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PREFACE

A WHO Expert Committee on Mental Health in 19521 set out
the principles which should govern the structure and function of psy-
chiatric hospitals. It stressed the value of hospitals pervaded with a
strong therapeutic atmosphere which would be in close liaison with the
surrounding community. The Executive Board discussed this report
in its Twelfth Session,? and requested the Director-General “to draw
to the attention of Member States the desirability of bringing this report
to the attention of all authorities responsible for the planning and man-
agement of mental hospitals”’, and “to bear in mind the principles and
recommendations contained in the report when planning future WHO
activities in this field”’. .

In its report, the Expert Committee on Mental, Health referred to the
principles which should govern the architecture of psychiatric hospitals.
It recommended that “WHO should take steps to stimulate interest in
the architectural and planning problems involved in providing an
appropriate setting for the role of the community mental hospital as
it is set out in this report’’. Moreover, the Committee stated that
“anything that WHO can do to stimulate the exchange of information
and experience in this field both between governments and professional
groups will be of value”.

The present paper constitutes a step towards carrying out these
recommendations of the Expert Committee. It was prepared by three
WHO consultants—two psychiatrists and an architect—who, in the
autumn of 1957, spent several weeks in Geneva collaborating with
the Mental Hcalth personnel of the Organization. The purpose ‘of
their studies was to re-define the principles set out by the Expert Com-
mittee and to interpret them in the light of fresh developments. In
doing so, they examined not only the planning and management of

L Wid Hith Org. techn. Rep. Ser., 1953, 73.
* Off. Rec. Wid Hlth Org., 1953, 49, 4.
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8 A. BAKER, R. L. DAVIES & P. SIVADON

psychiatric hospitals but also the structure and function of other psy-
chiatric services such as out-patient departments, psychiatric wards in
general hospitals, rehabilitation facilities, and other mental health
services, and endeavoured to work out the organizational and archi-
tectural requirements in detail.

The first draft of the paper was later revised in the light of extensive
written and oral discussions between the authors themselves and with
WHO staff members. In order to increase the international validity
of the work done, the manuscript was then circulated among members
of the Expert Advisory Panel on Mental Health and an additional group
of distinguished psychiatrists and hospital architects. Twenty-nine
psychiatrists from thirteen countries and four architects from three coun-
tries made comments and amendments, and their views were taken into
account when the final text was drawn up.

It must be stressed that the opinions expressed do not necessarily
represent the policy of the World Health Organization in this matter.
It is hoped, however, that, as it now appears, this paper will be found
useful by interested readers in many parts of the world.



PLANNING A PSYCHIATRIC SERVICE

GENERAL

Architecture is an important part of man’s environment and he
creates it for himself. Buildings not only provide an immediate solution
for his needs, but also reflect his culture and aspirations. In most
cultures, buildings last more than one generation and therefore the
architecture of one generation will affect the next. During recent
decades, psychiatry has become more concerned with the influence of
social factors on psychiatric patients, and among social factors archi-
tecture must be included. In this report we are concerned with the
buildings and facilities which psychiatry needs if it is to treat patients
successfully. The effect of other buildings—homes, factories, and so
on—upon those who live and work in them is not discussed here.

It is impossible to discuss the architecture needed by a psychiatric
service without first considering the functions and structure of that
service. The design of buildings for psychiatric care should stem from
their function. Many existing mental hospitals in the western world are
grossly unsuited to present-day concepts of treatment. Often they are
vast buildings housing thousands of patients, in some cases a hundred
or more in one ward. This makes the development of the small groups
needed in our present psychiatric system very difficult. This is no new
problem. Tuke, in 1819, could already write: “During the last year
I have had frequent occasion to visit two institutions for the insane in
which very opposite plans were adopted. In one I frequently found
upwards of 30 patients in a single department. In the other the number
in each room rarely, if ever, exceeded 10. Here (the latter) I generally
found several of the patients in some useful or amusing employment.
Every class seemed to form a little family. They observed each other’s
welfare and contracted attachments or aversions. In the large society
difference of character was very striking. I could perceive no attach-
ments and very little observation of one another. In the midst of society
everyone seemed in solitude. Conversation or amusement was rarely
to be observed—employment never. Each individual appeared to be
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10 A. BAKER, R. L. DAVIES & P. SIVADON

pursuing his own busy cogitations, pacing with restless steps from one
end of the room to the other, or lolling in slothful apathy upon the
benches. It was evident that society could not exist in such a crowd.
I conceived therefore that the theory, however plausible at first sight,
in favour of large associations of patients, is unfounded. If it were not
so, the evils which it produces might easily be shown to exceed every
advantage which its most sanguine promoters represent.”’

Psychiatric services should solve the problem caused by psychiatric
illnesses in the community in the least wasteful manner, whether wasteful
refers to people, time, or money. There are numerous ways of describing
a psychiatric illness—from its social aspects, its effects on family life,
its effects on the patient’s behaviour, his psychodynamics or his phy-
siology. All approaches, however, lead to the conclusion that mental
illness causes a loss of adaptability and integration with the environ-
ment, and this loss leads to a return to more primitive ways of functioning.
Treatment for psychiatric illness is aimed not only at the removal of
symptoms, but also at.the provision of facilities which will enable the
patient once again to develop his relationship with his environment.

In any man’s development there is a close parallel between his rela-
tions with other human beings and his relation with his environment.
Both begin with the utmost simplicity but develop and differentiate
until he has multiple and complex relationships in a large and compli-
cated living area. The baby needs only his mother and can live in a cot.
The infant lives in a world populated by his parents and siblings and
needs only bed space and the immediate home area. The child finds
personal relations with his family and children in the area and will use
his home, his street or village, and his school. The adult has multiple
personal relationships and will live in his town, may travel to other
countries, and needs working space and social areas.

The effects of psychiatric illness are -to reverse this development
It restricts the relationships formed by the patient in the community
and the usefulness of the patient to that community. The illness may
develop so that the patient will be restricted to his home. If he becomes
intolerable within the home he may be admitted to hospital. In hos-
pital the most severely disturbed patients will probably need continuous
care, sometimes in relative isolation whatever method . of treatment is
preferred.

STRUCTURE OF PSYCHIATRIC SERVICES
From this concept many of the principles of a psychiatric service

and its architectural needs can be deduced. As far as possible all patients
should be treated in the community, and the patient should remain



PSYCHIATRIC SERVICES AND ARCHITECTURE 11

in his usual environment, independent and self-supporting. Should
this prove impossible, the next treatment area will be the home. Here
other members of the family will need support and guidance, as all the
relationships within the home will be disturbed by the sick member.
The success of treatment will be determined partly by the degree of secu-
rity which the home can provide. Some treatment can be carried out
through out-patient facilities close to the patient’s home. Day hospital
facilities, with effective domiciliary visiting, enable some families to
continue partial care of the patient. Should the family prove unable
to help the patient, or if the patient is too disturbed for the family unit
to remain reasonably stable, hospital care will be necessary as a tem-
porary measure.!

Within the hospital the patient may at first require continuous super-
vision and individual care, but every effort should be made to enable
him to develop from isolation to community life, from complete depen-
dence to independence, from restriction to freedom.

On admission to hospital the patient should be met by one-person
with whom he can develop a therapeutic relationship, and should be
given a small, simple “living area’ of his own, with some privacy, and
a feeling of individuality. Effective treatment should enable him gra-
dually to integrate himself with an increasing number of people and
cope with an increasing complexity of environment. Thus he should
be able toleave his isolation and individual care and enter a group of 50r 6
—like a small family, but still within the shelter of the ward for feeding
and occupation. As he improves he will be able to mix with the ward
group of perhaps 20 to 30 patients, and have the opportunity of leaving
the ward for his feeding, working, and social life. All these opportu-
nities should be provided by a gradually increasing complexity of arran-
gements, both of people and buildings.

The mental hospital should thus be regarded as a temporary treat-
ment unit, and as a place where the maximum facilities of re-training
and re-education for life and society will be available. Its function
should be to re-train the patient within a therapeutic community to
meet the normal stresses of an ordinary community. If we take plants
as an analogy, some which have been injured by the vagaries of the
weather might well need a sheltered environment where humidity,
temperature, and light are controlled in order to recover. If, however,
they are retained within this environment for too long a period, they
become “hothouse plants’’ and will never be able to face the rigours of
normal garden life. The patient should remain within the hospital for

1 Patients ding urgent tr t or clinical ination for diag ic purposes may also have
to be admitted to hospital for a short period, uniess adequate facilities are available at the out-patient
or early treatment unit.
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such time as is necessary for treatment, but for no longer than is neces-
sary to “harden him off”’ for normal life again. We must, however,
recognize that some patients are so frail, either constitutionally or as a
result of their life experiences, that they will never be able to face the
normal stresses of life again. Such patients will require after-care homes,
sheltered workshops, or working settlements in the community.

