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Abstract

Faced with the growing North American drug crisis, and in light of the history of ineffective

ot even harmful approaches to treating problematic substance use, it is time to examine the
problem from a new angle. There is a significant undercurrent in both the history of problematic
substance use treatment and research into problematic substance use etiology that has thus far
been overlooked: the role of the built environment. Based on research gathered from the fields
of addiction, architecture, human geography, planning, psychology, and neuroscience, the concept
of place is proposed as a new paradigm for foregrounding the built environment as a key factor
in the etiology of problematic substance use. In addition, the process of placemaking, including
as realized through participatory design in architecture, is proposed as a new component of
problematic substance use treatment.

To knit together the seemingly disparate topics of problematic substance use and the built
environment, Part 1 of this thesis first uncovers the spatial undercurrent in problematic substance
use treatment and etiology research, including a greater historical correlation between etiology
and spatial management than between etiology and treatment, and briefly examines the accepted,
superficial intersection of problematic substance use and architecture. Next, the concept of place
is leveraged to draw together research from the fields of architecture, human geography, planning,
psychology, and neuroscience, summarizing the influence of the built environment on human
wellbeing broadly.

Part 2 intersects the fields of place and substance use through a literature review, and generates
four recommendations to establish place as a new paradigm for understanding the etiology and
treatment of problematic substance use.

Part 3 explores the current state of one method of placemaking, participatory design in the field
of architecture, as a first step to realizing the new support and treatment process proposed in Part
2.

Finally, Part 4 proposes an architectural conclusion through a speculative typology for the
support and treatment of individuals experiencing problematic substance use and co-occurring
homelessness.






Acknowledgements

To my supervisor, Dr. Elizabeth English, my deepest thanks for undertaking this journey with me.
Your insight, enthusiasm, and continued support were invaluable.

To my thesis committee, Jane Hutton, Andrew Levitt, and Dr. Ella Dilkes-Frayne: thank you for
Y 5 5 > y y
your incisive questions and for the time you contributed to this work.

To the participants in my study, thank you for taking the time out of your busy day to answer my
many questions.

I would also like to thank Dr. Mike Stone, Dr. Troy Glover, and Erin Corcoran. Mike, for
believing I was on to something and guiding my eatly attempts at a literature review; Troy, for
our discussions on placemaking and your qualitative research expertise; Erin, for catching my
grammatical errors and run-on sentences.

And last, but certainly not least, a big thank you to my family and friends. I am so very grateful for
your support throughout this process.

vii






Table of Contents

Front Matter

Part 1 |

1.1
1.2

1.3
1.4
1.5

LSt Of FIGUIES ot xi
LISt Of ADDIEVIATIONS. .cutitiitevietiitiietieteteee ettt ettt v ettt sete et esbebe et e s essebe b essesesseseseesensns XX1
SYMBOl Le@end ....c.cvviiiiiiiiiicii s xxiii
TNEFOAUCHON ettt ettt s e s e s s e sesessesssesenessesenensas XXV
Background: Problematic Substance Use, Wellbeing, and the Built Environment

Problematic Substance Use: Etiology, Treatment, and Spatial Management..........cccceuvueee.. 3
Architecture of Substance Use: A Typical Understanding of the Built Environment’s

Role in Problematic SUDSTANCE USE....ciiriviiiiriierieiiieiictesiereeresteee et eeresseve vt se et ss s evessessens 25
Wellbeing: The Influence of the Built Environment.......ccccoevvvicniviiniicnincniccnen 47
The Concept Of PIACE .....coviiiiiiiiiiiiiiiiic e 57
Place as a Cross-disciplinary Framework ..o, 77

Part 2 | Literature Review: Connecting Place and Substance Use

2.1
2.2
2.3

Summary Of Part ..o 89
Literature Review: Understanding the Role of Place in Problematic Substance Use........... 91
Discussion and RecOmMmENdations.........cccueuriririiiiiiieieieieiniiiiicceeeieiesesessssesesee s 119

Part 3 | Study: Placemaking in Architecture Through Participatory Design

3.1
3.2
3.3
3.4

Summary of Part 2. 129
History of Participation in Architecture and Planning .........ccccveccuvnicinnieenncenineenennens 131
Study: INterview RESPONSES ....vuvuiiiiciiicieiceirecee e 139
StUAY DISCUSSION w.ettiiiiiiiiiiee et 157

Part 4 | Spatial Proposal: A New Paradigm for Addressing Problematic Substance Use

4.1
4.2

End M

and Co-occurring Homelessness

SUMMATLY OF PALt 3ottt 165
Conclusion: Spatial Proposal for Addresssing Problematic Substance Use and
Co-occurting HOmMEIESSNESS ...uviiiiiiiiiiiiiii s 167
atter

GLOSSALY oottt 191
BIDHOGIAPRIY ...t 195
Appendix A: Complete List of Projects Reviewed in Chapter 1.2......ccooovviiiiiincnininnnnn. 219
Appendix B: Complete List of Articles Reviewed in Chapter 2.2........cccocvvviviiviniinninnnnnns 237
Appendix C: Study Materials .......cocceiiiiiiiiiiiiiiiiiiisesse e 245

X






List of Figures

Figure 1 | Timeline of Problematic Substance Use in Canada and the US: Policies and Etiology... 9

By author.

Figure 2 | Symbol Legend. ......ccviiiiiiiiiiiiiic e 10
By author.

Figure 3 | Idealized Spatial Progression of the Continuum of Care, Homelessness Only. ............. 11
By author.

Figure 4 | Idealized Spatial Progression of the Treatment First Model.......cccccoviviviccnnicinincnne. 12
By author.

Figure 5 | Realistic Spatial Progression of the Treatment First Model. ........ccccoviiiiiiniininnnn 12
By author.

Figure 6 | Staged Goals of a Harm Reduction Approach.........cccccccviiviiiiiniiiniiiniicicccnen, 13

Adapted from: Kraus, Deborah, Michael Goldberg, and Iuba Serge. 2006. “Homelessness,
Housing, and Harm Reduction: Stable Housing for Homeless People with Substance Use Issues.”
(Canada: Canada Mortgage and Housing Corporation), Appendix C, 4.

Figure 7 | Spatial progression of the Housing First Model ........cccoouiiviiininiiiniiiiniiciciccnen 13
By author.

Figure 8 | Timeline of Problematic Substance Use in Canada and the US: Policies, Etiology,
and Treatment Locations and Methods.........ccccveieviniininiiiiniicicccceeene 16-17

By author.

Figure 9 | Project Cate@OTIES .....cvuiiiiiuiuiiiiiiiiiiiiicccieiesi e 26
By author.

xi



Figure 10 | EXterior PROtO ..o 30

O’Toole, Shane. 2008. “Kinderhort, Senioremwobnungen und Drogenentzugsklinik in
Dublin = Crech, senior citizen housing and drug dependency clinic in Dublin.” Architektur +
Wetthewerbe, no. 213, 44.

Figure 11 | Context Plan ... 31
By author.
Figure 12 | First FIOOL PIan c..ccvcuiiiiiiiiiiiiiciciccsesees s sassessiasae 31

Modified from: O Toole, Shane. 2008. “Kinderhort, Seniorenwobnungen und
Drogenentzugsklinik in Dublin = Crech, senior citizen housing and drug dependency clinic in
Dublin.” Architektur + Wetthewerbe, no. 213, 46.

FIGULE 13 | PEISPECHIVE ..ottt 32
“The Donwood Foundation, Willowdale, Ontario.” 1968. Canadian Architect, no. 13, 36.

Figure 14 | Context Plan ... 33
By author.

Figure 15 | First FIOOT Plan ..o 33
Modified from: “The Donwood Foundation, Willowdale, Ontario.” 1968. Canadian Architect,
no. 13, 37.

Figure 16 | EXterior PROtO ... 34

“Veiskillet, Boliger for Bostedslose, Trondheim [V eiskillet, Housing for the Homeless,
Trondheim|.” 2006. Byggekunst 88 (7), 24.

Figure 17 | Context Plan ... 35
By author.
Figure 18 | FLOOL PIANS ...t 35

Modified from: “Veiskillet, Boliger for Bostedslose, Trondheim |1 eiskillet, Housing for the
Homeless, Trondhein].” 2006. Byggekunst 88 (7), 26.

Figure 19 | EXteriofr PROLO ..c.coviiiiiiiiiiiiic e 36

Google Maps. Accessed August 26, 2018. https:/ | www.google.com/ maps/ @38.6638803, -
121.2229612,3a,75y,151.415,88.561/ data=!3m6!1e13m4!15QalpD-_ZCKz-
4iheDuFmsgl2e0!7:133121816656.

Figure 20 | Context PIan ..o 37
By author.
Figure 21 | Site Plan and First Floot Plan........ccccciiiiiiiiccccccssnnns 37

Modified from: Wittman, Friedner, Babette Jee, Douglas Polcin, and Diane Henderson.
2014. “The Setting Is the Service: How the Architecture of Sober Living Residences Supports
Community Based Recover.” International Journal of Self-Help and Self-Care 8 (2), 30,
Figure 1, and 31, Figure 2. doi:10.1002/ ar.20849.3D.

xii



Figure 22 | Model PROtO......cccviiiiiiiiiiiic s 38
“Caring Response.” 1987. Building Design, no. 851, 8.

Figure 23 | Context Plan ..o 39
By author.
Figure 24 | Elevations and First Floor Plan.......cccccccviiiiiiniiiiiiiciiceceeesiceenennans 39

Modified from: “Caring Response.” 1987. Building Design, no. 8§51, 8.

FIZULE 25 | PROTO A oottt 40

The Architecture Ensemble, “St Annes Soho.” Accessed September 5, 2018. http:/ ]
thearchitectureensemble.com/ stannes.hinil,

Figure 26 | Context PLan ......cccccoiiiiiiiiiiiiiiiccce e 41
By author.
Figure 27 | Site Plan PerspectiVe. ... ssssssssssans 41

Modified from: The Architecture Ensemble, “St Annes Sobo.” Accessed September 5, 2018.
hitp:] | thearchitectureensenble.com/ stannes.himl.

Figure 28 | Photo B ..o 41
The Architecture Ensemble, “St Annes Soho.” Accessed September 5, 2018. htip://
thearchitectureensemble.com/ stannes.htnil.

Figure 29 | FENeCe SECHOM. ..iiiiiiiiiiiiiiictee et 41
Modified from: The Architecture Ensemble, “St Annes Sobo.” Accessed September 5, 2018.
http:/ | thearchitectureensemble.com/ stannes.hinil.

Figure 30 | Faro Rehabilitation Centre First to Third Floot Plans .........ccccevecvvievniccnnecininiennns 42

Modified from: Malfatti, Patrizia. 1999. “Michele Cannata’ e Fa'tima Fernandes a Messina:
Centro Di Solidarieta’ Faro = Faro Rebabilitation Centre.” Abitare, no. 388, 160.

Figure 31 | Hospitality Centre for Prison Inmates and Women’s Alcoholism Centre: Floor
Plan COMPALISON ......uiiiiiiiiiii bbb 43

Modified from: V laboiti, M, and Y V'lahoitis. 2008. “Kentro Filoxenias Pofulakismenon
Metepon [Hospitality Centre for Former Prison Inmates].” Architecture in Greece 42, 168 and
Sachner, Paul. 1998. “Building Types Study 660: In the Public Interest.” Architectural Record
176 (13), 109.

Figure 32 | 8NW8 Typical Single Room Occupancy and Studio Apartment Floor Plans................ 43
Modified from: “SNWS8 in Portland’s Pearl.” 2007. Architecture Week. hitp:/ | wwm.
architectureweek.com/ 2007 /0307 [ news_1-1.htwl,

Figure 33 | Photo of Model, Multi-Focus Reception Centre..........ccoeviviiririiiniinciniiicnicenens 44

Hannema, Kirsten. 2006. “Multi-Focus Reception Centre, Apeldoorn: FBW Architects.”
A10: New European Architecture, no. 9, 15.

xiil



Figure 34 | Exterior Photo, House in Innsbruck......cciiiiiiiiiiiicccccicens 44

Schlocker, Edith. 2016. “Innsbrucker Haus Fur Suchtkranke - Eine VV'illa, Die Kleine Ist
[House in Innesbruck for People with Addiction Problems - One 1 illa, That Isn't Just One].”
Architektur. Aktuell, no. 432, 116.

Figure 35 | Lounge, Correctional Treatment Facility.......ccccccvviiiiiiiiiiiniiiiiiiiiiecccecce, 45

Silver, Paul, and David Miles Ziskind. 1993. Institutional Architecture: The Design of
Health Care, Educational, Municipal and Justice Facilities. New York: PBC International,
Ine., 81.

Figure 36 | Dormitory, Texas Department of Criminal Justice Thomas R. Havins Unit

Denton, Mark. 1995. “I'he Treatment: Substance Abuse Treatment Facility, Brownwood.”
Texcas Architect 45 (1), 57.

Figure 37 | “A Model of the Deterministic Paradigm [Environmental Determinism]|”..........c........ 47

Dayaratne, Ranjith. 2002. “Environment- Behavior Research and the Practice of Architecture:
Paradigms and Paradoxes.” Built-Environment:Sri Lanka 03 (01), 40, Fig. 1.

Figure 38 | “Interaction Effects on Behavior” ... 48

Franck, Karen A. 1984. “Exorcising the Ghost of Physical Determinism.” Environment and
Behavior, 419, Figure 2. doi:10.1177/0013916584164001.

Figure 39 | “We can see people 100 meters/328 feet away, and if the distance is shortened,
we can see a bit more. But the experience only becomes interesting and exciting
at a distance of less than 10 meters/33 feet, and preferably at even closer ranges
where we can use all Our SENSES.” ..o 49

Gebl, Jan. 2010. Cities for People. Washington, D.C.: Island Press, 34.

Figure 40 | “The ability to see people at distances up to 100 meters/382 feet is reflected in the
dimensions of spectator space for watching sports and other events.”..........c.cccceuevnee 50

Gebl, Jan. 2010. Cities for People. Washington, D.C.: Island Press, 36.

Figure 41 | “When emotion rather than motion is in the spotlight, 35 m/115 feet is the magic
number. Used in theatres and opera houses all over the world, this is the greatest
distance at which audiences can read facial expression and hear speech and song.”... 50

Gebl, Jan. 2010. Cities for People. Washington, D.C.: Island Press,. 37.

Figure 42 | Antonovsky’s Wellbeing Continuum

Modified from: Golembiewski, Jan A. 2010. “Start Making Sense; Applying a Salutogenic
Model to Architectural Design for Psychiatric Care.” Facilities 28 (3), 103, Figure 2.
doi:10.1108/02632771011023096.

Figure 43 | Mapping Sentence Definition of Generalized Resistance Resources..........ccocvivviunines 60

Modified from: Vinje, Hege Forbech, Eva 1angeland, and Torill Bull. 2016. “Aaron
Antonovsky’s Development of Salutogenesis, 1979 to 1994.” In The Handbook of
Salutogenesis, edited by Maurice B. Mittelmark, Shifra Sagy, Monica Eriksson, Georg F
Bauer, Jiirgen M Pelikan, Bengt Lindstrom, and Geir Arild Espnes, 32, Fig. 4.2. Springer.
doi:10.1007/978-3-319-04600-6

Xiv



Figure 44 | Haudenosaunee Medicine Wheel ..o 63
Porter, Tom. n.d. “Mohawk (Handenosaunee) Teaching.” Aboriginal Online Teachings and
Resource Centre, 1.

Figure 45 | Anishinaabe Medicine Wheel........ccccviiiiiiiiiiiiiiiiiiicccans %)

Pitawanakwat, Lillian. n.d. “Ojibwe/ Powawatomi (Anishinabe) Teaching.” Aboriginal
Online Teachings and Resource Centre, 1.

Figure 46 | Nehiyawak Medicine Wheel. .......ccccviiiiiiiiiiiiiiciiiceceece e 03
Lee, Mary. n.d. “Cree (Nebiyawak) Teaching.” Aboriginal Online Teachings and Resource
Centre, 1.

Figure 47 | Nehiyawak ENCAMPMENT....ciiiiiiiiiiiiiiiiiiiieiiicecesice st sassessennaes 04

Preston, Richard J. 2012. “Cree”. The Canadian Encyclopedia. Accessed September 5, 2016.
http:/ | wwmw.thecanadianencyclopedia.ca/ en/ article/ cree/ .

