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What Does the History of Inpatient Psychiatric Unit Design Tell Us
About Balancing Safety and Healing for Patients With Suicidal
Behaviors?
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Abstract

Since the Joint Commission shifted its focus to suicide mitigation
strategy implementation in behavioral health units in 2007, examining
modern design trends in historical context is more clinically and ethically
important than ever. This article considers architectural evolutions in
how health care organizations have used structure and space designs to
balance safety and healing when housing patients who are suicidal.

The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA
Category 1 Credit™ available through the AMA Ed Hub™. Physicians should claim only the credit
commensurate with the extent of their participation in the activity.

History of Psychiatric Inpatient Unit Design

An intimate history of psychiatry and architectural design has been forgotten with the
advent of modern psychiatric treatment and medications. However, the 19th century
saw the emergence of psychiatry as a medical specialty and tremendous growth of and
investment in asylums for those with mental illness.12 Psychiatrists during this period
relied on specially designed asylums not merely to house patients but as a core part of
treatment.! It was believed that 70% to 90% of individuals with psychiatric conditions
were curable, provided they left home to receive treatment in purposefully structured
asylums.t Daylight and ventilation were prioritized in building design, with the first few
asylums focused on having corridors with rooms on one side and a shared indoor
walkway on the other side.® In comparison to the more economical option of having
corridors with rooms on both sides, these single-loaded corridors allowed fresh air and
light to freely pass from the exterior of the building to the patient room. The Kirkbride, or
linear, plan quickly became the exemplary model for asylum design.3 It was composed of
a series of small, interconnected buildings arranged in a shallow V (see Figure), which
granted all patients an unhindered outside view of the natural landscape as well as
ventilation. However, its layout inadvertently became associated with patient hierarchy,
with the loudest and most troublesome patients allocated to the building’s outskirts and
further removed from physician care.1
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Figure. Lithograph of Kirkbride Design Blueprint for Trenton State Hospital, circa 1848

BEY JERSEY QTATE LUMATIC AGYLUM.
Note: Follows principles of Kirkbride plan by including short, interconnected buildings featured in a V shape.

Contemporary Shifts Toward Emphasis on Architecture

Fast forward to our modern era. While the pages of psychiatry journals were once filled
with a focus on buildings, psychiatric treatment now is centered on medications.4
However, the renewed influence of architectural design on psychiatry is apparent in 2
competing goals of care.

Reducing risk. The Joint Commission (TJC)—which started regulating psychiatric
hospitals on the same basis as medical ones in the 1990s5—began to focus on
environmental threats to patient safety in 2007, when it declared a National Patient
Safety Goal of preventing suicides on inpatient units,® given the widely cited statistic of
1500 inpatient suicides per year in the United States.” This statistic was initially
published in the American Psychiatric Association (APA) 2003 clinical practice
guidelines, with the further remark that one-third of suicides occurred despite one-on-
one patient observation or 15-minute checks.” In response, psychiatric hospitals
adhering to the new TJC guidelines were required to make large design changes to
mitigate suicide risk.

The widely cited 1500 inpatient suicides per year statistic remained undisputed until an
in-depth investigation published in a TJC journal revealed that the actual number of
inpatient suicides ranged from 48.5 to 64.9 per year, vastly lower than the previously
suggested 1500.81t appears that the original figure was an estimate without any basis in
actual data, and yet it has had a profound effect on regulatory policy. Furthermore, it has
been well documented that significantly more suicides occur following discharge from
inpatient psychiatric hospitalization than during hospitalization.8 This information forces
us to reconsider at what cost to the health care system and patients we are changing
built environments on the mistaken assumption that suicide risk mitigation should be
prioritized over other design goals.

Healing power of the environment. In the last few decades, there has been a renewed

interest in the impact of general hospital design on patient outcomes across all medical
specialties. Ulrich’s transformative paper, published in 1984, asserted that post-
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cholecystectomy patients staying in rooms with window views of nature had a shorter
average length of stay than those in windowless rooms.® Similar associations between
patient outcomes and room design can be found in the psychiatric literature. One study
found that less anxiety medication was dispensed by nurses on a psychiatric unit when
realistic nature artwork was hung on the wall than when abstract or no art pieces were
displayed.10 Similarly, an intensive care unit study evaluating the benefit of daylight for
delirium found that delirious patients in rooms with windows had fewer behavioral
episodes warranting antipsychotics than those in windowless rooms.11

While the effect of architectural design on mental health deserves further study, we
know the significance of this relationship extends beyond hospital walls. Encouraging
findings have emerged from studies evaluating the association between physical
environment factors and behavioral outcomes. For example, a systematic review of the
relationships among urban green space, violence, and crime revealed that though the
results were mixed, “more evidence support[ed] the positive impact

of green space on violence and crime, indicating great potential for green space to
shape health-promoting environments.”12 It is important to note that the relationship
between architecture and health outcomes is likely not confined to the effects of one or
two design variables. Instead, it is the creation of a built environment focused on room
layout, furniture, interior design, and wayfinding that produces therapeutic spaces.

