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Introduction

The patient in the bed has almost become an icon for the real patient who
is in the computer. I've actually coined a term for that entity in the com-
puter. I call it the iPatient. The iPatient is getting wonderful care all across
America. The real patient often wonders, where is everyone? When are they
going to come by and explain things to me? Who’s in charge? Everybody
who enters the healthcare system becomes isolated—it is built into the very
infrastructure of the system. And, following from this, we can see that one
of the most helpful things we can do to improve the experience of bodily
impairment is to reduce that social isolation and vulnerability.

This apt description voiced by the medical doctor Abraham Verghese
in a TED Talk expresses a feeling that is palpable in wider society
(Verghese 2011). Various scholars have described the alienating effect
provoked by being in the hospital or in other care settings. A patient’s
sense of human belonging is likely to become vulnerable in an institu-
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tional context such as a hospital (Williams and Irurita 2004). This comes
on top of the already disconcerting effect of the disease itself (Alzhén
2011; Svenaeus 2011). Illness has essentially been characterized as an
experience of not feeling at home in the world or in one’s body (Toombs
2001a). Sveneaus describes the body as uncanny. He draws upon
Heidegger’s description of illness as unhomelike being-in-the-world, but
adds that the body will always remain our body. “The body is alien, yet,
at the same time, myself. Although it involves biological processes beyond
my control, these processes still belong to me as lived by me” (Svenaeus
2000). In this context, some authors state that features of contemporary
healthcare might add extra suffering and leave patients with feelings of
discomfort and even pain (Berglund et al. 2012; van Heijst 2011).
Suffering can be distinguished from physical pain in that in physical pain,
there can still be a sense of meaning and wholeness, while in suffering,
people feel disconnected from others and the self (Cassell 2001).
Humanization refers to practices that take the perspectives and values
of people who are part of the practice into consideration (Visse 2012). In
this chapter I will limit myself to the notion of space and its meaning for
the humanization of care. The influence of spatial aspects on patients’
well-being is described as crucial for more humanizing care (Galvin and
Todres 2013; Norlyk et al. 2013). The notion of lived space is usually
introduced referring to “the more” of the physical space: the felt and
experiential space (Norlyk et al. 2013). In Europe, over the last decade, a
lifeworld awareness has increasingly been applied to healthcare. Care
given from a lifeworld perspective could provide important ideas and
values that are central to the humanization of healthcare practice. This
lifeworld perspective is grounded in phenomenological philosophy,
which I will briefly describe in this chapter, followed by an examination
of how lived space is understood and illustrated by examples from empir-
ical research. Second, from a care ethical perspective, I will argue for a
broader notion of space that better reflects the practice of care. The life-
world approach remains focused on care as too narrow an interaction
between two people, the patient and the healthcare professional. Third, I
will explore the three-dimensional perspective of space as described by
philosopher and sociologist Henri Lefebvre. His view allows a shift in
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focus from the experiencing subject to social practice and changes the
object of analysis when studying the (de)humanization of care.

Phenomenology and Lived Space
Lifeworld

Phenomenology refers to a philosophical attitude towards the world.
“Phenomenology is the study of human experience and of the way things
present themselves to us in and through such experience” (Sokolowski
2000). In contrast to Western scientific thinking, phenomenology aims
to bring together polarities such as mind-body, subject-object, individual-
social and feelings-thoughts. The hyphens signify intertwining rather
than separation (Finlay 2011). This is why Merleau-Ponty describes phe-
nomenology as a science of ambiguity. There is always ambiguity and, in
a sense, indeterminacy, “precisely because we are not capable of disem-
bodied reflection upon our activities, but are involved in an intentional
arc that absorbs both our body and our mind” (Merleau-Ponty 1962).
Heidegger describes the impossibility of being disconnected from the
world by his concept of being-in-the-world. The lifeworld—Lebensweltr—
is the central phenomenological focus and portrays this lived wholeness
and inseparability. It denotes a meaningful whole that is both shared and
experienced by individuals from their own unique perspective (Heidegger
1998).

