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Abstract: The term ‘hospice’ refers to both a philosophy of end-of-life care and a building type,
dedicated to offering this care. Hospice care strives to offer dignity, personal choice, peace, calm,
and freedom from pain. Hospice care is anchored in space and spatial practices; however this rela-
tion is understudied. It is a rather new building type, for which architects have few historical refer-
ences, post-occupancy evaluations, or direct experiences available. The prospect of replacing a Bel-
gian hospice offered an opportunity for a case study. We aim to understand how the built environ-
ment of a hospice affects experiences of care, and discuss design considerations derived from that.

Our qualitative research approach was based on principles of Grounded Theory and combined ob-
servations with semi-structured interviews with six staff members, six volunteers, three relatives
and eight patients. Our analysis shows that the built environment contributes to hospice care by the
balance it affords between privacy and social interaction, by the discrete ways in which it affords
offering high-level care, and by its human scale and relation to the natural environment. Insights
gained challenge hospice designers to consider how meaningful encounters are often spontaneously
triggered by daily activities; guests’ lifeworld changes in size; a delicate balance is required between
proximity and seclusion; the built environment can support the ethos of staff and volunteers; aspects
of environmental support (e.g. accessibility) are intertwined with aspects of emotional comfort (e.g.
hominess); high-level care can be offered in discrete ways.

Keywords: built environment; case study; environmental design; hospice; palliative care

1. Introduction

The term ‘hospice’ refers primarily to a philosophy of end-of-life care (Milicevic 2002,
McGann 2011). Just like dame Sicely Saunders’ concept of ‘total pain’ (Thoresen, 2003)
includes physical symptoms, mental distress, social and emotional problems (Clark 1999),
person-centered hospice care puts the satisfaction of physical needs on the same level as
spiritual, existential, social and psychological needs (Bokberg et al. 2019). Hospice care is
about offering personal choice and striving to guarantee dignity, peace and calm, and free-
dom from pain (Radbruch & Payne 2010).

Today, the term ‘hospice care’ is sometimes used interchangeably with ‘palliative care’
(Clark and Seymour 1999 in Thoresen, Wyller, Heggen 2011, Radbruch & Payne 2010).
When they are not used interchangeably, these terms can indicate a difference in building
type (e.g. a hospice as free-standing versus a palliative care unit (PCU) in a hospital), or a
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difference in criteria for admission (e.g. limited life-expectancy in hospice care versus not
life-threatening in the short term for palliative care). However, the underlying philosophy
of both hospice and palliative care overlaps considerably (Radbruch & Payne 2010). Actu-
ally, such care can take place at home, in a free-standing hospice, or in a PCU.

Many people dying in institutions have unmet needs concerning communication with
physicians, emotional support, and respectful treatment (Teno et al., 2004)—psychosocial
aspects of care in which hospices are known to excel (Bainbridge et al., 2018). Although
home is considered the preferred place to die (Gomes et al. 2013, Keirse et al. 2009), this
shifts to the hospice for people who have already stayed in a hospice before (Arnold et al.
2013; Gerrard et al., 2011). Caregivers rated the hospice environment highest in a compar-
ative study (above home care, hospitals, and cancer settings) for relief of physical pain and
other symptoms, and for spiritual and emotional support (Bainbridge & Seow, 2018).
These studies indicate that free-standing hospices offer an added value on the care contin-
uum, between home and hospital. Therefore this environment is the focus of our study.

The hospice as a building type is considered rather new, with few historical references
and post-occupancy evaluations available, let alone relevant experiences of architects
(Worpole 2009). There are some design guidelines for hospices (Zadeh et al., 2018;
Verderber, 2014; Moorhouse, 2006; The Irish Hospice Foundation, 2008; Realdania
Fund, 2006), and literature highlights the role of nature, the domestic, home-like, or hu-
man scale aspect, and the duality between privacy and social interaction (Verderber and
Refuerzo 2006, Rasmussen and Edvardsson 2007, Worpole 2009, McGann 2011, Verder-
ber 2014, Zadeh et al. 2018). However, the role of the built environment in experiences of
hospice care is still stated to be understudied (Rasmussen and Edvardsson 2007, Adams
2016, Bellamy et al. 2020). Contributing to understanding this role is the aim of our case
study in a Belgian hospice.

