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Architecture and Health Care: a place for sociology 

Daryl Martin, Sarah Nettleton, Christina Buse, Lindsay Prior and Julia Twigg 

 

Abstract 

Sociologists of health and illness have tended to overlook health care architecture and buildings. This 

contrasts with medical geographers who have yielded a body of work on the significance of places and 

spaces in the experience of health and illness. A review of those sociological studies that have studied 

the role of the built environment in the performance of medical practice uncovers an important vein of 

work, worthy of further study. Through the historically situated example of hospital architecture, this 

article seeks to tease out substantive and methodological issues that can inform a distinctive sociology 

of health care architecture.  Contemporary health care buildings manifest design models developed for 

hotels, shopping malls and homes. These design features are congruent with neo-liberal forms of 

subjectivity in which patients are constituted as consumers and responsibilised citizens.  We conclude 

that an adequate sociology of health care architecture necessitates an appreciation of both the 

construction and experience of buildings, exploring the briefs and plans of their designers, and observing 

their everyday uses. Combining approaches and methods from the sociology of health and illness and 

science and technology studies offers potential for a novel research agenda that takes health care 

buildings as its substantive focus.  
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INTRODUCTION 

So we waited in this awful interior space with neon lights and sad people sitting exhausted on 

ƚŚĞƐĞ ĐŚĂŝƌƐ͙ ĂŶĚ ƚŚĞ ŶƵƌƐĞ ƐĂŝĚ͕ ͚CŽƵůĚ ǇŽƵ ĐŽŵĞ ŝŶ͍͛ AŶĚ ƚŚĞŶ ǁĞ ƐĂǁ ƚŚŝƐ ĚŽĐƚŽƌ ĨƌŽm 

EĚŝŶďƵƌŐŚ͕ ĂŶĚ ǁĞ ƐĂŝĚ͕ ͚WĞůů͙ hoǁ ůŽŶŐ ŚĂǀĞ I ŐŽƚ͍͛ AŶĚ ŚĞ ƐĂŝĚ͕ ͚DŽ ǇŽƵ ƌĞĂůůǇ ǁĂŶƚ ƚŽ ŬŶŽǁ͍͛ 
AŶĚ ǁĞ ƐĂŝĚ ͚YĞƐ ǁĞ ƌĞĂůůǇ ǁĂŶƚ ƚŽ ŬŶŽǁ͛͘ AŶĚ ŚĞ ƐĂŝĚ͕ ͚TǁŽ ƚŽ ƚŚƌĞĞ ŵŽŶƚŚƐ͛͘ AŶĚ ǁĞ ƐĂŝĚ͕ 
͚OŚ͙͊͛ AŶĚ ƚŚĞŶ ƚŚĞ ŶƵƌƐĞ ĐĂŵĞ ƵƉ͕ ͚I͛ŵ ǀĞƌǇ ƐŽƌƌǇ ĚĞĂƌ͕ ďƵƚ ǁĞ͛ůů ŚĂǀĞ ƚŽ ŵŽǀĞ ǇŽƵ ŽƵƚ ŝŶƚŽ 
ƚŚĞ ĐŽƌƌŝĚŽƌ͕ ǁĞ ŚĂǀĞ ƐŽ ŵĂŶǇ ƉĞŽƉůĞ ǁĂŝƚŝŶŐ͛͘ “Ž ǁĞ ƐĂƚ ŽŶ ƚŚĞƐĞ ƚǁŽ chairs in the 

[windowless] corridor trying to deal with this business, having two to three months to live. (in 

Jencks 2010: 11) 

The above quotation is an account of the experience of a cancer diagnosis by Maggie Keswick, the 

founder of a series of support centres, initially in the UK and now extending worldwide, which provides 

care for people living with cancer and their families. In addition to its all-too-recognizable suggestion of 

the pinched time allocated for the processing of such information, what stĂŶĚƐ ŽƵƚ ŝŶ KĞƐǁŝĐŬ͛Ɛ ĂĐĐŽƵŶƚ 
is the rendering of the material environment. She wrote subsequently how buildings designed for health 

ĐĂƌĞ ĐĂŶ ŽĨƚĞŶ ǁŽƌŬ ĂŐĂŝŶƐƚ ƚŚĞ ŶĞĞĚƐ ŽĨ ƚŚĞŝƌ ǀŝƐŝƚŽƌƐ͗ ͚OǀĞƌŚĞĂĚ ;ƐŽŵĞƚŝŵĞƐ ĞǀĞŶ ŶĞŽŶͿ ůŝŐŚƚŝŶŐ͕ 
interior spaces with no views out and miserable seating against the walls all contribute to extreme 

ŵĞŶƚĂů ĂŶĚ ƉŚǇƐŝĐĂů ĞŶĞƌǀĂƚŝŽŶ͛ ;KĞƐǁŝĐŬ ϭϵϵϱ͗ ϮϬϵͿ͘ PĂƌĂůůĞůƐ ĂƌĞ ĨŽƵŶĚ ŝŶ MŝůĚƌĞĚ BůĂǆƚĞƌ͛Ɛ ;ϮϬϬϵͿ 
auto-ethnography of a cancer diagnosis, especially around the material environments within which 

ƚƌĞĂƚŵĞŶƚ ƚŽŽŬ ƉůĂĐĞ͘ TŚĞƌĞ ŝƐ Ă ůĂƚĞŶƚ ƐƉĂƚŝĂůŝƚǇ ƚŽ BůĂǆƚĞƌ͛Ɛ ĂŶĂůǇƐŝƐ͕ ĞƐƉĞĐŝĂůůǇ ŝŶ ŚĞƌ ĂĐĐŽƵŶƚ ŽĨ ƚĂŬŝŶŐ 
her body to a range of hospital locations in order to have its different parts appraised by various 

specialists. The diagnosis of cancer is viscerally troubling; it confirms the presence of disease and invokes 

dys-ease (Leder (1990)); a heightened  ĂǁĂƌĞŶĞƐƐ ŽĨ ŽŶĞ͛Ɛ ďŽĚǇ͘ TŚĞ ďŽĚǇ ŝŶ ŚĞĂůƚŚ ĐĂƌĞ ƐĞƚƚŝŶŐƐ 
occupies a complex but somewhat ambivalent position: it is at the centre of everything yet is at the 

ƐĂŵĞ ƚŝŵĞ ŽĚĚůǇ ĚŝƐƉůĂĐĞĚ͕ ĂƐ ŝƐ ĞǀŝĚĞŶƚ ŝŶ BůĂǆƚĞƌ͛Ɛ ƐĞŶƐĞ ŽĨ ĨƌĂĐƚƵƌŝŶŐ ŝŶ ŚĞƌ ƚƌĞĂƚŵĞŶƚ ĂŶĚ ƚŚĞ ůŽƐƐ ŽĨ 
expertise amongst medical staff for making her feel comfortable.  Moreover, dys-ease heightens sensory 

experiences evoked through embodied interaction with the material environment, as is evident in 

KĞƐǁŝĐŬ͛Ɛ ƌĞĐŽůůĞĐƚŝŽŶƐ ŽĨ ƉůĂƐƚŝĐ ƐĞĂƚƐ͕ ĚƵƌĂďůĞ ƐŚŝŶǇ ƐƵƌĨĂĐĞƐ͕ ĂŶĚ ŚĂƌƐŚ ŶĞŽŶ ůŝŐŚƚŝŶŐ͘   

Indeed, there exists a large body of evidence that points to the role of the designed environment in the 

efficacy of care: floor layouts, noise levels, lighting, single rooms, ventilation, exposure to day light, 

ĂĐĐĞƐƐ ƚŽ ͚ŐƌĞĞŶ͛ ĞŶǀŝƌŽŶŵĞŶƚƐ͕ ƉƌŽǆŝŵŝƚǇ ƚŽ ǁŝŶĚŽǁƐ ĂŶĚ ƐŽ ŽŶ ŚĂǀĞ Ăůů ďĞĞŶ ĨŽƵŶĚ ƚŽ ŝŵƉĂĐƚ ƵƉŽŶ 
health outcomes (Ulrich, 1984; Lawson and Phiri 2003; Douglas and Douglas 2005; Daykin et al 2008). 

Curiously however, design and architecture is something to which medical sociologists, and sociologists 

in general, have paid scant attention. Stevens (1998: 12, cited in Jones 2011: 1) suggests that the 

sociological literature on architecture would take little more than a day to review, a claim that Jones 

;ϮϬϭϭͿ ŵĂŝŶƚĂŝŶƐ Ɛƚŝůů ŚŽůĚƐ͘ Iƚ ŝƐ ƐƵƌƉƌŝƐŝŶŐ ƚŚĂƚ ƚŚĞ ͚ƐƉĂƚŝĂů ƚƵƌŶ͛ ǁŝƚŚŝŶ ƐŽĐŝĂů ƐĐŝĞŶĐĞ ;“ŽũĂ͕ ϭϵϴϵ͖ 
Shields, 2013) has not translated into a sustained analysis of the materiality of buildings; all too often, 

the social and political effects of architecture are elided in the analysis of their formal and functional 

qualities (Dovey 2010). Architecture depends on the social contexts within which it is practiced (Till 
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2009); as Hillier and Hanson suggest, architecture ͚ŝƐ ŶŽƚ Ă ͚ƐŽĐŝĂů Ăƌƚ͛ ƐŝŵƉůǇ ďĞĐĂƵƐĞ ďƵŝůĚŝŶŐƐ ĂƌĞ 
important visual symbols of society, but also because, through the ways in which buildings, individually 

and collectively, create and order space, we are able to recognise society: that it exists and has a certain 

ĨŽƌŵ͛ ;ϭϵϴϰ͗ ϮͿ͘ FŽƌ JŽŶĞƐ͕ ƐŽĐŝŽůŽŐŝƐƚƐ ŶĞĞĚ ƚŽ ĐƌĂĨƚ ͚Ă ĐƌŝƚŝĐĂů ĂƉƉƌŽĂĐŚ ƚŽ ƚŚĞ ĐŽŶŶĞĐƚŝŽŶƐ ďĞƚǁĞĞŶ ƚŚĞ 
architectural field, political power, and the construction, maintenance and mobilization of collective 

ŝĚĞŶƚŝƚŝĞƐ͛ ;ϮϬϭϭ͗ ϭͿ͘  HĞ ĨŽĐƵƐĞƐ ŽŶ ůĂŶĚŵĂƌŬ ďƵŝůĚŝŶŐƐ ĚĞƐŝŐŶĞĚ ďǇ ĐĞůĞďƌĂƚĞĚ ĂƌĐŚŝƚĞĐƚƵƌĂů ĨŝƌŵƐ͕ ŐŝǀŝŶŐ 
insight into the play of global power (also see Sklair and Struna 2013). As welcome as this focus is, it 

should not divert us from those buildings that hold and activate meaning in everyday ways.  

