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ABSTRACT
Renewed focus on mental health has put the spotlight on the ‘black
box’ that is the acute mental health facility. Drawing on a larger
programme of research, key issues relevant to the planning and
design of mental health units were identified from in-depth
interviews with those using the facilities. Contemporary issues
included visibility from the outside and wayfinding, the need to
accommodate cultural needs extending to the family and
community, safety and violence, the need for access to nature
and fresh air, and facilitating meaningful activities. Stigma and its
spatial expression were a crosscutting theme throughout.
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Introduction

The design of acute mental health units has changed significantly over time with them
fulfilling different functions depending on the context and the era. Historically their
initial purpose was to contain, control and facilitate social segregation (Foucault 1976;
Pevsner 1976); however, increasingly they became an environment to treat or rehabilitate
people suffering from mental illness (Vavyli 1992; Bartlett and Wright 1999; Yohanna
2013). There were even attempts to provide refuge and sanctuary, mostly depending
on socio-cultural and economic conditions of a particular period rather than an evol-
ution of models from custodian to more caring. For example, the York Retreat (Edginton
1997) of Lamel Hill in York, the UK, which opened in 1796, adopted a ‘moral treatment’
behavioural model and introduced the design of spatial qualities of peaceful spaces, sur-
rounded by nature and the countryside, opportunities for meaningful work and recrea-
tion. Physical restraints and punishment were substituted by physical activity and the
alienating conditions of the former asylums were replaced by a greater sense of commu-
nity. Similarly, the Hanwell Asylum in Middlesex County UK, built in 1831 for the
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‘pauper insane’ under the initiatives of Dr. William Charles Ellis, successfully deployed
theories for the therapeutic value of meaningful work, therapy and care (Suzuki 1995).

After the second part of the nineteenth century and as social-economic conditions
deteriorated and unemployment rose, psychiatric inpatients in many institutions lost
the opportunity to participate in creative and productive practices. Hard labour remained
but, on many occasions, was not accompanied by a sense of achievement, as patients were
not producing something meaningful. Patient numbers grew significantly, staff numbers
fell and the conditions inside psychiatric institutions deteriorated. Yet, as the evolution of
care was not the same everywhere, glimpses of change started to appear in several parts of
the world from the end of the First World War onwards. The birth of psychiatry as a dis-
cipline and the gradual change of power from judges to psychiatrists as responsible for
determining patients’ status, facilitated the trend towards inclusion of the psychiatric
ward in the general hospital and later the community as models of care (Chrysikou
2014). The latter was introduced with the development of social psychiatry after the
return of large numbers of shell-shocked soldiers after WW1. The subsequent establish-
ment of social care in the late 1920s and 1930s in countries, such as the UK, was fuelled in
the 1960s by the realisation that the new antipsychotic drugs could not offer a permanent
cure and that care in the community was humane and financially sound as advocated by
President Kennedy. Psychiatric inpatient numbers peaked during the 1950s, which is
speculated to have contributed to the need for change (Houston 2020). Service users
started to create advocacy bodies (Gallagher 2017) and sometimes managed their
mental health projects, such as the Clubhouses (Chrysikou 2014). Community mental
health facilities emerged in countries, such as the US, France and the UK, following a tra-
jectory of experimentation that fostered local variations and later expanded to other
European countries as a result of a central policy of de-institutionalisation (World
Health Organization 2015). These developments started to change the psychiatric pro-
vision of services across the world.

In New Zealand, the process of de-institutionalisation started in the 1960s (MacKin-
non and Coleborne 2003). The increasing dissatisfaction with the old-style ‘asylum’
model and advances in the development of pharmaceuticals to treat mental illnesses,
along with the clear financial arguments for treatment closer to home, fuelled the
process of de-institutionalisation in New Zealand. This was a gradual process, from a
halt in planning new institutions in 1963, and a stop to building institutional accommo-
dation in 1973 and further closures in the 1980s (MacKinnon and Coleborne 2003). The
eventual de-commissioning of old-style institutions and the movement of their residents
back into the community as outpatients led to the emergence of contemporary acute
mental health units as additions to general public hospitals. Rather than long-term
care, these units aimed to provide short-term care and stabilisation for those experien-
cing symptoms that could not be safely treated in the community.

In New Zealand today, psychiatric care and treatment are now delivered through a
web of services including crisis services, short-term and general-hospital-based acute
psychiatric care units and outpatient services. However, this has not worked out as
expected. Psychotropic medications have not successfully improved function for all
people even when they ameliorate symptoms, and underfunded community mental
health services have been overwhelmed with a demand they have struggled to handle
(Patterson et al. 2018). The quality and availability of outpatient services vary widely,
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and most modern acute mental health units, often hidden from public sight, remain as
much of a mystery to the general public as the historic asylums.

