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Abstract

Alzheimer’s disease (AD) is a dementia that unfortunately affects 
many people around the world and also here in Manitoba. This 
practicum explores how an interactive environment can potentially 
improve the quality of life for people living with AD. The learning 
objectives of this project were to investigate how an environment 
designed with total wellness in mind can support residents with AD. 
Specifically, the residents are millennials – people born in the 1980s 
to 2000s. The environment is one floor of a personal care home.
  
An extensive literature review was conducted of topics relating 
to wellness, mental, physical, and spiritual health. The role 
of community and socialization’s effect on quality of life was 
researched.  Precedents were also analyzed. These investigations, 
along with programming led to a design which provides a 
therapeutic central hub for residents to visit and socialize with 
others while enjoying a variety of activities, both planned and 
spontaneous. 
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This practicum explores how an environment designed for total 
wellness can potentially enhance the quality of life for persons 
living with Alzheimer’s disease (AD). Currently, there is no known 
cure for AD, but research continues. AD is one of the more 
common forms of dementia; approximately 64% of people living 
with a dementia have AD (Alzheimers Society of Canada, 2010, 
p. 3). Dementia, and specifically AD, is becoming a global issue 
that is not going to disappear in the near future. People living with 
AD should have the opportunity to live in a positive environment, 
where they have choices as how to spend their time. The client 
for this practicum is the Winnipeg Regional Health Authority, with 
a mission “to co-ordinate and deliver safe and caring services that 
promote health and well-being” (Mission section, para. 1). The 
facility will be used by persons with all stages of AD.

This practicum focuses on the interior design of a dedicated 
“interactive floor”--a social zone separate from private living and 
hygiene facilities. The 18,000 sq. ft. space is situated on the 
second level of an eight storey building located at 433 River Ave, 
Winnipeg, Manitoba. This dedicated floor is meant to promote 
socialization between all residents of the facility, rather than 
just between the people who live on the same floor (i.e. the 
multipurpose spaces typically found on each floor of personal 
care homes). 

Purpose or learning objectives: 

The primary learning objective is to explore how designing for 
user’s total wellness shows potential to improve the quality 
of life for people living with AD. This practicum starts with a 
literature review of both theoretical and practical literature that 
covers several topics that help to inform the project. Following 
the literature review, site and building analyses, precedent 
reviews, programming, and concept development all contribute 

I n t r o d u c t i o n
to a cohesive design solution. The final project includes floor 
plans, sections, elevations, material choices, and 3D perspective 
renderings that convey the character of the space. 

C O N T E X T :
Models of Care

Currently, most long-term care homes in Manitoba are situated 
in institutional acute medical facilities. These medically-oriented 
settings provide limited choices for socialization among residents. 
In this institutional model, care is centralized and caters towards 
staff rather than resident needs. In the majority of long-term care 
homes everything is scheduled— when to get up, eat, clean up, 
and go to bed. 

Over the past few decades, there have been many changes to 
how care is provided for those living with AD. Care philosophies 
have emerged during this time that reject the traditional 
institutional model, and the results have been positive. A few of 
these models are: Person-Centered Care, Resident Directed 
Care, Restraint-Free/Individualized care, the Regenerative 
Community, the Eden Alternative, The Green House project, 
The Wellspring model, and the Planetree Model (Brawley, 2006, 
p. 161-162). These non-institutional care models share similar 
characteristics, including:
 - No fixed strict schedule;
 - Focus on providing a homelike living environment;
 - Fewer managers and more front-line staff;
 - No physical restraints and low use of psychotic   
 medication;
 - Create an environment to lessen loneliness,    
 boredom, and helplessness that is common in the   
 traditional setting;
 - Create an environment with plants and pets;
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 - Encourage variety and spontaneity over the    
 programmed activity approach;
 - Decentralizing nursing stations; and
 - Creating neighborhoods within care homes where   
 people get to know their fellow residents

Context in Winnipeg

Alzheimers disease (AD) is an emerging issue in Canada and 
around the world. Statistics in Manitoba show that a large number 
of people living with AD also suffer from and other types of 
dementias. In 2008, there were an estimated 18,710 persons 
living with various forms of dementia in Manitoba (Smetanin et 
al., 2009, p. 5). Fast forward to the year 2038 and the number 
of persons living with a dementia is expected to jump to 34,097, 
about 2.5% of the Manitoban population (Smetanin et al., 2009, p. 
6). As of 2008, 65% of all the persons with dementia in Manitoba, 
have AD, which is expected to rise to 68% by 2038 (Smetanin 
et al., 2009, p.6). Interestingly, in 2008 and in future projections, 
the amount of women living with dementias will be 64%. From 
these statistics Smetanin et al. (2009) gathered that the demand 
for long-term care beds for persons living with dementia will be 
over seven times the current demand as of 2008 (p. 12). It is 
evident that design and planning for excellent care facilities is an 
important issue for the future of Manitobans. 

Current provisions in Winnipeg

As previously explained there is, and will continue to be, a 
need for personal care homes (PCH) in Manitoba. Currently in 
Winnipeg, there are 39 PCH (WHRA, 2012, p. 3). According 
to Cheryl Demasi at the Alzheimers Association of Manitoba, 
around 80% of persons living in PCH have some form of 
dementia, therefore all care homes offer the care required 
(personal communication, August 6, 2014). All of the personal 

care homes in Winnipeg have secure locked units for persons 
living with a dementia (Tannis Pratt, personal communication, 
August 20, 2014).  In terms of what is now available for partners 
of persons living in PCH, a number of PCH have attached elderly 
persons housing (EPH) buildings and in many cases are used by 
resident’s partners (Tannis Pratt, personal communication, August 
20, 2014). Winnipeg currently has nine PCH with an EPH option. 

Millennials 

Many of the PCH in Manitoba were built between 1950 and 1960. 
Although many have had renovations over the years, they remain 
sterile environments. Considering the extraordinary changes that 
have occurred in society since the 1960s, this practicum focuses 
on a design that would meet the future needs of a younger 
generation –specifically millennials, or those born in the 1980s to 
early 2000s. 

There are a few shifts that have happened between the baby 
boomer and millennial generations. The world has changed; 
most millennials have finished their educations and are starting 
out on their own in the midst of a recession. Millennials have 
grown up being shaped by technology; they are highly educated, 
but underemployed (PEW Research Centre, 2010, para. 9). 
Millennials value having a work life balance (Giang, 2013, para. 
3). Generally their top priorities are being a good parent, having a 
successful marriage, and helping others in need (PEW Research 
Centre, 2010). Millennials value flexibility over pay (Taylor, 2013, 
para. 3). They also value a fun cohesive work culture and want 
their colleagues to be like a second family (Giang, 2013, para. 1). 
If the job is not a good fit for them they will move on. Sixty percent 
of millennials change jobs every three years, which is different 
from earlier generations who typically worked for the same 
employer for twenty plus years (Taylor, 2013, para. 2). This way of 
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thinking is driving employers to change their work culture in order 
to keep young talent.

As a result of many millennials coming of age in a recession, 
they are learning to cope with simpler lifestyles as they realize 
the possibility that they may not be as financially secure as their 
parents. At the same time, they are balancing this with their 
need to own the latest technological gadgets. As a result of the 
recession, lifestyles are less materialistic and people are finding 
joy in simpler things. A small study asked millennials what they 
would do if given 100 dollars, many said they would spend their 
money on travel, dining out, and social experiences (Millennial 
Marketing, 2010). In contrast to baby boomers, millennials are not 
typically spending money on television, investments, mass market 
beer, cars, homes, bulk goods, weddings, children, and health 
insurance (Davidson, 2014). 

The trend of bringing a sense of community to people living in 
long-term care homes is one that the millennial generation will 
appreciate. The activities designed for the interactive floors will 
not significantly change, because it is assumed that people will 
continue to enjoy social outings, such as dining out, watching 
a movie in the theatres, or attending a sporting match. The 
atmosphere and design, however, will be different as styles 
change throughout the years. Millennials today are used to having 
technology deeply embedded into everyday life, and this will be 
reflected in the design. 

R A T I O N A L E :
The inspiration for this project came about after watching a 
documentary about persons living with AD in the Netherlands, 
and how they have a different model of care that is working well. 
People living with AD and their families need more options than 
what is currently available in Canada. In order to offer something 

different, this practicum presents the idea of an interactive floor 
where people with AD can socialize together, and with family and 
friends. This practicum project will benefit persons living with AD 
in the future, the interior design community for its contribution to 
the body of research, and, lastly, the families of persons living 
with AD.

Alzheimers disease is an emerging issue in Canada due to our 
population demographics and the costs associated with care. In 
2011, the average age in Canada was thirty-nine (Stats Canada, 
2011, para. 1), and there were 747,000 Canadians living with a 
cognitive impairment (Alzheimer Society of Canada, 2012, para. 
1). By the year 2038 there will be 1.1 million Canadians living with 
a dementia, about 2.8% of the total population (Alzheimer Society 
of Canada, 2010, p. 10). The same trends are occurring globally. 
A report by World Health predicts that by the year 2030 there will 
be 65.7 million people living with dementia around the world, and 
rising to 115.4 million by 2050 (WHO, 2012, p. 2). A population 
with of adults above the age of 65 will be an item of concern for 
Canada’s healthcare system, as there are not enough young 
adults currently working to support the rising costs of healthcare. 

As of 2012, Dementia cost Canada roughly $33 billion per year, 
based on healthcare expenses and indirect costs (Alzheimer 
Society of Canada, 2012, para. 2). If the current practices do 
not change, this number will balloon to $293 billion by 2040 
(Alzheimer Society of Canada, 2012, para. 2). A study done in 
the United States found that the cost of Dementia was equal or 
higher to caring for patients with cancer or heart disease (Hurd, 
Martorelle, Delavande, Mullen, & Langa, 2013, p. 1331). Based 
on the number of people being diagnosed with AD and the costs 
associated, Canada needs to be prepared for this situation by 
planning for the future. 
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Limitations
This is a hypothetical project of evidence-based design, informed 
by literature and other’s research findings. As such, it will be 
impossible to determine with certainty that the proposed design 
would result in improved quality of life for people living with AD. 
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People are becoming conscious of total wellness and well-
being. They understand that it is important to spend time taking 
care of themselves in order to live a happy and purposeful life. 
How can an environment support quality of life for people living 
with Alzheimers disease (AD)? The literature review starts by 
considering the concept of total wellness as it relates to those 
living with AD; mentally, physically, and spiritually. The second 
section explores the practical side of what is needed to design 
interior spaces for people living with AD. Factors that contribute to 
both mental and physical health will be discussed. 

1.1 Total Wellness

1.1.1 Mental 

Selfhood: 
What is self, and what can we do to keep it healthy? What 
happens to people living with AD and their sense of self? There 
is a common misconception that people living with AD lose their 
sense of self completely over time, which is not the case. This 
section will explore selfhood from Rom Harre’s social construction 
theory (1994) and what happens to people living with AD as their 
condition progresses. This section will continue on to discuss 
what the self needs to achieve enlightenment or self-actualization 
according to Maslow’s hierarchy of needs theory (1943).  Lastly, 
this section will take a look at structural-functional perspective 
theories related to aging and how that relates to mental wellness. 