No provision is more expensive than long-term custodial care. Such
care implies total rejection by the community, entails working without
hope of therapeutic gain for the staff, and leads to deterioration in the
patient. We must advise, most strongly, against the provision of hos-
pitals for so-called “chronic patients’’. It would be difficult to recruit
good staff for such hospitals, and poor staff inevitably means a lower
standard of care. Such long-stay hospitals would recruit the most
difficult patients, and would re-create the “snake pits”” of which psychia-
try is rightly ashamed. As long as there were any psychiatric hospitals
in a country which collected only the most difficult and regressed patients,
it would be impossible to remove the stigma of mental illness from the
minds of the community’s citizens. For those patients who need pro-
longed supervision and have no home or relatives in the community
able to care for them, the solution is not the chronic hospital but the
after-care home, sheltered workshop, or working settlement. Examples
of such settlements are the sheltered workshops developed in Holland
and the village settlements for long-term patients in Israel. Such settle-
ments should, of course, be under the immediate supervision of the
psychiatrist, who will refer patients from the mental hospital and arrange
re-admission for any further treatment that may- be needed. :

Where a new service is being set up, it is preferable to begin with
simple facilities and develop by differentiation. Although this seems
obvious, it is the reverse of much previous development. The mental
hospital in Nigeria, where families and patients live together in houses
situated near the hospital buildings, is an example of the provision of
simple facilities which yet maintain most of the important principles of
treatment within the community and the family. The vast mental hos-
pitals of Europe and North America are, on the other hand, examples
of the disadvantages of developing a service from enormous units which
swallow up all the area’s resources, yet have little contact with the com-
munity they serve. : :

Some arrangements for teaching and research must be made. Teach-
ing can, of course, take place in any of the treatment units which will be
described later. It is probable that teaching hospitals in large cities
will use the early treatment units either in the hospital or close to it for
this purpose. A great deal of research in psychiatry is possible with
minimal facilities in the way of buildings. Nevertheless, particularly
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with recent advances in biochemistry and other basic disciplines, some
provision for the research teams and for their equipment must be made.
Such provision may be needed on the mental hospital site, to be de-
scribed later. We would like to suggest, however, that as buildings
designed primarily for research purposes will not normally house or
treat patients, our insistence on a domestic type of architecture is unne-
cessary in this case. Many cultures will feel the need to provide large
and imposing buildings to show their prowess and ability. Such buil-
dings could house research institutions, library facilities, and congress
halls, but they should not be used for hospitals.

TREATMENT AND STAFFING

It is important to stress that the treatment policy outlined above
depends absolutely on the personnel available. With the old concept
in western cultures of removing a patient to permanent custodial care,
careful training of personnel was relatively unimportant. Skill in per-
sonal relationships became secondary to efficiency in locking doors and
preventing escape. With the treatments now available, such as individual
and group psychotherapy, shock therapy, neurosurgery, and all their
variations, skilled staff are needed to choose the appropriate treatment,
and also to manage those human relationships which are the basis of
modern therapy. In any plan for a psychiatric service prior consider-
ation must be given to the training of staff in sufficient numbers to operate
the scheme.

In considering the staff, we must also take account of the therapies
available to them. For example, if severely disturbed patients are
treated immediately after admission by one of the various physical
treatments, the majority become quiet and able to live a reasonably
normal existence in the hospital within a few days. Once the acute
disturbance has been treated effectively, the patient can receive full
resocialization and rehabilitation therapy within the social framework
of the hospital, and also such individual psychotherapy as his condition
requires. It can be argued that the provision of physical treatment,
whether by electric shock, neuroleptic drugs, or other means, is expensive.
This is true, but if, as seems certain, they reduce the period of hospital-
ization by weeks or even months they are, in the long run, extremely
economical. Full weight should be given to this argument at the time
consideration is being given to staff and their training, since the provision
of physical methods of treatment is a potentially dangerous practice
unless there are trained staff to use them. With trained staff and the
effective therapies now available, there is no longer need for the pro-
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longed observation and expensive safeguards against suicide or assault
that at one time were considered essential in any mental hospital. Thus,
in planning a psychiatric service, first priority must be given to the num-
ber, training, and quality of the medical and nursing staff, on the basis
that they must be well paid and given professional status at least as high
as that of any other comparable medical personnel. An active treatment
policy always demands a greater proportion of staff to patients treated
than does custodial care, but although this may appear more expensive
at first sight, it is in fact more economical, as each individual illness can
be treated more quickly and the duration of stay of each person can be
reduced. As an example, we may quote a hospital which had an average
duration of stay for its patients in 1954 of 26 weeks. By an increase of
activity, the duration was reduced to 10 weeks in 1957. The effect of
this was to reduce the cost of each illness by more than half, and to pro-
vide the equivalent of twice the number of available beds w1thout any
building programme whatever.

Recent experience with active treatment for all admissions, including
those for whom there was an apparently hopeless prognosis, has affected
our attitudes. All patlents will respond to such an extent that a return
to some useful function in the community is possible. Ten years ago,
many hospital psychiatrists assumed that at least a third- of all psychia-
tric. patients would become long-term inmates. Five years ago, some
hospitals were suggesting that this figure could be reduced to 5 %
and more recently that only those patients with progressive organic
dementia would remain. These figures suggest that active treatment
and rehabilitation for all patients will enable society to avoid the heavy
financial burden of life-long care.

As a general principle in psychiatry, treatment is essentially the
concern of two people, the patient and the therapist, whether the thera-
pist be nurse, doctor, or other person. Throughout this report we will
refer to “nurse”’ and “nursing staff>’, when we mean those staff members

who work under medical supervision and have special training in handling
interpersonal relationships. They should also have sufficient basic
knowledge of medicine to be able to attend patlents with physical illness
or assist in the use of physical treatments. In some communities they
are called nurses, in others attendants, and in others social aides. Train-
ing in the development of a therapeutic relationship with the patient is
essential for psychiatric nurses. They usually form an important rela-
tionship with the patient while he is in hospital, and play a vital part
in the development of healthier emotional reactions.

It is necessary to arrange as far as possible the decentrahzatlon of
staff in order to facilitate personal contact at the patient-therapist level.
With regard to the ratio of staff to patients, it will always be found that
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the more disturbed the patient, the more necessary it is to separate him
from the community and the greater the number of staff that will be
needed to help him; in general the more disturbed the patient, the more
likely it is that at least a 1:1 ratio will be needed. With improvement,
however, and some degree of adjustment, this ratio can be diminished,
and in an after-care hostel or similar building the ratio might be as low
as 1:30. Itis essential, however, to ensure that after-care units, and other
units away from the main hospital, have enough nursing staff. Lack
of trained staff in a small unit can lead to the same apathy and inertia
as are more commonly associated with the back wards of large insti-
tutions. It will generally be found most advantageous to use the most
skilled staff with the most severely disturbed patients. We consider
that for the most disturbed patients a return for a time to conditions
with a higher degree of safety and maximum dependence are probably
necessary. This is a temporary measure, and an organization should
be provided within which the patient can regain his independence; require
less restriction, and be able to face more stress.

CONTINUOUS CARE: THE PSYCHIATRIC TEAM

At the beginning of treatment, a therapeutic relationship is formed
between the patient and the doctor. Later the patient may become one
of a group, either in the out-patient clinic, the day hospital, the mental
hospital, or the after-care home. In principle, the doctor who formed
the original relationship should be able to maintain his therapeutic role,
wherever the patient may be and in whichever group he is functioning.
He should be able to retain contact with the patient and responsibility
for treatment. This can be arranged if the psychiatric team is respon-
sible for a definite area and for all the services in that area. Itis probable
that under these circumstances, even if the doctor is based on the mental
hospital, he will not spend more than 509 of his time in it. The
tendency to develop separate groups of doctors—some doing domici-
liary work, others with out-patients” clinics, others in mental hospitals
and even, in the latter, divided between new admissions and the longer-
stay patient—should be strenuously avoided. Within the team some
members will take greater responsibility in some spheres than in others,
and will spend a greater proportion of their time in specific units, such
as child guidance, but the principle of continuity of care should be
observed as far as possible.

The solution of a psychiatric problem will often require co-operative
effort by a group of people able to fulfil several functions, i.e. doctors,
social aides, nurses, and others. Therapeutic groups should not be too
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large. Each should form a social field in the sense of Lewin’s definition,
that any individual in the group can influence the whole, and the whole
will influence all the individuals. Accordingly we suggest that the group
of doctors running a psychiatric service should preferably be between
8and 12. The size of the area which such a group can serve will be deter-
mined partly by geographical and demographic factors. It will be much
easier for doctors to meet and form a cohesive group when functioning
in a densely populated area; in a scattered rural district, meetings will
inevitably be less frequent. In sparsely populated areas a smaller group
may prove more effective, as groups of 4 to 6 form working relationships
more quickly than larger groups of 8 to 12. These figures are proposed
on the basis of our present experience, and point to limits of size for the
psychiatric hospital discussed in Chapter IIl.  The practice of psychiatry
is changing rapidly, however, and we feel that the most satisfactory
size, not only for medical groups but also for psychiatric teams, for wards
and for patients® groups, are subjects in urgent need of further study.
Such research must of course take into account trends quite as much as
the present position.

