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ABSTRACT

12

Depression and other stress-related diseases are a steadily increasing problem all 

over the world and by 2012 it was the fourth most common cause of ill health. Far 

from everyone who is mentally ill seeks help and this is most likely rooted in the stig-

ma and the erroneous perception of mental illness that is currently present in our so-

ciety. Our mental well being is not only affected by the prejudices of others but also by 

the physical environment surrounding us, built and natural, and over time societal val-

ues and perceptions has changed and so have also the architectural expression and 

organisation of facilities for psychiatric care. One of the major issues when it comes to 

such buildings is their low status within the field of architecture; however, this is some-

thing that is now changing and the design of healing environments is becoming more 

important and cared about, but is still an issue that needs to be discussed, considered 

and improved. It is vital to have knowledge and empathy concerning the qualities and 

importance of a healing environment in order to provide a proper setting with a restor-

ative purpose. Such environments does not only include a green setting with scenic 

surroundings or a comprehensible design but also conditions for a positive relation 

with society and the public, in order to spread knowledge and awareness about what 

mental illness might actually be. A holistic view is essential, integrating both biological 

and psychological aspects as well as social and cultural ones.
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Introduction: mental illness and stigma

“Health is a state of complete physical, mental and social well-being and not merely 

the absence of disease or infirmity.” 

        WHO, 1946

Depression and other stress-related diseases are a steadily increasing problem all 

over the world and by 2012 it was the fourth most common cause of ill health in the 

world (WHO, 2012). Due to this rather quick increase, it is estimated that by 2020 it 

will be the second most common cause (Badger & Nolan, 2005).

Currently 20 per cent of the world population will at some time suffer from depression, 

50 per cent of which are women and 25 per cent of which are men. 15 per cent of all 

adults suffering from depression commit suicide. Even though it has been shown that 

with proper treatment 80 per cent of all people who suffer from depression will get sig-

nificantly better, whereas 20 per cent are most likely to live in a constant depressive 

state. Unfortunately every second person who has once suffered from depression will 

probably fall ill again within one or two years, and after a second period of depression 

the risk of relapse is increased by 50 to 80 per cent. It is estimated that someone 

suffering from depression will spend 20 per cent of the rest of their lives within various 

states of relapse caused by the disease (SBU, 2013).
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Introduction: mental illness and stigma

Far from everyone who is mentally ill seeks help. Either one is not aware that one 

actually is suffering from a depression or one is afraid to seek help because of what 

others might think (Ledin, 2013). This is most likely rooted in the erroneous percep-

tion of mental illness that is currently present in our modern society. Stigma is about 

negative attitudes and conceptions and how these tend to make people feel fear and 

dissociation towards people with, in this case, mental illness. This in its turn leads 

to avoidance and discrimination of the mentally ill (Lundberg, 2010). Most people 

suffering from depression perceive themselves as devaluated and discriminated by 

society. They often believe that people around them see them as less competent, 

less credible or even less intelligent than others (Angermeyer et al., 2004). Studies 

have shown that the public, to a great extent, regard people with mental illness as 

dangerous, irrational and even difficult to be in touch with (Angermeyer & Dietrich, 

2006). Also, the mental fatigue seen in those who suffer from depression is difficult 

for others to understand and is often misinterpreted as laziness and unwillingness 

(Lundberg, 2010). Studies from several European and western countries indicate that 

knowledge among the public concerning mental illness, its causes, and treatments is 

limited (Angermeyer & Dietrich, 2006). The fear of this repudiation leads most people 

who suffer from depression to avoid social contact, instead living in isolation with 

destructive behaviour towards oneself.To avoid this behaviour it seems to be impor-

tant for the mentally ill to be able to distinguish the disease from the actual person. 

In order to succeed in this process it might help to get in contact with others who can 

relate to the same situation. 
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Introduction: mental illness and stigmaFigure 1. The perception of people with mental illness.
               (NSPH, 2009-2013)

Mental illness is not a disease like 
e.g., cancer or a broken leg.

Would not invite someone who 
suffers from a mental illness into 
my home.

Would not work with someone 
who suffers from a mental illness.

Psychiatric care units should not 
be placed within residential areas.

32%

25%

20%

26%
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To know beforehand that it is common to suffer from depression and to have the pos-

sibility to share one’s experiences with others also seems to be of importance when 

it comes to regaining one’s self-esteem and self-respect (Lundberg, 2010). It is also 

important to know that the identity of a person is affected by the own individual per-

ception of what it means to suffer from a mental illness and the person’s interpretation 

of surrounding reactions. This exact correlation between the disease, the social con-

ditions and the individual’s perception and experience of stigma is not yet clear and it 

is likely to vary from case to case. The fact that people who suffer from mental illness 

react differently on the prejudices of the society has been denoted as ”the paradox of 

self-stigma and mental illness” (Corrigan & Watson, 2002). 

However, the most vital aspects may not be in which way individuals are diagnosed, 

rather with what level of respect and dignity the society approach those being distin-

guished from the norm.





19

Intensions: aim of thesis



AIM OF THESIS

20

The aim of this thesis is to give insight into what or how it can be to live with a mental 

illness and what are the healing factors that might help during the process of recov-

ery. By studying literature, built architecture and conducting interviews I have gained 

a new understanding of what healing architecture might be. This has led me to create 

some guidelines for the design of a rehabilitation centre with care for people suffering 

from depression and other stress related diseases. Further on my investigations of 

the current situation for psychiatric care in Umeå has led me to develop a design 

project as a possible outcome of the guidelines created, where the focus is set on 

creating the conditions for a change of relation between the city, the chosen location 

and the rehabilitation centre. My main concern will be if the architectural design and 

its program have the power to amend the erroneous perception of mental illness and 

change society’s view upon a “psychiatric facility”?

Intensions: aim of thesis
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Depression and Stress related diseases

A person who suffers from depression or exhaustion often behaves in ways that 

aggravate their problems instead of trying to solve them (Isberg, 2012). Escaping 

everyday activities is very common and a major issue is the destructive vision and 

thoughts, also denoted as self-stigma (Corrigan & Watson, 2002) that the person 

has about him/herself. Another common symptom is to have problems with sleeping 

and eating habits; these are basic needs that are very important. To have a regular 

routine and daily rhythm gives stability to everyday life. Stress is a factor that can 

trigger but also worsen the state of depression (Ledin, 2013). Stress is caused when 

one’s own requirements exceed one’s own ability to cope. It is thereby important to 

note that it is all about the individual’s balance between demand and power. When 

experiencing stress it is a symbiosis between the individual’s interpretation of the sur-

rounding requirements and the individual’s own demands. If the individual perceive 

these demands as threatening and unmanageable he or she is most likely to develop 

a stress-related mental illness. Even though it is also important to know that all stress 

is not negative stress. Stress in a positive manner can give a stimulus that helps us 

to perform and arouse engagement (Krusell & Fredriksson, 2011).

