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CHAPTER I. INTRODUCTION

According to the Centers for Disease Control and Prevention (CDC), during 

2000-2014, there was a 29.5 percentage increase in the number of deaths that occurred at 

a decedent’s home. The percentage of deaths that occurred in hospice and all other places 

increased 242.9%, from 3.5% in 2000 to 12.0% in 2014 (deaths in hospice and all other 

places include those in a hospice facility, all other places other than hospital, nursing 

home, and home, and unknown place of death). The category “hospice” was introduced 

with the revised death certificate in 2003, and the number of states using the revised 

death certificate grew during the period 2003-2014, from four states to 46 states and the 

District of Columbia.

Further, the proportion of residents with non-cancer diagnoses who enrolled in 

hospice had been growing, although they were still proportionately less likely than cancer 

patients to choose hospice (Gage, Miller, Coppola & Harvell, 2000). In 1977 The United 

States developed the National Hospice Organization (NH), which advocated for the 

philosophy of care for the dying, educated the public, and provided information exchange 

among the escalating number of hospices in the US. (Gage et al., 2000).

While it was widely acknowledged that adults at the end of life required physical 

spaces designed specifically for dying, a better understanding o f the needs of patients was 

required. By providing an enlightened approach to the interior design of the hospice, the 

dignity and quality of life, that a patient, and the patient’s relatives experience, could be 

strengthened.
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Statement of the Problem

With a growing national ageing population, it was important to identify the needs 

of older adults and their families, and to establish what an appropriate physical 

environment in hospice care might look like (Brereton et al., 2011). Due to the complex 

and challenging environment of hospice, it was important to identify factors that 

determined the quality of dying (QOD) (Witkamp, van Zuylen, Borsboom, van der Rijt, 

& van der Heide, 2015). In the US, people over the age of 65 (older adults) represented 

the largest number of deaths. According to the US Department of Health & Human 

Services, almost 80 percent of all hospice users were 65 or older, which also suggested 

that they were most likely Medicare-covered enrollments (Gage et al., 2000). Since 

hospice services focused on the patient and the family as the unit of care and targeted 

their services as such, outcomes experienced by family members were equally important 

in evaluating the effectiveness of hospice. Further, most research has focused on a 

family's experiences during bereavement rather than while the patient is still alive Gage 

et al., 2000).

Purpose of the Study

This research was to explore to what extent specific design features contributed to 

a home-like setting in the hospice room, and how a physical environment that provided 

personal control, comfort, privacy, and family inclusion could be achieved so that 

terminally ill patients could maintain their sense of dignity.
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The research investigated the following questions:

1. How does the physical environment o f hospice impact the end of life experience?

2. Does providing an enlightened approach to the interior design of the patient’s 

hospice room enhance the comfort, and meaningfulness of life, that a patient 

experiences?

The research focused on how a physical environment that provided personal 

control, comfort, sensitive communication, peace, and family inclusion could be achieved 

(Slatyer, Piennaar, Williams, Proctor & Hewitt, 2015), so that terminally ill patients 

could maintain their sense of dignity (Hack et al., 2010). For example, music therapy 

fostered communication among patients, their caregivers, and their families, and this 

network of relationships contributed to improvement in the quality of life for palliative 

care patients (O’Kelly & Koffman, 2007). Art therapy also identified the theme of “hope” 

as an integral part of the patients’ ability to participate in life, at a time when their life 

was coming to an end (Kennett, 2000). Finally, while gardens and outdoor spaces were 

considered to be very important for patients, the area surrounding the bed of the patient 

was where the majority of patients preferred to be when end of life was approaching 

(Rigby, Payne & Froggart, 2010).

Justification of the Study

While studies in the 1980s found few differences in the quality of life at end of 

life of patients between hospice and non-hospice patients, the insubstantial number of 

studies carried out since the 1980s appeared to add very little support to the arguments
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that hospice care was superior to conventional care for patient and family outcomes. 

However, the need for better measurement of the dedicated hospice space had become 

evident in the literature, and research efforts had started to address this need. The 

changing populations enrobing in hospice raised questions about whether study findings 

that were largely based on cancer patients were applicable to other terminally ill patients 

(Gage et al., 2000). In fact, very little attention had been paid to the needs of dying 

patients, and their families. There was even a lack of terminology that medical 

practitioners were comfortable using to describe the event of dying.

Interior designers can help adults at the end of life who require imaginative 

physical spaces designed specifically for dying. Providing an enlightened approach to the 

architecture and interior design of the hospice could enhance the dignity, meaningfulness 

of life, spirituality, ethnography, and sense of community, that a patient experiences. 

Operational Definitions 

Term Definition

Hospice A patient-and family-centered program engaged in the provision of

interdisciplinary services for the palliation and management of 

terminal illness

Hospice Patient An individual who elects, directly or through such individual's legal 

representative, to receive hospice services and is accepted by hospice 

to receive hospice services. The patient should meet all of the
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following criteria: The patient's condition is life limiting, and the 

patient and/or family have been informed of this determination.

A "life limiting condition" may be due to a specific diagnosis, a 

combination of diseases, or there may be no specific diagnosis defined. 

The patient and/or family have elected treatment goals directed toward 

relief of symptoms, rather than cure of the underlying disease.

Palliative Care Specialized medical care for people with serious illnesses. This type of 

care is focused on providing patients with relief from the symptoms, 

pain, and stress of a serious illness whatever the diagnosis. The goal is 

to improve quality of life for both the patient and the family.

Role of the Designed Environment

The modem hospice provides a place where physical, social, and psychological 

needs are met. The design has the ability to affect the quality o f life of dying people and 

their relatives. A discussion of the interaction of the designed hospice environment and 

the part it plays at the end of life follows.

Statement of Ethical Considerations

This study utilized a Survey Instrument administered by Rhonda Campbell.

On October 4. 2017 the SFSU Office of Research and Sponsored Programs (ORSP) -  

Human and Animal Protections determined this study (protocol number H I7-11 to be 

exempt.
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CHAPTER II. REVIEW OF LITERATURE

The objective of the literature review was to describe how a physical environment 

that provided personal control, comfort, sensitive communication, peace, and family 

inclusion, could be achieved, so that terminally ill patients could maintain their sense of 

dignity in hospice. It was important to provide an appropriate physical environment for 

older adults who needed end of life care because the environment could profoundly affect 

the health, well being, and quality of life with regards to privacy and dignity. This 

information could be used for planning flexible physical environments during end of life 

care for older adults in the hospice environment (Brereton et al., 2012).

Literature Search Strategies

The following electronic databases were used: Academic Search Complete, 

Psychlnfo, PubMed, and Medline. The Internet was searched for government, academic, 

medical, and non-profit organization websites related to palliative care, dying, and 

hospice, which provided a number of book titles. Reference lists in journals provided 

additional articles. Search terms included: hospice, palliative care, designed environment, 

end o f  life, dying, quality o f  life o f  life, physical attributes o f  environment settings in 

hospice. Studies from the US, UK, Australasia, Japan, and Scandinavia are included. 

Aging Population

In developed countries, people over the age of 65 (older adults) represented the 

largest number of deaths. With a growing international ageing population, it was 

important to identify the needs of older adults, and their families, to establish what an
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appropriate physical environment in palliative care might look like (Brereton et al.). In 

line with other Western countries, over one third of 2007 deaths in New Zealand occurred 

in hospitals in the complex and challenging environment of the acute care environment 

(Clark, Brereton, Gott, Ingleton & Barnes, 2011).

If predictions were correct, there would be an additional 90,000 people dying in 

English and Welsh institutions in 2030, as compared to 2013 (Clark, Brereton et al.). Due 

to an increased ageing population, it was anticipated that there would be an increased 

population with dementia, leading to a ten-fold increase in the need for long-term care 

(LTC) in the UK (Cammer et al., 2013). By 2050, the number of people worldwide aged 

60 or older, was projected to be two billion, up from 737 million in 2009, with the 

greatest rise in those 80 or older representing 395 million (102 million in 2009) (Gomes, 

Calanzani & Higginson, 2011). Gage et al. (2000) reported that Banaszak-Holl and Mor 

suggested hospice care could be key for females, because women generally outlive their 

husbands, and often did not have children (if they never married). Women were also 

inclined to lack social support from within the community when they experienced 

declining health (Gage et al., 2000).

The Process and Assessment of Hospice

Added to the population explosion and consequent number of deaths, was the 

complex and challenging environment of the acute care environment. An integrated care 

pathway that provided a clear plan of action for the patient close to death, could eliminate 

barriers to care (Clarke et al., 2011). The research set out to understand how terminally ill
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patients could retain their quality of life and sense of dignity by putting the personal 

needs of the patient at the forefront of their care, and their physical environment. The use 

of dignity therapy as part of end of life care in hospitals and hospices has provided the 

patient with the opportunity to record their wishes and instructions, as well as define their 

life’s value, which has led to an understanding of how individuals experienced dignity as 

they approached death (Hack et al., 2010).