FŽƵĐĂƵůƚ͛Ɛ ǁƌŝƚŝŶŐƐ ŽŶ ƐƉĂĐĞ ĂŶĚ ƉůĂĐĞ ƌĞŵŝŶĚ ƵƐ ŽĨ ƚŚŝƐ͘ HŝƐ ͚OĨ ŽƚŚĞƌ ƐƉĂĐĞƐ͛ lecture (1986) offers 

numerous examples of architectural forms that literally emplace mundane embodied practices, giving 

rise to his idea of the heterotopic qualities of hybrid and contested spaces and the multiplicities of 

meaning inscribed onto social spaces (often by marginal groups). Drawing on his notion of heterotopia, 

Street and Coleman ŝĚĞŶƚŝĨǇ ŚŽƐƉŝƚĂůƐ ĂƐ ĐŽŵƉƌŝƐŝŶŐ ͚ůĂǇĞƌĞĚ ƐƉĂĐĞ͛ ǁŚĞƌĞ ͚ĂůƚĞƌŶĂƚŝǀĞ ĂŶĚ ƚƌĂŶƐŐƌĞƐƐŝǀĞ 
ƐŽĐŝĂů ŽƌĚĞƌƐ ĞŵĞƌŐĞ ĂŶĚ ĂƌĞ ĐŽŶƚĞƐƚĞĚ͛, alongside and despite the processes of governance designed 

into the architecture (2012: 5). These layered spaces enfold different temporal registers, where medical 

pasts, presents and futures, as well as previous visions of future care, are made manifest in material 

form. Whilst not advancing an architectural determinism, the built environment is, for Foucault, deeply 

implicaƚĞĚ ŝŶ ƚŚĞ ƉŽǁĞƌ ĚǇŶĂŵŝĐƐ ŽĨ ƐŽĐŝĞƚŝĞƐ ĂŶĚ ƚŚĞŝƌ ĨŽƐƚĞƌŝŶŐ ŽĨ Ă ŐƵŝĚŝŶŐ ͚ƚĞĐŚŶĞ͛ Žƌ ŐŽǀĞƌŶŵĞŶƚĂů 
rationality (1984: 255). This implies that the analysis of building types should be placed by sociologists 

ǁŝƚŚŝŶ Ă ͚ůŽŶŐ ǀŝĞǁ͛ ŽĨ ŚŽǁ ƉĂƌƚŝĐƵůĂƌ ǁĂǇƐ ŽĨ ƚŚŝŶŬing (about citizenship, about familial relations, about 

patienthood) are configured by architectural means.  

The spatial turn and Foucauldian theory is evident in the work of health geographers whose research 

meshes with central concerns in medical sociology. We therefore briefly review this literature, before 

moving on to explore a nascent sociology of architecture and, taking the hospital as an example, 

examine ways in which buildings give concrete expression to ideologies of health and recursively help to 

configure medical knowledge. Cultural geographers have generated insights into the landscapes of 

health care, but we suggest medical sociologists should complement these in order to extend our 

understanding of how the built environment implicates and embeds ideas, ideologies and knowledge of 

health and medicine, and in turn may be consequential for those who use them. To date there is an 

extant literature on the use of buildings but little on the social processes of their production; our focus 

then is on the role that buildings, at all stages of their production, play in the configuration of the 

embodied experience of health and illness. A key finding is that there is a lack of, and need for, 

sociological work on buildings and architecture in the making. Through gathering together these 

literatures we identify substantive and methodological affordances that could be developed within the 

sociology of health and illness
i
.  

 

PLACING HEALTH GEOGRAPHICALLY: THE THERAPEUTIC LANDSCAPE 

Health geographers have explored the therapeutic scope of design, although their focus has been less 

on the materiality of buildings per se than on the salience of space and landscapes. They have examined 
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how health care settings are experienced and negotiated by patients, staff, and visitors (Kearns and 

Gesler 1998; Kearns and Barnett 1999; Williams 2007). Examples include Warin et al͛Ɛ ƐƚƵĚǇ ŽĨ ǁŽŵĞŶ͛Ɛ 
community health centres in Australia as counter-geographies of care to predominant models of 

privatized general practice (2000); FanŶŝŶ͛Ɛ ƐƚƵĚǇ ŽĨ ďŝƌƚŚŝŶŐ ƌŽŽŵƐ ŝŶ U“ ŚŽƐƉŝƚĂůƐ ǁŚŝĐŚ ƐĞƌǀĞ ƚŽ 
ƌĞŝŶĨŽƌĐĞ ƚŚĞ ƉŽƐŝƚŝŽŶ ŽĨ ďŝŽŵĞĚŝĐĂů ĞǆƉĞƌƚŝƐĞ ;ϮϬϬϯͿ͖ KĞĂƌŶƐ ĂŶĚ CŽůůŝŶƐ͛Ɛ ĂŶĂůǇƐŝƐ ŽĨ ŚĞĂůƚŚ ĐĂŵƉƐ ŝŶ 
New Zealand in the social construction of discourses around ideals of healthy childhood (2000); Parr et 

al͛Ɛ ĂƌĐŚŝǀĂů ƌĞƐĞĂƌĐŚ ĂŶĚ ĐŽŶƚĞŵƉŽƌĂƌǇ ŝŶƚĞƌǀŝĞǁƐ ǁŝƚŚ ƚŚŽƐĞ ǁŚŽ ŚĂĚ ĞǆƉĞƌŝĞŶĐĞ ŽĨ Ă ŵĞŶƚĂů ŚĞĂůƚŚ 
ĨĂĐŝůŝƚǇ ŝŶ “ĐŽƚůĂŶĚ ;ϮϬϬϯͿ͕ ĂŶĚ LĂǁƐ͛ ĂĐĐŽƵŶƚ ŽĨ ƚŚĞ ĂƉƉƌŽƉƌŝĂƚŝŽŶ ŽĨ ƉĂƌŬ ƐƉĂĐĞƐ ďǇ Ă ƉƐǇĐŚŝĂƚƌŝĐ ƐĞůĨ-
ŚĞůƉ ŐƌŽƵƉ ;ϮϬϬϵͿ͕  ƐĞƌǀŝŶŐ ĂƐ Ă ͚ƚŚĞƌĂƉĞƵƚŝĐ ůĂŶĚƐĐĂƉĞ͛  ŝŶ ĐŽŶƚƌĂƐƚ ƚŽ ƚŚĞ ĂůŝĞŶĂƚŝŽŶ ƚŚĞ ŐƌŽƵƉ 
experienced within purpose-built facilities.   

The concept therapeutic landscapes captures the physical, social and symbolic dimensions of place, 

ƵŶĚĞƌƐƚŽŽĚ ĂƐ Ă ͚ƉƌŽĚƵĐƚ ŽĨ ƚŚĞ ŚƵŵĂŶ ŵŝŶĚ ĂŶĚ ŵĂƚĞƌŝĂů ĐŝƌĐƵŵƐƚĂŶĐĞƐ͛ ;GĞƐůĞƌ͕ ϭϵϵϮ͗ ϳϰϯͿ͘ TŽ 
facilitate its empirical application Gesler et al ;ϮϬϬϰͿ ĚĞǀŝƐĞĚ Ă ͚ŵĂƚƌŝǆ͛ ĨŽƌ ƚŚĞ ĞǀĂůƵĂƚŝŽŶ ŽĨ ͚ƐŝƚƵĂƚĞĚ 
ŬŶŽǁůĞĚŐĞƐ ĂŶĚ ůŽĐĂů ĐƵůƚƵƌĞƐ͛͘ The concept of therapeutic landscapes has been instructive for those 

unĚĞƌƚĂŬŝŶŐ ĂŶĂůǇƐĞƐ ŽĨ ƐĞƌǀŝĐĞƐ ǁŚĞƌĞ ĚĞƐŝŐŶĞƌƐ͕ ŝŶ ĐŽŶƐƵůƚĂƚŝŽŶ ǁŝƚŚ ƵƐĞƌƐ͕ ŚĂǀĞ ƐŽƵŐŚƚ ƚŽ ͚ďƵŝůĚ ŝŶ͛ 
contemporary models of care settings such as mental health institutions (Wood et al 2012; Curtis et al 

2007), pediatric services (Adams et al 2010) and hospice care (Moore et al 2013). Within this tradition, 

geographers have grounded case studies historically (Andrews and Kearns 2005; Gesler 1993) and within 

their political contexts, as Kearns and Barnett have demonstrated in their discussion of the branding of a 

ŚŝŐŚ ƉƌŽĨŝůĞ ĐŚŝůĚƌĞŶ͛Ɛ ŚŽƐƉŝƚĂů ŝŶ AƵĐŬůĂŶĚ ;ϭϵϵϵͿ͘  

While attending to interpretations of place some researchers have sought to foreground the 

ĐŽŶƚƌŝďƵƚŝŽŶ ŽĨ ĂƌĐŚŝƚĞĐƚƵƌĂů ƐƚƌƵĐƚƵƌĞƐ ŝŶ ƐŽĐŝĂů ƌĞůĂƚŝŽŶƐ͘ GŝůůĞƐƉŝĞ͛Ɛ ;ϮϬϬϮͿ ƐƚƵĚǇ ŽĨ Ă ĨĂŵŝůǇ ƉůĂŶŶing 

clinic demonstrated how it is saturated with signals legitimizing exactly who might use different spaces 

at particular times, with implications for the dynamics of medical encounters. Health care buildings can 

complicate commonplace assumptions shared by health practitioners and patients alike (Rapport et al 

ϮϬϬϳͿ͕ ĂŶ ŽďƐĞƌǀĂƚŝŽŶ ƚŚĂƚ ƌĞƐŽŶĂƚĞƐ ǁŝƚŚ TǁŝŐŐ͛Ɛ ;ϮϬϬϲͿ ƐƚƵĚǇ ŽĨ ƉĂŝĚ ĐĂƌĞ ǁŽƌŬ ƵŶĚĞƌƚĂŬĞŶ ŝŶ 
domestic settings when private space becomes a public work place for a paid carer, and where the 

͚ŚĂďŝƚƵƐ ŽĨ ƚŚĞ ŚŽŵĞ͛ ĂŶĚ ƚŚĞ ͚ůŽŐŝĐ ŽĨ ƐĞƌǀŝĐĞ ĚĞůŝǀĞƌǇ͛ ŐĞŶĞƌĂƚĞ ƚĞŶƐŝŽŶƐ ŝŶ ƌĞůĂƚŝŽŶ ƚŽ ƉŽǁĞƌ ƌĞůĂƚŝŽŶƐ 
between carers and those cared for. Bringing care into the home is a precarious business, and 

conversely transporting the model of the home into institutional care settings creates tensions, as the 

ĂƐƉŝƌĂƚŝŽŶ ƚŽ ŵĂŬĞ ŝŶƐƚŝƚƵƚŝŽŶƐ ͚ŚŽŵĞůǇ͛ ŚĂƐ ŽĨƚĞŶ failed, not least because such intentions failed to 

appreciate the embedded nature of place (Hockey, 1999) and confused the specificities of architectural 

form.  These studies highlight a need for sociologists to be attuned to place as well as space.  