Several depressive disorders are prevalent in the population and the most common 

ones are major depression including melancholy and dysthymia, depressive exhaus-

tion and seasonal affective disorder (SAD). In order to be diagnosed for any of these 

disorders, symptoms must have lasted for at least two weeks or more. Additionally, 

it must lead to some form of dysfunction in managing time, work and social contacts 

(Ledin, 2013).
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According to WebMD (2014) melancholy is the most severe form of major depression 

and can not be influenced by any external stimulus. A person living with melancholy 

commonly suffers from anxiety and suicidal thoughts. Meanwhile, dysthymia and de-

pressive exhaustion are both forms of depression that can be influenced by external 

stimuli such as psychotherapy or other physical activities. Furthermore, one can also 

suffer from depression during a change of season, most commonly when summer 

turns to autumn or autumn turns to winter. This is thought to be in connection with 

the change of amount of daylight. To prevent SAD it is vital to spend as much time as 

possible in conditions providing daylight and to perform some sort of physical activity 

(WebMD, 2014). 

Although the causes of depression are not entirely clear, one explanation is the di-

athesis-stress model, which tries to explain that genetic heredity in combination with 

everyday stressors leads to an increased vulnerability and risk of developing a de-

pressive disorder (Isberg, 2012). 

Genetic Heredity Vulnerability Depression

Environment Stressors

Figure 2. Diathesis-stress model (Isberg, 2012)

Depression and Stress related diseases
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A depressive disorder is very complex and there is no real answer to what is the 

right or most effective form of treatment, but according to Krusell and Fredriksson 

(2011) there are factors that might help during the process of recovery or even in 

order to prevent the development of a mental disease. It seems to be of importance 

to have a set of goals, however it is vital to be able to reflect upon what meaning or 

value they will have in everyday life and thereby only choose the ones that give the 

most satisfaction. To avoid loneliness and to have an active social life is essential for 

human health but one should not underestimate the importance of each individual’s 

own private sphere. 

It is not only the person with the actual illness that suffers, also families and friends 

become affected (Tanner & Ball, 1989). In order for them to understand what is hap-

pening to their beloved one they need proper support and education and thereby they 

can learn how to cope with the illness and how to behave in order to be supportive in 

the best possible way.  However, it is also essential for family and friends to also take 

care of themselves otherwise the burden of emotions experienced, such as helpless-

ness, can easily become overwhelming (Tanner & Ball, 1989). Involved in the process 

of recovering from a disease are also the caregivers, and they need, just as the ones 

being ill, a safe environment to work within in order for them to be able to cope. If the 

caregivers thrive so will probably also the ones affected by disease.

Depression and Stress related diseases
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Depression and Stress related diseases

BEHAVIOURAL SYMPTOMS
A person who suffers from depression may: 

Have stopped going out, being able to concentrate and thereby not getting any work 

done, have stopped doing activities he/she usually enjoys, be withdrawing from fam-

ily and friends.

PHYSICAL SYMPTOMS
A person who suffers from depression may experience: 

Being tired most of the time, problems with sleeping, headaches and muscle pains, 

feeling sick and ‘run down’, loss or change of appetite and thereby significant weight 

loss or gain.

THOUGHTS CAUSED BY DEPRESSION
A person who suffers from depression have destructive thoughts:

I’m a failure, It’s my fault, Nothing good ever happens to me, I’m worthless, Life’s not 

worth living, People would be better off without me.

FEELINGS CAUSED BY DEPRESSION
A person who suffers from depression may feel: 

Overwhelmed, guilty, irritable, frustrated, lacking in confidence, unhappy, 

indecisive, disappointed, miserable or sad.
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Depression and Stress related diseases

“When I feel depressed, I am not able to cope with anything. All I want to do 

is to stay in bed and avoid everything and everyone.”

“To me it feels like I am carrying a huge burden on my shoulders, as if I in 

a state of blindness am trying to fight my way trough a thick haze and find 

myself lost. Sometimes it feels like I would not be able to fight anymore.”

“When I am in the state of depression, it feels like I am nobody anymore. My 

inner soul is like an empty hole. All I want to do is to assume the fetal position 

and disappear for good. I cannot meet anyone - I don’t want them to see me 

cry like this. I feel so afraid. If it was only about the measles or a broken leg - 

that would be easier to accept.”

“Sometimes I feel so terribly alone. I can hear the clock ticking and the time 

that goes so slowly. All I wish is for the time to hurry up and the day to end.”

Malin, 17

David, 41

Ruth, 46

Peter, 33
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Depression and Stress related diseases

Work and personal life 
cause too much pressure

Start of exhaustion

Sleep disturbance

Sick leave A few weeks Back on track as if 
everything was normal

2006 2007 2008

Work-related and personal issues negatively 
affect mental well-being

Keeping up the hard work

Cannot cope with the 
everyday tasks that a 
home requires

Work is priority one Feeling of being competent 
and of importance to others

To be at her best; the most efficient 
and precise as she could ever be

2009

After a long struggle

Gives birth to a baby boy Maternity leave

Motherhood not as imagined A struggle

Doesn’t feel suited to be a mother

No passion/spirit

Goes back to work Gets notice and 
becomes relocated

Back to the world of adults A relief

Again, feeling of being competent 
and of importance to others

2010

Same workplace

New employment More important tasks

Causing too much stress 
and pressure

Time is not sufficient

2011
Mentally uplifting Work becomes fun, challenging 

and developing

More tolerable workload

Psychologically too late

2012 19th of April
More difficult to keep track Can’t manage to get 

anything done

Everything feels like 
climbing a mountain

The Break Down!

Diagnosed with 
depressive exhaustion

Sick leave A few weeks

Refusing medicine

Getting worse Takes medicine

AN ONGOING JOURNEY
Jenny´s story

Jenny, 35
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Depression and Stress related diseases
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Depression and Stress related diseases

Panic attacks Social phobia Therapy

Makes social phobia 
less prominent

A strong will to die Plays a game

Keeping up a facade

Socially impaired

Feel as if everyone judges 
and analyzes her every move

Rehabilitation plan at workplace

Same feeling as 
last sick leave

Afraid to show this

Constantly on the 
verge of tears

The Suicide Plan!

There’s a rope in the basement, 
this is what she will use

Hospitalization ECT treatment

Affected memory No contact with the hospital for a month

Clearance

Total bodily exhaustion Shaking by anxiety Now it’s too late

A will to cry, at the 
same time lack of 
emotions

Needs to be taken care of, 
to be saved!

19th of November

Loss of memory Depression Therapy

2013
Can’t remember e.g. how to boil 
rice or what has happened to 
friends and family the past year

Has the impression that everyone 
thinks she is fine because of the 
clearance from the hospital

Forgets about day care times 
and other meetings

13th of February

Death as only option! Hospitalization

In slightly better condition 
than last time

Increased anxiety and 
sleep disturbance

Medication/Counseling

Valuable conversations 
with care-givers

Positive effect on emotions 
and thoughts

Not as much lack of 
emotions as before

Intense anxiety of 
being hospitalized

Self-harm Takes a walk around 
the hospital grounds

Ends up in the forest 
without permission

Finding a tree

Perfect to use together 
with a rope

No idea how she 
got there

The Back-Up plan! Back inside hospital

Clearance postponed

Clearance

18th of March
In shock to have ended 
up in the woods

In shock about what 
plan she had made

Continuing process 
of rehabilitation

2016
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Depression and Stress related diseases
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Depression and Stress related diseases

“No man for any considerable period can wear one face to himself, and another to 

the multitude, without finally getting bewildered as to which may be the true.”

