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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 

デｴWゲW Iｴ;ｷヴゲぐ ;ﾐS デｴW ﾐ┌ヴゲW ゲ;ｷSが けCﾗ┌ﾉS ┞ﾗ┌ IﾗﾏW ｷﾐいげ AﾐS デｴWﾐ ┘W ゲ;┘ デｴｷゲ SﾗIデﾗヴ aヴﾗm 

ESｷﾐH┌ヴｪｴが ;ﾐS ┘W ゲ;ｷSが けWWﾉﾉぐ ho┘ ﾉﾗﾐｪ ｴ;┗W I ｪﾗデいげ AﾐS ｴW ゲ;ｷSが けDﾗ ┞ﾗ┌ ヴW;ﾉﾉ┞ ┘;ﾐデ デﾗ ﾆﾐﾗ┘いげ 
AﾐS ┘W ゲ;ｷS けYWゲ ┘W ヴW;ﾉﾉ┞ ┘;ﾐデ デﾗ ﾆﾐﾗ┘くげ AﾐS ｴW ゲ;ｷSが けT┘ﾗ デﾗ デｴヴWW ﾏﾗﾐデｴゲくげ AﾐS ┘W ゲ;ｷSが 
けOｴぐぁげ AﾐS デｴWﾐ デｴW ﾐ┌ヴゲW I;ﾏW ┌ヮが けIげﾏ ┗Wヴ┞ ゲﾗヴヴ┞ SW;ヴが H┌デ ┘Wげﾉﾉ ｴ;┗W デﾗ ﾏﾗ┗W ┞ﾗ┌ ﾗ┌デ ｷﾐデﾗ 
デｴW IﾗヴヴｷSﾗヴが ┘W ｴ;┗W ゲﾗ ﾏ;ﾐ┞ ヮWﾗヮﾉW ┘;ｷデｷﾐｪくげ “ﾗ ┘W ゲ;デ ﾗﾐ デｴWゲW デ┘ﾗ 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 st;ﾐSゲ ﾗ┌デ ｷﾐ KWゲ┘ｷIﾆげゲ ;IIﾗ┌ﾐデ 
is the rendering of the material environment. She wrote subsequently how buildings designed for health 

I;ヴW I;ﾐ ﾗaデWﾐ ┘ﾗヴﾆ ;ｪ;ｷﾐゲデ デｴW ﾐWWSゲ ﾗa デｴWｷヴ ┗ｷゲｷデﾗヴゲぎ けO┗WヴｴW;S ふゲﾗﾏWデｷﾏWゲ W┗Wﾐ ﾐWﾗﾐぶ ﾉｷｪｴデｷﾐｪが 
interior spaces with no views out and miserable seating against the walls all contribute to extreme 

ﾏWﾐデ;ﾉ ;ﾐS ヮｴ┞ゲｷI;ﾉ WﾐWヴ┗;デｷﾗﾐげ ふKWゲ┘ｷIﾆ ヱΓΓヵぎ ヲヰΓぶく P;ヴ;ﾉﾉWﾉゲ ;ヴW aﾗ┌ﾐS ｷﾐ MｷﾉSヴWS Bﾉ;┝デWヴげゲ ふヲヰヰΓぶ 
auto-ethnography of a cancer diagnosis, especially around the material environments within which 

デヴW;デﾏWﾐデ デﾗﾗﾆ ヮﾉ;IWく TｴWヴW ｷゲ ; ﾉ;デWﾐデ ゲヮ;デｷ;ﾉｷデ┞ デﾗ Bﾉ;┝デWヴげゲ ;ﾐ;ﾉ┞ゲｷゲが WゲヮWIｷ;ﾉﾉ┞ ｷﾐ ｴWヴ ;IIﾗ┌ﾐデ ﾗa デ;ﾆｷﾐｪ 
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  ;┘;ヴWﾐWゲゲ ﾗa ﾗﾐWげゲ HﾗS┞く TｴW HﾗS┞ ｷﾐ ｴW;ﾉデｴ I;ヴW ゲWデデｷﾐｪゲ 
occupies a complex but somewhat ambivalent position: it is at the centre of everything yet is at the 

ゲ;ﾏW デｷﾏW ﾗSSﾉ┞ Sｷゲヮﾉ;IWSが ;ゲ ｷゲ W┗ｷSWﾐデ ｷﾐ Bﾉ;┝デWヴげゲ ゲWﾐゲW ﾗa aヴ;Iデ┌ヴｷﾐｪ ｷﾐ ｴWヴ デヴW;デﾏWﾐデ ;ﾐS デｴW ﾉﾗゲゲ ﾗa 
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 

KWゲ┘ｷIﾆげゲ ヴWIﾗﾉﾉWIデｷﾗﾐゲ ﾗa ヮﾉ;ゲデｷI ゲW;デゲが S┌ヴ;HﾉW ゲｴｷﾐ┞ ゲ┌ヴa;IWゲが ;ﾐS ｴ;ヴゲｴ ﾐWﾗﾐ ﾉｷｪｴデｷﾐｪく   

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, 

;IIWゲゲ デﾗ けｪヴWWﾐげ Wﾐ┗ｷヴﾗﾐﾏWﾐデゲが ヮヴﾗ┝ｷﾏｷデ┞ デﾗ ┘ｷﾐSﾗ┘ゲ ;ﾐS ゲﾗ ﾗﾐ ｴ;┗W ;ﾉﾉ HWWﾐ aﾗ┌ﾐS デﾗ ｷﾏヮ;Iデ ┌ヮﾗﾐ 
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 

ふヲヰヱヱぶ ﾏ;ｷﾐデ;ｷﾐゲ ゲデｷﾉﾉ ｴﾗﾉSゲく Iデ ｷゲ ゲ┌ヴヮヴｷゲｷﾐｪ デｴ;デ デｴW けゲヮ;デｷ;ﾉ デ┌ヴﾐげ ┘ｷデｴｷﾐ ゲﾗIｷ;ﾉ ゲIｷWﾐIW ふ“ﾗﾃ;が ヱΓΒΓき 
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 けｷゲ ﾐﾗデ ; けゲﾗIｷ;ﾉ ;ヴデげ ゲｷﾏヮﾉ┞ HWI;┌ゲW H┌ｷﾉSｷﾐｪゲ ;ヴW 
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 

aﾗヴﾏげ ふヱΓΒヴぎ ヲぶく Fﾗヴ JﾗﾐWゲが ゲﾗIｷﾗﾉﾗｪｷゲデゲ ﾐWWS デﾗ Iヴ;aデ け; IヴｷデｷI;ﾉ ;ヮヮヴﾗ;Iｴ デﾗ デｴW IﾗﾐﾐWIデｷﾗﾐゲ HWデ┘WWﾐ デｴW 
architectural field, political power, and the construction, maintenance and mobilization of collective 

ｷSWﾐデｷデｷWゲげ ふヲヰヱヱぎ ヱぶく  HW aﾗI┌ゲWゲ ﾗﾐ ﾉ;ﾐSﾏ;ヴﾆ H┌ｷﾉSｷﾐｪゲ SWゲｷｪﾐWS H┞ IWﾉWHヴ;デWS ;ヴIｴｷデWIデ┌ヴ;ﾉ aｷヴﾏゲが ｪｷ┗ｷﾐｪ 
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.  

