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Abstract: Self harm
1
 has become increasingly prevalent in society and across cultures and although it is 

now widely accepted that it is separate from suicidal intent, it still remains a very ambiguous mental 
health condition. It is suggested that individuals who self harm have a particular relationship to 
architecture through spatial layouts.

2
 The rearranging of a spatial layout

3
 is found to be confronting by 

individuals who self harm, and is avoided in order to circumvent having to face personal issues and 
concerns which are brought to the surface by this rearranging of physical space, yet may also be a 
platform for therapeutic healing and the development of agency. Several research threads from clinical 
literature are discussed and posed as potential explanations for why these particular users have such an 
experience relative to the built environment, and why the built environment can also be a catalyst for 
change and healing for thus become part of a therapeutic process. A key finding is the ambivalence of 
spaces that provoke, confront and heal simultaneously. Design initiatives are suggested which explore a 
sense of agency as part of a therapeutic process, and further research avenues identified. 
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1. Introduction 

Many patients who self harm are not satisfied with the mental health care they receive  and experience 
negative reactions and behaviours from clinical staff (Taylor et al., 2009). This can serve to exacerbate 

                                                           
1
 Self harm is defined within this research as the physical harming of the body without suicidal intent.  Self 

harm usually involves self-cutting or burning of the skin, but may include other methods of injuring the body tissues.  
More broad definitions of what may constitute self harm, such as eating disorders, tobacco smoking, alcohol abuse, 
or some forms of tattooing, are correlated but clinically separate conditions, also conditions such as depression, are 
not included in this research. 

2
 This was deduced following a pilot study of interviews with individuals who have self harmed. 

3
 ‘Spatial layout’ in the context of this paper is defined as the physical layout of an interior space, inclusive of 

non-fixed objects and items of personalisation which may also be present. 
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self harming behaviours (Slinn et al., 2001). Self harm is also noted as a condition particularly resistant 
to treatment (Horrocks and House, 2010; Ougrin and Latif, 2011) and studies note “the enormous gap 
between national recommendations and current service provisions”(Slinn et al., 2001). Thus, the built 
environment is a potential avenue to explore in contribution to the treatment of self harm (Liddicoat, 
2010). 

There is a considerable body of literature affirming links between mental wellbeing and good design 
practice. A search of the Avery database indicated there were 949 articles written about mental health, 
a search of the Medline and PsycINFO databases revealed 272 articles which linked mental health to the 
built environment or environmental design. Evaluations of specific design interventions have shown that 
good design of a hospital’s environment leads to better clinical outcomes and less stress for the users, 
both patients and staff (Berry et al., 2004; Ulrich et al., 2004). Research also links environmental aspects, 
such as landscaping or natural elements, to the reduction of stress and the promoting of recovery from 
illness (Ulrich et al., 2006). Researchers have found that restorative environments have the potential to 
reduce stress and anxiety and promote wellness (Ulrich et al., 1991; Ke-Tsung, 2003), and these 
“restorative influences of environments manifest themselves in emotional, physiological and cognitive 
responses of humans”(Ke-Tsung, 2003).   

The environment is of vital significance for those in treatment for mental health conditions as 
“people are not always consciously aware of the patterns of behaviour and the subtle interplay between 
experiences and environmental features”(Myin-Germeys et al., 2011). Further, studies have also linked 
various aspects of the environment to the onset of symptoms (Ellett et al., 2008; Collip et al., 2011) and 
where opportunities for environmental engagement with the world or environment do not exist, studies 
demonstrate this lack of engagement results in a reduction in mental wellbeing (Blanchard et al., 2010; 
Messinger et al., 2011; Myin-Germeys et al., 2011). 

Fieldwork conducted by the author found that for individuals who self harm the rearranging of 
spatial layouts, particularly those correlated with spaces of safety, privacy or refuge, was extremely 
confronting. 

“My ideal space is my office – I go there if I am under pressure, feeling under pressure… 
My office is my safety zone – it’s my personal space. I like peace and quiet. I don’t close 
the door too much [however]; I like to watch out for him [my husband]” (Self harmer, 
2015, Personal communication). 

Upon further investigation however, it seems that the orderliness of the office is in fact a negative 
trait, and that she would like to have flexibility in this space, and messiness, yet this was also quite 
confronting from a therapeutic perspective. Poignantly, she remarks on her office layout: 

“I feel that if I have to change how my office looks then I have to change a part of my life 
that could take me deeper. So sometimes I keep it as it is, so I don’t get deeper into 
darkness” (Self harmer, 2015, Personal communication). 