For the time being only very approximate indications can be given.
It may be found useful to start further planning by considering the
minimum viable psychiatric team. We suggest that the minimum team
might consist of two psychiatrists, one senior and one junior, seven
auxiliary workers (perhaps five nurses and two social workers) and one
secretary. The two psychiatrists will usually form part of a larger mental
hospital team,. the frequency with which they visit the mental hospital
being determined mainly by geographical factors. They should be part
of a larger group of doctors, however, both for the training of junior
staff and for the benefit which will be obtained by all doctors sharing
common problems in a group setting. Such teams are found in the
new treatment units in Alaska, and also in observation wards in many
large cities. = :

"CONCLUSION

Any community working from the principles proposed above can
develop a psychiatric service closely related to its needs and far more
efficient and economical than one based on the use of enormous custodial
institutions. Architecturally, it can be in keeping with the community’s
housing and culture and thus prevent the development of unnecessary
fears of hospital care which the monstrous prison-like buildings of
the past have helped to produce. Lastly, the emphasis on developing
close liaison within the community will provide greater security for the
community from the occasional but disturbing dangerous patient.
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In the past, many patients have been strictly secluded by the community
for fear of the occasional outburst of aggressive activity. This policy
does not give the community good security. Often aggressive outtursts
occur at the onset of illness or so infrequently that prolonged incarcer-
ation is unjustified. If the mental hospital is at a distance, forbidding,
and outside normal community life, early treatment will not be sought
by the patient or his friends. If psychiatric treatment can easily be
obtained within the community and if hospital care is not frightening
in its external appearance, then the patient will be more likely to obtain
treatment earlier and be willing to accept long-term supervision and
support if needed.

Although in this document the emphasis is mainly on treatment,
this does not imply that psychiatric services have no preventive function.
Secondary prevention is in any case effected by early treatment and by
continuous observation of the patient. Where this includes adequate
follow-up it will assist in the prevention of relapse. Primary prevention
is becoming an increasingly important task of psychiatric services, as
was pointed out in the Fifth Report of the Expert Committee on Mental
Health. Extensive research on this subject is required, and could be
vartly carried out and sponsored by the Research Institutes mentioned
above. However, it was not considered appropriate to deal more fully
with this important aspect of psychiatric activities within the framework
of this document.

We can now proceed to consider in detail each element in a commu-
nity psychiatric service, which it is suggested should include the follow-
ing: out-patient clinic and early treatment centre, day hospitals, psy-
chiatric hospital, sheltered workshop, after-care home, and working
settlement. It is not proposed that these elements should function as
autonomous units. In fact the concept of continuous observation and
care of the patient makes it necessary to emphasize the organizational
links between these establishments, so that each patient can be provided
as soon as possible with the type of assistance most suited to his needs.
Thus, one patient may be treated in an out-patient clinic and never
have to enter hospital; another may be able to leave the hospital and live
in the community while receiving regular treatment at the clinic. Day
hospitals, again, may be used both before and after care in the psychia-
tric hospital, or may receive patients who never need to enter the full-
time hospital, as is shown, for example, by the experience of Soviet
psychiatry. Sheltered workshops could occupy various categories of
patients in need of work therapy, regardless of whether they are still
in hospital or not.

Such an organization presupposes the keeping of patients’ records
in some central place, which will vary according to local conditions.
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The out-patient clinic may be found to be the most suitable place, since
it is here that the patient would usually be seen by a psychiatrist for the

first time.



PSYCHIATRIC UNITS

OUT-PATIENT CLINIC AND EARLY TREATMENT CENTRE

These two units are taken together-as their functions overlap. The
out-patient clinic is always needed. It is a basic unit for the service
of any area. If, however, the out-patient clinic is far from the mental
hospital, as is likely in sparsely populated countries, then some beds
may be needed at the clinic, which then becomes an in-patient early
treatment centre.

The accommodation needed for diagnosis and early treatment is
simple. It will include an entrance hall with waiting area and a secre-
tary’s office adjoining. It may be mecessary to subdivide the waiting
area by temporary means, yet it should also be suitable for informal
group formation. Two doctors’ consulting rooms and interviewing
rooms for social workers or others should be provided. Treatment
will usually be given in the out-patient clinic and two treatment rooms
will be necessary—one reasonably small and soundproof for such treat-
ment as abreaction or E.C.T., the other large enough to serve for group
therapy, family discussion, or similar functions. It will usually be found
necessary to provide a small area close to the waiting space for light
refreshment. Out-patient clinics in an urban area will not need beds,
but when the out-patient clinic is far from the mental hospital, beds are
probably essential. With the basic team suggested above, a small
in-patient unit of six beds would be possible. If more beds were needed,
an additional nurse for each two beds would be provided.X

On arrival at the clinic the patient should be received by a “hostess”’,
who may also have other functions. She should welcome the patient,
arrange any necessary documentation, see him into the doctor’s office,
and make all further arrangements for his treatment and travel.

The doctor’s consulting room itself needs careful design. The room
should not be too large or it may overawe and frighten the patient.
It should look like a doctor’s consulting room, but without the symbols

! The possibility of establishing separate out-patient facilities for child should be idered
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of surgery or other potentially alarming apparatus. Physical examina-
tion may be carried out, and a couch behind a screen or curtain should
be provided. This is preferable to sending the patient away to another
room and thereby breaking off contact with him. The consulting room
should not have a communicating door to another room, as this suggests
a possible interruption of confidential discussion. It should be reason-
ably soundproof and not be overlooked. '

Fig. 1 shows a simple early treatment centre.

The team may also visit outlying areas. Local accommodation
here would be very simple and could probably be reduced to one room
for the doctor’s interview, within which the patient could be safely kept
while awaiting the visit.

It is important that everyone in the area served, and -particularly
the police, welfare workers, teachers and others, should know the- loca-
tion of the clinic, which should have excellent public transport facilities.

In areas where there is a general hospital, the psychiatric out-patient
clinic unit may form part of the general out-patient department. But
full consideration must be given to psychiatric needs, which should not
be subordinated to the other services in the hospital. In many hospitals
in Europe where psychiatric facilities have been added in recent years,
it will be found that the psychiatric patient has to go to the most inconve-
nient part of the building and is interviewed in very unsuitable accom-
modation. It is batter to provide a new unit within the hospital site
than to adapt a part of the building which may never be satisfactory.
Psychiatric patients should feel that they have the sams status and are
quite as welcome to a treatment unit as any other patient. The unit
will need to call on full diagnostic facilities, and it is an obvious advan-
tage if it is attached to a general hospital where these are available.
In remote areas where this cannot be arranged the possibility of supplying
X-ray apparatus and laboratory facilities should be considered.

In several countries, there is a trend towards the provision of psy-
chiatric wards in general hospitals, and these wards are often used as
early treatment centres. Teaching hospitals also often wish to-include
psychiatric wards. However, from the point of view of the functioning
of thetotal services, such wards present problems. The staff of these
wards should form part of the general psychiatric team, and as far as
possible the ward should take all types of patient. - The unit in a general
hospital must be large enough to justify the provision of effective staffing
and full therapeutic facilities. In particular, the provision of -occupa-
tional therapy in an area separated from the sleeping and feeding -ar-
rangements is essential. )

The presence in a general hospital of a good psychiatric unit which
forms part of an area psychiatric service is valuable. It will diminish
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prejudices concerning mental illness. The psychiatrist is in a position
to benefit from contact with other medical specialists, and he can play
an important part in instructing other doctors in the application of his
specialized knowledge. On the other hand, a bad psychiatric service
runs the risk of aggravating prejudices. A unit consisting merely of
several rooms for disturbed patients, with only episodic supervision by
a psychiatrist and without any means of treatment other than sedation
or electric shock, leads inevitably to the use of restriction and perhaps
locked doors. Such units exist in most countries, offering the doctors
and patients the worst possible picture of psychiatry. The fact that this
psychiatry is often practised under the responsibility of well-qualified
medical specialists adds to the unfair discredit reflected on psychiatry
in general.

It is necessary to point out that psychiatry, like surgery, has its own
technical needs and architectural requirements. The latter, for psy-
chiatry, are so significant that it will usually be preferable to construct
buildings separate from those of the other medical services, although in
close proximity to them. A wing of a hospital, specially designed for
psychiatric use, would seem admirable. Just as the surgical atmosphere
is based on asepsis and manual skills, so the psychiatric atmosphere is
based on freedom from anxiety, and skill in handling human relationships.

The psychiatric service of a general hospital should fulfil the same
needs as the ward in a psychiatric hospital. 1Its size should be such that
it will allow the hospitalization of 20 to 30 patients. If it is necessary
to provide more beds, then two or more units should be built. Each
ward should have its own day-room, and the patients should have use
of more space, by having workshops at a distance from their dormitory
area. Let us repeat—in the same way as good surgery needs good operat-
ing theatres, so good psychiatry needs, among other things, good use
of space and time. The detailed planning for a 30-bed unit will be
described in the section on the psychiatric hospital.

DAY HOSPITAL

Day hospitals have been developed in several countries in recent
years. In principle they provide all the treatment facilities which can
be found in the mental hospital. The patient, however, spends his nights
and weekends at home. It can be seen that this system is particularly
applicable to those patients whose illness makes them unable to work,
but who can otherwise remain safely in their family’s care.

The site of the day hospital should be near the centre of the population
it serves and have full public transport facilities. It can be grouped with
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the out-patient clinic or perhaps with a hostel, but it is preferable that
it be self-contained, even if on the same site as other units. The day
hospital will include a small entrance- and waiting-hall with a recep-
tionist. It will need a records office and a doctors’ and social workers’
office. Treatment areas will include individual rooms for psycho,
therapy or physical treatment, and also larger rooms for group therapy-
occupational therapy, work therapy and physiotherapy. This type of
unit will often prove useful to those with various industrial neuroses
and will probably help in the rehabilitation of physically handicapped
people. All the patients will be fully ambulant, so that they will be able
to make use of a dining-room service and a social club. As with other
treatment units, the patient should be received by one person, and his
initial contacts should take place in a small area with a limited number
of people. Improvement should lead to an increase in the number of
relationships he can form and the provision of larger areas in which he
can develop interests and activities.