PLACE SENSITIVE SOCIOLOGY  

PƌŝŽƌ ĂƌŐƵĞƐ ĨŽƌ Ă ƐŽĐŝŽůŽŐǇ ŽĨ ƐƉĂĐĞ ŽƵƚǁŝƚŚ ƚŚĞ ͚ĨƌĂŵĞǁŽƌŬ ŽĨ ŵŽĚĞƌŶ ŐĞŽŐƌĂƉŚǇ͛ ;ϭϵϴϴ͗ ϴϲ- 87), and 

GŝĞƌǇŶ ;ϮϬϬϬͿ ĐĂůůƐ ĨŽƌ Ă ĚŝƐƚŝŶĐƚ ͚ƉůĂĐĞ ƐĞŶƐŝƚŝǀĞ ƐŽĐŝŽůŽŐǇ͕͛ ĐĂƵƚŝŽŶŝŶŐ ƐŽĐŝŽůŽŐŝƐƚƐ ƚŽ ĂǀŽŝĚ ůĞƚƚŝŶŐ ͚ƉůĂĐĞ͛ 
ďĞĐŽŵĞ ͚ƐŽŵĞƚŚŝŶŐ ŽĨ ŝŶƚĞƌĞƐƚ ŽŶůǇ ƚŽ ŐĞŽŐƌĂƉŚĞƌƐ͕ ĂƌĐŚŝƚĞĐƚƐ͕ Žƌ ĞŶǀŝƌŽŶŵĞŶƚĂů ŚŝƐƚŽƌŝĂŶƐ͛ ;ϰϲϯͿ͘ PůĂĐĞ 
he argues, is not the same as space; for Gieryn, place becomes space when iƚ ŝƐ ͚ĨŝůůĞĚ ƵƉ ďǇ ƉĞŽƉůĞ͕ 
ƉƌĂĐƚŝĐĞƐ͕ ŽďũĞĐƚƐ ĂŶĚ ƌĞƉƌĞƐĞŶƚĂƚŝŽŶƐ͛ and, ŵŽƌĞŽǀĞƌ͕ ͚ƉůĂĐĞ ŝƐ ŶŽƚ ŵĞƌĞůǇ Ă ƐĞƚƚŝŶŐ Žƌ Ă ďĂĐŬĚƌŽƉ͕ ďƵƚ 
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an agentic player in the game ʹ Ă ĨŽƌĐĞ ǁŝƚŚ ĚĞƚĞĐƚĂďůĞ ĂŶĚ ŝŶĚĞƉĞŶĚĞŶƚ ĞĨĨĞĐƚƐ ŽŶ ƐŽĐŝĂů ůŝĨĞ͛ (2000: 

465, 466). All social ĂĐƚŝǀŝƚǇ ŝƐ ͚ĞŵƉůĂĐĞĚ͛ - ͚ŝƚ ŚĂƉƉĞŶƐ ƐŽŵĞǁŚĞƌĞ ĂŶĚ ŝŶǀŽůǀĞƐ ŵĂƚĞƌŝĂů ƐƚƵĨĨ͛ ;GŝĞƌǇŶ͕ 
2000: 466).  

OĨ ĐŽƵƌƐĞ ͚ŵĂƚĞƌŝĂů ƐƚƵĨĨ͛ ŝƐ ĞǆĂŵŝŶĞĚ ďǇ ŵĞĚŝĐĂů ƐŽĐŝŽůŽŐŝƐƚƐ ĂƐ ĞǀŝĚĞŶĐĞĚ ďǇ ƚŚĞ ƉůĞƚŚŽƌĂ ŽĨ ƐƚƵĚŝĞƐ ŽŶ 

diagnostic and testing technologies, imaging and visualization technologies, e-health and telecare 

(Webster 2007). Some studies examine the salience of spatial and temporal flows within clinical spaces 

in the accomplishment of medical expertise and performance of care, and crucially attend to the 

agential quality of non human technologies (Lehoux et al 2008; MĞƐŵĂŶ ϮϬϬϵͿ͘ ‘ĂǁůŝŶŐƐ͛Ɛ ĚĞƐĐƌŝƉƚŝŽŶ ŽĨ 
how sterility is achieved collectively in the everyday work of an operating theatre unit augments its 

analysis of the role of instruments with their spatial arrangements (1989). Similarly, Fox reveals three 

ĐŽŶĐƵƌƌĞŶƚ ͚ĐŝƌĐƵŝƚƐ ŽĨ ŚǇŐŝĞŶĞ͕͛ ĞŶĂĐƚĞĚ ǁŝƚŚŝŶ ƚŚĞ ŵŽǀĞŵĞŶƚ ŽĨ ƐƚĂĨĨ͕ ƉĂƚŝĞŶƚƐ ĂŶĚ ŵĞĚŝĐĂů ŽďũĞĐƚƐ ĂƐ 
they are enfolded through the surgical theatre as a particular spatial form; here the architecture acts as 

ĐŽŶƚŝŶƵĂů ƉƌŽŵƉƚ͕ ďŝŶĚŝŶŐ ŝƚƐ ǀĂƌŝŽƵƐ ƉĂƌƚŝĐŝƉĂŶƚƐ ŝŶƚŽ Ă ͚ĐŽŶǀĞŶĂŶƚ͛ ŽĨ ĐůŝŶŝĐĂů ƐĂĨĞƚǇ ĂŶĚ ĐĂƌĞ ;ϭϵϵϳ͗ 
656). However, for the most part, although technologies are understood to be embedded within 

organizational contexts and spatio-temporalities are acknowledged, the buildings where health care 

work takes places remain relatively eclipsed in this literature.  

GŝĞƌǇŶ͛Ɛ ;ϮϬϬϮͿ ĂƌƚŝĐůĞ͕ ͚WŚĂƚ ďƵŝůĚŝŶŐƐ ĚŽ͛ Ăƚƚempts to address this void. He provides a route beyond 

the impasse of buildings understood as either constraining structures or only becoming meaningful via 

actors͛ ŝŶƚĞƌƉƌĞƚĂƚŝŽŶƐ͘ HĞ ƉŽŝŶƚƐ ƚŽ ƚŚĞŝƌ ͚ĚŽƵďůĞ ƌĞĂůŝƚǇ͛ ;ϮϬϬϮ͖ ϰϬͿ͖ ƚŚĞǇ ĐŽŶƐƚƌĂŝŶ ĂĐƚŝŽŶ ĂŶĚ ǇĞƚ͕ 
despite their fixed appearance, remain open to interpretation and (re)construction. So, although 

͚ďƵŝůĚŝŶŐƐ ƐƚĂďŝůŝǌĞ ƐŽĐŝĂů ůŝĨĞ͕͛ ƚŚĞǇ ͚ƐƚĂďŝůŝǌĞ imperfectly͛ ;ϯϱͿ͘ TŚƌŽƵŐŚ ĂŶ ĞŵƉŝƌŝĐĂů ĐĂƐĞ ƐƚƵĚǇ ǁŚĞƌĞ ŚĞ 
follows the construction of Biotechnology Building at Cornell University (CBB) he develops a tripartite 

conceptual schema which is instructive. Heterogeneous design highlights the pliability of the CBB during 

the design stages; materials and walls come and go as demanded by stakeholders such as architects, 

engineers, biologists and university representatives. Once built, the CBB is black boxed as the politicking 

ŽĨ ƚŚĞ ĚĞƐŝŐŶ ƉƌŽĐĞƐƐ ŝƐ ƌĞŶĚĞƌĞĚ ŝŶǀŝƐŝďůĞ ĂŶĚ ƚŚĞ ďƵŝůĚŝŶŐ ƐƚĞĞƌƐ ŝƚƐ ƵƐĞƌƐ ŝŶ ǁĂǇƐ ƚŚĞǇ ͚ŚĂƌĚůǇ ŶŽƚŝĐĞ͛ 
(60). With time the CBB is malleable through processes of interpretative flexibility ĂŶĚ ƚŚƵƐ ͚ĚŝƐĐƵƌƐŝǀĞůǇ 
ƌĞŵĂĚĞ͛͘ GŝĞƌǇŶ͛Ɛ ƐƚƵĚǇ ŝs pivotal conceptually and empirically because the focus is on the building itself 

from conception through to its construction, and the study focuses not merely on interpretations of 

space but on the ways in which the building is ceaselessly changing. The building is at once fluid and 

agential; it is not only a repository of meanings but is generative of actions and reactions. As Latour and 

Yaneva argue, the ostensible fixity of buildings when perceived as static objects belie their ceaseless 

movement when ƚŚŽƵŐŚƚ ŽĨ ĂƐ ƉƌŽũĞĐƚƐ ƐƵďũĞĐƚ ƚŽ ƚŚĞ ĐŽŶƚŝŶŐĞŶĐŝĞƐ ŽĨ ĐůŝĞŶƚƐ͛ ĚĞŵĂŶĚƐ͕ ƉůĂŶŶŝŶŐ ŝƐƐƵĞƐ 
and the recalcitrance of building materials and technologies (2008). 

YĂŶĞǀĂ ĂŶĚ GƵǇ͛Ɛ ;ϮϬϬϴͿ ƐƉĞĐŝĂů ŝƐƐƵĞ ŽĨ Science Studies ŽŶ ĂƌĐŚŝƚĞĐƚƵƌĞ ĚĞŵŽŶƐƚƌĂƚĞƐ ƚŚĞ ͚ĂŶĂůǇƚŝcal 

ƉŽƚĞŶƚŝĂů͛ ŽĨ “T“ ĂƉƉƌŽĂĐŚĞƐ ĨŽƌ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŚŽǁ ƐŽĐŝĂů ƌĞůĂƚŝŽŶƐ ĂƌĞ ͚ďƵŝůƚ ŝŶƚŽ͛ ĂƌĐŚŝƚĞĐƚƵƌĞ ƚŚƌŽƵŐŚ 
explorations of the heterogeneous processes and practices involved. For example, Yaneva (2008) 

followed the renovation of a 17
th

 century Viennese ďƵŝůĚŝŶŐ͕ Ă ƉƌŽĐĞƐƐ ƐŚĞ ƌĞĨĞƌƐ ƚŽ ĂƐ ͚ĂƌĐŚŝƚĞĐƚƵƌĞ ŝŶ 
ƚŚĞ ŵĂŬŝŶŐ͛ ;ϭϮͿ͕ ƌĞǀĞĂůŝŶŐ ƚŚŝƐ ƚŽ ďĞ ĂŶ ƵŶƉƌĞĚŝĐƚĂďůĞ ƉƌŽĐĞƐƐ ĐŚĂƌĂĐƚĞƌŝƐĞĚ ďǇ ͚ĚƌŝĨƚƐ͕͛ ͚ƐƵƌƉƌŝƐĞƐ͕͛ 
͚ƌƵƉƚƵƌĞƐ͛ ĂŶĚ ͚ŵŽĚŝĨŝĐĂƚŝŽŶ ŽĨ ĚĞƚĂŝůƐ͛͘  DĞƐŝŐŶ ƉůĂŶƐ ǁĞƌĞ ĂĚũƵƐƚĞĚ ŝŶ ƌĞůĂƚŝŽŶ ƚŽ ŶĞŐŽƚŝĂƚŝŽŶƐ between 
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actors, building restrictions, budgetary constraints and, crucially, the agency of the building itself. It is 

evident that a multiplicity of factors ʹ voices, ideas, materials, knowledge - enters the fray of buildings in 

the making (Yaneva 2009). Although none of the studies in this special issue were of health care 

buildings, there is scope in health settings to examine how beliefs and ideologies enter the work of 

architecture and buildings as they are conceived and constructed ʹ and, in turn, how architectural 

practice helps to perpetuate and co-construct these beliefs, ideologies and the configuration of medical 

objects.  

