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Innovations

‘Buildings are shaped by people for 
people. When well shaped, they can help 
ailing people get into better shape’ 
(Churchill, 1960)

Enhancing the Healing Environment 
(EHE) was launched in 2000 by the 
Kings Fund president the Prince 

of Wales. EHE enables nurse-led teams to 
make significant improvements to existing 
healthcare environments. The King’s Fund 
is an independent charitable foundation 
working for better health. It carries out 
research, policy analysis and development 
activities working on its own, in partnership 
and through grants. It also acts as a major 
resource for people working in health. 
EHE was one of five major King’s Fund 
grants programmes launched to mark the 
millennium. 

 The aim of Enhancing the Healing 
Environment work is to provide a better 
environment for patients, staff and visitors 
focusing on high quality environments 
which are functional and sustainable (King’s 
Fund 2000).

The underlying ethos of EHE is to 
promote wellbeing and to foster a healing 
environment with full patient involvement, 
with the emphasis on schemes that 
will have maximum impact with the 
resources available and exemplify good 
design principles. EHE aims to encourage 

and enable nurse-led teams, working in 
partnership with patients and colleagues, to 
influence and improve the environment in 
which they deliver care focusing on a more 
positive experience for anyone coming into 
contact with the services.

The design of accommodation for people 
with mental health problems is steeped in 
history, and can be traced back to the 19th 
century movement for moral treatment 
which advocated humane, non-violent 
treatment and believed that the ‘mentally 
ill’ should be confined to a comfortable, 
relaxing atmosphere, with fresh air, 
kindness, and occupation, albeit within 
an institutional setting. Reflecting on this, 
Franklin (2002) suggested that an asylum 
should not be frightening or repelling in any 
way, but rather should have an inviting and 
cheerful appearance; it should be a home for 
both the staff and patients, with a recreation 
room, kitchen, chapel, and other such 
rooms in addition to wards. The demand 
for these hospitals overwhelmed their 
capacity to provide the envisaged quality, 
but the aspirations of those moralists remain 
resonant today. 

In 1998 the Royal College of Psychiatrists 
suggested the quality of design and building 
finish should make a statement about the 
care provided, and should approximate a 
comfortable modern hotel (Royal College of 
Psychiatrists, 1998).

The design, finishes and the display of 
suitable works of art and crafts can all make 
a significant contribution to the ambience 
of the unit. This also has the advantage of 
deterring graffiti. This should be achieved 
without compromise to the functional and 
environmental needs of the unit, which 
must also be easy to manage.

EHE enables clinical staff to review the 
impact of the environment on care delivery 
in partnership with patients, and has 
demonstrated the capacity of frontline staff 

to be extremely creative in bringing about 
improvements to the environment in which 
they deliver care.

Gross et al (1999) proposed that 
architecture is a tool in the therapeutic 
process, and supported speculation by 
mental health professionals that the physical 
environment in which treatment occurs 
can have an impact on both the treatment 
process and its outcome. They cited the few 
empirical studies that have considered the 
impact of ‘psychoenvironmental’ design, but 
suggested encouraging results and clinically 
desirable behavioural changes as a welcome 
effect of good design.

The initial scheme was piloted in 
London involving over 500 nursing staff 
and service users. In 2003 NHS Estates 
commissioned the King’s Fund to extend 
the programme to each of the strategic 
health authorities outside of London, and in 
2004 the programme was extended further 
to 23 mental health trusts in England.  
From relatively small beginnings EHE has 
permeated into areas such as end-of-life care, 
prisons and dementia services. 

Within Leicestershire Partnership Trust 
we have fully adopted the EHE philosophy 
and have shown what can be achieved with 
vision, wide engagement and a relatively 
small budget. This is evident from the 
work already carried out at a challenging 
behaviour unit, a family suite within a large 
acute hospital, a new low secure centre and 
our latest EHE scheme—an end-of-life care 
facility for people suffering with dementia. 
Leicestershire Partnership Trust is fully 
committed to embracing all aspects of EHE 
through all new trust projects but, despite the 
very best intentions, until the EHE principles 
have been mainstreamed within the 
organisation and also on a national level they 
are rarely considered. A good example from 
our experience relates to the commissioning 
of the low secure centre. 