Moore, Carter, Hunt & Sheikh (2013) state that, if  focusing on the philosophy of 

care characterizes the approach, then the understanding of hospice as a place, and the 

experience of place in illness, may tend to have less value. If the space was based on a 

holistic philosophy then hospice must incorporate space (Moore, Carter, Hunt & Sheikh, 

2013). In fact almost every aspect of a resident’s care was impacted by the environment, 

which included facility design, room layout, bathroom design, and location of nursing 

stations, storage, and offices (Moore et al., 2013).

Interior Design in the Hospice Environment 

Perceptions of Home

Four themes emerged from the literature review and were considered to enhance 

the physical environment: the sense of homeliness, the ability to provide social 

interaction and privacy, caring activities, and spirituality. Access to, or views of gardens 

were also considered to be beneficial, as was access to public transport for visiting 

relatives and families. The interior design of the patients’ environments did not receive



9

many comments in the results of the research review, although the use of hospital beds 

did detract from the homeliness of the rooms.

The research identified a need for an environment that provided a home-like 

setting, a place for spiritual expression, and a place that supported patients’ social 

activities and privacy, as well as that of their caregivers and families. Being at home was 

a big part of being in the world, and provided them with a sense of space, and place. In 

fact the effect, and disruption of illness can give a patient a sense of “unhome-like” 

sensations (Moore et al., 2013). Moore’s study found that when a hospice was 

reconstructed, or constructed, with the objective of creating a sense of “home” or 

“homeliness”, this resulted in an important therapeutic landscape for patients. One of the 

main features of patients’ experiences was that they were sure of their care, which created 

a sense of trust, and a sense that the staff was worthy of their profession, which led to a 

feeling of stability and order (Moore et al., 2013).

The three modes defined in Moore’s study: Drifting, Sheltering, and Venturing, 

may have provided a way to explore the transitions between the home-like space of 

home, and the “un-home” like space in hospice day care in greater depth. This 

understanding of how terminally ill patients experienced hospice as a place, and why they 

experienced it as they did, could be applied to long term hospice care (Moore et al.,

2013).
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Single and Shared Occupancy Rooms

There was some discrepancy in the existing research regarding the preference for 

shared or single rooms. Zadeh et al. (2018) found that the preference for a single or a 

shared room was the only controversial factor, and a single room afforded patient and 

patient’s family privacy and the ability to control aspects of the room such as odor 

control and temperature, while a shared room allowed for socialization and avoidance of 

loneliness. Loneliness was found to exist on a wide scale and there was also a desire to 

maintain independence. However, the patients with a strong religious faith preferred 

single rooms where they could adapt the room for worship (Rigby et al., 2010). The 

research found that older patients benefited from shared hospital rooms, the presence of 

orientation cues such as signs and clocks, and access to, or a view of, a garden (Rigby et 

al., 2010). In the research of Clark et al. (2011), the need for privacy was paramount, 

despite the fact that there were few conclusions regarding preferences for single bed or 

multi-bed rooms, and participants changed their minds regarding the privacy options 

(Clark etal., 2011).

Brereton et al. (2012) identified the four themes of the end-of-life patient, and 

their families: privacy as needed: proximity to loved ones (physically and emotionally), 

home and nature, satisfaction with the physical environment, and deficiencies in the 

physical environment. For example, the use of single rooms or the ability to partition a 

room could be beneficial to patients and their families (Brereton et al., 2012). In Slatyer’s 

study, it was found that a large private room set apart from other hospital rooms was
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perceived as safe and not only provided a place for a peaceful patient death, it also 

contributed to the well being of the bereaved families (Slatyer et al., 2015). Due to the 

noise and activity associated with dying in a technology-based, acute care setting in a 

hospital, the research showed a private, single room environment that provided control, 

comfort, sensitive communication, peace, and family inclusion could be achieved 

(Slatyer et al., 2015).

By providing a large private space for the dying patient, hospitals could make it 

possible for many family members to be present, which could be of particular importance 

to different cultures. The private space could affect not only the comfort of the patient, 

but also the family members, and contribute to staff feeling comfortable leaving the 

patient. Hospitals could consider providing large spaces for end of life care to lift the 

morale of patients by removing barriers in the hospital setting, such as a lack of hospital 

equipment. A private setting amid a big public hospital could protect the dying person, by 

giving them ownership of the space, and allowing them to avoid the organizational 

demands of the hospital (Slatyer et al., 2015).

Personalizing the Space

In addition to the mixture of shared and double rooms for end of life care, 

accommodation of overnight visitors was also important. The area surrounding the bed of 

the patient was the place where the patient benefited from creating a homely 

environment, and this space was where the majority of patients preferred to be when end 

of life was approaching (Rigby et al., 2010).
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The research of Chaudhury, Puurveen & Lyle (2011) also addressed these issues 

with purpose specific areas designed to support the patient and their families as a result of 

the growing acknowledgement that the physical characteristics of the care setting 

influenced the quality of care, together with its delivery. Hospice is home to a broad 

range of people who have very different needs, and delivering medical care balanced with 

an environment that allows the person to live well before they die provides challenges. 

Chaudhury et al. (2011) noted that the personalized bedroom could support many 

therapeutic goals because it allowed the patient to choose and customize their 

surroundings, giving them control, independence and dignity. According to the research 

of Chaudhury et al. (2011), personal objects provided connections to home, which in turn 

provided comfort, familiarity, and continuity of self, as well as a connection to the 

patient’s personal history. Therefore Chaudhury et al (2011) suggested that flexible 

furniture arrangements, with the ability to incorporate a patient’s own chair, and storage 

for personal items, were important features of the bedroom (Chaudhury et al., 2011). 

Space for Visitors

Flexible furniture placement allowed for the visitor, and Chaudhury et al. (2011) 

reported that connection with others was an important part of hospice, particularly as an 

often cited fear around death was dying alone or being isolated from others, and there 

was a strong desire of families to be able to stay with the patient at the end of life 

(Chaudhury et al., 2011).
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Incorporating Art

A critical analysis of the results from 225 scholarly documents in a review on 

improving the quality of life in institutional settings, revealed overall psychological and 

physical benefits occurred in response to visual art (Zadeh et al., 2018). Incorporating art, 

and art projects, in the palliative care environment is gaining recognition because the 

presence of art could enhance the hospice environment. Art therapy could be used to 

explore patients’ emotions, and professional artists could facilitate exploration of art with 

patients. Participation in a group art project could provide hospice patients with a sense 

of purpose and hope, and provide a vehicle for participation for patients that have limited 

or non-existent verbal and/or motor skills (Kennett, 2000).

Art therapy identified the theme of “hope” as an integral part of the patients’ 

ability to participate in life, at a time when their life was coming to an end. The sense of 

hope that art therapy gave patients indicated that making space for art and art therapy 

could be integrated into the design of hospices (Kennett, 2000). Chaudhury, Puurveen 

and Lyle (2011) identified that art rooms provided a space where feelings could be 

communicated through a medium rather than speech as well as providing sensory 

stimulation. Paintings in the patient’s room, and varied ceiling patterns could also provide 

a shift in focus from the individual to the external environment, which could help reduce 

anxiety and pain (Chaudhury et al., 2011). It should be noted that research from The 

Design & Dignity Program in the Republic of Ireland found figurative art and landscapes
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(of nature) worked better than abstract work, which could challenge and confuse people 

(Parker, 2017).

Nature and Landscaping

Views of nature have been shown to reduce pain and consumption of pain 

medication in non-end of life postsurgical patients (Zadeh et al., 2018). Reduced stress 

and improved psychological wellbeing in hospital environments have been shown to 

occur by incorporating nature as visual access or immersion. The satisfaction of patients 

and patients’ families increased with access to nature. Gardens and outdoor spaces were 

also considered to be very important for patients (Rigby et al., 2010). Chaudhury et al. (2011) 

reported that access to nature, view o f a garden, or a painting o f  a natural scene, in the hospice setting 

provided a heightened sense o f  calmness, and fewer physical symptoms (Chaudhury et al., 2011).

Use of the Mirror

The authors of an exploratory pilot study concluded that nurses have used the 

mirror as a tool for calming patients and as a tool for fostering self-acceptance. In Israel 

(Tabak, Bergman, & Alpert, 1996), a pilot study was conducted to observe dementia 

patients looking in a mirror. Positive emotion and expression was noted in 71 of the 100 

patients. The authors suggested that mirrors gave nurses a therapeutic tool through which 

to explore the internal world of the patients (Freysteinson, 2009).