2. Methods

In 2019 Belgium counted 197 palliative care services, including 51 PCU’s, and two
hospices, of which one is free-standing (Arias-Casais et al. 2019). The prospect of replacing
this (for Belgium) unique hospice, created an opportunity for our case study.

The old hospice is based in a former farm, surrounded by greenery (Fig. 1 and 2).
Patients are addressed as ‘guests’, a term that fits the ethos of the hospice team and will
be used throughout this paper. The residential care part (RC) can accommodate eight
guests overnight. The day-care part (DC) welcomes five or six guests per day. These parts
are spread over two buildings, positioned a few meters apart (Fig. 2). The inner side of the
U-shaped building complex has large windows on all sides. Care is offered by staff and
volunteers.

Figure 1. Photo of current hospice; day-care (front) and residential (back) parts.
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Figure 2. Situation plan of the hospice site. Key: 1 Living space DC, 2 Private rooms RC, 3 Office, 4
Kitchen RC, 5 Living room RC, 6 Seating corner RC, 7 Bathroom RC, 8 Utility, 9 Unused barn, 10
“Orangery” (garden shed used for small gatherings); arrow indicates entrance from main road.

As our study aims to uncover possible associations between phenomena from an in-
sider’s perspective, a qualitative research approach based on the principles of Grounded
Theory was considered most appropriate (Lim et al. 2017, Glaser 2006). Rather than start-
ing from preconceived ideas and an explicit hypothesis, we aimed to evolve towards new
insights through data analysis.

Data collection combined observations, in-depth interviews with guests, and focus-
group interviews with staff, volunteers, and relatives (see Table 1). Observations were done
first and they were performed only in the DC (two days). They allowed the researchers to
observe how the building was used and to experience the atmosphere first hand. We con-
sider them mainly as background information for the interviews.

Interviewees were selected by staff, contacted in advance by a contact person in the
hospice, and explained the details of the research. All interviews (see Table 1) were semi-
structured, with an interview guide based on our previous experience (with qualitative re-
search about the built environment in other care contexts), insights from observations,
discussion with staff about data collection, and relevant literature. The guide covered three
parts: one about expectations and first impressions, one about more specific spatial and
social aspects, and one overarching concluding part. In the focus-group interviews, all par-
ticipants were asked first to write down what hospice care means for them, and next to
discuss this.

Observations were documented with field-notes, all interviews were audio-recorded
and transcribed verbatim. Transcripts were analysed in line with the Qualitative Analysis
Guide of Leuven (Dierckx de Casterlé et al. 2012), following an iterative process of coding,
memo-writing and developing concepts and categories. No coding software was used. Rel-
evant themes were identified in the data individually, and compared and combined later
to mitigate possible biases.

Rooted in a reaction against the institutionalization of death, the philosophy of hos-
pice care is exactly about not following principles and guidelines (Ahuja, 2018). Therefore,
we do not conclude with additional guidelines, or a bulleted list of design implications,
intended to “save the reader a trip” to this hospice (Dourish, 2006, pp. 549). Instead, we
conclude with design considerations that connect the different themes and that suggest
“models of thinking” or “ways of approaching” when designing a hospice (Dourish, 2006,
PP- 548 & 549), where possible accompanied with concrete examples for inspiration. The
translation from themes into design considerations results from a collective and creative
process by the research team, which combines insights from literature and the case study,
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but also from prior experience in studying and designing the built environment in care
contexts.

Interview type Participants Day Care Residential Care
Individual interviews Guests 4 7
i ; Care givers 3 3 5
Focus-group interviews
Volunteers
Relatives

Table 1: overview of the interviews; * = two guests were accompanied by a family member; n =
total number of unique participants (some relatives had experience with DC and RC); Date: Janu-
ary — May 2017; Length: from 30 minutes up to 2 hours.

Ethical approval was obtained from the KU Leuven Social and Societal Ethics Com-
mittee. Since all authors have a background in architecture and experience in qualitative
research in care settings, but not in the context of hospice care, we discussed the methods
with staff to adapt them to the sensitive context. For instance, staff advised against observ-
ing in the RC. An information sheet explaining the study was distributed in advance in the
hospice, and staff always orally introduced the researchers to the participants. The re-
searchers gave more explanation about the research and obtained written informed con-
sent.