Conflicting Priorities

While the general rekindled interest in the relationship between hospital design and
patient outcomes is encouraging, with respect to the design of psychiatric facilities,
there is a tug of war between proponents of creating a healing environment and
proponents of minimizing suicide risk. It is difficult to discern whether these 2 priorities
are mutually exclusive or can be equally, effectively, and concomitantly addressed with
thoughtful design. Given that hanging is the predominant method of suicide in the
inpatient setting, TJC has prioritized mitigating ligature risk in its suicide safety
standards.8 However, there has been widespread uncertainty regarding the
implementation of these vague guidelines and the cost of renovations. The requirement
for hospitals to be as ligature free as possible has been accompanied by minimal
instruction from TJC on how to implement this standard in the physical space, and
implementation has been further impeded by a limited number of design furniture
vendors for behavioral wards. The APA found that, in 2017, 23 facilities reported paying
between $6 million and $100 million for ligature-risk citations, and 14 hospitals had
been forced to reduce their number of psychiatric beds.13 Thus, facilities have been
cited for issues related to suicide risk and pressured to make changes that are not
feasible due to physical barriers and cost, despite TJC surveyors having limited evidence
to inform their practices. While there have been attempts to reduce suicide rates using
mental health checklists, the impact of these checklists is unclear, given the small
number of completed suicides on inpatient psychiatric units.14 As such, it has become
common practice for medical directors of psychiatric facilities to hire consultants to
inspect hospitals before official TJC surveys to interpret how these ambiguous guidelines
apply to their physical spaces. An example of one such consultation occurred on our
adult inpatient psychiatric unit, where a piano and uncaulked paintings in the common
space were identified as potential ligature risks.

Psychiatric wards differ from general medical units in their use of public spaces to

provide opportunities for positive social engagement.15 It is well established that the
quality of staff-patient and patient-patient social interactions can enrich a patient’s
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experience on psychiatric wards and create a less stigmatizing social environment.15
Key design features—including a homelike environment with a diversity of communal
spaces, open nursing spaces, and mobile furniture that can be arranged in small,
flexible groupings—have been shown to promote positive interactions.16 Outdoor public
spaces with access to nature can also elevate patient physical and mental well-being.1?
In contrast, a poorly designed environment void of stimuli and comfort can limit
cognitive function and contribute to patients feeling stigmatized due to their struggles
with mental health.15.18 This distinction between well and poorly designed environments
becomes important especially when consultants advise removing communal objects
(such as the piano in the example above) or adjusting furniture in public spaces without
consideration of how design elements contribute to the healing and building of a larger
community. This trade-off between safety and healing is also apparent in modern
behavioral health furniture, which is generally designed to minimize safety risks rather
than to promote aesthetics, comfort, or mobility.

Of note, the safety-healing trade-off is most apparent in public spaces, as 90% of
inpatient suicides occur in private spaces, including the bedroom, bathroom, closet, and
shower.8 Given the burden of suicides in private spaces, it would be worthwhile to
consider how suicide risk mitigation strategies, along with staff-to-patient ratio, should
differ in public and private spaces. Standardized suicide prevention guidelines could be
developed that consider characteristics of a unit’s physical space, with relatively greater
emphasis on risk mitigation in private spaces in the least intrusive manner possible.
Where renovation or new construction of inpatient psychiatric units is considered,
thoughtful design would ideally foster the creation of healing spaces in both private and
public areas while minimizing safety risks.

Balancing Safety and Healing

In addition to implementing design elements to mitigate suicide risk in inpatient
psychiatric units, organizations (both health care and accreditation), researchers, and
clinicians should also keep in mind the potential of architectural design to create
healing spaces. TJC guidelines have largely narrowed the focus to interventions on the
built environment that theoretically minimize acute suicide risk. However, these
interventions not only lack empirical support but also prioritize risk management over
healing. To balance the promotion of therapeutic spaces with reduction of safety risks,
TJC guidelines for psychiatric hospitals could be modified to distinguish between public
and private spaces based on the different hazards associated with each location. As
mentioned, research has shown that suicides occur predominantly in private spaces;
aggression, inappropriate behavior, and falls occur in both private and public spaces.1®
Thus, TJC ligature risk-based guidelines could focus on private spaces while TJC
supervision-based guidelines (eg, for clear views of communal spaces and corridors
from the central nursing area) could focus on public spaces. However, it is essential to
recognize that adverse incidents can often be reduced or prevented with environmental
adaptations geared toward healing. Designing public spaces with the intent of reducing
noise and stress from crowding (eg, movable furniture) or offering positive distractions
(eg, nature art) can reduce incidents of aggressive behavior.20 The physical environment
is also a known contributor to falls, with documented risk factors that include poor
nighttime lighting, uneven floors, and spaces that limit visual observation.2! Thus, design
interventions for public spaces that provide clear views, reduce overstimulation,
promote engagement (eg, via diversity of communal areas with movable seating), and
offer positive distraction (via nature artwork, windows with nature views, and ample
daylight) better align with the therapeutic value of recovery and could still mitigate fall
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risks in contradistinction to design interventions for private spaces, which largely focus
on structural ligature risk-reducing interventions. Such design elements have been
shown to contribute to positive healing in psychiatric patients.17.20.22 Instead of enforcing
stringent ligature risk regulations in private and public spaces, TJC should consider
partnering with health care organizations and behavioral health units in revising current
guidelines to strengthen the therapeutic qualities of spaces.

As former National Institute of Mental Health director Thomas Insel has pointed out,
there is substantially more to healing from mental iliness than is incorporated in our
current practice.23 We must remember that treating patients’ underlying mental illness
and providing them with tools to cope with distressing emotions and adverse
circumstances are the most effective methods in suicide prevention.24 Health care
organizations contemplating restructuring of their behavioral unit should consider
incorporating known therapeutic design elements—privacy, sound reduction, daylight,
environmental complexity, ventilation, color, and nature—while also incorporating
opportunities for clinicians to observe patients (eg, open nursing units) to help maintain
patient autonomy.17.22 Instead of seeing the environment as something patients need
protection from, we should regard physical spaces as another nonpharmacological
strategy to add to our tool kit for the prevention and treatment of psychiatric conditions.
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