Nathaniel Hawthorne, 1850
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Historical perspective

The basis for the presence of the erroneous perception of mental illness can be 

found in our history and the belief that mentally ill were lunatics that should be, and 

they were, locked away. The early mental institutions were merely a form of asylums 

where the citizens who deviated from the norm were locked away and stored. So-

cietal values and perceptions change over time and so have, in this case, also the 

architectural expression and organisation of facilities for psychiatric care (Högström, 

2007). However the caring environment can still be seen as, in many cases, frighten-

ing and unknown with reminders from the past asylum facilities.  

By the mid 19th century psychiatry in Sweden became a proper form of care where 

the institutions consisted of large building complexes that were located by themselves 

disconnected from society. As described by Kallstenius (2012) the idea at that time 

was that it would be healing to live in a calm and rural setting, and green parks that 

provided a contemplative environment was connected to the institutional buildings. In 

Sweden the chief architect of the Medical Board was the one planning the institutions, 

alignment of buildings was of importance and thereby the architectural language was 

dominated by symmetry. During this time a clear hieratical distinction between carers 

and users was present and the architecture and caring methods together did not 

allow for any individual solutions, the users were divided into big departments based 

on gender and extent of disease. The treatment methods included gardening and 

agricultural works as well as taking care of animals and together with a very strict 

rule and schedule this was seen as a complete system of care (Kallstenius, 2012).



In the 1940s the first psychiatric facilities with connection to hospitals occurred in 

Sweden as a result of a new modern thinking about a connection to the somatic care. 

The green environments and rural settings became less prevalent and the focus was 

now set on creating healthcare buildings that would serve as a functionally efficient 

setting for modern technology (Ulrich, 2002). According to Kallstenius (2012) a major 

criticism of psychiatric and mental health services arose in the 1950s, not only were 

the facilities in very bad conditions and in need of improvement but also the large 

geographical distances were a problem. It was difficult for relatives to come visit their 

beloved ones since the care most likely was conducted far from their hometown. 

This led to a new development and was the start of the so-called sectorisation of the 

psychiatric services; smaller units were placed within the municipalities so that the 

care could be conducted in the hometown of the user. At this time a clear social per-

spective with the emphasis on accessibility, and a new less dramatic understanding 

of mental illness arouse (Högström, 2007). Further on in 1967 a change of Swedish 

law occurred and the care was decentralised when the state institutional care ended, 

instead leaving the authority within the counties (Josefsson, 2009). At this point the 

terms of equality and humanity was of great importance and one started to take the 

step away from hierarchal relationships between carers and users. In 1995 a new 

Swedish law, the Medical Health Reform, enters the system leading the psychiatric 

care to be further decentralised. The responsibility of treatment now lies within the 

county meanwhile the care is conducted by the municipality (Kallstenius, 2012). 
Currently, attempts of new methods of care and architectural design are being made 

with the goal to improve the healing qualities and to prepare the mentally ill for their

35

Historical perspective
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return into their normal everyday life, however this issue still needs to be discussed, 

considered and improved.

Historical perspective
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Psychiatry in Sweden becomes a 
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Psychiatry in Sweden becomes a 
proper form of care 

Hierarchical view on 
the ill and the carers 

The first psychiatric clinics with 
connection to hospitals

Connection to the somatic 
care (a modernistic view) 

Major criticism of psychiatric and 
mental health services in Sweden 

Large geographical 
distances

Smaller units placed 
within the municipalities

Care conducted in 
home town 

Change of law: The state institutional 
care ends. The authority now lies 
within the counties

Decentralisation

Mental Health Reform
(Psykiatrireformen)

Psychiatric care is being further 
decentralised

County: Treatment Municipality: Care

New/improved methods to prepare 
the mentally ill for their return into 
their normal everyday life

Large-scaleAllignment and symmetry

Large facilities: remotely disposedCentrally planned

Non-individual

Rural settings
Facilities in bad conditions and in 
need of improvement Attempts to renovate facilities 

New design attempts to improve 
the healing quality 

Designing for both patients and staff 

18501800 19401900 1950 1967 1995 20112000 2016

5 6 7 8

7 8

Historical perspective



39

1784 Narrenturm

Narrenturm, a circular institution built as a panopticum where the mentally ill were 

locked away and always observed. The tower was a visible expression of the seg-

regation, stigmatisation and criminalisation of socially deviant forms of behaviour. It 

points to a new attitude towards the mentally ill; they began to be distinguished from 

society and not only classified as the poor. The institution is located in the centre of 

the city but clearly separated from society.

Figure 4.  Located within city. 
 Separated from society.

Figure 3. Narrenturm in Wien, early 17th century

Historical perspective
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1796 The York Retreat

The York Retreat had a radical approach that started new reforms and a greater un-

derstanding of mental health. It was the first mental institution that treated the patients 

in a more humane way, the founder believed in moral-therapy and a non-restraint 

method. The institution was therefore located in a rural settlement with access to 

large open green areas and with no connection to the city it was separated from the 

rest of society - architecturally large scale and symmetry dominated. 

Figure 6.  Rural settlement. 
 Separated from society.

Figure 5. The York Retreat, 1796 - present

Historical perspective
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1788 Danviken´s Hospital

Danviken’s Hospital went from being an institution where lunatics were only being 

stored, to a place with the ambition to cure the mentally ill. Located within the city with 

a surrounding park like environment that separated the mentally ill from the rest of 

society - architecturally large scale and symmetry dominated. 

Figure 8.  Within the city. 
 Park like environment.  
 Separated from society.

Figure 7. Danviken’s Hospital, 1788 -1861

Historical perspective
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1861 Konradsberg´s Hospital

Konradsberg’s Hospital is one of the first mental hospitals being built in Sweden, 

patients were divided by gender and extent of disease. Located in the outskirts of 

the city in a green environment fenced off from the rest of society. The architecture 

is dominated by symmetry and a clear distinction between front and back is present. 

The institution is organized in an H-shape using a single-sided corridor system with 

rooms in-a-row.

Figure 10.  Outskirts of city.
 Separated from society.

Figure 9. Konradsberg’s Hospital, 1861 - 1995

Historical perspective
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1922 Sundby Hospital

Sundby Hospital was built according to a system of pavilions and divided by gender, 

5 pavilions for women and 5 for men. They were symmetrically placed around a large 

park like courtyard. The institution worked as a small community and this was con-

sidered as an important part of the healing process, however this also secluded the 

patients from the rest of society.

Figure 12.  Outskirts of city.
 Community within society.
 Separated from society.

Figure 11. Sundby Hospital, 1922-1988

Historical perspective
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1940´s Hospital areas

During the 1940’s the psychiatry clinics became connected to the larger hospital ar-

eas and thereby became a part of a larger complex situated in the periphery of the 

city, where the green environment was no longer prevalent. The architectural focus 

was now centred on the fact that the building should serve as a functionally efficient 

setting for modern technology.

Figure 14.  Part of a larger complex.
 In the periphery.
 Separated from society.