According to Rom Harre’s theory (1994) the self is broken down 
into three categories. Self one is made up of the experience of 
personal identity, using such words as “I” and “my” (Sabat & 
Collins, 1999, p. 16). Self two encompasses people’s beliefs 
about themselves including attributes, traits, and skills, such as, 
heights and weight, religious and political beliefs, convictions, 

1.1 T o t a l   W e l l n e s s

and career choices (Sabat & Collins, 1999, p. 16).  The self two 
can include attributes from past, present, and future. Self three is 
the social persona, the way people present themselves based on 
situations and how others react to them (Sabat & Collins, 1999, p. 
17). For example, a person can be a caring friend, loving partner, 
dedicated teacher, and great parent (Sabat, 2002, p. 27). These 
personas all depend on how people interact with, and how they 
view the person. After reviewing the different parts of self, it is 
understandable to believe that people living with AD lose sense 
of self because they can forget specifics about themselves. 
However, in a majority of cases this does not happen, instead 
their self changes based on outside influence. 

People that interact with persons living with AD can have a 
large impact on that person’s persona based on whether they 
view them positively or negatively. The person’s selfhood can 
change as a result of their treatment from others.  The formation 
of self two and self three are primarily dependent upon other’s 
perception of them. For example in self two; many times people 
living with AD find themselves in social situations where side 
effects of the disease become the focus of attention, rather than 
that person’s attributes (Sabat, 2002, p. 30). It is important not 
to focus on the problems of the disease but to look for the real 
person and draw value from their skills and life experience. 

In Steven Sabat’s case study, he interviewed a woman, Dr. M, 
who lives with Alzheimers disease (AD), to research how selfhood 
is affected in persons living with AD. Dr. M is highly educated 
(Ph. D and Masters in social work) and has experienced trouble 
finding the right words to say (2002, p. 29). In Sabat’s interview, 
he discussed with Dr. M how she still sees her self-two: as an 
intelligent thinker, life-long academic, and professor (2002, p. 
32). What Sabat found is that Dr. M does not like speaking out 
or going to speech therapy sessions because she finds it hard 
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to speak. As a result of this Dr. M does not want to be presented 
as an “Alzheimers case.” When attention is placed more on the 
person being “an Alzheimers” rather than who the person is, 
self two and self three can deteriorate as a result. When people 
focus on the issues associated with AD, the self three persona 
shifts from everything they were before the disease, to a now 
“burdensome, dysfunctional patient”(2002, p. 33). Sense of self 
remains well in people living with AD, but unfortunately parts of 
self can be influenced negatively by others. When we treat people 
living with AD with the value they deserve, it will in turn allow 
greater dignity and quality of life overall. 

Maslow’s theory: 
Abraham Maslow had a desire to learn what motivates people. 
In 1943, he developed a system of basic human motivations 
everyone needs in order to achieve self-actualization (Maslow, 
1943). Maslow’s ideas are an ideal place to start when trying to 
understand the psychology of what can contribute to quality of 
life. Maslow’s needs are typically presented in a pyramid fashion, 
including in the order from bottom to top: physiological, safety, 
love/belonging, esteem, and self-actualization (Maslow, 1943). 
Examples of each need are as follows. 

 Physiological – food, water, sex, sleep, shelter    
 (Kremer & Hammond, 2013, para. 5)
 Safety – protection from elements, security (Kremer   
 & Hammond, 2013, para. 6)
 Social – love, friendship and company (Kremer &   
 Hammond, 2013, para. 6)
 Esteem –social recognition, status and respect    
 (Kremer & Hammond, 2013, para. 7)
 Self-actualization – realizing personal potential,   
 self-fulfillment, seeking personal growth and peak   
 experiences (Kremer & Hammond, 2013, para. 8).

Maslow believed that people cannot move up the ladder without 
fulfilling the most basic needs first. At first glance it makes sense 
that if people need to eat, higher needs might not be a priority.  
However Maslow’s theory is generalized and cannot be applied 
to everyone. There are people living all over the world without 
freedom of safety, but they could still be living fulfilled lives.  
Maslow’s theory provides a starting point for the understanding 
of human needs and how many require the specific qualities 
mentioned, to attain a higher quality of life. 

Maslow’s theory brings validation to what this practicum project 
is trying to accomplish by incorporating an interactive floor. Many 
personal care homes today, have a large open multipurpose room 
that is adapted for different activities. The third block of Maslow’s 
pyramid is love and belonging, included in which is friendship. 
Instead of a design that utilizes multi-purpose spaces, the activity 
floor is designed so residents can have the most choice possible 
(in terms of chosen activity as well options to be more or less 
social) and have the opportunity to build relationships with family 
and partners. The activities provide a variety of opportunities to 
meet and develop lasting friendships. 

There are a number of different theories notable to aging and 
mental wellness. The first one, by Robert J. Havighurst, is 
called Activity theory and was developed in reaction to the 
common Disengagement theory by Cumming and Henry (1961). 
Disengagement theory explains why it appears normal for older 
adults to withdraw from social experiences and relationships, 
because they begin to have a self-awareness that they are 
leaving this world soon (Havighurst, 1968, p. 20). Activity theory 
presents the opposite. It argues that instead of disengaging, older 
adults should try to stay active and social in their community 
which will increase their quality of life and happiness (Havighurst, 
1968, p. 20).
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1.1.2 Physical 

Taking care of our physical body is the second variable in 
developing total wellness. The idea that physical health will 
provide an increased quality of life is well established.  People 
are aware that exercise and good nutrition are important for 
maintaining health, and older adults can benefit greatly from 
a light exercise routine. There have been many studies that 
demonstrate how a light physical exercise regime can help 
improve quality of life and cognitive functions for people living with 
AD. Exercise does not cure AD, but it can help with managing 
some of the side effects, and has even been documented to 
reduce the risk of developing AD (Vogel et al., 2009, p. 303). 
The more physical activity a person does results in a greater life 
expectancy for people living with AD (Scarmeas et al., 2011, p. 
48). 

Overall benefits of exercise:
When people with AD engage in exercise they benefit from an 
increase in strength, physical fitness, functional performance, 
cognitive performance, and improved mood (Vogel et al., 2009, p. 
315). 

Exercise promotes overall well-being. One article focused on 
this by interviewing people with mild AD and questioning them 
about their thoughts towards exercising. The meaning of physical 
activity for one woman had changed from exercising to burn 

calories, to instilling a sense of well-being (Cedervall, Torres & 
Aberg, 2015, p. 684). Being able to move and maintain a healthy 
lifestyle meant to the participants that they were still healthy 
and capable. Another participant responded to the question 
of what’s good about exercise by saying, “well, you feel that 
you’re a bit normal, that you’re not so helpless yet” (Cedervall, 
Torres & Aberg, 2015, p. 685). Being able to engage in an 
activity that everyone else did, gave the participants feelings of 
empowerment.  

Another study of older adults found that a primary motivation 
for people wanting to exercise was the prevention of physical 
deterioration (Fox, Stathi, McKenna, & Davis, 2007, p. 7). In older 
adults, keeping one’s body flexible and strong may mean the 
difference between life or death. 

After reading about the support between exercise and cognitive 
improvement for people living with AD, there were some 
conflicting results that should be noted. An article by Brown, 
Peiffer and Martins discussed a small handful of studies that 
did not find a strong link between exercise and cognitive 
improvement in adults with AD (Brown, Peiffer, & Martins, 2013, 
p. 866). The conflicting reports are something to take note of, as 
there are so many variables in the completion of these studies. 
The studies that did not show positive results had small sample 
sizes and short follow-up periods (Brown, Peiffer, & Martins, 
2013, p. 866). Regardless of whether or not exercise improves 
cognitive function for people with Alzheimers, the other physical 
and mental benefits should be reason enough to engage in 
activity.  

 As with Maslow’s hierarchy of needs, activity and disengagement 
theories cannot be applied to every person and scenario, but 
if an older adult is able to stay active and be engaged in their 
community-- similar to life before moving to a care facility-- it 
seems this will be a positive contribution to their well-being. 
This is all further support for having an “interactive floor” that 
encourages activity and engagement with others. 
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Social benefits have also been found from engaging in physical 
exercise. Participants of one study noted that group fitness 
classes helped keep them motivated by seeing other people 
doing the same activities as them (Fox, Stathi, McKenna, & Davis, 
2007, p. 598). 

There are many different forms of physical activity that older 
adults can engage in. While more research is required to 
understand exactly what programs best improve cognitive 
decline in adults with AD, there are a few studies that have asked 
this question. Dr. Hiroyuki Shimada of the National Center for 
Geriatrics and Gerontology in Japan, investigated the effects of a 
yearlong exercise program on adults that were already diagnosed 
with mild cognitive impairment, which can precede AD (Sifferlin, 
2012, para. 6). One group engaged in aerobic exercise, strength 
training, and balance training for two 90 minute sessions per 
week while the other attended health classes. The exercise group 
improved in memory and language skills compared to the people 
who did not exercise at all (Sifferlin, 2012, para. 7). 

A second study conducted by researchers from the University of 
British Columbia investigated three different groups of women 
already showing signs of cognitive impairment. The three groups 
either did resistance, aerobic, or balance and tone training. The 
program was done twice a week for six months. The researchers 
found that the women who did strength training had the best 
outcomes (Sifferlin, 2012, para. 7). From this study we can see 
that certain types of exercise may be more, or less, successful in 
affecting cognitive functioning.

Studies such as the ones discussed above are difficult to conduct 
due to many variables such as the long follow-up time required. 
Yet it is clear that many studies have found a positive association 
between exercise and slowing the rate of decline in people living 

1.1.3 Spiritual 

The last link in the journey for total wellness that this literature 
review covers is spiritual wellness. There have been many 
studies that have found positive effects of engaging in a spiritual 
practice for older adults. This section of the literature review will 
look at what kinds of benefits there are from engaging in spiritual 
practice, therefore rationalizing the need for sacred spaces in 
long-term care facilities. 

There is a common belief that as society ages and modernizes, 
spirituality is less important to people. This is not the case, 
however, for older adults especially. Religion might become less 
important, but belief in a higher power is still relevant to people, 
especially when they are near end of life. Many Canadians do 
believe in God or a universal spirit, Environics’ Focus Canada 
2011 project found that 79% of Canadians have belief in God 
or a universal spirit, 17% did not believe, and 3% were not sure 
(Davison, 2013, para. 13). 

Having a spiritual practice enhances quality of life. A six-year 
study, by researchers at Duke University, investigated 4000 
men and women of various faiths, all past the age of sixty-four. 
Hales found “that people who pray frequently or attend religious 
services stay healthier and live longer that those who rarely or 
never do” (as cited in Brawley, 2006, p. 213). The results were the 
consistent even though the age, health, habits, and other factors 
were all the same (as cited in Brawley, 2006, p. 213). Hales also 
found that people who went to religious services had a lower 
chance of dying (46%), and they had healthier immune systems 
than those who rarely attended (as cited in Brawley, 2006, p. 
213). Dr. Harold Koenig, who was the director for the Duke 

with AD. Based on these findings, it is beneficial for personal care 
homes to implement exercise activities for residents. 
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University centre for the study of religion/spirituality and health, 
believes that prayer can affect quality of life. Dr. Koenig says “it 
boosts morale, lowers agitation, loneliness and life dissatisfaction, 
and enhances the ability to cope in men, women, the elderly, the 
young, the healthy and the sick” (as cited in Brawley, 2006, p. 
213). Many other studies have found similar findings that support 
this. Krause et al. (2002) found health benefits such as lower 
likelihood of hypertension, McCullough et al. (2000) also found 
lower mortality rates from people who had a spiritual practice.