Fﾗ┌I;┌ﾉデげゲ ┘ヴｷデｷﾐｪゲ ﾗﾐ ゲヮ;IW ;ﾐS ヮﾉ;IW ヴWﾏｷﾐS ┌ゲ ﾗa デｴｷゲく Hｷゲ けOa ﾗデｴWヴ ゲヮ;IWゲげ 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 ｷSWﾐデｷa┞ ｴﾗゲヮｷデ;ﾉゲ ;ゲ Iﾗﾏヮヴｷゲｷﾐｪ けﾉ;┞WヴWS ゲヮ;IWげ ┘ｴWヴW け;ﾉデWヴﾐ;デｷ┗W ;ﾐS デヴ;ﾐゲｪヴWゲゲｷ┗W 
ゲﾗIｷ;ﾉ ﾗヴSWヴゲ WﾏWヴｪW ;ﾐS ;ヴW IﾗﾐデWゲデWSげ, 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 

implicaデWS ｷﾐ デｴW ヮﾗ┘Wヴ S┞ﾐ;ﾏｷIゲ ﾗa ゲﾗIｷWデｷWゲ ;ﾐS デｴWｷヴ aﾗゲデWヴｷﾐｪ ﾗa ; ｪ┌ｷSｷﾐｪ けデWIｴﾐWげ ﾗヴ ｪﾗ┗WヴﾐﾏWﾐデ;ﾉ 
rationality (1984: 255). This implies that the analysis of building types should be placed by sociologists 

┘ｷデｴｷﾐ ; けﾉﾗﾐｪ ┗ｷW┘げ ﾗa ｴﾗ┘ ヮ;ヴデｷI┌ﾉ;ヴ ┘;┞ゲ ﾗa デｴｷﾐﾆing (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 alげゲ ゲデ┌S┞ ﾗa ┘ﾗﾏWﾐげゲ 
community health centres in Australia as counter-geographies of care to predominant models of 

privatized general practice (2000); Fanﾐｷﾐげゲ ゲデ┌S┞ ﾗa Hｷヴデｴｷﾐｪ ヴﾗﾗﾏゲ ｷﾐ U“ ｴﾗゲヮｷデ;ﾉゲ ┘ｴｷIｴ ゲWヴ┗W デﾗ 
ヴWｷﾐaﾗヴIW デｴW ヮﾗゲｷデｷﾗﾐ ﾗa HｷﾗﾏWSｷI;ﾉ W┝ヮWヴデｷゲW ふヲヰヰンぶき KW;ヴﾐゲ ;ﾐS Cﾗﾉﾉｷﾐゲげゲ ;ﾐ;ﾉ┞ゲｷゲ ﾗa ｴW;ﾉデｴ I;ﾏヮゲ ｷﾐ 
New Zealand in the social construction of discourses around ideals of healthy childhood (2000); Parr et 

alげゲ ;ヴIｴｷ┗;ﾉ ヴWゲW;ヴIｴ ;ﾐS IﾗﾐデWﾏヮﾗヴ;ヴ┞ ｷﾐデWヴ┗ｷW┘ゲ ┘ｷデｴ デｴﾗゲW ┘ｴﾗ ｴ;S W┝ヮWヴｷWﾐIW ﾗa ; ﾏWﾐデ;ﾉ ｴW;ﾉデｴ 
a;Iｷﾉｷデ┞ ｷﾐ “Iﾗデﾉ;ﾐS ふヲヰヰンぶが ;ﾐS L;┘ゲげ ;IIﾗ┌ﾐデ ﾗa デｴW ;ヮヮヴﾗヮヴｷ;デｷﾗﾐ ﾗa ヮ;ヴﾆ ゲヮ;IWゲ H┞ ; ヮゲ┞Iｴｷ;デヴｷI ゲWﾉa-
ｴWﾉヮ ｪヴﾗ┌ヮ ふヲヰヰΓぶが  ゲWヴ┗ｷﾐｪ ;ゲ ; けデｴWヴ;ヮW┌デｷI ﾉ;ﾐSゲI;ヮWげ  ｷﾐ Iﾗﾐデヴ;ゲデ デﾗ デｴW ;ﾉｷWﾐ;デｷﾗﾐ デｴW ｪヴﾗ┌ヮ 
experienced within purpose-built facilities.   

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

┌ﾐSWヴゲデﾗﾗS ;ゲ ; けヮヴﾗS┌Iデ ﾗa デｴW ｴ┌ﾏ;ﾐ ﾏｷﾐS ;ﾐS ﾏ;デWヴｷ;ﾉ IｷヴI┌ﾏゲデ;ﾐIWゲげ ふGWゲﾉWヴが ヱΓΓヲぎ Αヴンぶく Tﾗ 
facilitate its empirical application Gesler et al ふヲヰヰヴぶ SW┗ｷゲWS ; けﾏ;デヴｷ┝げ aﾗヴ デｴW W┗;ﾉ┌;デｷﾗﾐ ﾗa けゲｷデ┌;デWS 
ﾆﾐﾗ┘ﾉWSｪWゲ ;ﾐS ﾉﾗI;ﾉ I┌ﾉデ┌ヴWゲげく The concept of therapeutic landscapes has been instructive for those 

unSWヴデ;ﾆｷﾐｪ ;ﾐ;ﾉ┞ゲWゲ ﾗa ゲWヴ┗ｷIWゲ ┘ｴWヴW SWゲｷｪﾐWヴゲが ｷﾐ Iﾗﾐゲ┌ﾉデ;デｷﾗﾐ ┘ｷデｴ ┌ゲWヴゲが ｴ;┗W ゲﾗ┌ｪｴデ デﾗ けH┌ｷﾉS ｷﾐげ 
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 

ｴｷｪｴ ヮヴﾗaｷﾉW IｴｷﾉSヴWﾐげゲ ｴﾗゲヮｷデ;ﾉ ｷﾐ A┌Iﾆﾉ;ﾐS ふヱΓΓΓぶく  

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

IﾗﾐデヴｷH┌デｷﾗﾐ ﾗa ;ヴIｴｷデWIデ┌ヴ;ﾉ ゲデヴ┌Iデ┌ヴWゲ ｷﾐ ゲﾗIｷ;ﾉ ヴWﾉ;デｷﾗﾐゲく GｷﾉﾉWゲヮｷWげゲ ふヲヰヰヲぶ ゲデ┌S┞ ﾗa ; a;ﾏｷﾉ┞ ヮﾉ;ﾐﾐing 

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 

ヲヰヰΑぶが ;ﾐ ﾗHゲWヴ┗;デｷﾗﾐ デｴ;デ ヴWゲﾗﾐ;デWゲ ┘ｷデｴ T┘ｷｪｪげゲ ふヲヰヰヶぶ ゲデ┌S┞ ﾗa ヮ;ｷS I;ヴW ┘ﾗヴﾆ ┌ﾐSWヴデ;ﾆWﾐ ｷﾐ 
domestic settings when private space becomes a public work place for a paid carer, and where the 

けｴ;Hｷデ┌ゲ ﾗa デｴW ｴﾗﾏWげ ;ﾐS デｴW けﾉﾗｪｷI ﾗa ゲWヴ┗ｷIW SWﾉｷ┗Wヴ┞げ ｪWﾐWヴ;デW デWﾐゲｷﾗﾐゲ ｷﾐ ヴWﾉ;デｷﾗﾐ デﾗ ヮﾗ┘Wヴ ヴWﾉ;デｷﾗﾐゲ 
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 

;ゲヮｷヴ;デｷﾗﾐ デﾗ ﾏ;ﾆW ｷﾐゲデｷデ┌デｷﾗﾐゲ けｴﾗﾏWﾉ┞げ ｴ;ゲ ﾗaデWﾐ 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  

Pヴｷﾗヴ ;ヴｪ┌Wゲ aﾗヴ ; ゲﾗIｷﾗﾉﾗｪ┞ ﾗa ゲヮ;IW ﾗ┌デ┘ｷデｴ デｴW けaヴ;ﾏW┘ﾗヴﾆ ﾗa ﾏﾗSWヴﾐ ｪWﾗｪヴ;ヮｴ┞げ ふヱΓΒΒぎ Βヶ- 87), and 