Contemporary trends for acute mental health facilities include a greater variety of
spaces, inside and outside, to accommodate the complex range of service user presenta-
tions (Weich et al. 2002; Galea et al. 2005; Mair et al. 2008). In particular, there is a need
for greater access to therapeutic outdoor spaces that provide for social interaction and
contemplation (Liddicoat et al. 2020; Marques et al. 2022b). New research into the
interior architecture of acute mental health facilities has increased focus on the service
user experience following recovery models of care. These stress the importance of
greater service user autonomy, social connectivity, cultural identity, meaningful activi-
ties, empowerment and safety (Jenkin et al. 2021a). Environmental qualities, such as
indoor air quality, natural light, noise and perceived attractiveness, are also shown to
be influential in patient recovery (Shepley et al. 2016; Jenkin et al. 2022).

In New Zealand, an acute mental health unit is a publicly funded space with restricted
access. Such units provide short-term mental health care, primarily by diagnosis, stabil-
isation, medication and respite for people experiencing acute and serious mental distress
(Jenkin et al. 2021a). While there is a lack of clarity and agreement on unit purpose, the
underpinning philosophy of mental health care in New Zealand, as in many other
western jurisdictions, is the recovery model (Jenkin et al. 2021a). This paper explores
the key contemporary social issues relevant to the architectural design of acute mental
health units as identified by those who use them.

Materials and methods

This research reports on interview data collected as part of a large study ‘Acute Mental
Health Facility Design: The New Zealand Experience’ conducted between 2017 and 2020
to examine the design and social milieu of acute adult inpatient mental health units in
Aotearoa New Zealand. The study protocol is available at: http://www.ANZCTR.org.
au/ACTRN12617001469303.aspx, accessed 26 February 2021.

Ethics approval was obtained from the Central Health and Disability Ethics Commit-
tee in 2017 (17/CEN/94). Consultation with Ngāi Tahu Research Consultation Commit-
tee was undertaken as per the University of Otago requirements for research proposals
involving Māori.

Case selection method: With the help of the Office of the Ombudsman and our list of
21 publicly-funded adult inpatient acute mental health units across NZ, we developed a
prioritised list for a diverse sample, based on age and condition, location and setting and
size, on the understanding that the diverse sampling strategy would provide us with the
most learning (Seawright and Gerring 2008). The first four units from our prioritised list
agreed to participate in this research.

Interviews: GJ, a social scientist and experienced qualitative researcher, conducted
96 interviews with staff, service users and visiting family members in the four units
during 2018–2019 (Table 1). Staff were recruited with the consent of the management
of the units and were selected purposely to ensure some representation from the key
health professionals working in the facilities. These included nurses, mental health
support workers, occupational therapists, cultural or consumer engagement advisors,
social workers, psychiatrists and clinical team leaders. Service users were recruited
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with the help of various staff, once approved by the lead clinician as well enough, com-
petent and willing to consent to participate. Sometimes service users changed their
minds and withdrew their interest in participating before the interview could take
place, resulting in the need for extra site visits to increase the number of participants.
Family members were recruited by way of poster advertisements around the unit
entrance and notices were sent to consumer and family support NGOs to assist in
recruitment. Due to resource limits, interview numbers for each participant group
were capped at 10.

Interview questions were developed by GJ and DP based on the broad study aims,
pilot-tested with a sample of nurses known to the study investigators and service users
from the Ombudsman service user advisory group, and refined by the lead author
(GJ). The interviews, lasting 30–90 min were conducted by GJ, audio-recorded and pro-
fessionally transcribed. Eighty-six interviews were conducted face to face in a private
room on the unit and 10 were conducted by phone. The questions asked followed
three general topic areas: Physical Environment (including decoration, furniture, aes-
thetics and sensory aspects), Therapeutic Environment (available therapies and activities)
and Social Organisation (unit rules, regimes, social relations and cultural issues). For
each of these topics staff, service users and visiting family members were asked what
they thought or felt about the topic, what they liked and disliked, where and how they
spent their time on the unit, and what services and resources they used and wanted.

Analysis: GJ and JM, DP and SEP, separately identified themes in the interview tran-
scripts, then met together to discuss, refine and agree on the key common themes in the
data following the multi-step process outlined by Clarke and Braun (2017): familiaris-
ation with the data, generating initial codes, generating themes, defining and naming
themes and writing up the themes.

Table 1. Case study and participant characteristics.