Besides the great health benefits, researchers have found that 
people use religion or spirituality as a way to cope in times of 
illness, loss, and death (Pargament et al., 1990, p.794). A spiritual 
belief system can offer rationale for why bad things happen to 
good people (Stuckey, 2003, p. 338). Dein and Stygall found 
that a number of studies and also confirm that many older adults 
use religion to cope to help during adjustment periods (as cited 
in Kirby, Coleman, & Daley, 2004, p. 124). The previous studies 
listed described people in general, but what about people living 
with Alzheimer’s disease (AD)? A study done by Beuscher and 
Grando found that people feel hopeful, have a positive attitude, 
connect to important memories and present support, when 
they have a spiritual practice (2009, p. 593).  Spiritual practice 
connecting people living with AD to important memories can be a 
huge boost to their quality of life. 

Providing a sacred space is an important aspect of the design 
to encourage the benefits of spiritual practice discussed. One 
issue to consider is how multicultural and multi-faith Canada has 
become; it is important to design a space that diverse groups 
can use while still feeling comfortable.  One thing to note about 
spirituality that may have influenced the studies is that most of 
the people researched did have a spiritual practice, but obviously 
for the people who do not, this topic does not add quality to their 

lives. It is also important to realize that some people did not want 
to talk at all because they blamed their disease on God. 

1.1.4 Summary

Mental, physical, and spiritual wellness may be achieved, in 
part, with a carefully designed interactive floor that responds 
to each of these aspects of well-being. Interactive spaces that 
create opportunities for people to engage together and build 
relationships help to stimulate mental wellness. Spaces focused 
on physical wellness such as exercise areas, including yoga, will 
be incorporated. Lastly, to foster spiritual wellness, the interactive 
floors will include quiet, calming spiritual spaces for meditation 
and reflection. Incorporating these design ideas has the potential 
to provide an interior in which people with AD can thrive. 
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1.2 Successful features of supportive Environments for people with Alzheimers disease

1.2 Successful Features of Supportive Environments

1.2.1 Mental 

The need to wander about is associated with Alzheimers disease 
(AD) and dementia. According to Namazi, Rosner and Rechlin 
(1991), wandering is one of the primary reasons that families 
decide to place a person with a dementia into a facility. Relatives 
are worried the person living with AD will leave home and not 
be able to find their way back (as cited in Dickinson &McLain-
Kark, 1996, p. 33). The term wandering is defined as “seemingly 
aimless or disoriented movement that involves exiting to the 
outside from a protected Alzheimer’s unit” (Namazi, Rosner & 
Calkins, 1989, p. 699). This very definition is an outdated way of 
thinking from Margaret Calkins point of view, as there is usually 
an underlying reason that a resident feels the need to wander 
(Calkins, 1988, p. 6). Calkins believes that by accommodating 
and understanding what the underlying needs are, planning and 
design can help reduce the desire to wander (Mather, 2001). The 
three main reasons that people with AD feel the need to wander 
are a desire to obtain a goal, or, alternatively, out of stress or 
boredom (Synder, Rupprecht, Pyrek, Brekhus, & Moss, 1978). For 
the goal oriented wanderers, they may be trying to live out daily 
routines that they have been used to doing for a large part of life. 
For example, an observational study done in 1992 by Dickinson 
observed a resident who had been a plumber in previous years 
trying to dismantle a towel bar (as cited in Dickinson & McLain-
Kark, 1996, p. 33). 

Moving to a new environment that is institutional and not home-
like can produce anxiety and stress in those living with AD. The 
lack of privacy found in some long term care homes can add to 
that stress for residents accustomed to having their own privacy. 
Suddenly having to follow certain rules and a set schedule can be 

overwhelming for someone used to their independence. 
Lastly, boredom is a major reason why residents wander. In 
too many cases, institutional settings lack visual stimulation, 
opportunities to be involved, a sense of belonging, and 
meaningful use of time (Dickinson & McLain-Kark, 1996, p. 33). 
Many design solutions to help discourage wandering do not have 
a strong backing of empirical evidence, but are nonetheless 
thought to help. 

One of the most common types of wander is lapping, or repetitive 
circling of a large area (Dickinson & McLain-Kark, 1996, p. 34). 
A never ending corridor, or a racetrack, is one strategy to help 
with the repetitive circling (Calkins, 1988, p. 67). Calkins wrote 
that staff felt that the strategy of having an endless corridor 
was less frustrating for the residents (1988, p. 67). There is, 
however, no research to prove that this strategy results in less 
agitated residents (Dickinson & McLain-Kark, 1996, p. 34).  A 
second strategy is to use the design and programme to include 
stimulating activities and areas along the path, this encourages 
residents to take a break from walking and join in with a group 
(Dickinson & McLain-Kark, 1996, p. 36). 

John Zeisel has done much work researching the best practices 
for designing spaces for people living with AD. One of the 
ways Zeisel believes design can help wandering is by putting 
something a resident would like to find along and at the end of 
every path. For example, in Zeisel’s own facilities every corridor 
will lead to an interesting space, for example, a kitchen, sitting 
area, activity space, garden, or a musical instrument (Mather, 
2001, para. 22). Zeisel also fills every hallway with stimulating 
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items such as photographs, paintings, lithographs, shadowboxes, 
old albums, and activity boxes to make it an interesting space for 
residences (Mather, 2001, para. 22). 

Community: 

The social aspect of long-term care homes can be one of its 
best features, and more must be done to enhance and foster a 
sense of community among residents. This section will cover the 
benefits of living in a community environment and some ways 
that care homes have found success developing a culture of 
community engagement. 

Many older adults report feeling lonely and would prefer more 
social interaction (As cited in Brawley, 2006, p. 206). The final 
years of one’s life, meant to be enjoyed, are sometimes spent 
in days of boredom and little social interaction. People need 
interaction. A major study, containing more than 116,000 people, 
found that those with solid relationships experienced less mental 
deterioration and lived more vigorous, pain-free lives, without 
physical limitations (as cited in Brawley, 2006, p. 205). There 
are also studies that demonstrated that people with great social 
networks live longer and are more physically healthy than people 
who are secluded (Brawley, 2006. p. 205). These studies speak 
volumes-- quality of life is increased when living in a good 
community. Engaging in a community can help with creating a 
sense of belonging that appeals to one of human’s basic needs. 
Sometimes personal care homes can be a hard place to connect 
when it is not made a priority. 

There are many ways an interactive floor can engage people. 
The idea is that having different places to engage in will give 
residents opportunities to interact with each other more than in a 
typical setting with planned activities. In an article titled “Creating 

an Environment for Community”, five different long term care 
homes were studied because of their residents engaging in 
social behaviour three times more than in a typical nursing home 
(Danes, 2002, p. 62).  There were a few characteristics of the 
programming and design that influenced how sociable people 
were. It was important to have a variety of different spaces, big 
small, open and closed (Danes, 2002, 63). Home-like sitting 
spaces were significant, some of which included a library, kitchen, 
dining areas, and soft seating around a fireplace (Danes, 2002, 
63). The main focus of the article was that people like to be 
around activity in order to watch what goes on. Danes referred 
to this as “porch sitting”. In one of the long-term care homes, 
residents had lined up their chairs along a main circulation 
route, across from a window, in order to watch what happened 
around the building and in the parking lot. Danes also found that 
circulation routes were important because people used them for 
“social walking,” which is another way for people to get to know 
each other and to build community. Overall, the idea of creating 
opportunities for socialization and community in the personal care 
home by using an interactive floor is one that is important for the 
success of this design project.        
      
1.2.2 Physical

Design Features: 

There are many ways that the designed environment, or 
evidence-based design, can dramatically affect space. When 
we understand how to design for people living with AD we can 
create spaces that empower them and contribute to their quality 
of life. John Zeisel has done a large amount of work researching 
the role the environment has on people living with AD; one of 
his studies showed that modification of the environment into a 
space that is easily understood results in a reduction in agitation, 
aggression, depression, and social withdrawal (Zeisel et al., 
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2003, p. 709). The realization that well designed spaces are 
beneficial for humans makes sense. This section of the literature 
review looks at the features of the environment that are needed 
to successfully design for this practicum project. This section will 
cover general design strategies specific to people living with AD, 
as well as notes on materials, lighting, sound, fall prevention, and 
wayfinding. These strategies are focused only on the design of 
the interactive floors, not private living or hygiene facilities.

General Strategies for people living with AD: 

 - The layout of common spaces should promote   
 options of public, semi-private and private spaces   
 (Barnes, 2006, p. 600). Make the design as flexible   
 as possible. 
 - Good design strategy is allowing the resident to see   
 into a space by walking by; allowing them to see what is  
 going on and make a decision if they want to join (Regnier,  
 2002).
 
 - The traditional multi-purpose space used in most   
 models does not make sense to a person living with   
 Dementia (Perkins, 2004). An activity floor like the   
 one proposed in this practicum however, has the   
 potential to bring clarity of space.

Materials:

 - Utilise a strong contrast between vertical and  horizontal  
 surfaces which will help elderly people have a clear   
 reference. (Brawley, 2006, p. 67).
 - Flooring considerations should have minimal contrast in  
 pattern and medium hues and colour values (Brawley,  
 2006, p. 130).
 - There have been studies conducted by Perritt, McCune  

 and McCune on how flooring texture and patterns affects  
 elderly adults with AD, they found bold patterns were   
 hazardous and threw off balance leading to an increase  
 in travel time and falls. Also dark borders can throw off  
 depth perception (as cited in Brawley, 2006, p. 130).
 - In terms of colour monochromatic schemes are not   
 advised because of the lack of contrast     
 (Arditi & Knoblauch, 1996). 
 - The colours violet, blue, and blue green appear darker to  
 elderly people (Brawley, 2006, p. 116).

Lighting:

 - Raise the level of light to make up for the loss of vision 
 for elderly adults (Brawley, 2006, p. 64). When there is 
 not enough light this can make older adults reluctant to  
 participate in activities due to the fear of falling.
 - There should always be an appropriate amount of 
 even lighting; shadows add confusion and can cause   
 hallucinations (Habell, 2013, p. 153). 
 - Concentrate on eliminating glare (Brawley, 2006, p. 64).
 - Offer as much access to natural daylight as possible  
 (Brawley, 2006, p. 67).
 - In terms of natural daylight elderly residents in 
 care homes are not getting adequate amounts.   
 Lack of sunlight has been linked to depression 
 and poor cognition (Wilkins, Sheline, Roe, Birge,   
 & Morris, 2006, p. 1038). Reid, Gallagher and    
 Bosworth studied the effect of sunlight on people   
 and concluded that 30 minutes a day contributes to   
 a significant increase in vitamin D levels and outside   
 areas should be considered in the design (1986,   
 p. 39). In light of this research, it is important to   
 provide outdoor options in the design. 
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 - Provide transitional spaces from indoor to outdoor   
 in regards to lighting, as elderly eyes need longer   
 to adjust (Brawley, 2006, p. 64). These transitional   
 spaces can help encourage people to want to go outside. 
 - The power of lighting has been seen in actual   
 studies where they increased the ambient light to   
 2500 lux and found there was an improvement 
 in sleep of 45% and a reduction in disruptive    
 behaviours by 55% (Calkins, 2011, p. 116).  
 