Since staff selected a limited number of participants, complete data saturation could
not be guaranteed. The quality of the analysis was nevertheless improved by gathering rich
data in a semi-structured way and triangulating these (Fusch & Ness, 2015). The perspec-
tive of guests from both RC and DC was triangulated with that of staff, volunteers, and
relatives and with observations. The interview guides allowed considering experiences at
the hospice from multiple angles and getting a sense of the relative importance of different
spatial aspects.

3. Results

The analysis made clear that the care ethos in the hospice creates an important back-
ground for how care is experienced there. Therefore, we first present how this ethos was
described. With this context in mind, next we present and combine the main themes that
resulted from our analysis: privacy & social interaction, discrete high-level care and nature
and human scale.

3.1. Ethos of Hospice care

Several participants agreed that the hospice ethos is well captured by a quote brought
by a relative: “and there was a place where I found room for me, for everything that I am
more than my disease”.

Staff, volunteers, and family members described the hospice’s philosophy of care as
striving to offer personal choice and guarantee dignity, peace and calm, and freedom from
pain. High-level medical care, as offered in hospitals, was considered as self-evident. The
focus was more on mental, social, and emotional aspects.

Dignity was most clearly translated into the intention to make patients feel ‘human’
again: they are addressed as ‘guests’, there are no uniforms, and humor should be possible.
Personal choice was considered crucial and mentioned mostly in relation to meals, but
also to care and activities.

Guests mentioned they fear medical (e.g., a painful death) and social (e.g., dying
alone) issues. Because of the focus on the dying person, caregivers could risk overlooking
relatives’ well-being. For both guests and relatives, knowing that care (medical, but also
psychosocial) is always nearby helps to find peace and calm. The care team ensures that
there is always someone who has time to sit down and talk or listen, and coffee is always
offered as an implicit invitation for conversation.

3.2. Built environment and hospice care
3.2.1. Privacy & social interaction

The relation between privacy and social interaction is delicate and balance is contin-
uously sought for. In the RC, caregivers focus on facilitating, intensifying and sometimes
mediating interaction between guests and relatives. Staff and volunteers direct people to
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other places when they notice that guest or relative needs a moment alone. This interaction
mainly occurs in the private room.

The other available spaces are perceived ill-suited for meeting. The seating area along
the corridor is small and unattractive, and therefore seldom used. Although relatives often
prefer to stay close to the guest, the living room is positioned rather far away and only
accessible through the kitchen. This results in a lack of good meeting spaces. For example,
a mourning family had to share the living room with a group of volunteers arranging flow-
ers. The volunteers felt uncomfortable, while the family members had difficulty being so
far away from the deceased.

When feeling better, RC guests sometimes long for social contact with peers. Out of
privacy concern, guests seldom visit each other’s room. Yet the small seating area is con-
sidered unpleasant (see above) and the living room too remote, offering RC guests few
places to meet each other.

RC gquest ‘[we meet eachother] where we’re all allowed to smoke [laughs] that’s
in fact the only social contact that remains, because yes, you have to go outside
with a cigarette’

In the DC, the interaction with peers is essential and occurs mainly at the central table,
but a relax chair and bed are nearby.

Volunteer DC: “we have [a guest] who finds it a bit too busy at the table, and
then he stays in the sofa, and others want to take a bit more distance, and they
stay in the bed [...] the degree of social contact one wants, is adjusted within
this small distance’
Caregivers believe that guests would benefit from more secluded spaces, for resting
or to separate guests with different interests. However, the interviewed guests seem to

consider supplementary spaces mainly as needed by others, while they themselves prefer
staying close to the group.

Volunteer DC: 'I think [the guests would] even postpone resting if it had to be in
a separated space. Because then they also miss something, (...) after lunch they
usually go resting, but they're still there, often they do fall asleep but, it gives a

kind of (...) again, peace of mind mainly.’

Spatially, the RC and DC are very close and have windows watching each other. Cur-
tains guarantee privacy in the RC rooms. In both RC and DC caregivers lack a space to
retreat to for privacy or to share difficult experiences.