Figure 48 | Placemaking can lead to both positive an negative connotations of place.........cou.ce.... 67
By author.
Figure 49 | Antonovsky’s Wellbeing Continuum Applied to Place........ccocvuviiiiiiiiiiciiiniicininnn 78

Modified from: Golembiewskz, Jan A. 2010. “Start Making Sense; Applying a Salutogenic
Model to Architectural Design for Psychiatric Care.” Facilities 28 (3), 103, Figure 2.
doi:10.1108/02632771011023096.

Figure 50 | Mapping Sentence Definition of Generalized Resistance Resources with Space
TIICTUA R ettt e et e et e et e e e e e e e e aneeeeseeeeneeseseesaneesaseesssenaeenaeenns 79

Modified from: 1 inje, Hege Forbech, Eva 1angeland, and Torill Bull. 2016. “Aaron
Antonovsky’s Development of Salutogenesis, 1979 to 1994.” In The Handbook of
Salutogenesis, edited by Maurice B. Mittelmark, Shifra Sagy, Monica Eriksson, Georg F
Bauer, Jiirgen M Pelikan, Bengt Lindstrim, and Geir Arild Espnes, 32, Fig. 4.2. Springer.
doi:10.1007/978-3-319-04600-6

Figure 51 | Cross-disciplinary Framework for Understanding the Impact of the Built

Environment on WellDeIng ..o 80
By author.

Figure 52 | Self-Reinforcing Spatial Interpretation of Antonovsky’s Elements of a Sense of
CORECIENCE ...t 81
By aunthor.

Figure 53 | “Phenomenological sense of place/place identity model developed based on Tuan
(1974) and Relph (1970).”.....cuiuiiiiciciiiiiisisiscie s 92

Lengen, Charis, and Thomas Kistemann. 2012. “Sense of Place and Place 1dentity: Review of
Neuroscientifiic Evidence.” Health and Place 18 (5). Elsevier, 1164, Fig. 1. doi:10.1016/,.
healthplace.2012.01.012.

XV



Figure 54 | “Phenomenological sense of place/place identity model developed based on

Figure 55 |

Figure 56 |

Figure 57 |

Figure 58 |

Figure 59 |

Figure 60 |

Figure 61 |

Figure 62 |

Ulrich (1981, 1984, 1986) and Kaplan and Kaplan (1989).”.......ccccccevvviiiininnnnns 92

Lengen, Charis, and Thomas Kistemann. 2012. “Sense of Place and Place Identity: Review of
Neuroscientifiic Evidence.” Health and Place 18 (5). Elsevier: 1165, Fig. 2. doi:10.1016/;.
healthplace.2012.01.012.

Initial search conducted in ScienceDirect’s Pharmacology, Toxicology, and
Pharmaceutical Science database to identify keywords........ccccceveereiirnniniccccrerennnnnnn. 93

By author.

Final Literature ReVIEW SEALCR. .oo.vioviiiiiiieieeeeeeeeeeeeet ettt ettt st st eeveseaesevessesaeeseens 94-95

By aunthor.

Downtown South vs. Downtown Eastside, Vancouver, Canada

Modified from: Fast, Danya, Jean Shoveller, Kate Shannon, and Thomas Kerr. 2010. “Safety
and Dangerin Downtown V ancouver: Understandings of Place among Young People Entrenched
in an Urban Drug Scene.” Health and Place 16 (1). Elsevier, 53, Map 1. doi:10.1016/;.
healthplace.2009.07.004.

Previous Square: Fountain, Steps, and Statue.........coovceviceeniccinccnccecceccenne 101

Modijfied from: Urban.com.an. ““ City Square”. Accessed April 4, 2017. https:/ [ urban.
melbonrne/ forum/ city-square and @heraldsunphoto_retro. 2018. “1980. Cooling off in the
City Square on a summer’s day in Melbonrne.” Accessed December 31, 2018. https:/ [ wwmw.
instagram.com/ p] Bed X2y[hSxz/.

CULTENT SQUATE ..ot 101

Modified from: Urban.com.an. ““ City Square”. Accessed April 4, 2017. https:/ | urban.
melbourne/ forum/ city-square

“Example of campsite area (photo credit: Ella Dilkes-Frayne).”.......ccccccovvnnnnincnes 102

Dilkes-Frayne, Ella. 2016. “Drugs at the Campsite: Socio-Spatial Relations and Drug Use
at Music Festivals.” International Journal of Drug Policy 33. Elsevier B.1”,, 30, Fig. 2.
doi:10.1016/ j.drugpe.2015.10.004.

Festival Campsite Construction ProCess ... 103

By author.

“Public injecting in the DTES [Downtown Eastside] most frequently occurs
within narrow alleys that cross-cut many city blocks. Within these alleys recessed
‘niche spaces’ are used for the purpose of Injecting.” .......ccccovveviriciiinicinninieiinieninns 104

Small, Will, Tin Rhodes, Evan Wood, and Thomas Kerr. 2007. “Public Injection Settings in
Vanconver: Physical Environment, Social Context and Risk.” International Journal of Drug
Policy 18 (1), 30, Fig. 1. doi:10.1016/}.drugpo.2006.11.079.

xvi



Figure 63 | “A typical injection niche in an alleyway provides a small measure of shelter and
privacy, but are [sic] highly unsanitary.”” ..., 104

Small, Will, Tim Rhodes, Evan Wood, and Thomas Kerr. 2007. “Public Injection Settings in
Vanconver: Physical Environment, Social Context and Risk.” International Journal of Drug
Policy 18 (1), 31, Fig. 3. doi:10.1016/j.drugpo.2006.11.019.

Figure 64 | “ ‘Structures’ (photocredit:Jim’).” . ...ccciiiiiiiiiiiriiii e 105

Masuda, Jeffrey R., and Alexis Crabtree. 2010. “Environmental Justice in the
Therapentic Inner City.” Health and Place 16 (4). Elsevier, 661, Fig. 3. doi:10.1016/;.
healthplace.2010.02.003.

Figure 65 | InSite’s Safe Consumption BOOths .......ccccvviiiiiiiiiiiiiiiiiccccccccne 105

Findlay, Scott. 2014. “On Drug Addiction, Harm Reduction and Governing in the Dark”.
Design Ethics. Accessed September 4, 2018. https:/ [ impactethics.ca/ 2014/ 03 /27 [ on-drug-
addiction-harm-reduction-and-governing-in-the-dark/ .

Figure 66 | InSite: EXEErIOr VIEW ..ccccciiiiiiiiiiiiiiiiiiiiiiiieiiice et essessssssesenans 105

Nelms, Ben. Reproduced in Quan, Donglas. 2016. “Vanconver’s supervised injection site,

the first in North America, opened 13 years ago. What’s changed?” National Post. Accessed
September 4, 2018. https:/ [ nationalpost.com/ news/ canada/ vanconvers-safe-injection-site-the-
[first-in-north-america-opened-13-years-ago-whats-changed.

Figure 67 | “Gail Hunt, 52, carefully injections a syringe laced with heroin into a vein in her
DEECK. sttt ettt ettt ettt r e bR e et et e Rt te et e s e et e b e st e R e et e st eRe et e e seetenseneens 105

Tonlgoet, Dan. 2013. “Gail Hunt, 52, carefully injections a syringe laced with heroin into

a vein in her neck.” Reproduced in Howell, Mike. 2013. “Insite survices 10 years on.”
Vanconver Courier. Accessed Septemver 4, 2018. https:/ | www.vancourier.com/ news/ insite-
survives-10-years-on-1.619464

Figure 68 | “Stocked RefrIZerator.” ... ..ot 107

Tran Smith, Bikki, Deborah K. Padgett, Mimi Choy-Brown, and Benjamin F. Henwood.
2015. “Rebuilding Lives and Identities: The Role of Place in Recovery among Persons
with Complex Needs.” Health and Place 33. Elsevier: 112, Fig. 1. doi:10.1016/;.
healthplace.2015.03.002.

Figure 09 | “TOIlEtries, €C.” ...cciiiiiiiiiiicieiite e 107

Tran Smith, Bikki, Deborah K. Padgett, Mimi Choy-Brown, and Benjamin F. Henwood.
2015. “Rebuilding Lives and Identities: The Role of Place in Recovery among Persons
with Complex Needs.” Health and Place 33. Elsevier: 112, Fig. 2. doi:10.1016/;.
healthplace.2015.03.002.

Figure 70 | “Negative Reminder.” ..o 107

Tran Smith, Bikki, Deborah K. Padgett, Mini Choy-Brown, and Benjamin F. Henwood.
2015. “Rebuilding Lives and Identities: The Role of Place in Recovery among Persons
with Complex Needs.” Health and Place 33. Elsevier: 112, Fig. 3. doi:10.1016/;.
healthplace.2015.03.002..

xvii



Figure 71 | “Quinta Monroy Social Housing: As Designed”........cccccooviviiiininnniciiciccinns 133
Jalocha, Taduez. n.d. “Iguigue Housing at handover.” Spacial Agency. Accessed October 5,
2016. http:/ | wwm.spatialagency.net/ database/ elemental

Figure 72 | “Quinta Monroy Social Housing: With Additions” ..........ccccoevevviinniciniiiiicinns 133
Palma, Cristobal. n.d. “Iquigne Housing with additons.” Spatial Agency. Accessed October 5,
2016. http:/ | wwmw.spatialagency.net/ database/ elemental

Figure 73 | “Eight Rungs on a Ladder of Citizen Participation” ........cccceevevvivieirinicneinieensiiennenes 134

Arnstein, Sherry R. 1969. “A Ladder Of Citizen Participation.” Journal of the American
Institute of Planners 35 (4): 217, Figure 2. doi:10.1080/01944366908977225.

Figure 74 | Placemaking can lead to both positive an negative connotations of place................... 134
By aunthor.

Figure 75 | Study Procedures FIOWChArt. .......cccccviiiiiiiiiiiiiciicicccc s 140
By author.

Figure 76 | Perspective 1: View from Street to Courtyard ..o 171
By author.

Figure 77 | Safe Consumption Site/Placemaking PrOCESS .......coeuviuiurruereercirerneineiriinieeriereeenenenenne 172
By author.

Figure 78 | CONSLIUCHON ..cuiuiiiiiiiicieiiietiet ittt 172
By aunthor.

Figure 79 | Moving Out/MOVING T c.cuucuiiriiriiriieicicieicneeiieeeese et see e 173
By aunthor.

Figure 80 | Friends VISINEZ ...ccviviiiiiiiiiiiiiiiicciece it 173
By author.

Figure 81 | Approximate Building Program ... 175
By author.

Figure 82 | Courtyard: Dimensioned and Annotated Plan Perspective........cccoueuviviiiviviiiiiiiicinnnes 176
By author.

Figure 83 | Perspective 2: View from Reception to Courtyard........coievvivieriinienniceniicniincennn 177
By author.

Figure 84 | Courtyard: Four Seasons, Four Times of Day........ccoccccevvicvnicnnicvniccecenn, 178-179
By aunthor.

Figure 85 | Section A: Visibility at Bench and Planter ..., 180
By author.

xviii



Figure 86 | Section B: Walking Through Courtyard Entry......cccovviiiiiiiiiiiicncenens 180

By author.

Figure 87 | Section C: Visual Access to Building from Sidewalk .........ccccoovieiiiiniiininniiininnnn, 180
By author.

Figure 88 | Courtyard: Paths of Travel........ccoccviiiiiiiiiiiiiiiciicceesceee s 181
By aunthor.

Figure 89 | Pedestrian Passing By ..o 182-183
By author.

Figure 90 | Visitor Entering Safe Consumption SIt€.........ccciiiiierniiiimniniceiniiesissisennnes 184-185
By author.

Figure 91 | Resident Exiting Building..........cccccviiiiiiiiiiiiiiiiiiiciccccccccnns 186-187
By author.

XIX






CIAM
DTES
EBD
NIDA
PSU
RIBA

List of Abbreviations
International Congress of Modern Architecture
Downtown Eastside
Evidence-Based Design
National Institute on Drug Abuse
Problematic Substance Use

Royal Institute of British Architects

xx1






Symbol Legend

These symbols are used in Chapters 1.1 and 1.2 to describe the spatial progressions or cycles of
individuals experiencing problematic substance use and to represent the categories of architectural
projects that directly address problematic substance use in some way.

Homelessness

Family and — Housing not I problematic substance use.
Friends I !E I associated with
|
treat t
Private /\ carmen !
Housing l { I '
- |
Incarceration !! — Non-substance-
| use-specific '
institutions |
Hospitalization + |
— |
o B -
Drop-In # | !
Program I D | !
|
C S |
Emergency | !
Shelter I E | !
|
Custodial ' I
T%eatment :ﬂ — Treatment First : I
rogram | i I
Continuum of l
Residential /\ Care (see : I
Treatment R Clbeitese 1.1 I
Program |_| apter 1.1) I |
Long-Term I |
Resigdential /\,CS\ I |- - Categories represented by
Support |_| L projects found in Chapter 1.2’
Supportive /\ . project review.
Remdent}al « I I Well-Represented
Communlty | I I | Category
Poorly-Represented
Transitional /\ : : Category P
Housing |:I Y !
- = = = = = = = — o I
Theoretical — Architectural :
projects not on |
the Treatment :
Clean-up and First continuum.
Reclamation I

xxiii

|
|
r — — - Spaces in the spatial cycle of







“I'T]he built environment and its design matters far, far more than anybody, even architects,
ever thought it did.”

—Sarah Williams Goldhagen, Welcome to Your World: How the Built Environment Shapes
Our Lives

Introduction

This thesis was inspired by the TedTalk Everything you think you know about addiction is wrong' and

the book on which the TedTalk was based, Chasing the Scream: The First and Last Days of the War

on Drugs®. Both challenge the prevailing scientific consensus that addiction is a ‘chronic brain
disease™, referencing a study from the late 1970s, known as the ‘Rat Park’ experiment, that
exposed a fundamental flaw in the studies on which the disease theory of addiction was founded*.

The studies that the Rat Park experiment critiqued all used rats as an experimental model, housing
the animals individually in bare laboratory cages and giving them a choice between a morphine
solution and water. The rats overwhelmingly consumed the morphine solution rather than the
water. The Rat Park experiment proposed that this apparently addictive behaviour was due in
greater part to factor overlooked in the previous experiments, the isolation of the rats, than to

a chemical dependence or craving. The study’s findings were striking: when socially housed rats
were given the choice between a morphine solution and water, they largely chose the water’. Bruce
Alexander, one of the study’s authors, went on write extensively on the social component of
addiction®.

The Rat Park experiment was an important step forward in understanding the causes of addiction.
However, after examining the study, and B. Alexander’s subsequent writing, from the perspective
of an architect, this author proposes that the Rat Park study a/so overlooked an important factor
in the development of addiction: the built environment. When comparing socially housed

and isolated rats, the Rat Park experiment researchers did not just change one variable, social
environment, between the two sets of rat populations; they also significantly changed the spatial
environment.

Based on this observation, this thesis investigates whether the built environment may play a role in
development and treatment of addiction.

How 10 READ THE THESIS

This thesis is intended to speak to both architects and researchers in other disciplines. To bridge
this gap, the author tried to err on the side of more explanation rather than less when discussing
concepts unique to each discipline.
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This document is designed to be skimmed or read in depth: each chapter ends with a summary of
the evidence presented in that chapter, and Chapters 2.1, 3.1, and 4.1 are summaries of Parts 1, 2,
and 3, respectively. Each chapter is also organized in the following visual hierarchy:

Chapter Title

SECTION
SUBSECTION

Body
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Part 1 | Background

Problematic Substance Use, Wellbeing, and the Built Environment






So the old experiments were, it seemed, wrong. 1t isn’t the drug that causes the harmful
behavionr — it’s the environment. . . Addiction is an adaptation. It’s not you — its the cage
you live in.

—Johann Hari, Chasing the Scream: The First and Last Days of the War on Drugs

1.1

Problematic Substance Use: Etiology, Treatment, and Spatial Management

This thesis puts forward the proposition that the built environment has a role in the etiology
(causation) and treatment of problematic substance use (PSU)". Support for this proposal is

first uncovered through an examination of the history of the etiology and treatment of PSU,
summarized in this chaptet’. A range of evidence, emerging etiology theories, and a consistent
spatial undercurrent in treatment suggest that the prevailing understanding of a key characteristic
of PSU (namely that impaired substance use control or compulsive substance consumption
derives from the properties of substances themselves) is incomplete, and further suggest that the
built environment plays a role in both the etiology and treatment of PSU.