The issue of the lifeworld should be understood against the back-
ground of the advent of modern science; before then, people simply
thought that the world we live in was the only world there was (Sokolowski
2000). The project of phenomenology as started with Edmund Husserl
(1859-1938) was to show that the exact, mathematical sciences are
founded on the lifeworld and that they are transformations of the experi-
ence people directly have of things in the world. Husserl attempted to call
to mind that

the lifeworld (...) is always already there, existing in advance for us, the
‘ground’ of all praxis whether theoretical or extra theoretical. The world is
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pre-given to us (...) not occasionally but always and necessarily as the uni-
versal field of all actual and possible praxis, a lifeworld. To live is always to
live-in-certainty-of-the word. (Husserl 1970, p. 142)

The lifeworld is the beginning place-flow from which we divide up our
experiences into more abstract categories and names (Galvin and Todres
2013). Husserl did not question the value of modern science and his
work suggests that there is nothing wrong with concepts and scientific
theories as long as they refer to specific experiences and not just to each
other. Phenomenology as a research method is directed towards exploring
a human experience (a phenomenon) as it is lived through rather than
how we conceptualize, theorize or reflect on it.

In recent years, interest in phenomenology has increased in the domain
of professional practice (van Manen 2014). While in research primacy is
increasingly given to categories, numbers and averages that might obscure
the human dimensions (Galvin and Todres 2013), phenomenology can
offer “a bridge across the chasm between practice and research” (Finlay
2011). Although not everyone explicitly refers to the phenomenological
notion of lifeworld, Dahlberg, Todres and Galvin have done so. These
Swedish and British researchers have revisited Husserl’s notion of life-
world and describe in various papers how care led from this perspective
could provide important ideas and values that are central to the human-
ization of healthcare practice. Humanization refers to “those things which
make us feel more human” (Galvin and Todres 2013). They define eight
philosophically informed dimensions for the humanization of care: insid-
erness, agency, uniqueness, togetherness, sense-making, sense of personal
journey, sense of place and embodiment. The corresponding dimensions
of dehumanization are described as: objectification, passivity, homogeni-
zation, isolation, loss of meaning, loss of personal journey, sense of dislo-
cation and a reductionist view of the body (Todres et al. 2009). They
advocate a perspective of care what they call lifeworld-led care that should
be distinguished from patient-led or person-centred healthcare (Dahlberg
et al. 2009). Although they appreciate these perspectives that emphasize
the agency of patients, they question whether they encompass the kinds
of concerns and knowledge of patients. On the one hand, they argue a
consumerist and citizen model overly emphasizes personal or collective
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agency and self-authority and underemphasizes patients as “exposed” and
“vulnerable.” In this way, they are an opposite reductionist version of a
medical model that overemphasizes illness and underemphasizes the phe-
nomenon of human agency. They contend that when people become
patients, they want to be seen in both their agency and vulnerability and
feel unmet by interactions that emphasize one or the other. Because of
the space for ambiguity, a phenomenological lifeworld perspective can
address both dimensions of human existence.

Lived Space as an Existential of the Lifeworld

The lifeworld is something both general and individual as we live in a
shared world that we experience from our own unique perspective (van
Manen 2014). To understand is both to understand something of this
unique individual and the shared intersubjective horizons within which
any unique experience occurs (Galvin and Todres 2013). Heidegger dif-
ferentiates between the ontological that refers to the existential precondi-
tions of being human and the ontic, in which there are many uniquely
different individual and cultural ways of experiencing such ontological
structures. Phenomenological research aims to give snapshots of these
ontological structures, acknowledging that they always remain a part of
the whole (Hansen 2015). There are at least four ontological structures
described by various phenomenological philosophers that pervade the
lifeworlds of all human beings, regardless of their historical, cultural or
social situatedness. In order to not confuse these fundamental lifeworld
themes with the more particular themes (#he ontic) of certain human phe-
nomena that are studied in phenomenological research, van Manen
describes the fundamental lifeworld themes as “existentials” (van Manen
2014). Ashworth and Ashworth call them fragments to emphasize their
interlinking, interpenetrating meanings (Ashworth and Ashworth 2003).
Todres et al. use the words “constituents” and “dimensions” (Todres et al.
2007). They all refer to a conceptual framework that can be used in
research to describe human experiences in their holistic context. The con-
stituents of the lifeworld most commonly identified are lived time, lived
space, lived body and lived intersubjectivity. These four existentials are
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proven to be a helpful guide for reflection in the research process of phe-
nomenological questioning, reflecting and writing (van Manen 2014).