Sound: 

 - Always be cognoscente and plan for sound    
 absorption, elderly people already may be 
 experiencing hearing loss.
 - Arrange seating for small groups so that the people   
 are no more than six feet apart and everyone is   
 visible to each other for maximum hearing (Brawley, 2006).
 - Carpeting used in areas where water is not present   
 can also help reduce noise levels (Brawley, 2006).
 - A study done in Sweden at the Karolinska Institute   
 of Medicine found that with the use of high quality   
 ceiling tiles “overall average noise levels were  less, peaks  
 were reduced, sleeping was better, patient satisfaction with  
 their quality of care was higher, and patients strongly   
 believed that staff were giving them better care (Dubbs,  
 2004, p. 16).

Fall Prevention:

 - Including a physical activity program into the    
 facility’s activities is one of the ways to build muscle,   
 coordination, and balance which helps reduce the   
 chance of falling (Trotto, 2001, p. 40).
 - Providing handrails everywhere people walk is also   
 crucial. 

Wayfinding:

 - Long corridors are generally a bad idea for older   
 adults (Brawley, 2006, p. 217).
 - “The more understanding the Architecture, the less   
 time will be spent on additional cueing and
 wayfinding strategies” (Brawley, 2006, p. 217). 
 What Brawley is saying here is that the design of   
 the space can either help or hinder a person living   
 with Alzheimers, if it looks like a dining room; it’s a   
 dining room, which is why multi-purpose rooms generally  
 are confusing. 
 - A technique one care centre employed to help 
 in way finding was to set up large display cases   
 outside certain rooms. For example, the dining room   
 had a display of different eating utensils used,    
 providing cues to the person about what happens in   
 that space (Brawley, 2006).
 - When using signage be careful to arrange it closer   
 to the ground, to accommodate for an elderly per  
 son’s downward gaze (Calkins, 2011, p. 116). 
 - Camouflage exit doors that are not to be used by   
 residents (Brawley, 2006, p. 30).
 - Strategies for camouflaging doors are putting 
 mirrors on the door (Mayer & Darby, 1991), or if 
 the door has a window putting a blind in it 
 (Dickinson, McLain-Kark, & Marshall-Baker, 1995). 
 - Colour coding is not a good strategy for 
 wayfinding, because elderly persons have a harder   
 time differentiating colours (Marquardt, 2011).
 - Reference points are very important along a path   
 of circulation (Marquardt & Schmieg, 2009).
 - Repetitive elements, for example, a long corridor   
 of similar doors can be confusing (Marquardt & Schmieg,  
 2009).
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1.2.3 Thoughts on a successful environment for Millennials 

Designing a space for the future and thinking about what 
millennials would prefer for their environment is a challenging 
topic. One of the biggest changes we can expect to see in 
the future is in regards to technology. This section will cover 
how technology might factor into the design, as well as what 
millennials would expect for their future long term care home.

Technology:

One of the biggest influences that will change in the future is 
the integration of technology within the environment. There are 
certain current trends that have influenced change, for example, 
people using electronic devices to read instead of hard copy 
books. Another way technology is evolving is in interactive 
surfaces instead of standard television and computer spaces. 
These interactive surfaces can be placed virtually anywhere, 
and could be used to help with cueing and signage instead of 
permanent signage. 

The advancement of robotics is another aspect of the role of 
technology in interior spaces. Robots have come a long way since 
their invention. Robots can be used to help with staffing in long 
term care homes. While the initial cost might be high, they would 
eventually be commonplace and affordable. 

Technology has been credited for improvements in the quality 
of life of the general public, but there also seems to be shifts 
happening in the millennial population. There are people that 
love technology and embrace it, who will camp out overnight for 
the latest tech device to be released. They will make a way for it 
in their life even if they cannot afford the device. There are also 
people that generally think that while technology is helpful, there 

is a point where it is so engrained in life that it can be harmful. 
For example, there has been a lot of criticism of how young 
people interact with each other in person today. Phones have 
become safety nets to avoid awkward situations. People can 
be more engaged in the digital world than the real one. At the 
very extreme, there are groups of people who wish to live less 
dependent on technology by growing their own food and being 
completely energy independent. These differences in attitudes 
about technology demand a careful balance in the design of 
conflicting perspectives. 

It can be assumed that millennials will expect a lot more from 
their long term care settings than what is found in a standard 
care home of today. A millennial will want a place that resembles 
a home environment with, semi-public spaces inside the building 
in order to venture out, engage in activities they enjoy, and meet 
people. Millennials will also expect it to be normal to have access 
to technology to stay connected with family and friends from 
around the world. 
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1.3 T h e o r e t i c a l    F r a m e w o r k

Figure 1. Theoretical Framework summary.
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1.3.1 Theoretical Framework Summary and Design 
implications:

The main purpose of the theoretical framework is to synthesize 
the reasoning behind this practicum project. It is argued that 
people living with AD in long-term care home settings can have an 
increased quality of life if the space is designed with total wellness 
in mind. 

The framework starts at the top by defining what total wellness 
encompasses for this practicum. Research in regards to mental, 
physical, and spirituality was looked at. Mentally, the facility should 
promote an environment that promotes selfhood; this can be done 
by focusing on the person and not the effects of the disease. 
Secondly, Maslow’s hierarchy of needs puts into perspective the 
different types of motivations people have beyond the basics of 
food, shelter, and water. It is important to provide outlets for other 
needs higher up the pyramid, such as friendship, belonging, and 
self-esteem. To promote metal wellness, the facility should also 
encourage socialization, interaction, and community. The activity 
areas provide an opportunity for people living in the facility to 
develop community, to cultivate friendships over mutual interests, 
and to spend time with their friends and family doing activities they 
both enjoy. 

The physical aspect of wellness was studied. Older adults 
should consider engaging in an exercise routine. Most studies 
linked exercise to improved brain function and delayed cognitive 
decline. Besides brain function, there are many other benefits that 
exercise has on an older adult when done properly. As for design 
implications, there should be a dedicated space on the floor that is 
flexible for group classes and includes weight training classes. 
Spiritual wellness is the last topic explored under total wellness. 
Being spiritual and having a place to practice it is a large part of 

life for some older adults— a part of life that should not end from 
moving into a long-term care facility. 

Next in the theoretical framework is the total environment section. 
A well designed environment needs to be considered and will add 
to quality of life. In this section, mental and physical aspects were 
researched. In terms of mental aspects, wandering is a side effect 
of AD. There are a number of reasons why people with AD feel 
the need to “wander,” regardless it needs to be planned for in the 
design to make the space safe and not confusing. 

The last piece under the mental subheading is community. Social 
connectedness is important, as has been discussed earlier in 
the literature review. The community aspect has many design 
implications; people need spaces to get together. The design of 
an activity based floor provides that opportunity.

The physical side of the total environment framework has to do 
with actual design features. People living with AD are complex 
and have different needs. It is important to research about 
materials, lighting, sound, fall prevention, and wayfinding in order 
to be informed enough to design the best space possible for 
them. 

In conclusion, designing a space to provide for people’s mental, 
physical, and spiritual health, as well as providing a well-designed 
environment with emphasis on communal spaces, rationalizes the 
need for an activity based interactive floor, which may contribute 
to greater quality of life overall. 
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Theory Main Theorist Summary Design Implications
Mental Health Harre (1994), Havighurst 

(1968), & Maslow (1943)
In order to have an environment promoting mental wellness 
the staff need to promote selfhood by thinking of the 
residents as people and not patients living with AD. 

People need socialization, interaction and community in 
order to maintain mental wellness. The longer they are active 
and engaged the better their QoL. 

Maslow outlines basic levels of needs everyone has. It was a 
good reminder that people need more to function than the 
basics to live a fulfilled life.

Provide a variety of spaces and activities 
where people can gather and engage 
together. Simply having a TV lounge is not 
ideal anymore.

Physical Health Cedervall (2015), Fox (2007)

Scarmeas (2011), Vogel 
(2009)

Exercise is beneficial even for older adults living with AD. 
Exercise gave the residents a sense of control and was 
important in combatting the deterioration of the body which 
can lead to falls.

Provide space for programmed exercise and 
yoga classes in the design.

Spiritual Health Beuscher (2009), Kirby 
(2004)

Krause (2002), McCullough 
(2000), 

Pargament (1990), Stuckey 
(2003)

Having a spiritual practice regardless of religion is an 
important and beneficial part of life for many people.

Provide space for special services.

Keep in mind a non-denominational 
atmosphere for multi-religion use. 

Community Brawley (2006), Danes 
(2002)

Social interaction and being connected are important factors 
in QoL.  

Provide spaces for “Porch Sitting” and 
“social walking”. 

Provide a variety of spaces; public, semi- 
private, loud, quiet. Homelike sitting spaces 
around spaces like kitchens, fireplaces, and 
bookshelves is a bonus.

Mental 

features

Calkins (1988, 2011), Dickin-
son (1995, 1996)

Mather (2001), Namazi 
(1989),

Synder (1978)

Need to wander about for many reasons is common for 
people living with AD. Lapping or circling of a large area is 
common. 

There has not been too much empirical research that has 
proven positive results, but a few strategies are having a 
racetrack, as well having stimulating activities along the way 
to encourage residents to take a break.

Consider incorporating a large loop for 
residents to walk about. 

Important to have stimulation and variety in 
the design.

Physical features

(materials, lighting, 
sound, falls, wayfind-

ing, technology)

Zeisel (2003), Brawley 
(2006)

Calkins (1988, 2011)

People living with AD are complex and do not experience the 
world in the same way. Below I will summarize a few ideas 
from each heading. 

Materials: strong contrast needed between flooring, 
furniture, walls, and ceiling. 

Avoid large patterns and dark borders on flooring.

Monochromatic scheme should be avoided.

Lighting: Higher even levels of lighting are needed.

Sound: Absorption should be planned for to aid people 
already living with hearing impairment. 

Falls: Handrails everywhere.

Wayfinding: Landmarks are important to help identify and 
remember. Camouflage spaces that residents should not go 
into.

When sourcing materials pick bright warm 
colours that will be seen easier. Keep in 
mind healthcare standard of being stain 
resistant and anti-microbial. 

Provide as much natural light as possible as 
well an even level of illumination.

Provide as much sound absorption as 
possible to help minimize extra noise and 
confusion. 

Provide handrails wherever possible.

Create landmarks throughout the design 
and camouflage undesirable spaces. 

Table 1. Theories and Design Implications. 
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This precedent section design features that have been found to 
be successful in memory care settings.