IŶ ĨĂĐƚ͕ ĨŽƌ ŵĞĚŝĐĂů ƐŽĐŝŽůŽŐŝƐƚƐ͕ GŝĞƌǇŶ͛Ɛ ƐƚƵĚǇ ŽĨ ƚŚĞ CBB ŚŽůĚƐ ĨƵƌƚŚĞƌ ŝŶƚĞƌĞƐƚ͘ Architecturally it gives 

form to a historical juncture whereby the biological sciences were removed from the confines of the 

university hospital, and given a designated place to formalize research networks within commercial 

sectors. Thus the organizational form stabilizes the translational activity of scientific research as 

orientated more towards patents than patients, while disrupting the traditional notions of bench to 

bedside, and so is bound up with other shifting patterns of hospital design itself.  

THE HOSPITAL: AS AN ARCHITECTURAL EXPRESSION OF MEDICAL VALUES AND HEALTH CARE 

PRACTICES 

IŶ ƚŚĞ ͚IŶƚƌŽĚƵĐƚŝŽŶ͛ to his collection, Buildings and Society: essays on the social development of the built 

environment, KŝŶŐ ĂƌŐƵĞƐ ƚŚĂƚ ƚŚĞƌĞ ŝƐ ĂŶ ŝŶƐĞƉĂƌĂďůĞ ͚ƌĞůĂƚŝŽŶƐŚŝƉ ďĞƚǁĞĞŶ ƐŽĐŝĂů ĂŶĚ ĐƵůƚƵƌĂů ĨŽƌŵs on 

ƚŚĞ ŽŶĞ ŚĂŶĚ͕ ĂŶĚ ďƵŝůƚ ĂŶĚ ƐƉĂƚŝĂů ĨŽƌŵƐ ŽŶ ƚŚĞ ŽƚŚĞƌ͛ ;ϭϵϴϬ͗ ϯͿ͘ TŚŝƐ ŝƐ ĂŶ ŽďƐĞƌǀĂƚŝŽŶ ƚŚĂƚ ƉƌŽŵƉƚƐ 
sociological questions:   

͚ǁŚĂƚ ĂƌĞ ƚŚĞ ĐƵůƚƵƌĂů͕ ƐŽĐŝĂů͕ ƐĐŝĞŶƚŝĨŝĐ͕ ǁĞůĨĂƌĞ͕ ƚĞĐŚŶŝĐĂů ĂŶĚ ŽƚŚĞƌ ƉƌĞƐƵƉƉŽƐŝƚŝŽŶƐ ;͚ƚŚĞŽƌŝĞƐ͛Ϳ 
assumed in its layout? What activities does it accommodate? What are the social divisions 

represented both by the building itself and by the organization of its internal space? What is the 

basis of the social categories used and are such categories represented in the spatial 

nomenclature? What are the corresponding rules/regulations governing the use of such spaces, 

ǁŚŽ ĞŶĨŽƌĐĞƐ ƚŚĞŵ ĂŶĚ ŚŽǁ͍ HŽǁ ŝƐ ƚŚĞ ͚ĂƌĐŚŝƚĞĐƚƵƌĂů ƐƚǇůĞ͛ ƚŽ ďĞ ĞǆƉůĂŝŶĞĚ͍ WŚĂƚ ƐǇŵďŽůŝĐ 
aspects are used, from where are they derived and what do they represent? To whose universe 

of meaning do such symbolic aspects refer? (King, 1980: 13) 

Historians of health care architecture have grappled with these questions. The US writers Brandt and 

Sloane (1999), ĨŽƌ ĞǆĂŵƉůĞ͕ ĚĞƚĂŝů ŚŽǁ ŵĞĚŝĐĂů ǀĂůƵĞƐ ͚ĂƌĞ ǁƌŝƚƚĞŶ ŽŶ ƚŚĞ ŚŽƐƉŝƚĂů͛Ɛ ĨĂĐĂĚĞƐ ĂŶĚ ƐƉĂƚŝĂů 
ĂƌƌĂŶŐĞŵĞŶƚƐ͕͛ ƐƵĐŚ ƚŚĂƚ ƚƌĂĐŝŶŐ ŚŝƐƚŽƌŝĐĂů ƉĂƚƚĞƌŶƐ ŽĨ ŚŽƐƉŝƚĂů ĚĞƐŝŐŶ ŽĨĨĞƌƐ ͚ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŶŽƚ ŽŶůǇ ŽĨ 
this particular institution, but also the broader history of medicine, science, and popular culture in the 

twentieth cĞŶƚƵƌǇ͛ ;ϭϵϵϵ͗ ϮϴϭͿ͘ 

A ƌĂƌĞ ĞǆĂŵƉůĞ ǁŝƚŚŝŶ ŵĞĚŝĐĂů ƐŽĐŝŽůŽŐǇ ŝƐ PƌŝŽƌ͛Ɛ ;ϭϵϴϴͿ ƐƚƵĚǇ ŽĨ ŚŽƐƉŝƚĂů ĂƌĐŚŝƚĞĐƚƵƌĞ ŝŶ ƚŚĞ ŶŝŶĞƚĞĞŶƚŚ 
century. As an architectural expression of historically contingent ideas about the causation, treatment 

and management of disease, hospital buildings are more than mere backdrops to medico-social 

relations, but are discourses complicit in the constructions of medical objects and bodies, both patients 

and professionals. BƵŝůĚŝŶŐƐ ĂƌĞ ͚ĂƐ ƐŽůŝĚ Ă ĨŽƌŵ ŽĨ ĚŝƐĐƵƌƐŝǀĞ ĞŶƵŶĐŝĂƚŝŽŶ ĂƐ ĂƌĞ ƚĞǆƚƐ Žƌ ƐƉĞĞĐŚ͛ ;PƌŝŽƌ 
ϭϵϴϴ͗ ϵϮͿ ĂŶĚ ĂƌĐŚŝƚĞĐƚƵƌĂů ƉůĂŶƐ ͚ĂƌĞ ĞƐƐĞŶƚŝĂůůǇ ĂƌĐŚĂĞŽůŽŐŝĐĂů ƌĞĐŽƌĚƐ ǁŚŝĐŚ ĞŶĐĂƉƐƵůĂƚĞ ĂŶĚ ŝŵƉƌŝƐŽŶ 
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ǁŝƚŚŝŶ ƚŚĞŵƐĞůǀĞƐ Ă ŐĞŶĞĂůŽŐǇ ŽĨ ŵĞĚŝĐĂů ŬŶŽǁůĞĚŐĞ͛ ;ϭϵϴϴ͗ ϵϯͿ͘ FŽƌ ĞǆĂŵƉůĞ͕ ƚŚĞ ĐŽŶƐƚƌƵĐƚŝŽŶ ŽĨ ƚŚĞ 
Pavilion hospital in the 19

th
 century (identified by its open corridors, windows to facilitate the flow of air 

and light, and toilets positioned near to exits to allow the expulsion of foul air) emerged alongside 

miasmic theories of disease. Additionally, these designs, and the practices they fostered, recursively 

advanced the professional credibility of three primary groups: doctors, whose understanding of disease 

at that time the plans enshrined;  nurses, whose management of the wards the spatial design facilitated, 

and architects, whose talents for marshaling space to clinical ends were made manifest in these 

buildings (Forty 1980: 80-82). Thus hospitals are implicated in changing patterns of medical practices 

and professional positioning, as much as they are subject to evolving architectural philosophies and 

ďƵŝůĚŝŶŐ ƚĞĐŚŶŝƋƵĞƐ͘ WƌŝƚŝŶŐ ŝŶ Ă ŵŽƌĞ ĐŽŶƚĞŵƉŽƌĂƌǇ ĞƌĂ HƵŐŚĞƐ͛ ŽďƐĞƌǀĂƚŝŽŶƐ ŽĨ Ă ĐĂƐƵĂůƚǇ ǁĂƌĚ 

reveals how particular workplaces and areas make manifest power dynamics within medical practice 

and ƚŚĞ ͚ŝŶĐƌĞĂƐŝŶŐ ĚŝĨĨĞƌĞŶƚŝĂƚŝŽŶ ŽĨ ůŽĐĂůĞƐ ŝŶ ƚŚĞ ŵŽĚĞƌŶ ŚŽƐƉŝƚĂů͛ ;ϭϵϴϴ͗ ϭϲͿ͕ ǁŝƚŚ ƚŚĞ ĂƵƚŚŽƌŝƚǇ ŽĨ 
nurses in A&E making for a more complex composition of power amongst staff groups than might be 

considered in the traditional thesis of professional dominance residing with doctors. These multiple 

processes are entwined as the hospital shifts shapes from Renaissance palatial models through to 

panoptical designs, the pavilion models of the Victorian era and the mega-hospitals of the contemporary 

period (Verderber 2010: 9-43; Prasad, 2008).  

Consequently, the shifting configurations inscribed within hospital plans help us trace the shaping of 

ŵĞĚŝĐĂů ŽďũĞĐƚƐ͘ AƐ BůĂǆƚĞƌ͛Ɛ ;ϮϬϬϵͿ ĞǆƉĞƌŝĞŶĐĞƐ ŽĨ ĨƌĂŐŵĞŶƚĞĚ ĐĂƌĞ ŝŶ ƚŚĞ ŚŽƐƉŝƚĂů ŝŶĚŝĐĂƚĞ͕ ƚŚĞƐĞ 
ŝŶƐƚŝƚƵƚŝŽŶĂů ƐĞƚƚŝŶŐƐ ĂƌĞ ĚĞŵĂƌĐĂƚĞĚ ďǇ ͚ĚŝǀŝƐŝŽŶƐ ŽĨ ƚŚĞ ĂŶĂƚŽŵŝĐĂů ƐǇƐƚĞŵ͛ ;PƌŝŽƌ͕ ϭϵϵϮ͗ ϳϳͿ ĂŶĚ 
categories of patient. For example, from the second half of the 18

th
 century patients began to be 

ĚŝĨĨĞƌĞŶƚŝĂƚĞĚ ďǇ ĂŐĞ͕ ǁŝƚŚ ǇŽƵŶŐĞƌ ƉĂƚŝĞŶƚƐ ƉůĂĐĞĚ ŝŶ Ă ͚ĐŚŝůĚƌĞŶ͛Ɛ ǁĂƌĚ͕͛ ŽǀĞƌƐĞĞŶ ďǇ ƚŚĞ ĚŝƐƚŝŶĐƚ 
speciĂůƚǇ ŽĨ ƉĞĚŝĂƚƌŝĐƐ͕ ĂŶĚ ůĂƚĞƌ ƉůĂĐĞĚ ŝŶ ƐĞƉĂƌĂƚĞ ĐŚŝůĚƌĞŶ͛Ɛ ŚŽƐƉŝƚĂůƐ ;PƌŝŽƌ͕ ϭϵϵϮͿ͘ AƐ ĐŚŝůĚƌĞŶ ǁĞƌĞ 
first demarcated within the general hospital, the insane were placed within a separate architectural 

ƐƉĂĐĞ ĂůƚŽŐĞƚŚĞƌ͘ IŶ ĐŽŶƚƌĂƐƚ ƚŽ ƚŚĞ ͚ǁĂƌĚƐ ĨŽƌ ƚŚĞ ƐŝĐŬ͕͛ ƚŚĞ ŝŶƐĂŶĞ ǁĞƌĞ ƚŽ ďĞ ƉůĂĐĞĚ ǁŝƚŚŝŶ ƚŚĞ ͚ĐĞůůƐ͛ ŽĨ 
the asylum (Prior 1988:103). Here again notions of madness were inscribed in buildings designed as 

ŵĞĐŚĂŶŝƐŵƐ ĨŽƌ ƚŚĞ ĐŽŶƚĂŝŶŵĞŶƚ ĂŶĚ ĐŽŶƚƌŽů ŽĨ ͚ŝŶŵĂƚĞƐ͛͘ AƐ ŝĚĞĂƐ ŽĨ ŵĂĚŶĞƐƐ ŐĂǀĞ ǁĂǇ ƚŽ ŶŽƚŝŽŶƐ ŽĨ 
mental illness, correspondent shifts were found in the design, for example, of the day centre that was 

neither wholly integral to the hospital, nor wholly integral to the community. 