GｷWヴ┞ﾐ ふヲヰヰヰぶ I;ﾉﾉゲ aﾗヴ ; SｷゲデｷﾐIデ けヮﾉ;IW ゲWﾐゲｷデｷ┗W ゲﾗIｷﾗﾉﾗｪ┞げが I;┌デｷﾗﾐｷﾐｪ ゲﾗIｷﾗﾉﾗｪｷゲデゲ デﾗ ;┗ﾗｷS ﾉWデデｷﾐｪ けヮﾉ;IWげ 
HWIﾗﾏW けゲﾗﾏWデｴｷﾐｪ ﾗa ｷﾐデWヴWゲデ ﾗﾐﾉ┞ デﾗ ｪWﾗｪヴ;ヮｴWヴゲが ;ヴIｴｷデWIデゲが ﾗヴ Wﾐ┗ｷヴﾗﾐﾏWﾐデ;ﾉ ｴｷゲデﾗヴｷ;ﾐゲげ ふヴヶンぶく Pﾉ;IW 
he argues, is not the same as space; for Gieryn, place becomes space when iデ ｷゲ けaｷﾉﾉWS ┌ヮ H┞ ヮWﾗヮﾉWが 
ヮヴ;IデｷIWゲが ﾗHﾃWIデゲ ;ﾐS ヴWヮヴWゲWﾐデ;デｷﾗﾐゲげ and, ﾏﾗヴWﾗ┗Wヴが けヮﾉ;IW ｷゲ ﾐﾗデ ﾏWヴWﾉ┞ ; ゲWデデｷﾐｪ ﾗヴ ; H;IﾆSヴﾗヮが H┌デ 
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an agentic player in the game に ; aﾗヴIW ┘ｷデｴ SWデWIデ;HﾉW ;ﾐS ｷﾐSWヮWﾐSWﾐデ WaaWIデゲ ﾗﾐ ゲﾗIｷ;ﾉ ﾉｷaWげ (2000: 

465, 466). All social ;Iデｷ┗ｷデ┞ ｷゲ けWﾏヮﾉ;IWSげ - けｷデ ｴ;ヮヮWﾐゲ ゲﾗﾏW┘ｴWヴW ;ﾐS ｷﾐ┗ﾗﾉ┗Wゲ ﾏ;デWヴｷ;ﾉ ゲデ┌aaげ ふGｷWヴ┞ﾐが 
2000: 466).  

Oa Iﾗ┌ヴゲW けﾏ;デWヴｷ;ﾉ ゲデ┌aaげ ｷゲ W┝;ﾏｷﾐWS H┞ ﾏWSｷI;ﾉ ゲﾗIｷﾗﾉﾗｪｷゲデゲ ;ゲ W┗ｷSWﾐIWS H┞ デｴW ヮﾉWデｴﾗヴ; ﾗa ゲデ┌SｷWゲ ﾗﾐ 

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; MWゲﾏ;ﾐ ヲヰヰΓぶく ‘;┘ﾉｷﾐｪゲげゲ SWゲIヴｷヮデｷﾗﾐ ﾗa 
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 

IﾗﾐI┌ヴヴWﾐデ けIｷヴI┌ｷデゲ ﾗa ｴ┞ｪｷWﾐWげが Wﾐ;IデWS ┘ｷデｴｷﾐ デｴW ﾏﾗ┗WﾏWﾐデ ﾗa ゲデ;aaが ヮ;デｷWﾐデゲ ;ﾐS ﾏWSｷI;ﾉ ﾗHﾃWIデゲ ;ゲ 
they are enfolded through the surgical theatre as a particular spatial form; here the architecture acts as 

Iﾗﾐデｷﾐ┌;ﾉ ヮヴﾗﾏヮデが HｷﾐSｷﾐｪ ｷデゲ ┗;ヴｷﾗ┌ゲ ヮ;ヴデｷIｷヮ;ﾐデゲ ｷﾐデﾗ ; けIﾗﾐ┗Wﾐ;ﾐデげ ﾗa IﾉｷﾐｷI;ﾉ ゲ;aWデ┞ ;ﾐS I;ヴW ふヱΓΓΑぎ 
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.  

GｷWヴ┞ﾐげゲ ふヲヰヰヲぶ ;ヴデｷIﾉWが けWｴ;デ H┌ｷﾉSｷﾐｪゲ Sﾗげ ;デデempts to address this void. He provides a route beyond 

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

actorsげ ｷﾐデWヴヮヴWデ;デｷﾗﾐゲく HW ヮﾗｷﾐデゲ デﾗ デｴWｷヴ けSﾗ┌HﾉW ヴW;ﾉｷデ┞げ ふヲヰヰヲき ヴヰぶき デｴW┞ Iﾗﾐゲデヴ;ｷﾐ ;Iデｷﾗﾐ ;ﾐS ┞Wデが 
despite their fixed appearance, remain open to interpretation and (re)construction. So, although 

けH┌ｷﾉSｷﾐｪゲ ゲデ;Hｷﾉｷ┣W ゲﾗIｷ;ﾉ ﾉｷaWげが デｴW┞ けゲデ;Hｷﾉｷ┣W imperfectlyげ ふンヵぶく Tｴヴﾗ┌ｪｴ ;ﾐ WﾏヮｷヴｷI;ﾉ I;ゲW ゲデ┌S┞ ┘ｴWヴW ｴW 
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 

ﾗa デｴW SWゲｷｪﾐ ヮヴﾗIWゲゲ ｷゲ ヴWﾐSWヴWS ｷﾐ┗ｷゲｷHﾉW ;ﾐS デｴW H┌ｷﾉSｷﾐｪ ゲデWWヴゲ ｷデゲ ┌ゲWヴゲ ｷﾐ ┘;┞ゲ デｴW┞ けｴ;ヴSﾉ┞ ﾐﾗデｷIWげ 
(60). With time the CBB is malleable through processes of interpretative flexibility ;ﾐS デｴ┌ゲ けSｷゲI┌ヴゲｷ┗Wﾉ┞ 
ヴWﾏ;SWげく GｷWヴ┞ﾐげゲ ゲデ┌S┞ ｷs 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 デｴﾗ┌ｪｴデ ﾗa ;ゲ ヮヴﾗﾃWIデゲ ゲ┌HﾃWIデ デﾗ デｴW IﾗﾐデｷﾐｪWﾐIｷWゲ ﾗa IﾉｷWﾐデゲげ SWﾏ;ﾐSゲが ヮﾉ;ﾐﾐｷﾐｪ ｷゲゲ┌Wゲ 
and the recalcitrance of building materials and technologies (2008). 

Y;ﾐW┗; ;ﾐS G┌┞げゲ ふヲヰヰΒぶ ゲヮWIｷ;ﾉ ｷゲゲ┌W ﾗa Science Studies ﾗﾐ ;ヴIｴｷデWIデ┌ヴW SWﾏﾗﾐゲデヴ;デWゲ デｴW け;ﾐ;ﾉ┞デｷcal 

ヮﾗデWﾐデｷ;ﾉげ ﾗa “T“ ;ヮヮヴﾗ;IｴWゲ aﾗヴ ┌ﾐSWヴゲデ;ﾐSｷﾐｪ ｴﾗ┘ ゲﾗIｷ;ﾉ ヴWﾉ;デｷﾗﾐゲ ;ヴW けH┌ｷﾉデ ｷﾐデﾗげ ;ヴIｴｷデWIデ┌ヴW デｴヴﾗ┌ｪｴ 
explorations of the heterogeneous processes and practices involved. For example, Yaneva (2008) 

followed the renovation of a 17
th

 century Viennese H┌ｷﾉSｷﾐｪが ; ヮヴﾗIWゲゲ ゲｴW ヴWaWヴゲ デﾗ ;ゲ け;ヴIｴｷデWIデ┌ヴW ｷﾐ 
デｴW ﾏ;ﾆｷﾐｪげ ふヱヲぶが ヴW┗W;ﾉｷﾐｪ デｴｷゲ デﾗ HW ;ﾐ ┌ﾐヮヴWSｷIデ;HﾉW ヮヴﾗIWゲゲ Iｴ;ヴ;IデWヴｷゲWS H┞ けSヴｷaデゲげが けゲ┌ヴヮヴｷゲWゲげが 
けヴ┌ヮデ┌ヴWゲげ ;ﾐS けﾏﾗSｷaｷI;デｷﾗﾐ ﾗa SWデ;ｷﾉゲげく  DWゲｷｪﾐ ヮﾉ;ﾐゲ ┘WヴW ;Sﾃ┌ゲデWS ｷﾐ ヴWﾉ;デｷﾗﾐ デﾗ ﾐWｪﾗデｷ;デｷﾗﾐゲ 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 に 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 に and, in turn, how architectural 

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

objects.  