3.2.2. High-level care in discrete ways

Medical care - The same high-level medical care as in hospitals is offered, but in a less
clinical and more human or homelike atmosphere. An example is the bathroom door (Fig.
3): while the sliding mechanism optimizes accessibility, the materials might be found also
in a house.



6 of 9

Figure 3. Sliding bathroom door.

In an ideal building, caregivers wish for a small space connected to each private room,
to have medical materials right at hand but out of sight. To lift people from their bed or
toilet, they prefer using an extra pair of hands rather than mechanical lifting aids. How-
ever, the dimensions of the bedrooms or bathrooms sometimes do not allow organizing
this smoothly.

Staff RC: “it’s important that it’s not only basic care, but that we can cover it up
[...] constantly consider whether you're not working too clinically’

Other aspects of care - Also aspects related to mental, social and emotional care are
inspired by a homelike atmosphere and supported by spatial cues. At the entrance of the
building, like at home, there is no reception desk. Instead, caregivers leave the office or
kitchen and greet visitors face to face, often guiding them personally to their destination.

Relatives are invited to pick up coffee in the kitchen, as an implicit invite to come in
and talk. It is a very small space and volunteers comment that the unpractical layout makes

people feel as if they are standing in the way. At the same time, it is exactly this small scale
that offers intimacy.

Volunteer RC1: ‘the kitchen is an amazing place [...] we should keep that, a

place people spontaneously come to, and where there’s always someone present’

Volunteer RC3: ‘they almost crawl into the pots and pans, and then the whole
story comes out, because if you make it too big, where also others can sit, I don’t
think they’ll tell their story’

Caregivers notice relatives seeking for ways to ask (often intimate and private) ques-
tions out of the guest’s hearing range, but still within close distance.

Staff RC: ‘[Relatives] want to grasp you, and ask how it’s going, and what we
think, that kind of stuff. So they don’t want to lose sight of us. They really won’t
go make themselves comfortable in the living room.’

3.2.3. Nature & human scale

The building’s small scale results in short distances between spaces, within a space
and between inside and outside. As mentioned, in the DC, table, relax-chairs, and bed are
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close to each other. In the RC, the small size of the kitchen stimulates intimate conversa-
tions. The RC living room was used often when it was close to the private rooms, but no-
ticeably less since it was moved behind the kitchen.

In guests’ appreciation for the hospice environment views outside, light, and nature
are important. Short distances and accessible routes allow guests to easily go outside:
walking by themselves, pushed in a wheelchair, driven around in a golf cart, or wheeled
outside in their bed.

Caregiver: “In a hospital you don’t roll a bed outside you know, in snow and
wind and rain, while here you can, I mean, we can do that, we don’t have a lot of
limits.’

When going outside is not feasible, nature and daylight can be enjoyed through the
window. Guests take pleasure in distraction offered by playing squirrels, tranquility of-
fered by greenery, and warmth of sunlight. Interviewees indicate that nature contributes
to finding peace of mind, and how it is therefore an essential part of the hospice environ-
ment. The small scale affords this relation with nature throughout the building.

Caregiver RC: ‘Everything is on the same level, and that way you immediately
have that nature, everywhere you are, because if we had an extra storey with

some rooms, that would already be totally different.”

4. Discussion

The care ethos experienced in this hospice corresponds to what literature considers a
person-centered approach (Bokberg et al. 2019) and hospice care: offering personal choice
and guaranteeing dignity, peace and calm, and freedom from pain (Radbruch et al. 2010).
This case is unique in its country, but the ethos aligns with what is internationally consid-
ered to be a hospice.

The results provide insight into the role of the built environment in experiences of
care in this hospice. Below we discuss design considerations, connecting the different
themes, that suggest new ways of approaching hospice design.

Existing design guidelines include dedicated places for social encounters, such as liv-
ing rooms or lounge areas (Zadeh et al., 2018; Verderber, 2014). In the case studied, these
are hardly used when too small, unpleasant or difficult to reach. The most meaningful so-
cial interaction occurs when people pick up coffee or food in the kitchen or go for a smoke
on the terrace. A first consideration is therefore to design spaces for daily activities such
that spontaneous and meaningful interactions are stimulated. For example, a counter with
stools in the kitchen could invite to enter without hampering the volunteers at work.