Enhancing the Healing Environment
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The challenge
A critical factor to successful 
implementation of EHE principles is the 
engagement of people who use the service 
together with those who care for them. This 
includes family, carers and professionals 
with clinical input. This should occur 
at every stage of the development and 
incorporate opportunities to understand the 
commissioning and procurement process, 
together with choice and consideration of 
the environment and the furniture, fixtures 
and fittings contained within it.

Consultation
The consultation process used a 
multifaceted approach but had its basis 
in the real engagement of service users 
and listening to their views. Through 
regular ‘patient forums’ the project and 
its aspirations were explained to provide 
context and better understanding.

This initial phase enabled interested 
service users to self-select into participating 
in future discussions about their 
environment. These involved small focus 
groups who were provided with laminated 
architect plans, scale drawings and 
simplified representations to which they 
could add their ideas. Marker pens were 
used and ideas were generated through 
questions such as:

 zHow does this room make you feel?
 zWhat do you want to see?

 zHow would you use this room?
 z If this were your home what furniture 
would you like in it and how would you 
arrange the furniture?
The impact of colour was considered 

through the use of mood boards. We used 
A3-size hardboard with selections of fabric 
and colour swatches arranged randomly. 
Service users were then asked to choose 
colours and fabrics to create their own 
design using plans and other scale drawings. 
The most important factor in this process 
was the service users’ explanation of why a 
particular selection was chosen, how that 
combination of colours and fabrics made 
them feel, what it reminded them of and 
how it might improve the environment.

Focus groups were complemented by 
one-to-one discussions where appropriate 
and data collection was further enhanced by 
using cut-and-paste boards. This involved 
cutting out catalogue pictures and placing 
them onto a board to create a scene of 
ideas. These sessions were followed by 
group work to consider the relevance and 
appropriateness of selections for the range 
of environments, and identify each service 
user’s personal preferences.

In areas where service users were detained 
(in a locked environment) this inhibited 
their ability to accompany staff to factories 
where furniture was made or shops where 
they could see items on display. 

In these cases, samples were brought 

back to the service users. Together with 
photographs and the perceptions of those 
who had visited, they were able to contribute 
to the final choices. Both service user focus 
groups and staff felt that this was the best 
way to be inclusive and promote equality 
within the partnership.

Artwork was chosen from a catalogue 
and purchased with the option of return 
if the service users were not satisfied. The 
placement of the art itself was decided 
by service users, and supported by an art 
expert, a member of the clergy and project 
team members.

The physical environment has a clear 
impact on patients and staff, and their 
experience is enhanced by the design of their 
living and working space. This was noted by 
Remen (1991), who observed that messages 
sent by the physical environment that 
convey sincere respect for the patient—and 
sensitive concern for his or her physiological 
and psychological wellbeing—are important 
contributors to the therapeutic process. 

As far back as 1957, Osmand stressed 
the importance of the physical design for 
inpatient environments. This was supported 
by Ford et al (2010) who suggested that 
environmental, demographic and social 
factors influence an individual’s propensity 
to become violent, and the therapeutic 
significance of ensuring patients are 
not overcrowded or over-concentrated. 
Furthermore, when patients are not forced 
to interact with too many people, and are 
given the opportunity to retreat physically 
when they feel threatened, they are better 
able to form beneficial relationships 
and engage with treatment with greater 
concordance.

This notion has been tested within the 
project and is clearly demonstrated when 
considering incidents of violence with a 
cohort of patients nursed in environments 
before and after the introduction of EHE 
principles. The National Institute for Health 
and Clinical Excellence (NICE) (2005: 
34–6) guideline on the management of 
disturbed or violent behaviour, hypothesised 
that ‘characteristics of both the human 
and physical environment have powerful 
effects in mitigating and preventing, 
or exacerbating and precipitating the 
manifestation of violence’. Following a 

A healing environment: the first project’s therapeutic garden (above)
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review of 17 papers, NICE concluded that the 
evidence base was too weak to offer support 
for this hypothesis.

The study
Between 2007 and 2008, six male service 
users were nursed in a locked ward 
environment, and in July 2008 they were 
moved to a purpose-built, low secure 
environment incorporating EHE principals. 
The number of service users then doubled 
to 12. 