Iﾐ a;Iデが aﾗヴ ﾏWSｷI;ﾉ ゲﾗIｷﾗﾉﾗｪｷゲデゲが GｷWヴ┞ﾐげゲ ゲデ┌S┞ ﾗa デｴW CBB ｴﾗﾉSゲ a┌ヴデｴWヴ ｷﾐデWヴWゲデく 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 

Iﾐ デｴW けIﾐデヴﾗS┌Iデｷﾗﾐげ to his collection, Buildings and Society: essays on the social development of the built 

environment, Kｷﾐｪ ;ヴｪ┌Wゲ デｴ;デ デｴWヴW ｷゲ ;ﾐ ｷﾐゲWヮ;ヴ;HﾉW けヴWﾉ;デｷﾗﾐゲｴｷヮ HWデ┘WWﾐ ゲﾗIｷ;ﾉ ;ﾐS I┌ﾉデ┌ヴ;ﾉ aﾗヴﾏs on 

デｴW ﾗﾐW ｴ;ﾐSが ;ﾐS H┌ｷﾉデ ;ﾐS ゲヮ;デｷ;ﾉ aﾗヴﾏゲ ﾗﾐ デｴW ﾗデｴWヴげ ふヱΓΒヰぎ ンぶく Tｴｷゲ ｷゲ ;ﾐ ﾗHゲWヴ┗;デｷﾗﾐ デｴ;デ ヮヴﾗﾏヮデゲ 
sociological questions:   

け┘ｴ;デ ;ヴW デｴW I┌ﾉデ┌ヴ;ﾉが ゲﾗIｷ;ﾉが ゲIｷWﾐデｷaｷIが ┘Wﾉa;ヴWが デWIｴﾐｷI;ﾉ ;ﾐS ﾗデｴWヴ ヮヴWゲ┌ヮヮﾗゲｷデｷﾗﾐゲ ふけデｴWﾗヴｷWゲげぶ 
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, 

┘ｴﾗ WﾐaﾗヴIWゲ デｴWﾏ ;ﾐS ｴﾗ┘い Hﾗ┘ ｷゲ デｴW け;ヴIｴｷデWIデ┌ヴ;ﾉ ゲデ┞ﾉWげ デﾗ HW W┝ヮﾉ;ｷﾐWSい Wｴ;デ ゲ┞ﾏHﾗﾉｷI 
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), aﾗヴ W┝;ﾏヮﾉWが SWデ;ｷﾉ ｴﾗ┘ ﾏWSｷI;ﾉ ┗;ﾉ┌Wゲ け;ヴW ┘ヴｷデデWﾐ ﾗﾐ デｴW ｴﾗゲヮｷデ;ﾉげゲ a;I;SWゲ ;ﾐS ゲヮ;デｷ;ﾉ 
;ヴヴ;ﾐｪWﾏWﾐデゲげが ゲ┌Iｴ デｴ;デ デヴ;Iｷﾐｪ ｴｷゲデﾗヴｷI;ﾉ ヮ;デデWヴﾐゲ ﾗa ｴﾗゲヮｷデ;ﾉ SWゲｷｪﾐ ﾗaaWヴゲ け┌ﾐSWヴゲデ;ﾐSｷﾐｪ ﾐﾗデ ﾗﾐﾉ┞ ぷﾗaへ 
this particular institution, but also the broader history of medicine, science, and popular culture in the 

twentieth cWﾐデ┌ヴ┞げ ふヱΓΓΓぎ ヲΒヱぶく 

A ヴ;ヴW W┝;ﾏヮﾉW ┘ｷデｴｷﾐ ﾏWSｷI;ﾉ ゲﾗIｷﾗﾉﾗｪ┞ ｷゲ Pヴｷﾗヴげゲ ふヱΓΒΒぶ ゲデ┌S┞ ﾗa ｴﾗゲヮｷデ;ﾉ ;ヴIｴｷデWIデ┌ヴW ｷﾐ デｴW ﾐｷﾐWデWWﾐデｴ 
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. B┌ｷﾉSｷﾐｪゲ ;ヴW け;ゲ ゲﾗﾉｷS ; aﾗヴﾏ ﾗa SｷゲI┌ヴゲｷ┗W Wﾐ┌ﾐIｷ;デｷﾗﾐ ;ゲ ;ヴW デW┝デゲ ﾗヴ ゲヮWWIｴげ ふPヴｷﾗヴ 
ヱΓΒΒぎ Γヲぶ ;ﾐS ;ヴIｴｷデWIデ┌ヴ;ﾉ ヮﾉ;ﾐゲ け;ヴW WゲゲWﾐデｷ;ﾉﾉ┞ ;ヴIｴ;WﾗﾉﾗｪｷI;ﾉ ヴWIﾗヴSゲ ┘ｴｷIｴ WﾐI;ヮゲ┌ﾉ;デW ;ﾐS ｷﾏヮヴｷゲﾗﾐ 
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┘ｷデｴｷﾐ デｴWﾏゲWﾉ┗Wゲ ; ｪWﾐW;ﾉﾗｪ┞ ﾗa ﾏWSｷI;ﾉ ﾆﾐﾗ┘ﾉWSｪWげ ふヱΓΒΒぎ Γンぶく Fﾗヴ W┝;ﾏヮﾉWが デｴW Iﾗﾐゲデヴ┌Iデｷﾗﾐ ﾗa デｴW 
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 

H┌ｷﾉSｷﾐｪ デWIｴﾐｷケ┌Wゲく Wヴｷデｷﾐｪ ｷﾐ ; ﾏﾗヴW IﾗﾐデWﾏヮﾗヴ;ヴ┞ Wヴ; H┌ｪｴWゲげ ﾗHゲWヴ┗;デｷﾗﾐゲ ﾗa ; I;ゲ┌;ﾉデ┞ ┘;ヴS 

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

and デｴW けｷﾐIヴW;ゲｷﾐｪ SｷaaWヴWﾐデｷ;デｷﾗﾐ ﾗa ﾉﾗI;ﾉWゲ ｷﾐ デｴW ﾏﾗSWヴﾐ ｴﾗゲヮｷデ;ﾉげ ふヱΓΒΒぎ ヱヶぶが ┘ｷデｴ デｴW ;┌デｴﾗヴｷデ┞ ﾗa 
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 

