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Why Is Hospice One of the Few Health Care Environments Structured for 
Peace? 
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Abstract 
Historically, Western medicine has recognized health care environments 
as vital to patient well-being and enhanced clinical outcomes. Yet most 
modern Western hospitals are primarily designed and regulated to 
promote safety and minimize risk rather than to enhance comfort or 
serve as therapeutic environments in and of themselves. Hospice stands 
out as one of the few places within the Western health care service 
delivery system in which the structures and spaces of caregiving are 
viewed as key to patient-centered practice. This commentary on a case 
suggests the importance of designing health care environments that 
center patient experiences of well-being throughout the lifespan, not just 
at the end of life. 

 
Case 
AC is a 68-year-old man with glioblastoma. After surgery to remove as much of his tumor 
as possible, he is now undergoing several rounds of radiation and chemotherapy. AC 
sees his oncologist, Dr M, for follow-up. While in the waiting room, he reads a brochure 
about hospice and the importance of a peaceful environment for end-of-life care. In his 
visit, AC reflects on his stressful, uncomfortable surgery and recovery experiences during 
his inpatient stay. “It doesn’t make sense that hospitals can’t be more supportive places 
for patients and their families. Why should I have to be in hospice to receive care in 
peace?” Dr M listens to AC and considers how to respond. 
 
Commentary 
To best answer patient AC’s question, it makes sense to first acknowledge that the 
environment of health care has been recognized as vital to patient outcomes and well-
being since the inception of Western medicine. The Asklepíeia of Ancient Greece, often 
considered the first, rudimentary hospitals, were explicitly designed to serve as healing 
sanctuaries with access to the natural world, baths, gymnasiums, art, and places of 
spiritual worship.1 Likewise, Florence Nightingale, the founder of modern nursing, wrote 
of a “healthy environment” as a key element of healing. Beyond cleanliness and 
sanitation, she emphasized the importance of providing patients access to fresh air, 
natural light, views of natural landscapes, and a healthy diet.2
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In contrast, modern hospitals are designed and regulated primarily to promote patient 
safety rather than to serve as therapeutic environments in and of themselves. For 
example, the Joint Commission, the oldest and largest standards-setting and accrediting 
body for hospitals in the United States, evaluates the “environment of care” based on 
the handling of the following: (1) “environmental safety,” (2) “security of everyone who 
enters the facility,” (3) “hazardous materials and waste,” (4) “fire safety” and emergency 
preparedness, (5) “medical equipment,” and (6) “utility systems.”3 These standards 
indicate that safety is the primary concern when accrediting hospitals; it is notable that 
there is no mention of patients’ experience of the environment of care or how that 
environment itself might promote well-being as opposed to simply minimizing potential 
harm. 
 
Environments and Patient Care 
The failure to incorporate patient experience in standards setting in hospital design is 
important because research suggests that the built environment of hospitals directly 
impacts patients’ experience of care and their health outcomes, such as levels of pain, 
stress, anxiety, and access to privacy and social support.4,5,6,7,8 For example, reducing 
hospital noise and introducing pleasant sounds such as music can reduce patients’ 
anxiety while improving their satisfaction and sleep quality.9,10 Indoor plants in hospital 
rooms of patients recovering from surgery can help lower blood pressure and reduce 
analgesic use,11 and rooms with windows offering natural views can reduce postsurgical 
inpatient recovery time.12 Similarly, rooms with more sunlight have been shown to 
reduce length of hospital stay after admission for myocardial infarction and bipolar 
depression.13,14 
 
As more studies demonstrate the impact of the built environment on patients’ health 
and well-being, there has been a push to incorporate evidence-based design (EBD) into 
the planning of health care environments. In the context of health care, EBD is an 
iterative methodology that uses the best available data on patient outcomes from 
research and ongoing monitoring of the impacts of design interventions to promote 
enhanced clinical care.15,16,17 In addition, EBD considers patients’ qualitative experience 
of care as a key outcome measure.18,19 As a stakeholder-engaged method that 
incorporates patient feedback as well as the most up-to-date evidence base, EBD thus 
lends itself well to expanding the values of hospital design to include more holistic, 
patient-centered aims. With the aid of EBD, we might begin to conceptualize hospitals as 
places where patients with acute illness go to receive targeted interventions not merely 
in an environment that is safe and minimizes harm, but in one that is safe and attuned 
to their experiences in a manner that enhances clinical outcomes. 
 
Barriers to Peaceful Environments 
In addition to having to meet modern hospital accreditation standards that focus on 
safety, hospitals may, depending on the context and acuity of care, need to prioritize 
patient safety over comfort. For example, patients undergoing surgery have clear needs 
for specialized equipment, lighting, and sterility that limit environmental features that 
could be more soothing. Similarly, patients in the intensive care unit and postsurgical 
patients require specific interventions and frequent monitoring that govern most 
aspects of the environment of care. In such cases, the lack of a peaceful environment is 
largely clinically appropriate. Small changes that benefit patients, however, such as 
enhanced natural light or views of natural objects, could still be utilized in rooms outside 
of the surgical suite, as evidenced by the studies cited above. 
 

https://journalofethics.ama-assn.org/article/how-better-architecture-health-care-structures-and-spaces-can-help-avoid-iatrogenic-harm/2024-03
https://journalofethics.ama-assn.org/article/government-obligations-and-negative-right-healthy-urban-environment/2024-11