This is suggestive that a flexible layout and a disorder of arrangement enables a sense of freedom, 
and is desirable, yet is also confronting as the modulation of these spatial aspects involves a 
consideration of the inner self and inner emotions, which is confronting. 

This paper seeks to explain the implications of rearrangement of a spatial layout, considering 
research threads from clinical literature which are discussed below and posed as potential explanations 
for why these particular users have such a confronting experience relative to the built environment. 
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These include three broad notions.  Firstly, body movement/postures in relation to therapy and mental 
wellbeing, which forms part of engagement with a built environment; secondly, an inability to verbalise 
through language means, meaning the body becomes a vehicle for communication; and thirdly, problem 
solving abilities and sense of control, which may be articulated through physical space, relating closely 
to a sense of agency. Each notion is considered with relevance to the built environment and following 
this, potential future research directions are suggested.  

2. Body movement 

Body-centred strategies have links to therapeutic practice. Viewing muscular tension as a manifestation 
of emotional conflict, psychoanalyst Alexander Lowen created body postures to evoke and relieve stress 
(Lowen, 1958). The growing interest in the field of movement therapy has led to a variety of therapeutic 
approaches using bodily engagement as a primary means of intervention. The key driver behind such 
therapies is the notion that “body movement reflects inner emotional stages and changes in movement 
behaviour can reflect changes in the psyche”(Levy, 1988). Further, and importantly for individuals who 
self harm, for whom an underdeveloped sense of self is a diagnostic characteristic (Pembroke, 1996; 
Horrocks and House, 2010), “by bringing her attention into specific areas of the body, the client begins 
to develop a less diffuse sense of self”(Simonds, 1994). 

The notion that an individual who self harms may find the rearranging of a room confronting, as it 
leads to an exploration of internal issues and aspects of the self, may be related to the body movement 
itself. In therapeutic treatment where the body is particularly entwined in the mental health issue being 
addressed, such as self harming or sexual abuse trauma, the body becomes a focal point in the therapy. 
As Simonds explains:  

“simply being still and focusing inward on the body may be difficult… [patients have a 
tendency to have] used elaborate defences to avoid feeling and noticing the body, such as 
dissociation, intellectualisation and denial… [they may also] experience flashbacks when 
they become relaxed or loosen their hypervigilance on external stimuli”(Simonds, 1994).   

This notion is reinforced by fieldwork conducted by the author. The notion of sensation seeking was 
evidenced in the interviews and found to be very important. “Anyone who self harm’s doesn’t feel it – 
they’re all the same – you never feel the self harm” (Self harmer, 2015, Personal communication).  
However, high sensory stimulation can prevent her from self harming. Further, such reconnection with 
the body “helps bring you back to the present, but also gives you access to memories and things.” This 
bodily engagement with physical environments is stated as important, as:  

“Engaging with the senses can also be an escapism, and be fully present but also to escape 
from the overbearing nature of the psychiatric unit and the intensity of that, so it allows 
you to be present and in your own body but also to escape from the physical environment 
which is so intense, yes, absolutely” (Self harmer, 2015, Personal communication). 

So although confronting, developing a connection with the body can lead to a greater sense of self 
control. It is also useful as “by bringing her attention into specific areas of the body, the client begins to 
develop a less diffuse sense of self”(Simonds, 1994). Further, a consideration of body movement, 
postures and the locating of emotions within the body can be utilised to work through relevant issues in 
therapy (Alexander, 2011). 
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Self harm behaviour involves an attack on the body, and this is related to particular attitudes or 
emotions rooted in the body (Orbach and Milkulincer, 1998). Several tools have been developed within 
clinical studies which aim to measure aspects of body awareness, perception, image and attitudes. Such 
measures explore relations between the bodily self and the mental self, and operate upon the notion 
that the body is the informer of a general sense of self.  In the case of self harm, psychological distress is 
expressed through bodily injury, which elicits mental relief (Hains et al., 1995). Further, it is suggested 
that a more positive relationship with the body is a key factor in the regulation of self-destructive 
behaviours, such as self harm (Lindgren et al., 2011). Thus, it is possible that bodily engagement in the 
built environment, such as via a rearranging of spatial layouts, is confronting. It involves bodily action 
and a consideration of body, which may be challenging, particularly for these individuals who have a 
very particular relationship to the body.  However, it is ultimately part of the healing process. 