ﾏWSｷI;ﾉ ﾗHﾃWIデゲく Aゲ Bﾉ;┝デWヴげゲ ふヲヰヰΓぶ W┝ヮWヴｷWﾐIWゲ ﾗa aヴ;ｪﾏWﾐデWS I;ヴW ｷﾐ デｴW ｴﾗゲヮｷデ;ﾉ ｷﾐSｷI;デWが デｴWゲW 
ｷﾐゲデｷデ┌デｷﾗﾐ;ﾉ ゲWデデｷﾐｪゲ ;ヴW SWﾏ;ヴI;デWS H┞ けSｷ┗ｷゲｷﾗﾐゲ ﾗa デｴW ;ﾐ;デﾗﾏｷI;ﾉ ゲ┞ゲデWﾏげ ふPヴｷﾗヴが ヱΓΓヲぎ ΑΑぶ ;ﾐS 
categories of patient. For example, from the second half of the 18

th
 century patients began to be 

SｷaaWヴWﾐデｷ;デWS H┞ ;ｪWが ┘ｷデｴ ┞ﾗ┌ﾐｪWヴ ヮ;デｷWﾐデゲ ヮﾉ;IWS ｷﾐ ; けIｴｷﾉSヴWﾐげゲ ┘;ヴSげが ﾗ┗WヴゲWWﾐ H┞ デｴW SｷゲデｷﾐIデ 
speci;ﾉデ┞ ﾗa ヮWSｷ;デヴｷIゲが ;ﾐS ﾉ;デWヴ ヮﾉ;IWS ｷﾐ ゲWヮ;ヴ;デW IｴｷﾉSヴWﾐげゲ ｴﾗゲヮｷデ;ﾉゲ ふPヴｷﾗヴが ヱΓΓヲぶく Aゲ IｴｷﾉSヴWﾐ ┘WヴW 
first demarcated within the general hospital, the insane were placed within a separate architectural 

ゲヮ;IW ;ﾉデﾗｪWデｴWヴく Iﾐ Iﾗﾐデヴ;ゲデ デﾗ デｴW け┘;ヴSゲ aﾗヴ デｴW ゲｷIﾆげが デｴW ｷﾐゲ;ﾐW ┘WヴW デﾗ HW ヮﾉ;IWS ┘ｷデｴｷﾐ デｴW けIWﾉﾉゲげ ﾗa 
the asylum (Prior 1988:103). Here again notions of madness were inscribed in buildings designed as 

ﾏWIｴ;ﾐｷゲﾏゲ aﾗヴ デｴW Iﾗﾐデ;ｷﾐﾏWﾐデ ;ﾐS Iﾗﾐデヴﾗﾉ ﾗa けｷﾐﾏ;デWゲげく Aゲ ｷSW;ゲ ﾗa ﾏ;SﾐWゲゲ ｪ;┗W ┘;┞ デﾗ ﾐﾗデｷﾗﾐゲ ﾗa 
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 

HWﾐWa;Iデﾗヴゲ ﾆWWﾐ デﾗ ｷﾐ┗Wゲデ ｷﾐ ; けｴW;ﾉデｴ┞げ ゲﾗIｷWデ┞ デｴヴﾗ┌ｪｴ デｴW ｷﾐI┌ﾉI;デｷﾗﾐ ﾗa SｷゲIｷヮﾉｷﾐW ;ゲ ﾏ┌Iｴ ;ゲ デｴヴﾗ┌ｪｴ 
デｴW ;ヮヮﾉｷI;デｷﾗﾐ ﾗa けﾏﾗSWヴﾐげ ﾏWSｷIｷﾐWく Aゲ デｴW┞ ;SﾏｷデデWS ゲﾗIｷ;ﾉﾉ┞ ﾏｷ┝WS ヮﾗヮ┌ﾉ;デｷﾗﾐゲが デｴW Iﾉ;ゲゲｷaｷI;デｷﾗﾐ ﾗa 
patients accordiﾐｪ デﾗ WIﾗﾐﾗﾏｷI ヮﾗゲｷデｷﾗﾐ ┘;ゲ Iﾗﾐaｷｪ┌ヴWS ｷﾐ ゲヮ;デｷ;ﾉ SWゲｷｪﾐぎ けゲWヮ;ヴ;デW ┘;ヴSゲ ﾐﾗデ ﾗﾐﾉ┞ 
ｷゲﾗﾉ;デWS ヮ;デｷWﾐデゲ aヴﾗﾏ ヮﾗゲゲｷHﾉW Iﾗﾐデ;ｪｷﾗﾐき デｴW┞ ;ﾉゲﾗ ゲWヮ;ヴ;デWS デｴWﾏ H┞ ゲﾗIｷ;ﾉ Iﾉ;ゲゲ ;ﾐS WデｴﾐｷIｷデ┞げ ふBヴ;ﾐSデ 
and Sloane, 1999: 285). The generic hospital designs that superseded the Pavilion layout followed more 

W┝ヮWSｷWﾐデ ﾏWデｴﾗSゲ ﾗa H┌ｷﾉSｷﾐｪ ;ゲ デｴW ヲヰデｴ IWﾐデ┌ヴ┞ ヮヴﾗｪヴWゲゲWSが ゲ┌Iｴ ;ゲ デｴW けﾏ;デIｴHﾗ┝ ﾗﾐ ; ﾏ┌aaｷﾐげ 
model developed in the first decades in the post-┘;ヴ ヮWヴｷﾗSが ┘ｴWヴW けデｴW ┘;ヴS デﾗ┘Wヴ ぷ┘;ゲへ ゲWデ ﾗﾐ ; 
wider, lower block of acIﾗﾏﾏﾗS;デｷﾗﾐげ ;ﾐS ﾏ;┝ｷﾏｷ┣WS ゲヮ;IW ┘ｴWﾐ ┌ゲWS ┘ｷデｴｷﾐ デｴW ヴWゲデヴｷIデｷﾗﾐゲ of urban 

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

the post-┘;ヴ ヮWヴｷﾗS ┘;ゲ ﾉ;ヴｪWﾉ┞ ;IｴｷW┗WS デｴヴﾗ┌ｪｴ デｴW けN┌IﾉW┌ゲげ ﾏﾗSWﾉ ﾗa ; 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-ヱヴぶく Tｴｷゲ SWゲｷｪﾐ デWﾏヮﾉ;デW け;IｴｷW┗WS 
considerable savings in consultant costゲが I;ヮｷデ;ﾉ W┝ヮWﾐSｷデ┌ヴW ;ﾐS ﾐ┌ﾏWヴﾗ┌ゲ Iﾗゲデゲげ ;ゲゲﾗIｷ;デWS ┘ｷデｴ 
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 に 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).  

“ﾉﾗ;ﾐW ;ﾐS “ﾉﾗ;ﾐWげゲ ふヲヰヰンぶ Hﾗﾗﾆ 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 settingsく Iﾐ デｴW U“A デｴW ゲﾗ I;ﾉﾉWS けSﾗI ｷﾐ ; Hﾗ┝げ に a satellite primary 

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

reconfiguration.   

Aﾉデｴﾗ┌ｪｴ Sヴ;┘ｷﾐｪ ﾗﾐ W┝;ﾏヮﾉWゲ aヴﾗﾏ デｴW U“が “ﾉﾗ;ﾐW ;ﾐS “ﾉﾗ;ﾐWげゲ ;ﾐ;ﾉysis 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 

ヴWゲ┌ﾉデゲ ｷﾐ けIﾗﾐデヴｷ┗WS ﾏｷﾉｷW┌ ｷﾐ ┘ｴｷIｴ デｴW form appears to rival the function in importancWげが ;ﾐSが ｷﾐSWWSが 
ﾏｷｪｴデ W┗Wﾐ ;Iデ デﾗ けWゲゲWﾐデｷ;ﾉﾉ┞ ﾏ┞ゲデｷa┞ デｴW ヮヴﾗIWゲゲWゲ ﾗa I;ヴWが I┌ヴW ;ﾐS ｴW;ﾉｷﾐｪげ ふヱΓΓΑぎ ヱΑΒ-9). In the UK, 

Dﾗ┌ｪﾉ;ゲ ;ﾐS Dﾗ┌ｪﾉ;ゲげゲ ヴWゲW;ヴIｴ ｷﾐデﾗ ｴﾗゲヮｷデ;ﾉ ｷﾐデWヴｷﾗヴゲ ｷSWﾐデｷa┞ デｴW ヮヴﾗﾏｷﾐWﾐIW ﾗa I;aWゲ ;ﾐS ゲｴﾗヮヮｷﾐｪ 
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 alげゲ 
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 

