to create a building that is de-institutional is through informality in plan 

form and three-dimensional form. 

Informal architecture is considered to be the opposite to institutional architecture. 

The exploration into the informal south American favelas and Italian hillside villages, 

which are untouched by architects, indicated the benefits of using a grid to inform a 

design that is opposite to an institution. A further investigation into famous architects, 

Roger Walker, Frank Lloyd Wright and Herman Hertzberger, who all use a grid to 

inform their architectural designs further emphasised the benefits of using a grid. 

My starting point was a tartan grid into which a masterplan gradually evolved. The 

permutations allowing not only for rectilinear, circular and diagonal forms but 

also allowed for the floor plan to have varying levels. These different levels set up a 

hierarchy of public/private spaces and also allowed for a plan that could be adapted to 

a sloping site.

This was important as the site selected was on Matairangi (meaning “examine the 

sky”), also known as Mount Victoria, on the margin of the Wellington ‘Town Belt’.  The 

site is located above the iconic houses on Oriental Bay and the proposed design would 

terminate the buildings as they are stacked up the hill and provide a roofline that 

would ‘examine the sky’.

The internal layout of the building is designed on principles of de-institutionalization 

that include, where possible: avoiding corridors, dead-ends, symmetry and barriers 

but also enhancing wayfinding, areas for activities, areas that allow for independence 

and mutual support and many other characteristics.

The external form of the building gives a sense of informal planning, such as a favela 

or hillside village, and the roofline enhances this by implementing separate roofs 

over separate spaces (which has a tradition in Wellington by such architects as Roger 

Walker and Sir Ian Athfield). 

The brief for the building was based on a detailed published account of the activities, 

professionals, families, community and guests that make up the functioning of a 

hospice. There is a balance to be struck between the provision of palliative care by 

professionals and the provision of patient-friendly spaces. My intention is a design 

that strikes this balance and also produces an architecture that acts as a placebo and 

thereby celebrates the end of life.
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Final DesignXI

Site and Context Sheet (Original Size: A1)



Labelled Masterplan 
(Shown in PowerPoint) 

Exploded Axonometric Sheets 
(Originallly 3 x A1)

93 94



Elevations and Right Bridge Section 
Sheet (Originally A1 size)

Centre and Level 2 Section Sheet 
(Originally A1 size)
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Guest Room Sheet (Originally A1 
size)

Residential Area Sheet (Originally 
A1 size)
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The Creative Zone: Artroom, 
Dayroom and Music Room Sheet 
(Originally A1 size)

Nurses’ Rest Area and 
Staffroom Sheet (Originally 
A1 size)
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Atrium/Hub and Dining Room Sheet 
(Originally A1 Size)

Chapel Sheet 
(Originally A1 Size)
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Library Sheet (Originally A1 Size)

Reception, 
Administration, and 
Meeting Rooms Sheet 
(Originally A1 Size)
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Entrance and Lounge Sheet 
(Originally A1 Size)
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AppendicesXIV

The Dying Process

Elisabeth Kübler-Ross is a pioneering researcher on the subject of end-of-life care. 

Her book, On Death and Dying was intended to raise awareness for the need to treat 

dying patients as human beings, to communicate with them, and to learn from 

them what does and does not work in terms of the hospital management of the 

patient.134 It is helpful to understand what a terminally ill patient is going through 

so as to better design for their needs. It is through her research that Kübler-Ross 

came to the conclusion that there are five stages in the dying process.135

The first stage is denial and isolation. Kübler-Ross interviewed over 200 dying 

patients and they all had the same response to the news of their terminal illness, 

“No, not me, it cannot be true”. This initial stage acts as a buffer after unexpected 

and staggering news, allowing the patient to gather themselves and, after a while, 

make use of less vigorous defences. Denial is typically a short-term defence and is 

soon replaced by partial acceptance.136  

134  Kübler-Ross, On Death and Dying, Preface
135  Monika Renz, Mark Kyburz and John Peck, Dying: A Transition (New York: Columbia University Press, 
2015), 23
136  Kübler-Ross, On Death and Dying, 34

Patients then come to the realisation that they do have the illness and it is not a 

mistake. This is known as the stage of anger. The emotional responses of anger, 

rage, envy and resentment start to replace the feelings of denial that cannot be 

maintained any longer. Patients start to ask: “Why me?”. From the point of view 

of family and staff, the stage of anger is a lot harder to cope with when compared 

to the denial stage. The problem is that few people put themselves in the position 

of the patient. It is suggested that we too would feel anger towards the reality 

of having all of our life activities interrupted too soon.137 The patient will find 

grievances in every environment during this stage.138 

The third stage, the stage of bargaining, is really an attempt to postpone the 

inevitable by offering a prize “for good behaviour”, setting a “deadline” that the 

patient has to be held to, and it involves the promise of never asking for more if 

this postponement is permitted. It is a less known stage but has been shown to be 

helpful to the patient for short periods of time.139 

The fourth stage of depression follows the stage of bargaining. The terminally 

ill patient has gone through the stages of numbness and stoicism, and anger and 

rage, which are replaced with a sense of great loss.140 It is important to remember 

that the patient has to go through a preparatory grief period in order to come to 

terms with their final detachment from this world.141

If the patient has had enough time and has had help working through each 

stage, they will reach the final stage of acceptance.142 Acceptance should not be 

misconstrued as an emotional stage as it is better described as a void of feelings.143 