7 A note on terminology: the term addiction, commonly understood as the recurrent misuse of one or
several substances, has been recently redefined to more narrowly indicate only “the most severe form of a
substance use disordet, associated with compulsive or nncontrolled use of one or more substances™.
Breaking down the term substance use disorder, defined as “|a] medical illness cansed by repeated misuse
of a substance or substances”: substance use is defined as any use of a psychoactive compound, including
alcobol and drugs other than alcohol, while substance misuse s defined as “the use of aleohol or drugs
in a manner, situation, amount, or frequency that conld cause harm to the user or to those around them’®.
However, the exact “manner, sitnation, amonnt, or frequency” that differentiates use from misuse and
misuse from disorder is poorly defined, and varies greatly from person to person, culture to culture, and over
time. Therefore, this thesis will use the term problematic substance use (PSU), instead of addiction,
substance use disorder, or substance misuse, to indicate a manner, situation, amount, or frequency of
substance use that is cansing negative effects in the life of the individual using that substance. Additionally,
this thests will hereafter follow the common practice of referring to psychoactive compounds other than
alcobol simply as drugs.

i The history of PSU is complex and often contradictory. To capture the broad themes as a basis for later
proposals, this chapter centres around a selection of studies, previous reviews, and summaries of substance
use literaturé.



THEORIES OF PROBLEMATIC SUBSTANCE USE ETIOLOGY

There has been an abundance of theoties regarding the etiology of PSU, including adaptive?,
conditioning’, and executive dysfunction® to name just a few. However, all of these theoties can be
roughly grouped into three categories, each influencing attitudes toward and treatment of PSU at
different times periods. These broad categories are: a) PSU as a moral failing, b) PSU as a medical
condition or disease, and ¢) PSU as a maladaptive coping mechanism’. All the theories are trying to
answer the same question: Why does a user continue to consume a substance (or substances) when
continued use can have negative consequences®?

CATEGORY OVERVIEWS

The differences between the three theory categories can be most clearly understood by examining
the degree of choice or control that each category considers an individual experiencing PSU

to have over their substance use. Theories in the moral failing category depict individuals
experiencing PSU as either too morally weak to control their impulses or so amoral as to
deliberately choose to harm themselves and others’.

Theories in the medical category contend that some internal process or physiological change
results in reduced agency, the ability to effect change, on the part of the individual experiencing
PSU: the compulsions of their medical condition mean they cannot make the choice to refrain
from substance consumption'’. This framing of PSU is almost always portrayed in public dialogue
as a stigma-reducing advance over the moral failing theories as a means of garnering support for
treatment rather than criminalization'".

By contrast, theories in the category of maladaptive coping mechanisms affirm the ability of the
individual experiencing PSU to make positive choices. Instead of framing the etiology of PSU as
the result of some internal factor (such as a weak will or a physiological response), maladaptive
coping mechanism theories look to external stressors that exceed an individual’s ability to be
resilient or limit the apparent range of choices available to them'?. Theoties in this category are at
present considered an emerging stance in opposition to the more prevalent understanding of PSU
as a chronic brain disease".

CURRENT ScIENTIFIC CONSENSUS: THE CHRONIC BRAIN DisEASE MODEL

Released in 2016, “Facing Addiction in America: The Surgeon General’s Report on Alcohol,
Drugs, and Health” provides the most recent and comprehensive summary of the chronic brain
disease model, currently considered the US’s official position on PSU. It states that a substance use
disorder is a three-stage cycle beginning with binging and intoxication, followed by withdrawal,
and resulting in preoccupation and anticipation. The parts of the brain associated with each stage
are, respectively, the basal ganglia, the extended amygdala, and the prefrontal cortex.

The chronic brain disease model has remained the accepted scientific explanation of PSU for over
20 years, although research and discourse are emerging to refute this stance. It has been suggested
that the chronic brain disease model survives due to its utility as an “organizing metaphor” rather
than its scientific value'!. Two central aspects of the Surgeon General’s Report are a) its framing
of PSU as a medical disease and b) its assertion that PSU primarily derives from substance use
causing brain changes that impinge upon an individual’s ability to control their use, ranging from
impairment of control (a substance use disorder) to compulsive substance use (addiction)'s; these
aspects are also the focus of some of the strongest criticisms of the chronic brain disease model.



CRITIQUES OF THE CHRONIC BRAIN DISEASE MODEL: SociAL. CONVENTIONS AND THE QUESTION
oF CHOICE

One criticism of the chronic brain disease theory is based on the idea that a medical model should
have objectively observable symptoms which do not depend on social conventions and can be
localized inside the body; several researchers state that the chronic brain disease theory of PSU
does not meet these criteria'®. Furthermore, although the Surgeon General’s Report asserts that
repeated use creates changes in the brain, and that these changes cause the onset of substance use
disorders, a later chapter on prevention outlines 29 robustly supported risk and protective factors
for substance use disorders, only one of which is biological/physical; the remainder are social,
behavioural, and even spatial, such as high population density, poor passive surveillance of public
spaces, and transitions or high rates of mobility'’.

A second critique of the chronic brain disease model centres on its assertion that impaired
substance use control or compulsive substance derives from properties of substances themselves.
A significant fact contesting this assertion is that every major epidemiological study conducted

in the US since 1980 shows that rates of PSU dramatically decrease as individuals get older, with
many individuals simply reducing or eliminating their substance intake as they age; if PSU is

the result of brain changes brought on by substance use, this apparently spontaneous remission
should not occur'®. Furthermore, there is evidence that PSU responds dramatically to minor,
everyday events such as a small financial incentive for quitting"’. As with age-related remission, a
chronic brain disease characterized by compulsive substance use should not improve in response
to minor incentives.

While the Surgeon General’s Report acknowledges that mild substance use disorders respond

to the small, everyday motivations®, and despite recognizing social, behavioural, and spatial
elements of prevention, it denies that social, let alone spatial, factors play a significant role in the
development of PSU. According to this model, the built environment is at best a peripheral factor
in the disorder’s development and progression, and therefore its impact is not worth pursuing.
However, a body of evidence, including a landmark Canadian study, suggests that both social and
spatial factors may play a crucial role in PSU etiology.

THE RAT PARK STUDY

In the 1970s, researchers at Simon Fraser University in British Columbia began questioning

the research design of several studies™ on which the then-current exposute and conditioning
theoties (and subsequently, the chronic brain disease model) had been based”. The researchers,
B. Alexander, Coambs, and Hadaway, proposed that the previous studies, which had used rats as
an experimental model for human substance use, were deeply flawed. B. Alexander, Coambs, and
Hadaway observed that, although rats are highly social creatures (much like humans), all previous
studies had housed the rats in isolated laboratory cages; no studies had been done to determine
the effect of social isolation on substance consumption. To address this flaw, the researchers
conducted a new study, housing half of the rat test subjects in the same isolated cages, while
housing the other half in a stimulating, social ‘Rat Park’ enclosure. All rats in both housing types

i Specifically referencing:
7. P. Dole, “Narcotic addiction, physical dependence and relapse,” New England Journal of
Medicine 18 (1972): 988-992.
A. Goldstein, “Heroin addiction and the role of methadone in its treatment,” Archives of
General Psychiatry 26 (1972): 291-297.
J. R. Nichols, “How opiates change behavior,” Scientific American 212 (1965): 80-88.



were subjected to a sequence of forced morphine consumption that was intended to induce
compulsive substance use. When the rats were subsequently given a series of days on which to
choose between a morphine solution and water alone, as in the previous studies, the isolated rats
largely chose to consume the morphine. In contrast to the isolated rats, and opposing today’s
prevailing understanding of PSU as compulsive consumption, the socially housed rats largely
chose the plain water®.

For the isolated rats, B. Alexander, Coambs, and Hadaway posited, the discomfort of isolated and
bare cages was so severe that they would ingest morphine in an attempt to cope”. Additionally,
the fact that the socially housed rats, although supposedly addicted, simply chose not to consume
morphine when given the opportunity was, and is, compelling evidence that PSU has far more to
do with social living conditions than it does with the substance being consumed®. B. Alexander
subsequently expanded on the results of this landmark study to detail a theory of substance use
as a maladaptive coping mechanism?®. His theory can be briefly summarized as the assertion that a
network of supportive relationships is a basic human need, and when that need is not met, people
substitute for it, at times with drugs or alcohol*.

The Rat Park study, and B. Alexander’s subsequent writing, provide strong evidence that the
etiology of PSU is more related to social factors than to the properties of a given substance.
However, B. Alexander, Coambs, and Hadaway did not only change the social environment
between their two rat populations; they also changed the spatial environment.

SPATIAL FACTORS IN THE ETIOLOGY OF PROBLEMATIC SUBSTANCE USE

The spatial environment of the isolated rats was described as “standard 18 x 25 x 18cm rat cages
with sheet metal walls that prevented visual contact with adjacent animals”, while the spatial
environment of the socially housed rats was “a large open-topped wooden box, with a floor area
of 8.8 m ... [containing] a layer of cedar shavings and 12 small, open-topped metal cages for
climbing and nesting”?’. In addition to differences with direct impacts on social opportunities
(walls that prevented visual contact versus a series of open-topped boxes), there are contrasts in
materiality (sheet metal walls versus cedar shavings), opportunities for stimulation (bare standard
cages versus a series of metal cages for climbing), and opportunities to create privacy or define
territory (bare standard cages versus a series of metal cages for nesting). These contrasts are too
significant to ignore as potential factors determining the differences in consumption between the
two rat populations.

Other studies also provide further suggestions that the built environment may be a significant
factor in PSU etiology. As noted above, the Surgeon General’s Report identifies several spatial
risk factors for PSU. In addition to this, a series of studies in the 1970s and early 1980s found
that consuming drugs in a new location reduced an individual’s drug tolerance, sometimes to the
extent of causing an overdose at a consumption level the individual could normally tolerate®.
Other researchers have written about the “emotional, temporal, and even spatial dimensions” of
reward”. Finally, in B. Alexander’s later writing elaborating his theory of PSU as a maladaptive
coping mechanism, he outlines two historical Canadian case studies of social dislocation preceding
increased rates of PSU, the displacement of Indigenous Canadians and the Hudson’s Bay
Company’s employment of Orcadians in isolated fur trading outposts, that are also examples of
significant spatial dislocation™.

However, despite the clear spatial implications of both B. Alexander, Coambs, and Hadaway’s 1978
study and other research, the potential for a significant spatial component in the etiology of PSU
has been almost entirely ignored.



THEORIES OF PROBLEMATIC SUBSTANCE USE ETIOLOGY: SUMMARY

The first portion of this chapter has shown that the prevailing understanding of problematic
substance use, the chronic brain disease theory, characterized by compulsive substance
consumption, does not adequately explain evidence demonstrating consumers’ ability to
control their consumption. Furthermore, a key study demonstrating the role of social factors
in the development of problematic substance use, as well as other research, indicate the built
environment may have a significant role as well.

In order to be able examine how the varying etiological theories have influenced problematic
substance use treatment over time, and to assess whether spatial factors have previously had a
role in this treatment, the next section of this chapter will examine the historical development of
theories in the moral, medical, and maladaptive coping mechanisim categories.

HisToricaL TRENDS: ETIOLOGY

Up to the 1950s, this summary is primarily based on William L. White’s 1998 book Slaying the
Dragon: The History of Addiction Treatment and Recovery in America with the 2011 anthology The Real
Dope: Social, 1 egal, and Historical Perspectives on the Regulation of Drugs in Canada, edited by Edgar-
André Montigny, reinforcing White’s findings and providing the Canadian viewpoint.

EARLY ETIOLOGICAL THEORY DEVELOPMENT

Today, theories of PSU (problematic substance use) are considered to encompass both alcohol
and drugs. However, this was not always the case: until the 1980s, problematic alcohol use was
considered a separate condition from problematic drug use®’.

Initially, both drug and alcohol consumption were considered largely unproblematic: consumption
of alcohol was pervasive among the early European colonists, while drugs were commonly used in
North America as medicine and in Indigenous cultural rituals®?. Colonists saw alcohol in particular
as a blessing in many cases. Socially and legally, excessive or problematic alcohol consumption was
defined as only public drunkenness, the result of moral lapse®.

However, “[bletween 1790 and 1830, America fundamentally altered its pattern of alcohol
consumption”, with pet-capita alcohol consumption more than tripling over that 40-year period™.
According to researcher William L. White, this was due to a combination of factors, including a
shift from beer and wine consumption to consumption of “potent, cheap, and highly portable”
distilled spirits, as well as the pressures of immigration, industrialization, and frontier expansion
creating a new class of men whose lives were organized around drinking®. As public perception
shifted, alcohol switched from blessing to curse and a growing temperance movement pushed
first for moderation and then for total abstinence. Several mutual-aid societies, eatly precursors to
the modern Alcoholics Anonymous movement, were founded during this period to inspire and
support fellow alcoholics (then called ‘inebriates’) into sobriety®.

This first temperance movement was largely unsuccessful, but there was still a sense that public
drunkenness was an issue that needed to be managed. By the 1870s, this, combined with early
medical dialogue around the etiology of problematic alcohol use, developed into an impetus for

a system of medical treatment. There were a wide variety of theories put forward, but one of

the most influential was that of Benjamin Rush, who saw alcohol as a “disease of the will”’,
However, much like the preceding temperance movement, treatments resulting from this early
medical understanding of problematic alcohol use failed to make a significant impact. As a result,
in the early 1900s, public opinion of problematic alcohol use etiology shifted strongly back toward
moralization; this in turn led to Prohibition-era criminalization’.



At this point, the etiological theory histories of alcohol and drugs briefly converged. Previously
categorized as beneficial medicines, public perception of opioids and similar drugs shifted from
medicines toward them being public safety risks*. This increased stigmatization was closely

related to the ‘othering’ of Chinese immigrants*. Opiates were widely available, both through
prescriptions and in over-the-counter medications, and the typical consumer was actually most
likely to be white and middle-class if not affluent*’. Despite this, the growing moralization
movement focused on Chinese immigrants and their supposed corruption of affluent, white
women via opium dens. The moral outrage was catalyzed into a series of anti-drug laws focused
on the types of use typical to immigrants, pioneered by Canada in 1908*. In 1914, the first US
federal law restricting opiate and cocaine use was passed, and by 1922 consumption of alcohol and
drugs was fully criminalized in the US®. In Canada, a similar increase in ctiminalization culminated
in the Opium and Narcotic Drug Act of 1929*. However, criminalization of alcohol consumption
only lasted into the eatly 1930s, while drug consumption is still mostly criminalized in North
America today®.

DEVELOPMENT OF THE CHRONIC BRAIN DISEASE THEORY

In the 1950s, the moral theories of PSU etiology were scientifically discredited thanks to an
increase in addiction research, although it was still considered two separate diseases (alcoholism
and drug addiction)*. By the 1970s, the leading etiological theoties of drug addiction both fit

in the medical theory category. One was exposure, namely that any substance consumption
caused physical dependence®’; the other was conditioning, where cycles of negative and positive
reinforcement created an overwhelming desire for drug consumption®. These theories were based
on rat studies which found that, given the choice between drug self-administration and water, rats
would choose the drug". During the 1980s, pressure from professionals working at the clinical
level finally led to the integration of the alcohol and drug branches of PSU theory™.

The National Institute on Drug Abuse (NIDA) was established 1972; since then, it has been

a primary driver of the US’s official position on PSU*". In 1997, the then-director of NIDA,
Alan Leshner, published a key article stating that compulsive substance use was a chronic brain
disease, primarily the result of fundamental changes in brain structure and function, with some
minor social and environmental influences®. This article has continued to influence research and
policy for the last two decades, as researchers focused on localizing the area of brain dysfunction,
isolating genetic mutations associated with compulsive substance use, and deriving effective
medications for treatment™.

Figure 1 is a visual summary of the key policy events and varying prevalence of the moral,
medical, and maladaptive coping mechanism theories outlined above. To connect these events and
theories to the various methods used to treat problematic substance use over time, the next part of
this chapter examines the ways in which individuals experiencing problematic substance use were
cared for, treated, or managed over time.

