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The City as a Place Prepared for Neurodiversity
Mesto ako priestor pripraveny pre neurodiverzitu

Pavol Mazalan, Peter Mazalan
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Kognitivno-environmentalne urbanistické planovanie sa zacalo
uplatriovat v praxi uz so Studiou Kevina Lyncha — The Image of the
City (1960). Takéto formy planovania boli zdokonalené vedec-
kym a technologickym vyvojom vratane vedeckych poznatkov
v neurolégii a kognitivnej psycholégii. Nové vedné odbory, ktoré
rozsiruju zaber architektiry aj urbanizmu, pomahaja pri priesto-
rovych analyzach. Napriek medziodborovym pristupom a vedec-
kym metédam tvorby optimalneho prostredia vieme vsak stale
iba malo o navrhovani priestoru, ktory by mal prispiet k socidlnej
inklazii, destigmatizacii a zvySeniu pravomoci ludi s dusevnymi
poruchami, ktoré zahfiaju Siroké spektrum charakteristik.
Stiidia analyzuje vyvoj a tilohu architektiiry a urbanizmu
vo vztahu k socidlnej inkluzii v kontexte dusevného zdravia
v Eurdpe od konca 18. storocia, kedy vznikali prvé komplexné
modely starostlivosti o dusevne chorych. Cielom prispevku je
analyzovat vztah architektiry a urbannej Struktury k fudskej
neurodiverzite. Prierezova stidia tiez skima v kontexte starost-
livosti o ludi s duSevnymi poruchami, s akcentom na vyvinova
poruchu autistického spektra, dynamicky vyvoj architektonickej
typoldgie takychto lieCebnych zariadeni. Neurodiverzita vycha-
dza z pritomnosti neurologickych odlisnosti v ludskej populacii.
Je spajana s presadzovanim obcianskych prav pri jedincoch
s diagnostikovanymi neurologickymi alebo neurovyvinovymi
poruchami ako porucha autistického spektra (PAS), porucha po-
zornosti s hyperaktivitou (ADHD), bipolarna porucha, vyvinova
koordinacna porucha (dyspraxia), dyslexia, epilepsia a Tourettov
syndrém. Koncept PAS s Aspergerovym syndrémom s jemnymi
prejavmi na jednej strane spektra voci tazsim formam autizmu,
v niektorych pripadoch s kombinovanym postihnutim, bol vyvi-
nuty v Stidiach Lorny Wings v devitdesiatych rokoch. Autizmus
je podla najnovsich definicii Svetovej zdravotnickej organizacie
(World Health Organization — WHO) charakterizovany ako
Specifikicia duSevnej poruchy — vyvojova porucha. Vo svojom
SirSom vyzname definuje koncept neurodiverzity vsetky formy
atypického neurologického vyvinu ako normalne Iudské odlis-
nosti, ktoré by mali byt reSpektované a tolerované vzhladom ku
svojej zavaznosti ako ostatné Iudské diferenciacie. Neurodiverzi-
ta je teda vo svojom najsirSom aplikovani filozofiou spolocenské-
ho prijatia a rovnakych prileZitosti pre vSetkych jednotlivcov bez
ohladu na ich neurologické charakteristiky. Dusevné poruchy si
jednou z hlavnych tém a vyziev WHO v eurépskom regione, kde
postihuju kazdy rok az 25 % obyvatelstva.
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Pri analyze PAS uvaZzujeme vzhladom na jej Siroké spek-
trum - od vysoko funkénych jedincov po pripady kombinova-
nych mentalnych postihnuti - vo vztahu ¢loveka k architektiire
o roznych drovniach jej vnimania a uZivania. Na jednej strane
sa architektira a urbanizmus dostavajui v diskurze o duSevnom
zdravi do tizkeho prepojenia so socidlnou oblastou, kde sa hlav-
nou témou stava deinstitucionalizacia — transformacia z insti-
tucionalnej na komunitnd troven poskytovania socialnych slu-
Zieb. Na strane druhej prispieva k vyskumom stikromny sektor,
ktory ma za ciel poskytnut aj neuroatypickym vysokofunkénym
jedincom optimalne pracovné prostredie.

Dejinna periodizacia starostlivosti a s tym prepojeny vyvoj
liecebnych zariadeni pre dusevné zdravie v Eurdpe sa podla sta-
die Mental Health Policy And Practice Across Europe rozdeluje
do troch obdobi. Prvé obdobie sa datuje od raného 19. storocia
do polovice dvadsiatych rokov 20. storocia. Institucionalizova-
na starostlivost prebiehala v azylovych zariadeniach, kipeloch
alebo sukromnych sanatériach. Nasledujice obdobie trvalo do
sedemdesiatych rokov a reprezentoval ho model extenzivnej
privatnej psychiatrickej praxe. Narasta farmaceuticky vyskum
a s nim medikamentézna liecba. V tomto obdobi sa zavadza am-
bulantna liecba na psychiatrickych klinikach. Posledné obdobie,
ktoré pretrvava dodnes, reprezentuje systematicka expanzia ver-
tikalne;j starostlivosti vo forme sektorizacie, deinstitucionalizacie
a komplexnej komunitnej starostlivosti.

Podla studii francuzskeho lekara Jeana Marca Gaspard
Itarda (1774 — 1838), prvé popisané charakteristiky autistickych
tendencii je mozné sledovat od pociatku 19. storocia. Autistické
prejavy spravania s kombinovanym postihnutim neboli v tejto
dobe diagnostikované a s vysokou pravdepodobnostou sa scho-
vavali pod iné diagnézy. Inym pripadom, ktory skimali v knihe
Autism in History: The Case of Hugh Blair of Borgue Uta Frith a Rab
Houston, je analyza spolocnosti v kontexte pravnych a kultir-
nych konvencii narabajicich s jedincom prejavujicim znaky,
ktoré by sme aj v sicasnosti mohli oznacit ako autistické.