SWゲｷｪﾐｷﾐｪ デｴW けｴW;ﾉデｴゲI;ヮWげ ;ﾐS IヴW;デｷﾐｪ デｴW けｴW;ﾉｷﾐｪ Wﾐ┗ｷヴﾗﾐﾏWﾐデげが aﾗヴ W┝;ﾏヮﾉW デｴヴﾗ┌ｪｴ デｴW けIﾉW;ﾐ 



9 

 

 

┌ﾐｷaﾗヴﾏゲ ;ﾐS ヮヴﾗヮWヴ ｪヴﾗﾗﾏｷﾐｪげ ﾗa ゲデ;aa ふヲヰヰヰぎ ヱヰ2), and reflects an aspiration, at least in advanced 

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

SWゲｷｪﾐく BヴﾗﾏﾉW┞げゲ ふヲヰヱヲぶ W┝ヮﾉﾗヴ;デｷﾗﾐ ｷﾐデﾗ ;ヴIｴｷデWIデゲげ and plannersげ operationalization of person 

cenデヴWSﾐWゲゲ ｷﾐ ｴﾗゲヮｷデ;ﾉ SWゲｷｪﾐ ｷﾐ デｴW U“が ヴW┗W;ﾉゲ ｴﾗ┘ デｴW┞ ゲﾗ┌ｪｴデ デﾗ IヴW;デW ;ﾐ けｷﾏヮヴWゲゲｷ┗W ヮヴWゲデｷｪｷﾗ┌ゲ 
H┌ｷﾉSｷﾐｪげ ﾗﾐ ; けｴ┌ﾏ;ﾐ ゲI;ﾉWげ デﾗ けヮヴﾗﾃWIデ ｴﾗヮWが ｴW;ﾉｷﾐｪ ;ﾐS ｴ┌ﾏ;ﾐ-ﾐWゲゲげ ふヱヰヶヰぶく DWゲｷｪﾐ aW;デ┌ヴWゲ ｷﾐIﾉ┌SW 
け;ﾏヮﾉW ゲヮ;IWが ｴﾗﾏWﾉ┞ Wﾐ┗ｷヴﾗﾐﾏWﾐデゲが ;ﾐS ｴﾗデWﾉ-like ser┗ｷIWゲげ ふヱヰヵΑぶく OﾐW ヮ;ヴデｷIｷヮ;ﾐデ IﾗﾏﾏWﾐデWSが けデｴW 
HW;┌デ┞ ﾗa デｴW ;ヴIｴｷデWIデ┌ヴW ｷゲが デｴWヴWげゲ ﾐﾗデｴｷﾐｪ さｴﾗゲヮｷデ;ﾉざ ;Hﾗ┌デ ｷデくげ A ゲﾗIｷﾗﾉﾗｪｷI;ﾉ ヴW;Sｷﾐｪ ﾗa デｴWゲW 
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 carW ゲWデデｷﾐｪゲ デｴWﾏゲWﾉ┗Wゲ H┌デ ｷﾐ ﾗデｴWヴ IﾗﾐデWﾏヮﾗヴ;ヴ┞ ﾏﾗSWゲ ﾗa ゲヮ;IW ;ﾐS けｴﾗゲヮｷデ;ﾉｷデ┞げ デｴ;デ 
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 

ﾐﾗヴﾏゲ ﾏ;SW ﾏ;ﾐｷaWゲデ ｷﾐ ﾉ;デWヴ ゲデ┞ﾉWゲが HWaﾗヴW ヴW;Iｴｷﾐｪ デｴW IﾗﾐデWﾏヮﾗヴ;ヴ┞ ヮWヴｷﾗSげゲ Hﾗヴヴﾗ┘ｷﾐｪ aヴﾗﾏ ﾗデｴWヴ 
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 

デ;ﾆWゲ ﾗﾐ けSｷaaWヴWﾐデ aﾗヴﾏゲ ｷﾐ SｷaaWヴWﾐデ I┌ﾉデ┌ヴWゲ ;ﾐS ゲﾗIｷWデｷWゲげが ｷﾐ ｷデゲ ヴﾗﾉW ;ゲ け; Sﾗﾏ;ｷﾐ ┘ｴWヴW デｴW IﾗヴW 
┗;ﾉ┌Wゲ ﾗa ; I┌ﾉデ┌ヴW IﾗﾏW ｷﾐデﾗ ┗ｷW┘げ ふヲ004: 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 hospit;ﾉげゲ ｴWデWヴﾗデﾗヮｷI ケ┌;ﾉｷデ┞ ふ“デヴWWデ ;ﾐS 
Coleman 2ヰヱヲぶ ;ﾐS “T“ ;ﾐ;ﾉ┞ゲWゲ ゲ┌Iｴ ;ゲ Mﾗﾉげゲ ふヲヰヰヲぶ ;IIﾗ┌ﾐデ ﾗa ﾏ┌ﾉデｷヮﾉW HﾗSｷWゲが ﾏ┌ﾉデｷヮﾉ┞ Wﾐ;IデWS ｷﾐ 
ﾏ┌ﾉデｷヮﾉW ゲヮ;IWゲく B┌デ W┗Wﾐ ｴWヴWが ｷﾐ デｴWゲW ゲデ┌SｷWゲ H┌ｷﾉSｷﾐｪゲ ;ヴW けゲWデデｷﾐｪゲげき H;IﾆSヴﾗヮゲ デｴ;デ ;ヴW ゲｷﾉWﾐデ ｷﾐ デｴW 
analysis as attention is given to the technologies deployed within populated spaces.  But buildings, as 

GｷWヴ┞ﾐ ふヲヰヰヲぶ ヴWﾏｷﾐSゲ ┌ゲが ;ヴW けデWIｴﾐﾗﾉﾗｪｷI;ﾉ ;ヴデｷa;Iデゲげ like けany other machine or tool, are 

ゲｷﾏ┌ﾉデ;ﾐWﾗ┌ゲﾉ┞ デｴW IﾗﾐゲWケ┌WﾐIW ;ﾐS ゲデヴ┌Iデ┌ヴ;ﾉ I;┌ゲW ﾗa ゲﾗIｷ;ﾉ ヮヴ;IデｷIWゲげ ふヴヱぶく Iﾐ デｴW IﾗﾐデW┝デ ﾗa ｴW;ﾉデｴが 
Aヴﾏゲデヴﾗﾐｪげゲ (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 gWﾐWヴ;ﾉ ヮヴ;IデｷデｷﾗﾐWヴげゲ ﾗ┘ﾐ homes to health centres ┘ｴWヴWｷﾐ け; ﾐW┘ ;ﾐ;ﾉ┞ゲｷゲ ﾗa ｷﾉﾉﾐWゲゲ 
HWI;ﾏW ヮﾗゲゲｷHﾉWげが デｴヴﾗ┌ｪｴ ┘ｴｷIｴ デｴW ヮ;デｷWﾐデげゲ HﾗS┞ ;ﾐS ｷﾉﾉﾐWゲゲ HWI;ﾏW ｷﾐIヴW;ゲｷﾐｪﾉ┞ aヴ;ｪﾏWﾐデWS ;ﾐS 
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 

HWI;┌ゲW W┝ｷゲデｷﾐｪ ヴWゲW;ヴIｴ ｷゲ け;ﾉﾏﾗゲデ ﾐﾗﾐ-W┝ｷゲデWﾐデげ ふヲヰヱンぎ ヱヰぶく TｴWヴW ｷゲ ﾏWヴｷデ ｷﾐ ┌ﾐSWヴデ;ﾆｷﾐｪ ┘ｴ;デ ｴW 
ヴWaWヴゲ デﾗ ;ゲ ヴWゲW;ヴIｴ け┘ｷデｴ ;ヴIｴｷデWIデ┌ヴWげ ヴ;デｴWヴ デｴ;ﾐ ゲｷﾏヮﾉ┞ Sﾗｷﾐｪ ; ゲデ┌S┞ けﾗa ;ヴIｴｷデWIデ┌ヴWげく AヴIｴｷデWIデ┌ヴW ｷs 