 

  journalofethics.org 830 

Health care systems also must balance effectiveness, financing, and efficiency. 
Hospitals are becoming increasingly expensive to build, with the average cost per square 
foot increasing by more than 20% between 2019 and 2024.20 Additionally, they must 
accommodate complex infrastructure and technologies while adhering to safety codes.21 
The growing influence of private equity in medicine and pressures for financial profit 
may be a barrier to centering the patient experience in hospital design.22 Architectural 
renovations could require temporarily closing otherwise functioning, profitable patient 
rooms, and improved patient outcomes don’t necessarily translate to increased health 
care profits. These exigencies speak to an interesting point of ethical tension between 
the ideal role of health care facilities and the pragmatic needs of hospital administration 
and payment structures. 
 
Scaling Up Patient-Centered Care 
As patient AC aptly points out, hospice care stands out as one of the few places in 
modern Western medicine where the environment of care is carefully considered in a 
patient-centered way, in keeping with the stated aims and values of hospice and 
palliative medicine. The Centers for Medicare and Medicaid Services defines palliative 
care as “patient and family-centered care that optimizes quality of life by anticipating, 
preventing, and treating suffering. Palliative care throughout the continuum of illness 
involves addressing physical, intellectual, emotional, social, and spiritual needs to 
facilitate patient autonomy, access to information, and choice.”23 Hospice and palliative 
medicine thus explicitly takes a holistic approach to patient care and places a high value 
on patient autonomy. Additionally, hospice and palliative medicine extends the 
application of the principle of beneficence from primarily fixing illness and injury while 
minimizing harm (nonmaleficence) to actively working to optimize quality of life. 
 
Hospice, however, is not the only place in modern Western medicine where attention to 
patient experience is being utilized to promote better patient outcomes. For example, in 
recent years more attention has been paid to the environment of labor and delivery 
wards. Birthing centers based on midwifery and wellness models are on the rise,24 and 
birthing rooms in traditional care settings employing peaceful elements—such as less 
clinical-looking décor, scenes of nature projected on walls, and classical music or nature 
sounds—have been shown to lower rates of preterm births and cesarean sections while 
increasing rates of successful early breastfeeding and measures of patient 
satisfaction.24,25 Similarly, acute care for elders units that are designed for patients over 
the age of 70 years and that utilize simple interventions, such as minimizing sleep 
disruptions and promoting access to natural light during the day to reduce delirium, 
have become increasingly common in hospitals and have been shown to reduce loss of 
independence in activities of daily living, among other benefits.26 More recently, 
hospitals can participate in the Geriatric Surgery Verification Program by implementing 
30 evidence-based standards of care for patients 75 years of age and older undergoing 
inpatient surgery, including by ensuring geriatric-friendly patient rooms.27 
 
While it is appropriate to design health care environments suited to patients’ specific 
clinical needs and degree of medical acuity, greater emphasis on patient-centered care 
need not come at the expense of patient safety, and implementing EBD during hospital 
construction and reconstruction also need not incur a heavy burden of cost. 
Incorporating more holistic values in the ethos of hospital design and in the accrediting 
standards of hospitals could be an important and reasonable step toward promoting a 
more peaceful environment for patients, their families, and health care workers alike. 
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Conclusion 
Patient AC’s question is difficult to answer in a succinct manner because it gets at broad 
questions about how we conceive of health care environments and patient-centered 
care beyond hospice and palliative care settings. Yet it offers an opportunity for his 
caregivers to learn more about his values and work toward better supporting him. In 
light of this understanding, we suggest the following as good responses to AC: 
 

1. It must be frustrating to feel that you can’t access care in an environment 
structured for peace while you are pursuing active treatment. Can you tell me 
more about what makes an environment feel peaceful to you and why peace in 
particular is important to you in the health care setting? 

 
2. Modern hospitals are designed in a way that prioritizes safety, which can mean 

that the quality of your experience as a patient gets less attention than it is due. 
Let’s brainstorm together how we might make your next hospital stay more 
comfortable. For example, I’ve seen patients bring blankets and pillows from 
home, place photos of loved ones on the wall, or bring music that can be played 
near the bedside. You might also be able to ask to reduce the number of 
monitors in your room or have labs drawn or medicines brought later in the 
morning to help you get more sleep. 

 
3. I share your concern about the lack of peace in many of our health care 

environments. In some cases, though, like when you were directly coming out of 
surgery, it is appropriate to have a lot of equipment and monitors in the room, 
which isn’t always comfortable for you as the patient. In many cases, though, 
there are small changes that hospitals could and should try to implement to 
make the environment more peaceful, such as offering soothing music or 
working to reduce noise in the hospital rooms once patients are in a more stable 
condition. 

 
In conclusion, while it is not always feasible to promote a peaceful environment in health 
care, extending the application of the principle of beneficence from promoting safety to 
promoting more holistic and healing health care environments—and in settings beyond 
end-of-life care—would not only enhance peace but likely result in improved quality of 
care and patient outcomes. Thus, on ethical grounds and in keeping with the basic goals 
of health care provision, where changes incorporating a more holistic view of the 
environment of care can reasonably be implemented, such improvements should be 
prioritized. 
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Editor’s Note 
The case to which this commentary is a response was developed by the editorial 
staff. 
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