O mentalne chorych pacientov, ak to zdzemie umoznilo, sa
zvykli uz aj v obdobi, kedy vznikali prvé zariadenia pre dusevne
chorych, starat vich domacom prostredi v odlahlejsich perifér-
nych ¢astiach krajiny. V zavaznych pripadoch kondili takéto
osoby v chudobincoch alebo vazeniach. Panovala vSeobecna
obava, Ze ludia s dusevnymi chorobami su hrozbou pre verejna
bezpecnost. Tato obava poskytla podnet na vytvorenie verejnych
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azylov, ktoré mali zadrzat a izolovat psychiatrickych pacientov.
Azyly ziskali popularitu ako institucie, kde bolo mozné vyliecit
dusevne chorych ,Sialencov*. Postupne nahradzali blazince,

ktoré predstavovali skdr vazenie a iba malo zohladriovali kvalitu
existencie svojich klientov. Tato perspektiva predpokladala, Ze
dusevné ochorenie bolo lieCitelné podobne ako iné fyzické choro-
by. Napriek tomu, Ze v Eurdpe su zname opatrovatelské zariade-
nia uz od stredoveku, histdria psychiatrie sa vyznamne zmenila
vznikom prvych terapeutickych azylovych zariadeni. Pravdepo-
dobne prvé takéto zariadenie vzniklo vo Florencii v osemdesia-
tych rokoch 18. storocia pod zastitou doktora Vincenza Chiarugi-
ho. O desatrocie neskor zacali podobné zariadenia pod vedenim
Philippa Pinela vznikat v PariZi. Nasledne sa trend modernych
terapeutickych zariadeni rozsiril po celej Eurépe. Z hladiska sys-
tému zdravotnej starostlivosti v kontexte dusevného zdravia bolo
klicovym vytvorenie okresnej siete azylov pre jednotlivé spadové
oblasti. Takyto pristup sa inicioval v Anglicku v roku 1808 tzv.
County Asylums Act, nasledne v roku 1838 zakonom vo Francuz-
sku. Postupne sa pridavali ostatné eurdpske krajiny.

V poslednych dvoch desatrociach 19. storocia vzniklo na
tuzemi habsburskej monarchie sedem psychiatrickych institu-
cii. Velké planovanie komplexov v obdobi fin-de-siécle naprie¢
Eurdpou znamenalo prileZitost pre vedeckd aj architektonic-
ko-urbanisticku aktivitu. Azylové komplexy boli na prelome
milénia v stredoeurépskej proveniencii navrhované na principe
vilovych objektov. Uzatvorena Struktidra prirovnavana k mensie-
mu mestu obsahovala okrem obytnych a lieCebnych pavilénov aj
divadlo, kostol ¢i marnicu. Komplexy boli navrhované Speciali-
zovanym procesom — azylovym planovanim (asylum planning),
ktory obvykle riadili osobnosti z psychiatrickych klinik. Uloha
architekta bola predovsetkym vyriesit projekt urbanisticky
a reprezentativne architektonicko-esteticky. V stredoeurépskom
politickom a geografickom usporiadani bola reprezentativnost
narodnych architektiir dolezitym spolocenskym nastrojom. Vyz-
nam stavieb mal demonstrovat aj zaujem spoloc¢nosti na vedecky
inovativnom lieCeni a naslednom socializovani klientov pre ich
ekonomicky prinos. V Anglicku, kde je datovany vznik prvych
zariadeni, vzniklo v priebehu 19. storo¢ia 120 azylov s viac ako
stotisic ubytovanymi.

ESte v prvej polovici 19. storocia bola povaZzovana pricina
dusevného ochorenia za trest z moralneho alebo duchovného
zlyhania. AZ vyrazne narastajica populacia a zahustovanie
miest v druhej polovici 19. storo¢ia pomohli definovaniu témy
mentalneho zdravia. Azylové titulky sa napokon stali nemocni-
cami pre chudobnych, pretoZe pacienti s lepS§im postavenim sa
umiestiiovali do sikromnych filantropickych zariadeni. Koncom
19. storocia Celili vel'ké verejné nemocnice finanénym obmedze-
niam a rasttcej populdcii pacientov, a tak nemohli klientom
ponuknut tento druh starostlivosti. Malé sikromné zariadenia
boli podobné nemocniciam z prelomu 18. a 19. storocia. Boli
preferované eurépskymi reformatormi Phillipom Pinelom a Wil-
liamom Tukeom. Ti kritizovali dovtedajsie tvrdé nehumanne
zaobchadzanie s duSevne chorymi v Eurépe. Obhajovali moralnu
liecbu, ktora okrem iného spocivala aj v pontiknuti prijemného
a neanonymného architektonického prostredia.
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Inym zariadenim popri azyloch boli komunitné organiza-
cie pre starostlivost o prepustenych pacientov, ktoré spravovali
sukromné charitativne organizacie a nadacie, kedZe pacienti
ostavali nadalej neschopni Standardného fungovania v spoloc-
nosti. Tieto zariadenia suvisia uz s psychiatrickym vyvinom
v 20. storoCi, ked azylova starostlivost prechadzala do verejnych
nemocnic. Podobne ako vo forme sikromnych zariadeni uz
koncom 18. storocia, lepsi pristup ku starostlivosti pokracu-
je v sukromnom sektore azZ do obdobia pred prvou svetovou
vojnou, kde integrovana starostlivost o pacientov prechadza do
sveta sanatorii a kupelov.

Klicovou témou povojnovych rokov je postupné zacle-
fiovanie dusevného zdravia do planov socidlneho poistenia
a socialneho §tatu. Pokial ide o psychiatrické lieCebne, patdesiate
a Sestdesiate roky boli obdobim ich rastu, hoci ¢oskoro nastal
velky obrat, ked sa v sedemdesiatych rokoch zacina presadzovat
pristup deinstitucionalizacie. V roku 1959 bol implementovany
do praxe Mental Health Act, ktory ukotvil deinstitucionaliza-
ciu vo Velkej Britanii s dérazom na komunitnd starostlivost.
Obdobie od sedemdesiatych rokov sa vyznacuje vertikalnym
rozsirenim starostlivosti o dusevné zdravie, kedZe plynuly pre-
chod z psychiatrickej lieCebne do spolo¢nosti sa stava normou.
Starostlivost o dusevné zdravie sa zaCina demedikalizovat v tom
zmysle, Ze v historickom vyvoji sluZieb v oblasti dusevného
zdravia za¢inajd hrat tlohu mnohi nie lekarski profesionali
z pribuznych odborov.