When guests’ medical condition allows, interaction with peers and direct contact with
nature are important. When their condition worsens, priorities shift to privacy, contact
with relatives, and enjoying nature from inside. In the last moments, these priorities nar-
row to the closest relatives and comfort care. These results confirm what is found in liter-
ature: experiences along this spectrum are important (Zadeh et al., 2018; Verderber,
2014). Designers are challenged to consider that needs change over time. For example
sliding doors or curtains make spaces adaptable.

The small scale of the built environment in the case studied creates a high level of
proximity, although the balance with seclusion is delicate. Even when away from the guest,
RC relatives prefer to stay close. Therefor they lack an adjacent space close to the private
room, but secluded from the open space of the corridor. Examples from literature include
private areas and nooks for relatives outside but nearby patient rooms (Zadeh et al., 2018;
Verderber, 2014). In the DC proximity and seclusion are realized within one small space.
Rasmussen & Edvardsson (2007) describe the choice between proximity and seclusion as
part of ‘creating an atmosphere of safety’. Our study shows how this safety can be created
by spaces that offer the choice to retreat while still staying nearby (Annemans et al. 2020).

Research confirms the importance of ethos in the overall hospice experience (Bain-
bridge et al., 2018), our case study demonstrates how the built environment can support
this ethos. Like in other care contexts (Annemans et al. 2012), the absence of a reception
desk contributes to a more human approach. Offering attractive and nearby meeting
spaces in the RC could support caregivers to bring freedom of choice into practice. Alt-
hough such spaces are mentioned in literature and guidelines (Zadeh et al., 2018; Verder-
ber, 2014; Moorhouse, 2006; The Irish Hospice Foundation, 2008; Realdania Fund,
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2006), little attention goes to how this affects (often implicitly) staff’s attitude. The hospice
studied is small-scale, situated in an old farm, and runs into practical limitations and de-
ficiencies. These features contrast with hospitals, and result in proximity and a so-called
‘homelike mess’, allowing to find peace and calm.

Both literature and our results show how in hospice care, the built environment can
offer physical and emotional support: the former by being barrier-free and ergonomic; the
latter by being homelike, being surrounded by nature, and keeping medical equipment out
of sight (Zadeh et al., 2018; Verderber, 2014). Our findings stress how they are often in-
tertwined in design decisions. For example, small-scaleness reduces distances and makes
spaces easier to reach, while benefiting proximity of care (givers) and social support. A
private terrace contributes to guests’ emotional comfort, if it is truly accessible.

Our results show how guests tend to abandon their ideal of ‘dying at home’ in favour
of the hospice, because they fear lacking the medical equipment and care required to avoid
pain and discomfort. Offering high-level care is needed to live up to this wish. Combining
this with a homelike ambience requires constant attention from caregivers and needs to
be reflected in the material environment. ‘Hiding medical equipment’ is also mentioned
by Zadeh et al. (2018), our findings underline that this should not impact the quality of
care. For example, bathrooms should be ergonomic and allow assisting guests with multi-
ple caregivers at once, but consciously chosen materials can avoid a clinical atmosphere.
For designers the challenge is to balance atmosphere and high-level care within each de-
sign decision.

Study limitations & strengths

Our results are based on a single case study, therefore they cannot be generalized.
Since we had little control over who participated, and the number of interviews is limited,
we could not guarantee complete data saturation. Yet, we did include several techniques
to improve the quality of the analysis (see Methods). By combining the perspectives of
multiple stakeholders, including guests themselves, the results provide a nuanced under-
standing of how hospice care is experienced in this specific hospice.

5. Conclusions

We analyzed the role of built environment in how care at a Belgian hospice is experi-
enced by staff, volunteers, relatives, and guests. From the insights gained, literature and
prior experience we derived design considerations that could provide new ways of ap-
proaching hospice design. These insights into experiences and considerations can contrib-
ute to the redesign of the facility at stake, the further development of hospices in Belgium
and, in general, the design of palliative care settings of different types and in different re-
gions. In future research we plan to focus on the new built facility, and compare the expe-
riences before and after.
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