The Sensory Environment

The holistic nature of music therapy could also strengthen the well being of 

palliative care patients by improving mood, reducing fatigue, encouraging relaxation, 

providing emotional comfort and increasing spirituality (O’Kelly et al., 2007). Music
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therapy in palliative care could contribute to making pain control more effective, and 

encourage patients to be more responsive, therefore more willing to move. Music therapy 

could also create a diversion from their illness for patients, contribute to family 

involvement, foster communication among patients, between patients and their 

caregivers, and between patients and their families (O’Kelly et al., 2007). This network 

of relationships contributed to improvement in the quality of life of palliative care 

patients (O’Kelly et al., 2007).

Further, bedrooms should be well soundproofed, so that patients did not hear 

alarms, staff conversations, electronic devices, noisy televisions, or sounds of others in 

distress because environment-related noise was associated with interrupted sleep which 

could contribute to depression, and agitated behaviors (Chaudhury et al., 2011). Hard 

surfaces could also contribute to high ambient noise, as well as a sense o f an institutional 

space, as opposed to soft surfaces that would absorb noise. A mixture of tactile surfaces 

could give positive stimulation, which could be quite significant for older people who 

experienced sensory deprivation, which could also lead to higher self-reported pain 

levels, and agitation. Finally, odors reminiscent of home, such as fresh coffee, could help 

patients, particularly older people, to connect with home through enjoyable memories, 

while bodily odors and harsh chemicals could give a sense of an institution and so should 

be avoided. Where possible, natural ventilation should be provided to promote wellbeing 

(Chaudhury et al., 2011).
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Quality of Life

The previously cited critical analysis of the results from 225 scholarly documents 

in a review on improving the quality of life and managing symptoms for patients in 

institutional settings, revealed five factors that appeared most frequently in the literature 

search: 1) social interaction, 2) positive distractions, 3) privacy and control, 4) 

personalization and a home-like environment, and 5) ambient environment (Zadeh et al., 

2017).

Identifying factors that support, or undermine, the sense of a dying patient’s 

quality o f life, could strengthen the dignity o f terminally ill patients during end o f life 

care. The research of Hack et al. (2010) addressed factors that both underpin, and place 

barriers to, how individuals experience dignity as they near death. The research set out to 

understand how terminally ill patients could retain, or improve, their sense of dignity by 

taking part in dignity therapy. The therapy could have a positive impact on the patient, 

their family, and their friends, by providing everyone with a sense of what matters to the 

patient (Hack et al., 2010).

Dignity therapy was acceptable and valuable to 91% of terminally ill patients, 

enhanced the dignity o f 76% of patients, and increased life meaning for 67% of patients. 

Dignity therapy was recommended by 95% of families, with 78% believing it enhanced 

patient dignity, 72% believed it heightened life meaning, and 78% stated that the 

document resulting from the therapy helped with grief. The most common core value of 

“family” was observed in 92% of transcripts. The core value of “pleasure” accounted for
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36% of patients, “caring” for 32%, and “a sense of accomplishment” for 26% of 

participants. “True friendship” was a common core value for 22% of the patients, and 

“rich experiences” for 16%. Patients who were depressed, or relied heavily on care 

givers, were more likely to present with a loss of dignity (Hack et al., 2010).

The research of Hack et al. (2010) found that by putting the personal needs of the 

patient at the forefront of the interviews, the trained clinicians were able to extract a 

response that satisfied the patient. Individually designed dignity therapy could address the 

psychosocial and existential distress associated with dying. Understanding how 

individuals experienced dignity as they approached death provided a sound basis for 

including dignity therapy as part of end of life care in hospitals and hospices, because it 

provided the patient with the opportunity to record their wishes and instructions, as well 

as define their life’s meaning and value (Hack et al., 2010).

Evidence Based Design

Evidence based design and human centered design form part of the framework for 

this research. According to Duncan Ballash (2017), Principal at EHDD Architects, 

evidence based design was defined as an individual or design group basing their 

decisions on information they had gathered through research, building performance 

evaluations, and information gathering metrics on their client operations. In order to take 

the information that was specific to the objectives of a project, and have the resulting 

design improve the outcomes for that client, whether it was financial, staff productivity, 

client satisfaction, or a positive outcome for society as a whole, also defined evidence
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based design. It was a concept embraced by the healthcare industry because of the 

amount of money that goes into designing projects with highly sustainable and healthy 

buildings, and the importance of the built environment on clinical success of patient 

outcome (D. Ballash, personal communication, March 17,2017).

As part of this study, the researcher consulted The Prince and Princess of Wales 

Hospice in Glasgow where evidence based design was at the core of the building process 

for a new hospice that would replace their former home in an outgrown row of Georgian 

townhouses. The brief for the new hospice was, not only the realization of a practical and 

functioning environment, but also an inspirational place for specialist palliative care, 

according to Rhona Baillie, CEO (R. M. Baillie, personal communication April 20,

2017). Nord Architecture, the firm charged with designing the new hospice conducted an 

open forum of nominated staff representatives from each hospice department, who were 

surveyed on what worked and did not work well in the current space. Comment postcards 

with an explanatory note, were available to allow members of staff to provide feedback 

about issues with the current facilities and aspirations for the new facility. The hospice 

and Nord Architects also held an external stakeholder consultation. By shaping a solid 

design team during the initial phases of the project, the hospice ensured delivery of a 

development, not only sympathetic to its location but also designed and built in such a 

way as to maximize the energy and environmental performance of the building through 

its construction and occupation, while taking into account the needs of the staff, patients, 

and the patients’ families all hallmarks of evidence based design.
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CHAPTER III. METHOD

Overview of the Procedures

This case study was an exploratory examination of the presence of certain 

physical features and the quality of life of patients in a dedicated hospice space. As a 

study design, case study is defined by interest in individual cases, or a small number of 

respondents, and the selection of methods is informed by researcher, and makes use of 

naturally occurring sources of knowledge, such as people or observations of interactions 

that occur in the physical space (Stake, 1998). Many scholars of architecture have 

employed case study research, a strategy in which a particular setting or circumstance 

were investigated holistically using a variety of data collection and analysis tactics (Wang 

& Groat, 2013). The researcher aimed to present a holistic representation of the setting 

under study, as the respondents themselves understood it (Wang et al, 2013).

The survey method was selected because the researcher was concerned with the 

patients’ overall assessments of the physical environment of the hospice room as 

achieved in a dedicated hospice. Survey research in palliative care using bereaved 

relatives was used in the Regional Study of Care and the Dying (RSCD), the largest 

interview survey of bereaved relatives in the UK in 1969 and repeated in 1987 with the 

aim of providing feedback to establish the satisfaction with services for the dying 

compared to elsewhere (Field et al., 2001). The researcher wanted to determine to what 

extent the variety of specific design features contributed to a home-like setting in the 

hospice room. From the literature review the researcher was able to determine that the
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notion of a home-like setting could be understood as having four somewhat distinctive 

components: privacy, the space around the bed, a view of nature, and personalization of 

the space. Therefore the questions in the Place of Death Inventory (PDI) asked the 

patients’ family to rate the extent to which a set of design features affected the patients’ 

quality of life, which was determined by the Quality of Life Survey (QOLS), (Wang et al, 

2013).

Type of Research

While the research was slim for this population, Zborowsky (2008) published An 

Exploration of the Relationship Between the Designed Environment and the Quality of 

Life of People with HIV/AIDs, from which this study borrows, for example the 

investigator-developed survey instrument was also adapted from Moos and Lemke’s 

(1992) Multiphasic Evaluation and Assessment Procedure (MEAP), and the Human 

Ecosystem framework was used.

Method

Survey method was used in this study to explore the physical design features of 

hospice facilities, and the quality of life of people at the end of life in California. The 

study consisted of two points of view: the patient’s family and the patient’s friends. 

Questionnaires and interviews were used to collect data from relatives and friends of 

people in hospice care on the physical design features of their hospice environments and 

their quality of life. The investigator-designed instrument included adaptations of Moos 

and Lemke’s (1992) physical and architectural features checklist (PAF). The
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questionnaires contained both open- and closed-ended questions. Interviews contained 

open-ended questions. Demographic information was collected. As the participants were 

part of a vulnerable population, careful consideration was given to the research design 

and the method.