Pokracovanim poslednej charakterizovanej etapy analy-
zujeme proces inkluzie cez navrhovanie fyzického priestoru
architektury a urbanizmu. Tento proces byva o¢akavanim na
reakciu a odpoved od jej uZivatela alebo recipienta. Priestor
dostava vyznam cez svoje interakcie. Tie st vyvolavané vzdy
v zavislosti od individuadlnych skdsenosti a moznosti. OdliSny
spdsob vnimania u ludi s PAS spdsobuje, Ze okolity svet pre
nich znamena rozdielne kédy ako pre neurotypickych ludi. Ich
priestorové skisenosti a interakcia s fyzickym prostredim tzko
ovplyviluju ich charakteristické spravanie a osobitny spdsob
zmyslového vnimania. Preto ma zmysel sa v kontexte neuro-
diverzity zamyslat nad konfrontaciou Iudi s PAS a zastavaného
prostredia. Skumat tento vztah moéZeme z perspektivy spésobu
fyzického vyuZivania priestoru a vplyvu na spravanie sa vo vzta-
hu k priestoru. Pri takejto analyze existuju tri aspekty vo vztahu
priestoru k ¢loveku s PAS; d6vera — poznatelnost, ktord pontika
fyzicky priestor, skryta logika spojena s priestorom a priamy
a vedomy spOsob preZivania sveta. Fyzicky priestor znamena pre
ludi s PAS zretelny a nemenny znak, ktory je pre nich urcujicim
prvkom istoty a stability.

Novym pristupom vo vztahu k priestoru je vyvoj infor-
macno-technologickych aplikacii, ktoré ludom s PAS ulahcia
vykonavat ich dennt mobilitu v ramci urbanneho prostredia
a zvysit ich autonémiu. Dokladné skimanie dynamiky me-
dzi architektonickym prostredim — s jeho atribitmi akustiky,
vizualneho charakteru, priestorovej kvality, farebnosti, textury,
geometrie atd. — a spravanim Iudi mdZe viest k vypracovaniu
konkrétnejsich a citlivej§ich usmerneni pre dizajnérske navody
a pokyny (guidelines). DalSou metédou, ako ziskavat informacie,
je analyzovanie autobiografii autistov, tzv. auti-biographies, ktori



sa vyjadruju ku vnimaniu priestoru vlastnym jazykom a spdso-
bom. Analyzovanim ich vlastnych opisov a charakteristik vznika
sonda do ich autistického premyslania a spravania sa v priestore.

Napriek informovanosti v oblasti povedomia o autizme je
v spravani spolocnosti stale pritomné pri konfrontacii s taky-
mito jedincami prekvapenie. Pri odstrariovani bariér sa mysli
predovsetkym na tie fyzické. Ludia s PAS musia pre ich znevy-
hodnenie vyvijat enormnu snahu, aby vedeli uchopit a pochopit
prostredie, v ktorom sa ocitajd. Porozumenie priestoru je pre
nich proces, ktory mozeme oznacit za Gsilie, kedZe ich priebeh
spracovavania informacie, ktort ziskavaju zmyslovym vnima-
nim, prebieha s problémami. Mnohé elementy prostredia — vizu-
alny smog plagatov a napisov, nejasné znacenia, hlasné hudobné
alebo iné akustické podnety, nednové svietenie s miernym
blikanim - to vSetko st redlne bariéry, ktoré stimuluju frustraciu
a zvlastne prejavy spravania ¢loveka s PAS.

Ak vychadzame v nasej studii z definicie poruchy autistic-
kého spektra podla WHO ako Specifikacie dusevnej poruchy, tak
v kontexte dusevného zdravia je aj téma celého spektra autizmu
na Slovensku dlhodobo zanedbavana. Doposial tu neevidujeme
presné statistiky o Iudoch s PAS. Podla odhadov niektorych
autistickych centier ich vSak méZe byt 30- aZ so-tisic.

Na tzemi Slovenska vznikali, podobne ako v inych eurdp-
skych oblastiach, zariadenia na opatrovanie ludi uz v priebehu
13. storocia. Takéto charitativno-socialne a liecitelské insti-
tlcie vznikali pri klastoroch, neskor ich vznik podnecovali aj
samotné mesta. Vyznamna zmena prichddza v druhej polovici
19. storocia, kedy sa v stredoeurépskej oblasti zac¢ina zavadzat
a uplatiiovat domovské pravo ako forma prislusnosti k obci. Toto
pravo zarucovalo obCanovi aj pravo na socialnu starostlivost
v pripade chudoby, nidze alebo iného zdravotného znevyhodne-
nia. Po druhej svetovej vojne, ktora znamenala prerusenie alebo
zruSenie ¢innosti Specidlnych zariadeni v intenciach rasistického
a likvida¢ného nazerania na slabsich a znevyhodnenych, pricha-
dza v obdobi patdesiatych a Sestdesiatych rokov k masivnemu
budovaniu velkokapacitnych Specidlnych zariadeni na izemi
celej Europy.

Vplyvom znarodnenia sa zacali na tzemi Slovenska zriado-
vat inStitucie ustavov v cirkevnych budovach a kastieloch. Tie

svojimi dispoziciami a ani technickym stavom uZ v ¢ase svojej
transformacie takémuto zariadeniu nemohli vyhovovat. Tento
pristup k starostlivosti, sCasti stale previdzkovany na nasom
Uzemli, kreuje vysokd mieru segregacie. Architektonicko-urbanis-
tické rieSenie komplexov je vycClenené od svojho okolia fyzicky-
mi bariérami alebo samotnym lokalizovanim mimo komunit.
Tak vznikaju reciprocné obavy klientov pred vonkajsim svetom

a okolia pred ludmi, ktorych ohraniceny priestor deklaruje ako
nebezpecnych.

Slovensko je aj v siiCasnosti stale na zaciatku reformného
procesu. Deinstitucionalizacia je proces zmeny, ktorej cielom je
odbrzdenie historicky sposobenej stagnacie vyvoja poskytovania
socialnych sluZieb. V sicasnosti je na Slovensku podla orga-
nizacie SPOSA desat diagnostickych centier a zariadeni social-
nych sluZieb pre autistov. Podla dostupnych informacii o pocte
autistickych udi by bolo potrebné na Slovensku vytvorit aspon
20 zariadeni. Na Slovensku prevaZuje umiestiiovanie klientov
do neucelovych budov, ¢o sa prejavuje na podmienkach byva-
nia. Mnohé zariadenia poskytuju socialne sluzby v historickych
objektoch, ktoré prechadzali zasadnymi rekonstrukciami pred
patdesiatimi rokmi. Takéto nevyhovujuce dispozicie vel'koka-
pacitnych priechodnych izieb neposkytuju zakladny komfort,
rovnako ako ani zakladné principy v navrhovani bezbariérového
priestoru.