けﾐﾗデ ゲﾗ ﾏ┌Iｴ about as by means of H┌ｷﾉSｷﾐｪゲげ ふIﾐｪﾗﾉS ヲヰヱンぎ ヱヰ Wﾏヮｴ;ゲｷゲ ｷﾐ ﾗヴｷｪｷﾐ;ﾉぶく IﾐｪﾗﾉSげゲ ;ヮヮヴﾗ;Iｴ 
IｴｷﾏWゲ ┘ｷデｴ Pｷﾐﾆげゲ ふヲヰヰΓぶ けWデｴﾐﾗｪヴ;ヮｴｷI ヮヴ;IデｷIWげ ﾗヴｷWﾐデ;デｷﾗﾐ ┘ｴｷIｴ ┌ヴｪWゲ ヴWゲW;ヴIｴWヴゲ デﾗ ﾐﾗデ ﾗﾐﾉ┞ 
ヮヴﾗS┌IW けデｴｷIﾆ SWゲIヴｷヮデｷﾗﾐげ H┌デ ;ﾉゲﾗ ┘ﾗヴﾆ Iﾗﾉﾉ;Hﾗヴ;デｷvely with study participants to co-produce 

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

┗ｷゲｷHﾉW デｴW けゲヮ;IWゲ ;ﾐS ヮヴ;IデｷIWゲ ﾗa ┘ﾗヴﾆ デｴ;デ ;ヴW ﾗデｴWヴ┘ｷゲW ｴｷSSWﾐげ ふL┞ﾗﾐが ヲヰヱンぎ ヲヴぶく  Tｴｷゲ けIﾗヮヴﾗS┌Iデｷﾗﾐ 
researcｴげが け┘ｴWヴW ヴWゲW;ヴIｴWヴゲ ;ﾐS ヮヴ;IデｷデｷﾗﾐWヴゲ ｪWﾐWヴ;デW ﾐW┘ ﾆﾐﾗ┘ﾉWSｪW デﾗｪWデｴWヴげ ふPｷﾐﾆ et al 2013: 3), 

Sヴ;┘ゲ デﾗｪWデｴWヴ デｴW SｷaaWヴWﾐデ け┘;┞ゲ ﾗa ﾆﾐﾗ┘ｷﾐｪげ ﾗa デｴﾗゲW ｷﾐ┗ﾗﾉ┗WS ｷﾐ デｴW SWゲｷｪﾐ ;ﾐS Iﾗﾐゲデヴ┌Iデｷﾗﾐ ﾗa 
buildings. Sociologists thus should follow architects as they work and move through proximate settings, 



11 

 

 

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 デｴWﾏゲWﾉ┗Wゲく CヴｷデｷI;ﾉ aﾗヴ ;ﾐ WaaWIデｷ┗W ゲﾗIｷﾗﾉﾗｪ┞ ﾗaが ﾗヴ ヴ;デｴWヴ け┘ｷデｴげ, 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, 

WﾉW┗;デｷﾗﾐゲが Iﾗﾏヮ┌デWヴ ;ゲゲｷゲデWS SWゲｷｪﾐゲが ヮﾉ;ﾐﾐｷﾐｪ ;ヮヮﾉｷI;デｷﾗﾐゲ ;ﾐS W┗Wﾐ Iﾗﾐデヴ;Iデゲく けP;ヮWヴ ;ヴIｴｷデWIデ┌ヴWげ 
(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 HWゲデ デｴﾗ┌ｪｴデ ﾗa ;ゲ けIﾗゲﾏﾗﾉﾗｪｷWゲ ｷﾐ デｴW ﾏ;ﾆｷﾐｪげ ふ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 

け; ゲWヴｷﾗ┌ゲ ﾏ;デデWヴげが ┘ｷデｴ ゲﾗIｷ;ﾉ ｷﾏヮﾉｷI;デｷﾗﾐゲぎ けAヴIｴｷデWIデゲが ┘ｴｷﾉW SWゲｷｪﾐｷﾐｪが Sｷｪｷデ;ﾉｷ┣ｷﾐｪが Iﾗヮ┞ｷﾐｪが ;ﾐS I┌デデｷﾐｪ 
and pasting images, manipulate social spheres and give birth to new ones by testing and submitting new 

ゲﾗIｷ;ﾉ Iﾗﾐaｷｪ┌ヴ;デｷﾗﾐゲげ ふヲヰヰΒぎ ヴΒぶく けTﾗ ヴWﾐSWヴ Sヴ;┘ｷﾐｪゲ ｷﾐ SWゲｷｪﾐ ﾏW;ﾐゲげが Y;ﾐW┗; ;ﾐS G┌┞ ゲ┌ｪｪWゲデが けto 

render ヮ;ヴデｷI┌ﾉ;ヴ ┘ﾗヴﾉSゲげ ふヲヰヰΒぎ ヵぶく Pﾉ;ﾐゲが ;ﾐS ｷﾐSWWS H┌ｷﾉSｷﾐｪゲ デｴWﾏゲWﾉ┗Wゲが ;ヴW ;ｪWﾐデｷ;ﾉが Hﾗデｴ a;Iｷlitative 

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.   

Wﾗヴﾆｷﾐｪ ┘ｷデｴ ;ヴIｴｷデWIデ┌ヴ;ﾉ ヮﾉ;ﾐゲ ヴWケ┌ｷヴWゲ ; ﾏﾗ┗W aヴﾗﾏ デｴｷﾐﾆｷﾐｪ ﾗa デｴW け;ヴIｴｷ┗W-as-ゲﾗ┌ヴIWげ デﾗ デｴW 
け;ヴIｴｷ┗W-as-ゲ┌HﾃWIデげ ふ“デﾗﾉWヴ ヲヰヰヲぶく  Aゲ Pヴｷﾗヴ ゲ┌ｪｪWゲデゲが けｷデ ｷゲ デｴe anthropology of use, more than the literary 

ゲデ┌S┞ ﾗa IﾗﾐデWﾐデが デｴ;デ ゲｴﾗ┌ﾉS ｪ┌ｷSW デｴW ゲﾗIｷ;ﾉ ゲIｷWﾐデｷゲデ ｷﾐ ﾏ;デデWヴゲ ﾗa ヴWゲW;ヴIｴ ｷﾐデﾗ けSﾗI┌ﾏWﾐデゲ ﾗa ﾉｷaWげげ 
(2003: 104). Thus we may think of the documentary source as a libretto:  

Taken on its own a libretto rarely adds up to muchぐ 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 に 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 

デヴ;IW デｴWｷヴ WaaWIデゲ ﾗﾐ デｴW ｪヴﾗ┌ﾐSが ;ﾐSが デﾗ ﾏｷ┝ ﾗ┌ヴ ﾏ┌ゲｷI;ﾉ ﾏWデ;ヮｴﾗヴゲが ┌ﾐSWヴゲデ;ﾐS HWデデWヴ デｴW けヮﾉ;IW 
baﾉﾉWデゲげ デｴ;デ デｴWｷヴ H┌ｷﾉデ aﾗヴﾏゲ ｪｷ┗W ヴｷゲW to (Seamon 2013). 