Lived space is thus considered an existential dimension of our life-
world. Unlike objective space, which refers to dimensions such as length,
height and depth, lived space refers to the perceptual experience of space.
This lived space is difficult to put into words and yet we know that the
space in which we find ourselves affects the way we feel. The huge space
of, for example, a train station may make us feel exposed and small, and
a nice and cosy restaurant lets us feel at ease. The typical (sterile) air we
smell when we enter the hospital can reassure us or instil fear. What this
lived space as felt space entails can best be illustrated by examples from
research practice.

Example 1: Lived Space for a Person with Alzheimer

Ashworth and Ashworth describe the lifeworld of a person suffering from
Alzheimer’s disease in an attempt to focus in a realistic way on what peo-
ple with dementia have rather than what they lack (Ashworth and
Ashworth 2003). In order to care well for a person with dementia, a carer
should become an informal phenomenologist and set aside his or her
own criteria of truth and reality and suspend the scholarly knowledge of
what dementia typifies. Instead, the carer turns his or her attention to the
actual activity and talk of the person in order to discover the meanings of
that person’s lifeworld. They describe how, for a woman with dementia,
space no longer radiates around her as the known and familiar or the
available-to-be-known. Some spaces may be experienced as boundariless.
There are, for example, no constraints of modesty or privacy. The woman
in the study is no longer able to rely on space, and a gate or locked doors,
for example, do not mean a boundary or threshold. “Naming a space may
no longer have the power to reassure — the label may no longer indicate
‘here’ versus ‘there.”” This boundlessness can present other difficulties.
People with dementia often become dizzy and disoriented. This may ren-
der some comfortable places awful and some strange places attractive. For
the person with dementia, the world is filled with objects that appear as
recalcitrant: the sock resists conformity with the foot, and the bracelet
stubbornly refuses to fit over her hand. There are situations in which she
is caught up in bodily intention, usually situations that call for dexterous
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action. The researchers give the example of a person whose arms are held
out for dancing and to which the person with dementia immediately
responds.

Example 2: MS and Lived Space

The philosopher Kay Toombs (2001b), who suffers from multiple sclero-
sis (MS) herself, describes how, for her, body physical space is oriented
space. Points in space do not represent merely objective positions, but
rather they mark the varying range of her aims and gestures. The narrow
passageway in which she has to move with her wheelchair represents a
“restrictive potentiality” for her body requiring a modification of her
actions. The dimensions of high and low also vary according to the posi-
tion of her body. From her wheelchair, the top three shelves in the gro-
cery store are too high to reach. To be a body is therefore to be tied to a
certain world. Lived space thus concerns the encounter with an environ-
ing world: a world of places, things and situations that have meaning for
living and consequently for health.

Linda Finlay describes the lifeworld of a woman in an attempt to elu-
cidate the existential impact of early stage MS (Finlay 2003). She shows
how the unity between her body and self can no longer be taken for
granted. With her arm desensitized and spatially dislocated, she has to
learn how to carry out everyday living tasks in new and unfamiliar ways.
She must look at her arm in order to see what “it” is doing. This provokes
a sense of bodily alienation. Also, she tries to keep her illness hidden from
others; this part of her identity needs to be a secret and only emerges
within her personal space when she is alone in bed at night.

Example 3: Lived Space in the Hospital

In my PhD study, I shadowed older patients during their stay in the hos-
pital. Shadowing is an observational method in which the researcher
observes an individual during a relatively long time. Central aspects of
the method are the focus on meaning expressed by the whole body, and
an extended stay of the researcher in the phenomenal event itself (van der
Meide et al. 2013). I have described the essential structure of their experi-
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ences of hospitalization as “feeling an outsider left in uncertainty” (van
der Meide et al. 2015). The use of the term “outsider” describes the feel-
ing of “not fitting in” and “not belonging to.” The hospital environment
plays a constitutive role in this experience and appears as an inhospitable
place. The opposite, a hospitable place, is a place where a person feels
comfortable, involved in his or her own way and recognized as a person
for whom the situation carries meaning.