Zakladné a najddlezitejSie vychodisko pre potrebu inkli-
zie a rovnako deinstitucionalizacie a transformacie socialnych
sluZieb je definované vo Vseobecnej deklaracii ludskych prav
a slobdd v ¢lanku 1: vetci ludia sa rodia slobodni a rovni v dos-
tojnosti i pravach. Sloboda, rovnost a déstojnost si elementarne
atributy ludského bytia. Odbornik v socialnej oblasti Miroslav
Cangar v studii Prechod z instituciondlnej na komunitni starostlivost
v Slovenskej republike pise: ,Ak sa hlasime k myslienkam lud-
sko-pravneho pristupu definovaného v etike, ale aj v zakladnych
medzinarodnych dokumentoch, je potom nasou moralnou
a odbornou povinnostou menit systém tak, aby si naozaj vSetci
ludia boli rovni v slobode, dostojnosti a pravach Architektira sa
stava v tomto koncepte nevyhnutnym nastrojom na vytvaranie
fyzickych rieSeni, ktoré prijimaji zodpovednost za existovanie
réznych komunit.

“Since classical antiquity, the city has had two principal meanings in the West: human relationship
(civitas) and built forms (urbs)... How people live together is communality; how they see and treat
one another is morality. Considered thus, it is almost tautological to call the city a moral universe.
The physical city is a moral document or text.” — so reads the study in the magazine Geographi-

cal Review, The City as a Moral Universe (1988), authored by the humanistic geographer Yi-Fu Tuan.

He is analysing the city as a space shared by everyone with communication and approachability

as the functioning principles. The study also describes: “the city is built form as well as human
relationship — a material place that visibly and tangibly expresses human needs and aspirations,

supporting or hindering their fulfillment

"o

Cognitive-environmental urban planning and design

began a few decades before with Kevin Lynch’s famous The Image of the City (1960). Scientific and
technological developments, including discoveries in brain physiology and cognitive psychology,
the psychosocial determinants of health, and the spread of navigation and information technolo-
gies, have increased the pertinence of cognitive-environmental research to planning.? New scientific
disciplines, which broaden the scope of architecture and urbanism, help with their analyses. Yet

in spite of the many past theories and scientific methods of creating optimal spaces, we know very
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little about designing environments that contribute positively to social inclusion, de-stigmatisation
and empowerment of people with mental deficiencies of different kinds and varying degrees.

The article is addressing a cross-study on the topic of care for people with mental impair-
ments, with a focus on the Autistic Spectrum Disorder (ASD), and on the dynamic development
of mental health and psychiatric facilities. It attempts an analysis of the development and role of
architecture and urbanism in relation to social interaction and wellbeing, in the context of mental
health in Europe since the end of the 18th century. The historical context presents the inevitable
realisation of the urgency to contribute to architectural and urbanistic methods which redefine
physical and mental accessibility. Partially for this reason, the study is focusing on the 19th century,
when the first comprehensive models were established regarding care for people with mental
impairments. The aim of the article is to analyse the relation between architecture and urbanism
on one hand and human neurodiversity on the other. Even though modern medicine has shifted
the social paradigm to the benefit of people with mental disorders, the level of stigmatisation is
currently still significant.

The concept of “neurodiversity” originated in the 1990s in the community of high-functioning
individuals with ASD. The widespread use of this term is attributed to sociologist Judy Singer and
her study Why Can’t You Be Normal for Once in Your Life? (1999). Neurodiversity, as defined by Singer,
is derived from the presence of neurological differences within the population. It is associated with
the assertion of human rights for individuals diagnosed with neurological or neuro-developmental
disorders such as ASD, attention deficit-hyperactivity disorder, bipolar disorder, developmental
dyspraxia, dyslexia, epilepsy, and Tourette’s syndrome.*

The concept of the autism spectrum disorder (ASD), Asperger’s disorder at the mild end to
severe autistic disorder at the other end, was developed in the early 1990s by Lorna Wing. ASD is,
according to the World Health Organization (WHO), currently defined as a mental disorder, more
specifically a developmental disorder. Symptoms of pervasive developmental disorders such as
autism include impaired social behaviour, communication and language, and a narrow range of
interests and activities that are both unique to the individual and are carried out repetitively.s

Sensory difficulties are also quite common in ASD. These difficulties may be connected to
sound and hearing, sight and seeing, touch, taste or general sensory dysphoria. Therefore, the level
of affliction within the autistic spectrum (so-called broad and narrow conception) and various kinds
of combination disorders are taken into consideration in the discussion on neurodiversity, especial-
ly from the legal standpoint. In its broadest sense, the concept of neurodiversity defines all atypical
neurological development as a normal human difference that should be tolerated and respected
in the same way as other human differences. Proponents of the neurodiversity movement claim
their condition is not something to be cured, but rather a human specificity or difference, with
different ways of socializing, communicating and sensing that may not necessarily be disadvanta-
geous and that must be equally respected. “Neurodiversity, in its broadest usage, is a philosophy of
social acceptance and equal opportunity for all individuals regardless of their nervous system.” In
the context of our study, neurodiversity defines neurotypical people as those who are not on the_
autism spectrum or are without mental illnesses. Neuroatypical is an umbrella term inclusive of
people with diverse mental and behavioral disorders. “Social inclusion is a process by which efforts
are made to ensure equal opportunities for all. The multi-dimensional process aimed at creating
conditions which enable full and active participation of every member of the society in all aspects
of life, including civic, social, economic, and political activities, as well as participation in decision
making processes.”’