2.0 Hogewey 
General description: 

Hogewey is a new form of care home located in the Netherlands 
for people living with severe dementias. The center is designed in 
a way that residents are safe to wander about the grounds without 
getting lost. A site plan can be seen in Figure 4. The centre also 
includes a supermarket, cafe/restaurant, theatre, and salon. 

Location (urban/rural): Located in Weesp (approx 18,000 
people). Weesp is a suburb of the greater city Amsterdam in the 
Netherlands. The centre was built in the middle of a residential 
neighborhood (Rupprecht, 2012). 

Date completed: 2009 
Design Firm: Molenaar & Bol & VanDillen architecten & Zorgen
Overall area: 12, 000m2 (site is 4 acres) (Tinker, 2013)

Analysis: Programmatic Features

Project Objective: 
The premise of Hogewey is that people with dementia should be 
able to live a normal life with choices. Activities can be broken into 
categories of residential activities (activities done in resident living 
quarters), and community activities (done in the common areas 
on site). This idea is similar to the one proposed in this practicum, 
i.e an interactive floor. Communal areas are located in the middle 
of site similar to a town square. These are non-territorial spaces 
where people can visit with their partners, families, friends, staff, 
and other residents. 

Users: The main users are the residents of Hogewey who have 
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severe dementias. Secondary users are the staff, who act as care 
takers and facilitators, running the different activity areas (such as 
the grocery store or cafe).

Community activities: Going to see a film in the theatre, eating 
out at the restaurant, going to the cafe, having a drink in the 
pub, getting a haircut/shave, going grocery and essential needs 
shopping, attending club activities (music, baking, painting and 
gardening), socializing with family and friends, and attending 
group parties.

Relevance: When first researching dementia care in the world, 
Hogewey demonstrated to be an innovative and cutting edge 
design. Hogewey’s core concept is very relevant to what the 
practicum project goals are. At Hogewey they believe that even 
though people are living with dementia, they should still be able 
to have choice and live a normal life, without being in danger 
(Campbell-Dollaghan, 2014).  

The project started when Yvonne van Amerongen, one of the 
founders of Hogewey, realized how she felt about elder care, she 
explains; “It was 1992 and Hogewey was being run as an ordinary 
care home: wards, common rooms where 20 people sat watching 
TV, doing nothing, waiting for medication, for meals. It wasn’t 
living. It was a kind of dying” (Fernandes, 2012, para. 6). 
Yvonne determined that the life at the old Hogewey was not 
how she would want to spend her last days, or what she would 
want for any of her family (Fernandes, 2012, para. 7). These 
sentiments are what drove the new Hogewey model of care.  

Positive and Negative: The Hogewey concept of care has caused 
a stir, as people have had both positive and negative reactions 
to it. A few of the points discussed here will be similar to issues 
raised in relation to the practicum project, since the practicum will 
be using concepts from the Hogewey model. 
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Figure 2. Interior of courtyard at Hogewey.

Figure 3. Floor plans of Hogewey site

Figure 4. Site plan of Hogewey. 

Positive: In terms of positive aspects, the patients at Hogewey are 
experiencing a greater quality of life. While quality of life is hard 
to quantify, the staff at Hogewey must give a questionnaire to the 
residents and their families every two years (Fernandes, 2012, 
para. 57). The staff found Hogewey was scoring 9.1 out of 10, while 
the average care home in the Netherlands sits at 7.5 on the same 
scale (Fernandes, 2012, para. 58). The patients are also on less 
medication while they live in the facility (Jenkins & Smith, 2013, p. 
18).  Another positive aspect of the model is that the residents have 
choice in the content and timing of their activities. It is a contrast to 
the traditional care home, where most activities are on a schedule. 
The communal aspect of the design is another benefit. Residents are 
divided into houses based on past experiences and similar lifestyles. 

Negative: At the start of the project, when the new Hogewey was 
first being fleshed out, the idea faced tough criticism.  One of the 
criticisms was the question of letting persons with dementia live 
without locks and with less medication (Fernandes, 2012). While this 
might be a valid argument, Hogewey found success without using 
locks on doors. At Hogewey they deal with wandering by having only 
one secure entrance to the facility, so the residents are able to move 
around the whole site freely.

Another common criticism questions how ethical the model is at 
Hogewey, and compares it to the movie The Truman Show, where a 
man is unknowingly living in a manufactured reality while being filmed 
for a TV show. The administration responds to this criticism by saying 
this, “I don’t think people feel fooled. They feel fooled if we just tell 
them a story that’s not true and they know it. We’re not telling stories” 
(Tinker, 2013, para. 24). Overall, the negative criticisms are worth 
noting, but the positive aspects of this project outweigh the negatives. 
Hogewey brings a breath of fresh air to the discussion of how society 
can improve its care of persons living with dementia.
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2.1 Main street scheme: The Village at Waveny
General description: The Village at Waveny is an assisted living 
centre for people living with Dementias. The care center includes 
53 assisted living studios and space for a 40 person daycare. The 
main feature of the village is that its design includes a main street, 
inspired to look like New Canaan’s downtown. Here, residents can 
visit the general store, beauty/barber shop, bakery, dining piazza, 
or go to the ice cream shop Scoops (RLP&S Architects, n.d). 
Location: New Canaan, CT Date completed: 2003   
Design Firm: Reese Lower Patrick & Scott Ltd. 

Figure 5. Main street view of the village. RLPS Architects; The Village at Waveny Care center; 
Copyright Larry Lefever Photography.

Figure 6. Dining piazza. RLPS Architects; The Village at Waveny Care center; 
Copyright Larry Lefever Photography.

Figure 7. View of skylights. RLPS Architects; The Village at Waveny Care center; 
Copyright Larry Lefever Photography.

Analysis: The main street idea is interesting because there is 
an aspect of having a public life. Many times when entering a 
personal care home, people do not have many chances to leave 
the building. The main street idea brings the town to them. What 
this project is doing well, is using the space of the ‘street’ for 
different kinds of activities. It is great for people to be able to see 
what is going on in the main area and to decide if they want to 
join in or not. One interesting aspect of the design is that there are 
skylights above the main street portion (see figure 7). Natural light 
is very important, and older adults typically do not get enough.
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2.2 Club Atmosphere

The clubhouse has been a long established tradition. When 
people think of a clubhouse, the popular gentlemen’s only club 
comes to mind, typically requiring significant wealth and status 
to gain entry. Clubs have evolved to now to include a variety of 
different demographics. 

The atmosphere of a club was looked at as a precedent because 
the atmosphere of the interactive floor is similar to a club 
environment. Club spaces are buildings with a variety of different 
socializing spaces and activities for their members. 

SOHO House & CO:

SOHO House & CO is a company that runs private clubs 
around the world. They started because they wanted to bring a 
different type of club to the marketplace, one that did not have 
requirements of wealth or high status to get in. As a result, the 
club caters to creative types; people working in film, fashion, 
advertising, music, art, and technology (SOHO House, n.d.). 
To gain membership, a person must be recommended by two 
existing members. The club describes their mission, “to be 
a home away from home” for their members (SOHO House, 
n.d., para. 3).  The clubs are similar to a hotel, but with added 
amenities, and exclusive access to members. So far, SOHO 
House & CO have 15 clubs around the world, and they have 
expanded their brand by designing restaurants and spas.  There 
are 8 clubs in locations around England, and they have expanded 
to other locations such as Berlin, Chicago, Istanbul, New York, 
Miami, Toronto, and West Hollywood (SOHO House, n.d.). 

Amenities: Many of the clubs have certain things in common, 
all with their own unique design and flare to them. A few 
similarities of the clubs offered from SOHO & CO were that 

there were many spaces dedicated to meeting and socializing-- 
including restaurants, bars, lounges, and places for live music 
and entertaining. Another feature common to the clubs was 
a screening room providing space for daily films. Depending 
on what area of the city the club was located in, certain clubs 
featured an art gallery inside. Also, in some clubs there were 
spaces such as a library, gym, spa (Hammam/sauna), garden, 
and games room.  The figures below are photographs of the 
SOHO house in Toronto, as well a gym area and screening room 
from other SOHO clubs. 
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Grace Belgravia:

The second club in this section is the Grace Belgravia. It is the 
first modern women’s only club in London. This club is open 
to women, and men on certain days of the week to join for 
dinner. Grace is a health, wellbeing, and lifestyle club (Grace 
Belgravia, 2015, para. 1). The club’s agenda is “to be inspired. Be 
empowered. And ultimately feel the very best you can be.” (Grace 
Belgravia, 2015, para. 2) The founder of the club is Kate Percival. 
She says, “I wanted to create a space where women felt secure, 
safe and nurtured; a place where they realised they were good 
enough, and could be the best possible version of themselves.” 
(Handley, 2015, para. 8)

Grace has a variety of holistic services to help women feel their 
best-- including a spa, gym, medical clinic, and café (Grace 
Belgravia, 2015), additionally, there is a library and salon (Kirkova, 
2014, para. 20). Behind the services is a holistic approach to 
wellness, and everything is personalized. Even though this place 
is marketed as an exclusive club, many of the services can be 
purchased by non-members, though it is not clear exactly which 
services based on their website.  For example, the medical clinic 
is open to everyone, regardless of membership.

Summary: Overall after looking into club design, it reinforced that 
people enjoy engaging in these types of setting. Researching 
the different atmospheres and activities offered in these clubs, 
affirmed the activities that are going to be integrated into the 
interactive floor of this practicum. 

The precedents SOHO House & Co and the Grace Belgravia 
were chosen because of the different demographics they service. 
Also the type of aesthetic many of the SOHO Houses aspire to is 
one that many millennials would enjoy. Figure 9. Dry flotation room at Grace Belgravia spa. Used with permission from Tom Sullam 

(Photographer).

Figure 8. Grace Belgravia main lounge. Used with permission from Tom Sullam (Photographer).
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Figure 10. Grace Belgravia restaurant. Used with permission from Tom Sullam  (Photographer).
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C h a p t e r   3.  D e s i g n   P r o g r a m m e 
3.0 Introduction
Project Definition: 

Adaptive re-use of an existing building. Healthcare residential/ 
commercial (main floor)

Because this practicum focuses on total well-being for future 
generations facing Alzheimer’s disease (AD), the specific focus 
of the design will be on what is called an “interactive floor”. 
This floor is envisioned as a social zone separate from private 
living, hygiene facilities, and other therapy work (for example 
occupational therapy). There will be one interactive floor in the 
location within the building on River Ave. The decision to have 
one floor was based on the size of the building, how many people 
can be accommodated, and what was reasonable. Also having 
one whole floor dedicated to community space should lessen 
feelings of territoriality for some residents, as no one “owns” the 
floor.

Site and Building: 

The project is located in Winnipeg Manitoba in an existing building 
in Osborne Village. This neighborhood was chosen because of its 
great walkability and denseness of services.

The scope of the project is 18,000 sq. ft. 
The building has enough suites for 123 people, with the proposed 
modifications there are enough suites for 114 people. 