Figure 13. Psychiatry in hospital areas

Historical perspective
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2011 Brinkåsen Psychiatric clinic

Brinkåsen’s psychiatric clinic is one of the newest facilities for psychiatric care in 

Sweden with no direct connection to a hospital area. It was built with the ambition to 

provide a safe and healing environment for both patients and carers. The architecture 

is structured in a circular form where several buildings are connected. A strong and 

permanent connection to nature and the outside is made possible by glass walls that 

clearly state the importance of this relationship. This modern institution has an activi-

ty-based method of treatment and is meant to mimic the surrounding society in order 

to prepare the patients for their normal every-day life.  

Figure 16.  Within the city.
 Not hidden from society.

Figure 15. Brinkåsen psychiatric clinic, 2011 - present

Historical perspective
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2016

Over the course of history the purpose and aims of hospitalisation of people suffer-

ing from mental illness have changed profoundly. As seen in Figures 3-16. psychiatric 

care has taken steps away from being separated from society into different attempts 

of integration into society, today with a focus on the individual instead of collective 

care with rules and routines that is the same for all (Kallstenius, 2012). Hence the 

location and the surrounding environments seem to be of great importance, not only 

for benefitting the patients but also for creating a relationship with the community 

surrounding the facility. The architectural language has developed from a large-scale 

hierarchal design into a more humane way of building. Leaving the idea of the men-

tal institution as an asylum, and instead creating a less threatening and more open 

environment is needed to reduce the erroneous perceptions associated with mental 

illness and the history of its architecture. The building must not be a hospital, a prison 

or an institution (From & Lundin, 2010). What was also of importance in the past and 

is starting to once again be involved in the methods of treatment was the fact that the 

patients helped with maintenance of gardens and the facilities. Studies have shown 

that a physical relationship with a green environment has healing qualities on mental 

health and well being (Ottosson & Grahn, 2005).

Historical perspective
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“All are architects of fate. So, look not mournfully into the past. It comes not back 

again. Wisely improve the present. It is thine. Go forth to meet the shadowy future, 

without fear.”

Henry Wadsworth Longfellow

Historical perspective
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The built environment

The built environment and the architectural design have direct or indirect effects 

on our mental well being (Evans, 2003) and might eventually cause further devel-

opment of a mental illness. One of the major issues when it comes to buildings for 

healthcare is their low status within the field of architecture; however, this is some-

thing that is now changing and the design of healing environments is becoming more 

important and cared about (Kallstenius, 2012). It is vital that the architects and the 

ones planning such buildings have knowledge and empathy concerning the qualities 

and importance of a healing environment in order to provide a proper setting with a 

restorative purpose. 

A set of environmental factors inter-related to stress are stimulation, coherence, affor-

dance, control and restoration (Evans & Mitchell McCoy, 1998) and to be aware of the 

impact of these factors when designing a healing environment is vital, but something 

that is often forgotten or simply not taken into consideration due to e.g., economic 

reasons (From & Lundin, 2010). Stimulation describes the amount of information that 

influences the user and according to Evans and Mitchell McCoy (1998) human beings 

functions optimally with moderate levels of stimulation. However different users react 

differently to different types of stimuli partly depending on their own personal state 

of mental illness, therefore it is of great importance to provide environments that are 

rich in variation but with different levels of intensity (Kallstenius, 2012). To obtain this, 

choices of materials, colours and other details are of importance but mainly it is the 

composition of them that matters. Coherence refers to the clarity or comprehensibility 
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of building elements and form (Evans & Mitchell McCoy, 1998) and for people suf-

fering from a stress related disease it is vital that the built environment supports 

the ability to easily orient oneself, both spatially and temporally (Kallstenius, 2012). 

Therefore it might be a good idea to avoid narrow corridors and spaces without views 

to the surroundings that most likely will make the user lose track of both place and 

time (From & Lundin, 2010). Affordance can be described in such way that we utilize 

spaces according to our way of understanding the functions they provide us (Evans 

& Mitchell McCoy, 1998). Just as coherence, affordance is an important factor since it 

can reduce stress by avoiding confusion. To have the ability to alter the physical en-

vironment or to gradually be able to develop one’s social sphere and the exposure to 

the surroundings is vital and what is described by Evans and Mitchell McCoy (1998) 

as being in control. This requires the built environment to offer spaces for social par-

ticipation and interaction with different levels of privacy and publicity. It is also a mat-

ter of details such as being able to e.g., open a window or rearranging the furniture in 

one’s private sphere. Restorative design elements are meant to work therapeutically 

and thereby have the potential to attenuate stress rather than producing it. In order 

for the user to be able to recover from his/her mental illness the design should provide 

opportunities for rest, recovery and contemplation (Evans & Mitchell McCoy, 1998). 

It has also been suggested that a healing indoor environment should have direct or 

indirect connection with a natural setting (Kallstenius, 2012). 

The built environment
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Figure 17. An incoherent space. Too much informa-
tion is provided and therefore it is difficult to locate 
oneself. Confusion occurs.

Figure 18. Providing views and contact with nature. 
Provides stimulation, daylight and a sense of place and 
time. 
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The built environment Figure 19. A typical swedish environment for psychiatric care
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The built environment

“Trapped between four walls. Looking out the window and the only thing I see is the 

brick wall on the outside, not particularly uplifting, it creates a gloomy environment. 

The room is bare, there is nothing on the walls and the old worn out wall covering is 

painted in some strange yellow colour. Sterile. The sitting room is dark, dark walls, 

dark couch, not particularly uplifting either. But here in the sitting room one can look 

out through a window seeing an open field and a forest in the background, here one 

can sit for a long time just trying to get some peace of mind. Almost all of the staff 

are good, some a bit sharp in tone. I wish that I could write at least something good 

about this department in addition to the staff. It feels more like a prison, not because 

I have ever been in prison but I can imagine the feeling. In the corridor beds are 

running back and forth, some of the other patients are screaming creating a noisy 

environment. I want peace and quiet. I am closing the door to the room I am staying 

in, crawling up the head of the bed, trying to disconnect everything that is happening 

outside. I just want to go home, but right now, even there is no peace and quiet.”

        Jenny, 2013
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“We shape our buildings; thereafter they shape us.”

Winston Churchill

A historical perspective
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A green environment

Most of us have some sort of inner knowing that nature is an effective antidote to 

stress. Research about environmental psychology has indicated that there is a con-

nection between human health and the access to nature (Ottosson & Grahn, 2005). 

It has been suggested that a green environment has soothing and healing affects on 

us human beings and that something happens in our brains when visiting a natural 

environment. One of the theories on why nature has a positive affect on us human be-

ings is that we feel safe and thereby we relax. Most likely we let our bodies and minds 

calm down, the stress is reduced and recuperation occurs (Kaplan, 1995). This is one 

reason why nature can be of big importance when it comes to the restoration and pro-

cess of rehabilitation from mental health problems such as depression and other dis-

eases caused by stress. Several research studies show evidence of the importance 

of nature in both stressed and non-stressed individuals. A study of 154 university 

students from different locations, found that when the students felt stressed, upset 

or depressed, 71 per cent tended to spend time outdoors in a natural or semi-natural 

setting in order to find relief (Francis & Cooper Marcus, 1992). Another study where 

300 individuals had to visualise an environment that they considered to be healing, 

for them or for someone close to them, when feeling helpless, wounded or in pain, 

shows that every visualised healing environment involved nature (Olds, 1985). 
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A green environment

According to Kaplan (1995) a natural environment offers some spatial qualities that 

are of importance for the restorative experience, these have been divided into four 

different components that might be helpful when trying to understand the relation 

between nature and humans. 