Although the older patients experience the hospital as safe in certain
respects, they do not feel at ease. The proximity of hospital staff provides
reassurance that the physical state is being monitored and that help is at
hand in case something goes wrong. However, the sense of safety seems
strictly limited to their body in a physical sense. The observations show
that hospital staff typically enter the room for a specific purpose: for
example, to draw back the curtains in the morning, to take a blood pres-
sure measurement or to shower the patient. Most of the conversations
between care professionals and the older patient are functionally oriented.
I witnessed many moments of self-talk in which the older patients were
struggling aloud with their wishes and carefully evaluating them. Having
the impression that care professionals are busy (“they continuously walk
back and forth”) seems to make the older patients reluctant to express
their needs. They don’t want to be a burden for the nurse. Difhdence
about using the hospital button is an example of this ambiguous safety.
On the one hand, the older patients know it can be used when nobody is
around and help is needed, and on the other hand, they are uncertain
about what they should use the bell for. Despite being constantly sur-
rounded by many care professionals, the older patients feel alone when it
comes to figuring out how to deal with the situation and much of their
concerns and uncertainties remain unexpressed, although they would
prefer it otherwise.

Consideration

What the foregoing shows is that space is not merely experienced from
within, but that it has a profound impact on practices in the hospital and
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daily life by determining actions and behaviours. That is due to a number
of features of space. Firstly, space shapes and alters identities. The meaning
of MS is partly constituted by the space in which a person with MS
moves. Also, space may include and exclude. Some people may feel com-
fortable and at ease in a given space, while others feel lost and alienated.
This is eloquently described in the first example of the person with
Alzheimer. Finally, space creates possibilities and imposes restrictions. Literal
space configures possibilities for movement and action, as we have seen in
the example of Toombs. If one is impaired and wheelchair bound, only
surfaces that are accessible are conducive to this conveyance. The experi-
ences of the older patients show that lived space is also related to auton-
omy and that it has relational meanings. The hospital appears as a closed
space for older patients, rather than an open space that invites activity
and involvement. The patients’ worlds are thus not only objectively
smaller as they are confined to the hospital bed or a chair but also subjec-
tively contracted.

Space as an Active and Social Process
Care as a Practice

Care ethics has stressed the centrality of caring for human life as a prac-
tice. Within care ethics, care is not seen as an isolated act or a set of
actions that just occurs between the patient and the healthcare profes-
sional. Indeed, care is not given in a societal vacuum. Society as such and
politics in particular bring intentions and expectations to the matter of
care giving, its institutions and its funding (Vosman and Baart, 2011).
Since caring always involves power, it is political at every level (Tronto
2010). All kinds of other institutional incentives, such as market-
orientation, accountability, cost-reduction and technologization, play an
increasing role in the hospital, and consequently have implications for the
healthcare professional-patient relationship (Vosman and Baart 2008).
As sociologist Andrew Sayer has noted, the dominant logic of systemic
rationality changes the basis of our institutions. “Many of us are all too
familiar with the rise of audits and the imposition of standardized proce-
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dures on activities which seem to defy standardization. Supposedly, these
provide rational systems for organizing and assessing the performance of
individuals and institutions” (Sayer 2011). Consequently, care can be
understood as a practice that takes place in a complicated interplay of
people, actions, artefacts (taken for granted) modes of knowledge and
organizational structures (beyond the hospital as institution). A practice
perspective implies that an issue can only be solved to some extent if one
takes a sufficiently large perspective (a cut-out) and simultaneously
addresses the question at different levels (Baart and Vosman 2015). The
cultural anthropologists Gibson and Olarte Sierra show that hospital
beds can be understood as spaces that are constituted through meaning
and practice as political, socio-economical, cultural and social. The hos-
pital bed might appear as an administrative space, a space of discipline
and medical surveillance, but also of self-surveillance (Gibson and Olarte
Sierra 2000).