Client/users:

Client: Winnipeg Regional Health Authority has a mission to co-
ordinate and deliver safe and caring services that promote health 
and well-being (WRHA, n.d.). The WRHA also values; dignity, 
care, respect, and are committed to innovation, excellence, and 
stewardship (WRHA, n.d.). 

Primary users: 

Persons living with Alzheimers, in the middle and late stages of 
the disease. Partners of the primary users
Secondary users: staff that work in the facility
Tertiary users: relatives, friends and others that come into the 
facility on a less frequent basis

Goods/services Required: 

- Wellness spa
- Theatre 
- Coffee Bar
- Kitchen serving as space for caterer (during funerals), 
communal cooking sessions
- Interactive spaces for various activities (Such activities include: 
playing games (puzzles, cards), reading, having a tea/coffee/
baked goods, walking, gardening, visiting, singing, playing 
instruments)
- Space needed for spiritual practice, physical exercise, yoga, and 
special activities
- Memorials as needed
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Project Goals:

Form and Image: 

- The facility should psychologically feel like a home/community 
environment to the people living there. 
- The facility should have a psychological impact so that relatives 
will feel positive about their loved ones living in this community.
 
Function Goals:

- The facility should be able to accommodate 114 people 
minimum.
- The major functions in the facility should be:
- Residential for the spouses choosing to live in the building.
- Long term residential healthcare for the people living with 
Alzheimers disease
- Address the needs for partners and friends to  spend time to-
gether on the interactive floors to enhance their quality of life and 
develop community. 
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Figure 11. Osborne Village neighborhood. 

Section 3.1 Site Analysis 

Description: 

In terms of this practicum project the hope is that the concepts 
and ideas brought forth can be implemented into any standard 
personal care home setting where people with Alzheimers live. 
For the purpose of this practicum a site was chosen in order to 
have parameters set for the design. 

Location History and Context:

The site is located at 433 River Ave Winnipeg right in the heart of 
Osborne Village. The site is The Villa Cabrini which is currently a 
senior’s independent housing complex that includes: 123 suites, 
a meal program, programs/services, and a maintenance manager 
(Villa Cabrini, n.d.). Villa Cabrini was established in 1979 when 
the Italian Women’s Association of Winnipeg felt there was a need 
for a senior’s complex in the community (Murdoch Management, 
2011). The centre officially opened its doors September 15, 1985 
(Murdoch Management, 2011). The complex also houses an 
underground parking area as well as commercial spaces on the 
main floor. 

Context: 

The site is part of the overall neighborhood of Osborne Village.  
Osborne Village is centrally located in the city of Winnipeg and 
was recently voted Canada’s greatest neighborhood by the 
Canadian Institute of Planners (CBC News, 2012). Osborne 
Village has one of the highest densities of people living in 
Winnipeg which creates a vibrant neighborhood with a pedestrian 
friendly attitude. The Village is mostly made up of single 
and multi-family dwellings and commercial space. Figure 12 
shows the abundance of amenities close to the site including-- 
restaurants and grocery stores, shopping, and transit locations.  
There is also one gas station, one bank, and eight churches in 
Osborne Village. The bus routes that go through Osborne Village 
are: northbound are 16, 18, 39, 58, 60, 68, 99, 185. Southbound: 
16, 18, 39, 58, 60

Villa Cabrini located on 433 Rive Ave has the Gas Station 
Arts Centre located adjacent to the west, and The Swampy 
Cree Receiving Home adjacent to the east side. Currently the 
commercial units on the main floor of the building are; Burrito Del 
Rio, Shear Image - hair and nail studio, Osborne Village Dental 
clinic, Osborne village Pharmacy, and the ANAF 60: lounge, 
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Figure 12. Map showing nearby amenities to site. 

Legend
       Public transit stops

       Restaurants and food

       Shopping

There is pedestrian access to the site. If visiting the site parking 
on the street can be hard to find because Osborne Village is a 
busy neighborhood, but there is also a small parking lot behind 
the building. According to the City of Winnipeg the site is zoned 
as RMU Residential - Mixed Use. 

Trends:

One of the biggest trends in Osborne Village is happening 
adjacent to the site. The Gas Station Arts Centre is going through 
a major thirty million dollar redevelopment (Bender, September 
2014). Construction is predicted to start summer 2015 and carry 
on into late 2016. The GSAC is going to demolish its current 
building and do site re-mediation. The next step will be the 

construction of a new Gas Station Arts Centre. The new centre 
will house a 20,000 sq. ft. 300 seat theatre along with 5000 sq. ft. 
of commercial space on the main floor (GSAC, July 2014). Above 
the theatre, a variety of mixed use housing options consisting of 
80 suites will be built. The total structure will be nine stories high 
(GSAC, July 2014). 

The new development is a positive for the Osborne Village 
neighborhood and the site. The new GSAC building will bring 
more pedestrian and vehicular traffic close to the site.

SITE

ASSINIBOINE RIVER

O
sborne St.

River Ave.
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Opportunities:

- Excellent walkability and access to public transit in Osborne 
Village for resident’s partners
- Second floor patio can be developed so it is usable in the winter 
months
- Close proximity to various amenities including shopping, 
restaurants, music, arts, and entertainment for the partners that 
live in the building.
- Excellent South sun exposure to the front of the building, 
passive cooling measures need to be installed as the south part 
of the building is very warm and the north side is cool. 

Challenges:

- Close proximity to traffic, noise might be an issue
- Parking for visitors is limited to what is available on the street 
and a small back lane

Shadow studies on balcony:

Figure 13. Winter Solstice 9 am, 12 noon, 6 pm.

Figure 14. Summer Solstice 9 am, 12 noon, 6 pm.

- Occasional loitering by unsavory characters in front of nearby 
adjacent buildings could be seen as a negative
- Lack of outdoor garden space on-site.
Climate Data: (Government of Canada, 2015)

Temperature Averages: 

 - January -16.4C  
 - March -5.8C
 - June +17C
 - September +12.7C 
 - Dec -13.2C
 - Extreme temperatures range from -45C in February with 
wind chill to +40C in August factoring humidity.

Wind patterns: (Government of Canada, 2015)

 -The prevailing winds in Canada are coming from the west. 
 -The most frequent wind direction in Winnipeg is a north  
 wind which blows toward the south. 
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Figure 15. Church directly across street.    Figure 16. Sidewalk views directly across site.

Figure 17. Gas Station Arts Theatre beside site.            Figure 18. Shops close to site.

Pictures of surrounding site:
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3.2 Building Analysis

The Villa Cabrini is an eight story building located at 433 River 
Ave in Osborne Village. The building was designed by LM 
architecture and built as a home for seniors in the community and 
opened in 1985 (Murdoch Management, 2011). The building is 
quite complex in its uses. The ground floor features six different 
commercial spaces tenants can rent out. As well there is a main 
lobby with reception and administrative offices. The building has 
one main entrance front and centre, but also has three in the 
back. Each tenant also has their own front and back entrance. 
Under the main floor is a parking garage. The second floor of the 
building is mixed use with nine suites and a large multipurpose 
space including a kitchen, library, washrooms, storage, and 
outdoor patio with a portion covered. The third floor which is 
typical of the rest of the upper floors contains 19 suites. All of the 
suites are one bedroom apartments. The square footage of the 
building is as follows: 

Ground Floor = 16, 600 sq.ft
Second Floor = 18, 000 sq.ft
Typical Floor (3rd and above) = 12, 400 sq.ft
Total square footage: 109, 000 sq.ft

Red brick is the main building material on all exterior faces. The 
second floor patio is one of the building’s main features, as well 
as the covered entrance. The building has a large amount of 
windows therefore natural light is not a problem. One issue the 
building has is the south façade is very warm and the north side 
cool. All of the buildings main systems are located in a small 
section on the rooftop of the building, it is labelled as penthouse 
on the building plans. The penthouse houses the electrical panel, 
generator, mechanical, and machine room. 

The building has ample circulation. Two main elevators are 
located in the middle of the building. Located on the second floor 
are two exit stairways, one on each side of the building that go to 
the top floor. As for plumbing each suite has its own bathroom. On 
the second floor there is a large washroom area adjacent to the 
multi-purpose space. 

For this practicum only one floor will be used for the interactive 
floor. The second floor has potential for one of the interactive 
floors because of its access to the patio space and openness. On 
the second floor the existing suites would need to be demolished. 

Opportunities:

 - The building has a large patio area that can be converted  
 into a functional garden space.
 - The building is the perfect size for this practicum project.
 - Ample natural light flowing into the building.

Constraints:

 - No green space on site currently
 - The south façade needs consideration to account for  
 large temperature differences 

Figure 19. Front of Villa Cabrini building.
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Figure 22. View of front entry to Villa Cabrini building.

Figure 20. Window detail. Figure 21. Back side of building. 
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GROUND FLOOR PLAN
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Figure 23. Main floor of building.
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SECOND FLOOR PLAN
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Figure 24. Second floor of building. 
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TYPICAL FLOOR PLAN
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Figure 25. Third floor of building (typical floor for the rest of floors 3-8).
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3.3 Human Factors Analysis

3.3.1 Client Profile: Winnipeg Regional Health Authority has a 
mission “to co-ordinate and deliver safe and caring services that 
promote health and well-being” (Mission section, para. 1). The 
WRHA also values; “dignity, care, and respect” (Vision section, 
para. 2), and are committed to “innovation, excellence, and 
stewardship” (Our commitments section, para. 1-3). 

Current needs/Future goals: The WHRA website lays out the 
strategic directions to guide the organization, they are;
 - Enhance patient experience: “Enhance patient   
 experience and outcomes by listening more carefully   
 to patients and considering their needs when designing  
 and delivering services” (Strategic Directions section, para.  
 1).
 - Improve quality and integration: “Improve access to   
 quality and safe care through improved integration    
 of services and then use of evidence informed practice”  
 (Strategic Directions section, para. 3).
 - Foster public engagement: “Work with the community  
 to improve its health and well-being by forging partnerships  
 and collaborating with those we serve” (Strategic   
 Directions section, para. 4).
 - Support a positive work environment: “Enhance quality  
 care by fostering a work environment where staff are   
 valued, supported and accountable, and who reflect   
 the diverse nation of our community” (Strategic Directions  
 section, para. 5).

Organizational structure:

Figure  26: Organization structure of WRHA board of directors.

 - Advance research and education: “Work with 
 stakeholders to enhance academic performance through   
 the development of an academic health sciences network   
 where clinical education and research activities are better   
 aligned and integrated” (Strategic Directions section, para. 6).
 - Build sustainability: “Balance the provision of health-care   
 services within the available resources to ensure a sustain  
 able health-care system” (Strategic Directions section,   
 para. 7).
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3.3.2 User Profile

Instead of designing the interactive floor for people living with AD 
today, the practicum explores the idea of what millennials would 
like (people born from 1980s to early 2000s). 

Primary users: persons living with AD, in the middle and late 
stages of the disease.
 Age: 40+
 Gender: Male/female
 
Activities/ Behavioural Needs: Eating, sleeping, hygiene 
activities, socializing,  gardening, going to a movie, club activities 
for hobbies,  singing, playing instruments, laundry, preparing 
food/cooking, reading, board games, physical activity, spiritual 
activities, playing with animals, and funerals.
 