Between June 2007 and June 2008 there 
were 11 reported incidents of violence and 
aggresion, abuse or harrassment for a group 
of six males, nursed within a locked low 
secure mental health environment. This 
environment was adapted for the client 
group but it was within an existing building, 
and did not incorporate the latest EHE 
principals of design. 

In early July 2008, the service moved 
into a heavily-modified building that had 
undergone a major reconstruction and 
incorporated the physical structure of an 
existing hospital ward. However, the older 
parts were carefully embraced by the new 
design, ensuring a seamless new structure 
that not only captured the principals of EHE 
but placed the trust in a leading position 
within the national context of EHE. Service 
user and staff views were embedded in the 

design at every stage.
From July 2008 to July 2009 there were 

four reported incidents of violence and 
aggresion, abuse or harrassment for a group 
of 12 males, nursed within a purpose-built 
low secure environment that incorporates 
the principals of EHE.

Therfore we can be assurred that patients 
or service users are 1.5 times less likley 
to be involved in a reportable incident 
that involves violence and aggresion, 
abuse or harrassment if nursed within 
an environment that incorporates the 
principals of EHE. Figure 1 outlines the 
changes that occurred following a move 
from non-EHE setting to one that fully 
embraces the principles of EHE. The patient 
population doubled whereas the number of 
incidents reduced by more than half.

During the move to the new EHE-friendly 
environment, the nursing staff ratio reduced 
from 1.83 : 1 to 1.25 : 1. and the modern matron 
reported that there were no other significant 
factors other than the environment and 
the space created by it that might have 
positively influenced these reductions. 
These reductions in nursing staff were offset 
by the maintenance of professions allied 
to medicine such as occupational therapy 
assistants and day care activity coordinators, 
who are health care support workers 
working between two and three days per 

week.
In a post-project evaluation, Woodcock 

(2009) reported that the general 
environment is very good with wide 
corridors, pleasing décor and plenty of 
natural light.Of the respondents (staff, 
service users and relatives), 88% said that 
the décor was pleasing and 72% felt the light 
levels to be good. This evaluation went on to 
describe the development as: 

‘Providing a good caring and working 
environment that represents a major 
improvement on previous provision. The 
ward areas are well designed, space in 
patient areas is generally adequate and 
in certain parts is generous. The patient 
bedrooms are comfortable and provide 
for a very high degree of privacy, security 
and dignity’. (Woodcock, 2009: 10)

The therapeutic nature of what is done in 
the new environment must have an impact 
on the feelings and wellbeing of the patient 
group.

During the period of evaluation, damage 
to property and the environment has been 
negligible, with only one recorded incident. 
While there may be other factors that 
minimise damage to the environment, we 
may assume that the use of EHE principles 
does not have a negative effect. 

Male service users

Incidents of violence, 
aggression, abuse or 
harrassment

June 2007—May 2008 June 2008—June 2009

Population

12

10

8

6

4

2

0

Figure 1. Incidents of violence, aggression, abuse or harrassment before and after the move to EHE environment
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Designs that adhere to EHE principles 
provide the opportunity for service users 
and patients to make choices that are 
conducive to privacy, social interaction or 
therapeutic engagement, made easier by the 
flexibility of the environment. This relies 
on consideration of therapeutic usage in 
the design process and is best served by full 
consultation and participation of service 
users, patients, carers and care staff to 
develop the most creative use and function 
of each space. It is the role of the nurse-led 
multidisciplinary team to redirect the focus 
of ward design to benefit patients, their 
families, staff and anyone using the facilities. 
This idea is not new, and the concept of the 
environment having a direct impact on not 
only the experience, but also the prognosis 
and health outcome for patients was 
highlighted in the 1960s by Lebensohn, who 
suggested that the psychiatric unit of the 
general hospital offers unique opportunities 
for the psychiatrist, nurse, administrator, 
architect, and designer to pool their talents 
for the benefit of patients with mental 
disorders (Lebensohn, 1963).

The authors assert that it is important 
to ascertain the views of service users as 
a critical element in generating feelings 
of ownership and emotional investment 
in the development of new facilities. 
The service user viewpoint enables their 
knowledge and understanding gained from 
previous empirical experiences to shape and 
influence better facilities and processes for 
the future.