Mental disorders are one of the top public health challenges in the WHO European Region,
affecting about 25 % of the population every year. In consequence, the WHO European Region faces
diverse challenges affecting both the (mental) well-being of the population and the provision and
quality of care for people with mental health problems.®

The history of care and the associated development of mental health facilities in Europe
recognises three periods, according to the study entitled Mental Health Policy and Practice Across
Europe. The first period dates from the early 19th century to the mid-1920s, when patients were
institutionalised in asylums, spas or private sanatoria. The second period lasted until the 1970s
and was characterised by extensive private psychological practice. Pharmaceutical research was on
the rise and with it the medication-based treatments. Outpatient treatment in psychiatric clinics
similarly took hold during this time. The last period, which persists to this day, is characterised by
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a systematic expansion of “vertical care” in the form of sectorisation, de-institutionalisation and
complex community care.

Undefined Autism and the Period of Asylums

The first written records of autistic tendencies date to the early 19th century. One of the best doc-
umented cases is Victor of Aveyron, a boy who lived his childhood in social isolation in a forest.
According to French physician Jean Marc Gaspard Itard (1774 — 1838), he was extensively studied by
several scientists from 1800, and his symptoms were described in the book An Historical Account of
the Discovery and Education of a Savage Man, Or of the First Developments, Physical and Moral, of The Young
Savage Caught in the Woods near Aveyron, in the Year 1798.° Another case was analysed by Uta Frith
and Rab Houston in the book Autism in History: The Case of Hugh Blair of Borgue. It is an analysis of
the society with an individual exhibiting signs of what would now classify as pertaining to ASD, in
the context of legal and cultural conventions. Autistic behaviour with a combination of conditions
went undiagnosed during this period, often likely misdiagnosed as other disorders.*®

If the means allowed it, and in more remote parts of the country, people were cared for in
a home environment, even at the time when first care facilities were starting to open doors to men-
tal health patients. In more serious cases, the afflicted individuals would end up in almshouses or
prisons. It was generally accepted that people with mental disorders were a threat to public safety.
This fear gave rise to the establishment of public asylums, aimed at detaining and isolating psychi-
atric patients.” Asylums gained popularity as buildings where the “insane” could be nursed back to
health and replaced “mad-houses” - institutions that functioned as prisons and showed little regard
for patients’ quality of life. This perspective assumed that mental illness was something purely
physical and, presumably, curable like physical ailments.*

Although Europe had known custodial asylums since the Middle Ages, a page in the history
of psychiatry was turned with the advent of the first therapeutic asylums. Arguably, the first was
formed in the 1780s in Florence under the aegis of Vincenzo Chiarugi, followed by several others in
Paris in the 1790s under Philippe Pinel, and then an increasing number in many other countries in
the following years.

From the viewpoint of mental health care systems, the crucial event in this first phase was
the imposition of a district-level network of asylums, each with its own catchment area. This be-
gan in England with the County Asylums Act of 1808, in France with the Law of 1838, and in other
countries at successively later dates.” Even as recently as the first half of 19th century, mental dis-
ability was considered a punishment for moral failures and blasphemy. Not until the population
rise and the increase in town density during the second half of the 19th century did the topic of
mental health start to emerge. Asylums became hospitals for the poor, because the wealthy were
placed into private philanthropic institutions. By the end of the century, large public hospitals
were facing financial constraints associated with the rising population and were unable to provide
mental health care. Small private facilities akin to hospitals were, from the late 1800s and early
1900s, propagated by European reformists Phillipe Pinel and William Tuke. They criticised the
inhumane practices and conditions patients with mental disorders were exposed to in Europe,
instead advocating humane treatment, which, among other things, required providing the patient
with a pleasant environment. Moral treatment appeared in the 19th century as an approach to
treating mental illness influenced by humanistic philosophy and the belief that a rational, caring
approach would enable patients to normalize their thoughts and actions. It was based on William
Tuke’s reatreat model.

Home care was introduced in 1764 by the Engelken family, owners of a private psychiatric clin-
ic in Rockwinkel near Bremen. The second exception to the predominance of the large asylums was
the historical development of mental health service urban psychiatric clinics — first proposed by
Wilhelm Griesinger (1868), professor of psychiatry in Berlin.** He believed in the integration of peo-
ple with mental disorders into society and their treatment as individuals. Some private madhouses
extended their psychiatric services to the support of clients in the community.”

The final exception was the emergence of community organisations for post-discharge care, al-
most always organized by private charities and foundations. “After the Second World War, the shift
from asylum to general hospital was to take on positive, progressive overtones...”® Only a few years
ago, “...before the Second World War, the best example of integrated mental health care was found
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not in the public sector but in the private: the whole world of spa therapy and private sanatoria for
the middle classes and the wealthy.”

In 1910, Paul Eugen Bleuler, a Swiss psychiatrist, used the word ‘autism’ for the first time when
describing specific symptoms of schizophrenic patients where they became withdrawn from others.
In the early 20th century, the predominant theories on autism adopted a psychogenic approach,
according to which autism is caused by emotional or psychological factors rather than biological
or physical ones. In part, this change was grounded in Freudian psychoanalytic theory, which was
popular at the time.** Additionally, a number of radical physical therapies were developed in Europe
between the 1910s and the 1930s.*®

The Asylum Pioneers

The notion of the asylum as a microcosm, a miniature world-in-itself, was present throughout 19th
and early 20th century literature on asylum planning. Equally, these writings displayed a messianic
strain that took the analogy further, presenting the ideal asylum as a utopia in which the chaotic
jumble of modern society was replaced by orderly and non-violent co-existence in harmony with
nature. By the beginning of the 20th century, asylum planning had its own textbooks and refer-
ence works, and significant representation in journals and conferences. As was the case in clinical
psychiatry, the German-speaking regions dominated the field and gradually replaced England in
dictating trends and best practice in social care.*

In the 1880s and 1890s, seven psychiatric institutions were established in the Habsburg Em-
pire. Large-scale planning of complex facilities at the end of the century provided an opportunity
for scientific and architectural and urban integration throughout Europe.

At the turn of the millenium in Central Europe, asylums were designed in the form of large
villas. Gated developments, not unlike a small town, could contain a theater, a church or a mortuary
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apart from the treatment and residential pavilions. The specialised process of “asylum planning” was
often guided by senior psychiatrists. Here, the role of the architect was primarily to resolve urban
issues and architectural aesthetics and representations which, in the political climate of Central
Europe, played a significant role in national consciousness. The expression of these buildings would
ideally demonstrate a wide-ranging interest in scientifically innovative treatment and the subse-
quent re-socialisation of patients toward the end of their future economic benefit to the society.