Empirical studies performed from a lifeworld approach are predomi-
nantly focusing on the patient perspective. They state that descriptions
offered by a lifeworld perspective revealing the experiences of those in
need of care can make a difference to the deepening of emphatic under-
standing in readers and practitioners (Galvin and Todres 2013). The life-
world perspective approaches care as an interaction between two people:
the patient and the healthcare professional. The conceptualization of
lifeworld-led healthcare includes an articulation of three dimensions: a
philosophy of the person, a view of well-being and not just illness and a
philosophy of care that is consistent with this. What is missing is a con-
textual and political dimension. Karin Dahlberg has emphasized that
phenomenology is not studying the individual, but is studying how a
particular phenomenon manifests and appears in the lifeworld, and this
always already includes the social world (Dahlberg 2006). However,
many phenomenological researchers tend to isolate the phenomenon
under study from the context it is lived in by focusing too narrowly on
individual experiences. This applies in particular to psychologically ori-
ented phenomenological research. The social and political context usually
plays an important role at the beginning of the research, in providing a
rationale for conducting the study, and at the end, when the results are
reflected upon. But throughout the whole research process, such as when
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choosing a particular method, while collecting the data and in the analy-
sis, the context often receives little attention, as the focus remains on the
individual experience.

Space as a Social Product

Henri Lefebvre (1901-1991) was a French philosopher and sociologist
engaged with existential ideas (Elden 2004). In his prolific career, Lefebvre
wrote more than 60 books and 300 articles covering a wide range of top-
ics. In his work, Lefebvre shows an interest in the dialectic and he tends
to work with three terms rather than the dualism of the two. He con-
ceives the three as affecting each other simultaneously, without prioritiz-
ing one term over another. Instead of searching for a transcendence, a
synthesis or a negation, he studies the continual movement between
them. Lefebvre has written about space in 7he Production of Space
(1974/1991). In this book, he argues that space is a social product, or a
complex social construct (based on values and the social production of
meanings), that affects spatial practices and perceptions. “(Social) space is
a (social) product [...]; the space thus produced also serves as a tool of
thought and of action [...] In addition to being a means of production it
is also a means of control, and hence of domination, of power.”
Although his work is complex and not about care practices, some of
his insights might be helpful to better understand the meaning of space
for humanizing healthcare. Lefebvre criticizes the binary notion of objec-
tive and lived space for still starting from the subjectivity of the ego.
Lefebvre aims to a materialist version of phenomenology in which the
epistemological perspective shifts from the subject that thinks, acts and
experiences to the process of social production of thought, action and
experience. According to him, space is fundamentally bound up with
social reality. Space does not exist “in itself”; it is produced. Lefebvre
proceeds from a relational concept of space and views space as a social
product. This calls for an analysis that would include the social constella-
tions, power relations and conflicts relevant in each situation. This would
also imply the shift of the research perspective from space to processes of
its production; the embrace of the multiplicity of spaces that are socially



276 H. van der Meide

produced and made productive in social practices; and the focus on the
contradictory, conflictual and, ultimately, political character of the pro-
cesses of production of space.

How is (social) space then produced? Key to Lefebvre’s theory is the
view that the production of space can be divided into three dialectically
interconnected dimensions: the perceived (pergu), the conceived (congu)
and the lived (vécu). All three concepts denote active and at once indi-
vidual and social processes.

Human beings do not stand before, or amidst, social space; they do not
relate to the space of society as they might to a picture, a show, or a mirror.
They know that they Aave a space and that they are in this space. They do
not merely enjoy a vision, a contemplation, a spectacle — for they act and
situate themselves in space as active participants. (Lefebvre 1991, p. 294)

The first dimension is the perceived. Evidently, perception depends
upon the subject: a patient does not experience the hospital in the same
way as a medical doctor. Nevertheless, Lefebvre’s attitude towards the
phenomenological version of perception is quite sceptical. Therefore, he
combines it with the concept of spatial practice in order to show that
perception not only takes place in the mind, but that it is based on a
concrete, produced materiality. The complex spatial organization of prac-
tices shapes perceived spaces in, for example, households, neighbour-
hoods and in hospitals. This is the physical dimension of space. Second,
space cannot be perceived as such without having been conceived in
thought previously. It refers to our knowledge of a certain space that is
primarily produced by discourses of power and ideology constructed by
professionals, researchers, policymakers etc. Space presumes an act of
thought that is linked to the production of knowledge. This is the mental
dimension of space. The dimension of lived space denotes the world as it
is experienced by human beings in the practice of their everyday life. On
this point, Lefebvre is unequivocal: the lived, practical experience cannot
itself be exhausted through theoretical analysis. There always remains a
surplus, a remainder.