(1) Being away can be seen as the fact that nature is physically or conceptually dif-

ferent from ones usual environment. The place can give the perception of being in 

another world, away from the everyday stressors.

(2) Extent describes the setting as rich and coherent enough to engage the mind and 

promote exploration. The size and scope of the place can be perceived in such way 

that it gives the sense of freedom.

(3) Fascination means that the place can arouse interest and give stimulating impres-

sions, it should engage attention effortlessly thus allowing directed attention to rest.

(4) Compatibility is explained as when the place can give the sense of belonging in 

the environment and implies a good fit between one’s desires/purposes and the ac-

tivities supported by the setting.
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A green environment

4%

72%

80%

94%

42%

64%

Nature has no impact on the qual-
ity of life.

It is essential for the quality of life 
to spend time in the forest.

It is definitely essential for the qual-
ity of life to spend time in the forest. 

To spend time in nature gives me 
a certain contact with the exist-
ence of the moment. 

When spending time in nature I 
feel relaxed and harmonious.

I have a need to experience some-
thing that has not been shaped by 
any human.

Figure 20. A Swedish survey showing the perception of the forest and nature.
                 (Kairos Future AB, 2005)
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A green environment

Seen from a historical perspective of psychiatric care, outdoor-spaces or gardens 

combined with fresh air were seen as an essential part of the healing environment. As 

time has passed this green aspect have been disappearing and has led to a restric-

tion of the healing environment to the inside of hospital buildings, excluding gardens 

and other surrounding outdoor spaces (Cooper Marcus & Barnes, 1995). According 

to Ulrich (1999) attempts of reintroducing the green environment into today’s meth-

ods of healthcare are being made. It is crucial to see both indoor and outdoor green 

spaces as equally important for the rehabilitation of health and well being. Design-

ing a green environment with a healing purpose is a site-context bound task since, 

among other things, the perception of what a healing environment can be is deeply 

rooted in the cultural context and experiences of the user. When feeling stressed, 

many seek environments that are familiar and comforting (Cooper Marcus & Barnes, 

1995). Also, research on how people function in green areas shows that it depends 

on their life situation and the mental power of each individual (Stigsdotter & Grahn 

2002). As seen in Figure 23, the pyramid explains the different stages of an individu-

al’s physical and social involvement depending on his/hers mental power at a certain 

time. The bottom level shows directed inwards involvement and can be described as 

a phase where the mental power is low and the person needs to be private or alone 

e.g., taking a walk. Increasing the mental power one enters the second phase of the 

pyramid emotional participation, where the individual is more active and less private, 

he/she might choose to have visual contact with others. At the next stage active par-

ticipation the individual starts to perform activities preferably in a group together with 
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A green environment

others. The person is ready to share experiences and be creative. At the very top of 

the pyramid, outgoing involvement, the mental power is very high and the individual is 

ready to take on the role of a leader. He or she is strong enough to be able to perform 

activities without support from others. The pyramid shows that the level of involve-

ment and engagement increases in parallel with the mental capacity and physical 

well being (Stigsdotter & Grahn 2002). These different phases of engagement needs 

to be considered when establishing the design of a green environment.

Figure 21. Different stages of involvement according to an individual’s mental power 
                (Stigsdotter & Grahn 2002).
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A green environment Figure 22. Jenny’s walk in the forest, autumn 2014



64

A green environment

“My experience of nature in a simple conclusion with no whole sentence: Freedom, 

Peace of mind, Smell, Sight. Everything is affected positively. Performing some ac-

tivity e.g. picking mushrooms or going skiing, gives me satisfaction because I am 

doing something in a lovely environment, thus it brings me joy and harmony. Even 

though, if there is nothing or no one that encourages me, it can be difficult to get 

outdoors when feeling down. When being at home it is so much easier to just go to 

bed, even if I know that the affect of being outdoors, in contact with nature, has a 

much more positive outcome. If I was to be in a place away from home, with no dis-

tractions such as the television, computer or even my mobile phone, a place where 

nature was easily available and the environment encouraged me to go outdoors, 

then it would be much easier for me to put the distractions aside and instead be able 

to just be alone with nature, experiencing it as a healing place. It can also be helpful 

when someone takes me out for a walk or takes me to the forest. This has two sides 

to it: a positive side and a negative side. The positive thing is that I will actually go 

outside and get in contact with nature. The negative side is that it doesn’t give the 

same healing effect as when going outdoors being alone with no one else but myself 

to focus on”.         

                

                      Jenny, 2015
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PEACE OF
MIND

FREEDOM

POSITIVE 
AFFECT ON 

SENSES

SATISFACTION

BEING AWAY

EXTENT

FASCINATION

COMPATIBILITY

OUTCOME: QUALITY

Away from home 
environment

A place that encourages you 
to go outdoors

To get help from someone to 
go outdoors

Attraction/Activity

No everyday distractions

Alone with nature; a healing place

A place where nature is available and 
gives a sense of tranquility

Positive: one actually goes out

Negative: not the same healing  
        effect as when being  
        alone with nature

Picking mushrooms, go skiing etc.

A green environment

THE EFFECT OF NATURE
Jenny´s story

Figure 23. Diagram of Jenny’s experienced effects of nature
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“In nature I feel so small, even though it helps me to get new mental strength 

to cope with another day and perhaps also to face other people again. ”

“When I come in contact with nature I get some sort of inner calm, it helps me 

relax and that thick haze that I’m experiencing  is slowly getting thinner and 

thinner.”

“The forest makes me feel alive again, when I feel a light breeze touching my 

cheek or hear the birds sing. Every small thing is so well composed that it 

creates some sort of unexplainable but harmonious feeling and I can let go of 

all the bad things, just for the moment. ”

“I go outdoors to take in the fresh air, to escape from my own self-pity. Here I 

can be alone without ever feeling lonely.”

Malin, 17

David, 41

Ruth, 46

Peter, 33

A green environment
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A green environment

A healing garden is a garden that is deliberately designed with the intension to ac-

tively and positively, in a therapeutic way, affect the well being of those suffering from 

depression and other stress-related diseases (Corazon, et al. 2010). This means that 

the healing garden should be a support in the process of rehabilitation. It should chal-

lenge and stimulate the user by providing a framework of meaningful and concrete 

activities, also having the pyramid in mind, giving the opportunity of choice in order for 

the user to develop in his/her own pace (Stigsdotter, 2012). Another important aspect 

is that the user should be able to feel a sense of security when attending the gar-

den. Interviews with hospital garden users suggest that regaining control and thereby 

reducing stress is one of the major motivations for attending a natural environment 

(Cooper Marcus & Barnes, 1995).  In order for the user to succeed in the aspect of 

having control he/she must know that the garden exists, be able to gain access to 

it and be able to use it in a preferred way (Francis, 1989). For example, on entering 

a building or moving along the main circulation routes, the user should be able to 

see that a garden or natural environment is available for use. Indoors should have 

as much visual access to the outdoor natural environment as possible. Studies indi-

cates that social support is of great importance and needs to be carefully considered 

while designing (Cooper Marcus & Barnes, 1995), at the same time the environment 

must be able to adapt according to the gradual development of the users own social 

sphere. According to Ulrich (1999) people who receive higher levels of social support 

are usually less stressed and have better health than those who are more isolated. 