We believe that this treatment facility will develop considerably
in the next few years. Our description is brief, as we feel that further
experience is needed before more detailed advice can be given.

PSYCHIATRIC HOSPITAL

Siting , , :
The choice of site is of the first importance. Wherever possible,
the hospital should be close to the community it serves, otherwise it is
extremely difficult to integrate the psychiatric service effectively with
the community. A distant hospital has difficulty in returning patients
to normal life, and contact between patients and their families is re-
stricted. The hospital staff also suffers by isolation from the community.
Hospitals should not be allotted waste or barren sites. Barren surround-
ings prevent the development of a therapeutic environment and cut off
the patients from agricultural work, which is beneficial to many. On
no account should new hospitals be established in an uninhabited area
or sited for economic or political reasons .unrelated to the welfare of
the patients.

The psychiatric hospital in the centre of a large city can have a good
relationship to all the community services.. In practice, it is unlikely
that a good central site would now be found in most cities. Moreover,
there are advantages in having the hospital at the point where city and
countryside meet, provided excellent transport facilities are available.
Most cities are still expanding, and in considering a new hospital site
it may well be possible to place it in an area which will be central for the
residential area of the city when expansion has occurred.
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We must consider arrangements for an area where there is more
than one main centre of population. In sparsely populated areas the
lines of communication will dictate the site of the hospital. In an area
with two main centres of population, which together would normally
justify one hospital, it would be preferable to have a smaller -hospital
closely associated with each. In countries which are developing rapidly,
consideration should be given to the improvements in communication
which may occur in- the future.

Mention should be made of the advantages and disadvantages of
sharing a joint site with a general hospital. The advantages are that
both hospitals can share essential domestic services, and close collabor-
ation between psychiatrists and practitioners of other branches of medi-
cine is an advantage to both. It may also be possible to develop joint
training schemes for the nurses, so that they can easily obtain both medi-
cal and psychiatric experience. One disadvantage of a joint site is the
size of such a “hospital town’”. We:feel that the role of the psychiatric
hospital, depending as it does on close integration with the population
it serves, demands that it should be kept small. A large, self-contained
“hospital city”” runs a risk of becoming detached from the community.
Another disadvantage is that the whole social and architectural character
of a psychiatric hospital is essentially different from that of a general
hospital, and the two may not be easy to marry. Where a joint site is
developed, it will be necessary for the psychiatric hospital to be designed
in its own appropriate architectural form, which will differ from that of
the general hospital. The psychiatric service will of course need to be
autonomous, clinically and administratively.

General planning and overall size

Treatment in a psychiatric hospital should enable the patient to make
use of his abilities to integrate with the environment. As these abilities
are re-established the hospital should favour their development, and
encourage progress by providing varied living conditions; varied both
as to the material environment and as to human relationships. At
first patients need a secure base, an individual room or cubicle, of limited
size, where the arrangement of personal possessions and familiar objects
is allowed. The patient must be encouraged to establish inter-personal
relations, first with small groups, and later with larger ones. The
initial group which is most acceptable is from 4 to 8 people. Later,
integration can occur in groups of 10 to 15 people, and later still in
a group of perhaps up to 30. Therefore, ward units should be divisible
spatially into areas appropriate for such groups and subgroups.

We need further research on the best size of ward groups, but pre-
sent knowledge suggests that it is difficult for a single team of staff to
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observe and treat satisfactorily more than. 30 patients. We therefore
propose that wards should contain between 20 and 30 beds; in the case
of patients requiring particularly close supervision and care, the number
should be less. '

The whole hospital should form a “social field.”” This implies
a size limit which in our opinion would seem to be about 300 patients.
The overall size of a psychiatric hospital can also be considered in terms
of the size of the medico-social group which will runit. We have already
suggested, for reasons derived from group dynamics, that this should not
exceed a dozen or so-doctors. Each doctor should not have in his care
more than 30 patients, with a rate of change of 100 new patients per year.
Thus we might have 10 wards, each containing 30 patients in each hos-
pital, suggesting a 300-bed hospital. Other formulae can, of course,
be found. For example, we could design, with the aim of economy
in construction and running, twin units of 25 beds each, centred in one
building of 50 beds. '

Living quarters for patients

The ward must be such that the patient will feel secure. This feeling
of security is the first prerequisite for the re-establishment of the patient’s
normal relations with his environment. Insecurity engenders anxiety,
which is the cause of much disturbed behaviour. :

- There are two essential and inseparable conditions for the establish-
ment of this atmosphere of security: reassuring living conditions for each
patient, and reassuring working conditions for the staff. If the patient’s
material and social environment corresponds to his residual powers
of adaptation, his anxiety will be kept to a minimum and his patho-
logical reactions will be considerably reduced. - Similarly, the task of
the attendant staff will be lighter, with the result that their attitude to the
patient will promote his material and emotional well-being.

The patient needs to have some privacy, but at the same time he must
not be allowed. to feel isolated.. Private rooms may be needed for
patients who do work and participate in social activities outside the hos-
pital unit and who need each evening to return to their own private corner
in order to offset the effects of the collective life they live during the day.
Certain very anxious patients need to live in a restricted space in order to
increase their sense of security, while other restless or noisy cases must
be isolated to some extent so as not to disturb their companions. We do
not yet know the proportion of single-room accommodation likely to
be needed under the conditions of modern psychiatric care, and research
- on this question is needed. Single rooms should be easily accessible to
the staff, as the patients in them have need of protection and surveillance.
(Single rooms for disturbed patients should be soundproof.)
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FIG. 2. MOTHER AND BABY UNIT FOR A PSYCHIATRIC HOSPITAL
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FIG. 3. BLOCK PLAN FOR A PSYCHIATRIC HOSPITAL OF 280 BEDS
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FIG. 4. SIX-BED ROOMS FOR PSYCHIATRIC PATIENTS
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This drawing illusirates two of many possible arrangements in which furniture,
or screens, are used to subdivide space, and to give some privacy.

It gives greater freedom of arrangement if, as shown here, there are windows on
more than one wall.



FIG. 5. LIVING UNIT FOR A GROUP OF 14 PSYCHIATRIC PATIENTS
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FIG. 6. A 28-BED WARD UNIT FOR PSYCHIATRIC PATIENTS
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FIG. 7. CONVERSION PLAN FOR VAUCLAIRE HOSPITAL, FRANCE
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Most psychotic patients will be best in groups of 4 to 8 cubicles, so
as to reconcile the need for independence with the need for security. A
small group (4 or less) makes for the establishment of good personal
relations, but it is upset whenever one patient is replaced by another,
and it is not possible for any member of the group to have much privacy.
On the other hand, a large group (over 8) while allowing more indepen-
dence, makes isolation too easy. In most cases, groups of 5, 6, or 7 will
be found the best. Rooms with 2 beds are liable to stimulate too strong
emotional reactions. Groups of 3 often lead to ambiguous situations,
any drawing together of 2 of the members making the third feel that he
is rejected. A small dormitory for 6 patients may, therefore, be consid-
ered as particularly recommended.

Itis a good thing to distinguish each cubicle by some different arrange-
ments, some distinctive decoration. Each patient should have a
cupboard, which can be locked, for his exclusive use. Patients are often
given insufficient facilities for the arrangement of their belongings, in the
hope of discouraging the tendency on the part of some to accumulate
innumerable articles. But the urge to accumulate is often a means of
defence against a.feeling of lack of personal belongings.

The central part of the ward should include an office for the phy-
sician, the nurse’s office, an examination room, a treatment room, and a
social area in which all the patients in the ward can meet. A small
kitchen for the preparation of certain dishes, and the service of meals
from the hospital kitchen should also be provided. There should be a
generous provision of lavatories and bathrooms. Patients should not
have to wait in queues to use a la!\/atory or to wash.

The internal architecture of the ward should be such as to assist
patients in orientation, i.e., the available space should not be broken up
into too many zones, and the separate zones should be of simple design.
It will enhance the patient’s sense of security if he is able easily to envisage
the whole area of the ward unit, and for this reason it is preferable that
the overall length of the building should not be more than about 50
metres. :

In most cases, a satisfactory psychological atmosphere, varied
therapeutic occupations, and satisfactory relations with the attendant
staff will be sufficient to alleviate the anxiety which leads to attempts
at escape or suicide. Nevertheless, the behaviour of certain patients

_requires stricter control at certain times. The doors of some single
rooms must be such as to permit easy surveillance. The best method
is to fit them with a normal glazed panel, such as is often seen on domestic
doors. It should be possible to cover the panel by a curtain from either
the inside or the outside. With regard to locks, the best system is that
used in public places where a certain amount of security must be ensured
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(railway trains, hotels, etc.) As a general rule, the patient should him-
self manage the door-closing device, but it should be possible for the
staff to open or make fast a door at any moment by means of a special
key. The essential point is that the system adopted should be simple
and unambiguous. = For example, we now feel that bars at windows
should be prohibited, but they are perhaps more easily borne by the
patient than are devices which deprive him of liberty while offering
him an illusion of liberty. Such systems, seemingly more lenient, merely
impart a feeling that he is being deceived.