Throughout the 19
th

 century, hospitals as secularized and moralized civic institutions were funded by 

ďĞŶĞĨĂĐƚŽƌƐ ŬĞĞŶ ƚŽ ŝŶǀĞƐƚ ŝŶ Ă ͚ŚĞĂůƚŚǇ͛ ƐŽĐŝĞƚǇ ƚŚƌŽƵŐŚ ƚŚĞ ŝŶĐƵůĐĂƚŝŽŶ ŽĨ ĚŝƐĐŝƉůŝŶĞ ĂƐ ŵƵĐŚ ĂƐ ƚŚƌŽƵŐŚ 
ƚŚĞ ĂƉƉůŝĐĂƚŝŽŶ ŽĨ ͚ŵŽĚĞƌŶ͛ ŵĞĚŝĐŝŶĞ͘ AƐ ƚŚĞǇ ĂĚŵŝƚƚĞĚ ƐŽĐŝĂůůǇ ŵŝǆĞĚ ƉŽƉƵůĂƚŝŽŶƐ͕ ƚŚĞ ĐůĂƐƐŝĨŝĐĂƚŝŽŶ ŽĨ 
patients accordiŶŐ ƚŽ ĞĐŽŶŽŵŝĐ ƉŽƐŝƚŝŽŶ ǁĂƐ ĐŽŶĨŝŐƵƌĞĚ ŝŶ ƐƉĂƚŝĂů ĚĞƐŝŐŶ͗ ͚ƐĞƉĂƌĂƚĞ ǁĂƌĚƐ ŶŽƚ ŽŶůǇ 
ŝƐŽůĂƚĞĚ ƉĂƚŝĞŶƚƐ ĨƌŽŵ ƉŽƐƐŝďůĞ ĐŽŶƚĂŐŝŽŶ͖ ƚŚĞǇ ĂůƐŽ ƐĞƉĂƌĂƚĞĚ ƚŚĞŵ ďǇ ƐŽĐŝĂů ĐůĂƐƐ ĂŶĚ ĞƚŚŶŝĐŝƚǇ͛ ;BƌĂŶĚƚ 
and Sloane, 1999: 285). The generic hospital designs that superseded the Pavilion layout followed more 

ĞǆƉĞĚŝĞŶƚ ŵĞƚŚŽĚƐ ŽĨ ďƵŝůĚŝŶŐ ĂƐ ƚŚĞ ϮϬƚŚ ĐĞŶƚƵƌǇ ƉƌŽŐƌĞƐƐĞĚ͕ ƐƵĐŚ ĂƐ ƚŚĞ ͚ŵĂƚĐŚďŽǆ ŽŶ Ă ŵƵĨĨŝŶ͛ 
model developed in the first decades in the post-ǁĂƌ ƉĞƌŝŽĚ͕ ǁŚĞƌĞ ͚ƚŚĞ ǁĂƌĚ ƚŽǁĞƌ ǁĂƐ ƐĞƚ ŽŶ Ă 
wider, lower block of acĐŽŵŵŽĚĂƚŝŽŶ͛ ĂŶĚ ŵĂǆŝŵŝǌĞĚ ƐƉĂĐĞ ǁŚĞŶ ƵƐĞĚ ǁŝƚŚŝŶ ƚŚĞ ƌĞƐƚƌŝĐƚŝŽŶƐ of urban 

settings (Hughes 2000: 21). Within a British context, the most significant hospital building programme of 

the post-ǁĂƌ ƉĞƌŝŽĚ ǁĂƐ ůĂƌŐĞůǇ ĂĐŚŝĞǀĞĚ ƚŚƌŽƵŐŚ ƚŚĞ ͚NƵĐůĞƵƐ͛ ŵŽĚĞů ŽĨ Ă cruciform shape, housing 
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complete departments over one thousand square metres and up to three storeys, which could be 

reproduced with relative ease throughout a site (Monk 2004: 12-ϭϰͿ͘ TŚŝƐ ĚĞƐŝŐŶ ƚĞŵƉůĂƚĞ ͚ĂĐŚŝĞǀĞĚ 
considerable savings in consultant costƐ͕ ĐĂƉŝƚĂů ĞǆƉĞŶĚŝƚƵƌĞ ĂŶĚ ŶƵŵĞƌŽƵƐ ĐŽƐƚƐ͛ ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ 
starting each specific hospital build in an entirely bespoke way (Monk 2004: 12). In Foucauldian terms, 

this offers a literal rendering of political economy (2008), where the maximum effects of governing 

space are established through the minimum of expenditure: of money and of management. In reading 

the historical trends in hospital design in this way, we do not mean to suggest that these designs 

necessarily resulted in more efficient and ordered populations, of patients and professionals ʹ we agree 

with Street and Coleman (2012) that the hospital remains a space open to differential occupation by 

various groups. Nonetheless, such design templates indicate an aspiration towards embedded logics of 

efficiency still discernible in the props and practices of the contemporary hospital (White et al 2012).  

“ůŽĂŶĞ ĂŶĚ “ůŽĂŶĞ͛Ɛ ;ϮϬϬϯͿ ďŽŽŬ Medicine moves to the Mall captures the shift to the contemporary 

period, wherein commercial imperatives are articulated in prominent ways.  Architectural features of 

the shopping mall, the hotel and the home are imported into hospital design. 

In the explicit desire to obfuscate the architectural boundaries between the resort hotel, the 

shopping mall, and the hospital is a powerful implicit message that medicine is a business, 

medical care is a commodity. This is not a new development, but only recently has it enlisted the 

powerful symbolic logic of architecture. (Sloane and Sloane, 2003: 116) 

This blurring of boundaries is key to understanding this increasingly anti-institutional aesthetic. 

Attempts to replicate the feeling of home through the use of floral wall paper and soft furnishing in 

specialist units seek to address the embodied alienation articulated by patient groups. Similarly the 

hotel model seeks to attend to the comforts of the patient. Retail space - shops and services - are 

available in increasingly diversified hospital lobbies and, similarly, ambulatory services are being 

dispersed throughout community settings͘ IŶ ƚŚĞ U“A ƚŚĞ ƐŽ ĐĂůůĞĚ ͚ĚŽĐ ŝŶ Ă ďŽǆ͛ ʹ a satellite primary 

care stand alone clinic linked to large hospitals but located in commercial spaces ʹ is emblematic of this 

reconfiguration.   

AůƚŚŽƵŐŚ ĚƌĂǁŝŶŐ ŽŶ ĞǆĂŵƉůĞƐ ĨƌŽŵ ƚŚĞ U“͕ “ůŽĂŶĞ ĂŶĚ “ůŽĂŶĞ͛Ɛ ĂŶĂůysis finds empirical support 

elsewhere. In New Zealand, Kearns and Barnett describe the evolving form of accident and medical 

clinics blending seamlessly into the consumer landscapes of Auckland, and presenting similar advertising 

strategies as a form of communication to their users or, more saliently, customers (1997). The 

development of medical environments in which the mall aesthetic and market transactions dominate 

ƌĞƐƵůƚƐ ŝŶ ͚ĐŽŶƚƌŝǀĞĚ ŵŝůŝĞƵ ŝŶ ǁŚŝĐŚ ƚŚĞ form appears to rival the function in importancĞ͕͛ ĂŶĚ͕ ŝŶĚĞĞĚ͕ 
ŵŝŐŚƚ ĞǀĞŶ ĂĐƚ ƚŽ ͚ĞƐƐĞŶƚŝĂůůǇ ŵǇƐƚŝĨǇ ƚŚĞ ƉƌŽĐĞƐƐĞƐ ŽĨ ĐĂƌĞ͕ ĐƵƌĞ ĂŶĚ ŚĞĂůŝŶŐ͛ ;ϭϵϵϳ͗ ϭϳϴ-9). In the UK, 

DŽƵŐůĂƐ ĂŶĚ DŽƵŐůĂƐ͛Ɛ ƌĞƐĞĂƌĐŚ ŝŶƚŽ ŚŽƐƉŝƚĂů ŝŶƚĞƌŝŽƌƐ ŝĚĞŶƚŝĨǇ ƚŚĞ ƉƌŽŵŝŶĞŶĐĞ ŽĨ ĐĂĨĞƐ ĂŶĚ ƐŚŽƉƉŝŶŐ 
malls, but report that patients found these foster feelings of normality in the midst of their recovery 

(2005: 268). This enmeshment of hospital, home, hotel and mall forms goes further, with Fottler et al͛Ɛ 
research indicating that the benchmarking of hospital environments is increasingly based on 

comparators from the hospitality industry (2000). Their research offers a four step protocol for 

ĚĞƐŝŐŶŝŶŐ ƚŚĞ ͚ŚĞĂůƚŚƐĐĂƉĞ͛ ĂŶĚ ĐƌĞĂƚŝŶŐ ƚŚĞ ͚ŚĞĂůŝŶŐ ĞŶǀŝƌŽŶŵĞŶƚ͕͛ ĨŽƌ ĞǆĂŵƉůĞ ƚŚƌŽƵŐŚ ƚŚĞ ͚ĐůĞĂŶ 
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ƵŶŝĨŽƌŵƐ ĂŶĚ ƉƌŽƉĞƌ ŐƌŽŽŵŝŶŐ͛ ŽĨ ƐƚĂĨĨ ;ϮϬϬϬ͗ ϭϬ2), and reflects an aspiration, at least in advanced 

economies, to commission new hospitals built in styles that do not resemble previous forms of hospital 