3. Communication 

In the therapeutic literature, it is acknowledged that perhaps the increasing incidence rates of self harm 
and the poor success rates of therapy processes are due to their reliance on words for communication.  
However, these individuals are “communicate[ing] through… [a] body language, not in… verbally 
articulated terms”(Palasmaa, 1998). This is described with clarity in one account: “No one seems to 
notice the painful feelings inside of me so I have to carve my feelings in my arm.  They’re messages of 
pain and desperation.  I feel trapped. It is as though my pain has to be seen to be real”(Leiebenluft et al., 
1987). Here the self harm serves as a representation of the patients’ agony, as if this is perhaps more 
tolerable, or understandable, than the emotions themselves. Individuals who practice self harm feel 
their speech is not worth vocalising, when it cannot express the depth of meaning that their bodies 
might carry: “the desire to hurt yourself is a there and then experience. Talking takes time. Speaking is 
very threatening, very uncomfortable. It is as though even if I did speak it wouldn’t be relevant”(Straker, 
2006). It has also been noted that “physical pain does not simply resist language but actively destroys 
it”(Scarry, 1985). Reflecting on one account of self harm, researchers note that  

“she [the patient] wishes it [self harm] were an acceptable substitute for verbal 
communication, but knows that it isn’t” (Leiebenluft et al., 1987). 

The identified lack of a sense of voice or communication can hinder the therapy process, which is 
verbal language based. Layden (1993) found therapeutic interventions that focused solely on verbal 
interaction were less effective. Thus, the application of other techniques beyond the use of language 
become highly relevant in the treatment of these particular individuals. It can be surmised that for those 
who self harm, the mental health issues and behaviours they are experiencing  

“can be linked to experiences that involve powerful images and sensory stimulation, [thus] 
we hypothesize that interventions that utilise only normal spoken language will be less 
effective in the long run than techniques that utilise imagery, dreams, tone of voice 
manipulations, and kinaesthetic elements as well” (Layden et al., 1993).   

This is further suggestive that therapy modalities could usefully move beyond the realms of spoken 
verbal language, to include spatial elements and temporal dimensions. This could be supported by 
architecture or the built environment. 

Research exists which explores the built environment as a vehicle for communication about the self. 
Cooper Marcus explores how the home environment can be a signifier for aspects of ourselves, and the 
personalisation of space speaks of the self to others (Cooper Marcus, 2006). Goffman reiterates the 
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notion of spacemaking as a vehicle of personal communication (Goffman, 1974). This is also supported 
in literature on designing for mental health, where affording personalisation and communication is 
important to therapeutic outcomes (Golembiewski, 2012). 

Body movement, such as the rearranging of a physical room layout, may also be related to this 
inability to verbalise thoughts and emotions. This is a characteristic trait of self harm (Warm et al., 2003; 
Straker, 2006) and may relate to a patient’s relationship with the body. It is noted that through a rigidity 
in the body, and lack of bodily engagement, “thoughts are blocked from being transformed into 
emotions and emotions are blocked from being transformed into verbal expression”(Simonds, 1994). 
Thus, to engage bodily in room layout reconfiguring may be confronting to the patient who self harms as 
this may provide access to hitherto dormant emotional states, which they then have difficulty 
containing and verbalising. 

4. Problem solving abilities and sense of agency 

Clinical literature and accounts of self harm describe how self injury is often a means by which an 
individual aims to reassert a sense of control and to quell anxiety (Nathan, 2004; Briggs et al., 2008). As 
these individuals understand it, “the sight of my own blood spilling forth sets me back in 
control”(Anonymous). Self injury gives these individuals a choice (Huband and Tantam, 2009). 
Essentially, “self-injury performs the function of regaining this [lost] control and asserting 
oneself”(Babiker et al., 2009).   

Research exists which discusses how design can be utilised to provide manageability and 
adaptability, which promotes user control, which is suggested as supportive of mental wellbeing and 
reduces anxiety (Golembiewski, 2012). More broadly, architectural discourse discusses user control as 
supportive of a development of sense of self and reduction of anxiety, through such concepts as the 
personalisation of space(Cooper Marcus, 2006), privacy and territories (Goffman, 1971; Altman, 1975) 
and salutogenesis.