Water-closets and wash-basins in_private rooms should be arranged
so that they can be left entirely at the disposal of the patient, or shut off
by a door from his sight. Here again, there must be no ambiguity,
with the resulting frustration, caused by the presence of facilities which
cannot be used. Whereas- patients react against complexity, ambiguity,
and frustration, they w1ll usually readily accept a clearly defined restric-
tion.

Famlharlty with places and persons increases the patient’s sense of
security. In those parts of the hospital which are used for sleeping,
meals and rest, it is important that the architectural environment convey
harmony of proportions and_colours, and that good materials be used.
Natural wood, wool, and leather are acceptable materials in all cultures.
These are materials that people like to touch as well as to see.

Particular care must be taken: to help the patient’s orientation in
time and space. As mentioned above, orientation in space will be faci-
litated by simplicity in the building. To help patients to familiarize
themselves rapidly with the general layout, a plan of the hospital should
be posted in all the wards. Patients need a general plan of the establish-
ment so that they may quickly understand the functions of the various
buildings. - Another plan could show the situation of the hospital in
relation to the area it serves. The means of communication with the
town should be clearly indicated ; the more clearly the patient understands
the communications between the hospital and his home, the more secure
he will feel. (This is another argument in favour of building the hospital
in or very near the town.) .

Orientation in time will be facilitated by having numerous clocks
and calendars, and by the posting of programmes of activities (meal-
times, recreation sessions, etc.) Events.at fixed times, in some cultures
the sound of a familiar bell, in others ritual prayers, or the ritual drinking
of a familiar beverage, are all factors which help to split up the day. In
so far as mealtimes are concerned, it is important, in spite of the pos-
sibility of complicating the work of the general service, to keep to the
times which are usual in the patient’s cultural environment.

The circulation of daily newspapers is also a valuable method of pre-
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serving the patient’s sense of time, as well as keeping him in touch with
the world outside the hospital.

Therapeutic facilities

In different countries, and according to the doctrines held by different
psychiatrists, emphasis is placed either on art therapy, play therapy,
therapeutic work, or industrial or social therapy.

In practice, all methods of employment have their value; they cor-
respond to different levels of function. All have as their objective the
promotion of useful habits and the development of inter-personal
relationships, the restoration of which constitutes the object of all
psychotherapy. These various methods of occupation thus have dif-
ferent therapeutic indications. They are also applicable in different
ways according to the cultural background of the patients. There are,
however, some general principles of universal application. Social adap-
tation develops from the undifferentiated to the differentiated, from the
simple to the complex. This growth implies the development of inte-
gration in space and time. Thus the patient must be given a scale of jobs
going from the simplest activities (expressive) in a restricted and not
differentiated environment, to more complex activities (creative) in an
unrestricted and differentiated environment. For example, in a western
centre with an industrial culture, there must be an extensive range,
going from the most simple means of expression to real craftsmanship
and to activities of an industrial type, through all possible variations.
But, in another milieu, for example in a nomadic culture, these acti-
vities would be inappropriate. As a general rule, in order to make a
choice of therapeutic activity, one must look to local traditions, and it
is probable that the most longstanding traditions are those which cor-
respond to the most primitive mental structures.

It is desirable, for patients suffering a severe functional regression,
to have a small workroom inside the ward itself. At this stage, they
need to stay near the nurse who is caring for them and whom they know
well. They will usually occupy themselves with art therapy, painting,
modeiling, drawing, making of objects in raffia, paper, etc. The num-
ber of patients needing this “‘undifferentiated’’ activity inside the ward
has been estimated under present conditions at 20 9; of the total. A room
for 6 patients and their nurse could thus serve a ward of 30 patients,
and could be one of the day-rooms of the ward. The work done at this
stage does not need any elaborate equipment.

As soon as possible, the patients should be encouraged towards
more differentiated activity. This implies that they must go to work in a
different centre from that in which they eat and sleep. Thus, other
workshops must be provided, outside the ward but not too far away.
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These workshops should be able to take patients from several wards.
In them, the working groups should be bigger—6 to 10 on an average.
The work will involve the use of tools, and of materials which are more
difficult to handle (wood, iron, etc.) At this level, the workshops will
be of fair size. Certain patients will go in teams to work in the open
air at gardening, farming, building, etc. - These teams will need places
for assembling and storing their tools.

Finally, some patients can be employed on work of an industrial
character. ‘Large workshops, common to all the patients of the hospital,
will be designated for work permitting a range of manufactures, destined
either to be used in the hospital or sold. In these workshops, the two
sexes can be intermingled, in so far as the type of work does not exclude
one or the other.! Thus we will need:

" (a) Small workrooms within each ward (without equipme_nt)—'
a corner of the day-room would be used for this.

®) Blgger workrooms for the joint use of several wards (w1th more
or less complicated equipment).

(c) Some central specialized workshops for industrial-type work,
to conform with the size of the hospital, having machines and being
capable of commercial output. These workshops will be mainly for
long-stay patients from the era before active treatment, whom it is not
yet possible to return to the community even with the help of special
centres.

The same principles can be applied to physical activities. They
are aimed at re-education in external relationships on the psychomotor
and psychosensory level. The practice of these pnnmples also promotes
the development of psychosocial functions.

For patients in whom the psychomotor functions are severely inhib-
ited, passive exercises can be used—massage and physiotherapy. In
addition, elementary active exercises (ball games, etc.) should be done in
restricted groups and in an enclosed space of small dimensions. A
small room would suffice for this purpose. Finally, there should be a big
room serving the whole hospital, which can be used as a gymnasium for
dances and other games, and in the grounds a well laid out sports area.

The development of inter-personal relationships needs assemblies of
a passive character (cinema shows, television, talks, etc.) and, more

1 These workshops are particularly useful for the employment of the longer-stay patients who are
at present very numerous in most psychiatric hospitals in Europe and North America, but one must
also guard against their dangers. A long-stay patient who has worked for several years in a workshop
of industrial character inside the hospital will gznierally adapt himself so well to this way of life that all
hope of getting him out may disappear. Indeed, he may be unable to find a better way of life outside
hospital and will therefore have no incentive to leave. For mental invalids, workshops should te
organized on an industrial and commercial plan within the community (sheltered workshop), rather
-than within the hospital. -
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important, activities which permit of the active participation of the
patients and the use of their initiative. The organization of entertain-
ments and games by groups of patients, the preparation of fétes, etc.,
constitute valuable means of “resocialization”. The active participation
of patients in the social life of the hospital by means of committees,
meetings, collaboration with the staff, represents a potent means of
therapy.

It is desirable that some rooms should be placed at the disposal
of the patients, where they can lay out, to their own taste, the furniture
they want. Plenty of scope must be allowed for patients to transform
their material environment. For female patients, it is ordinarily suffi-
cient to let them participate in the interior decoration of their living
rooms. But for men, especially in certain cultures, it would be useful
to let them have the opportunity and the possibility of constructing,
painting, and converting some buildings.

Social centre

The modern approach to psychiatric treatment suggests an impor-
tant change in our general concept of the mental hospital. We now
see it as a therapeutic community where a group of people live under
specially designed conditions. Thus the psychiatric hospital we envisage
is really a collective unit analogous to a village. This village must
provide for the patients, apart from the private lodgings represented
by the wards, the opportunity for a communal life. The social centre
must be situated in a central part of the hospital, and it must be an area
of lasting attraction.

It is here that patients find the hairdresser, the bar, the shop where
they can get sweets, postcards, tobacco, and papers. There should also
be a central restaurant where patients from different wards can come for
meals, if their condition permits. The number of patients attending the
restaurant will depend partly on cultural trends as well as on the patient’s
need for personal care at meal times. The restaurant should be laid out
in such a way as to permit of subdivision into various sizes, and also of
the occasional organization of communal meals on feast days, birth-
days, etc. The kitchen should be adjacent to the restaurant and sepa-
rated from it by a glass partition so that the service is partly visible to
the patients. The emotional significance of food is such that the greatest
care should be taken over the organization of its preparationand distri-
bution.

The social centre should also have a library, lecture rooms, music
rooms, exhibition rooms (work of art, patients’ work, etc.), a debating
room, and a room for parties. It is important to have a place of wor-
ship, in accordance with the religion of the country.



30 A. BAKER, R. L. DAVIES & P. SIVADON

It can be estimated that 809 of the patient population of the hospital
will frequent the social centre. The arrangement of the buildings of
the centre should be such as to form a central square, a sort of forum,
for use as a meeting place, and to promote the formation of relatively
dense groups. (The hospital structure must be functionally capable of
offering the patient equal opportunities of mixing with the crowd and
of retiring into the privacy of his room or his cubicle). The social
centre should also have a place for the secretariat of the patients’ club,
which, in this small society, is a symbol of political activity.

Medical centre

In the psychiatric hospital as we: envisage it, living quarters and
essential areas are designed to form a community not unlike a village.
The medical services needed by the hospital should be housed in a sepa-
rate building or group of buildings—the medical centre. This centre
will include the offices for the doctors, rooms where the medical staff
can carry out various types of treatment, and a sick bay for those patients
who are physically ill. It will also include operating theatres, X-ray
departments, and pathological laboratories; meeting rooms and a library
for the medical staff will also be needed.