The researcher consulted with a Senior Nurse, T. Napoli, RN, BSN, CCRN, 

CHPN at the Neurological ICU at University of California San Francisco (UCSF), who is 

also an educator at UCSF. T. Napoli teaches the following classes to nurses: “Withdrawal 

of Life Sustaining Therapies”, “Communicating with Providers, Patients and Families 

about Prognosis, Goals of Care and Palliative Care”, “ Palliative Care Resource Nurse 

Training”.

The researcher attended a Foundations of Mindful Caregiving course at San 

Francisco Zen Center -  Conference Facility, 308 Page Street, San Francisco, CA 94102 

from 9.00 am to 5.00 pm on Saturday and Sunday, March 17 and 18,2018. The Mindful 

Caregiving Education was a contemplative practice and skill-based approach to 

successfully navigate the challenging caregiving environment. Communication, 

compassion, and loss were explored through meditation, writing exercises, experiential 

activities, and discussion. Every course was designed to cultivate awareness, compassion 

and resilience, and classes provided an opportunity to develop a personal practice that 

improved interactions with those in their care, and others in their lives. (Retrieved 

https://www.zenhospice.org/education-training/mce, 2018)

https://www.zenhospice.org/education-training/mce
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Data Collection Methods

Convenience sampling method was used, with a sample of four. The researcher 

used an investigator-developed instrument based on an existing instrument, to interview 

families and friends of patients who used a dedicated hospice room, at the Zen Hospice in 

San Francisco, California. One interview was conducted, and the duration of the 

interview was approximately 15 minutes. The participant was asked to describe the 

overall experience of the patient in hospice. The participant was asked to expand on any, 

or all of the questions in the PDI and the QOLS surveys.

Sample Population

The relatives or friends of the patient in the hospice room at the Zen Hospice, San 

Francisco, California, and not the patient him or herself. As with most end of life research 

the responders’ information was collected during a period of bereavement (Gage et al., 

2000). One participant declined to respond, and three out of the four participants who 

responded, all had the same ethnic (Non-Hispanic White/Euro American), gender 

(female), and age range (30-49 years old) characteristics.

Site Selection

The Zen Hospice Project was chosen for the research study due to the function 

served by the facility, the willingness of staff and patients’ families to participate in the 

study, and the close geographic location to the researcher.
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Description of the Site

The Zen Hospice Project was a 19th Century Victorian house located at 273 Page 

Street, San Francisco, California, 94102. Opened in 1990, the iconic Guest House was an 

early responder to the AIDS crisis, and delivered care to those who could not find help 

elsewhere. Renovated in 2010, the Guest House provided the highest caregiver to patient 

ratio in the US, with 24-hour support, until September 2018 when it faced closure. 

Caregivers were trained in palliative and hospice care with specific emphasis on 

symptom and pain management, and volunteer caregivers and a professional kitchen 

staff, were trained in a unique approach to mindful, compassionate, and skillful care (Zen 

Hospice Project, 2018).

The Guest House formed a partnership with UCSF Medical Center, which 

contractually guaranteed that two beds were always available to two UCSF patients. Until 

2017, the connection with UCSF included B.J. Miller MD, a renowned UCSF palliative 

care specialist who was the executive director at the Guest House. UCSF residents, 

fellows and students also did training rotation in the six-bed Guest House where the daily 

cost of a Guest House bed was $525-$575, compared with $6,000 per day for a UCSF 

hospital room. “Rather than looking at it as people who are dying here, people are really 

living here until they die,” said Roy Remer, who has trained more than 50 volunteer 

caregivers (Yollen, 2011).
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Instrumentation

Guided by the Multiphasic Evaluation and Assessment Procedure

In her research of HIV AIDS patients, Zborowsky (2008) was directed by the 

Multiphasic Evaluation and Assessment Procedure (MEAP), which is a multi-method 

instrument that responds to four conceptual domains of a care setting: a combination of 

resident and staff characteristics, physical features, policies and services, and social 

climate, which indicate the components of the Human Ecosystem model. The resident 

and staff characteristics represent the HO, physical features represent the BTE, and 

policies and services along with the social climate represent the BHE (Zborowsky, 2008).

Zborowsky (2008) reported that the MEAP had been used in other studies to 

determine that physical and architectural features were important in sheltered care 

facilities for the elderly (Zborowsky, 2008). In this study, the MEAP was referenced to 

create the investigator-developed instrument, the Place of Death Inventory (PDI), to 

assess how a physical space in a hospice that an adult used at time of death met their 

environmental needs. Analysis of an adult’s response to the physical environment of 

hospice provided information about the space’s needs and benefits. The PDI could be 

used for architectural and interior design planning for determining the appropriate space 

for a dying patient.

This research was guided by Field’s (2001) study, which found that, due to 

practical difficulties and ethical concerns regarding dying patients, surveys frequently 

used the relatives of patients to provide information (Field et al., 2001). Large studies
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suggest that most bereaved relatives appreciate the opportunity to talk about death (Field 

et al., 2001). Most health services research uses quantitative methods with qualitative 

research also playing an important role utilizing a toolkit of observation, participant 

observation, qualitative interviews, focus groups, documentary analysis, and case studies 

(Field etal., 2001).

Due to the small sample size, this research will be presented as a case study. 

Exploratory in nature, the goal o f the case study research was to carry out a 

comprehensive analysis with a view to understanding the hospice setting from the 

perspective of the participants.

Investigator developed instrument and survey:

1. Place o f Death Inventory (PDI) (see Appendix A)

2. Quality o f Life Survey (QOLS) (see Appendix B)

Recruitment Techniques

In line with Field et al.’s (2001) study, this study focused on bereaved relatives 

and friends. Receiving San Francisco State University Human Subjects Research Review 

Committee approval, selected study participants were informed about the study by Cassie 

Field, Director of Guest House Caregiving Services at Zen Hospice using a written 

Explanation of Study from the researcher (Appendix C). Once participants had agreed to 

partake in the study, the researcher made contact by email, mail, or a telephone call, and, 

after the research study was explained, the individuals were sensitively asked to 

participate. Consistent background information regarding the purpose of the study was
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Validity

Survey questions in the PDI and QOLS were validated by UCSF Palliative Care 

professionals to ensure that the questions addressed the issues and were important for 

people who were dying (Field et al., 2001). Multiple questions that addressed the same 

issue were included, and then checked for consistency. Open-ended questions were used 

which allowed respondents to explain in their own words what concepts meant to them, 

and why the relationship between physical design features and quality of life was 

important (Zborowsky, 2008). Subjectivity is acknowledged with regards to the open- 

ended questions, and to maintain the psychological integrity of the idea being expressed, 

the two open-ended PDI survey questions did not generate a conclusion. The first open- 

ended question asked the respondents to list any objects that the family or friend would 

add to the room. The second open-ended question asked is there anything else you 

believe made the patient’s stay in the room better?

Statistical Analysis of Data

Descriptive statistics were used to analyze the data. Data were entered on an 

Excel spreadsheet and analysis was conducted using frequencies and the mean. A Likert 

Scale was used for the Place of Death Inventoiy (PDI), and the Quality of Life Survey 

(QOLS). This research used the 5-point ordinal, and responses could be rated or ranked, 

with the ordinal numbers converted to data for analysis. However, it should be noted that

provided to each participant. The statement of informed consent distributed to the

participants is contained in Appendix D.
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the distance between responses is not quantifiable, in that the differences between 

“strongly agree,” “mixed,” and “strongly disagree” on a frequency response Likert scale 

are not necessarily equal. As a result one cannot assume that the difference between 

responses was equidistant, even though the numbers assigned to those responses were.

Dr. Geoff Norman, a global leader in medical education research methodology, 

provided persuasive evidence that parametric tests were not only used with ordinal data, 

such as data from Likert scales, but they were also generally more robust than 

nonparametric tests. Parametric tests tended to be reliable even when their statistical 

assumptions (such as expecting a normal distribution) were breached. Therefore 

parametric tests were fully able to produce largely unbiased answers that are acceptably 

close to “the truth” when analyzing Likert scale responses (Sullivan & Artino, 2013). The 

researcher created several Likert-type items, grouped them into a survey scale, and then 

calculated a total score or mean score for the scale items to fully express the concept 

being assessed (Sullivan & Artino, 2013).

Due to the small sample size, a correlation giving the association between the 

independent (physical design features) and dependent variable (quality of life) was not 

conducted. Excel spreadsheet was used to analyze the data using the mean and mode. 