Psychological Needs: Comfortable space, feel safe, trust, 
personal connections, privacy, sense of contribution (purpose, 
value), sense of community, community involvement, and 
independence.
 
Special Needs: Accessible design, avoid large patterns, design 
should help minimize falls, colour contrast key in way finding, 
good acoustic quality, even lighting critical, prompts for toileting, 
and secure outdoor spaces.

Secondary users: Partners of persons living with AD
 Age: 40+
 Gender: Male/female
 
Activities/ Behavioural Needs: Eating, sleeping,hygiene activities, 
socializing, gardening, going to a movie, club activities for 
hobbies, singing, playing instruments, laundry, preparing food/
cooking, reading, board games, physical activity, spiritual 
activities, and playing with animals.

Psychological Needs: Comfortable space, trust, personal 
connections, privacy, sense of community, community 
involvement, independence, and good quality care

Special Needs: Accessible design for seniors, design should help 
minimize falls, and colour contrast key in way finding

Tertiary users: Staff on-site
 Age: 20 – 70
 Gender: Male/female
 
Activities/ Behavioural Needs: Managing facility, ordering food 
and supplies, working with residents, maintenance, accounting, 
corresponding with family members, staffing various spaces 
within  the facility, gym, coffee bar, hair dresser, etc, comforting 
residents, organizing events, administrative work, training

Psychological Needs: Safe and positive work environment, 
cleanliness, efficiency, team work, and helping others.
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Tertiary users: Family, friends, and relative visitors
 Age: 0 – 100
 Gender: Male/female

Values: The family and relatives value exceptional care for 
their loved ones, cleanliness, trust, support, engagement, 
attentiveness, honesty, and integrity.

Activities: socializing with family and friends. The visits could be 
participating in various activities with the family such as playing 
games, spiritual activities, funeral, enjoying a snack or drink, or 
playing an instrument together.
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Spatial Organization Sq. Ft Percentage
Interactive Floor Areas 14,380 SF 78%
Circulation  3,890  SF 22%
Total 18,270 SF 100%

3.4: Functional and Aesthetic Requirements FFE 
Table 2. Functional spaces, Furniture + Fixture + Equipment, Aesthetic/atmosphere desired, spatial requirements.

Functional Spaces Furniture + Fixture + Equipment Aesthetic/Atmosphere 
desire

Spatial Requirements 
(sq.ft)

Reception (first floor) Desk, seating, computer station, secure filing, phone Friendly, welcoming, bright, safe 
place

500

Multi-Use space (Spiritual 
Events, memorials, yoga 
classes, exercise class, special 
events)

Seating, musical instruments, podium, tables for lunch area after-
wards, audio/visual equipment, space for casket or urn, catering 
space, yoga mats, various mobile exercise equipment

Safe, calm, peaceful, clean, 
bright

2700

Storage Stacking chairs, tables, yoga mats, musical instruments, various 
exercise equipment, audio visual

300 + 255

Communal Cooking Area Seating, commercial kitchen equipment (dishwasher, oven, stove, 
sinks, microwave, fridge), eating utensils (plates, cups)

Staff Room Table, chairs, lounge furniture, kitchenette Relaxing 455
Janitorial Space/ Storage Functional. utilitarian 350
Garbage Chute Garbage Chute Utilitarian 40
Laundry/ Infection Control 
Room

Commercial washing machine and dryer, storage, work sink, 
cleaning supplies

Utilitarian 350

Theatre Chairs, storage, audio/ visual equipment, projection screen Comfortable 630
Garden Area Variety of flower plants, variety of vegetable plants, gardening 

tools, seating areas, tables
Peaceful, sensory stimulation 2800 + 900

Wellness Spa Massage room, hair cutting station, hair/nail tools and products, 
storage, sink, product display (beauty products, essential oils, 
specialty soaps, tea), consultation room

Clean, pristine 1200

Coffee Bar Ordering counter, product display cases, small oven, stove, fridge, 
tea kettle, serving dishes, baked goods (cookies, cinnamon buns, 
scones, shortbread, cupcakes, muffins, sandwiches, soup, salad 
and various desserts), coffee machine, garbage storage, storage, 
seating (chairs and lounge style), tables

The smell of home made 
cookie, welcoming

320

Accessible Washrooms Toilet, sink, counter, garbage can, paper towel, Clean, All universally accessible 100 ea. x 7 (700)
Lounge Variety of soft seating, TV fireplace, storage, tables Homelike, comfortable, cozy, 1700

Music/ Games Room Piano, lounge seating, tables, storage Comfortable 350
Video Gaming Space Screens for playing, lounge chairs, storage 270
Library Bookshelves, lounge seating, coffee tables, table lamp and 

standing lamp
Calm and quiet 950
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Table 3. Adjacency Matrix

Reception
Elevator Lobby O X
Multi-use Space X X
Storage X O X X O
Communal Cooking X
Staff Rm. X O
Janitor Rm./Storage O
Garbage Chute X
Laundry/Infection control X
Garden Area O X
Video Gaming Rm. X X
Wellness Spa X
Theatre O X
Coffee Bar O X O
Lounge O O O X O
Music/Games Rm. X X
Library X X O
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Note: Due to the nature of this project accessible washrooms are 
spaced throughout the facility. 
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Figure 27. Bubble diagramming.
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Table 4. Sample Schedule for “multi use space”.

Monday  Tuesday Wednesday Thursday Friday Saturday Sunday
10:00 am 

Yoga
10:00 am 

Group fitness 
class

10:00 am 
Yoga

10:00 am 
Group fitness 

class

10:00 am 
Yoga

10:00 am 
Group fitness 

class

9:00 am 
Service

Special events: Memorials (funeral), dance nights

Assistive Technology Devices:

Technology is a huge part of life for a majority of millennials. This 
section of the program will discuss special assistive devices and 
how they can help make the resident’s lives easier. This section 
will also discuss how technology has been integrated into part of 
the design, because it will not be apparent from the plans. 

Small items:

Lift ware: A company has developed a stabilizing handle for 
utensils such as forks and spoons, enabling a person living with 
tremors to “eat with confidence again” (Liftware, n.d.).

Interactive screen technology: 

The next generation of computers and televisions will be 
interactive screens. There are already laptops with the function of 
touch screen, but in the future more surfaces will be used. One 
way this technology can be applied in the design is by building 
on the digital photo frame idea. A wall in the common area could 
be used as a display for family pictures of the residents. To make 
it personal, I am suggesting that every patient wears a band that 
would speak to the screens and when they come near to the 
wall their family will pop up on the screen. This results in spaces 
that are personalized for everyone, and when a resident is in 
close enough proximity that they can see the pictures, it will be of 
relevance to them. 

Another use of this technology is that it can be used as a 
“television,” and when television programs are not being played, 
the screen can be programmed to display something stimulating, 
for example a fish aquarium. By using a screen in this way it 
eliminates the black screen that some residents mistake for a 
hole in the wall. 

Self- rising furniture:

These types of furniture assist people to rise. There are riser 
cushions and rising chairs. The cushions are either plugged in 
electronically or battery powered. For the chairs some models 
have the seat rising and there is an option for the whole chair 
lifting to help rise (Disabled living foundation, 2015). 

Voice recognition technology:

I think voice recognition technology should be integrated into 
general life. Being able to speak to something to turn it on, for 
example a television or fireplace would be helpful for people. Also 
the ability to talk to a door and say open would be beneficial.
Smart interior technology: I think design is moving more towards 
this idea. 
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Lighting: 

Using sensors to determine lighting levels based on available 
sunlight will also save on energy. 
Patient monitoring wearables: This idea has less to do with design 
and is more of an idea for making staff lives easier. There is 
technology that patients can wear that keeps track of a variety of 
items and can be programmed to send information to a caregiver 
computer. Using this will give staff a heads up, for example, if 
anything is off an alarm can be sent to the care giver. 

There are also wearables that help identify wandering. Kenneth 
Shinozuka developed a sensor to be placed on the heel of a 
person, so that in the night if the person leaves their bed and 
touches the floor, an alarm will be sent to the caregiver (2014). 
This device was made so that the care giver can sleep and not 
worry about keeping watch of the person living with AD. In terms 
of a facility this technology would be another way to help alert 
staff in the night to any residents leaving their room. Shinozuka is 
also working on developing a sensor for people who do not like to 
wear socks (2014). 

Wayfinding: 

Assistive technology for the visually impaired called Kapten plus 
is an interesting device. The Kapten is a GPS device that speaks 
to the user and enables a greater level of independence (Kapsys, 
n.d., para. 2). There are also several other companies that make 
GPS devices for the visually impaired. After learning about this 
technology it makes sense that if residents were able to have 
access to something like this it might help with navigation. The 
floorplan could be programmed into the device and if they are lost 
the GPS could guide them back, or help them locate places such 
as the toilet room. The devices could be worn similar to the new 
smart watches coming out. Millennials are generally never without 
their phone so carrying around a device similar to this is plausible.

Another way technology could help with wayfinding is using voice 
activated technology in interactive signage. Sometimes when 
people are in the later stages of AD they cannot make sense 
of signage, so pictures are thought to hold more meaning for 
them (Calkins, 1988, p. 23). I am suggesting that for example if 
a person is looking for the bathroom, they first see the picture of 
a toilet on the door, and at the same time a sensor will prompt a 
voice to say “you have arrived to the bathroom,” reinforcing to the 
resident where they are.  In this way technology is also helping 
personal care home staff by acting like another staff member. 
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Design Concept

The design of an interactive floor at 433 River Avenue to enhance 
quality of life for people living with Alzheimer’s disease (AD) 
has been thoughtfully developed in response to the literature 
presented in Chapter Two. The design development began 
by considering the type of environment that would encourage 
socialization and a resulting sense of community amongst users. 
The main goal was to give the residents as much choice as 
possible by providing a variety of programming that supports their 
physical, mental, and spiritual needs. 

Another important consideration was to provide residents with 
opportunities to engage with nature, both inside and out. This 
particular strategy drew inspiration from the Manitoba context and 
became one of the main design components. In doing so, the 
design would help to remind residents of their home and where 
they spent much of their life. 

The interactive floor has been organized into different zones—one 
drawing design inspiration from our prairie landscape of endless 
fields and large blue skies, and the other drawing from Manitoba’s 
lakes, rivers, and forests. All of the design decisions have been 
carefully considered according to how they might affect a person 
living with AD and older adults in general. Wayfinding was also a 
large part of the design and is explained in a separate section.  

FIGURE 28. EXTERIOR BUILDING PERSPECTIVE.