Administrative centre

The administrative centre will house the offices for the administra-
tive and clerical staff, board rooms and committee rooms, stores, and
other central services of a non-medical character. It may well adjoin
the medical centre.

Staff housing

As a general prmclple the nursing and medlcal staff should live
outside the hospital, and in the community. Experience has shown,
however, that it is often difficult to obtain staff, and it may sometimes be
necessary to build accommodation if staff is to be obtained. (This is
yet another reason against building isolated - hospitals). Within the
hospital, provision should be made for feeding the staff, for social acti-
vities, and for the night accommodation of doctors on duty. It is
important for the health and morale of medical and other staff that they
should have good dining facilities away from the wards and from the
patients. Table service is to be preferred, and;effective soundproofing
of the dining-room is essential. Close to the dining area, provision
should be made for a social area where staff can sit, gossip, relax, read,
or occupy themselves. It is assumed that the staff will find their major
social opportunities outside the hospital, where they will be able to form
friendships and favourably influence, if they are tramed aright, the
culture of the community around them.
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Specialized units

Mother and baby unmits. There are some particular developments
within the general framework of a mental hospital which should be
considered as a further differentiation of its function. Among these is
a mother-and-baby unit which, although still at a tentative stage, is
being developed in a number of hospitals. Unless specific provision
is made for mother-and-baby units, mothers and their babies will cer-
tainly be separated. It is now generally accepted in most countries,
both by paediatricians and psychiatrists, that a mother and her baby
should be kept together in the interest of the health of both. Many
countries in the Eastern Medilerranean area have set an example in
the arrangements made for a mother to attend hospital with her sick child.

The function of the mother-and-baby unit in the mental hospital is
to maintain the principle mentioned above. There are, however, cer-
tain specific problems of the psychotic patient which require further
discussion. Many of the mothers who are admitted to the mental
hospital will be unable, at first, to look after their child. In fact, their
illness may be partly due to inability to manage the additional respon-
sibility and emotional stresses provided by the infant. It has been shown
that effective treatment of the mother’s psychosis will often necessitate
that the baby is looked after, in the hospital, by a nurse who can gradually
allow the mother to accept full responsibility for it. There can thus
be a gradual adjustment, under guidance, of the mother’s emotional
reaction to her child. Apart from the benefit in the treatment of the
mother, all-are agreed that the child should have one mother for its
early years and not run the risk of moving from relative to relative or
from institution to institution, for the child then returns to a mother
to whom it is not adjusted and who has had no opportunity gradually
to develop the emotional and practical relationship needed.

Nevertheless, some mothers who have had a psychosis may never be
able to give the maternal care necessary for the emotional and physical
development of their child. It is extremely difficult to assess the mother’s
ability to adjust and develop her maternal care unless she is under pro-
longed observation such as a mother-and-baby unit in a hospital can
provide. Fig. 2 gives a plan for such a mother-and-baby unit. Four-
teen patients can be accommodated with their babies in two wards of
6 beds and two single rooms. Each bed will have a cot for the child,
or such provision as is acceptable within the country’s culture. A
nursery is provided for those babies whose mother is temporarily unable
to accept the baby’s care. The unit will have two types of nursing
staff. With a sister-in-charge, who is primarily . concerned with the
mother, one section of the nursing staff will take primary care of the
mothers as patients and the other will care for the babies and instruct
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the mothers in baby care. This divided nursing team is probably
essential, to prevent the mother -from feeling jealous of the care her
child is receiving. It will also lessen the emotional difficulties of the
nursing staff, who otherwise find it difficult not to have emotxonal con-
flicts in caring for both mother and baby.

" The principle of group function and developing relationships will
also hold in this unit. It will have a small area for simple occupa-
tional therapy. Instead of workshops outside the hospital there will be
a domestic training area. Here the mother will have a replica of the
domestic interior appropriate to her culture, in which she can function
as a housewife and receive any training in cooking, hygiene, or family
care that is needed. The mother will, of course, be able to share the full
social facilities provided for the whole hospital, as previously described.

The unit will also provide a room for the reception of visitors. It
is well known that the relationship of the mother to her family, both
to her parents, her husband, her in-laws, and to her siblings, may have
a major influence on her attitude to her child. Therefore, ample. pro-
vision should be made for the reception of relatives and their integra-
tion within treatment groups.

Children’s unit. Children should be treated in thelr own home if
at all possible. Some, however, are so disturbed that this is not possible,
and a few small units for children are needed, as they should on no
account be treatéd in an adult ward. There are a number of approaches
to the problem of psychiatrically ill children, and some differences in
structure may be needed to supply the needs of different schools of
thought, as well as of differing cultures.! We feel however that the
function and design of children’s units require further study, before
any-valid general recommendations can be made.

Geriatric units. In some cultures, the proportion of senile patients
is so high that special provision for them may be necessary.. The general
principles of our basic ward should be observed, but some modification
will help the elderly. As far as possible, the patient should be-able to
keep the same. bed throughout his stay, and arrangements should be
made so that some familiar objects are there to help him orientate him-
self. These objects may be pictures from his home, religious symbols,
or normal furnishings. The ward should be designed so that each bed
area is in some way unique; thus the elderly patient will be able to
recognize his own area with greater ease. Similarly, the lavatories, dining
area, and other major facilities should be easily identified, if necessary
by colouring, lighting, or other aids. There should be a use of subdued
lighting at night (preferably diffused from floor level), as this is known

* It may be found advisable, for instance, to have separate wards for children of school age and
those of pre-school age.
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to reduce confusion and restlessness in the senile. Slippery floors and
movable floor coverings, such as small rugs, should be avoided. A
guiding handrail in some parts of the ward may be an advantage, and
this type of guide can also be used to help the patient find his way out
of the ward into the garden and the other social areas. The elderly
should not be expected to move any great distance to find their social
activities, and wards for each sex should be close together so that they
can share common meeting places.

Old people need the company of younger members of the community,
but not in their own ward, where the tempo of life should be slow. Old
folk tend to get up late and go to bed early. They should be able to
meet younger patients in the social centre where they can share shopping
and other facilities, or watch dancing and similar activities as the elderly
do in all cultures. Old folks’ clubs usually reveal a surprising wealth
of talent in the elderly, and provide them with a social situation in which
they can actively participate.

Only in a few countries can a large proportion of geriatric patients
be found in the mental hospitals. It is not recommended that éxtensive
preparation should be made for geriatric cases in mental hospitals gener-
ally. The elderly patient should be treated in his own home. Home
helps and suitable housing provision for the elderly are preferable to
organizing the mental hospital to cater for the frail senile patient.

Institutions for psychiatric patients with anti-social tendencies

All countries will have some psychiatric patients who have also com-
mitted criminal offences. Those requiring hospital treatment fall into
two broad categories. First there are those who, as a result of mental
illness, have committed an offence and who, whatever their legal status
may be, can be treated within the normal psychiatric framework. Second-
ly, there will be a group whose major symptoms are anti-social acti-
vities; these are often called psychopaths, a term which has come to
denote a seriously anti-social personality. Because of their criminal
record, they may be sentenced to long terms of imprisonment—either
in a penal institution or in a special psychiatric establishment. Up to
the present, the majority of these patients have been offered little more
than long-term supervision and control. This could be changed;
intensive treatment by a combination of psychiatric and social methods,
although requiring much time, has radically changed the prognosis in
these cases. Many of these patients are able to mature slowly, but time
alone is not likely to lead to any material change in their behaviour
without rehabilitative treatment.

It may therefore be necessary for communities to provide places
where such patients can safely be treated for perhaps several years,
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forming useful communities within their institutions and at the same
time being actively prepared for eventual re-integration into the com-
munity. In general, provided the legal demands for security are met,
the units set up for these patients should be developed in the same way
as other mental hospitals. Some sections of the hospital must provide
maximal security, while others should be completely open. It is par-
ticularly important in the management of these institutions that social
and after-care services be managed by persons who are part of the hospi-
tal unit; the need for intensive rehabilitation work and for trial leave and
trial employment under close control means that the siting of these insti-
tutions should be as close as possible to the environments to which the
patients will return. To set up such institutions away from cities is
most undesirable, not only for the reason just mentioned, but because
a close contact and active case-work with families must be maintained,
and because experience has shown that temptation to escape is reduced
to a minimum by active rehabilitation procedures. On the other hand,
the aggravation of the feelings of isolation from the community, caused
by placing such institutions in remote parts, tends to excite counter-
aggression, to increase the lack of responsibility, and to retard the matu-
ration of the patient. - o

Within the institution there must be provision for active employment
of a meaningful kind, and the addition of open farming units is an
advantage. Buildings should take into account the necessity for privacy
and for raising the self-esteem of the patients, and should consequently
have many individual rooms for sleeping. In the design of such buildings
it is important to take steps to avoid the appearance of prison life; where
security is insisted upon in certain parts of the institution, it should be
frankly stated through the building design and not concealed.