ĚĞƐŝŐŶ͘ BƌŽŵůĞǇ͛Ɛ ;ϮϬϭϮͿ ĞǆƉůŽƌĂƚŝŽŶ ŝŶƚŽ ĂƌĐŚŝƚĞĐƚƐ͛ and planners͛ operationalization of person 

cenƚƌĞĚŶĞƐƐ ŝŶ ŚŽƐƉŝƚĂů ĚĞƐŝŐŶ ŝŶ ƚŚĞ U“͕ ƌĞǀĞĂůƐ ŚŽǁ ƚŚĞǇ ƐŽƵŐŚƚ ƚŽ ĐƌĞĂƚĞ ĂŶ ͚ŝŵƉƌĞƐƐŝǀĞ ƉƌĞƐƚŝŐŝŽƵƐ 
ďƵŝůĚŝŶŐ͛ ŽŶ Ă ͚ŚƵŵĂŶ ƐĐĂůĞ͛ ƚŽ ͚ƉƌŽũĞĐƚ ŚŽƉĞ͕ ŚĞĂůŝŶŐ ĂŶĚ ŚƵŵĂŶ-ŶĞƐƐ͛ ;ϭϬϲϬͿ͘ DĞƐŝŐŶ ĨĞĂƚƵƌĞƐ ŝŶĐůƵĚĞ 
͚ĂŵƉůĞ ƐƉĂĐĞ͕ ŚŽŵĞůǇ ĞŶǀŝƌŽŶŵĞŶƚƐ͕ ĂŶĚ ŚŽƚĞů-like serǀŝĐĞƐ͛ ;ϭϬϱϳͿ͘ OŶĞ ƉĂƌƚŝĐŝƉĂŶƚ ĐŽŵŵĞŶƚĞĚ͕ ͚ƚŚĞ 
ďĞĂƵƚǇ ŽĨ ƚŚĞ ĂƌĐŚŝƚĞĐƚƵƌĞ ŝƐ͕ ƚŚĞƌĞ͛Ɛ ŶŽƚŚŝŶŐ ͞ŚŽƐƉŝƚĂů͟ ĂďŽƵƚ ŝƚ͛͘ A ƐŽĐŝŽůŽŐŝĐĂů ƌĞĂĚŝŶŐ ŽĨ ƚŚĞƐĞ 
developments might point to their congruence shift with neo-liberal modes of subjectivity in which the 

patient is reconstituted rhetorically as a consumer, an identity which works alongside that of a 

responsibilised citizen within health care systems (White et al 2012; also Rose 2007). The hospital as a 

hotel and/or home is less a site of common citizenship enfolded through the collectivised welfare state, 

than a heterogeneous and increasingly privatized arena of hybridised sites orientated towards 

consumption. Within broader neo-liberal contexts, readymade models of care could be found not in the 

hospital or carĞ ƐĞƚƚŝŶŐƐ ƚŚĞŵƐĞůǀĞƐ ďƵƚ ŝŶ ŽƚŚĞƌ ĐŽŶƚĞŵƉŽƌĂƌǇ ŵŽĚĞƐ ŽĨ ƐƉĂĐĞ ĂŶĚ ͚ŚŽƐƉŝƚĂůŝƚǇ͛ ƚŚĂƚ 
privilege customer care within a range of commercial sectors (Prasad 2008). 

Thus far, we have seen how histories of the European and North American hospital form move away 

from religious origins to the civic institutions of the 18
th

 and 19
th

 centuries, to the hygienic and economic 

ŶŽƌŵƐ ŵĂĚĞ ŵĂŶŝĨĞƐƚ ŝŶ ůĂƚĞƌ ƐƚǇůĞƐ͕ ďĞĨŽƌĞ ƌĞĂĐŚŝŶŐ ƚŚĞ ĐŽŶƚĞŵƉŽƌĂƌǇ ƉĞƌŝŽĚ͛Ɛ ďŽƌƌŽǁŝŶŐ ĨƌŽŵ ŽƚŚĞƌ 
architectural models such as the home, the airport, the hotel and the shopping mall (Gesler et al 2004; 

Heathcote 2010). Throughout, the hospital retains a status as a moralizing space in addition to its role as 

the technological locus of biomedical knowledge. Yet this should not imply that all hospitals enact 

biomedical norms in predictable and generic ways;  as van der Geest and Finkler observe, the hospital 

ƚĂŬĞƐ ŽŶ ͚ĚŝĨĨĞƌĞŶƚ ĨŽƌŵƐ ŝŶ ĚŝĨĨĞƌĞŶƚ ĐƵůƚƵƌĞƐ ĂŶĚ ƐŽĐŝĞƚŝĞƐ͕͛ ŝŶ ŝƚƐ ƌŽůĞ ĂƐ ͚Ă ĚŽŵĂŝŶ ǁŚĞƌĞ ƚŚĞ ĐŽƌĞ 
ǀĂůƵĞƐ ŽĨ Ă ĐƵůƚƵƌĞ ĐŽŵĞ ŝŶƚŽ ǀŝĞǁ͛ ;Ϯ004: 1995). Within a Western context, the importation of the 

design models of the hotel and the home are consonant with wider societal narratives aiming, quite 

explicitly, to adjust the feeling of the hospital to counter the logic of scientific rationality as set against 

personalized experience.  

Thus the attuned awareness of the person, understood holistically rather than a fragmented collection 

of failing body parts (Blaxter 2009) is consistent with the hospitĂů͛Ɛ ŚĞƚĞƌŽƚŽƉŝĐ ƋƵĂůŝƚǇ ;“ƚƌĞĞƚ ĂŶĚ 
Coleman 2ϬϭϮͿ ĂŶĚ “T“ ĂŶĂůǇƐĞƐ ƐƵĐŚ ĂƐ MŽů͛Ɛ ;ϮϬϬϮͿ ĂĐĐŽƵŶƚ ŽĨ ŵƵůƚŝƉůĞ ďŽĚŝĞƐ͕ ŵƵůƚŝƉůǇ ĞŶĂĐƚĞĚ ŝŶ 
ŵƵůƚŝƉůĞ ƐƉĂĐĞƐ͘ BƵƚ ĞǀĞŶ ŚĞƌĞ͕ ŝŶ ƚŚĞƐĞ ƐƚƵĚŝĞƐ ďƵŝůĚŝŶŐƐ ĂƌĞ ͚ƐĞƚƚŝŶŐƐ͖͛ ďĂĐŬĚƌŽƉƐ ƚŚĂƚ ĂƌĞ ƐŝůĞŶƚ ŝŶ ƚŚĞ 
analysis as attention is given to the technologies deployed within populated spaces.  But buildings, as 

GŝĞƌǇŶ ;ϮϬϬϮͿ ƌĞŵŝŶĚƐ ƵƐ͕ ĂƌĞ ͚ƚĞĐŚŶŽůŽŐŝĐĂů ĂƌƚŝĨĂĐƚƐ͛ like ͚any other machine or tool, are 

ƐŝŵƵůƚĂŶĞŽƵƐůǇ ƚŚĞ ĐŽŶƐĞƋƵĞŶĐĞ ĂŶĚ ƐƚƌƵĐƚƵƌĂů ĐĂƵƐĞ ŽĨ ƐŽĐŝĂů ƉƌĂĐƚŝĐĞƐ͛ ;ϰϭͿ͘ IŶ ƚŚĞ ĐŽŶƚĞǆƚ ŽĨ ŚĞĂůƚŚ͕ 
AƌŵƐƚƌŽŶŐ͛Ɛ (1985) analysis of general practice throughout the twentieth century is salient. Changes to 

their professional craft were enacted through the different spaces in which doctors practiced; from 

rooms within gĞŶĞƌĂů ƉƌĂĐƚŝƚŝŽŶĞƌ͛Ɛ ŽǁŶ homes to health centres ǁŚĞƌĞŝŶ ͚Ă ŶĞǁ ĂŶĂůǇƐŝƐ ŽĨ ŝůůŶĞƐƐ 
ďĞĐĂŵĞ ƉŽƐƐŝďůĞ͕͛ ƚŚƌŽƵŐŚ ǁŚŝĐŚ ƚŚĞ ƉĂƚŝĞŶƚ͛Ɛ ďŽĚǇ ĂŶĚ ŝůůŶĞƐƐ ďĞĐĂŵĞ ŝŶĐƌĞĂƐŝŶŐůǇ ĨƌĂŐŵĞŶƚĞĚ ĂŶĚ 
subject to the expertise of different specialists (1985: 660). 

TOWARDS A SOCIOLOGY OF HEALTH CARE ARCHITECURE: AGENDAS AND METHODS 
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Earlier in this essay we cited King (1980) who identified a series of questions that relate to the study of 

buildings. Although nearly 35 years ago it is evident that these questions, certainly in relation to health 

care settings, still warrant attention. Methodological developments arising from the integration of 

medical sociology and STS afford analytical approaches that are useful for addressing questions that 

speak to the analysis of buildings through all stages of their trajectory. Questions such as: How are ideas 

about health, welfare, and clinical care realised in building design and construction? What forms of 

interpersonal interactions, medical encounters and socio-technical practices do buildings 

accommodate? In their eventual uses, what forms of social classification and division do buildings help 

to enact? And how do these processes intersect at various times throughout the life-course of a 

building, in its making and re-making?   

To complement historical analyses that demonstrate how architecture materially manifests ideologies of 

health we need to shift the lens of enquiry and open the black box between the expectations of those 

who commission buildings and that which gets built. This requires that we examine architectural 

practices as they occur. To complement evaluations of buildings in use we should join the dots back to 

these buildings in their nascent and half-constructed states and ask: How are buildings conceived, 

designed and produced? What are the means by which architects and their collaborators (e.g. builders, 

developers, NHS and care trusts, charities, and regulators) translate and negotiate ideas of health, 

wellbeing? How are architectural briefs prepared by those who commission health care buildings and 

how are they subsequently implemented?  

If we acknowledge architects as professionals who play a role within the design and provision of health 

care, we can also ask: How do they configure users of health places, be they staff, patients, clients, 

visitors and so on?  What types of health related knowledge are sourced and from where? Architectural 

scholars, such as Pallasmaa (2011), offer us a view of architectural work that articulates the varieties of 

embodied, existential, intuitive and instrumental knowledge and skills deployed in practice; recent 

research on the working practices of other actors engaged in different parts of the construction 

industries has done much the same (Pink et al 2013). To date medical sociologists have barely engaged 

with this literature. There are however resonances with research on the work of other health 

professions (Prior and Annandale 2005; Nettleton et al 2008) and so an exploration of the work of 

health care architects seems fitting.  

Recent writings by Ingold and Pink are instructive. Ingold calls for studies of architecture in the making 

ďĞĐĂƵƐĞ ĞǆŝƐƚŝŶŐ ƌĞƐĞĂƌĐŚ ŝƐ ͚ĂůŵŽƐƚ ŶŽŶ-ĞǆŝƐƚĞŶƚ͛ ;ϮϬϭϯ͗ ϭϬͿ͘ TŚĞƌĞ ŝƐ ŵĞƌŝƚ ŝŶ ƵŶĚĞƌƚĂŬŝŶŐ ǁŚĂƚ ŚĞ 
ƌĞĨĞƌƐ ƚŽ ĂƐ ƌĞƐĞĂƌĐŚ ͚ǁŝƚŚ ĂƌĐŚŝƚĞĐƚƵƌĞ͛ ƌĂƚŚĞƌ ƚŚĂŶ ƐŝŵƉůǇ ĚŽŝŶŐ Ă ƐƚƵĚǇ ͚ŽĨ ĂƌĐŚŝƚĞĐƚƵƌĞ͛͘ AƌĐŚŝƚĞĐƚƵƌĞ ŝs 

͚ŶŽƚ ƐŽ ŵƵĐŚ about as by means of ďƵŝůĚŝŶŐƐ͛ ;IŶŐŽůĚ ϮϬϭϯ͗ ϭϬ ĞŵƉŚĂƐŝƐ ŝŶ ŽƌŝŐŝŶĂůͿ͘ IŶŐŽůĚ͛Ɛ ĂƉƉƌŽĂĐŚ 
ĐŚŝŵĞƐ ǁŝƚŚ PŝŶŬ͛Ɛ ;ϮϬϬϵͿ ͚ĞƚŚŶŽŐƌĂƉŚŝĐ ƉƌĂĐƚŝĐĞ͛ ŽƌŝĞŶƚĂƚŝŽŶ ǁŚŝĐŚ ƵƌŐĞƐ ƌĞƐĞĂƌĐŚĞƌƐ ƚŽ ŶŽƚ ŽŶůǇ 
ƉƌŽĚƵĐĞ ͚ƚŚŝĐŬ ĚĞƐĐƌŝƉƚŝŽŶ͛ ďƵƚ ĂůƐŽ ǁŽƌŬ ĐŽůůĂďŽƌĂƚŝvely with study participants to co-produce 

knowledge. It is a methodological approach used in recent studies on building construction to make 