HistoRrIiCAL TRENDS: TREATMENT

As noted in the previous section, up to the late 1700s, neither alcohol nor drug consumption

was considered particularly problematic in the US or Canada. Therefore, there were no specific
institutions that dealt directly with PSU (problematic substance use), and no direct methods of
treatment. Instead, individuals who found their consumption problematic “landed in all manner of
institutions — the almshouse, the charitable lodging home, the jail, the workhouse, and the newly
created lunatic asylum”*.
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1800-1900

With greater awareness of the problem

of alcohol in the early 1800s, as noted,
mutual aid societies began to spring up.
These addressed PSU through a primarily
moral view, often combined with religious
conversion as a form of treatment. Although
medical and scientific discourses began
discussing PSU as a disease at this time, until
the 1870s the medical model manifested
more as patent cures or the substitution of
one substance for another, rather than as a
specific program of treatment. Beginning in
the 1870s, two new institutions developed:
the inebriate home and the inebriate asylum.
Inebriate homes developed from the
tradition of mutual-aid societies, and “tended
to view the etiology of inebriety in religious,
moral, and characterological terms”, while
the inebriate asylums grew out of medical
discussions and “tended to emphasize
genetic, biological, and psychological
causes”. A wide variety of treatments

were offered in these institutions, ranging
from religious practices to electrotherapies
(see Figure 8 for a visual summary of the
treatments used over time), but the treatment
program in both the homes and the asylums
essentially involved three steps: 1) isolation
“from the stresses and temptations of
normal life”; 2) detoxification; and 3)
restoring the inebriate to health®®. The exact
methods used in each of these steps tended
to the moral in the homes and the medical
in the asylums, but there was no clear-cut
division between the treatments by each.
Additionally, at this time, private sanitaria for
‘affluent clientele’ began to appear”’.

Meanwhile, during this period many drugs
were readily available as medicines, and their
use was largely considered unproblematic.
Over time, once doctors began to view
problematic drug use as a disease, three
methods of treatment were employed: 1)
maintaining individuals on a steady supply of
drugs to allow them to continue their work
and family lives; 2) gradual withdrawal by
slowly lowering prescribed doses; and 3) cold
turkey detoxification™.



1900-1980s

In the early 1900s, the increasing shift of public opinion toward

a moral model altered the treatment landscape entirely. The
inebriate asylums and homes closed or shifted mandate, often
becoming psychiatric facilities, and the treatment and management
of individuals with problematic alcohol use was taken over by
inebriate colonies, general hospitals, psychopathic hospitals, state
insane asylums, or private, very expensive, hospitals/sanitatia.
Criminalization of drugs made prescribed maintenance increasingly
illegal; with some individuals managing to game the withdrawal
system, while others found doctors who secretly supplied them, in
order to maintain their use®.

Medical and scientific discourse around problematic alcohol

use resumed in the post-prohibition era. However, institutional
development lagged behind, leaving a period of roughly a decade
when private sanitaria and mutual-aid societies carried most of the
treatment load. During this same period, as drugs were increasingly
criminalized, the legal system was leveraged to manage and contain
individuals who used them®.

The increasing development of the scientific discourse around
problematic alcohol and drug use led to several policy and treatment
practice shifts in the 1960s and 1970s. It is during this time that the
current system of PSU treatment was born®'.

1980s-PRESENT: TREATMENT FIRST

Throughout most of this history, public action regarding PSU is
only taken when the consequences of PSU manifested themselves in
public space, as “[p]eople with money, stable housing and supportive
family or friends can often maintain stability in their life for long
periods of time while being addicted”®. The first efforts to treat a
‘professional class’ of alcoholics (that is, individuals who were still
housed and employed) did not occur until the late 1940s. Therefore,
the history of PSU is deeply intertwined with both the treatment

of mental illness (as a co-occurring disorder) and the provision of
shelter for those who are experiencing homelessness.

Today, treatment of PSU for individuals who are housed follows
essentially the same steps established in the late 1800s: isolation,
detoxification, and restoration. One of the most significant
developments is the renewed legal ability to maintain individuals
experiencing problematic drug use, now on drugs such as methadone
rather than morphine, but otherwise the process remains very
similar®.

PSU frequently co-occurs with serious mental illness, and both
are associated with and exacerbated by homelessness®™. In these
instances, the medical treatment model is intersected with the
continunm of care used to address homelessness®. The continuum
of care model itself originally arose from necessity rather than
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being formally developed, starting from an effort to provide housing and services to homeless
individuals and evolving to accommodate those with serious mental illness after the closure

of the state hospital system®. Due to the high co-occurrence rate of PSU with serious mental
illness, it became clear that the continuum of care model needed to also accommodate individuals
experiencing PSU.

When applied to homelessness only, the continuum of care model is an explicitly spatial and linear
progression from high to low financial need (see Figure 3). Housing is provided with respect

to need, namely what an individual can afford, and as their situation improves, they progress to
housing with lesser levels of financial support®’. Addressing co-occurting problematic substance
use, therefore, theoretically requires only one additional step: treatment. This addition results in a
hybrid process, often called Treatment First.

i m )

High Financial Low Financial
Need Need

Figure 3 | Idealized Spatial Progression of the
Continuum of Care, Homelessness Only

Conceptually, Treatment First is very similar to the continuum of care for homelessness alone, and
many researchers simply refer to Treatment First as the continuum of care model®. However, it

is important to make a distinction between the two, because despite their apparent similarity, they
have important differences. In Treatment First, the medical treatment philosophy permeates the
entire continuum of care rather simply acting as an added step, and fundamentally changes the
requirements an individual must meet to remain housed (Figure 4). Instead of a transition from
more to less financial need, the Treatment First progression is best understood as a transition from
less to more self-control and independence, based on a) the understanding of PSU as a lack of
self-control, b) the assertion that “behavior change...is optimally achieved through...treatment
attendance and rewarding more ‘desirable’ behavior”, ¢) the assumption “that the skills a client
needs for independent living can be learned in transitional congregate living”, and d) the use of
housing as a reward®. Thus, treatment begins in a communal and highly regulated environment,
with individuals only progressing to more independent settings as they demonstrate ‘housing
readiness’, typically through the practice of strict sobriety in addition to full attendance of therapy
sessions or other treatments’. Failure to meet these requirements, particulatly that of substance
abstinence, is grounds for removal from housing”'. In the Treatment First paradigm, successful
treatment is a prerequisite for housing; independent housing is framed as a reward to be earned
through demonstrated improvement rather than a factor that supports health and wellbeing;

In practice, this high-stakes model fails frequently and rarely follows the idealized linear
progression’. Instead, it becomes a complicated loop of homelessness, treatment, relapse, jail,
etc.; more like a game of snakes and ladders than an effective means of providing treatment and
stable housing (see Figure 5)”. Individuals may go through multiple cycles before finally obtaining
and maintaining sobriety and permanent housing, with others remain caught in the institutional
circuit, deemed ‘hard-to-house’ or ‘chronically homeless™.
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Figure 4 | Idealized Spatial Progression of the Treatment First Model

Figure 5| Realistic Spatial Progression of the Treatment First Model
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1980s-PrRESENT: HARM REDUCTION AND HOUSING FIRST

In the 1980s, around the same time that Bruce Alexander and his colleagues were questioning

the dominant theories of PSU, the accompanying practice of treatment first was also being
questioned. Studies were finding success rates “between five and 39 percent”, with additional
estimates that “80 per cent of clients failed to complete traditional treatments”””. Moreover, HIV/
AIDs emerged during this same period, and it quickly became clear that the spread of HIV/AIDs
via shared injection equipment use was far more dangerous than the use of injection drugs itself’°.
The combination of these factors resulted in the emergence of the harm reduction philosophy
for addressing PSU: “an approach...aimed at reducing the risks and harmful effects associated
with substance use...for the person, the community and society as a whole, without requiring
abstinence” (see Figure 6)7". Sobriety, in this model becomes a potential long-term goal, rather than a
prerequisite for aid.

Short-term Reduction of negative
consequences

More controlled use
of substances

Long-term @ Possible abstinence

Figure 6 | Staged Goals of a Harm Reduction Approach

Applied to housing, the harm reduction philosophy resulted in the development of the Housing
First approach. Pioneered in 1992 by Pathways to Housing in New York, Housing First takes

an opposing stance to many aspects of the Treatment First model. First, housing is seen as a
right, not a reward, and is not contingent on sobriety or treatment compliance (see Figure 7).
Second, agency is given to the ‘client’ or ‘consumer’ from the very beginning, as they, rather

than the professionals, make decisions regarding their own goals and treatments. Third, skills for
independent living are learned in place, rather than needing to be transferred from a separate,
more communal living environment. Fourth, Housing First is based on the premise that stability
from consistent housing allows other issues to be addressed, in opposition to the Treatment First
view that addressing other issues creates enough stability to maintain housing’.

R m——)

b2

High level Supports phased out if
of support no longer needed

Figure 7 | Spatial Progression of the Housing First Mode!
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Roughly a decade after the establishment of Pathways to Housing, Housing First had gained
significant popularity as an approach to housing and treatment and today it is considered an
evidence-based practice. It has been proven to increase housing stability for the ‘hard to house’,
regardless of PSU and/or serious mental illness, while also reducing interactions with emergency
services”. However, there is mixed evidence as to the effectiveness of Housing First as a specific
treatment for PSU®.

What stands out in the history of PSU treatment is that there were essentially two approaches
to treatment, mutual aid and medically supported detoxification, that gradually developed into
a hybridized third approach: a treatment first continuum of care. Throughout the history of
problematic substance use, the actual program of treatment provided, regardless of approach,
essentially consist of the same general pattern: isolation, detoxification, and restoration.

SPATIAL MANAGEMENT: A CONSISTENT UNDERCURRENT

Thus far, this chapter has shown that the prevailing understanding of PSU does not adequately
explain evidence demonstrating consumers’ ability to control their consumption and that there
are indications that the built environment may also play a significant role in PSU etiology.
Furthermore, the history of problematic substance use treatment largely consists of a single
general pattern: isolation, detoxification, and restoration.

Turning now to a comparison of the history of problematic substance use etiology with trends in
treatment methods and locations (see Figure 8) reveals the following associations:

1) There is a rough correlation between the prevalence of different etiological theories and
the prevalence of different treatment locations.

2) The first period during which medical theories were prevalent (1870s-1910s) began a
period of treatment experimentation; the second period (1950s-present) resulted in a
focusing of treatment methods

3) The 1960s were a period of significant change in treatment methods. A significant number
of treatments were discontinued, and the range of treatments available for problematic
drug use aligned with those available for problematic alcohol consumption. However,
examining Figure 8, it is clear that no new treatment methods for problematic alcohol
use began during or after this period, and only one new treatment became available for
problematic drug use (narcotic blockers).

The various treatment methods appear to be more influenced by the medical fads of the time
(hydrotherapy, electroshock therapy, diets, etc.) than by the etiological theories of PSU. From the
perspective of the chronic brain disease theory of PSU, this is surprising: as Hall, Carter, and
Fortlini noted, discovering the correct etiology should result in improved treatment®!. However,

according to resources reviewed for this thesis, only one novel treatment has been adopted post-
1950.

Where there seems to be a more direct influence by the etiological theories is on the spatial
management of individuals experiencing PSU: where PSU is treated rather than how it is treated.
Periods where moral theories dominate are more closely associated with individuals being managed
in non-alcohol- or drug-specific institutions, while periods where medical theories dominate are
more closely associated with individuals being treated in purpose-built institutions.

14



SUMMARY

In summary, the oscillation between medical and moral theories of problematic substance use
etiology appears to have had more impact on the spatial management of individuals experiencing
problematic substance use than on treatment methods. Furthermore, the currently accepted
medical theory, chronic brain disease, does not adequately account for multiple aspects of
problematic substance use, particularly regarding the potentially role of the built environment in
problematic substance use etiology revealed in the Rat Park study.

The evidence collected in this chapter points to a need to examine the role of the built
environment in both the etiology and treatment of problematic substance use and to shift to a
model that has room for significant environmental influence. The remainder of this thesis is an
attempt to do just that. The first step, covered in Chapter 1.2, is to examine the typical way the
built environment is thought to intersect with the problematic substance use field: the architecture
of substance use.
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Treatment Methods, cont.
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1.2

Architecture of Substance Use: A Typical Understanding of the Built
Environment’s Role in Problematic Substance Use

As outlined in the previous chapter, there is a clear need to explore the role of the built
environment in both the etiology and treatment of PSU (problematic substance use) due to a
range of evidence regarding the role of spatial factors and a consistent spatial undercurrent in
the history of treatment. As a first step to exploring that role, this chapter examines the typical
manner in which the built environment is thought to intersect with substance use by analyzing a
range of architectural projects.

First, this chapter describes the method used to determine which projects were included for
analysis. Next, the analysis is presented,representing the nine project categories found (for a

full list of the projects included, refer to Appendix A). The typical understanding of the built
environment’s role in PSU is found to be a fairly shallow intersection, where the built environment
passively reflects the implications of the chronic brain disease model rather than engaging as an
active treatment partner.

METHOD

To examine the typical manner in which the built environment is thought to intersect with
substance use, the author searched two architectural literature databases, Avery Index and RIBA,
using the search term (addict* OR “substance use” OR drug* OR alcohol OR “substance
abuse” OR “substance misuse”). This returned in a total of 507 results, including several
duplicates. The author then examined the titles and abstracts for relevance and chose 51 to be
included in the final review. Additionally, two further projects found through the literature review
in Chapter 2 were included, bringing the total number of projects to 46 (see Appendix A for full
list). Criteria for inclusion were: a) the article must focus on a specific building or selection of
buildings; b) the article must approach the project from a primarily architectural perspective, rather
than a social or other sciences perspective; and c) the article must be written and/or captioned in
English.
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The earliest articles were published in 1968, and the latest in 2017. Most of the projects adhere
to the Treatment First model, although several espouse a harm reduction philosophy within

a Treatment First system. None of the articles included in this review specifically states that

a project it describes operates in a Housing First model; however, the Lyons building appears

in a case study report comparing several treatment programs, and is characterized as Housing
First there'. The lack of representation of Housing First programs could be due to the more
recent emergence of the model?, as well as to the fact that many of these programs do not have
dedicated buildings, instead renting market housing from landlords’.

Examination of the 46 projects found six well-represented project categories (defined as including
at least three projects, with most of these having medium- to high-quality orthographic drawings),
including Drop-In, Residential Treatment, Long-Term Supported Residential, Supportive
Residential Community, Theoretical, and Clean Up and Reclamation (see Figure 9). Three further

categories, Transitional Housing, Emergency Shelter, and Custodial Treatment, do not include

enough projects and/or drawings to allow generalization, but are
important enough in the Treatment First continuum to still be

examined. Drop-In %DyD_
ANALYSIS Program I_ ‘
C
As noted in the previous chapter, the idealized Treatment First Emergency /
model is a linear progression from a controlled environment to Shelter |i
an independent environment, yet the reality is a more complicated _
loop of treatment and relapse. Analysis of the projects included in Custodial #J"
) . o . Treatment I
this review reveals that the idealized conceptual progression of the Program
Treatment First continuum is reflected in the architectural design ]
of buildings at each stage. The progression from a controlled Teailemii /\
environment to an independent environment is symbolized spatially Treatment | R I
in two ways: a progression from supervision to privacy, and a Program
progression from isolation to integration. Long—Term /\\
SUPERVISION TO PRIVACY R | @I
Support
Projects located earlier on the Treatment First continuum tend Supportive /\
to have surveillance spaces built in to main residential areas. The Residential 4 ogw
surveillance spaces vary, including nurses’ stations, staff office Community |_I
space, of, in the case of the Custodial Treatment category, guard
stations. By contrast, projects later on the continuum, such as those Transitional /\
in the Long-Term Supported Residential category, will have office Housing l-l
spaces located adjacent to, but outside of, the program’s residential
spaces Theoretical
Interestingly, although located later in the Treatment First
progression, many projects in the Supportive Residential
Community category embody the supervision to privacy Clean-up and
progression internally through the provision of bedrooms. These Reclamation

projects have shared or dormitory-style bedrooms for new arrivals
to the program, and progress to the privacy of a single-bed room is
earned through treatment compliance.
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The provision of cooking and dining spaces also appears to be correlated the progression from
control to independence. Programs situated earlier in the Treatment First process tend to have
either cafeterias or communal kitchen and dining areas (aside from Drop-Ins, which mostly don’t
provide dining space). Those situated later in the continuum, intended to accommodate residents
who have demonstrated the ability to handle greater independence, often have at a kitchenette or
tull kitchen in each individual suite.