4
 Further, as Goffman explains, we utilise boundary markers, objects of 

personalisation to distinguish territories and exert a sense of control. These function both as markers of 
boundary and as a signature (Goffman, 1971). This is also related to constructs of body, where: 
“personal effects, constituting a presence in their own right, are frequently employed as markers; 
moving them or even touching them is something like touching their owners’ body”(Goffman, 1971). 

Thus, another potential link between self harm and the feelings of confrontation experienced when 
faced with rearranging a physical spatial layout of a room may relate to the individual’s problem solving 
ability. It is noted that individuals who self harm often lack problem solving abilities (Straker, 2006), and 
therapeutic treatment will often aim to address this. Such cognitive distortions which are the subject of 
therapy might impede problem solving in patients (Raj et al., 2001) and may be addressed through non-
verbal techniques. Simonds details how this may be achieved through body postures and movements 
where the process of movement is the catalyst to bring to the surface underlying issues that have been 
obstacles to problem solving and issue resolution. 

In fieldwork conducted by the author, one individual reflects on this process: 

                                                           
4
 The theory of Salutogenesis describes that designing an environment which is comprehensible, 

manageable and meaningful will lead to a sense of coherence, which bolsters mental health and wellbeing 
(Golembiewski, J. (2010) Start making sense: Applying a salutogenic model to architectural design for psychiatric 
care, Facilities, 28(3/4), 100-117.). 
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“I spend time walking the internal streets [of the psychiatric unit] in the hope that physical 
rhythmic exercise will help my harmed mind… as you can see psychosocial and 
psychological space merged in my mind.  When anybody lives with an intense relationship 
with their surroundings they look and experience very vividly and closely” (Self harmer, 
2015, Personal communication). 

This research suggests that for individuals who self harm, the physical engagement via the body 
involved in rearranging a spatial layout may be confronting due to the symbolic notions which may have 
been inadvertently or unconsciously attached to the particular movements or gestures involved. These 
may relate to issues relative to his or her self harming, making this process difficult. It is also suggestive, 
however, that such engagements with a physical environment via the body also offers a vehicle to 
explore these issues, which may complement a therapeutic process. A spatial layout which allows such 
flexibility and exploration is thus emphasised. This sentiment is echoed by another interviewee, who 
explains how she has learnt to engage and express bodily as a coping mechanism and to assert control: 

“I find it so, I just want to break out… you can’t talk to me, no!  I am in my head, I need to 
escape somehow, and then you can’t… if I could move the furniture around the room, that 
flexibility would be good… in order to remain present and to remain grounded, you know, 
touching things, engaging with things physically, totally that’s important for me” (Self 
harmer, 2015, Personal communication). 

Self harm may be viewed as related to a suffocation of personal agency
5
. Agency involves an 

individual’s sense of instrumentality, empowerment, and effect on their surrounding environment. To 
be devoid of agency results in a significant absence of feeling one’s impact in the relational world and its 
potentials for self generation. The therapeutic impact of rearranging a spatial layout may have benefits 
through bolstering a sense of agency. If agency is conceived as a sense of knowing, seeing and repeating 
one’s impact on another or environment that makes an individual feel as though he or she exists (Slavin, 
2004), then the experience of enacting a change on one’s environment, adjusting it to personal needs 
and possibly affecting others in this process, may be empowering. Within architectural design, the 
following design initiatives (Table 1) were extracted from interviews undertaken by the author

6
 as 

potential vehicles to support an individual’s sense of agency within an environment: 

                                                           
5
 The term agency is used here as it is discussed by the following authors: 

Slavin, J. and Pollock, L. (1997) The poisoning of desire: The destruction of agency and the recovery of 
psychic integrity in sexual abuse, Contemporary Psychoanalysis, 33, 573-593. 

Pollock, L. and Slavin, J. (1998) The struggle for recognition: Disruption and reintegration in the experience 
of agency, Psychoanalytic Dialogues: The International Journal of Relational Perspectives, 8, 857-873. 
6
 These interviews were undertaken with consumers of mental health services, carers of individuals who self harm, 

practicing therapists who treat self harm and architects/mental health design experts within the field. 



129 

 

Exploring relations between body, communication and agency in therapeutic space 

Table 1: Design initiatives to support sense of agency. 
Creating comprehensibility: 

 clear spatial boundaries; 

 textured surfaces assisting textural perspective; 

 horizontal courses in masonry assisting linear perspective; 

 objects to assist in size perspective; 

 lack of auditory distraction/echoes; 

 objects are clear in their use/purpose; 

 materiality delineates between separate objects/functions; 

 materials are honest, use of veneer and similar is minimised. 