Questions from the PDI were ranked. Open-ended responses were used to inform the 

qualitative data.
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Use of Theory, Theoretical Framework

Borrowing from Zborowsky (2008), this study took as a model the Human 

Ecosystem framework, to study the physical, social, and psychological events that 

contributed to the design of the hospice environment. Guerin saw the Interior Ecosystem 

model as a suitable framework in the study of interior design because of the holistic 

nature of interior design and the ability of the model to analyze the dynamic nature of the 

human/environment relationship (Zborowsky, 2008). The Interior Ecosystem Model 

(Guerin, 1992) was used in interior design to provide variable identification, hypotheses 

creation, and systematic testing (Zborowsky, 2008). The Human Ecosystem framework 

was useful in this study because it emphasizes the role of institutions that are utilized by 

people and contain designed features. The framework provided the researcher with a way 

to ensure that important features in the physical environment of the hospice were not 

disregarded.

Expected Benefits

Adults at the end of life require imaginative physical spaces designed specifically 

for dying. Providing an enlightened approach to the architecture and interior design of the 

hospice could enhance the dignity, meaningfulness of life, spirituality, ethnography, and 

sense of community, that a patient experiences. This research could relieve traditional 

barriers that currently exist for patients, their families, and their caregivers, for quality 

end of life care. This study may be applied to physical environments of other healthcare 

facilities in terms of interior design framework of physical design features, and research.
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CHAPTER IV. RESULTS

The purpose of this study was to explore to what extent specific design features 

contributed to a home-like setting in the hospice room, and how a physical environment 

that provided personal control; comfort, privacy, and family inclusion could be achieved 

so that terminally ill patients could maintain their sense of dignity as defined by quality 

of life.

1. How does the physical environment of hospice impact the end of life experience?

2. Does providing an enlightened approach to the interior design of the patient’s 

hospice room enhance the comfort, and meaningfulness of life, that a patient 

experiences?

Sample Characteristics

One of the four participants declined to respond, and three of the four participants, 

were all Non Hispanic white females, and between 30-49 years old.. Therefore 

generalization of the study results may be limited, and the findings should be considered 

preliminary. Further, as a vulnerable population, hospice patients could not be included in 

the data collection.

Interpretation of the Research Results

Place of Death Inventory (PDI) (see Appendix C):

The Place of Death Inventory (PDI) consisted of 11 questions that were answered 

with a Likert scale. The first question focused on the presence of a home-like setting in 

the hospice room and the importance to the patient’s quality of life. Three of the four
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respondents stated that the presence of a home-like setting was very important and one

responded that it was important to the patient’s quality of life (see figure 1).

Figure 1. Mean o f  Perceptions o f  Place o f  Death Inventory (PDI)

Note: 1 = Very Unimportant, 5 = Very Important

The second question focused on the presence of artwork (for example: painting, 

photograph, drawing, sculpture) in the hospice room and the importance to the patient’s 

quality o f life. Two of the four respondents stated that the presence of artwork was very 

important to the patient’s quality of life, and half responded that it was important to the 

patient’s quality of life. The third question focused on the presence of a mirror in the 

hospice room and the importance to the patient’s quality of life. One of the four 

respondents reported that they felt mixed about the presence of a mirror and the patient’s
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quality of life, half responded that it was unimportant, and one responded that it was very 

unimportant to the patient’s quality of life. The fourth question focused on the presence 

of a clock in the hospice room and the importance to the patient’s quality of life. One of 

the four respondents stated that the presence of a clock was important to the patient’s 

quality of life, and the remainder recorded they felt mixed about the presence of a clock 

and the patient’s quality of life. The fifth question focused on the presence of a bedside 

table in the hospice room and the importance to the patient’s quality of life. All but one of 

the respondents stated that the presence of a bedside table was very important to the 

patient’s quality of life, and the other responded that it was important to the patient’s 

quality o f life. The sixth question focused on the presence of a bedside table for storing 

personal items in the hospice room and the importance to the patient’s quality of life. 

Three of the four respondents stated that the presence of a bedside table for storing 

personal items was very important to the patient’s quality of life, and one responded that 

it was important to the patient’s quality of life. The seventh question focused on the 

presence of a bedside table for displaying personal items in the hospice room and the 

importance to the patient’s quality of life. All but one of the respondents stated that the 

presence of a bedside table for displaying personal items was very important to the 

patient’s quality of life, and one responded that it was important to the patient’s quality of 

life. The eighth question focused on having a space for visitors in the hospice room and 

the importance to the patient’s quality of life. Three of the four respondents stated that 

having a view of nature was very important to the patient’s quality of life, and one
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responded that it was important to the patient’s quality of life. The ninth question focused 

on having a view of nature in the hospice room and the importance to the patient’s quality 

of life. All but one of the respondents stated that having a view of nature was very 

important to the patient’s quality of life, and one reported they felt mixed about having a 

view of nature. The tenth question focused on having a single bed hospice room and the 

importance to the patient’s quality of life. All of the respondents reported that having a 

single bed hospice room was very important to the patient’s quality of life. The last 

question focused on having a shared bed hospice room and the importance to the patient’s 

quality of life. All but one of the respondents stated that having a shared bed hospice 

room was unimportant to the patient’s quality of life, and one responded that it was very 

unimportant to the patient’s quality of life (see Figure 1).

The presence of a physical feature in the hospice room and the importance to the 

patient’s quality of life, were addressed in the PDI questions 1-11, and the responses have 

been ordered by rank (see Table 1). A Likert scale was used to determine the level of 

importance of each feature, and the ranking of the question was based on the mean.
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Table 1

Place o f  Death Inventory (PDI) Questions Ranked

PDI Question:
Physical feature in the hospice room important to the patient's

quality of life Rank Mean

Having a single bed hospice room 1 5.00

The presence of a home like setting 2 4.75

The presence of a bedside table 2 4.75

The presence of a bedside table for displaying personal items 2 4.75

Having a space for visitors to sit 2 4.75

A view of nature 3 4.50

The presence of a bedside table for storing personal items 3 4.50

The presence of artwork (for example: painting, photograph, 
drawing, sculpture) 3 4.50

The presence of a clock 4 3.25

The presence of a mirror 6 2.00

Having a shared bed hospice room 7 1.75

Note: Mean o f 1 = Very Unimportant, 5 = Very Important 

Perception of Quality of Life

This study sought to explore the interaction of the designed environment of a 

hospice room (home-like setting) and the quality of life of patients. The variable, quality 

of life, was measured by a series of questions.
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Quality of Life Survey (QOLS) (see Appendix D):

The Quality of Life Survey (QOLS) consisted of ten questions. Responding to the 

first question, all of the respondents strongly agreed that their relative/friend was satisfied 

with, and experienced comfort in the hospice room. Responding to the second question, 

three of the four respondents strongly agreed, and one o f the four respondents agreed that 

their relative/friend was satisfied with, and experienced dignity in the hospice room. 

Responding to the third and fourth questions, three o f the four respondents strongly 

agreed, and one of the four respondents recorded they felt mixed that their relative/friend 

was satisfied with, and experienced a good mood in the hospice room, and that their 

relative/friend was satisfied with, and had a positive spiritual experience in the hospice 

room (see Figure 2).

All of the respondents strongly agreed that their relative/friend was satisfied with, 

and had a culturally appropriate experience in the hospice room, when responding to the 

fifth question. Three of the four respondents strongly agreed, one of the four respondents 

agreed that their relative/friend’s suffering was relieved in the hospice room and that their 

relative/friend was satisfied with their relationship with parents, siblings, and other 

relatives -  communicating, visiting and helping in hospice when responding to questions 

six and seven. Half of the respondents strongly agreed, one of the four respondents 

agreed, and one of the four respondents strongly disagreed that their relative/friend had a 

close relationship with spouse or significant other responding to question eight. Three of 

the four respondents strongly agreed, that their relative/friend had close friends and one
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of the four respondents reported that they felt mixed when responding to question nine. 

When responding to the last question, half of the respondents strongly agreed, and half of 

the respondents felt mixed that their relative/friend was satisfied with having and rearing 

children (see Figure 2).

Figure 2. Quality o f  Life Survey (QOLS): Mean 

Note: 1 = Strongly Disagree, 5 = Strongly Agree

Summary

Data gathered from surveys, provided by the patients’ family and the patients’ 

friends at Zen House Project in San Francisco, California, allowed the researcher to 

evaluate the home-like setting of a hospice room at an end-of-life care facility. Overall, it 

was concluded that the home-like setting in the patient room was a very important space
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for patients, patients’ families, and patients’ friends. Understanding why a home-like 

setting in the hospice room was seen as important appeared to be a critical factor in the 

successful design of a patient’s room, and personalization, privacy, a view of nature, and 

comfort were common themes. Understanding the importance of this private space would 

promote a higher level of satisfaction among patients in hospice.