Lefebvre’s theory of the production of space identifies three moments
of production: first, material production; second, the production of
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knowledge; and third, the production of meaning. Space is to be under-
stood in an active sense as an intricate web of relationships that is con-
tinuously produced and reproduced. When we approach space as
something that is produced, rather than just something that is experi-
enced by individuals, the object of the analysis should consequently be
the active process of production.

Conclusion

What can be gained from such a three-dimensional perspective of space
when studying the (de)humanization of hospital care? The Norwegian
philosopher Kari Martinsen (2006) has described the hospital as a public
house that expresses a common order. This order expresses in its turn that
which has been valued in society. She speaks about the battle for the
spaces and the tension between the rooms of the hospital as spaces in
which to dwell and spaces in which to be disciplined. Dwelling refers to
the feeling of belonging and being safe, and it concerns a shared space,
while a disciplined space refers to a means of control and domination. In
this context, she distinguishes two ways of seeing by the healthcare pro-
fessional, which she calls the perceiving eye and the recording eye.
Perceiving should be seen as a participating way of looking at the other
and allows the other, who is often not known, to emerge. Perception is a
fundamental openness towards the other, and it is the patient who has the
initiative to show what is of importance. In perceiving, there is a unity
between the one who perceives and that which is perceived, and it puts
the healthcare professional and the patient in a common world. It thus
goes deeper than having good communication skills and requires an open
attitude on the part of the healthcare professional. Indeed, a good health-
care professional should not only hear what is explicitly asked for but
should be sensitive to implicit appeals (Vosman and Baart 2011).

The second way of seeing Martinsen describes is recording. While per-
ceiving occurs within a relation, recording takes place from an outside
position. The “eye” of the healthcare professional is then busy with look-
ing for and abstracting common characteristics to organize under an
already defined concept of classification. It abstracts from the concrete
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context. The origin of the verb “to diagnose” refers to this analytical scru-
tiny that abstracts from all the details that might obscure a clear view (van
Heijst 2011). Diagnosis means looking #hrough something instead of
looking ar someone. This leads to a specific understanding of the situa-
tion. Evidently, many diagnostic tools and screening instruments have
greatly contributed to the progress that medicine has achieved since the
seventeenth century. However, we should not ignore some of the conse-
quences of this view, of which one is the nature of space that is produced
by such an approach. Over-emphasis on diagnostics and guidelines guides
the physical and the mental dimension of space in a certain direction,
following the dominant ideology of society and politics. Also, the logic of
the market, for example, requires that doctors do not spend any time
with the patient that is not being paid for.

An increased interest in the dimension of space in care can be observed.
The dominant objective of contemporary hospital architecture is to cre-
ate a “pleasant and sustaining environment.” Hospitals do everything
possible to resemble a hospital as little as possible. One may notice this
already when one enters the hospital. Although the hospital has always
been a public space, this has acquired another connotation in recent
years. The ground floor of hospitals increasingly looks like an extension
of the city centre, with interior streets and commercial facilities, ATMs,
bars and hairdressers. This has been called the “malling” of the hospital
(Fiset 2006). Healing architecture draws upon research that shows that
environmental elements such as natural light, a view of nature, less noise
and subdued colours produce positive patient outcomes and reduce
stress. Single-patient rooms not only create a quieter hospital stay and
increase privacy but also reduce patient transfers and the risk of infection.
A family zone where family members may stay overnight helps patients
feel less alone. A quieter environment may also help staff perform their
duties with fewer medical errors. In order to determine whether these
developments are good examples of humanized care, a thorough analysis
is needed. The three-dimensional perspective of space, as described in this
paper, may provide a guide for such an analysis and can illuminate care as
a practice that is always social and political, but at the same time lived out
in the lifeworld. It offers a lens to look at, reflect on and enhance care
practices. Also, studying the dynamic interplay between the dimensions
enables a better understanding of spatial vulnerability.
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