The feelings of pain are gone, and the struggle is over. It is at this final stage of 

acceptance that patients can find peace and dignity.144

137  Kübler-Ross, On Death and Dying, 43
138  Kübler-Ross, On Death and Dying, 44
139  Kübler-Ross, On Death and Dying, 72
140  Kübler-Ross, On Death and Dying, 75
141  Kübler-Ross, On Death and Dying, 76
142  Kübler-Ross, On Death and Dying, 101
143  Kübler-Ross, On Death and Dying, 102
144  Kübler-Ross, On Death and Dying, 102-103
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Appendix II
Therapeutic Environments and the Positive Effects of Nature

Views

Scientific research has shown that there are many characteristics of nature views 

that are effective in alleviating stress and boosting outcomes, including green 

foliage, flowers, water, savanna-life or park-like characteristics, unthreatening 

wildlife such as birds, and sunshine or good daylight as opposed to dim light or 

shadow. Hence, the choice of architectural site and design should provide each 

patient room with therapeutic views of nature and gardens from their windows. It 

is of the upmost priority that treatment and procedure rooms also have a nature 

window as many patients and staff will experience stress and pain here.145 

The design of the patient rooms and placement of windows should give bed-

ridden patients a view of the nature outdoors. Having a full view of the ground, 

vegetation and the sky allows patients the opportunity to observe weather 

conditions, the time of day and also helps to orientate them.146 

145  Stephen R. Kellert, Judith Heerwagen, and Martin Mador, Biophilic Design: The Theory, Science, and Prac-
tice of Bringing Buildings to Life (Hoboken, New Jersey: John Wiley & Sons, Inc., 2008), 102
146  Verderber and Refuerzo, Innovations in Hospice Architecture, 76

One of the most famous studies that proves the benefits of having exposure to 

nature is a study conducted by Roger S. Ulrich called View Through a Window 

May Influence Recovery from Surgery.147 Ulrich’s study was one of the first 

published that deals with quantitative evidence on the positive effects of nature in 

a healthcare setting.148 The intention of the study was to explore “the restorative 

effects of nature views on pain and antianxiety medication use and recovery of 

gall bladder surgical patients…”.149 

In terms of design implications, it was found that the chosen site of the hospital 

and its design should take into account the quality of the views from a patient’s 

window. Nature views from a window are highly desirable by most patients. The 

method of the study was to compare the records of patients that either had a clear 

view a small cluster of trees or a brown brick wall when lying in bed. The results 

from this influential evidence-based design study suggests that views of nature 

have therapeutic effects on hospital patients.150

Gardens

Other studies have proven the benefits of having a close connection to nature, 

especially in terms of reducing stress and improving overall well-being. Roger 

Ulrich has also conducted an important study called Theory of Supportive 

Gardens. It prioritises that gardens have positive health outcomes through the 

reduction of stress. One reason for this emphasis is that people who are sick, or 

care for the sick, often experience stress.

Secondly, many people look for nature settings in order to reduce stress levels in 

healthcare environments.  Hence, gardens in healthcare facilities seems logical 

because contact with nature has been demonstrated as reducing stress levels. 

147  Roger S. Ulrich, “View Through a Window May Influence Recovery from Surgery,” Science 224, no. 4647 
(1984): 420-421, https://doi.org/10.1126/science.6143402
148  Marcus and Sachs, Therapeutic Landscapes, 14
149  Ulrich, “View Through a Window May Influence Recovery from Surgery,”420-421
150  Ulrich, “View Through a Window May Influence Recovery from Surgery,”420-421

There is extensive evidence that indicates that a sense of control, social support, 

physical movement/exercise and positive natural distractions all can help reduce 

stress. Ulrich argues that if a restorative garden is designed with these four factors 

in mind, it will have beneficial effects on stress reduction.151

Gardens that need tending to have been found to instil a sense of self-

accomplishment and pride into the person gardening. The use of a raised 

platform gardening system could be promoted as a way for the patient to engage 

in the looking after plants outdoors from their bed or wheelchair.152 Perhaps, 

patient rooms could have flower beds incorporated into the design of their 

windows or balconies. There are many ways that opportunities for gardening can 

be incorporated into the design of a healthcare facility. 

The fact that gardens benefit patients has essentially been proven through the 

multiple studies done on the topic. It has been shown that gardens can also 

be imperative to the reduction of stress in healthcare staff as well as a boost in 

job satisfaction. The findings of other research on stressed employees in non-

healthcare work environments seems to be relevant to healthcare workers such 

as physicians and nurses. A study of office and hard labour workers, that were not 

in the health sector, reported that nature views through a window decreased job 

stress and enhanced overall well-being. Research on office workers with a window 

view of nature felt less frustrated, were more satisfied with life, and had better 

overall health.153  

These studies prove that it is vital that a garden be provided for the use of 

patients, staff and family members.

151  Marcus and Sachs, Therapeutic Landscapes, 24
152  Verderber and Refuerzo, Innovations in Hospice Architecture, 78
153  Kellert, Heerwagen and Mador, Biophilic Design, 98

Flora

Decorative grasses and enduring perennials are preferred for hospice gardens. 

The sense of smell is one of the last senses to leave before death. Hence, it would 

be suitable to have fragrant plants such as lavender and rosemary, and fragrant 

climbers such as jasmine and wisteria especially near patient bedroom windows. 

Aromatic herbs like sage, thyme and lemon balm would be nice to have along 

garden paths as it invites people to pick and smell them. It is advised that beds of 

annuals are inappropriate as they have to be torn out when dying or dead which 

creates the wrong impression for a hospice. 

The inclusion of plants, shrubs and trees that sway in the wind can add energy to 

a garden. Establishing familiar plants that people might grow at home can create 

opportunities for conversation. Having intriguing and unfamiliar plants also 

invites discussion in the garden.154 The incorporation of native plants would also 

create a sense of familiarity within the garden. 

154  Verderber and Refuerzo, Innovations in Hospice Architecture, 171
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