The data gathered allowed the researcher to evaluate the quality of life that was 

experienced by the patient in the hospice room, and concluded that comfort, dignity, good 

mood, positive spiritual experience, in a culturally appropriate setting that relieved 

suffering was believed to have been achieved in the hospice room. Based upon the 

findings of the case study, the following recommendations are offered to interior 

designers for designing future hospice patient rooms:

1. Single bed hospice room

2. Home-like setting

3. Presence of a bedside table for storing personal items, and displaying personal 

items in the room

4. Provide a place for visitors to sit in the room

5. A view of nature in the room. For example, a view of a garden, a realistic painting 

of nature, or a photograph of nature.

6. Presence of artwork in the room incorporating landscape art (not abstract work) 

Photographic examples of Interior Design Recommendations are provided in

Appendix F.
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Qualitative Responses (PDI)

Based upon the findings in the two open-ended qualitative survey questions in the 

PDI, music on an iPad, familiar bedding, and soft bedding were some of the examples of 

objects that respondents would add to the hospice room. Respondents indicated that there 

were additions to the room that made the patient’s stay in the room better, for example 

fresh flowers (see Table 2).

Based upon the findings of the case study the following recommendations are 

offered to interior designers for designing future hospice patient rooms:

1. Electrical outlets by bedside, and speakers for iPads

2. Comfortable bedding (for example familiar bedding or soft sheets and blankets)

3. Surface to place containers of fresh flowers (for example flowers placed on the

meal tray, or a space for flowers on a window ledge)
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Table 2

Place o f  Death Inventory (PDI): Qualitative Analysis

Category Characteristics

Entertainment Music/iPad
Personal items Family photos within distance
Comfort items Little collectibles 

Stuffed animals 
Family pet visits

Bedding Familiar bedding 
Soft sheets/blankets 
Good mattress 
Own pillows 
Good pillows

Nature Fresh flowers 
Flowers on the meal trays 
Live plants 
Sitting in the garden 
Natural light

Seating Place to sit for more than one person. Possibly for three people 
Visitors feel they could stop by at any time

Furniture Closet/drawers for personal clothing/bedding 
Urinals

Food Excellent food
Care Evidence of care from all hospice staff and volunteers
Environment Own reading light

Privacy when requested
Calming colors on the walls
A sense of home
Control of heat/air in the room
Windows

PDI Question 12. List any objects that the family or friend o f  the patient would add to the room. 
Question 13. Is there anything else you believe made the patient’s stay in the room better?
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While it was not possible to carry out a comparison between the results of the PDI 

and the QOL surveys due to the small sample size, and the exploratory nature of the 

study, conclusions could be drawn. All respondents strongly agreed that the physical 

features of the hospice room provided comfort and a culturally appropriate experience.

Of the four respondents, two agreed to be interviewed. One of the respondents, who was 

married to a patient, reported that Zen Hospice was very attuned to the cultural and 

spiritual needs, providing a copy of the Koran to her husband. The respondent found the 

physical features of the hospice to be “delightfully surprising” and was immensely 

relieved to get to Zen Hospice as her husband “was so deeply in need at that time”. Zen 

Hospice allowed the respondent to be the spouse and not the caregiver, which strongly 

contributed to the quality o f life o f the patient and the patient’s relative.

Responding to the QOLS, three of the respondents strongly agreeing, and one 

agreeing that the physical features of the hospice room provided the following quality of 

life indictors: dignity, relieved suffering, and satisfied their relationship with parents, 

siblings, and other relatives -  communicating, visiting and helping in hospice. Aspects of 

the physical environment may become more important in optimizing the quality of life of 

a patient at end of life, and a larger sample size would provide a greater degree of 

confidence that this is the case. Further studies should begin to examine the connections 

between the physical characteristics of the hospice room and the quality of life of the 

patient.
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CHAPTER V. DISCUSSION

Summary

This exploratory case study found that the physical design features of a hospice 

room perceived by the relatives and friends of patients, enhanced the quality of life of the 

patient at end of life. Results from this study aligned with some of the findings validated 

in previous studies. The research of Chaudhury, et al. (2011) found that patients and their 

families shared a growing acknowledgement that the physical characteristics of the care 

setting influenced the quality of care, and its delivery, and Rigby et al. (2010) found that 

satisfaction of patients and patients’ families increased with access to gardens and 

outdoor spaces.

Implications of the Research Results

Place of Death Inventory (PDI) Survey Questions:

The research focused on the relationships between the presence of a specific 

feature in the hospice room and its importance to the patient’s quality of life.

The presence of a home-like setting was very important to the majority of the 

respondents, and important to one of the four respondents, which is line with previous 

research literature. For example, the home-like setting could meet many needs of the 

patient, including a patient’s experience of a sense of trust, and a sense that staff are 

worthy of their profession, leading to a feeling of stability and order (Moore et al., 2013). 

Secondly, a homely setting was found to provide a place for spiritual expression, and 

support for patients’ social activities and privacy, as well as that of their caregivers and
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families (Rigby et al., 2010). Finally, a critical analysis of the results from 225 scholarly 

documents in a review on improving the quality of life and managing symptoms for 

patients in institutional settings, revealed a home-like environment as one of five factors 

that appeared most frequently in the literature search (Zadeh et al., 2018).

The presence of artwork (for example: painting, photograph, drawing, 

sculpture) was very important to half of the four respondents, and important to the 

remaining half of the four respondents, which is line with previous research literature. A 

critical analysis of the results from 225 scholarly documents in a review on improving the 

quality of life and managing symptoms for patients in institutional settings, revealed 

overall psychological and physical benefits occurred in response to visual art, among 

other contacts such as nature and music (Zadeh et al., 2018). Chaudhury et al. (2011) 

identified the sensory environment as a method of enhancing the hospice environment, 

citing paintings in the patient’s room, and varied ceiling patterns as providing a shift in 

focus from the individual to the external environment, which can help reduce anxiety and 

pain. It should be noted that research from the The Design & Dignity Program in the 

Republic of Ireland found figurative art and landscapes work better than abstract work, 

which can challenge and confuse people (Parker, 2017).

The presence of a mirror resulted in one of the four respondents feeling mixed, 

was unimportant to half of the respondents, and very unimportant to one of the four 

respondents. There is very little research literature available regarding the mirror in an
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institutional setting. In an Israeli nursing exploratory pilot study, Tabak, Bergman, and 

Alpert (1996) observed dementia patients looking in a mirror, and noted positive emotion 

and expression in 71% of patients. This led the authors to conclude that nurses used the 

mirror as a tool for calming patients and for fostering self-acceptance (Freysteinson, 

2009).

The presence of a clock was important to one of the four respondents and mixed 

(feelings) to three of the four respondents. This was somewhat in line with the limited 

research available regarding the specific needs of older people cared for in hospice that 

found older patients benefited from the presence of orientation cues such as signs and 

clocks (Rigby et al., 2010).

The presence of a bedside table was very important to all except one of the 

respondents, and important to one of the four respondents which is reported in the 

previous research literature. The theme of personalization of surroundings was threaded 

throughout the research literature in Zadeh’s study and embedded in every identifiable 

environmental factor (Zadeh et al., 2018). According to Chaudhury’s et al. ( 2011) 

research, personal objects provide connections to home, which in turn provides comfort, 

familiarity, and continuity of self, as well as a connection to the patient’s personal history 

(Chaudhury et al., 2011).

The presence of a bedside table for storing personal items was very important 

to three of the four respondents, and important to one of the four respondents which was 

detailed in the previous research literature. Chaudhury et al. (2011) noted that the
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personalized bedroom could support many therapeutic goals because it allowed the 

patient to choose and adapt their surroundings, giving them control, independence and 

dignity. Chaudhury et al. (2011) also suggested that flexible furniture arrangements, with 

the ability to incorporate a patient’s own chair, and storage for personal items, were 

important features of the bedroom. In their Design & Dignity Guidelines for Physical 

Environments of Hospitals Supporting End of Life Care, patient accommodation included 

the recommendation that there should be facilities for the display of some personal 

effects, storage of personal belongings and access to a secure source for storing valuables 

(The Irish Hospice Foundation, 2018).

The presence of a bedside table for displaying personal items was very 

important to all but one of the respondents, and important to one of the four respondents 

which was supported by the previous research literature. The ability to customize and 

personalize surroundings alleviated the impersonal setting of an institution (Zadeh et al., 

2018). As previously stated, in their Design & Dignity Guidelines for Physical 

Environments o f Hospitals Supporting End of Life Care, the Irish Hospice Foundation 

(2018) recommended that patient accommodation should have facilities for the display of 

some personal effects, storage of personal belongings and access to a secure source for 

storing valuables.