The Italian part of the Habsburg Monarchy tended to draw on their traditions from the Renais-
sance in the design and building of symmetrical atria and colonnades (the Quattro al Mare asylum,
Genoa, 1895) despite the increased influence of progressive German tendencies using open plans,
often based on Rittergut Alt-Scherbitz’s Provincial Asylum near Leipzig (1893). The modern-looking
Am Steinhof asylum, or more precisely the Lower Austrian Provincial Institution for the Cure and
Care of the Mentally and Nervously Il (1907), by Otto Wagner in Vienna, stands in stark contrast to
other, mostly eclectic buildings. Wagner adopted a neutral vocabulary to suit a multicultural socie-
ty with a number of national styles. The establishment was fully integrated into the master plan of
the capital city, which sent a strong signal of a more modern approach to patients.

In England, where the institutions originated, 120 asylums housing over 100,000 in-patients
were established over the course of the 19th century. Architecturally, these large complexes could be
divided into three formats: a mixed type (Suffolk County Asylum), a corridor type, where sections
were connected by corridors of several hundred meters (Colney Hatch Lunatic Asylum in Middle-
sex) and a pavilion type, housing up to 200 in-patients in male and female blocks (Leavesden Hos-
pital, Abbots Langley, Hertfordshire). The gardens, often designed by well known gardeners, con-
tained farms, orchards, workshops, cricket grounds and croquet lawns. Prior to this development,
however, the grounds were more akin to those of prisons. The process of designing the older type of
asylums in England and Wales is critically described in the book The Construction and Government of
Lunatic Asylums and Hospital for the Insane from 1847 and compared to the newer tendencies; “in most
of the old asylums the architects appear to have had regard solely to the safe keeping of the insane,
and the buildings resemble prisons rather than hospitals for the cure of insanity”. Urbanistically, an
ideal place for an asylum is of “a gentle eminence, of which the soil is naturally dry, and in a fertile
and agreeable country, near enough to high roads, a railway, or a canal, and a town".* Some com-
plexes had their own railway stations with direct railway lines. The large complex of 5 asylums at
Epsom in Surrey had its own light rail system. The complexes also had their own cemeteries.

Care Centres Revised

The key theme of the post-war years is the gradual inclusion of mental health within social
insurance plans and the welfare state. In terms of mental hospitals, the 1950s and 1960s were
eras of growth. However, a major reversal was soon in coming. The 1970s saw the beginning of
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deinstitutionalization. It remained for the Mental Health Act of 1959 to enshrine deinstitutionaliza-
tion in the United Kingdom, emphasizing community care. “Deinstitutionalisation is the process of
replacing long-stay psychiatric hospitals with less isolated community mental health services for
those diagnosed with a mental disorder or developmental disability."*

The 1943 study by Austrian-American psychiatrist Lee Kanner marks a milestone in autism re-
search, when the term “autism” was used in diagnostics.? The period after the 1970s is characterized
by the vertical extension of mental health care, as the smooth passage from the mental hospital to
the community becomes the norm; and by the horizontal extension of care, as mental health teams
based in non-hospital settings assumed the care duties from isolated community psychiatrists and
family doctors. Mental health care started to become de-medicalised, in the sense that numerous
non-physician specialists begin to assume a role.

Since the first description of autistic tendencies in the early 1800s, the definition and diag-
nostic criteria for autism have changed radically. The first Diagnostic Statistical Manual (DSM)
according to American Psychiatric Association in 1952 categorized autism as a childhood subtype
of schizophrenia. Over time, autism evolved into a diagnostic spectrum by the time the last DSM-

5 was published in 2013. Autism is becoming more prevalent, and the diagnostic criteria and defini-
tion are likely to continue to change in the future.

Neurodiversity as a Challenge to Planning

In the final period, as defined above, our subject of analysis is the process of inclusion through the
evolving design of architectural and urban environments. This process revolves around the reaction
and response from the recipient or user. The environment acquires meaning through its interac-
tions, which are always triggered through personal experiences and possibilities. In the context of
this study, we are interested in the interpretative solutions to the perception of the environment
experienced by people with ASD. Their different way of perceiving the world reacts to different
triggers than does that of neurotypical individuals. Their spatial experiences and interactions with
the physical environment closely guide their unique sensory perception and their characteristic re-
actions and behaviours. For this reason, it remains important to consider the interaction of people
with ASD with the built environment in the context of neurodiversity. Studying this interaction
can be done from the perspective of space usability and spatial triggers to behaviours. Three aspects
of the relations between a person with ASD and physical space can be identified; the confidence
offered by the physical space, the hidden logic associated with space, and a direct and conscious
way of experiencing the world.

Physical space presents a visible and unchanging feature for people with ASD, which gives
them certainty and stability.

A new approach to spatial relations is the development of applications that facilitate daily
tasks for people with ASD and their mobility within an urban setting, thereby increasing their
autonomy. Their goal is to reduce stress reactions brought on by a disturbed routine or a potential
unusual situation. To achieve the project’s goals, different methods are used: qualitative interviews,
cognitive maps, and participatory design techniques. These methods were chosen to capture the
subjective perceptions and understandings of people with autism, in line with the cognitive urban-
ism approach. One of the currently used software packages, PIUMA (Personalized Interactive Urban
Maps for Autism. Principal Investigator: Federica Cena, assistant professor at the Computer Science
Department at the University of Turin), “aims to give a technology enhanced orientation support to
adolescent/adult individuals with medium (who may present moderate-impaired cognitive ability),
or high functioning autism (who present normal mental functioning), or with Asperger’'s Syndrome
(now categorized as a form of ASD in the DSM-52)."%

Careful examination of the dynamic between the built environment — with its attributes of
acoustics, visual character, spatial quality, color, texture, geometry etc — and human behavior can
lead to the development of more specific and sensitive design guidelines. Individuals with special
needs have been given particularly close attention in this type of design guideline development.
One of the first publications regarding this matter is a series of studies published in the British Jour-
nal of Mental Subnormality in the first half of the 1970s with the title “The Physical Environment
of the Mentally Handicapped”.* More actual guidelines and design principles are proposed in “The
Autism ASPECTSS™ Design Index” (Author: Magda Mostafa). “The index is based on the Sensory
Design Theory, which hypothesizes that by altering the sensory environment using specific design
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interventions, as manifested through input from the built environment, autistic behavior can be
altered positively.”” The index summarizes the seven design criteria. “These criteria are acoustics,
spatial sequencing, escape space, compartmentalization, transition spaces, sensory zoning and safe-
ty””® Similar design guidelines are also used in the wellbeing agenda of the well-known commercial
certifications WELL, LEED or BREEAM.