Unit A Unit B Unit C Unit D Total
N =

female
N =
Māori

Participants
Service users 10 11 12 10 43 23† 14
Staff 9 13 11 9 42 27 7
Family
members

5 1 5 0 11 9 0

Total 24 25 28 19 96 40 21
Unit characteristics
Bed
numbers

22 64 21 32*

Site situation On hospital
grounds

Not attached to
hospital on own
park-like campus

On hospital
grounds

On hospital
grounds

Age and
condition

Built 1970s–
1980s
Dated/
shabby

Built 1950s,
remodelled in the
early 2000s
Dated/shabby

Built 1980s
Dated/not fit for
purpose

New

Location Major city Major city Smaller town Major city
Layout style Modified

courtyard
plan

Radial plan with a
central hub and
side wings

Modified
telephone pole
plan, with a
central spine

Low-rise
multiple
courtyard
plan

*These were the bed numbers for stage 1 of a facility being built in two stages.
†Includes one transgender person.
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Reflexivity: Our team was multi-disciplinary, predominantly female with one male,
and comprised a social scientist, an academic with lived experience of mental illness,
an academic psychiatrist and three academic architects. Although we acknowledge that
research in the field is moving towards the involvement of research participants in the
data analysis, and that practices of co-design are deemed especially critical in the area
of mental health where the voices of those with lived experience have been largely over-
looked or absent, this was not possible in this study due to resource and time constraints
and it would have added a level of complexity to an already complex project and setting.

Data and subject matter sensitivity: Our participants were aware and agreed that their
quotes might be used in the research outputs, so we assured anonymity. For this reason,
in place of names we have used a code to show the unit the participant was speaking from
(A–D), their participant group (S for Staff, MH for service user and F for family member
of service user), their gender and ethnicity (M for Māori NM for non-Māori) and par-
ticipant number.

We note that the results should be read with some caution as some of the quotes might
be confronting and sensitive for some readers. However, we decided not to sanitise and
edit these as their authenticity provides the most compelling illustration of the partici-
pants’ perspectives and experiences of the issues. Participants who opted in the
consent form to receive the study results were provided with a high-level lay
summary, following a similar format as the results of this paper using, direct to their
email/postal address in late 2021.

Results

The key characteristics of the four facility case studies and participant characteristics are
given in Table 1.

As shown in Table 1, between 19 and 28 interviews were conducted for each facility.
Despite the number of interviews for each participant group being capped at 10, greater
than anticipated interest in participation meant that a few more interviews were con-
ducted than anticipated, for the staff and service user groups. Family members were
the most difficult to recruit (we speculate that this may be due to stigma) and none
were recruited for the last case study as the budget only provided for site visits to
three facilities.

Key design themes

We identified five key design-related themes (Figure 1) common across all case studies
and one cross-cutting theme:

1. Incorporating cultural and spiritual values and needs and family/whanau visitors.
2. The need for outdoor spaces and access to nature and fresh air.
3. Lack of therapies, models of care and meaningful activities.
4. Issues around safety and violence in the unit.
5. Visibility of units, entry thresholds and wayfinding.
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Stigma was a cross-cutting theme interweaving through all the other themes.

Incorporating cultural and spiritual values and needs and family/whānau visitors
Although many service user participants reported that they had no visitors, with staff
explaining that this was often due to stigma around visiting a mental health facility,
staff and service users supported the universal provision of family/whānau rooms
which were provided in all four units.

The family/whānau room is critical as it provides a space for service users to meet with
family and friends without visitors needing to enter other areas of the facility. This room
can provide a safe space for visiting relatives including children which is important for
maintaining connections and demystifying and destigmatising mental illness. In all
cases, the family/whānau room was located near the entrance to the unit. However,
the four case studies varied considerably in the space allocated for this purpose (from
seating for 4 to more than 20). One unit’s whānau room (Figure 2) was 2 m × 3 m; a
space so small it was difficult to photograph, with this room intended to serve a 64-
bed facility.

Other whānau rooms were basic, uninviting and run down, or lacked windows
(Figure 3).

It’s a very small room. I wouldn’t call it a whānau room. You would not get much of a
whānau in there. Yeah, you might get your mum and dad and a kid but that’s about it.
We would need bigger spaces for a whānau room. (C_S_M_NM_5)

The newest facility had two multi-purpose rooms for use by family and whānau, posi-
tioned between the reception and the main unit, and a kai (food) room for family to
share meals. It also had a whare (building) entrance resembling the marae (Māori
meeting places), so service users can be admitted to the unit in a way that reduces distress
via the provision of a space designed for Māori Tikanga and protocols to be observed,
karakia (prayers or chants) and waiata (singing) and kōrero (conversation) with
whānau (Figure 4).