The exceptions to this rule are projects in categories that place an exceptionally high value on
community. The Supportive Residential Community category in particular has a focus on shared
kitchen and dining facilities. Additionally, the Long-Term Supported Housing category tends to
value community, often include a shared dining area in addition to private kitchenettes.

IsorATION TO INTEGRATION

Generally, the eatlier in the Treatment First process that a program is situated, the more likely it

is to be architecturally withdrawn; that is to say, rurally located, set well back from the property
line on a larger urban site, or utilizing high walls and minimal ground-floor windows on a smaller
urban site (Drop-Ins are again an exception). This trend is likely extension of the practice of
removing individuals experiencing PSU to inebriate asylums and inebriate or narcotic farms, and/
or the idea of the geographic cure as a retreat. Individuals who are further along in their treatment
journey are therefore either allowed or ready for, depending on perspective, re-entry into ‘regular’
society, and this is symbolized architecturally by more transparent buildings with active facades
(more and larger windows) that are generally located closer to the street.

This is particularly true of projects in the Supportive Residential Community category. Programs
in this category tend toward an active outreach and integration strategy, which is reflected in their
architectural form. The Supportive Residential Community buildings reviewed in this analysis are
exclusively adaptive reuse of existing buildings, perhaps due in part to issues of cost, and therefore
closely match their surrounding architectural context.

In addition to the more deliberate isolation described above as part of the early treatment process,
the Clean-up and Reclamation category revealed that isolation also occurs pre-treatment as a
striking example of the spatial effects of social stigma. Projects in this category are specifically
intended to displace individuals from a particular space without any consideration of where they
will or can go instead. Often this type of project will include what is known as hostile architecture;
elements specifically designed to prevent common behaviours of these individuals deemed
undesirable (such as sleeping on park benches). By explicitly excluding entire groups of individuals
from public spaces, these projects implicitly dehumanize those groups by excluding them from the
definition of ‘public’.

Mi1sSING AND UNDERREPRESENTED SPACES

Equally as important as the themes represented in the projects reviewed are the spaces that are
underrepresented or missing all together. In terms of project categories, Emergency Shelter
projects are published in architectural literature, but very few of these make any reference to PSU
and therefore are underrepresented in this review. This suggests that Emergency Shelters are not
being designed for the specific needs of individuals experiencing PSU. Housing First projects and
Custodial Treatment projects are also pootly represented.
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Within the project categories that are represented in this review, administrative or service-
provision spaces are typically poorly represented. These spaces are frequently located in buildings
or on floors separate from the kitchen, dining, bed, and bathroom areas provided for residents and
clients, and are either missing from the published orthographic drawing set or are represented in
significantly less detail. Even when administrative and service-provision spaces are located directly
adjacent to kitchen, dining, bed, and bathroom areas, they are typically represented as empty
spaces, lacking furniture or any architectural indication of the activities they are meant to contain.
One possible explanation for the poor representation of these spaces is that they are considered
architecturally irrelevant; square-footages to fit within a floorplate rather than design.

SUMMARY: A SUPERFICIAL INTERSECTION

The projects reviewed in this chapter demonstrate that architecture is currently understood to
play a role in the treatment and management of problematic substance use. However, this is

only a superficial intersection of the built environment and problematic substance use, where
the built environment is largely a passive medium, unconsciously reflecting the consequences

of societal value judgements and the ‘organizing metaphor’ of the chronic brain disease model,
rather than an active partner engaged to create specific effects. Furthermore, significant portions
of the spaces involved in the treatment and management of problematic substance use ate either
missing or underrepresented in the architectural literature. Therefore, in order to generate a deeper
understanding of the relationship between the built environment and problematic substance

use, the next chapter takes a step back and outlines the ways in which the built environment is
understood to impact wellbeing more generally.
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ﬁg%/\ CATEGORY 1 | DrOP-IN

2]

These projects are focused on providing some combination of non-residential drop-in
or daytime services such as a safe injection site, needle exchange, methadone program,
and education. There is often an aspect of harm reduction in the provided services.

Projecrs (SEE APPENDIX A): 5

¢ Children’s Institute, Inc. Burton E. Green Campus

¢  Creche, Senior Citizen Housing and Drug Dependency Clinic
¢ TFaro Rehabilitation Centre

*  Mentlvilla

* Kaleidoscope Project

CATEGORY CHARACTERISTICS

Urban | All but one of the projects reviewed in this category are located in an urban or
urbanizing area; Faro Rehabilitation Centre is located in a suburban area.

Part of a Whole | Projects are one portion of a larger building complex, with the
remaining building program primarily containing other services for people experiencing
homelessness and problematic substance use, such as residential treatment or
emergency shelter. The Creche, Senior Citizen Housing and Drug Dependency Clinic
project is paired with a creche (kindergarten) and seniors’ residence instead.

Separated, not Isolated | Drop-in programs tend to be separated from the other building
programs on site (separate entrance and/or located on a separate floor), but less isolated
from the surrounding urban context than projects reviewed in other categories, often
occupying the first floor when located in a multi-story building,

e 5 REPRESENTATIVE PROJECT | CRECHE, SENIOR
| i CrrizeN HousING AND DRuG DEPENDENCY
CLINIC

Location | 2 Jobstown Rd, Dublin, Ireland

- 1 .u.".fl l]'n"

T ';'f e

Project Completion | 2005

Architect | Henchion + Reuter Architects

This project was picked to represent the Drop-In category because its floorplan clearly
illustrates several key characteristics: 1) it is part of a larger building complex; 2) the
drop-in is separated from the rest of the building, in this case by a continuous wall
(denoted in Figure by the dotted orange line); and 3) located on the ground floor, it

is visually connected to the surrounding context via a fairly high number of windows
(denoted in Figure by the green triangles).

Figure 10 | Exterior Photo
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Site

Residential
Area

Clinic

Creche
Courtyard

Creche, with
Seniors’ Housing
above

Labelled Clinic
Rooms:

4 Office

8 Entrance

9  Methadone
Centre

10 Classrooms

11 Drop-in
Centre

Figure 11 (Iop) | Context Plan
Figure 12 (Bottom) | First Floor Plan
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CATEGORY 2 | RESIDENTIAL TREATMENT

Residential programs that provide time-limited treatment interventions in a professional,
often medical, setting,

/B:\ Projecrs (SEE APPENDIX A): 17

l'—l ¢ ARC West Treatment Center ¢ Gross Gllenicke Rehabilitation Centre

¢ Central City Lodge * Kaleidoscope Project

¢ Centre for Addiction and Mental * Lake Rotoehu National Alcohol and
Health, Redevelopment Phase 1 Drug Rehabilitation Centre

e Children’s Institute, Inc. Burton E. *  Phoenix Academy/Venice
Green Campus *  Rock Creek Center

*  Detox in Cornwall * Sid Martin Bridge House

¢ Emilichoeve * The Donwood Foundation

*  Faro Rehabilitation Centre * The House of Benjamin

e FPountain ¢ Women’ Alcoholism Center

CATEGORY CHARACTERISTICS

Privacy and Commnnal Living | Bedrooms in these programs are single, private rooms,
with the exception of the Women’s Alcoholism Center (designed specifically for
mothers and their children). However, dining is communal in all reviewed projects and
occurs in either a cafeteria or shared kitchen setting,

Institutional Character | Many of the projects reviewed are highly medicalized, with
hospital-like room layouts and strategically located nursing stations, while others give
the appearance of hotels or retreats. Day-to-day cleaning and maintenance are often
provided as a service.

Isolation | Buildings are either rurally located or, when urban, withdraw from their
surroundings through the use of setbacks, on larger sites, or high windowless walls on
smaller sites.

REPRESENTATIVE PROJECT | THE
DonNwooD FOUNDATION (Now
BerLrwoop HEALTH SERVICES)

Location | 175 Brentcliffe Rd, Toronto,
ON, Canada

Project Completion | 1966

Architect | John B. Parkin Associates

The Donwood Foundation is representative of more medicalized residential programs,
with single rooms located near to a nursing station and examination/treatment room.
Furthermore, the soiled utility & linen room indicates that day-to-day maintenance is
provided as a service to the residents. The building withdraws from adjacent medical
complexes and housing, oriented instead to the ravine of the river Don.

Figure 13 | Perspective
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Figure 14 (1op)| Context Plan
Figure 15 (Bottom) | First Floor Plan
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CATEGORY 3 | LONG-TERM SUPPORTED RESIDENTIAL

Residences for individuals who need ongoing support, including those with additional
diagnoses such as psychiatric illness or HIV/AIDs. The supports may be provided
exclusively for residents or may also serve the broader community.

Projecrs (SEE APPENDIX A): 7

/\ e Arveset Farm
@ e Multi-Focus Reception Centre, Apeldoorn
|_I * New Housing Prototype for Homeless
e NUVA/Easler House
* The Lyon Building
e Veiskillet, Housing for the Homeless
* 8NWS8

CATEGORY CHARACTERISTICS

Privacy and Independence | Residents are given private suites, including a single bedroom
and private bathroom and kitchenette. Additionally, staff and services are available on
site but spatially distinct from living suites.

Community | Common space is provided, including a shared eating space.

Urban vs. Rural Contrast | Building massing and public engagement reflect the urban/
rural divide: urban programs typically utilize a mixed-use building typology, with
services on the lower floors open to the wider community and residences located above,
while rural programs adopt a more introspective domestic or farming typology.

REPRESENTATIVE PROJECT | VEISKILLET,
HousING FOR THE HOMELESS

Location | Asvangveien 2A, Trondheim,
Norway

Project Completion | 2005
Aprchitect | Bard Helland

Veiskillet is a particularly clear example of the spatially symbolized privacy and
independence typical of this category: it has five self-contained residential suites,
complete with kitchenettes, with a staff office located in close proximity to but separate
from the suites. In addition to the kitchenettes provided in each unit, there is a shared
cooking and eating space located on the first floor. Finally, located on a suburban site,
the building has a modern-domestic architectural language and scale.

Figure 16 | Exterior Photo
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Figure 17 (Lop)| Context Plan
Figure 18 (Bottom)| Floor Plans

35



CATEGORY 4 | SUPPORTIVE RESIDENTIAL COMMUNITY

Supportive Residential Communities, also called therapeutic communities, provide sober
living in a community of peers who are also in recovery. These projects often include
some component of education, whether academic or trade, as well as adherence to

a 12-step or similar self-help program. Professional treatment is not offered on site.
Frequently, the communities are founded by an individual in recovery. Unlike the Long-
Term Supported Residential category, residents are expected to progress through the
program and eventually leave the site, although some later return as staff.

Projects (SEE APPENDIX A): 5

/\ e Belle Terre * Exodus House

- e Clean and Sober Living * Phoenix Career Academy

| I e Delancey Street Embarcadero *  'The Saman Community at Lenzi
Triangle

CATEGORY CHARACTERISTICS

Highly Communal, with Earned Privacy | Dormitories or shared bedrooms, shared kitchen
and dining, and large social areas are typical. In some programs, increased privacy (such
as moving to a private bedroom) is earned by adherence to sobriety and treatment,
internalizing the Treatment First progression within the program.

Architectural Integration | Regardless of location, the buildings are a normalized part of
the surrounding urban or rural fabric. All projects reviewed in this category are adaptive
reuses of existing buildings.

Participation in Placemaking | Several of the projects were renovated by the residents
themselves, and all put a strong emphasis on daily chores and maintenance as a part of

recovery.

REPRESENTATIVE PROJECT | CLEAN
AND SOBER LIVING

Location | 8938 Madison Ave, Fair Oaks,
CA, USA

Project Development | 1986-2004
Abrchitect | N/A

Clean and Sober Living is located in a series of typical neighbourhood houses in Fair
Oaks, California. The program contains three phases of the Treatment First continuum,
including one house dedicated to detoxification, five adjacent houses for the early

stage of recovery (Phase I), and a number of individual single-family houses scattered
around the neighbourhood for the later, more independent stage of recovery (Phase

II). Founded by an individual in recovery, the program gradually expanded over nearly
20 years. The largest house in Phase I was renovated so that the first floor is now
dominated by a set of interconnected community spaces that serve as the primary social
space for Phase I residents and as a gathering point for Phase II residents. Bedrooms in
Phase I houses are shared between at least two people; the privacy of a single bedroom
is only earned by graduating to Phase II.

Figure 19 | Exterior Photo

36



B AR T e e B PR 7
L aeore | L S v ST TP (.Y
?Guadwill <EI ] Y IL‘L "‘ e __i N
a‘tionXpress K] -- — 3 = e S .
Alsle1 :|: 4 o : Madison Ave : Madison Ave _.« - Madison Ave
j ! r‘.:D:,@{':he'\n'mn' == . 1 — e .
? g | % [ﬂ.. ...‘ .._-.' L. C . 7 ‘1 Slte
; g, 5 i 5 P ARG * ‘ . -
" E | o S R d t1 1
atds& +fE ' - = "!“- [_- - | " - '4» Aizla entia
e e [ 7 S— VincentAve .. ‘r"';“l‘r“"‘ = o i # “
Nc:arn Bag_rl | . . -h‘. ‘h = '.!-" ﬁ A‘!_ / :! ..*
Phase I: Phase II:
Detox Supervised Living Self-Supervised lelng
r — s St = S
_ MT"WH— W T
Single-family
o dwellings
:&—Q; scattered
throughout
T the
community.

Shared Bedroom

Interconnected
Community Spaces:
Central Gathering
Area for Phase I
Residents

SHARED
BEDROOHM

ol

Great Room
Accommodates
entire Phase I and
Phase 11
Community

Y Photo

Figure 20 (1op) | Context Plan
Figure 21 (Bottom) | Site Plan and First Floor Plan

37



CATEGORY 5 | THEORETICAL

Substance misuse treatment projects that were designed for competitions, theses, or
otherwise theoretical treatment programs. All were designed prior to 2000, all remain
unbuilt.

Projecrs (SEE APPENDIX A): 3

e A Treatment Center for the Catawba Indian Nation
e Drug Addiction Rehabilitation
e Drug Rehabilitation Centre

CATEGORY CHARACTERISTICS

Total Treatment | Each proposal frames the development as encompassing all aspects of
treatment required for a ‘cure’, with one containing the entire idealized Continuum of

Care in one development.

Spatial Congruency with a Linear Treatment Process | Of the three projects reviewed, two
do not reflect the linear Treatment First process in a spatial hierarchy. The third, Drug
Rehabilitation Centre, has a spatial progression from supervision to privacy much like
that of projects in the Supportive Residential Community category.

Unprogrammed Communal Space | All the projects group treatment and living spaces
around central shared areas whose uses are not fully specified.

REePRESENTATIVE PROJECT | DRUG
ADDICTION REHABILITATION

Location | 61 Whart Rd, London, UK
(unbuilt)

Project Publication | 1996

Architects | lan Tansley, David Haward,
and Emyr Dafydd

This project represents a total treatment
proposal, and is one of the two that does
not spatially reflect the linear Treatment
First process. The building complex is
centred around two loosely-programmed
community spaces.

Figure 22 | Model Photo
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Figure 23 (Iop) | Context Plan
Figure 24 (Bottom) | Elevations and First Floor Plan
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CATEGORY 6 | CLEAN-UP AND RECLAMATION

These are projects where marginalized individuals, often people who are using and/

or dealing substances, are seen to have ‘taken over’ a public or private space, thereby
making it dangerous. The spaces are then redeveloped with the goal of reclaiming them.
Most of the projects in this category are urban parks, while one project, Horatio West
Court, is a reclamation of two houses.