Close relations should be maintained between such institutions and
ordinary psychiatric hospitals. '

Institutions for alcoholics and drug addicts

We refrain from discussing here the institutions for alcoholics and
drug addicts which have been set up as separate units in several countries.
One reason is that the prevalence of alcoholism and drug addiction show
such wide variations between countries that it would be difficult to give
generally applicable suggestions for suitable units. Moreover, the
problems of alcoholism and drug addiction are not yet sufficiently clari-
fied to make it possible to approach them without extended comment.

Colonies for the mentally defective and for epilectics

We do not propose to discuss here either of these two types of hos-
pital. We feel there is a need for further consideration of the long-



PSYCHIATRIC SERVICES AND ARCHITECTURE 35

term aims of these colonies and their relationship to the community
and its medical facilities as a whole. In particular, the problem of the
mental defective is too large to be dealt with adequately within the frame-
work of this report.

Epileptic colonies have developed in a number of countries with
apparent advantage. Some psychiatrists however consider such segre-
gation is not beneficial, and that the epileptic can be treated either in
the neurological out-patient department or within the mental hospital.
All are agreed however that the epileptic patient needs full investigation
and assessment, and that some centres to do this are essential.

AFTER-CARE HOMES

The moment of leaving the psychiatric hospital is a critical one for
many patients. Re-adaptation to normal life requires, like any other
adaptation, an atmosphere of security. The patient leaving hospital
is usually uncertain of his capacities and also faces mistrust and lack
of understanding on the part of those around him.

The after-care home provides an area of security within the commu-
nity. It should, therefore, be architecturally entirely independent of
the hospital, and similar to other houses in the town. As far as possible,
it should lose itself in the town, and have no external characteristics
distinguishing it as a treatment or welfare institution. It should look
like a private house, family “pension”’, or small hotel, and it should be
“capable of taking a small number of boarders (about 10 to 30). Ina
large town it is preferable to have a number of centres dispersed here
and there rather than create large establishments.

The more the ex-patient is made to enjoy a feeling of warm security,
the more readily will he face up to the difficulties of life outside the
centre. In order to encourage the establishment of a proper equilibrium
in the personality and to develop individual initiative outside the centre,
the patient must be given the background for such initiative—that is,
a family atmosphere where rules are precise but flexible.

If further improvement in the patient is expected, it is probably
inadvisable to add the workshop to the after-care home. The patient
must be encouraged to work in the outside world, in normal employ-
ment or in a “sheltered’’ workshop independent of the centre. It is
also preferable to have separate centres for the sexes, as normal hetero-
sexual behaviour should develop outside.

An after-care home can do more harm than good if these principles
are not observed. If patients find satisfaction for all their needs in the
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centre, they will be disinclined to develop an autonomous existence
outside it. ,

As the architectural character of the after-care home should be that
of a large private house or small hotel, such buildings can be simply
converted for this purpose. There are some advantages in conversion,
as opposed to new buildings, in that an existing building is already
architecturally part of the local environment. The building should
include a common meeting room and a small dmmg-room (the two can
be combined), individual bedrooms (or, better still, groups of 5-6 cubicles),
sanitary installations, a kitchen, an office for the social staff which can
also be used as an examination room, and a small apartment for the
warden, if possible with a separate entrance from the street. If the centre
is for men, it will be advisable to provide accommodation also for a
male attendant capable of maintaining order during the night.

The type of after-care liome envisaged here would have a steady

“turnover”’ of patients. The duration of stay of each patient would
vary considerably, and depend upon local conditions as well as the
patients’ needs. In general, the more insecure the patient, the longer
his stay will need to be. If a prolonged stay (over a year, for example)
or an indefinite stay is expected, the principle of the home will need to
be different, and will approach those of the working settlements de-
scribed later. '

SHELTERED WORKSHOPS

Every effort must be made to refit patients for normal work. There
are, however, many cases—whether they be dullards, former psychotic
cases, or, more rarely, sufferers from neurosis—where the patient is
found to be temporarily or permanently incapable of working in normal
conditions. Experience has shown that, if special conditions are provided
for them, such persons can do satisfactory work often equivalent to,
if not better than, that of normal persons. It-is for these cases that
specially sheltered workshops of various types must be provided.

The principal theories govermng the orgamzatlon of such workshops
are set out hereunder.

Selection and specialization facilitate output and good work, but
they hamper the development of the personality. On the other hand, a
certain amount of diversity in groups and tasks encourages development
of the personality, but reduces output. For example, mentally deficient
patients adapt themselves more easily to their tasks if the work methods
used are those which have been established on a solid basis of tradition,
whether individual or ancestral. For defective patients, it is necessary,
therefore, to provide the traditional working conditions of their culture.
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Extremely backward persons who are not expected to make progress
toward social adaptation should be grouped together and taught to
specialize in a simple task. . :

On the other hand, if an effort is to be made to obtain better social
adaptation through work, care must be taken to avoid encouraging the
subject to identify himself with persons suffering from the same disa-
bility. While it is true that the grouping together of mental patients,
like the grouping of blind and mutilated persons, reduces their sense of
inferiority, it at the same time prevents development of the compensa-
tory mechanisms which are the favourable counterpart of that sense of
inferiority.

In sheltered workshops the patient will be shown greater understand-
ing of his personality difficulties and greater tolerance of his defects.
His job will be kept for him even if he shows considerable inefficiency
for a time. Many patients require a long period in which to achieve
a good rate of work, and in a normal workshop would be discharged
because of inefficiency before their maximum rate had been achieved.
Sheltered conditions can be provided by insisting, as in England, that a
certain percentage of places are kept in all large concerns for the partly -
disabled. It may also be necessary to provide suitable work which
can be done under the supervision of someone who is part of the psy-
chiatric team, and whose orientation will be towards_ tréatment and
improvement rather than output and wages.

WORKING SETTLEMENTS

We have described a mental hospital of 300 beds with 30-bed wards.
In each ward, with a turnover of 100 new patients a year, the average
duration of stay will be under 4 months, and few patients are likely
to need active treatment for more than a year. With our present resour-

28 we must admit that some patients, particularly those suffering from
schizophrenia, are not likely to recover sufficiently for a normal life
in the community to be possible. They are hampered by personality
defects, eccentricities, or persistent symptoms which are unlikely to be
well tolerated in most civilized cultures.

It is for these patients, the “long-stay schizophrenic population’’
of so many of our mental hospitals, that the working settlement is needed.
Under present conditions, in some countries these patients stay on in the
mental hospital so that over the years many wards become full of them,
and overcrowding, with all its evils, is likely to follow. In the better
hospitals, such patients are occupied on the hospital farms, as ward
workers, and in the hospital departments such as the laundry and kitchen.
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In Europe many hospitals have been able to obtain simple, unskilled
factory work for these patients, and departments can be found occupying
several hundreds in a single hospital. Such work is undoubtedly bene-
ficial and preferable to idleness, but we do not consider that a hospital
should become the home for a large number of unskilled workers not
ne?ding treatment so much as supervision.

. Working settlements should be small, but their size will be partly
. determined by the work available. We envisage units of 20 to 50
patients. In rural areas they will be able to provide labour for farms or
simple traditional rural industries. In towns they should be near fac-
tories where unskilled labour is needed. Arrangements should be made
with local industry to obtain a regular supply of simple manual work
such as light assembly, packaging and similar operations.

Over a period of time some of these patients will improve sufficiently
to be able to go to after-care homes and so into the normal community.
Others, because of relapse, will need further periods of treatment in a
mental hospital. Because of these developments, the working settle-
ments should have regular visits from the psychiatrists who form the
team serving the mental hospital and the whole area. :

It may be argued that these patients cannot work at an economic
level. It should be realized however that, unless usefully employed,
~ they will tend to deteriorate and their chances of recovery become even
less. :
It is therefore necessary, on medical grounds, to consider finding
for long-term schizophrenic patients work of a suitable nature which can
be done with minimal supervision. In some cases the factory may be
able to provide a section of its work, perhaps packing, which can be
done by the patients. In others it may be necessary.-to provide a work-
ing area. In either case the supervisor should be responsible to the.
medical team, of which he is part, and it is likely that only jobs which
can be paid on a piece-work basis will be found suitable.- :

Although occupation is probably the-therapy which has the longest
tradition in the treatment of mental illness, working communities where
both domestic and working life are under full medical supervision stilt
provide opportunities for development. E ,

!



ARCHITECTURE FOR PSYCHIATRIC UNITS

DESIGN PRINCIPLES

The architecture of psychiatric hospitals is being revolutionized
by the changing character of their function. The implications of this
change have not always been recognized even in recent years. It is
most important for architects to appreciate that the environment of
mental health buildings is no longer principally designed for convenience
of supervision and control by a minimum of staff. Our object must
now be to provide an environment designed to help the doctors and
nurses to bring the patients back to health. The hospital staff are trying
to create a therapeutic environment, and hospital architecture must also
be directed to this end, in which it can play a most valuable part.

