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Preface



This book offers a survey of health care architecture in the
Netherlands. It is more than a collection of best practices; it
deals with hospitals, psychiatric institutions and housing and
health care provisions for the elderly that are characteristic
of developments in health care. These buildings tell a story,
and health care plays an important role in that story.
Nevertheless, the protagonist is architecture. Architecture
is particularly significant in health care - it reflects develop-
ments in care, the ensemble of buildings can be read as a
documentary journal of medico-technological innovations,
changing insights in psychiatry, and socio-cultural opinions
on the position of old people. Much more important is the
fact that architecture is directly connected with the raison
d’étre of these buildings. There is no type of building in
which the relation between function, structure and design is
revealed so clearly as in health care architecture, and
nowhere is the relation between buildings and the physical
and mental wellbeing of the people for whom they are
designed so intense. This is true not only of the patients and
the elderly in need of care, but also of the staff — the doctors,
psychiatrists and psychologists, nurses and technical staff
without whom these buildings cannot function. This book is
in the first place a plea for the (re)discovery of this quality of
architecture, a quality that coincides with the essence of
architecture.

What is the particular significance of architecture in
health care? Here everything boils down to the way in which
the patients and the elderly in need of care experience their
stay. That experience has many facets. In the first place
there is the effect of the treatment. A decisive factor in
psychiatric institutions and hospitals is eventually whether
the therapy is successful or not. That depends partly on the
way in which the architecture supports or frustrates the
therapy and everything connected with it. Whether housing
for the elderly fulfils its function depends on how it promotes
the wellbeing of the residents. It is increasingly recognised
(again) that the way in which patients and the elderly are
approached has an influence on their wellbeing. Architecture
proves to have a direct influence on the experience of the
users, and this influence extends to medical and psycho-
logical effects. Stress is the key concept to describe the
negative effects of the wrong design decisions, and the
negative effect of stress on health and healing has been
proven. So these factors, which were regarded as ‘soft’ until
recently, really do have ‘hard’ consequences, and they are
directly connected with the core function of these buildings.
The great merit of Evidence Based Design is that it has
convincingly demonstrated that at least some of these
consequences can be identified and measured: the view
from the patient’s room, single or shared rooms, routing,
social support, privacy, et cetera.

Architecture, however, covers a wider area than Evidence
Based Design, even apart from the way in which it
accommodates processes — which are determined above all
by the theme of the internal logistical organisation that
dominates all else. Architecture also makes statements
about the relation between staff and patient that go further
than the necessary professional interaction — must the
patient come to the specialist’s own consultation or treat-
ment room, or should the specialist renounce having a
domain of his own in which he used to be lord and master?
Can an outpatient unit also be conceived as a normal form of
the provision of services and designed accordingly? Does it
help psychiatric patients who are accommodated on remote
terrains in the countryside if housing for normal residents is
added? There is a long tradition of designs with a critical
edge, and examples of that can be found in health care too,

some of which have found their way into this book. Every
kind of architecture — and health care architecture is no
exception — transcends its function and forms a part of a
long and dynamic evolution of this time-hallowed discipline
as the designer of culture. Here it touches on the position of
the design, the way it marks the evolution of the type, the
relation with other types of building (especially housing,
hotels and offices, but also airports, shopping centres,
conference buildings); its social ambitions are at stake, and
so is the relation with other design disciplines (art, design,
fashion).

This publication throws light on the role that architecture
has been able to play in the development of health care
buildings. The survey covers the whole spectrum and aims
at a dual renaissance: in the first place the rediscovery of the
exceptionally direct impact of architecture on the care
processes and thereby on how they are run and, in connection
with that, on the real estate value (which, paradoxically
enough, proves to increase with the generic character of the
majority of the buildings); and secondly the direct effects of
design on the wellbeing of the patients and staff. This book
is thus above all a plea for the importance of architecture in
health care. Now that hospitals, psychiatric institutions and
nursing homes have been made responsible for their own
real estate and have to raise funds for that purpose on the
capital market, it is important to underline that investing in
architecture pays off. The extra that is spent on quality is
recuperated in savings in running expenses. Sustainable
high-quality materials give the users that feeling that they
matter and last so much longer that it is here in particular
that the rule applies: cheap is expensive. Oversizing is still
the best strategy to ensure flexibility. It saves the expense of
renovation in the long term but immediately guarantees a
spacious ambience. By taking into account not only the
psychological but also the medical consequences of the
design, a design makes a direct contribution to what will
always remain the core function of health care buildings: the
promotion of the welfare of the patients, residents and staff.
In the last resort they are the benchmarks, these buildings
are in the first place for them, not for the institutions that run
them. The contours are slowly emerging of a trend that
recognises the public character of health care architecture
and no longer isolates the buildings from the social and
physical context of the city, but integrates them in it. They
are, when all is said and done, public amenities that directly
benefit urban life.

This publication continues the tradition set by three
previous monographs that were published in Dutch on the
initiative of the University Medical Centre Groningen,

The Architecture of Hospitals, and the series of activities
organised under the umbrella of ‘Architecture in Health'.'
The book brings this work up to date and at the same time
forms the crown and coping stone of this project — but
hopefully also the stimulus for a follow-up. The fundamental
role of architecture presented in this book deserves the
opportunity to develop to the full — not in the service of
architecture, but above ali in the service of health care.

Frans C.A. Jaspers, MSc. M.D.