Having a space for visitors was very important to three of the four respondents, 

and important to one of the four respondents, which was supported by the previous 

research literature. A crucial element that helped with patient satisfaction was specifically
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the home-like atmosphere including amenities and features that enabled the presence of 

family members in close proximity and in a comfortable setting (Zadeh et al., 2018). 

Chaudhury et al. (2011) reported that flexible furniture arrangements were an important 

feature of the hospice room to allow for the presence of family members at the time of 

death.

Having a view of nature was very important to three of the four respondents, and 

one of the four respondents reported they felt mixed, which is in line with the previous 

research literature. Reduced stress and improved psychological wellbeing in hospital 

environments had been shown to occur by incorporating nature as visual access or 

immersion, and the satisfaction of patients and patients’ families increased with access to 

nature. Views of nature had also been shown to reduce pain and consumption of pain 

medication in non-end of life postsurgical patients (Zadeh et al., 2018). Chaudhury et al. 

(2011) also reported that access to nature, view of a garden, or a painting of a natural 

scene, in the hospice setting provided a heightened sense of calmness, and fewer physical 

symptoms.

Having a single bed hospice room was very important to all of the respondents, 

and provided a more definitive result than was found in the previous research literature, 

which reported the preference for a single or shared room to be mixed. Zadeh et al.

(2018) found that the preference for a single or a shared room was the only controversial 

factor. A single room afforded patient and patients’ family privacy and the ability to 

control aspects of the room such as odor control and temperature, while a shared room
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allowed for socialization and avoidance of loneliness. Rigby’s et al. (2010) research also 

found that there was some discrepancy in the research regarding the preference for shared 

or single rooms. However, the patients with a strong religious faith preferred single 

rooms where they could adapt the room for worship, and there was a strong desire of 

families to be able to stay with the patient at the end of life (Rigby et al., 2010). In the 

research of Clark et al. (2011), the need for privacy was paramount, despite the fact that 

there were few conclusions regarding preferences fo r; ngle bed or multi-bed rooms, and 

participants changed their minds regarding the privacy options.

Having a shared bed hospice room was unimportant to all, except one of the 

respondents, and very unimportant to one of the four respondents, which is not in line 

with the research literature. Rigby’s et al. (2010) research found that that there was some 

discrepancy in the research regarding the preference for shared or single rooms, and that 

older patients benefited from shared hospital rooms. Rona Bailey, CEO of Prince and 

Princes of Wales Hospice found that patients at their original hospice building (new 

building opened November 2018) preferred shared rooms, and viewed a single room as a 

place to go when you really were dying (R.M. Bailey, personal communication 

September 11,2018).

In summary, the analysis of the data in this research overall showed a general 

convergence among the respondents, and all the respondents expressed a satisfaction with 

the hospice room and the quality of life of the patient.
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Limitations of the Study

It was important to speak to the limitations of the study before discussing the 

research conclusions. The use of a single facility for this study was a limitation and will 

prohibit the generalizability of this study. Due to the vulnerable population, recruitment 

was a challenge, and a second limitation to the study was the small sample size. The plan 

was to correlate the physical characteristics of the hospice room, and the quality of life of 

the patient, but there were not enough respondents. Of three out of the four participants 

who responded, all had the same ethnic, gender, and age range characteristics. A third 

limitation to the study was the participants were relatives or friends of the patient in the 

hospice room, not the patient him or herself. This section focuses on each of the research 

questions and how the questions support the hypothesis: A relationship exists between the 

designed environment of the hospice room and the patient’s quality of life.

Implications for Designers and Family and Consumer Science (FSC) Professionals

The FSC mission is to support individuals, families, and communities in making 

informed decisions about their quality of life. FSC interior design professionals could 

utilize the findings to inform the design of the patient’s hospice room to contribute to the 

patient’s quality of life. The study provided a framework of important physical design 

features that could be used during the design process. For example, during the 

programming and schematic design stages when space was being allocated, 

understanding that private rooms with views of nature, space for visitors to sit, and wall 

space for artwork is required. Further, a room that allowed for charging of iPads in close



47

proximity to the patient, and a space to display fresh flowers could be considered by 

future designers. The implications of the study are important because the physical 

features of the room could contribute to how the relatives and friends of the patient 

experience and remember the death of their relative and/or friend. As part of the research, 

the author was able to develop a checklist of items that could contribute to the comfort 

and quality of life of a patient in hospice, and could be used by interior designers to 

inform the design of a hospice room.

Areas for Further Study

Suggestions for further study are to increase the diversity of participants, and to 

increase the sample size. An increased sample size would allow for a correlation giving 

the association between the independent (physical design features) and dependent 

variable (quality of life), f  urther studies could include the vulnerable population 

(patients) in the sample population to account for areas left unsaid by the respondents. 

Further studies could also be carried out at multiple locations including locations with 

economic concerns.
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Thesis: An exploration of the relationship between the designed 
environment and the quality of life of people in hospice

The Place of Death Inventory (PDI)
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 5=Very 
Unimportant
Please read each item and circle the number that best describes how satisfied you are at this 
time.

1. The presence of a home like setting in the hospice room is important to 
the patient’s quality of life.
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

2. The presence of artwork (for example: painting, photograph, drawing, 
sculpture) in the hospice room is important to the patient’s quality of life. 
1=Very Important 2=lmportant 3=Mixed 4=Unimportant
5=Very Unimportant

3. The presence of a mirror in the hospice room is important to the patient’s 
quality of life.
1= Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

4. The presence of a clock in the hospice room is important to the patient’s 
quality of life.
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

5. The presence of a bedside table in the hospice room is important to the 
patient’s quality of life.
1= Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

Appendix A Survey Questions developed for this Study: The Place of Death
Inventory (PDI)
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6. The presence of a bedside table for storing personal items in the hospice 
room is important to the patient’s quality of life.
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

7. The presence of a bedside table for displaying personal items in the 
hospice room is important to the patient’s quality of life.
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

8. Having a space for visitors to sit in the hospice room is important to the 
patient’s quality of life?
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

9. A view of nature in the hospice room is important to the patient’s quality of 
life?
1=Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

10. Having a single bed hospice room is important to the patient’s quality of 
life?
1= Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

11. Having a shared bed hospice room is important to the patient’s quality of 
life?
1= Very Important 2=lmportant 3=Mixed 4=Unimportant 
5=Very Unimportant

Appendix A Survey Questions developed for this Study: The Place of Death
Inventory (PDI)
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12. List any objects that the family or friend of the patient would add to the 
room.

Appendix A Survey Questions developed for this Study: The Place of Death
Inventory (PDI)

13. Is there anything else you believe made the patient’s stay in the room 
better?

14. What is your ethnic OR racial background?
1. African American
2. Asian/Pacific Islander
3. Latino/Hispanic
4. Middle Eastern/Arab
5. Native American/Alaska Native
6. Non-Hispanic White/Euro American
7. Afro-Caribbean
8. Other

15. What is your gender?
1. Male
2. Female

16. What is your age?
1. 18-29 years old
2. 30-49 years old
3. 50-64 years old
4. 65 years and over
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Thesis: An exploration of the relationship between the designed 
environment and the quality of life of people in hospice 

QUALITY OF LIFE SURVEY: 
1=Strongly Agree 2=Agree 3=Mixed 4=Disagree 5=Strongly Disagree
Please read each item and circle the number that best describes how satisfied you are at this 
time. Please answer each item even if you do not currently experience the feeling, or have a 
relationship.

1. I believe my relative /  friend was satisfied with, and experienced comfort, in the 
hospice room.

1 2 3 4 5

2 . I believe my relative /  friend was satisfied with, and experienced dignity in the 
hospice room.

1 2 3 4 5

3. I believe my relative /  friend was satisfied with, and experienced a good mood in 
the hospice room.

1 2 3 4 5

4 . I believe my relative /  friend was satisfied with, and had a positive spiritual 
experience in the hospice room.

1 2 3 4 5

5. I believe my relative /  friend was satisfied with, and had a culturally appropriate 
experience in the hospice room.

1 2 3 4 5

6. I believe my relative /  friend’s suffering was relieved in the hospice room.
1 2 3 4 5

7. I believe my relative /  friend was satisfied with their relationship with parents, 
siblings, and other relatives communicating, visiting, and helping in hospice.