The involvement of the people who 
actually live within the service is seen 
as having a significant impact on their 
ownership of the environment, however 
organisational constraints often limit the 
power and control available to service users. 

True involvement enables self-efficacy 
for the service user, and enables us as 
professionals to do what people want, 
and not what we think they want. Table 1 
identifies a hierarchy of involvement.

The projects within Leicestershire 
Partnership Trust that use the EHE 
principles have aguably reached up to level 6 
on Arnstein’s Ladder. However, projects that 
do not use the EHE principles may reach up 
to level 5 on the ladder and therefore could 
be seen as being tokenistic

Costs
Leicestershire Partnership Trust has 
included EHE principles in a number 
of relatively low-cost projects that are 
currently being evaluated. These include 
a £250 improvement grant to refurbish an 
inpatient lounge, which acted as a catalyst 
for additional donations and voluntary 
contributions to further enhance this 
environment.

This has been said to have had a very 
positive impact on the current service user 
group who have increasingly used the space 
and described it as ‘relaxing, calming and a 
nice place to be’.

A rotating art gallery was placed in the 
waiting area of an inpatient service for 
people with learning disabilities. The 
artwork was produced by the service user 
group with the support of occupational 
therapy and nursing staff. The cost of this 
was minimal with materials being used 
from stock and therapeutic art groups being 
the venue for the production of the work.

The gallery was an inspiration for service 
users and staff who realised that a real 
improvement to the environment need not 
be expensive by using resources that were 
already available. To this end, the group 
went on to set up a garden, planted flower 
beds, painted bird tables and flower tubs.

The authors suggest that the staff had 
been empowered to think creatively 
and apply that to the encouragement of 
service users who took pride and personal 
satisfaction in their work.

This demonstrates that to effect EHE 
principles, large amounts of money are 
not always needed, rather, it relies on the 
enthusiasm, attitude and motivation of staff 
to enable their service users to engage in 
discussions about how things could improve 
and work together to make those changes 
happen.

Being creative with resources and 
thinking ‘outside the box’ are not 
necessarily included in job descriptions. 
For staff to develop these attributes, 
encouragement to be creative and use 
sensible risk management need to 
be nurtured from an organisational 
perspective. This may require a change of 
culture to incorporate a ‘permission to fail’ 
because learning without errors is a rare 
thing (Wilson et al 1994). 

Project development 
The principles of EHE link into other 
mainstream initiatives such as Releasing 
Time to Care (RTTC), where the 
environment and clinical interventions 
are complementary. For example an 
RTTC project within the trust identified 
that nursing time was being consumed 
by service users needs for regular hot 
drinks. This required the staff to go 
to an industrial style kitchen to make 
drinks. This time-consuming activity was 
seen to be ineffective because staff were 
withdrawing from direct patient contact 
for the period of making a drink. While 
this singular activity does not appear to 

Table 1. Adaptation of Arnstein’s Ladder of Participation  
8 Total service user control Higher levels of service user power

7 Delegated power from the organisation with service 
user control over decisions

6 Partnership with equal rights for decision making

5 Consultation without equal rights for decision 
making

Degrees of tokenism

4 Involvement without decision making capacity or 
rights

3 Full information without explanation

2 Placation by workers to maintain compliance and 
passivity

Non-participation

1 Service user manipulation of circumstances to 
obtain absent resources

Arnstein (1969), Shemmings and Shemmings (1995: 43–58), Dooher and Byrt (2002)
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have any particular impact, the cumulative 
effect is quite considerable. Therefore a bid 
was constructed to commission ‘beverage 
points’. These will enable services users to 
make their own drinks and snacks; releasing 
nursing time to be devoted to more 
therapeutic endeavours. EHE principles will 
be adopted in the design and placement of 
the new facilities.

The future of EHE
Within this trust, the future plan will 
be to make this work mainstream by 
incorporating the principles of EHE within 
the Estates Strategy, and will inform 
every new capital build or refurbishment. 
Evaluations of completed EHE projects have 
shown some significant long-term benefits 
for both patients and staff, including 

reduced aggressive behaviour and improved 
staff retention rates.

These developments face the continual 
challenge of persuading the uninitiated 
into a new mindset, which hopefully 
changes their attitude, reduces tokenism 
and capitalises upon the real benefits that 
common sense thinking can bring to the 
health environment.  BJW
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