“W;ﾏﾗﾐげゲ ;ﾐ;ﾉﾗｪ┞ ﾗa デｴW ヮﾉ;IW H;ﾉﾉWデ デﾗ I;ヮデ┌ヴW デｴW けｷﾐデWヴ;Iデｷﾗﾐ ﾗa ｷﾐSｷ┗ｷS┌;ﾉ HﾗSｷﾉ┞ ヴﾗ┌デｷﾐWゲ ぷ;ゲへ ヴﾗﾗデWS 
in a particular environment, which often becomes an important place of interpersonal and communal 

W┝Iｴ;ﾐｪWが ﾏW;ﾐｷﾐｪ ;ﾐS ;デデ;IｴﾏWﾐデげ ふヲヰヱンぎ ヲヰヶぶ H┌ｷﾉSゲ ﾗﾐ HｷﾉﾉｷWヴげゲ ﾏWデｴﾗSﾗﾉﾗｪｷWゲ ﾗa けゲヮ;IW ゲ┞ﾐデ;┝げ ;ゲ ; 
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 ｴﾗﾉSが ; H┌ｷﾉSｷﾐｪぶ ｴﾗﾉSゲ ; けSWWヮ ゲデヴ┌Iデ┌ヴWげ デｴ;デ ｴ;ゲ デｴW ヮﾗデWﾐデｷ;ﾉ 
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, 

Fﾗ┝げゲ (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 ﾏWデｴﾗSﾗﾉﾗｪｷWゲ ;ﾐS デｴWﾗヴｷWゲ デｴ;デ ;ﾉﾉﾗ┘ ┌ゲ デﾗ けデヴ;ﾐゲaﾗヴm the static view of a building into one 

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

;ﾉ┘;┞ゲ ｷゲげ ふL;デﾗ┌ヴ ;ﾐS Y;ﾐW┗; ヲヰヰΒぎ Βヱぶく 

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 

ゲﾗIｷﾗﾉﾗｪ┞ ﾐWWSゲ けデﾗ Sﾗ ゲﾗIｷﾗﾉﾗｪ┞ ｷﾐ ; SｷaaWヴWﾐデ ﾆW┞ に ; ┗ｷゲ┌;ﾉ ﾆW┞げ ふヴΒンぶ ;ﾐS けゲﾗIｷﾗﾉﾗｪｷゲデゲ Iﾗ┌ﾉS HWIﾗﾏW 
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-ゲケ┌;ヴWげ 
(483-ヴぶく L┞ﾗﾐ ;ﾉゲﾗ ;ヴｪ┌Wゲ aﾗヴ ┗ｷゲ┌;ﾉ Wデｴﾐﾗｪヴ;ヮｴ┞ ｷﾐ けSﾗI┌ﾏWﾐデｷﾐｪ ;ゲヮWIデゲ ﾗa HﾗSｷﾉ┞ W┝ヮWヴｷWﾐIWが ｷﾐIﾉ┌Sｷﾐｪ 
of work, which are SｷaaｷI┌ﾉデ デﾗ ﾐ;ヴヴ;デWげ ふヲヰヱンぎ ンヵぶ; 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 

ヮヴﾗIWゲゲ デｴ;デ デｴW W┗Wﾐデ┌;ﾉ H┌ｷﾉSｷﾐｪ a;Iｷﾉｷデ;デWゲく Fヴﾗﾏ デｴW ┌ゲWヴげゲ ヮWヴゲヮWIデｷ┗Wが ‘;SﾉW┞ ;ﾐS T;┞ﾉﾗヴげゲ ヮｴﾗデﾗ-

WﾉｷIｷデ;デｷﾗﾐ ゲデ┌S┞ SﾗI┌ﾏWﾐデｷﾐｪ ヮ;デｷWﾐデゲげ W┝ヮWヴｷWﾐIW ﾗa ヴWIﾗ┗Wヴ┞ ヮヴﾗ┗ｷSWゲ ; ﾐﾗ┗Wﾉ ﾏW;ﾐゲ ﾗa ;IｴｷW┗ｷﾐｪ ; 
richer knowledge of place than might be found in the typical post-evaluation records of a building 

(2003). Accompanyiﾐｪ デｴW ヮ;ヴデｷIｷヮ;ﾐデゲ ;ゲ デｴW┞ ヮヴﾗS┌IWS S;デ; ;ﾉﾉﾗ┘WS aﾗヴ ; けﾏﾗ┗W aヴﾗﾏ ;ﾐ ｷﾐデWヴWゲデ ｷﾐ 
デｴW ﾏW;ﾐｷﾐｪゲ ﾗa ｷﾏ;ｪWゲ ;ﾉﾗﾐW デﾗ ;ﾐ ;デデWﾏヮデ デﾗ ┌ﾐSWヴゲデ;ﾐS ┘ｴ;デ ｴ;ゲ HWWﾐ ﾏ;SW ┗ｷゲｷHﾉW ;ﾐS ┘ｴ┞げ 
(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 

‘;SﾉW┞ ;ﾐS T;┞ﾉﾗヴ SWﾏﾗﾐゲデヴ;デW デｴ;デ デｴｷゲ ﾐWWS ﾐﾗデ ﾐWIWゲゲ;ヴｷﾉ┞ HW ゲﾗく ‘;SﾉW┞ ;ﾐS T;┞ﾉﾗヴげゲ ┘ﾗヴﾆ ﾏﾗ┗Wゲ ┌ゲ 
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 

ﾗa ヮﾉ;IWく  L┞ﾗﾐ SW┗Wﾉﾗヮゲ デｴW ｷSW; ﾗa けｷﾐIｷSWﾐデ;ﾉ ;デデWﾐデｷﾗﾐげが ; ┘;┞ ﾗa ﾉﾗﾗﾆｷﾐｪ デｴ;デ ｷゲ け;ﾉﾏﾗゲデ I;ゲ┌;ﾉが ﾐﾗデ 
trying to see everything but to absorb the sensory feel and activity of the space, and taking photographs 

;ゲ ヮ;ヴデ ﾗa デｴ;デ ヮヴﾗIWゲゲげ ふヲヰヱンぎ ヲヶぶく Aゲ ┘W ゲ;┘ 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 

;ヴIｴｷデWIデげゲ ヮWヴゲヮWIデｷ┗Wが P;ﾉﾉ;ゲﾏ;; I;ﾉﾉゲ aﾗヴ ; ヴW-ゲWﾐゲ┌;ﾉｷゲWS ;ヴIｴｷデWIデ┌ヴWが けデｴヴﾗ┌ｪｴ ; ゲデヴWﾐｪデｴWﾐWS ゲWﾐゲW 
of materiality and hapticity, texture and weight, density of space and materialized liｪｴデげ ふヲヰヰヵぎ ンΑぶき ;ゲ 
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 

;ヴIｴｷデWIデ┌ヴ;ﾉ SWデWヴﾏｷﾐｷゲﾏが ;ｪヴWWｷﾐｪ ┘ｷデｴ “デヴWWデ ;ﾐS CﾗﾉWﾏ;ﾐげゲ ;ヴデｷI┌ﾉ;デｷﾗﾐ ﾗa H┌ｷﾉSｷﾐｪゲ ;ゲ けﾉ;┞WヴWS 
ゲヮ;IWげ ｷﾐｴ;HｷデWS ;ﾐS ┌ﾐSWヴゲデﾗﾗS ｷﾐ SｷaaWヴWﾐデｷ;ﾉ ┘;┞ゲ ふヲヰヱヲぶが 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 さP;ヮWヴ ;ヴIｴｷデWIデ┌ヴWざ ;ゲ ;ﾐ Wﾐデヴ┞ ヮﾗｷﾐデ aﾗヴ ゲﾗIｷﾗﾉﾗｪ┞ (Prior, 2013) 

 

Focus/  Human Beings Structures 

Designs/Plans (1)  

Designers (architects) 

Styles 

(2)  

Representation 

Categories 

Use (3) 

 Consumption/Use of Space 

(4)  

Constraints, conscriptions, 

H┌ｷﾉSｷﾐｪゲ ;ゲ け;Iデﾗヴゲげ 
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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 に 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. 