To physically engage with nature and the maintenance of the garden will most likely
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A green environment

have a positive effect on the rehabilitation process (Ulrich, 1999), giving the user 

a sense of value to the environment and to enhance their own self-esteem. For a 

garden to have a good therapeutical value, it should also provide options for physical 

activities and various distractions as stimulus for the senses, such as vegetation or 

pathways (Stigsdotter, 2012).
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A green environment

Alnarps Rehabilitation Garden was the first garden, to be designed in Sweden, with 

the purpose to heal stress-related diseases. It offers horticultural therapy programs 

and at the same time it functions as a research centre with the aim to study what the 

outcome of the therapy will be. The design of the garden is based on the research 

and the demands from the users. The function of the rehabilitation can be split into 

three different objectives. The first is more demanding and focuses on cultivation 

and the horticultural therapy, the second is less demanding focusing on nature and 

restorative functions. The last part works as transitory between the demanding and 

non-demanding objective.

Figure 24. The structure of Alnarps Rehabilitation garden.
                 (Tenngart Ivarsson, 2011).

Health Garden
Specifically designed for a specific user group. 

Experiences and activities in garden promote health

Restorative Garden
Healing landscape

Pleasing aesthetic views
Contemplation

Therapeutic Garden
Therapeutic intervention
Setting that supports the 

therapeutic activities.
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Figure 25. Alnarps University of Agricultural Sciences

Figure 26. Alnarps Rehabilitation Garden
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DISASSEMBLING THE FOREST
aesthethic elements

ON A VERTICAL PLANE ABOVE GROUND LEVEL

Figure 27. Abstract disassembly of the aesthethic elements of a forestA green environment
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ON A HORIZONTAL PLANE ON GROUND LEVEL

A green environment
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“Those who contemplate the beauty of the earth find reserves of strength that will 

endure as long as life lasts. There is something infinitely healing in the repeated 

refrains of nature.”

Rachel Carson

A green environment
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Guidelines for a future design

I have come to understand that, for the future to come, it is vital to have a holistic 

view of a person who suffers from e.g., depression and his/her particular state of the 

illness. When making a building for any form of psychiatric care, we need to consider 

and integrate both biological and psychological aspects as well as social and cultural 

ones (From & Lundin, 2010). The goal must be to create a welcoming, not only for us-

ers but for society as well, and healing environment, which at the same time functions 

as a safe environment for both users and carers. To be able to amend the erroneous 

perception of mental illness it is important to remember that the experience starts 

outside the building before entering and does not only influence the expectations 

and level of stress for the main user upon attending, but also affects the view upon 

what the building represents. The built environment and its design must be compre-

hensible and therefore it should have a simplicity that makes it surveyable and easy 

to understand. However this does not mean that the building should be sterile or 

anonymous, instead a variety of people with different social and cultural backgrounds 

should be able to feel safe in the familiarity of the environment. 

This part contains a set of guidelines made with the intension to create the social and 

healing conditions required for a proper rehabilitation from depression or other stress 

related diseases. The guidelines are divided into different parts: understanding the 

actors involved, finding a proper location for a centre for recovery, the healing envi-

ronment surrounding the centre and the centre for recovery itself. 



Guidelines for a future design

76

To understand the social and architectural needs of the actors belonging to the centre 

for recovery is vital and should be the starting point of the design. The building must 

consider the individual user and meet their needs in the best possible way.

Main user

The main user is the main focus of the centre for recovery and should be given sup-

port that will influence their process of recovery in a positive manner. Each individual 

user is in need of gradually developed social support. The main user should have 

access to a private room with connection to a natural setting and should be able to 

alter the social sphere.

Family and friends

The people closest to the main user need to recieve support and education in order 

to understand what is happening to their beloved one. With proper education and 

support from others they can learn how to cope with the illness and how to behave in 

order to support the one suffering from depression in the best possible way. It is very 

important for family and friends to also take care of themselves; otherwise the burden 

of emotions experienced, such as helplessness, can easily become overwhelming. 

For family and friends to attend the centre rooms for meetings and gatherings, with a 

homelike feel, is needed. 

INVOLVED ACTORS
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Guidelines for a future design

Caregivers

In order for the caregivers to perform at their best and for them to also benefit from the 

centre it is important that they have access to their own private sphere. The caregiv-

ers should have a private room preferably with access to a natural setting.

Volunteers

An important asset for the rehabilitation centre will be to host volunteers. The volun-

teers will most likely be people with previous experiences from depression or other 

stress-related diseases. To share ones experiences and stories with others is often 

very helpful when processing the disease, it is also an opportunity for them to feel 

important to others; their problems can be a tool for someone else. For meetings with 

volunteers there should be rooms for both larger gatherings and smaller intimate 

ones, the rooms should be of neutral character.

The public

To educate the public about the disease and to spread the “right” knowledge is es-

sential when it comes to amending the erroneous perception of mental illness that is 

present today. This requires an open relationship and contact with society, and might 

include open lectures and exhibitions made by the main users. To invite the public the 

building should have space for lectures and exhibitions but also space that allows for 

social gatherings or meetings.
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A PROPER LOCATION

The first step towards a design must be to choose a proper location for the centre for 

recovery. Preferably the building site should be able to offer the therapeutical aspects 

of a green and natural environment and should at the same time be located within 

the city where the care will not be hidden from society. In order to spread knowledge 

and to amend the erroneous perception of mental illness it will be vital to create an 

active contact and open relationship between the rehabilitation centre and the com-

munity surrounding it. This will also be an opportunity for the ones suffering from e.g., 

depression to give a piece of themselves to others and thereby hopefully retrieving 

some of their own self-respect.

Figure 28. Centre for recovery in relation to surroundings Figure 29.  Within the city. 
 Not hidden from society.
 In active contact with community.
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Scenic surroundings

The site should be in close connection to a natural environment that can offer the user 

healing qualities in the process of rehabilitation.

Within city in contact with community

The site should be located within the city where the care will not be hidden from soci-

ety and at the same time offer an open relationship with the community surrounding it. 

Context and preconditions 

The context and preconditions of the chosen site must be considered when starting 

to design the actual centre for recovery.



Guidelines for a future design

80

A GREEN ENVIRONMENT

Figure 30. Sequence of healing garden Figure 31.  Within the city. 
 Not hidden from society.
 In active contact with centre.