Projecrs (SEE APPENDIX A): 6

e (Cal Anderson Park

e Horatio West Court

*  Multi-Focus Reception Centre, Apeldoorn
e Park Platzspitz

*  Regrade Park

¢ St Anne’s Garden

CATEGORY CHARACTERISTICS

Success = Exclusion | Projects are considered successful when the dangerous, dirty, and/
m or criminal individuals using or occupying the space are removed and excluded, allowing

‘the public’ or ‘regular people’ to comfortably use the spaces again. Only one project,

the Multi-focus Reception Centre in Apeldoorn, provided services for the population

it was displacing. Designed as part of the overhaul of the city’s run-down harbour area,

the project took the novel approach of ‘cleaning up’ the area by providing services for
the marginalized population that it was displacing.

Spatial Expression of 1 alue Judgement | For the urban parks, fences and other defensive
strategies are used to narrow the definition of ‘public’ to a group of people who are
considered to be acceptable. For Horatio West Court, originally designed as a low-
income housing development, the project was considered successful when it ‘restored’
the buildings into high-end private dwellings.

Representative Project | St Anne’s
Churchyard Garden

Location | 55 Dean St, Soho, London, UK
Project Completion | 2010

Aprchitect | Architecture Ensemble

The main element of the renovation of St Anne’s Churchyard Garden is a carefully
designed fence. The fence controls access, limiting the times of day that the garden can
be used and thereby preventing ‘rough sleeping’. Furthermore, the fence was specifically
designed to prevent drug dealing, using a mesh with holes that are too small to pass
drugs through.

Figure 25 | Photo A
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Figure 26 (Top) | Context Plan

Figure 27 (Middle) | Site Plan Perspective
Figure 28 (Bottom Left)| Photo B
Figure 29 (Bottom Right)| Fence Section
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CATEGORY 7 | TraNsITIONAL HoUusING

For those who are ready for a step-down in support (either from intensive residential
treatment or a custodial treatment program). When directly associated with a residential
treatment program, graduation from intensive treatment to transitional housing is
earned through treatment compliance.

Projecrs (SEE APPENDIX A): 4

e Faro Rehabilitation Centre

* FPountain

* Hospitality Centre for Former Prison Inmates
*  8NWS (now the Richard L. Harris Building)

CATEGORY CHARACTERISTICS

Privacy and Communal Living | Similarly to the Residential Treatment category, reviewed
projects typically have private sleeping areas but shared kitchen and dining areas.

Urban | All but one of the projects reviewed in this category are located in an urban
area; Faro Rehabilitation Centre is located in a suburban area.

Aside from the above shared characteristics, there are a number of contrasting features

/\ in the projects reviewed in this category.

|‘| In two of the projects, Faro Rehabilitation Centre
and Fountain, the Transitional Housing is paired
directly with a Residential Treatment program.
In Fountain, the Transitional Housing is spatially [
distinct, but is not represented in the provided }|
floor plans and is only described as an annex |
containing ten bedrooms across two floors. From | d=
an examination of Faro Rehabilitation Centre floor [ | -
plans (see Figure 30), it appears that the Transitional o
Housing is not spatially distinct from the Residential Third Floor
Treatment: the project contains only three bedrooms
(outlined in red), and all three floors are connected I

. L . 1313 [13
by an open staircase (outlined in teal). 7l i el

T
| —-!

iniaiiisiaiaiii)

16

The Hospitality Centre for Former Prison Inmates . -

. . . . | WwFN 1411415 T
(see Figure 31, top) is not associated with any other | L SR B VAN B,
program, but appears very similar to the Women’s e p— = |
Alcoholism Centre (see Figure 31, bottom), a
Residential Treatment program, in terms of overall
architectural character and approximate ratio of staff
and treatment spaces to residential spaces.

Second Floor

The final project, SNWS8, contains both Transitional
Housing and Long-Term Supported Residential but
these are not delineated spatially. Instead, two types
of residence, single room occupancy and studio —
apartment, are offered based on income. First Floor

Figure 30 | Faro Rebabilitation Centre First to Third Floor Plans
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= Staff and treatment areas

2 3

Hospitality Centre for Former Prison Inmates: Floor plans 1-3 (of five: plans for upper two

floors, containing bedrooms, not in article).

CHILDCARE

£

Women's Alcoholism Center: Floor plans 1-3

Figure 31 (Top) | Hospitality Centre for Prison Inmates and Women'’s Alcoholism Centre: Floor Plan Comparison
Figure 32 (Bottom) | SNW8 Typical Single Room Occupancy and Studio Apartment Floor Plans
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CATEGORY 8 | EMERGENCY SHELTER

Temporary overnight accommodation.
Projects (SEE APPENDIX A): 2

e Multi-Focus Reception Centre, Apeldoorn
*  House in Innsbruck

CATEGORY CHARACTERISTICS

Only two projects for this category emerged in this review. This was in contrast to the
authot’s initial assumption that most, if not all, cities in Canada (and other developed
countries) would have at least one emergency shelter serving individuals who are
homeless, including those with co-occurring problematic substance use.

However, as noted in the previous chapter, analyzing the Treatment First model
reveals that on-site abstinence is typically a requirement of shelter entry. This suggests
a possible explanation for their lack of representation in this review: shelters are

not typically designed for the specific needs of individuals experiencing problematic
substance use. A follow-up search of the Avery and RIBA databases using the search
term ((emergency OR homeless) AND shelter) revealed the missing projects.

Figure 33 (Left) | Photo of Model, Multi-Focus Reception Centre
Figure 34 (Right)| Exterior Photo, House in Innsbruck
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CATEGORY 9 | CUSTODIAL TREATMENT

Specialized detention facilities providing treatment for incarcerated individuals
experiencing problematic substance use.

Projects (SEE APPENDIX A): 2

¢ Texas Department of Criminal Justice Thomas R. Havins Unit
¢ Correctional Treatment Facility

CATEGORY CHARACTERISTICS

Only two of these projects emerged in the review, limiting the ability to discern category
characteristics. However, they still have the following similar spatial characteristics:

Design for Surveillance and Control | Privacy
is limited or eliminated, and movement
restricted, through the use of typical
correctional architecture (eg. ‘pods’ of
cells arranged around a common area,
exposed concrete block walls). Their
designation as ‘treatment’ facilities
appears to be due to the additional
provision of space for educational and
counselling, rather than a modification
of correction architectural typologies.
Detention considerations appear to
outweigh treatment ones, with guard
stations in contrast to the nurses’
stations or staff offices found in
projects in the Residential Treatment #
category. I

Isolation | The Justice Thomas R. Havins
Unit is located in an isolated rural

area and surrounded by a fence. The
Correctional Treatment Facility is urban,
yet is largely set apart from residential
areas by a cemetery and a river.

Figure 35 (Top) | Lounge, Correctional Treatment Facility.
Figure 36 (Bottom) | Dormitory, Texas Department of Criminal Justice Thomas R. Havins Unit
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The fact is that the difference between a good building and a bad building, between a good town and

a bad town, is an objective matter.

—Christopher Alexander, The Timeless Way of Building

1.3

Wellbeing: The Influence of the Built Environment

The previous chapter examined the typical ways in which the built environment is understood

to intersect with the field of PSU (problematic substance use). In an effort to gain a deeper
understanding of the relationship between PSU and the built environment, this chapter steps
back to investigate the ways the built environment is currently understood as an aspect of more
general wellbeing. Research in this chapter is drawn from the closely-related fields of architecture,
urbanism, and planning. Together, these three fields constitute what I am calling the ‘practicing
spatial disciplines’ in order to differentiate the spatial fields that have a regular and significant

role in the physical construction of the built environment from those that do not (geography in
particular).

HistoRry

The idea that architecture specifically, or the built environment more generally, has an impact

on health is not a new one; in fact, it can be traced back at least as far as Vitruvius’ Ten Books

on Architecture'. Starting in the eatly 1900s, and particulatly during the post-WWII petiod, both
architectural modernism and environment-behaviour research advanced claims that good design
and the physical environment, respectively, could strongly influence human behaviour, even to
the point of largely determining it. This view was
called environmental determinism (see Figure 37)%

Environment In the 1960s, however, these claims came under

severe, criticism for overstating their case and

( Architectu re) lacking sufficient evidence. This led, in the case of

behavioural research, to it becoming something of

@ an anathema for researchers to theorize the physical

environment had azy clear influence on behaviour.
This attitude lasted well into the mid-1980s°. In
architecture, these same criticisms led to a reaction
B eh aVl our against the style of modernism and a parallel
damping of research into architecture’s influence on
behaviour. The damping effect in architecture was
Figure 37 | “A Model of the Deterministic less severe than in environment-behaviour research,
Paradigm [Environmental Determinism]” however, with research resuming in the mid-1970s*.
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Figure 38 | “Interaction Effects on Bebavior”

Subsequent research has thus been conducted with the understanding that the environment and
other influences, including choice, interact in complex ways to impact behaviour

(Figure 38)°. Furthermore, there is a greater understanding that the relationship between people
and the environment is reciprocal rather than one-directional: people also have a profound impact
on the built environment®. Even taking account this more nuanced understanding, research in
several fields has demonstrated that the built environment does indeed have measurable impacts
on human behaviour and health.

EVIDENCE ON THREE SCALES

The research findings can be roughly grouped into three scales: interpersonal, personal, and
intrapersonal.

INTERPERSONAL

The interpersonal scale refers to research into the physical environment’s influence at a social level.
At this scale, there is a strong set of architecture and urban design theory, practice, and research
around the design of good public and social spaces, much of this research originated in the 1960s.
Four key researchers and theorists in this area are Jane Jacobs, William H. Whyte, Oscar Newman,
and Jan Gehl.

Jacobs and Gehl found that wide sidewalks, short city blocks, open and engaging street-level
facades, and a mix of uses lead to positive social interaction, vibrant, walkable cities, and strong
neighbourhoods’. Newman found that an urban environment that lends itself to being ‘defensible
(i.e. one that is definable as ‘mine’ or ‘ours’) is physically and socially safer than an ‘indefensible’
one. His findings echo Jacobs’ recommendations of benign citizen surveillance or ‘eyes on the
street’™. Whyte also found that greater control over smaller spatial elements, such as movable
rather than attached furniture in public spaces, gives people the ability to better control their social
interactions’.

>

These findings are reinforced by the research of physician Humphry Osmond and psychologist
Robert Sommer. Osmond noticed that some spaces discouraged social interaction, while others
encouraged it; he called these sociofugal and sociopetal spaces, respectively'’. Together, Osmond
and Sommer set up a study in an effort to determine what elements made some spaces more
sociopetal, and then applied those findings to a geriatric ward at the hospital Osmond directed.
They arrived at essentially a combination of Newman’s defensible space and Whyte’s control over
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spatial elements independently of those two researchers. By adding small tables and a number

of chairs to the geriatric ward, they provided both a ‘territory’ to claim and the opportunity for
flexible interaction, and succeeded in revitalising the social life of the ward’s patients''. Whyte also
dove further into people’s use of public spaces and observed that people tend to sit or stand in
public squares in three main places: in the flow of pedestrian traffic, along defined borders, or near
objects'.

Furthermore, the scale of any given spatial environment has been shown to impact social
interactions, due to the limits of human perceptual abilities, including vision (Figure 39)". An
approximately 100 meters distance is the limit of people’s ability to see other people (Figure

40). Shouts can be heard starting at about 70 meters, while the outer limit of people’s ability to
perceive emotions is about 35 meters, improving significantly under 25 meters (Figure 41). Within
seven meters, “all of the senses can be used, all details experienced and the most intense feelings
exchanged”'*. Many of the most vibrant streetscapes are under 25 meters wide, keeping within the
distance at which people can comfortably perceive each others emotional states'.
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Figure 39 | “We can see peaple 100 meters/ 328 feet away, and if the distance is shortened, we can see a bit more.
But the experience only becomes interesting and exciting at a distance of less than 10 meters/ 33 feet, and preferably
at even closer ranges where we can wuse all our senses.”
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Figure 40 | “The ability to see pegple at distances up to 100 meters/ 382 feet is reflected in the dimensions of
spectator space for watching sports and other events.”

Figure 41 | “When emotion rather than motion is in the spotlight, 35 m/ 115 feet is the magic number. Used
in theatres and opera houses all over the world, this is the greatest distance at which andiences can read facial
expression and hear speech and song.”

PERSONAL

Moving to the personal scale, research intersecting the fields of architecture and medicine

looks at the impact of discrete factors on individuals’ psychology and physiology. Known as
Evidence-Based Design (EBD), this set of research is focused primarily on the context of acute-
care hospitals, although there has also been some investigation into mental health facilities and
educational settings'‘. The catalyzing study for EBD is generally agreed to be Roger Ulrich’s
landmark 1984 study ‘View Through a Window May Influence Recovery from Surgery’”’.
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EBD proved to be something of an antidote to the 60s-era criticisms of environment-behaviour
research. Studies in this discipline rigorously control for variables in order to tease apart what
effect various aspects of the physical environment have on health. Typically, these effects

are observed by measuring physiological data and/or health outcomes. By utilizing a method
well accepted as scientifically robust, EBD is able to demonstrate that the impacts it finds are
without question due to the physical environment'®. However, the corollary to this is that EBD
investigations risk ignoring more complex interactions in favour of simple, direct relationships
between single elements of the built environment and health outcomes, taking more of an
environmental determinism view".

Factors investigated by research in EBD tend to be focused in the following categories: reducing
disease transmission, reducing injury risk (such as from falls), reducing medical error, and reducing
patient stress”. Some of the most effective architectural moves, as summarized from Ulrich et. al.
2008, are:

Single-Bed Rooms | These reduce infections, improve patient sleep, privacy,
and social support while reducing staff stress.

Alccess to Daylight and Appropriate Lighting | This reduces medical errors, pain,
depression, and length of stay, while improving sleep.

Family Zone in Patient Rooms | This increases social support and reduces
patient falls.

Noise-Reducing Finishes | These improve patient sleep, privacy, and
satisfaction, and reduce both patient and staff stress.

Views of Nature | These reduce pain, length of stay, and patient stress.

Acuity-Adaptable Rooms | Rooms that can adapt to differing levels of care
reduce patient falls and medical errors, while increasing patient satisfaction.

While the above points focus largely on fairly straightforward, cause-and-effect influences of
architecture on health and healing, there have also been some investigations into more relational
influences of the built environment, including the construction of more than 20 Maggie’s Centres
in an effort to provide caring and healing spaces for patients undergoing cancer treatment”. One
of the relational influences found by EBD to have a positive impact on wellbeing is individual
control over the immediate environment. Complementing Whyte’s observations that people prefer
control over spatial elements, such as chairs, in order to carefully tune social interaction, multiple
EBD studies have found that the ability to control levels of privacy is an important spatial factor
of wellbeing™.

INTRAPERSONAL

Moving to the intrapersonal scale, that is, the internal cognitive and physiological mechanisms

of an individual, there is also a collection of research looking at how the built environment is
involved in perception and cognition. Termed ‘embodied’, ‘grounded’, or ‘situated’ cognition, it
“holds that much of what and how people think is a function of our living in the kinds of bodies
we do... [and] reveals that most — much more than we previously knew — of human thought is
associative and nonconscious”?. The intersection of neuroscience and architecture is a new field,
emerging primatily in the last fifteen years®.

51



Much of this research reinforces and explains the observations made at the interpersonal scale.
For example, in his seminal book The Image of the City, urbanist Kevin Lynch identified five factors
as crucial sensory cues that guide human wayfinding. Three of these, paths, edges, and landmarks,
echo Whyte’s findings on the intrapersonal scale; the remaining two are districts and nodes™.

Of the five factors identified by Lynch, multiple researchers in diverse fields have noted that
people like edges in particular, and “tend to stick to the sides” of any given space unless there

are specific elements of interest in the middle*. This edge-dtiven, ‘wall-hugging’ navigation trait

is found in many species and has a scientific name: ‘thigmotaxis’. This trait was first identified in
bacteria in 1897, and by the 1960s and “70s (when Jacobs, Lynch, and Alexander were making their
observations, although they did not use that term) it was being studied in earthworms and rats®’.
In 2007, nearly 50 years after first being documented by Jacobs and Lynch, thigmotaxis in humans
was fully recognized in the scientific literature®. The impact of the thigmotaxis trait is significant:
“when edge conditions are ill-defined, we instinctively go on alert...Clear edge conditions...can
release us from anxiety, [and] enable our subconscious construction of mental maps”*.