ǀŝƐŝďůĞ ƚŚĞ ͚ƐƉĂĐĞƐ ĂŶĚ ƉƌĂĐƚŝĐĞƐ ŽĨ ǁŽƌŬ ƚŚĂƚ ĂƌĞ ŽƚŚĞƌǁŝƐĞ ŚŝĚĚĞŶ͛ ;LǇŽŶ͕ ϮϬϭϯ͗ ϮϰͿ͘  TŚŝƐ ͚ĐŽƉƌŽĚƵĐƚŝŽŶ 
researcŚ͕͛ ͚ǁŚĞƌĞ ƌĞƐĞĂƌĐŚĞƌƐ ĂŶĚ ƉƌĂĐƚŝƚŝŽŶĞƌƐ ŐĞŶĞƌĂƚĞ ŶĞǁ ŬŶŽǁůĞĚŐĞ ƚŽŐĞƚŚĞƌ͛ ;PŝŶŬ et al 2013: 3), 

ĚƌĂǁƐ ƚŽŐĞƚŚĞƌ ƚŚĞ ĚŝĨĨĞƌĞŶƚ ͚ǁĂǇƐ ŽĨ ŬŶŽǁŝŶŐ͛ ŽĨ ƚŚŽƐĞ ŝŶǀŽůǀĞĚ ŝŶ ƚŚĞ ĚĞƐŝŐŶ ĂŶĚ ĐŽŶƐƚƌƵĐƚŝŽŶ ŽĨ 
buildings. Sociologists thus should follow architects as they work and move through proximate settings, 
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as architecture is invariably a collaborative endeavor between architects, their clients, engineers, 

product manufactures, cost-estimates, developers, construction workers (Pressman 2014) and, of 

course, buildings ƚŚĞŵƐĞůǀĞƐ͘ CƌŝƚŝĐĂů ĨŽƌ ĂŶ ĞĨĨĞĐƚŝǀĞ ƐŽĐŝŽůŽŐǇ ŽĨ͕ Žƌ ƌĂƚŚĞƌ ͚ǁŝƚŚ͛, architecture is the 

observation that analysis must not be limited to people but must include non-human agents, materials 

and technologies. 

Most obviously we should anchor research in documentary sources, perspective drawings, sketches, 

ĞůĞǀĂƚŝŽŶƐ͕ ĐŽŵƉƵƚĞƌ ĂƐƐŝƐƚĞĚ ĚĞƐŝŐŶƐ͕ ƉůĂŶŶŝŶŐ ĂƉƉůŝĐĂƚŝŽŶƐ ĂŶĚ ĞǀĞŶ ĐŽŶƚƌĂĐƚƐ͘ ͚PĂƉĞƌ ĂƌĐŚŝƚĞĐƚƵƌĞ͛ 
(Prior 2013), in particular, offers a variety of entry points into the sociological study of buildings. Indeed, 

as Table One illustrates, it can serve as a starting point for an analysis of how individuals (especially 

architects) conceive of buildings, how people use them, how buildings manifest conceptualizations (of 

madness, children, disease, etc), as well how buildings can act back upon their producers and users so as 

to structure everyday practice. In that respect we need to analyse relevant documents not only in terms 

of their content but also in terms of how they function.  

- Table One about here - 

We need to analyse documents as they are produced and consumed. We should be cognisant too of the 

agency of documents; they are not neutral but loaded with assumed meanings; neither inert nor fixed, 

but situated products, generative of embodied practices and representative of social categories (Prior 

2003). Architectural drawings are ďĞƐƚ ƚŚŽƵŐŚƚ ŽĨ ĂƐ ͚ĐŽƐŵŽůŽŐŝĞƐ ŝŶ ƚŚĞ ŵĂŬŝŶŐ͛ ;Houdart 2008: 48), 

virtual renderings of buildings and space, but also of how human and non-human bodies fit into the 

picture. Their visualization of the future trajectories of buildings and space, Houdart suggests, constitute 

͚Ă ƐĞƌŝŽƵƐ ŵĂƚƚĞƌ͕͛ ǁŝƚŚ ƐŽĐŝĂů ŝŵƉůŝĐĂƚŝŽŶƐ͗ ͚AƌĐŚŝƚĞĐƚƐ͕ ǁŚŝůĞ ĚĞƐŝŐŶŝŶŐ͕ ĚŝŐŝƚĂůŝǌŝŶŐ͕ ĐŽƉǇŝŶŐ͕ ĂŶĚ ĐƵƚƚŝŶŐ 
and pasting images, manipulate social spheres and give birth to new ones by testing and submitting new 

ƐŽĐŝĂů ĐŽŶĨŝŐƵƌĂƚŝŽŶƐ͛ ;ϮϬϬϴ͗ ϰϴͿ͘ ͚TŽ ƌĞŶĚĞƌ ĚƌĂǁŝŶŐƐ ŝŶ ĚĞƐŝŐŶ ŵĞĂŶƐ͕͛ YĂŶĞǀĂ ĂŶĚ GƵǇ ƐƵŐŐĞƐƚ͕ ͚to 

render ƉĂƌƚŝĐƵůĂƌ ǁŽƌůĚƐ͛ ;ϮϬϬϴ͗ ϱͿ͘ PůĂŶƐ͕ ĂŶĚ ŝŶĚĞĞĚ ďƵŝůĚŝŶŐƐ ƚŚĞŵƐĞůǀĞƐ͕ ĂƌĞ ĂŐĞŶƚŝĂů͕ ďŽƚŚ ĨĂĐŝlitative 

and constraining. Latour and Yaneva caution against the architectural plan arresting our awareness of 

the complexity of how buildings are brought into being (2008: 81): thinking about plans in conventional 

ways, as archival statements fixed in their meanings, risks losing the small politics of construction they 

enact. A fixed understanding of the plan may serve to elide conflicts between clients, the constraints of 

planning regulations and financial budgets, and the negotiations between skilled and unskilled labour on 

site, before we even consider those who may use the eventual building.   

WŽƌŬŝŶŐ ǁŝƚŚ ĂƌĐŚŝƚĞĐƚƵƌĂů ƉůĂŶƐ ƌĞƋƵŝƌĞƐ Ă ŵŽǀĞ ĨƌŽŵ ƚŚŝŶŬŝŶŐ ŽĨ ƚŚĞ ͚ĂƌĐŚŝǀĞ-as-ƐŽƵƌĐĞ͛ ƚŽ ƚŚĞ 
͚ĂƌĐŚŝǀĞ-as-ƐƵďũĞĐƚ͛ ;“ƚŽůĞƌ ϮϬϬϮͿ͘  AƐ PƌŝŽƌ ƐƵŐŐĞƐƚƐ͕ ͚ŝƚ ŝƐ ƚŚe anthropology of use, more than the literary 

ƐƚƵĚǇ ŽĨ ĐŽŶƚĞŶƚ͕ ƚŚĂƚ ƐŚŽƵůĚ ŐƵŝĚĞ ƚŚĞ ƐŽĐŝĂů ƐĐŝĞŶƚŝƐƚ ŝŶ ŵĂƚƚĞƌƐ ŽĨ ƌĞƐĞĂƌĐŚ ŝŶƚŽ ͚ĚŽĐƵŵĞŶƚƐ ŽĨ ůŝĨĞ͛͛ 
(2003: 104). Thus we may think of the documentary source as a libretto:  

Taken on its own a libretto rarely adds up to much͙ a libretto is not intended to be analysed in 

isolation. It demands to be analysed in action. How it is integrated into the dramatic action on 

stage, how it relates to the melody and rhythm of the music, how it is performed ʹ all of these 

are of primary importance. (Prior 2003: 173) 
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And so it is with the ordinary architectural plan; we should be opening these to scrutiny in order that we 

ƚƌĂĐĞ ƚŚĞŝƌ ĞĨĨĞĐƚƐ ŽŶ ƚŚĞ ŐƌŽƵŶĚ͕ ĂŶĚ͕ ƚŽ ŵŝǆ ŽƵƌ ŵƵƐŝĐĂů ŵĞƚĂƉŚŽƌƐ͕ ƵŶĚĞƌƐƚĂŶĚ ďĞƚƚĞƌ ƚŚĞ ͚ƉůĂĐĞ 
baůůĞƚƐ͛ ƚŚĂƚ ƚŚĞŝƌ ďƵŝůƚ ĨŽƌŵƐ ŐŝǀĞ ƌŝƐĞ to (Seamon 2013). 

“ĞĂŵŽŶ͛Ɛ ĂŶĂůŽŐǇ ŽĨ ƚŚĞ ƉůĂĐĞ ďĂůůĞƚ ƚŽ ĐĂƉƚƵƌĞ ƚŚĞ ͚ŝŶƚĞƌĂĐƚŝŽŶ ŽĨ ŝŶĚŝǀŝĚƵĂů ďŽĚŝůǇ ƌŽƵƚŝŶĞƐ ĂƐ ƌŽŽƚĞĚ 
in a particular environment, which often becomes an important place of interpersonal and communal 

ĞǆĐŚĂŶŐĞ͕ ŵĞĂŶŝŶŐ ĂŶĚ ĂƚƚĂĐŚŵĞŶƚ͛ ;ϮϬϭϯ͗ ϮϬϲͿ ďƵŝůĚƐ ŽŶ HŝůůŝĞƌ͛Ɛ ŵĞƚŚŽĚŽůŽŐŝĞƐ ŽĨ ͚ƐƉĂĐĞ ƐǇŶƚĂǆ͛ ĂƐ Ă 
means to capture the way spatial layouts inform and guide experiences of place (1996). For Hillier, the 

layout or configuration of a city (and, we ŚŽůĚ͕ Ă ďƵŝůĚŝŶŐͿ ŚŽůĚƐ Ă ͚ĚĞĞƉ ƐƚƌƵĐƚƵƌĞ͛ ƚŚĂƚ ŚĂƐ ƚŚĞ ƉŽƚĞŶƚŝĂů 
to bring people together or segregate them (1989: 5, in Seamon 2013: 206); this makes his theories 

important for a phenomenological understanding of place and embodied understandings of 

architectural affect. Space syntax studies can involve empirically based descriptions that capture the 

movement and dwelling of individuals in particular spaces; they are observant of participants and the 

ways in which they use their environments. Although this approach can be viewed as instrumental and 

structuralist (Seamon 2013: 206), there may be ways in which the techniques can be compared with 

other areas, such as the records of surgical theatres noted above. Whilst it was not a space syntax study, 

FŽǆ͛Ɛ (1997) post-structuralist ethnography charts the influence of spatial layout on the collective 

achievement of hygiene, and its sensitivity to the role of non-human objects within this. We need 

observant ŵĞƚŚŽĚŽůŽŐŝĞƐ ĂŶĚ ƚŚĞŽƌŝĞƐ ƚŚĂƚ ĂůůŽǁ ƵƐ ƚŽ ͚ƚƌĂŶƐĨŽƌm the static view of a building into one 

among many successive freeze-frames that could at last document the continuous flow that a building 