The environment needed by the patient varies from time to time
during his stay in hospital according to the treatment he is undergoing
and the progress he makes. Sometimes he needs seclusion and privacy,
sometimes he needs to be in a group with other patients. These groups
will vary in size. There will be groups for sleeping in dormitories,
groups for eating and recreation, groups for working, and so on.
Hence the buildings should provide a gradation of spaces, and some
measure of flexibility in the arrangement of space. ]

The general architectural flavour best suited to a mental hospital
requires consideration. Most of our existing buildings are heavily
institutional in character, and very unlike the domestic environment
to which the patient is accustomed. It is therefore often stressed that
we should aim today to make mental health buildings as much like
ordinary domestic architecture as possible. While generally true, this
argument can be pressed too far. A hospital is not a home, and a
building to house 0 people cannot be the same as an ordinary home
designed for a family of 4 or 5. Further, it is not really desirable or
helpful to the patient to dress up the mental hospital to look like some-
thing it is not. It has a social purpose, and the patient will appreciate
a certain sense of purpose in the architecture as well as the comfort
and friendliness of a semi-domestic environment. It is not easy to

— 39 —
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strike the right balance, but a balance is what the architect must keep.
Perhaps the nearest analogy to a psychiatric hospital in size, scale, and
social purpose is a residential college. Such buildings include simple
living quarters, communal rooms such as refectories, meeting rooms,
and so on. A number of separate buildings are needed, grouped to-
gether to form a village, or, in an urban setting, a town precinct. These
buildings house a rather self-contained community—associated for a
purpose—and their architecture must be appropriate to their social
role, intermediate between family houses on one hand and major civic
or national buildings on the other.

As set out elsewhere, the component parts of the mental hospital
are as follows:—

() living quarters for patients;
(b) workshops and other rooms for group therapy;

(c) a social centre comprising dining-room, kitchen, spbrts rooms,
" shops, beauty parlour, hairdresser, library, hall, newspaper office,
social club, secretary’s office, hospital bank;

(d) the medical centre where treatment and diagnosis take place,
with offices for medical superintendent, medical staff, visiting consultants,
etc., and staff common-room, X-ray dept., path. labs., E.E.G. room,
and sick-bay for patients who are physically ill. ’

(e) the administrative building;

Present thinking is strongly in favour of providing these components
in the form of separate buildings, breaking up the hospital and huma-
nizing it in scale. Thus the problem of block planning is closely related
to the planning of a village or small community. It should be approached
as a town-planning rather than as an architectural problem, and the
first task on ‘a given site is to determine transport routes and zoning,
i.e., which areas should be developed for which purpose. ,

As a natural reaction against the very compressed, prison-like
mental hospitals of the past, there has been a‘tendency in recent years to
separate the various buildings on mental hospital sites very widely, and
plans in which all the buildings are dotted round the edge of the site are
common. Such a layout gives a centrifugal character to the hospital
which is not good. - A better approach is to group the buildings so as to
create communities with centres and subcentres at various levels. For
example, two or three ward buildings can be grouped around a joint
building containing workshops, and several such “villages” can then
be grouped about the main social centre which serves them all. Such
an arrangement reflects normal patterns of town and village planning,
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and facilitates the resocialization of the individual patient by giving
him a series of gradually increasing groups to which he may belong.
It also facilitates the development of the hospital in a series of stages,
as each “village’’ forms a self-contained entity.

The architectural disposition of the buildings on the site is of con-
siderable importance. It is possible by placing the buildings in careful
relationship to each other to create a variety of spaces: some large,
some small, some very enclosed, and some open. If this is done imagina-
tively, it can help in re-educating the patient to understand space. The
precise arrangement will vary from country to country and will reflect
local traditions in city and village planning. In general it may be said
that rather closer grouping of buildings than at present customary would
have many positive advantages, both in the character of the hospital
and in economy of construction and operation.

Fig. 3 (block plan for a projected hospital) illustrates the ideas dis-
cussed above. This project is for a hospital of 280 beds, in 10 ward
units of 28 beds each, together with the other necessary buildings. The
site is bordered, on one of its narrower sides, by a public road. The
focal point in the hospital is the social centre. Here are grouped the
refectory, club, meeting rooms, and workshops for the most advanced
and specialized work. The social centre is deliberately placed some
distance from the actual centre of the site, towards the side farthest
from the road. This gives the remoter part of the site additional value,
otherwise any wards or other buildings placed there are felt to be at a
disadvantage. The patients’ living quarters are grouped into three
‘“villages”, each with its own workshop. In each village the buildings
are fairly close together, and surround a small partially enclosed square.
Two of the villages have three wards (i.e., 84 patients), and the third
village has four wards (112 patients). The largest village is placed in
the remote corner of the site, again with the object of preventing this
from becoming a “depressed area”. The staff housing is grouped, as
another village unit, on the edge of the hospital area, and close to the
public road. The hospital presents the patients with a gradual succes-
sion of spaces proceeding from the individual room to the ward buildings,
to the village unit, and eventually to the total hospital. The plan
shown in Fig. 3 is appropriate to a country site in a country of temperate
climate. The same principles could be applied under other circumstances
with somewhat different architectural results. For instance on a re-
stricted urban site, or in a harsh climate, the various buildings might be
brought much closer together, and could be connected if necessary.

Within the individual buildings, complete flexibility permitting all
walls to be moved easily is often advocated. But there are serious
difficulties in providing complete flexibility over the whole of a building.
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If all the walls are made dismantlable, the structure must be a framework
of steel or reinforced concrete, which may be costly and is difficult to
sound-proof. The provision of services—electricity, gas, water, drainage,
etc.—where connexions have to be available in an enormous number
of alternative positions is prohibitively expensive. It is better therefore
that certain walls, limited in number, should be regarded as permanent,
and used to carry necessary services at certain regular points in the plan.
In between these permanent walls it is possible to arrange for fairly large
areas which can be freely divided by the use of mobile partitions, furniture,
screens, or curtains.,

- The need for visual supervision of all patients at all times by the
nurse has disappeared, and only a small proportion of patients is likely
to need continuous supervision. In many cultures the majority of
patients will need privacy for sleeping, washing, etc., and this should
be ensured by the design of the building. Bathrooms and W. ¢.s should
have normal doors without viewing windows, the ordinary hotel provision
for unlocking them from-outside by a special key is all that is necessary
for control. Single rooms for sleeping should have a large glazed
panel in the door, not a peephole, and it should be possible to pull a
blind or shutter across the glass to give full privacy when it is wanted.
Where sleeping accommodation is provided in rooms for 4 or 6 patients,
it is possible to subdivide the space in order to provide cubicles for some
or all of the patients. Each patient should have a cupboard for his
clothes, and shelves for his books and other personal belongings. These
cupboards can be used effectively as mobile screens for subdividing space
in the sleeping areas. With such cupboards and the occasional use of
curtains or screens, it is possible to subdivide a 6-bed room in a very
great variety of ways. Thus the needs of any particular group of
panents can be met effectively. F1g 4 illustrates how this can be done
in a 6-bed room.

The grouping of patients is facilitated if the ward bmldmg is split
into two sections by placing the entrance and -main service rooms in
the centre. If the number of beds in the ward is 28 we then get 14
patients in each half of the ward. - Each 14 can be accommodated in
two single rooms and two 6-bed rooms, the 6-bed rooms being sub-
divided by furniture and curtains as described above (see Fig. 5)..

. Each group of 14 should be provided with its own small day space.
‘A day space and dining space will be needed to serve the whole ward,
for activities in which all the patients join as a group. Each group
of 14 patients should have its own washing and lavatory facilities. A
nurse’s station should be placed as close as possible to the centre of each
14-bed group, preferably in the day space so that the nurse is in the centre
of the life of her group.
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The day spaces require to be divisible into areas of different size
to facilitate the formation of groups in much the same way as the sleeping
areas. In planning day spaces it must be assumed that all the patients
in the unit are likely to be up together and may all be occupying the day
spaces simultaneously. Space is also needed for dining. Probably in
most cultures it will be desirable to separate these areas to some degree
from the day space. In considering the amount of space needed for
eating in the wards, the question of whether or not a central dining
room is provided for the hospital as a whole arises. There are strong
arguments for providing such a central dining room and encouraging
those patients who are able to make the journey from the ward to the
dining room to feed there rather than in the ward. It is cheaper to feed
patients in a central dining room fairly close to the kitchen than it is to
distribute food to the wards: moreover, the food will be better and
hotter when eaten close to the kitchen. Even more important, there is
the advantage to the patient of associating in groups of a larger size
than those of the ward.

It is suggested that the central dining area should be able to feed
a substantial proportion of the patients for the main meal of the day,
while lesser meals might be taken in the ward. It should be possible
for the feeding space in the ward to be enlarged when necessary, perhaps
by extending outwards into the day space.

The provision of treatment rooms is desirable, at the scale of one to
every ward unit. Each treatment room should include facilities for
washing and storing instruments and the possibility of a connexion for
a sterilizer. A ward servery or ward kitchen will be needed for every
ward, as well as a sister’s room, a doctor’s room, and a room for inter-
viewing the relatives of patients, or for other interviews.

Fig. 6 shows a 28-bed unit planned in accordance with the ideas
described above.

For ward patients a larger number of lavatories than often recom-
mended is very advantageous, and pays for itself in saving of nurses’
time. There should not be less than one lavatory to every 6 beds,
easily available to the patients, not far from where they sleep, and not
far from the day spaces.

Baths and washing facilities will vary from country to country, but in
principle something of the order of one bath to 14 patients and one
shower to six patients should be provided. Privacy of sanitary accom-
modation, baths, W.C.s, and washbasins is important, and should be
provided up to the level normally provided in homes in the country
concerned. Communal washrooms should be avoided unless they are
usual in the culture concerned.