Neuroscience research has found that thigmotaxis and other spatial elements of perception

and cognition are governed by the hippocampus. This area of the brain contains a “diverse and
entangled network of cell types with distinct functions in spatial representation”, including ‘place
cells’, grid cells (arranged hexagonally, not rectangularly) and border cells”. These cells fire in
patterns that are directly associated with the spatial environment, “express[ing] current as well

as past and future locations” and responding strongly to boundaties or edges’’. Place cells in
particular “pull together all the sensory inputs we receive...they are responsible for assembling

all the bits and creating a multidimensional, multisensory image of where you are in space”? It is
clear from this research that the spatial environment has a profound impact on human perception
and cognition.

SIGNIFICANT EVIDENCE, LITTLE COHESION

An assessment of the existing research around the impact of the built environment on human
wellbeing reveals significant and growing evidence that the built environment does indeed have

an impact. There is evidence regarding what environmental elements contribute to happy, healthy
communities, and positive social identity”. Some research observes how we use spaces typically
and most comfortably®, while other research proves the direct impact of certain environment
elements on wellbeing and healing™, and still other research illuminates how the built environment
factors into our perception and cognition™.

However, while the evidence gathered from the practicing spatial disciplines resonates and self-
reinforces among all three scales, it is not integrated into a single cohesive framework. To find
this framework Chapter 1.4 looks to a spatial field much more closely tied to the social sciences:

geography.
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When environments provide opportunities and possibilities for making meaningful places, people
[Jind them intimate and feel ‘at home’ in them. Such places support the way of life of their dwellers,
and provide settings for emotionally charged, cherishable excperiences. Place in this sense, is that
which is attached and taken possession of, invested with meaning, and expresses the identity and
sense of well-being of a people.

—Ranjith Dayaratne, “Supporting People’s Placemaking: The Case of Support Housing
in Sri Lanka”

1.4
The Concept of Place

Chapter 1.3 found a range of evidence demonstrating the impact that the built environment

has on social relationships, health and wellbeing, and perception and cognition. However, the
evidence is not integrated into a single cohesive framework. Human geography (a branch of
geography more broadly) has, separately from the practicing spatial disciplines of architecture,
urbanism, and planning, developed a vein of research and theory connecting wellbeing and the
built environment. This vein is centred around place, a scientifically supported concept that bridges
multiple scales cohesively to describe the relationship between human wellbeing and the physical
environment'. Furthermore, it is well integrated with the body of psychology literature exploring
environment-based identity®.

Place “has geographical, architectural, and social connotations’, generating a vast amount of
thought in the Western tradition with a deep history in philosophy, phenomenology, and human
geography. However, it has proved difficult to pin down, and “is one of the trickiest words in the
English language, a suitcase so overfilled one can never shut the lid”. Therefore, the following is
intended as an overview of the concept of place, not an exhaustive review.

Place’s resistance to delineation has resulted in multiple definitions across several disciplines,
including “a space which has become totally familiar to us™, spaces that “have attracted and
concentrated our intentions™, “those units of expetience within which activities and physical
form are amalgamated’’, “a geographical space that has acquired meaning as a result of a person’s
interaction with the space”, and “a zone of experience and meaning’”. It has also been associated
with Heideggert’s concept of ‘dwelling’’, and the phenomenology (in philosophy, human
experience and consciousness, studied in the first-person by the process of living'') of Husser
However, despite the variations in detail, these definitions express a similar idea:

12

Place is a specific location in space that has become memorable and meaningful.
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MEMORY AND IDENTITY

As this summary indicates, memory is central to the concept of place. Memory is considered

to have a positive reciprocal relationship with particular spaces, and to be the cornerstone of an
individual’s identity". Places frame memories, giving them solidity and presence, and memories
frequently focus on a specific place or places'!. Reciprocally, it is the memory of “what happened
in a particular spot...and thereby changed it”" that marks a place. Because we remember, we can
talk about where we have been, where we are, and where we hope to go: highly place-oriented
language with which we situate our identity in time and space. As Edward S. Casey states: “It is
the stabilizing persistence of place as a container of experiences that contributes so powerfully
to its intrinsic memorability...we might even say that memory is naturally place-oriented or place-
supported”'.

This is more than just speculation. In 1965, the National Academy of Sciences-National Research
Council produced a report entitled “The Science of Geography’, which proposed avenues of
scientific research to take the concept beyond theory'”. In 2012, Lengen and Kistemann followed
up on the report’s recommendations in order to evaluate whether subsequent neuroscientific
research had substantiated the geographic concept of place. They found that neuroscience has
shown spatial processing to be intrinsically linked to perception, memory, orientation, attention,
and emotion, validating place as “a distinct dimension in neuronal processing”'®.

The geographical concept of place and its relationship to identity and memory have also been
taken up in the field of psychology, informing a vein of environmental psychology theory. Casey’s
assertion that place is a container of experience is supported by a growing body of research that
recognizes that place is in fact integral to identity”. There are several areas of theory relating
place and identity, of which Hauge® examines three theories in particular, each with differing
degrees of empirical support: place-identity, social identity theory, and identity process theory.

In her analysis of these theories, Hauge notes that the term ‘place-identity’ refers specifically

to the framework put forward by Proshansky ez /. (which includes five central functions for
place-identity: “recognition, meaning, expressive-requirement, mediating change, and anxiety

and defense function”), currently the least developed and supported of the three. However,

she proposes that the term ‘place-identity’ should not be discarded along with the theory, as it
succinctly conceptualizes complex relationships between self and the environment better than any
other phrase.

In the same way that it works to frame individual identity and stabilize memory, place also contains
social and collective identities, with landscape features, building traditions, and even buildings
themselves providing continuity over multiple lifetimes and helping to “trigger social memory”*.
The centrality of identity-as-place in both individual identity and social life is underscored by
geographer-philosopher Yi-Fu Tuan: “Identity of place is achieved by dramatizing the aspirations,

needs, and functional thythms of personal and group life”*.
THEORIES OF PLACE:

Within the broad similarities described above, differing theories of place can be grouped by
whether they approach place as largely positive, largely negative, or as ambivalent. Additionally,
there is disagreement over the meaning and utility of the term placelessness. Finally, the concept
of place in Indigenous North American cultures differs from definitions derived via Western
traditions.
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Prack aAs PosiTive: THERAPEUTIC LANDSCAPES, ENABLING PLACES, SALUTOGENESIS AND SENSE
OF COHERENCE

Much of the place and place-identity literature gives an underlying positive connotation to place.
This positive perspective has been further developed into several frameworks that conceptualize
socio-spatial relations and their role in maintaining “physical, emotional, mental and spiritual
health”*. Two of these concepts are therapeutic landscapes and enabling places. Therapeutic
landscapes examine the therapeutic properties of certain places®, while enabling places are
defined as sites that “[allow] discrete enabling resources to support health related activities”. A
third concept, salutogenesis, focuses on the factors that create health rather than those that create
disease”. Although this concept did not originally relate to place, it has since been incorporated
into the literature around place, identity, and wellbeing,

Therapeutic landscapes were initially conceived as “places that had achieved a reputation for
healing”?. This included locations many would consider ‘therapeutic’ or ‘restorative’ landscapes
alongside settings not normally labelled ‘landscapes’ hospitals, the houses of traditional healers,
and doctors’ offices”. Subsequently, this definition has been expanded to encompass “places
that [promote] well-being and [maintain] health™, with the aim of determining “the role
specific places play in generating or enabling the conditions necessary for wellbeing”?!. Further
extensions include, but are not limited to, consideration of ‘non-western healing landscapes’ and
‘everyday geographies™, the latter ultimately leading to Masuda and Crabtree’s assertion that
“the therapeutic potential of place is neither universal nor fixed, but is a relational construct, a
negotiation”.

Place is also considered relational, “an active and constitutive presence”, in the concept of
enabling places™. Cameron Duff draws on Rhode’s risk environments, Geslet’s therapeutic
landscapes, restorative places, enabling environments, and Bruno Latour’s Actor Network Theory
to eliminate the traditional dichotomy between subject (human) and object (environment),
attribute agency (the ability to effect change) to both human and non-human actors, and frame
health as an activity in itself . Duff considers the activity of health to be enabled through
resources created by networks of (human and non-human) actors, and divides these resources into
three categories: social, material, and affective. This categorization is intended to allow description
and analysis of what properties make a particular place restorative, or health-enabling, in order to
move beyond “psychological accounts of restorative experiences™®.

A focus on what enables health is also what led Aaron Antonovsky to coin the term salutogenesis”.
Although not linked to place, his definition of what enables health (what he called a sexse of
coherence) is strikingly similar to Duff’s definition of enabling places. Antonovsky proposed

that wellbeing originates in a sense of coherence comprised of three (3) components:
comprehensibility (“[believing] that the challenge is understood”), manageability (“[believing]

that the resoutces to cope are available”), and meaningfulness (“[being] motivated to cope”)*.

In this framework, whether or not an individual is exposed to stressors does not determine their
wellbeing, as exposure is inevitable. Rather, wellbeing is based on whether or not that individual is
able to cope with stressors®. Antonovsky proposed generalized resistance resources (GRRs) as the
mechanism(s) that allow an individual to manage stressors before they turn into unhealthy stress
(Figure 42) *. In Antonovsky’s conception of wellbeing as a spectrum from ease to dis-ease, rather
than a binary opposition between health and disease, stressors act as a force pushing individuals
into dis-ease. However, the stressors can be mitigated if individuals have access to GRRs (Figure

43).
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Since Antonovsky’s original development of the concept, salutogenesis has also been applied
directly to literature on place, particulatly where place has an underlying positive connotation*'.
Kearns, Collins, and Conradson® directly link salutogenic environments, therapeutic landscapes,
and enabling places.

PLACE AS AMBIVALENT: AFFORDANCES

While not directly related to the concept of place, the concept of affordances describes ideas with
significant parallels, particulatly to the concept of enabling places. Psychologist James Gibson
defined affordances as the opportunities, positive or negative, that an environment provides

to those who occupy it*. Gibson further elaborates, stating that different places have different
affordances, but that the affordances present between any one place and any one individual are
innate, and “[do] not change as the need of the observer changes”. In other words, an affordance
is a potential which may not always be perceived, but nevertheless always exists until either the
individual or the physical environment changes®. Urbanist Jan Gehl refers to the most obvious or

easiest to manifest affordances as ‘invitations™.
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Affordances and invitations also incorporate the idea of a complementary relational dynamic
between an individual and their environment*’. This dynamic eliminates the subject-object
dichotomy in a similar manner to the concept of enabling places **. However, unlike enabling
places, affordances and invitations can have both positive and negative implications for the
individual.

Prace as NEGATIVE: ISOLATION, DISLOCATION, NOSTALGIA, AND SOLASTALGIA

There are also veins of theory that frame the impacts of place as explicitly negative, although
these are less prevalent than those that frame places as positive. The previous definition of place
as specific location in space which has become memorable and meaningful could quite easily
describe something harmful, such as a particular space associated with a negative meaning or
memory. There are several terms which describe various kinds of negative places or negative
place-associations: Zsolation, dislocation, nostalgia, and solastalgia.

Isolation has always been both social and spatial, and “assumptions about what behaviour belongs
in which particular places” result in the separation of individuals and/or actions that are deemed
‘lesser than’, dirty, diseased, or deviant from the rest of society”. As stated by Richard Symanski,
quoted in Draus ez a/, “[f]or two thousand years one of the state’s primary methods of coping
with the visible manifestations of an immoral landscape - socially defined - has been zoning’:
controlling the social environment spatially”’. Whether the stigmatized ‘othet’ is subjected to
exclusion (from mainstream society) or inclusion (labelled as belonging to a particular group) and
dispersed (sent to an exterior spatial condition, exiled, removed) or concentrated (confined to an
interior spatial condition, detained) is dependent on which examples are being examined and from
which perspectives®. Regardless, isolation as the spatial management of the social realm frequently
involves physically moving or dislocating individuals or entire groups. This kind of spatial
management is clear in the history of PSU (problematic substance use) recounted in Chapter 1.1.

Beyond the common usage of being out of place or displaced, dislocation has been defined in
several different ways. Psychologist Bruce Alexander, who conducted the Rat Park study, uses the
term in an explicitly social sense to describe individuals who have poor, damaged, or broken social
relationships™. He sets dislocation in contrast to ‘psychosocial integration’, a term borrowed from
E. H. Erikson to describe individuals who have positive relationships with those around them.

B. Alexander posits that individuals do not function without a wider social context™. Conversely,
G. M. Breakwell defines dislocation with reference to individual identity, as when a “previous
location becomes irrelevant because the related aspects of identity are no longer salient” after a
relocation™. Although B. Alexander’s definition is not socio-spatial, the examples that he gives

of dislocation are. From the colonization of indigenous Canada to Orcadian fur traders in the
Canadian north, B. Alexander’s examples are highly spatialized, echoing Breakwell’s overtly socio-
spatial definition®. A key difference between the two definitions is that Breakwell’s use of the term
considers previous location (that was dislocated from) to become less important to an individual’s
identity over time, whereas in Alexander’s definition the original location remains important. A
third option, that Breakwell posits as an alternate to her definition of dislocation, is for a previous
location to become more important to identity after a move™, in ways that echo the concept of
nostalgia.

Nostalgia was originally considered a ‘place-based distress’ a potentially fatal psychosomatic
condition defined as “the melancholia or homesickness experienced by individuals when separated
from a loved home™’. More recently, however, the term has taken on positive connotations of

a sense of home and is considered to provide “positive sentimental attachments to a real or
imagined past” that are a psychological resource in the present™.
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As described above, the concepts of dislocation and nostalgia (particularly in its original definition)
both refer to negative impacts that occur when individuals or groups move between places, and
the concept of isolation also has a strong, although not absolute, implication of movement.

The term solastalgia, however, conceptualizes the distress that can occur without any physical
displacement whatsoever when a place changes more substantially and rapidly than an individual
is able to cope with”. Glen Albrecht coined the term in 2005, building on the eatly definition of
nostalgia. Although 1n1t1ally proposed to in response to the environmental degradation resulting
from open-cut mining®, it has since been expanded to refer to a broad range of negative
environmental shifts, 1nclud1ng disease epidemics and climate change®'. Subsequent research

has supported solastalgia as a framework for understanding the impact of rapid environmental
change®, with one study finding that “individuals from [mountaintop removal coal mining]-active
zip codes in Kentucky had 37% higher odds of accruing a depressive disorder diagnosis and 41%
higher odds of being designated with a substance use disorder”®. In the wider context of this
thesis it is important to note the connections that are already being made between the negative
connotations of place and PSU.

Prace AND THE LAND IN INDIGENOUS NORTH AMERICAN CULTURES

The literature discussed thus far has primarily focused on place in a Western worldview, yet the
concept of place has a deep resonance with many Indigenous North American epistemologies
(wotldviews, or ways of knowing). The ‘Native’ or ‘Indigenous’ worldview as described by Cajete®
encompasses the cosmologies of the first peoples of North America and is set in contrast to the
‘Western” (European-derived) worldview. Use of the terms ‘Native’, ‘Indigenous’, and “Western’
will follow this definition. These Indigenous cosmologies are all strongly grounded in place, often
referred to as ‘the land™®.

In an Indigenous worldview;, it is understood that every entity of the natural world has “its own
expression and way of the Spirit” and is a living soul, “an alive and ancestral entity”®’. This base
understanding leads to a sense of responsibility to the land and a profound awareness of the
interrelatedness of all things®. For the Indigenous nations inhabiting a particular landscape, each
entity who is part of their context also has a role in their creation story and/or an associated
ceremony or teaching. These stories, ceremonies, and teachings are continuously spoken and
petformed in acts of active remembrance®. Thus, the landscape is full of places: “personal and
tribal history made visible”®.

Within these overarching similarities, the worldview of a particular Indigenous nation will,
unsurprisingly, have more or less extensive differences from the worldviews of those around it.
Locally, the province of Ontario is home to First Nations from three primary language groups:
the Haudenosaunee (also called the Iroquois or the Six Nations), the Anishinaabe (Ojibwe/
Powawatomi), and the Nehiyawak (Cree). The Haudenosaunee are known as the people of the
Longhouse (Figure 44), while Anishinaabe and Nehiyawak share closely related cosmologies
(Figure 45 and Figure 46 respectively) centred around the Medicine Wheel™. The Medicine Wheel
is both a conceptual and physical place which concisely makes visible the complex relationships
between all things, roots all aspects of Anishinaabe and Nehiyawak life, and is explicitly reflected
in the architecture of these nations’.