1 2 3 4 5

8. I believe my relative /  friend had a close relationship with spouse or significant 
other. 1 2 3 4 5

9. I believe my relative /  friend had close friends.
1 2 3 4 5

1 0 . 1 believe my relative /  friend was satisfied with having and rearing children.
1 2 3 4 5

Appendix B Survey Questions developed for this Study: Quality of Life Survey
(QOLS)
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Appendix C: Explanation of Study for Participants

Researcher’s Name: Rhonda Campbell Department: Consumer and Family Studies 
Protocol No: H17-11. Protocol Approval Date: 10/04/17. Expiration Date: 10/03/18

My healthy, lovely mother died tragically and suddenly in a surgical ICU unit 
after being struck by a car while crossing the street near her home in Melbourne, 
Australia. Six years later I was scrambling again to get on a plane to see my dad who was 
dying. Terror, anxiety and grief slowly diminished. Dad was in a hospice. I showered, 
drank a good strong coffee, and settled into a room that was calm, comforting, and 
private, with space for my brothers and I to just be with our father.

Several years later I completed a BS Interior Design at San Francisco State 
followed by an MA in Family and Consumer Sciences with an emphasis in Interior 
Design (thesis in progress). I believe that interior designers can help adults at the end of 
life who require imaginative physical spaces designed specifically for dying. Providing 
an enlightened approach to the architecture and interior design of the hospice could 
enhance the dignity, meaningfulness of life, spirituality, ethnography, and sense of 
community, that a patient experiences.

I believe that the modem hospice provides a place where physical, social and 
psychological needs are met. The design has the ability to affect the quality of life of 
dying people and their relatives. For example, my research survey questions ask how 
important a home like setting is and if  items such as a mirror, artwork, or a view of 
nature in a hospice room are important to quality of life

My research will answer the following overarching questions:
1. How does the physical environment of hospice impact the end of life experience?
2. Does a relationship exist between the physical design features of hospice care 

facilities available to people at the end of life, and the quality of end of life of 
people who die in hospice care?
The research will focus on how a physical environment that provides personal 

control; comfort, sensitive communication, peace and family inclusion can be achieved 
so that terminally ill patients can maintain their sense of dignity.

I am grateful to Zen Hospice for allowing me to carry out my first research 
project in their distinctive house. I am very appreciative of the people who consider 
participating in my research. Thank you. My research is like an ant in an anthill, and my 
goal is to add to the body of knowledge of hospice design.

Rhonda Campbell
"You m atter because you  are you, and you  m atter all the days o f  you r life" 

Dame Cicely Saunders, Founder of the modem hospice movement
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Appendix D: Informed Consent to Participate in Research

San Francisco State University 
Informed Consent to Participate in Research 

An Exploration o f  the relationship between the designed environm ent and 
the quality o f  life o f people in hospice

A. PURPOSE A ND BACKGROUND
The purpose o f  this research is to explore the relationship between the designed environment and the quality 
o f  life o f  people in hospice.
The researcher, Rhonda Campbell, is a graduate student at San Francisco State University conducting 
research for a master’s degree Family &  Consum er Sciences. You are being asked to participate in this study 
because you are a patient's family mem ber and/or friend who use a dedicated hospice room at a hospice in 
California.

i

B. PR O C E D U R E S
If  you agree to participate in this research, the following will occur:

• you will be asked to fill out a multi-page paper-based survey: The Place o f  Death Inventory 
(PDI) to assess how a physical space in a dedicated hospice room that an adult uses at tim e o f  
death meets their environmental needs. Approximately twenty minutes.

• you will be asked optional background questions, for example gender, age, ethnicity, county o f  
current residency, and length o f  stay. Approximately five minutes.

• you will be asked to fill out a  single page Quality o f  Life Scale (QOLS). Approximately ten 
minutes.

• the researcher may contact you later to clarify your survey answers for approxim ately fifteen 
minutes within one month o f  the interview.

• total time commitment will be 35-50 minutes
• the surveys will be filled out in the hospice room, as soon as the family m em ber is invited to 

participate and receive the questionnaire.
• deleted

C. RISKS
There are no risks associated with this study. Only the researchers will have access to the medical chart notes 
if  applicable. There is no identifiable patient information on the notes. No names or identities will be 
requested on the surveys.
Participants may choose to participate o r not. You may answer only the questions you feel comfortable 
answering, and you may stop at any time. If you do not wish to participate, you may simply return the blank 
survey, with no penalty to yourself. If you do participate, completion and return o f  the survey indicates your 
consent to the above conditions.
Participation in this research is voluntary. Participants are free to decline to participate in this research study, 
or to w ithdraw their participation at any point, without penalty.

D. CONFIDENTIALITY
The research data will be kept in a secure location and only the researcher will have access to the data. All 
research data will be stored in an encrypted document on a password protected computer.

This research will not include any names, and background questions are only optional.
Upon completion, the surveys will be placed in sealed envelopes, and will not be opened until the results are 
compiled. When data has been compiled and the study is completed the questionnaires will be shredded.

San Francisco S tate  University 
Revised 02/13 Page 1 o f 2 institutional Review Board

Approval n a tg i O / M M O  __
ExpirationData * 6 /3 / t b r j ------------------
P rotocol N o. H U  1.1--------- --------
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A n exploration o f  the relationship between the designed environment and the quality o f  life ofpeople in hospice 
Rhonda Campbell

All data will be securely stored in a locked Tile cabinet o f  the faculty advisor’s office at San 
Francisco State University in Burk Hall, room number 302. Only the researcher and their faculty 
advisor will have access to the data.
All data will be properly shredded and disposed o f  at the end o f  three years.
De-identified data will be retained for future research purposes for a period o f  three years.

E. D IR ECT BENEFITS
There w ill be no direct benefits to the participant.
F. COSTS
There will be no cost to you for participating in this research.
G. COM PENSATION
There will be no compensation for participating in th is research.
H. ALTERNATIVES
The alternative is not to participate in the research.
I.. QUESTIONS
You have spoken with Rhonda Campbell about this study and have had your questions answered. I f  you 
have any further questions about the study, you may contact the researcher by email at rehc@ mail.sfsu.edu 
or you may contact the researcher’s advisor, Professor Karen Johnson Carroll at iohnsonc@ sfsu.edu.

Questions about your rights as a  study participant, o r comments o r com plaints about the study, may also be 
addressed to the Human and Animal Protections at 415:338-1093 or protocol@ sfsu.edu.

J. CONSENT
You have been given a  copy o f  this consent form to keep.
PARTICIPATION IN  TH IS RESEARCH IS VOLUNTARY. You are free to decline to participate in 
this research, or to w ithdraw your participation at any point, w ithout penalty. Your decision whether 
or not to participate in this research w ill have no influence on your present or future status at San 
Francisco State University.

Signature_________________________________  Date:
Research Participant

Signature Date:
Researcher

San Francisco State University
Institutional Review Board

Approval Date \Q M fio n
Expiration Date 10 /3 /2 0 1?

D H / i o n
015/ 101?

P rotocol No. H I7 -I I
(415) 338-1093

Page 2  o f  2

mailto:rehc@mail.sfsu.edu
mailto:iohnsonc@sfsu.edu
mailto:protocol@sfsu.edu
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Appendix E: Recruitment Script

Researcher’s Name: Rhonda Campbell 
Department: Consumer and Family Studies
Protocol No: H17-11. Protocol Approval Date: 10/04/17. Expiration Date: 10/03/18

Thesis: An exploration of the relationship between the designed 

environment and the quality of life of people in hospice

Hello, my name is Rhonda Campbell. I am in the Family and Consumer 

Studies graduate program at San Francisco State University. I am conducting a 

survey to assess the relationship between quality of life, and the physical 

environment in hospice design. I am inviting you to participate in this study because 

you are a family member of a patient /  friend of a patient at this hospice.

It will take approximately 35-50 minutes to fill out the questionnaire. All 

your responses will be kept confidential.

I appreciate your participation, and if you have any questions or concerns 

please do not hesitate to email me at rehc@mail.sfsu.edu.

Thank you for your help.

Kind regards,

Rhonda Campbell

mailto:rehc@mail.sfsu.edu
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Appendix F: Zen Hospice Project Photographs of Site

1. FRONT ENTRANCE. 2. FRONT ENTRANCE SIGN. 3. SINGLE HOSPICE ROOM. 4 SHARED SPACE: GATHERING ROOM. 

5. FRONT ENTRANCE. 6. SINGLE HOSPICE ROOM. 6. SHARED SPACE: EXTERIOR GATHERING AREA.
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Appendix G: Interior Design Recommendations

1. SINGLE BED HOSPICE ROOM / VIEW OF NATURE. 2. ART: PHOTOGRAPH DEPICTING VIEW OF NATURE. 3. VISITOR 
CHAIR: SAVEN ROCKER BY CAROLINA 4. VISITOR SEATING: BOOST BY CAROLINA 5. BEDSIDE TABLE WITH STORAGE 
& DISPLAY: SENSO BY CAROLINA 6. VISITOR SEATING: HUG BY CAROLINA 7. HOME-LIKE SETTING IN HOSPICE ROOM