Various unit rules and layouts resulted in different issues being faced in different units.
In one unit a father wanting to visit his suicidal daughter could not because the small
family room (Figure 3) was occupied and he was not, as a male, allowed down the
female corridor:

Figure 1. Key design themes identified across the study.
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Their reasoning being there are other vulnerable patients who perhaps have been a victim of
sexual assault…And there was a small lounge at the top end of the [female] corridor where
I thought you could probably meet there but it still was in the corridor so he [service users’
father] couldn’t do that. My husband couldn’t do that. (C_F_F_NM_3)

Some service users felt that the unit, being their home during their stay, was a private
space and due to concerns over privacy and confidentiality, they did not want visitors
on the unit:

I guess the only privacy issue I had was with visitors and it wasn’t always about my visitors, it
was about other people’s visitors, like there was a visitor on the ward that I’ve known from
years ago, and I thought I don’t want them to know that I’m unwell. (C_MH_M_M_6)

The need for outdoor spaces and access to nature and fresh air
Although all facilities featured courtyards, and in three units these were internal,
they varied in the degree to which they contained any greenery or nature. Hard

Figure 2. Family/whānau room for a 64-bed facility.
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surfaces dominated the majority of the unit’s outdoor spaces, even in the newest
facility featuring two modern internal courtyards, nature and greenery were sparse
(see Figure 5).

Figure 3. Family/whānau room Unit C.

Figure 4. Whare – for culturally appropriate admissions and cultural activities, like waiata (singing)
and karakia (prayer).
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Accommodation for outdoor activities was also very limited by the basic nature of the
courtyards. The predominant way the courtyards were used by service users in three of
the four case study facilities, was for smoking and the socialisation that accommodated
this activity (Jenkin et al. 2021b). Despite the smoke-free policy in all hospitals, only one
acute mental health unit, Unit D, succeeded in achieving a smoke-free environment.

Smoking in the courtyards led to complaints from non-smoking service users who saw
the courtyards as ‘gross’ due to the smell and mess created by smoking:

always smells like smoke, which is fine if you’re a smoker, but… (C_MH_F_M_1)

There’s nowhere else to sit except out in the courtyard or stand in the courtyard basically
because the tables are covered in cigarette butts and disgusting things. (A_MH_F_NM_2)

Additionally, some non-smoking service users would avoid the courtyards altogether,
confining themselves to other indoor unit spaces:

I gave up smoking. I pretty much [spent] a whole lot of time on my own because most
people were outside in the courtyard smoking or hanging around in smoking area.
(A_MH_F_NM_6)

Smoking in the courtyard was also a problem for visiting family members, confounded
by the small whānau rooms:

There’s nowhere for people to bring their family to visit… there’s two picnic tables and
they’re usually full of smokers and there’s nowhere to go with your visitors.
(A_MH_F_NM_2)

Figure 5. One of two internal courtyards in Unit D.
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Lack of therapies, models of care and meaningful activities
Staff and service users from all four units noted a lack of available therapies. While pro-
fessional staff on the unit consisted of psychiatrists, nurses, support workers, social
workers, and cultural or consumer engagement advisors, medication was described by
staff as the primary intervention. This was to the extent that staff described the model
of care as ‘beds and meds’:

The end of the day it’s meds and beds. We have to medicate people; they have to be in beds.
Most people on the ward are on some medication. (B_S_F_NM_9)

Both staff and service users called for other therapies to be offered. For instance, many
wanted a psychologist for talking therapies, which none of the four units had:

They’re wanting therapy, they’re wanting talking therapies, they’re wanting all this sort of
stuff. [In a better system] you would actually be able to cater to that a lot more. It would
help them. (A_S_F_NM_4)

But mostly services users just wanted someone to talk to and listen:

I at least expected someone to be talking to me. (C_MH_F_NM_12)

I was expecting a psychologist or social worker to be talking to me and sort of—you know,
making a baseline to help me get my life sorted, when I go out or what to do during a day or
just really practical stuff. (C_MH_F_NM_12).