The Medicine Wheel is visibly reflected in the plan and structure of both Anishinaabe and
Nehiyawak traditional dwellings: domed or conical circular structures built around a central fire
(Figure 47). The connection between cosmology and architecture goes even deeper than this,
however, with the entire process of construction performed as active remembrance. Offerings of
intention are made to begin the process, offerings of thanks are made as materials are collected,
and the teachings of the dwelling are recounted as it is constructed’. Thus, the dwelling is not
simply a shell to be filled with memories later, but is a place imbued with meaning and collective
identity from the outset.
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Figure 47 | Nebiyawak Encampment

P1LACE AND SPACE IN ARCHITECTURE

Of the place-associated terms outlined thus far, only a few have entered into architectural
discourse or been applied to building design. Fairly recent examples include application of the
concept of salutogenesis to healthcare architecture™ and architecture for psychiatric care™,
Golembiewski’s application of spatial affordances to schizophrenia treatment”, and Townshend
& Robert’s use of affordances in analyzing young people’s use of public parks™. The concept of
therapeutic landscapes has also been applied to healthcare design and building processes’”.

The broader concept of place has been explored within architectural discourse, but to a lesser
extent than in human geography literature. A key soutce is Dolores Hayden’s The Power of Place™,
which draws from phenomenology”, environmental psychology®, human geography®, feminist
geography™, and philosophy® to highlight the importance of spatializing the histories of
marginalized populations within the urban landscape of Los Angeles. Another source is David
Canter®™, who examines place from the perspective of an architectural psychologist. Canter studies
environmental perception and cognition, and establishes methodologies with which to identify and
organize ‘places’. Christian Norberg-Schulz, architect and theorist, is a third key source. Within

a larger theory of space, he defines places as “goals or foci where we experience the meaningful
events of our existence ... points of departure from which we orient ourselves and take
possession of the environment”®.

Beyond investigating the concept of place itself, architectural writers also conceptualize the
purpose of architecture in ways that echo definitions of place from human geography. Just as
Tuan postulates that “identity of place is achieved by dramatizing the aspirations, needs, and
functional rhythms of personal and group life”*’, Notberg-Schulz connects identity directly to
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architecture and the built environment, asserting that, “[a]ny society necessarily has a particular
‘structure’ which should find a corresponding physical frame”, and that architectural space is the
“concretization” of a shared image of our environment®’. Architect Juhani Pallasmaa arrives at
a strikingly similar phrase when he defines the task of architecture as “to create embodied and
lived existential metaphors that concretise and structure our being in the wortld”*®. The idea that
“emotions are often experienced, made understandable, and symbolised in architecture” also
occurs in human geography®’.

SracE AND HENRI LEFEBVRE

Returning to the working definition of place given at the beginning of this chapter, place is a specific
location in space which has become memorable and meaningful, reveals a second term that needs to be
defined: space. There is significant body of architectural theory which revolves around definitions
of space, explored in detail by Notrberg-Schulz’ book, Existence, Space & Architecture”. Broadly,
writing and discourse on space and place in architecture draws from philosophers such as Henri
Lefebvre, Michel Foucault, Gaston Bachelard, Maurice Merleau-Ponty, and Martin Heidegger.

Regarding the importance of space, Norberg-Schulz quotes Metleau-Ponty, who in turn is
channelling Heidegger: “space is one of the structures which express our ‘being in the world™
‘We have said that space is existential; we might just as well have said that existence is spatial” "'
And quoting psychologist Jean Piaget: “Space is therefore the product of an interaction between
the organism and the environment in which it is impossible to dissociate the organization of the
universe perceived from the activity itself’...space forms a necessary part of the structure of
existence”” This echoes the dynamic relationship between self and space and collapse of the
subject-object divide articulated by Duff and Gibson.

Lefebvre in particular is seen as a key source of architectural thought on the theory of space;

in the process of writing this thesis, the author received multiple recommendations to examine
Lefebvre’s writings. Similarly to Norberg-Schulz, Lefebvre saw space as an inseparable part of
human existence, “a complex social construction that affects social and spatial practices and
petceptions””. However, where Norberg-Schulz ultimately saw space as structuring existence,
Lefebvre contended, similarly to Piaget, that “[s]pace is not external to our bodies ... but rather
generated by them”*. Furthermore, Lefebvre argues that “social relations ‘have no real existence
save in and through space. Their underpinning is spatial .

This second assertion, that social relations are inseparable from spatial relations, in combination
with his first assertion that space is generated by our bodies, leads Lefebvre to conclude that
“(Social) space is a (social) product”™. Echoing Notrberg-Schulz’s contention that “architecture
is a human product which should order and improve our relations with the environment™”, space,
in Lefebvre’s understanding, space “encourages and discourages certain forms of interaction
and gives form to social structures and ideologies”: reciprocally shaping and shaped by social
relations®.

Lefebvre describes “three moments of social space”: spatial practice, representations of space,
and representational spaces, which are also known, respectively, as perceived, conceived, and
lived space”. Perceived space is physical, material space, while conceived space is how we draw,
wtite about, think about, and conceptualize space in order to communicate about it'". The third
‘moment’, lived space, is defined as “space as directly /Zved” and experienced, with all its meanings
and symbolism'"'. Without using the term ‘place’, Lefebvre proposes a reciprocal set of psycho-
socio-spatial relationships that mesh neatly with place and place-associated concepts outlined
above.
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PrLACELESSNESS

One aspect which has been significantly undertheorized in both architecture and geography,
however, is whether the term placelessness (that is, being no place or having no place) is a valuable
contrast to the concept of place. Linguistically this duality makes sense, but within existing theory
it is unclear what placelessness describes and there are serious reasons to doubt that humans can
experience a state of placelessness at all.

There is significant agreement among the writers quoted above that space is inextricable from
being, and that an individual can not experience spacelessness. As summarized by Canter: “One
cannot be a subject of an environment, one can only be a participant”’”. The question then
becomes whether a space can lack the meaning and memorability necessary to make it a place.
On this, theorists are divided; for example, Hayden critiques Relph’s use of the term as simply
describing a bad place, and Lefebvre sees meaning and symbolism as an inextricable part of space
as directly lived'”. It is also worth noting that all the place terms with negative connotations
outlined above are associated with spatial exclusion or change rather than ongoing inhabitation of
a consistent space.

Taking Lefebvre’s interpretation in combination with the fact that most (if not all) concepts of
place as negative are related to change or exclusion indicates that what is perceived as placelessness
in others is actually experienced in the self as repeated relocation, possibly chosen by but more
often imposed on an individual or group. Therefore, it may be more useful to consider an
opposition of negative and positive place rather than of place and placelessness.

Clearly this chapter has outlined how place can be considered positive, ambivalent, or negative and
has been strongly linked to individual and collective memory and identity and, when given negative
connotations, with PSU. Furthermore, place theory in human geography echoes writing on place
and space in architectural discourse, and architectural concepts of space, drawn from philosophy,
mesh with place and place-associated concepts. Finally, the contrast of negative and positive place
is found to be a more useful contrast than that of placelessness and place. However, this chapter
has yet to explore the process by which space becomes place.

PracemMakiNGg: How SpacE BEcoMES PrLACE

Given the definition of place as a specific location in space which has become memorable and
meaningful, it is fairly obvious that placemaking is then “the process by which a space in a location
is made meaningful to an individual or a group of people”'®. This implies a level of interaction;

a process of use and appropriation: as “[w]e personalize objects [and spaces], or as these objects
[and spaces] age under our care, they acquite special properties”'”. Thus, the definition of place
given at the beginning of the chapter can be extended:

Place is a specific location in space that has become memorable and meaningful, made by
those who interact with that space.

This definition allows for both positive and negative connotations of place (see Figure 48).
Interactions such as caretaking, creation, and personalization of spaces, as well as experiencing
positive events in certain spaces, will lead to the creation of positive places, while negative
interactions such as exclusion, rapid and/or massive environmental change, relocation, and the
experience of traumatic events will create negative places.
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Figure 48 | Placemaking can lead to both positive an negative connotations of place.

PARTICIPATORY DESIGN AS PLACEMAKING

An area of architecture theory and design where a process of placemaking (with the intention of
it being positive) has been developed and implemented is that of participatory design. Participatory
design is a process whereby the eventual occupants of a building give intensive input into the
design of the building, This differs from current methods of designing and building in Canada
(and the Western world more broadly), where the client is often a developer rather than the
building’s eventual occupants and where the design process has become the purview of a series
of professionals. This largely eliminates the ability of the general population to participate in their
built environment on more than a superficial level (such as paint colours, furniture, etc.).

Participatory design is, as noted above, far from the only method by which placemaking may be
achieved, However, it is powerful one. According to architect Ranjith Dayaratne, who studied
housing development in Sti Lanka ', the best way to cteate a built environment that effectively
mediates complex, subtle social relationships is to consider architectural plans as negotiation
tools and allow the “dwellers themselves ... to be the main actors of any healthy placemaking
process”!””. This has strong parallels to Indigenous practices of active remembrance, where
involvement in the dynamic process of making is as important to the outcome as the final form of
the building. Christopher Alexander also proposes a similar process in his 1979 book The Tinmzweless
Way of Building. To C. Alexander, people need to be able to negotiate and understand a collective
spatial language. Furthermore, they need to use that language to participate in the creation of the
built environment in order to create a healthy built environment and healthy societies'*.

Participatory design alters the role of the architect from the sole expert to “an enabler and
supporter of people’s own processes”, integrating the professional knowledge of architects with
the personal-level knowledge of those who will occupy the spaces '”. It is difficult to evaluate
precisely how widely such participatory design methods are currently applied, as there is not a
depth of research available in this area''’. However, Dayaratne’s studies strongly suggests that
participatory design is an important method of achieving placemaking.

SumMARY: THE CONCEPT OF PLACE 1S PERSISTENT, PERVASIVE, AND SCIENTIFICALLY
SUPPORTED

It is evident is that, despite its complexity, the concept of place, defined as a specific location in space
that has become memorable and meaningful, made by those who interact with that space, has consistency and
continuing resonance across time and between disciplines (including philosophy, psychology,
neuroscience, architecture, and human geography). Place has been validated as a framework that
bridges multiple scales cohesively to describe positive, negative, and ambivalent relationships
between human wellbeing and the physical environment, while the contrast of negative and
positive place is found to be a more useful contrast than that of placelessness and place.
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Furthermore, connections are already being made between negative connotations of place and the
literature around PSU (problematic substance use): solastalgia has been correlated with increased
rates of PSU, while the concept of dislocation is proposed to play a key role in the etiology of
PSU as a maladaptive coping mechanism.

Overall, the evidence summarized in Chapter 1.3 and this chapter’s literature on place complement
each other well. Chapter 1.3 described the significant and growing evidence that the built
environment plays an important role in human wellbeing, much of which relates to tangible
design moves and elements of the built environment at multiple scales that are known to promote
wellbeing, However, this evidence was found to be poorly integrated between sources and across
scales. By contrast, literature on place summarized in this chapter is strongly integrated across
scales, yet lacking in tangible suggestions for how the concept could be used to improve the built
environment. Therefore, before exploring and expanding on the connections between place and
PSU in Part 2, the Chapter 1.5 will propose an integration of the literature on wellbeing and the
built environment and the literature on place.
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[A] true functionalism could develop, depending not upon what architects believe human beings
should feel about the design of buildings, but upon the perceptions and needs of actual human
beings under the many differing conditions of their existence.

—Humphry Osmond, “Some Psychiatric Aspects of Design”

1.5

Place as a Cross-Disciplinary Framework

Place was defined in Chapter 1.4 as a specific location in space that has become memorable and meaningful,
made by those who interact with that space, and the concept has been found to be applicable wide range
of situations, including PSU (problematic substance use). There have been important attempts at
a definition of the constituent parts of place, but so far none of these has given a clear, practical
answer. Conversely, research from the practicing spatial disciplines of architecture, urbanism,

and planning has generated ample practical examples of ways the built environment can be used
to improve wellbeing, but lacks an overarching framework to provide cohesion. This chapter
proposes that, by merging both areas of research, it is possible to define a clear set of elements
and principles that make up place and define place as a practical, cross-disciplinary framework, for
understanding the role of the built environment in wellbeing,

BuUILDING THE FRAMEWORK

A key starting point in building an integrated framework is the concept of affordances, namely
that the built environment provides or suggests one set of potential actions or interactions,
precluding or hindering others'. For example, a park bench affords both the ability to sit and the
ability to lie down, unless arm rests are installed in the middle. This eliminates the possibility of
lying down comfortably, and is a hostile architecture strategy used to discourage individuals from
sleeping overnight. Affordances based in physical determinism have been fairly well understood
through the eatly study of environmental psychology and evidence-based design®. In addition,
however, there are also relational affordances, that include “social, cultural and psychological
meanings” and differ between individuals, communities, and cultures®. To return to the previous
example, the installation of arm rests in the middle of park benches has greater implications
than simply whether or not a person can lie down on them; it communicates a value judgement,
claiming the space for certain types of people and excluding others. This kind of affordance is
difficult to define because of its variation across cultures and over time, but it is no less important.
A cross-disciplinary framework of place must have room for both deterministic and relational
affordances, and be equally clear about both.
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As identified in Chapter 1.4, a corollary to grounding the concept of place in the built
environment is that the idea of ‘placelessness’ is not a productive concept?. The built environment
by definition exists in space, and always contains some kind of meaning (even if that meaning is a
negative one such as alienation, boredom, or hostility).

Setting aside the idea of placelessness in the current discussion, the next step towards describing a
framework of place is to intersect the concept of place with Antonovsky’s concept of health as a
spectrum and his description of a sense of coherence °. Chapter 1.4 has already shown that place
is a factor that either contributes to or detracts from wellbeing; therefore, in the new framework
place can be thought of as either a GRR (generalized resistance resource), place-positive, or as a
stressor, place-negative. Overlaying these on the same spectrum as Antonovsky’s health continuum
(Figure 49), place-negative is aligned with dis-ease while place-positive is aligned with ease and
wellbeing;

¢ Stressors | Generalized
| Resistance Resources
Di I Sense of Coherence
s-ease
Deterioration €+———t—+—+—+—0—+—+—+—+—+P Lasc
27N I _ Better Health
Place- > o
Decative. | | P
negative, [ hace-
é‘.’— \positive,
~.
| |
| |
©® = Degree of Wellbeing | |
| |
Place as a Stressor: | |
Lsolation | | Place as a resource:
Dislocation | | Therapeutic andscapes
Solastalgia v Enabling Places

Figure 49 | Antonovsky s Wellbeing Continunm Applied to Place

In the same way that GRRs contribute to ease and stressors to dis-ease, positive or salutogenic
elements of a place contribute to ease while stressor elements contribute to dis-ease. This
allows for individual places to have multiple contradictory effects, such as those places which
have an overarching negative meaning and yet still provide positive resources when examined
on an everyday scale®. This intersection also adds ‘space’ as a resource-containing category to
Antonovsky’s definition of GRRs (in red, see Figure 50).
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Figure 50 | Mapping Sentence Definition of Generalized Resistance Resources with Space Included

Based on the existing literature described in Chapters 1.4 and 1.3, it is possible to identify several
elements of a place that shift it more toward place-positive than place-negative. These elements
can be summarized in the following eight points:

Place-positive. ..

Frames collective identity’

Orders a wotldview®

Is sociopetal’

Frames individual identity'

Links past and present''

Organizes daily life'?

Allows control over the physical and social environment'
Provides resources necessary for daily life'*

e N

These eight points contributing to place-positive can then be grouped under the three

components that, according to Antonovsky, define a sense of coherence. This results in a detailed,
comprehensive definition of the properties of a salutogenic built environment (Figure 51, first two
columns).

However, these properties are still at a conceptual level, rather than constituting physical, spatial
principles or tactics that can be utilized to design and build salutogenic homes, neighbourhoods,
and cities. To achieve this, specific design principles found in Chapter 1.3 need to be integrated
into one or more of the eight properties of place-positive. During this integration process,

the author found it helpful to first group the eight properties into five themes (Figure 51,
column three): Connection, Continuity, Order, Efficacy, and Support. These themes mesh with
Antonovsky’s three elements to define a sen