The centre for recovery should be surrounded by a healing outdoor environment 

with the intensions to actively and positively, in a therapeutic manner, affect the well 

being of those suffering from depression or other stress-related diseases. The out-

door environment is meant to challenge and stimulate the user by providing a frame-

work of meaningful and concrete activities, and has to offer the opportunity of choice 

in order for the user to feel in control and thereby facing a lower level of stress. The 

garden should connect to the indoor environment of the centre, and also allow for the 

users to take part in the maintenance, to do so will most likely give them a sense of 

value to their own ability of manageing and createing something of their own.
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Guidelines for a future design

Opportunities offering choices, privacy and control

The garden or the natural environment needs to offer choices. There should be plac-

es where one can be private, places with a variety of walking routes or places with 

different kinds of seating and plants. To involve users in the maintenance of the gar-

den might also help to enhance a sense of control.

Opportunities encourageing people to gather and experience social support

The garden should foster social support by providing sub-spaces and seating ar-

rangements that permit groups of two or more to gather in relative privacy. Larger 

sub-spaces need to be provided in such way that the privacy of those who wish to be 

alone is not intruded upon.

Opportunities offering physical movement and exercise

The green environment should provide a system of paths for walking that will encour-

age physical movement.  

Visibility

On entering a related building or moving along the main circulation routes, the user 

should be able to see that a garden or natural environment is available for use. In-

doors should have as much visual access to the outdoor natural environment as 

possible. 
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Engagement with nature

The green environment needs to have a variety of plant materials, that include: spe-

cies which flower at different seasons, plants or trees that attract non-threatening 

wildlife such as birds, squirrels or butterflies,. leaves and grasses that can move 

with a light breeze, views to the sky, pools that reflect the sky and also elements that 

feature the sound of moving water. There can also be elements of positive surprise or 

fantasy. Plants and trees should preferably vary in colour, texture and size. 

Sense of security

The garden should be able to let the users feel psychologically secure. Parts of the 

garden need to feel and be safe, with some sense of enclosure and the absence of 

the feeling that the user is being watched. 

Sound

Individuals using the garden need to feel a sense of calm and thereby a quiet envi-

ronment is of importance. One should be able to hear birdsongs, wind chimes, or for 

example the sound of a fountain. The green environment might preferably be located 

away from traffic and parking areas.
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Familiarity

The natural environment should be soothing in its familiarity. This mainly means that 

the aesthetic of spaces and plants should be rooted in the culture of the majority of 

the users. It is important for the garden to be put in the right context.
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A CENTRE FOR RECOVERY

Figure 32. A centre for gradual recovery Figure 33.  Within the city. 
 Not hidden from society.
 In active contact with healing  
 garden.The building must contain spatial and aesthetic qualities that can be considered as 

useful or even necessary during the process of recovery. Spaces within must be able 

to adapt according to each individual need and wish, by constructing different spa-

tial sequences the individual user will be able to gradually develop their own social 

sphere. A direct or indirect contact between inside and outside is essential, providing, 

for example, views and daylight. A way to physically connect the building to the out-

doors, except from openings, can be to bring natural elements to the inside, using 

materials reminiscent of nature e.g., wood, stones or plants. From the outside, the 

building is thought to arouse some interest or curiosity among the citizens, creating 

a place worth visiting and knowing about. Also the preconditions of the site have a 

crucial bearing for the design of the building.
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Guidelines for a future design

The first impression

The first encounter with the building sets a level of expectations. How one enters the 

building therefore needs to be carefully considered.

Context and experience

There should be a presence of familiarity, which is rooted in the culture of the user, 

considering e.g., social settings and materials. The goal is to create a soothing envi-

ronment that inspires hope. 

Relation between inside and outside

It is essential to keep a strong relationship between inside and outside. The contact 

must be both visual and physical, alternatively indirect or direct.

Gradual socialization

Since it is vital for the user to gradually develop the own social sphere the building 

should provide private rooms that gradually open up to social encounters. The build-

ing, just as the garden, should foster social support and has to provide sub-spaces 

and seating arrangements that permits users to gather according to their wish.
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Individuality

The building program must support the ability for users themselves to alter their physical 

environment and the exposure to the surroundings, allowing for individual security and 

privacy. 

Activities

The building must contain rooms for different treatment methods and activities that can 

serve as a contributing part of the recovery. There should also be neutral rooms where 

various types of activities and or meetings will take place.  

Orientation

The architecture must be easily understandable and it should be easy for the users to 

orient themselves. The environment should have some form of continuity in order to avoid 

confusion. 

Details and stimuli

Also aesthetic details most likely have a large impact on the outcome of recovery, thereby 

it will be important to consider the composition of such things as choice of colour, mate-

rials and natural lightning. The building should provide moderate levels of stimulation in 

order for the user to recuperate in the best possible way. 







PART TWO
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Privately owned psychotherapy clinics (contract with county council)



91

Umeå: current situatoin

The existing situation for psychiatric care in Umeå is currently organised in such 

way that the main treatment and care are located within the big hospital area of Nor-

rlands Universitets Sjukhus. Additionally, spread around the city are smaller clinics 

that are privately owned by licenced psychotherapists who has contracts with the 

county council, these are not offering patients to stay over night. 

The built and surrounding environment are lacking any contact with nature and do not 

provide any positive healing qualities, social or physical, that seems to be needed in 

order for a rehabilitation process to be effectively successful. Even if the clinics are 

located within the city the presence of them is not clear and the function are hidden 

from society.

UMEÅ: CURRENT SITUATION

Figure 34. Main facility at NUS hospital area

Figure 35. Privately owned clinics in Umeå



scenic surroundings/views

City centre
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Umeå: future possibilities

A possible location within Umeå would be Döbelns Park; it was founded in 1865 

as the first public park in Umeå. The park was built as a gift and therefore was not 

planned according to the city’s infrastructure and not given any strategical location, 

most likely over time this has affected the public notion of the parks existence. Cur-

rently it seems to be the park within the city with the least everyday use and the main 

reason is thought to be the existing traffic situation surrounding the park, disconnect-

ing it from the city centre and also from the riverfront. When the park was first initiated 

it was thought to function as a recreational retreat for the citizens, a place to spend 

their free time in a beautiful and restorative environment.

UMEÅ: A POTENTIAL LOCATION

scenic surroundings/views

City centre

The intension with a new centre for rehabilitation is to create an environment with 

healing qualities needed for a successful outcome of recovery, both socially and 

physically. This requires a location that will allow the centre to be integrated with 

society and at the same time can allow for a connection to a natural environment. 

Figure 36. Aerial view of Döbelns Park
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- Traffic

- Revive park

Döbelns Park: overview
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Döbelns Park: overview

city

1. View towards the island and the car road. 2. View towards the island, north-east corner of site.

3. View towards the street, south-east entrance to site. 4. View towards the church,  from east to west.
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Over the course of history the surrounding context of Döbelns Park has changed 

and thereby the use and character of the park itself. In the beginning, the park was 

located in direct contact with the river and a path along it, what we today call Strand-

promenaden, runs trough the edge of the park and Döbelns Park also had walking 

paths with clear connections to the surroundings areas of the city. Later on the park 

becomes smaller when the boarders of the site is changed, the distance to the river 

is also changing as a quay area is built, but Strandpromenaden remains. During this 

time all the surrounding green areas has paths for pedestrians, which makes it easy 

to move between them and a big centrally located green urban space is present in the 

city. In the 1930’s a pavilion is built with the intension to gather the citizens around an 

occasional entertaining activity, mainly music. This initiative seems to be successful 

and over time the pavilion transforms into a stage that is built in the 1960’s.