Some service users and staff were in favour of providing group therapy, stress manage-
ment or peer support from those with lived experience of trauma and mental illness:

Well, I just wish that they could get a group of people that have actually been through what
I’ve went through, and I’ve been inside that place and I’m sure heaps of us have been trau-
matized too and we haven’t really talked about because I haven’t talked about it, really, not
for five years, to anyone. (C_MH_F_NM_5)

Sensory rooms existed in units; however, unit rules required trained staff to accompany
service users who wished to access these rooms, and so they were under-utilised due to
staffing and resource constraints. In all four units, varying levels of occupational therapy
were available, with a focus on art therapy and cooking in all units, and music and pet
therapy in some units. Both staff and service users complained about the lack of activities
on the unit, and that the activities that were provided were infantilising or culturally
inappropriate:

There’s nothing to do, you get bored, you get agitated… And the only programs they have
here are for three-year olds. They offer colouring in and drawing. (A_MH_F_M_9)

Activities could also be more culturally appropriate:

…we had a kaumātua [Māori elder that visited the ward] years ago… he’d do carving and
the boys just loved that. (C_S_F_NM_2)

Very few options existed for physical activity, with a table tennis set on two units, a bas-
ketball hoop on another, and another—stationary bikes, albeit inappropriately located in
the public reception. Staff and service users alike commented on the need to provide
options for more physical activity:
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A gym would be fabulous! (C_S_M_NM_5)

A lot of patients get overweight because of their medication and they’re unfit. And a lot of
patients also need to release energy and get those endorphins going. So, a treadmill, a boxing
bag, some gloves, maybe some weights? (A_MH_F_M_9)

Issues around safety and violence in the unit
Staff and service users were asked if they felt safe in the acute mental health unit.
Although staff and service users reported feeling safe on the unit most of the time,
most staff and many service users recalled seeing or experiencing violence on the unit,
towards others or themselves and even towards visitors. While we acknowledge that
only a very few service users engage in violence in a mental health unit, violence appeared
as such a salient issue that it warranted a separate paper (see Jenkin et al. 2022). From that
analysis we found four broad themes identified by both staff and service users as contri-
buting to violence: individual factors, physical environmental factors, organisational
factors and the social milieu of the unit (Jenkin et al. 2022).

Physical environmental factors identified as contributing to violence in the unit
included unit layouts that resulted in poor lines of sight and blind spots, poor tempera-
ture control, especially being too hot and a lack of ventilation, insufficient space (to
manage agitated service users), issues of proximity between certain areas (nurses becom-
ing barricaded in some areas) and lack of access to alarms (staff and service users) and
insufficient exits (staff). Perhaps the most problematic design issue contributing to vio-
lence was the old-style glassed-in fishbowl staff stations (Figures 6 and 7).

These are the hub of activity for staff, the ‘control tower’, and outside, is a place of con-
gregation for service users seeking help to meet basic needs, such as requests for a hair-
dryer or a phone charger. Their purpose as currently designed is that the staff can
generally see the service users and service users can see the staff. However, the data
revealed that service users did not feel ‘seen’. Staff, busy with an increasing documen-
tation agenda, were often working on computers so were perceived by the service user
as though they were ignoring them. This design speaks through its structure, that a
unit is a dangerous place where staff need to lock themselves safely away. It also
reveals the staff’s privilege of safety.

You can be quite vulnerable if someone’s really aggressive, and you have to retreat to the
nurses’ station, and you’ve got nowhere you can go. You’ve just got to hope the door
holds. (B_S_M_NM_3)

By contrast, service users on most units, could not lock themselves safely away anywhere,
unless they asked staff to lock their bedroom doors after them:

[Staff are] fearful for their safety while you’re standing on the other side of the glass and
you’re actually quite terrified yourself. (A_MH_F_NM_6)

It is an ‘us versus them’ design, that stigmatises by adding fuel to the myth that people
with mental illness are dangerous. This surely impacts adversely on the therapeutic
relationship.

From the service user perspective, other aspects of the social milieu were also impor-
tant contributors to violence in the unit. In particular were the issues of boredom and the
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Figure 6. Closed in staff station, Unit A.

Figure 7. Closed in staff station, Unit B.
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lack of autonomy due to the dominant model of care being one of the locked doors, that
restrict, control, and confine service users:

You’re reduced to being three years old. You’re getting your nappies changed, sort of shit.
It’s just really bad. You have to ask for pull-ups, or you have to ask for your period pads and
stuff like… for an independent adult, it’s really hard to regress back to a child state, where
you’re banned from going outside. (B_MH_F_M_1)

And many described the ‘prison-like’ social environment of the unit as a problem:

I know that people have problems and they could probably destroy things or whatever… I
notice that people get very bored… This is supposed to be a health facility… not a gang…
I feel like I’m in prison. I actually feel like I’m in prison. (A_MH_F_NM_6)

It’s stigma… it feels like they’re working with prisoners. It almost feels like we’re criminals,
even though, some of us can function, and others can’t. Different degrees obviously on the
spectrum but at the end of the day it just feels like they don’t want to be near you. You know
everything’s blocked off, everything’s, yeah, it’s just, it’s really, really is over the top.
(A_MH_F_NM_2)