Another method of obtaining information is analysing the autobiographies of people with
ASD (a.k.a. auti-biographies), who are able to describe, in their own language and expression, their
perception of space and built environments. By analysing their own descriptions, we gain insight
into an autistic way of thinking and acting in relation to the built environment. A complex outlook
on this topic comes from one of the most cited studies on “auti-biographies” in a scientific text by
Stijn Baumers and Ann Heylighen, “Harnessing Different Dimensions of Space: The Built Environ-
ment in Auti-Biographies” (2010).?

Despite the availability of a significant amount of information, the public in general is still
largely surprised when faced with instances of unusual behaviour of individuals with autism and
when considering accessibility, it is primarily understood as a question of a physical nature. To
their disadvantage, they need to make great effort to comprehend and familiarise themselves with
the space they find themselves in. During this process of familiarisation and processing of informa-
tion, visual smog from signs and posters, unclear marking, loud announcements or other acoustic
stimuli, neon lights and flashes can all be barriers causing frustration and unusual behaviours.

Persons with autism spectrum disorders continue to face barriers in their participation as
equal members of society, and reaffirming that discrimination against any person on the basis of
disability is inconsistent with human dignity. Individuals with autism spectrum disorders and their
families face major challenges including social stigmatization, isolation and discrimination, while
children and families in need, especially in low-resource contexts, often have poor access to appro-
priate support and services.

Interventions for people with ASD need to be accompanied by broader actions for making
physical, social and attitudinal environments more accessible, inclusive and supportive Worldwide,
people with ASD are often subject to stigmatisation, discrimination, and human rights violations.
Globally, access to services and support for people with ASD is inadequate.

The city, which comprises mostly persons whom we do not know and will never know,
prompts us to reflect that beneath the surface layers of personality everyone is a stranger. Recogni-
tion of this kernel of strangeness is not necessarily a defect in a relationship. On the contrary, it can
be a virtue; it makes for respect.*

“The UN Convention on the Rights of Persons with Disabilities (UNCRPD) is the first interna-
tional, legally binding instrument setting minimum standards for rights of people with disabilities,
and the first human rights convention to which the EU has become a party.” The level of effort put
into the creation of inclusive spaces currently differs in different European countries, depending on
their relevant adopted legislation. Basic health insurance does not, in many cases, cover the wide
range of mental illnesses, leading to huge financial difficulties and subsequent social exclusion for
families, which spreads from the afflicted individual onto his immediate family and care group.
The WHO has made accessible its Mental Health Atlas, a project designed to collect, compile and
disseminate data on mental health resources in the world. In Europe 8o % of countries have formu-
lated their legislation after 1990. However, the presence of legislation, even if it has been formu-
lated recently, does not guarantee the protection and promotion of rights of persons with mental
disorders.*

The Approach to Autism in Slovakia
If we consider the WHO definition of ASD, seen as a specific mental disorder, the starting point of
this study, then the entire topic of autistic spectrum is gravely neglected in Slovakia. The Slovak
Ministry of Health has, though, declared a clear intention to address this issue in its latest public
outreach announcements on the topic of mental health. One of the most significant of these is the
improvement of education about mental disorders in schools, workplaces and communities and the
creation of a system of coordination between ministries, that goes beyond their respective fields
and within the same agenda.®

So far, we do not have sufficient statistical data about people with ASD. The estimated number
is about 30 — 50 thousand individuals. (Jozef S6th, MD, director of the Communal Centre of Autists
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Drahuskovo, claims to have researched some 38,000 people within his organisation only).34

Considering the large numbers of high-functioning cases and cases of combined mental
disorders, neuroatypical people vary in their perception and use of architecture. On one hand,
architecture and urbanism can become closely linked with the social aspects of the affliction in
mental health discussions where the main topic is deinstitutionalisation — the transformation from
institutionalised to community-based provision of social service. On the other hand, there is the
contribution of research by the private sector, which looks at providing neuroatypical high-func-
tioning workers with an optimal working environment.

The basic and most important claim for the need for inclusion and deinstitutionalisation and
transformation of social services is defined in the Universal Declaration of Human Rights, in arti-
cle 1: “All human beings are born free and equal in dignity and rights”

“Freedom, equality and dignity are elementary attributes of human beings. If we adopt the
thinking of this ethical approach, and in the basic international document, it is our moral and
professional obligation to change the system in such a way, that all humans would be equal in free-
dom, dignity and rights.** Within this context, architecture is becoming recognised as an unavoid-
able tool for the creation of solutions, responsible for the existence of different communities.

In Slovakia, care institutions began to develop, similarly to other European countries, back in
the 13th century. These socially charitable and healing institutions were based in monasteries at
first; later the towns themselves prompted their creation. The Hospital of St. Anton in Bratislava
(1309) and St. Elizabeth in Banska Bystrica (1255) are two of the largest and oldest of these.

A significant change occurred in the second half of the 19th century, when central Europe
started implementing home care rights as part of town residency. This right aimed to ensure that
a resident would be entitled to social care in cases of poverty, need or health affliction. The oldest
establishment for people with mental health issues in Slovakia is the Blum Institution in PleSivec,
founded in 1898. A high demand for placement of patients was recorded within the first 10 years of
its operations, expanding from 10 to 150 beds and continuing to grow in the following decades.

Some of the care for people with mental health problems was taken on by the Psychiatric Clin-
ic of Comenius University in Bratislava. “It was here that Karol Matulay, MD, who started working
here in 1932, became one of the most influential people within 20th century healthcare and social
care for people with mental disabilities. During his time at the clinic between 1932 and 1945, he
abolished the cell system, net beds, straightjackets and passive care, which he replaced with active
therapy and ergotherapy.””’

After World War 2, when official Nazi policy interrupted some activities and discontinued oth-
ers of the special establishments in the name of racist and genocidal attitudes toward the weaker
and disadvantaged, the 1950s and 1960s witnessed massive construction of high-capacity special
institutions throughout Europe.