Creating manageability: 

 contact between individuals kept to small numbers; 

 objects are moveable; 

 spaces are able to be adjusted as desired. 
Creating meaning: 

 moveable furniture/elements assisting meaningful engagement; 

 rich palate of sensory stimulation through materials, textures and similar; 

 differing styles of the same object; 

 informal design of objects and informal/scattered arrangement. 
Creating sensory engagement: 

 rich palate of sensory stimulation through materials; 

 materiality delineates between objects and functions. 
Changeable environments to adjust to privacy needs (responsive to user) 
Layouts with higher accessibility/highly visible public spaces 
Operable blinds/shading devices to mediate lighting levels as desired 
Lighting which can be changed in brightness and hue 
Flexibility of space: moveable objects and furniture 
Personalisation of space: shelving/display areas are afforded, soft furnishings able to be chosen/used 

Further investigation into the above design initiatives with consumers of mental health services 
could further explore the ambivalence of spaces that provoke, confront and heal simultaneously, as 
outlined in interviews with individuals who self harm as discussed within this paper. 

5. Implications 

The layout of a counselling workspace relates closely to the therapy processes unfolding within it. Saari 
explains the importance of interpsychic space, that is the nonverbal, spatial expression of transferences, 
both positive and negative, imbued in personal space and proxemics (Saari, 2002). This field is the 
platform for communication between therapist and patient (Stern, 1997). The manipulation of non-fixed 
physical features within an environment and seating arrangements are used by patients to 
communicate psychological issues or states (Lindgren et al., 2011). The notion of attenuation was also 
raised in fieldwork undertaken by the author; this attenuation of an environment refers to the notion 
that if an environment is consistently familiar then it goes unnoticed, whereas if the environment is 
changed, moved or rearranged, it becomes noticeable, which prompts thought, consideration and 
anxiety, and is thus confronting. 
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6. Future research directions 

The discussion of the confronting, yet ultimately therapeutic rearranging of a spatial layout is suggestive 
of design initiatives in mental health delivery spaces, particularly counselling workspaces. Further 
research is needed as to how to provide flexibility in such spaces, the ideal dimensions, and furniture 
and moveable items to include within the designs. Further research is needed in regard to the 
perceptions of patients who self harm and how they relate to these design aspects and what other 
particular spatial needs may also be related. This paper examines the patient perspective from the 
avenue of the experience of rearranging a spatial layout, and attempts to explore the psychology behind 
this reaction and the possible implications for design. 

Body movement can form a key means of intervention in therapy through the development of sense 
of self, through exploring connection with affect-laden body parts, and through an examination of body 
investment relative to self destructive behaviour, such as self harm. Engagement in spatial layouts may 
also serve as a communicative tool, which although confronting as it provides access to hitherto 
dormant emotional states, this is also beneficial in the therapeutic process to disengage restricted 
emotions and explore containment and communication of feelings, which is essential to mental 
wellbeing. Engagement in spatial layouts may promote user control, and bolster sense of personal 
agency; the process of enacting a change on one’s environment, adjusting it to personal needs and 
possibly affecting others is empowering. These notions explored are suggestive of particular design 
initiatives, outlined in this paper, which may be usefully employed in the design of therapeutic delivery 
spaces, such as counselling workspaces. A key finding of this paper is the ambivalence of spaces that 
provoke, confront and heal simultaneously; further research is suggested relative to the specific design 
strategies which impact this most significantly, and in turn affect the therapeutic process. 

7. Conclusions 

This paper has discussed research threads from clinical literature and posed these as potential 
explanations for why individuals who self harm find the rearranging of a spatial layout to be confronting 
and challenging, yet is also a platform for and a conduit to the healing process. Firstly, body 
movement/postures in relation to therapy and mental wellbeing were considered; secondly, an inability 
to verbalise through language means was discussed; and thirdly, a discourse was provided on problem 
solving abilities and sense of agency and control, which may be articulated through physical space. 
These three notions are suggestive of particular design initiatives, which were identified. The 
rearranging of a physical space provides a greater consideration of body and its significance, a vehicle 
for communication, and a platform for the development of control and sense of agency. Although the 
rearranging of space is confronting, it is also a platform for exploring issues of the body and self, which 
are at the core of concurrent therapeutic practices.  
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