I mean, honestly, it’s a prison, basically. I used to call myself an inmate, basically. It’s not a
nice situation to be in. Like you’re not choosing to be there. It’s not normal life. It’s not…
it’s atrocious. (A_MH_M_NM_10)

Service users also told us how their belongings were not always safe, reporting instances
of theft and ‘stand over tactics’ to take their personal items and tobacco:

Other people taking your cigarettes off you. And if it’s anybody too violent, and they want
them, you just… I’ve handed all mine over before unwillingly and yeah. Cigarettes are a big
problem in there actually. (A_MH_F_NM_8)

Smoking policy, in particular DHB’s efforts to implement smoke-free in acute mental
health care settings, was also identified as a key cause of conflict in the unit (Jenkin
et al. 2022).

Visibility of units, entry thresholds and wayfinding
Visibility of the unit, versus invisibility, was one of the key themes that came out of the
data from service user and family interviews. This refers to how visible and accessible the
acute mental health unit is to the public. We know from UK research that acute mental
health facilities are typically hidden from the public eye (Chrysikou 2017). In many cases,
this is also true in NZ where acute mental health units are often situated at the back of the
hospital. Being hidden from public view can make these units hard to find as one mother,
trying to visit her suicidal daughter on the unit explained:

I came in from the main hospital… I was trying to read the instructions and follow the cor-
ridor. And then I was going up and down and around. And then I got to the stairwell that
had a sort of said maternity and then I was trying to figure out where’s mental health.… I
was so stressed by then. I actually cried and there were people going past looking at me weird
cause it was over by the maternity entrance. And I was just so overwhelmed by then. I’m
thinking, where is she? I wanted to get to her. And so, I finally figured out you go down
these stairs and as I was doing all that, all I could think was I was going down to the
dungeon, the bottom, the pit of the hospital where no one cares. The people that no one
cares about. (C_F_F_NM_3)
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Much of the invisibility of the units and wayfinding, relates to the stigma of mental
illness. The fear of discrimination drives the desire for privacy, anonymity and confiden-
tiality, conflicts with the need for mental illness to be acknowledged as a common human
condition.

Stigma
The stigma of mental illness was a theme woven throughout the findings. Inadequate
resourcing of acute mental health services is an institutional stigma embodied in the
poor physical environment, dilapidated appearance, dated layout and furnishing of the
facilities themselves. This stigma is likely exacerbated by their often ‘out of public
sight’ location. Many mental health facilities being ‘out of sight out of mind’, have
obscured uncelebrated entrances and a lack of signposting making wayfinding
complex and challenging.

However, because of stigma, not everyone wants a celebrated entrance to the facility,
with privacy and invisibility preferred by some. One service user interviewed, was so
worried about being seen entering a mental health unit that he crouched in the back
seat of the car as his partner drove up, horrified by the huge two metre by two metre
sign ‘Acute Mental Health Unit’ at the street entrance to the facility.

Stigma is also expressed in the exterior aesthetics of many acute mental health facili-
ties. Caged outdoor courtyards, while providing access to the outdoors, contribute to
their prison-like look and feel, and service users’ feelings of incarceration (Figure 8).

I mean obviously we’re caged in. But it just makes the whole experience worse.
(A_MH_F_NM_6)

Similarly, generally unkempt or minimalist landscaping, dilapidated appearance and an
overall lack of design reflect the lack of planning, resourcing and care for people at their
most vulnerable.

Figure 8. Typical outdoor space on many units.
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Discussion

The key issues identified in this paper were elicited from interviews with staff, service
users and family members, staying, visiting or working in four acute mental health
units in New Zealand. The overarching finding was that despite the diversity of the facili-
ties visited and participants interviewed, contemporary issues relevant to the design of
acute mental health facilities were remarkably similar across the four case studies. We
discuss these challenges below with an emphasis on how we might begin to address
them if we are to keep the model of hospital-based acute mental health facilities.

Design that provides for cultural and spiritual needs and family/whānau visitors

Much work needs to be done to incorporate cultural and spiritual needs in the architec-
tural design and the models of care, especially for Māori who are overrepresented
amongst mental health service users. This should include careful consideration of how
family and whānau can be appropriately accommodated (Marques et al. 2022a). This
includes the redesign and greater allocation of space on units for improved whānau
rooms to allow the family to stay connected to tangata whaiora, with provision for
sharing kai/eating, sleeping, children and play space. Depending on the size of the facility
and the number of the service user population, multiple whānau rooms may be required.
Some initial guidance from the Ministry of Health in 2021 (Ministry of Health 2021) on
how architects and planners might consider Kaupapa Māori concepts and spaces in the
design of acute mental health facilities makes several relevant suggestions. For instance,
consideration should be given to the inclusion of a whare whakatau—a formal welcoming
space located at or adjacent to the facility entry (similar to that in Unit D) to accommo-
date culturally appropriate protocols around arrival and welcome, gathering, ceremonial
events, treatment and activities, discharge and farewell. This is also important for
outdoor spaces at the entrance and exit points, where welcoming and transitional
spaces need to accommodate cultural protocols (McIntosh et al. 2021). As well, the Min-
istry of Health guidance suggests that the exterior facade of the units and interior design
(entrances, corridors and main living spaces) incorporate Māori design in the form of
wayfinding and expression of Māori narratives, principles and values.