Member of the Executive Board University Medical Centre
Groningen, Chairman Thomassen a Thuessink Foundation,
Groningen
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This book contains a wide selection of Dutch health care
buildings. Something special goes on in all of these buildings
that is not experienced so intensely in any other building: the
treatment and care of physical and mental disorders.
Sometimes they are life-threatening, sometimes they only
affect the quality of life, but they are always experienced as
exceptional. Patients are confronted first with themselves,
and afterwards with the people who take care of them. The
most frequent and intensive contact is with the nursing staff.
Interaction with doctors and specialists is less frequent and
long-term, but all the more intensive and crucial. Health care
buildings are designed to create the right environment for
the medical processes that take place there. The examples
collected in this publication illustrate the important role that
architecture can play in this respect.

Every building has to comply with the purpose for which it
is designed. All the same, the structure and physical
appearance of a building are not always determined by its
function. It is only since the last quarter of the eighteenth
century that function has played a major part in the history of
architecture, when principals and designers started to think
about use in a rational way. In the case of hospitals and
psychiatric institutions, this change was connected with the
emergence of new insights into the treatment and
accommodation of people with physical or mental disorders.
The relation with tradition and convention was severed. This
was also when the practice of relating all buildings,
irrespective of their function, to the four architectural prime
models — churches, palaces, town halls and merchants’
houses — was dropped. The hospital, for instance, was often
somewhere between a church and a merchant’s home.

This double emancipation — from the shackles of tradition
regarding use, and from the architectural practice of following
a limited number of models — led to particularly specific
types of building. The more exactly a building was tailored to
its function, the more specific it was, the better it would be.
The evolution of health care architecture is almost entirely
determined by insights into its functioning. This often resulted
in one-dimensional buildings: perfectly able to accommodate
a particular vision, but completely outdated as soon as new
insights appeared. A corollary of the classic functional
approach is the need to keep adapting or replacing buildings.
Hospitals, nursing homes and psychiatric institutions only
appear in their original guise for a brief period. This is
followed by the process of renovation, extension or demolition.

The functionalist approach was to predominate until the
end of the twentieth century, when a new emancipatory
movement appeared with the aim of freeing the building as
much as possible from its functionalist shackles. The direct
relation between function and building typology was called
into question. Analysis of the actual use showed that only a
small part of what goes on in hospitals, for instance, is really
different from what goes on in other types of building: the
hospital ward approximates the hotel, the offices with or
without consultation rooms are not so different from the
back and front office of regular office buildings. There was
doubt about the need to cluster highly diverse medical
functions, often bearing hardly any relation to one another, in
large complexes. Moreover, smaller, more generic buildings
seem to represent a higher value on the real estate market.
The next stage in the evolution of health care buildings
consists of a fundamental reappraisal of the relation between
function and building. It presents the designers with
challenges in which crucial episodes from the evolution
prove to have lost none of their topicality. The question of
the added value of architecture is fundamental. Thinking on
this score oscillates between two extremes.

On the one hand, there is the experience of the space:
the ambiance, the succession of rooms and encounters
determined by the logistical organisation, the colour, the
material, and the rural or urban setting outside the building.
Architecture is manifested here as the art of manipulating
spatial effects. The recipient and judge in this case is the
patient. Apart from the effectiveness of this strategy, which
at first was explicitly regarded as an essential component of
the therapy offered in hospitals, this approach does justice
at any rate to the fact that the patient’s experiences form the
ultimate criterion anyway. On the other hand, the
architecture either facilitates or frustrates the medical and
technological processes. Are the different flows of traffic
separated from one another, or is it all a big confusion?
What about the internal logistics? Such factors have a direct
effect on how health care buildings are run, and thus on the
expenses. In practice the opinions of the medical and
technical staff, the programmers and managers are
determinant here. In the ideal situation, the two approaches
are mutually complementary rather than exclusive.

Inspired by other types of building, the contours of a new
care landscape are coming into view. A number of recurrent
pairs of concepts define a wide range of options: generic or
specific? Central, large-scale and general, or decentralised,
small-scale and specialised? Integrated in the urban context
or isolated at the junctions of the infrastructure? Separate
focused factories or networks of organisationally connected
but physically separate branches? What is a suitable course
of treatment in one case may be fatal in another — the
interaction between designer and principal is still decisive.
But the side that places the commissions is in flux too: health
institutions are merging with similar ones or with
organisations that offer complementary services; private
parties are appearing, insurance companies are trying to
increase their influence on the providers of care. It is in this
dynamic world in which all the borders seem to be growing
blurred that new opportunities for architecture arise. This
leads to contradictory trends: while in Europe health care
architecture is opening up to non-specialists, a trend can be
discerned in the United States towards the certification of
agencies specialised in health care who try to provide a
scientific basis for their design methods (Evidence-Based
Design).

The eight chapters of this book present health care
architecture in the Netherlands. The structure is
chronological and thematic — hence the first chapter is
devoted to the origins of the separate building types. As a
rule, each chapter devotes separate sections to the three
main types (hospitals, psychiatric institutions and
accommodation and care for the elderly in particular).
Although the focus is on health care architecture in the
Netherlands, considerable attention is paid to developments
elsewhere too, at least when those developments have
influenced Dutch ones. Each chapter is accompanied by
an essay that goes into specific themes in more depth, and
a selection of projects.
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