ĂůǁĂǇƐ ŝƐ͛ ;LĂƚŽƵƌ ĂŶĚ YĂŶĞǀĂ ϮϬϬϴ͗ ϴϭͿ͘ 

We must resist ascribing a deterministic role to the intention of the designers and those who 

orchestrate clinical settings, be they professionals, patients or those carrying out the unremarked-upon 

work of crafting these buildings into being. Visual methodologies seem particularly apposite to capture 

the movement of buildings in their making and ceaseless re-making. Gieryn (2000) argues place sensitive 

ƐŽĐŝŽůŽŐǇ ŶĞĞĚƐ ͚ƚŽ ĚŽ ƐŽĐŝŽůŽŐǇ ŝŶ Ă ĚŝĨĨĞƌĞŶƚ ŬĞǇ ʹ Ă ǀŝƐƵĂů ŬĞǇ͛ ;ϰϴϯͿ ĂŶĚ ͚ƐŽĐŝŽůŽŐŝƐƚƐ ĐŽƵůĚ ďĞĐŽŵĞ 
more adept with maps, floor plans, photographic images, bricks and mortar, landscapes and cityscapes, 

so that interpreting a street or forest becomes as routine and as informative as computing a chi-ƐƋƵĂƌĞ͛ 
(483-ϰͿ͘ LǇŽŶ ĂůƐŽ ĂƌŐƵĞƐ ĨŽƌ ǀŝƐƵĂů ĞƚŚŶŽŐƌĂƉŚǇ ŝŶ ͚ĚŽĐƵŵĞŶƚŝŶŐ ĂƐƉĞĐƚƐ ŽĨ ďŽĚŝůǇ ĞǆƉĞƌŝĞŶĐĞ͕ ŝŶĐůƵĚŝŶŐ 
of work, which are ĚŝĨĨŝĐƵůƚ ƚŽ ŶĂƌƌĂƚĞ͛ ;ϮϬϭϯ͗ ϯϱͿ; her photographic montages of construction workers 

as they work offer an insight into the embodied labour that is just one hidden aspect in the black-boxing 

ƉƌŽĐĞƐƐ ƚŚĂƚ ƚŚĞ ĞǀĞŶƚƵĂů ďƵŝůĚŝŶŐ ĨĂĐŝůŝƚĂƚĞƐ͘ FƌŽŵ ƚŚĞ ƵƐĞƌ͛Ɛ ƉĞƌƐƉĞĐƚŝǀĞ͕ ‘ĂĚůĞǇ ĂŶĚ TĂǇůŽƌ͛Ɛ ƉŚŽƚŽ-

ĞůŝĐŝƚĂƚŝŽŶ ƐƚƵĚǇ ĚŽĐƵŵĞŶƚŝŶŐ ƉĂƚŝĞŶƚƐ͛ ĞǆƉĞƌŝĞŶĐĞ ŽĨ ƌĞĐŽǀĞƌǇ ƉƌŽǀŝĚĞƐ Ă ŶŽǀĞů ŵĞĂŶƐ ŽĨ ĂĐŚŝĞǀŝŶŐ Ă 
richer knowledge of place than might be found in the typical post-evaluation records of a building 

(2003). AccompanyiŶŐ ƚŚĞ ƉĂƌƚŝĐŝƉĂŶƚƐ ĂƐ ƚŚĞǇ ƉƌŽĚƵĐĞĚ ĚĂƚĂ ĂůůŽǁĞĚ ĨŽƌ Ă ͚ŵŽǀĞ ĨƌŽŵ ĂŶ ŝŶƚĞƌĞƐƚ ŝŶ 
ƚŚĞ ŵĞĂŶŝŶŐƐ ŽĨ ŝŵĂŐĞƐ ĂůŽŶĞ ƚŽ ĂŶ ĂƚƚĞŵƉƚ ƚŽ ƵŶĚĞƌƐƚĂŶĚ ǁŚĂƚ ŚĂƐ ďĞĞŶ ŵĂĚĞ ǀŝƐŝďůĞ ĂŶĚ ǁŚǇ͛ 
(Radley and Taylor 2003: 79).  

Whilst we must be careful not to lapse into what Pallasmaa (2005) calls the ocular-centric paradigm that 

privileges the visual over other sensory apprehensions of place, the visual approaches by Lyon and 

‘ĂĚůĞǇ ĂŶĚ TĂǇůŽƌ ĚĞŵŽŶƐƚƌĂƚĞ ƚŚĂƚ ƚŚŝƐ ŶĞĞĚ ŶŽƚ ŶĞĐĞƐƐĂƌŝůǇ ďĞ ƐŽ͘ ‘ĂĚůĞǇ ĂŶĚ TĂǇůŽƌ͛Ɛ ǁŽƌŬ ŵŽǀĞƐ ƵƐ 
beyond the visual register and focuses attention on the materiality of life on the ward, as well as its 
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spatial ambience, thus offering a means of capturing plural experiences, understandings and memories 

ŽĨ ƉůĂĐĞ͘  LǇŽŶ ĚĞǀĞůŽƉƐ ƚŚĞ ŝĚĞĂ ŽĨ ͚ŝŶĐŝĚĞŶƚĂů ĂƚƚĞŶƚŝŽŶ͕͛ Ă ǁĂǇ ŽĨ ůŽŽŬŝŶŐ ƚŚĂƚ ŝƐ ͚ĂůŵŽƐƚ ĐĂƐƵĂů͕ ŶŽƚ 
trying to see everything but to absorb the sensory feel and activity of the space, and taking photographs 

ĂƐ ƉĂƌƚ ŽĨ ƚŚĂƚ ƉƌŽĐĞƐƐ͛ ;ϮϬϭϯ͗ ϮϲͿ͘ AƐ ǁĞ ƐĂǁ at the outset of this review individuals occupy architecture 

in ways that are multi-sensual and emotionally sensitive, alert to the atmospherics of place. From an 

ĂƌĐŚŝƚĞĐƚ͛Ɛ ƉĞƌƐƉĞĐƚŝǀĞ͕ PĂůůĂƐŵĂĂ ĐĂůůƐ ĨŽƌ Ă ƌĞ-ƐĞŶƐƵĂůŝƐĞĚ ĂƌĐŚŝƚĞĐƚƵƌĞ͕ ͚ƚŚƌŽƵŐŚ Ă ƐƚƌĞŶŐƚŚĞŶĞĚ ƐĞŶƐĞ 
of materiality and hapticity, texture and weight, density of space and materialized liŐŚƚ͛ ;ϮϬϬϱ͗ ϯϳͿ͖ ĂƐ 
sociologists interested in the architecture of health care, the least we can do is to develop 

methodologies that allow us to respond in kind.  

CONCLUSION 

It has been our argument throughout this review that medical sociologists should take seriously the 

observation that, to date, we have little sense of how the architectural forms of health care buildings are 

arrived at. Furthermore, although we have a wealth of research on the knowledge, perceptions, and 

practices of health providers, architects as a group of professionals whose role within the design and 

delivery of healthcare provision is crucial are rarely explicitly acknowledged nor investigated. And yet 

understanding their designs is critical to a fully rounded analysis of how ideas and ideals of medical 

objects, roles and practices are established and reproduced. Our medical futures are shaped by 

expectations and normative models of care imported and translated into the buildings of the present, 

which are themselves often articulated with reference to past forms of clinical practice, and the spaces 

within which they were forged.  

The future is a constant present in the design and delivery of health care that is imbued with promises 

and expectation of what that care could, or should, be. Thus the study of architecture, which 

simultaneously incorporates documents of future visions, practices and everyday use, and studies of 

traces of the past in health care places, can only be instructive for medical sociologists. Our example of 

hospital architecture highlighted some historical instances of changing discourses of patienthood and 

professional expertise, and, moreover, contemporary trends which prompt the need for sociological 

analysis. If nothing else, the migration of architectural elements from the hospitality and retail sectors 

into the design of hospitals should raise questions about the wider ideologies of health being 

disseminated in our systems of medical and social care. It is not simply the case that the architecture of 

health care reflects wider moves towards neo-liberal forms of subjectivity, whereby patients are 

construed as consumers and responsibilised citizens; rather, it is our argument that architecture plays a 

more active role in shaping and configuring such changes. Whilst we do not hold a position of 

ĂƌĐŚŝƚĞĐƚƵƌĂů ĚĞƚĞƌŵŝŶŝƐŵ͕ ĂŐƌĞĞŝŶŐ ǁŝƚŚ “ƚƌĞĞƚ ĂŶĚ CŽůĞŵĂŶ͛Ɛ ĂƌƚŝĐƵůĂƚŝŽŶ ŽĨ ďƵŝůĚŝŶŐƐ ĂƐ ͚ůĂǇĞƌĞĚ 
ƐƉĂĐĞ͛ ŝŶŚĂďŝƚĞĚ ĂŶĚ ƵŶĚĞƌƐƚŽŽĚ ŝŶ ĚŝĨĨĞƌĞŶƚŝĂů ǁĂǇƐ ;ϮϬϭϮͿ͕ we do nonetheless wish to promote the 

architecture of care as a field of study laden with moral value, political significance and sociological 

interest. Explorations of architectural work and the production of health care buildings therefore 

comprise an avenue of research for sociologists of health and illness. 
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Table One ͞PĂƉĞƌ ĂƌĐŚŝƚĞĐƚƵƌĞ͟ ĂƐ ĂŶ ĞŶƚƌǇ ƉŽŝŶƚ ĨŽƌ ƐŽĐŝŽůŽŐǇ (Prior, 2013) 

 

Focus/  Human Beings Structures 

Designs/Plans (1)  

Designers (architects) 

Styles 

(2)  

Representation 

Categories 

Use (3) 

 Consumption/Use of Space 

(4)  

Constraints, conscriptions, 

ďƵŝůĚŝŶŐƐ ĂƐ ͚ĂĐƚŽƌƐ͛ 
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i
 Methodologically we undertook a scoping review rather a systematic literature review, as is appropriate for 

research that seeks to map and identify research fields and its gaps (Arksey and O'Malley 2005: 21). Several 

strategies were deployed. First, we searched the Web of Science and Scopus databases, in addition to Google 

Scholar, using a variety and combination of search terms, in line with the need for flexibility ʹ rather than pre-

defined fixity - of search terms and the iterative  - rather than linear - process in scoping studies across different 

databases (Arksey and O'Malley 2005: 22). Primarily, our terms combined architecture, sociology, health, design, 

buildings, cultural geography, STS, and embodiment. Second, we searched the back files of key journals that we 

judge to be prominent titles within the field of medical sociology (for instance: Sociology of Health and Illness; 

Sociology; Science Studies; Health; Health, Risk and Society; Social Science & Medicine and Health & Place). Third, 

we used a snowball method to follow links cited within the sources we unearthed, using their reference lists as the 

basis for further study. Additionally, the combined knowledge of the five authors that spans a diversity of 

theoretical and methodological expertise facilitated the research process. Much of the material found is not cited, 

as they derive from outwith the key sources for medical sociology - the interdisciplinary scope of the latter two 

journals listed above generated important studies which originate from outside this field. Although we draw upon 

sources from health geography and architectural history from these journals, we delimit our discussion to pursue a 

sociological orientation, so that we might identify the potential for and content of a sociology of health care 

architecture. 