Design for the provision of therapeutic outdoor spaces and access to nature

Increasingly, the importance of outdoor therapeutic environments is becoming evident
(Ferrini 2003; Wilson 2003; Maluleke 2012; Paul 2017). Greater attention needs to be
given to the unit external spaces, such as courtyards, in terms of dimension and
design (Marques et al. 2022b). As seen in the findings of this study, there is a pressing
need for these outdoor spaces to be fit for purpose. For this to occur, courtyard spaces
need to provide for a range of outdoor activities, including walking, sitting, and contem-
plating, and should provide access to nature for the senses, real greenery, fresh air, and
they must be smoke-free. As with whānau spaces, larger facilities will require more court-
yard space. Attention to views of nature from indoor areas, especially from bedroom
windows, will also add therapeutic value and align with cultural and therapeutic needs
(Marques et al. 2021).
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Design for the provision of meaningful activities

A lack of meaningful activities has been positively linked with deteriorating mental health
(Clarke et al. 2018; Serowik and Orsillo 2019; Cruyt et al. 2021; Marques et al. 2022c),
boredom and smoking (Jenkin et al. 2021b). To address this, greater consideration
needs to be given to the inclusion of meaningful activities, which are culture, age and
gender relevant, accommodating individual differences (Bird et al. 2014; Jenkin et al.
2021a) and have appropriate spaces to accommodate them.

Design for safety without compromising aesthetics and autonomy

The design also needs to better address the safety of staff, service users and visitors
(Jenkin et al. 2022). Internally this may translate into the re-design of the staff stations
and the physical barriers created by the fishbowl design that separates the staff from
the service users. We note that the staff in Unit D were situated for most of their time
in the shared open-plan space with service users (there was no fishbowl station), and
that anecdotal evidence from this facility indicates this reconfiguration has strengthened
relationships between staff and service users on the unit. Service users should also be pro-
vided with lockers to safely store their personal effects, and for their sense of safety and
security, they should have key cards for securing their bedroom door. Unit D was the
only facility where service users could independently lock their rooms, with staff being
able to override these locks when necessary.

An aesthetically attractive environment, although historically seen as an extravagance
rather than an essential feature of a healing environment (Shepley et al. 2016), is also
critical to remedy the stigmatising aesthetic that characterises many mental health facili-
ties. In the wake of the recent cognitive revolution, the combination of cognitive neuro-
science and cognitive neuropsychology along with the spate of technological innovations
now allows us to study the human brain and its functions with unprecedented insight and
perception (Karakas and Yildiz 2020; Sussman and Hollander 2021). As a result, we have
an ever-growing evidence base that shows how our experience of the built environment is
much more significant than previously realised (Eberhard 2009; Mallgrave 2013, 2011;
Robinson and Pallasmaa 2015). Our understanding of how human beings experience
spaces and how our built environments directly affect our well-being is increasingly sup-
ported by science. We now know the substantial toll poor quality environments take on
their users, telling occupants that their lives do not matter. We also now know how to
create enriched environments that facilitate human connection, foster autonomy,
hope, empowerment, optimism and support the (re) development of personal identity.

Design to mitigate stigma—improve public visibility, wayfinding and resource
allocation

The stigma associated with mental health has meant many mental health service users
don’t want to be seen or recognised (Knight and Moloney 2005). Perhaps partly
because of this, mental health facilities are often hidden from public view, hard to
locate, and when sited on a hospital campus may be poorly sign-posted. It is promising
that new trends show greater attention to public visibility, facades and entrances and
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wayfinding (Lockett et al. 2021). However, despite mental illness being a major cause of
disability globally (Afshin et al. 2019), institutional stigma has resulted in reduced
resources for mental health care compared with other medical conditions, especially
for already marginalised populations (Hatzenbuehler 2016). Unfortunately, this reality
is reflected in inadequate mental health care facilities in terms of their location, allocated
space, size and their dreary, inaesthetic design (Chrysikou 2017). The stigma of mental
health extends into the work and business of mental health units, adversely impacting
workforce retention and recruitment. For example, psychiatry is seen as less prestigious
than other medical specialisations (Saxena et al. 2007; Monasterio et al. 2020; Lockett
et al. 2021). To mitigate the stigma around mental illness, bold moves are required to
address the resource shortfalls that characterise mental health care work, facilities and
care provision. Attractive well-located facilities will go a long way to communicating
care and social investment to improve the way society thinks about mental illness.