Unfortunately with the development of the surrounding infrastructure Döbelns Park 

seems to increasingly become a part of the city’s periphery, disconnected from both 

the city centre and the river. What drastically changes the context of the park is the 

construction of Kyrkbron, the bridge that will come to create a barrier between the 

park, the city centre and the surrounding green areas. An underpass for pedestrian 

use is built under the new roundabout and the park no longer has a strong connection 

to the street. As the conditions for accessing the park changes, Döbelns Park remains 

in the periphery.
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Döbelns Park: historical development



98

Initiating a project such as a centre for recovery within Döbelns Park will not only 

have the intention to support a healing environment for the ones using the centre, but 

is also intended to be a resource for the citizens of Umeå by reviving the park and 

re-creating a restorative environment for everyday use. This will also lead the public 

to get in closer contact with people suffering from depression or other stress-relat-

ed diseases and can hopefully be a tool in the process of amending the erroneous 

perception of mental illness. In order for the project to succeed a future strategy for 

changing the current context of the park and its relation to the city will be of impor-

tance, therefor proposing some adjustments will help to put Döbelns Park in a differ-

ent context and strengthening the public notion of the parks existence.

Döbelns Park: a future strategy
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Döbelns Park: a future strategy

Boarders: the site is 
currently surrounded by 
boarders of different char-
acter, separating the park 
from the city.

Break or blur: breaking 
the main boarder creates 
a stronger connection to 
the city center and better 
access for the public.

Green areas: connect-
ed to the city centre is 
Vänortsparken and cur-
rently the two parks has 
no clear connection.

Extending park: to cre-
ate an extension of Dö-
belns park will make the 
site more accessible, both 
visually and physically.  

Access points: the en-
trances to Döbelns park 
is currently hidden  or dis-
connected from the city 
centre. 

Move and direct: with 
the extension of Döbelns 
park there will be a more 
clear access from the city 
centre directed towards 
the park. 

Main walking routes: 
follows a clear design 
of paths. Shortcuts has 
been created by pedes-
trians. 

Move and direct: walking 
routes should be directed 
accordingly to both old 
and new parameters and 
activites created on site. 
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Döbelns Park: a centre for recovery

The architectural program of the centre has been developed according to the guide-

lines derived from the previous research and the spatial sequence is focused on the 

move from public to private, in order to allow for a gradual social development. The 

functions are thereby placed on site with consideration to existing parameters and 

conditions of the park. The main parameters considered are the move from public to 

private and from urban to natural, but also noise levels and views towards the sur-

roundings has played an important role as well as existing vegetation and topograph-

ical conditions. In order to allow for the building to become part of the park rather than 

a building standing on its own, the spatial sequence will be connected by green nodes 

of different character that will be beneficial for the restorative experience. 



Döbelns Park: a centre for recovery

PUBLIC PROGRAM

PRIVATE PROGRAM
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An inviting entrance is essential, it should be seen as everyone’s way 
in, belonging to all groups of actors. Attractive from the outside, con-
nected to green nodes on the inside. Visual access is very important 
at this point, to be able from the very first moment to easily orient in 
the building. Public functions should be easily accessible. 

Inviting public gatherings. The space should be able to transform in 
order for it to host activities such as lectures or exhibitions. Direct 
and clear relation to the other public functions.

Inviting the public, at the same time open for all groups of actors. 
Connected to the main public functions and the outdoors.

A social space open for the public to meet the main user and other 
group of actors. A spatial sequence, connected by green nodes, that 
gradually goes from public social to private social, both visually and 
physically.

A social space for the main user and the caregivers. Considering 
a spatial sequence for gradual socialisation, providing “corners for 
withdrawl” making it possible to gradually develop the individual so-
cial sphere. A direct connection to the healing garden.

ENTRANCE/RECEPTION

LECTURE/EXHIBITION

CAFETERIA

SOCIAL SPACE (semi-public)

SOCIAL SPACE (private)

Döbelns Park: a centre for recovery
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A private sphere. Adaptable privacy and security by simple means 
such as adjusting blinds or open/close windows. A relation to the 
healing garden is essential and can be adjusted by the user to be 
only visual, direct or indirect. 

A private sphere. Providing opportunities for rest. A connection to a 
green node with further relation to the public functions.   

A neutral design allowing for a range of different activities or interac-
tions. Relation to the different soical spaces.

Specifically designed to allow for different activities that can be seen 
as a creative part of the rehabilitation process. A creative studio, a 
small library and a gym studio will be accessible.

PRIVATE ROOM (main user)

PRIVATE ROOM (caregivers)

NEUTRAL ACTIVITY ROOM

SPECIFIC ACTIVITY ROOM

The outdoor gardening should invite the public to grow their own 
crops, with the intension to create a stronger connection between 
the citizens and the park. In the green house the main user and the 
public will also have the possibility to meet around a common activity.

GREEN HOUSE/GARDENING

Döbelns Park: a centre for recovery
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A CENTRE FOR RECOVERY



A centre for recovery

This project is meant to continue to develop and grow stronger over time, it allows 

for a future development and change not mainly in terms of the architectural design 

but in terms of the relation between Umeå city, Döbelns Park and the citizens of 

Umeå.  As main objective it is meant to function as a healing environment for those 

suffering from depression or other stress-related diseases, but as a second it is also 

thought to improve the overall well being of the public by reviving Döbelns Park and 

allowing the citizens to take part in that process. The healing and restorative aspect 

of a green environment is prominent and dividing the park into various zones with 

different character makes it compatible with various desires, also different zones will 

have different qualities and purposes in the process of recovery. Overall it is meant 

to be a safe environment that stimulates the user by creating fascinating impressions 

but at the same time gives attention to rest. 
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1. Restaurant 
2. Stage
3. Entrance/Reception area
4. Lecture/Exhibition hall
5. Public social area
6. Meeting room
7. Private room, caregivers 
8. Creative studio
9. Library
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11. Private room
12. Private social area
13. Dining area
14. Kitchen
15. Green House

16. The forest
17. The private park
18. The garden
19. The spring
20. Open public park

CENTRE FOR RECOVERY
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A centre for recovery
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THE FOREST THE PARK

THE SPRING THE GARDEN

A centre for recovery
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A centre for recovery
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Unplanned with a rich variation in its elements, promoting exploration and with the 

right amount of elements giving attention to rest.

A centre for recovery
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A centre for recovery
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Supporting a close relationship with nature, giving the individual a sense of value in 

caring for and maintaining its beauty.

A centre for recovery
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A centre for recovery
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Providing stimulating impressions in more than one direction, arousing curiosity, 

leading to fascination.

A centre for recovery
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A centre for recovery
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Compatible with the individual desire, offering choices without confusion, creating 

a safe environment. 

A centre for recovery
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A centre for recovery
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A centre for recovery
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A centre for recovery
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A centre for recovery
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A centre for recovery
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A centre for recovery
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