In Slovakia, nationalisation led to the establishment of care facilities inside former church build-
ings and monasteries, which were ill-matched for this purpose both spatially and technologically.

This approach to care, still practiced today to a certain extent, creates a high level of segre-
gation. Architecturally, the urbanistic solution for these care facilities was originally a condition
of being “carved” into their surroundings by physical barriers or their own locality, away from
communities. That is how the setup reciprocated the patients’ fears with respect to the outside and
towards people who as outsiders, away from this demarcated space, were deemed as dangerous.

“The first signs of deinstitutionalisation, manifested as the need to establish outpatient
treatment, are dated to 1982 in Slovakia, when the first outpatient sanatorium (Lipského 13) was
established by Doc. PhDr. Slavomir Krupa, PhD. in Bratislava for children with mental afflictions.”®
These first projects implied a significant transformation and deinstitutionalisation after undergo-
ing quality evaluation in the second half of the 1990s. During this period, the final phase of this
process is taking place in Western Europe.

The situation from hundreds of years ago, when different diagnoses were housed in the same
establishment, making it hard to provide specialist patient care, is also an issue today. Currently,
the social establishments care for both people with mental and behavioural issues and people with
complex psychiatric diagnoses.

In the present society, it is increasingly clear that the development of the environment is
a social construct of the same importance as accessibility or natural resources and finances. Rela-
tionships between people as individuals and their varied communities are important factors in the
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construction of a socially supportive space. The spatial arrangement of towns and villages should
create the right conditions for this camaraderie by creating the right living and working conditions
and services.

More Severe Cases of Autism in the Context of Spatial Solutions:
Architectural Conversion in Slovakia

Even in 2020, Slovakia can still be considered to be at the beginning of the reformation. Dein-
stitutionalisation, as the reformation in question, aims to reverse the induced stagnation of the
development of social services. “This stagnation comes from the outdated conviction that it is
sufficient to fulfil the needs of a person unable to do so for themselves due to physical, mental, or
social limitations.”” Currently there are 10 diagnostic facilities for autism in Slovakia, according to
the organisation SPOSA.* This number is clearly insufficient.

The only unique case of a modern community-based facility for ASD patients in Slovakia is
the Drahuskovo social care facility in the town of Krajné (Myjava district). It was established to
cater for adults with complex autism and, similar to other such facilities, is located within an older
converted structure. The difference was that it became a place where functionality was enhanced
with specific architectural solutions (authors of the reconstruction: GFI). Its operations started in
2010, mostly funded by Norwegian grants and the private sector, in collaboration with the Autism
Society Norway and the University of Oslo. The project was created by the parents of people with
ASD from the organisation Drahusko. One of the founders is Jozef S6th, MD, its current director.

The establishment constructs an ideal communal cycle, as it creates work opportunities for
former clients from the childcare system and foster families in the position of an assistant carer
(a halfway-house program). It cares for ten clients with health afflictions, seven of whom are on
a yearly or weekly basis and three on a daily basis as employees of safeguarded workshops. The
spatial infrastructure or the workspace is based on three detached objects and a space for husband-
ry and agriculture in the exterior.

AU 1-2/2021 29



MUDR. PAVOL MAZALAN

FACULTY OF MEDICINE
COMMENIUS UNIVERSITY
BRATISLAVA

Spitélska 24

81372 Bratislava

Slovak republic

ING.ARCH., MGR. ART.
PETER MAZALAN, PHD.
FACULTY OF ARCHITECTURE
AND DESIGN

SLOVAK UNIVERSITY OF
TECHNOLOGY, BRATISLAVA
Némestie slobody 19

812 45 Bratislava

Slovak republic

petermazala@stuba.sk

30

An old converted school is the main assembly building as well as the main centre for creation.
A former classroom was turned into a multipurpose hall (gymnasium and event hall). Pottery,
kitchen and multi-use workshops can also be found here. The upper floor serves as accommodation
for personnel. A new three-storey building was built to provide accommodation for clients, as well
as an administrative section and kitchen / dining. The last building houses the DT workshops and
livestock / kennel facilities.

Architecturally, the language of the complex is bold. The timber-clad living quarters, the
reduced facades and near-achromatic scheme of the converted school, together with the reinforced
platforms, work as a harmonic and functional entity. The objects are interconnected by covered
walkways. The director describes the project as a result of the needs of parents based on their lives’
work for their autistic children. As a space for people with ASD, in this case it is a safe space. At the
same time, it is clearly demarcated and organised and offers a variety of stimulation zones.

Even though it may appear to form another large isolated complex outside of the main town
centre in a rural setting, similar to the 19th century institutions in Europe, these types of places
tend to provide their clients with room for self-realisation, work, social and communal contribution
towards a wider audience.

In Slovakia, most of the clients are placed in buildings that were not built for any specific
purpose, which is reflected in the living conditions. Many establishments operate in historic build-
ings, mostly converted some 50 years ago. Their walk-through floor plans with large rooms are not
suitable and do not provide basic comforts, nor do they use the basic principles of accessible design.

A mansion in Adamovské Kochanovce, which provides social care for the mentally disabled,
is one of the more significant historic buildings, and a piece of national heritage at the same time.
This Baroque chateau from the third quarter of the 18th century with an adjacent park was owned
by Countess Marguerite de Sizzo Noris (1889 — 1977) prior to being nationalised. The process of its
confiscation by the state in the second half of the 1940s is well documented. In 1948, after recon-
struction, it became a retirement home followed in 1963 by a social care facility for children with
mental disorders. As of 31 December 2019 it housed 60 social patients, although it has naturally
turned into an establishment for adults. The social care facility is composed of two accommodation
buildings (mansion and operational building), a utility building (laundry and water treatment), ga-
rages and parks. The entire complex is fenced off. The mansion has two floors with bedrooms and
day rooms. In the adjacent single storey building there are offices, workshops, rehabilitation room,
multi-sensory room, event hall and client accommodation in the loft space. “Despite an almost
232,000 euro investment into this facility, in 2016 there were still large capacity rooms with more
than 8 beds and a bathtub. One of the negative consequences of this setup is the perception that the
term “transformation of social services” only related to capital support and humanisation.”*
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