Strengths and limitations

This study was novel and possibly the first research study in Aotearoa New Zealand to
go into acute mental health wards and interview service users. Its transdisciplinary
nature also makes it highly original. Other major strengths of this study include the
diverse case selection sampling strategy for selecting the four acute facilities across
Aotearoa New Zealand, a large number of interviews (n = 96) conducted, the range
of groups interviewed (this study included three participant groups, whereas most
studies focus on one or two participant groups and thus typically exclude visiting
family members), and triangulation of the views of all users of mental health units.
Another key strength was that data were analysed by a transdisciplinary research
team bringing together the disciplines of architecture, social science, psychiatry and
lived experience of mental illness to identify and interpret the key themes. The illus-
tration of these themes for the reader has been enhanced by the inclusion of photo-
graphs taken during this study.

Potential limitations of this study include the fact that staff participants were self-
selected, as were service user participants after being screened by the lead clinician as
well enough to participate. Some service users were also still quite unwell during inter-
views and occasionally their responses reflected this. We also acknowledge the important
power differential between staff and service users on the unit, and that this will undoubt-
edly have impacted what service users shared with us. In hindsight, it might have been
better to conduct service user interviews once they returned home and removed from
this power dynamic. However, we were concerned about recall bias and wanted to under-
stand the lived experience of being in the unit.

Another potential limitation is the low number of family participants involved in this
study. Despite several methods of recruitment, this was a challenge we were unable to
resolve. We can only speculate, as suggested by some of the staff, that the stigma of
having a family member in a mental health facility was a deterrent to greater participation
by family members.

In terms of generalisability, many of the findings of this study will resonate with staff,
service users and visiting family members of acute mental health facilities around New
Zealand, in similar jurisdictions, and perhaps also internationally.
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Implications

If we are to continue with the provision of hospital-based acute mental health care facili-
ties, then we face many challenges to improve or replace most of the current stock of such
facilities in New Zealand because they are simply not fit for purpose.

Because there is a commonality of issues across the diverse designs, updated refined
guidelines for design at the national level are necessary. These should be performance-
based, stating how a building must perform for its intended use rather than describing
how the building must be designed and constructed and provide flexibility for local vari-
ation. Against the backdrop of considerable new investment in the upgrading of existing
facilities and the construction of entirely new units, such guidelines are imperative. As
well, given that improved design of mental health units requires training of architects
in the needs of building users, we have shared findings from this research with academic
architects who will be training future students of architecture in the design of health care
facilities.

Alongside the re-design of acute inpatient facilities, it is timely to consider what
alternative models of mental health care are required to better serve the needs of
mental health service users, their caregivers and the community. It is good news that
the recent Government Budget announcement signalled significant public investment
to the tune of NZ$27 million for community-based crisis services, such as residential
and home-based crisis respite, community crisis teams and peer-led services in the com-
munity. As well, alternative models of temporary mental health accommodation have
been emerging locally and internationally. New Zealand-based exemplars of temporary
mental health care in the community include the Taranaki Retreat—a family-based
crisis intervention service for individuals and their families in distress (Magill et al.
2021). There is also the NGO-funded peer-led acute residential Piri Pono in Auckland
(Centre for Public Impact 2019), and some faith-based services have existed for a
while (Beth-Shean Trust 2022). Additionally, Kaupapa Māori mental health commu-
nity-based accommodation services have emerged providing more culturally aligned
care than the current hospital-based mental health care models can provide.

Conclusion

Drawing on a novel and transdisciplinary programme of research to investigate the
spatial and social milieu of adult acute mental health units in Aotearoa/New Zealand,
this research identified key issues relevant to the planning and design of contemporary
acute mental health units from in-depth interviews with those using the facilities. Con-
temporary issues included: the need to accommodate family/whānau visitors and more
sensitively address cultural needs; the need for access to nature and fresh air, the need
for more flexible spaces that can accommodate meaningful activities and better design
for the safety of the mental health unit, and overall improved visibility of mental
health facilities through improved situation/location within the hospital environment
and wayfinding. Finally, much work needs to be done across multiple arenas to
address the significant and deep-rooted stigma associated with mental health and alterna-
tive models of accommodation for people with mental illness in the community should
be considered.
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