C h a p t e r   4.  P r o p o s e d   D e s i g n   S o l u t i o n
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FIGURE 29. SOUTH BUILDING ELEVATION.
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FIGURE 30. SITE PLAN
SCALE: NTS
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FIGURE 31. RENDERED SECOND  FLOOR PLAN
SCALE : NTS
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FIGURE 32. DETAILED SECOND FLOOR PLAN
SCALE : NTS
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FIGURE 33. REFLECTED CEILING PLAN - FIXTURES
SCALE : NTS
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FIGURE 34. REFLECTED CEILING PLAN - VENTILATION
SCALE : NTS
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FIGURE 35. SECTION A-A LOUNGE AREA
SCALE : NTS

FIGURE 36. SECTION B-B MULTI-USE ZONE
SCALE : NTS
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FIGURE 37. MATERIAL SELECTIONS

Legend

1. Designer grey paint (Benjamin Moore)
2. Iron mountain (Benjamin Moore)
3. Yellow high lighter (Benjamin Moore)
4. Thunder Bay (Benjamin Moore)
5. Best friends (Rona collection)
6. Rose pink (Benjamin Moore)
7. Peony (Benjamin Moore)
8. Happy hyacinth (Benjamin Moore)

9. Casework
10. Table tops
11. Coffee bar/kitchen casework 
12. Interface carpet tile HN810

13. Maharam Argyle 399640
14. Carnegie Wonder 6156
15. Enviroleather Liana- Dawn 3186
16. Maharam Barnacle 46612714. 
17. Quartz vinyl sheet
18. Quartz vinyl sheet chalk
19. Armstrong maple sheet
20. Limestone
21. Thatch Eco-resin wall panel by 3form
22. Birch grove Eco-resin wall panel by 3form
23. Grey Corian countertop
24. ModularArts InterlockingRock panel (Carve)

Materials

The materials for this project were inspired by nature and the Manitoba 
context. It was also important to avoid busy patterns or dark flooring, 
which can be confusing to someone living with AD. When choosing 
materials it was important to have a high level of contrast between the  
flooring and walls in order for the residents to easily identify where the 
floor ends and the wall begins. All of the materials chosen had a low 
environmental impact, and were appropriate for a healthcare setting. 
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Plan overview - MULTI-USE ZONE

The main floor was not part of the design but consists of a 
reception and lobby area where family and friends are greeted 
and taken up to the second floor. The second floor consists of 
several zones. The west zone of the floor is a multi-use area that 
can be separated into two large spaces. It was a difficult decision 
to include a “multi-use space” because the research presented 
in Chapter Two suggested that multi-purpose rooms are not an 
ideal design strategy for people living with AD. Nonetheless the 
programming and floor plan restrictions of this space resulted in 
the need for a multi-use area.

The south side of the multi-use space can be used for memorial 
services, exercise/yoga classes, and spiritual services. The north 

half of the plan has space for stackable tables and houses a 
kitchen. The tables can be set up for a variety of activities such 
as after memorial luncheons, or special hobby/craft nights. The 
kitchen can be used by a caterer during events, or by small 
groups having cooking nights. The multi-use area also has two 
large rooms for storage as well as access to an outdoor balcony. 

The design of the multi-use area draws inspiration from the lakes, 
rivers, and forests of Manitoba. There is a large rain curtain as 
can be seen in Figure 40. The rain curtain can be turned on or 
off depending on the activities taking place, but for the majority of 
the time it will remain on. Behind the rain curtain is an eco-resin 
wall panel depicting a birch forest. The rest of the spaces remains 
fairly neutral in order to accommodate different events. 

Elevator 
LobbyMULTI-USE SPACE

Memorial layout

Janitors closet/
storage

Laundry/ infection
control room

Accessible
washroom

Accessible
washroom

Accessible
washroom

Staff
washroom

Storage

Storage

Gardening Patio

Staff room

Garbage
Chute

FIGURE 38. PARTIAL FLOORPLAN
SCALE: NTS
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KEY PLAN

FIGURE 39. MULTI-USE SPACE: MEMORIAL LAYOUT
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FIGURE 40. MULTI-USE SPACE: RAIN CURTAIN KEY PLAN
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FIGURE 41. MULTI-USE SPACE: RAIN CURTAIN

FIGURE 42. MULTI-USE SPACE: STRETCHING ACTIVITY
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FIGURE 43. MULTI-USE SPACE: KITCHEN AREA

KEY PLAN
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Plan overview - CENTRAL ZONE

The central portion of the floorplan consists of service and staff 
areas including a staff room, janitor’s closet/storage, laundry/
infection control room, and garbage chute. The storage is for 
extra wheelchairs and walkers residents might need, as well as 
special equipment if a resident falls (Hoyer lift). The infection 
control room is a space used to clean furniture or items that have 
been soiled. In this central space all the doors are camouflaged 
by using similar paint colours on the door, trim, and walls. Without 
sharp contrast, the doors are harder to identify for the residents 
and encourages them to keep moving. 

Plan overview - ACTIVITY ZONE

Located on the east side of the floorplan is the wellness spa, 
gaming/music room, theatre, coffee bar, lounge, video gaming 
lounge, library, and gardening patio. When thinking of what kinds 
of spaces and activities to include, it was important to keep in 
mind those that would stimulate and nurture mind, body, spirit, 
and community. 

The east side of the plan was inspired by the prairie landscape. 
Gentle blue and yellow walls are seen in this area, and there are 
films of prairie grasses covering a few vertical surfaces which are 
located in the coffee bar and spa. People can chose from different 
activities on this side of the floor. Also evident in Figure 44 is a 
large loop around this side of the building. The loop was provided 
for people who enjoy walking. A side effect of AD is the need to 
wander about, which this loop also accommodates. 

Also worthy to note is that all walls that house washrooms have 
a yellow argyle pattern. This was done to make them stand out 
from the rest of the space, which in theory should help residents 
way-find. As well all the washrooms have a graphic of a toilet and 
the word “toilet” written underneath, providing multiple cues for 
the residents.
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FIGURE 44. PARTIAL FLOORPLAN
SCALE: NTS
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WELLNESS SPA AND COFFEE BAR

The first space residents see when entering the activity zone is 
the wellness spa. The wellness spa is a space where residents 
can go to recharge. The front waiting area features a limestone 
surround fireplace and a variety of wellness items for the 
residents to touch and look at. The spa has a massage room, 
nail and foot care stations, hair salon, and a room for visiting 
specialists to use. The back half of the spa is separated by a 
curtain wall in order to reduce sound and provide a calming 
environment.

The coffee bar is located across from the wellness spa. The 
coffee bar is where residents and visitors can buy a variety of 
drinks and small snack items. The residents will have a wrist band 
that has a built-in monetary system therby eliminating the need to 
use real money. As can be seen in Figure 47 the coffee bar also 
has handrails along the front to help support older adults as well 
as stainless steel posts to add stability when standing. On this 
floor there are handrails along all major routes where walls are 
located. 

FIGURE 45. COFFEE BAR 

FIGURE 46. WELLNESS SPA
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FIGURE 47. COFFEE BAR

KEY PLAN
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FIGURE 48. COFFEE BAR PLAN
SCALE : NTS
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FIGURE 50. EAST ELEVATION
SCALE : NTS

FIGURE 51. SOUTH ELEVATION
SCALE : NTS

FIGURE 49. COFFEE BAR SECTION
SCALE : 1:20
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MAIN LOUNGE

The main lounge is the centre of the activity area. There are a 
variety of seating options in the lounge to accommodate different 
activities and preferences. Residents can use the table and chairs 
for visiting, playing games, or drinking their coffees. Soft seating 
surrounding an entertainment center with a fireplace creates a 
homelike feel.

Instead of having a television, this lounge has a living surface, 
which when not in use can be programmed with different images, 
for example it could simulate an aquarium as pictured in Figure 
53. This was done because when a television is not turned on, 
people with AD can often perceive the dark screen as a black 
hole. As well, large interactive screens are becoming mainstream 
and work well in this area. Behind the main seating area are semi-
private booths, another option for people to meet.

FIGURE 52. LOUNGE

FIGURE 53. LOUNGE SHOWING LIVING SURFACE
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FIGURE 54. LOUNGE

KEY PLAN
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FIGURE 55. SEMI-PRIVATE SEATING IN LOUNGE

FIGURE 56. CORRIDOR FACING GARDEN

KEY PLAN
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FIGURE 57. CORRIDOR FACING GARDEN

KEY PLAN
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FIGURE 58. LIBRARY KEY PLAN
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GARDEN PATIO

The outdoor patio is a space for the residents to spend much 
needed time outside. The patio is surrounded by an eight foot 
high glass wall. The wall provides security but still enables views 
of the street below. The glass wall is important because if an 
outdoor space is not secure there is good chance that residents 
will not be able to use it. The patio also has mobile pods that can 

FIGURE 59. GARDEN PATIO

KEY PLAN

be used for gardening. For people with AD 
gardening provides another meaningful 
activity and can be therapeutic. The far 
side of the patio has tables and chairs for 
more outdoor seating options. 
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WAYFINDING STRATEGIES

Wayfinding is an important part of this project. All of the strategies 
covered in this section were a result of research from Chapter 
Two. By incorporating multiple cueing systems for the residents, it 
will enable them to have greater independence. 

General strategies implemented in the design were:
 - No dead-ends in the floorplan.
 - Using an outdoor space adjacent to main area helps  
 remind time of day.
 - Signage including word, picture, auditory, and in some  
 cases colour. 
 - Keeping main entrance/exit to floor hidden from main  
 activity areas. 
 - Camouflaging doors that residents do not need access to.

The second floor lobby as pictured in Figure 61 has a welcome 
touch screen that audibly greets residents when they approach 
the screen. The welcome screen says “hello” and asks the user 
where they would like to go If a person touches the image, 
walking instructions and a picture will display what the area 
looks like to help the person way find. Bright colours are used in 
different areas again to help differentiate space. 

In Figure 60, 61, 62 the signage system and different colours 
are shown. When a resident leaves the elevator lobby space the 
first thing they see will be a purple band of colour leading them 
towards the spa. If they want to go to the theatre the pink band of 
colour should draw their eye and lead them further into the space. 
Alternatively if they are travelling to the multi-use space, from the 
elevator lobby the fuchsia colour will lead them in the opposite 
direction. Although colour is not the best use of wayfinding 
because older adults do not see colour well, in the project it 
adds another cue for wayfinding. It is important to include all the 
different cues discussed here because one way will not work for 
everyone. 

FIGURE 60. NORTH ELEVATION DEPICTING COLOURS AND SIGNS
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FIGURE 61. SECOND FLOOR LOBBY

FIGURE 62. EAST LOUNGE ELEVATION SHOWING SIGNS
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The main goal of this practicum was to explore how an 
environment designed using evidence based research could 
positively affect the quality of life for future generations of people 
living with AD. The literature review  explored total wellness 
including mental, physical, and spiritual health. The idea was 
that when a facility is designed with such things in mind, the 
people living in it will have a better quality of life, because their 
environment is designed for, and caters to, their specific needs. 
Another challenge was to consider how millennials use of 
technology, and how technology could be incorporated into the 
design.

Overall the design solution is a sophisticated example of what 
a facility designed with total wellness in mind might look for the 
future generation of people living with AD. I think the design 
caters to every area that was researched in the literature review, 
including programming/spaces catering to physical, spiritual, 
and mental wellbeing, but the ideas behind physical and spiritual 
wellness could have been developed further. 

In the design there is space in the multi-use area for spiritual 
services as well as fitness classes. I know that spirituality is 
different for many people, therefore I think it would have been 
a great idea to design a space for spiritual services or activities 
that is beautiful, peaceful, and is religion neutral. If this had been 
incorporated in the design people could come to that space 
whenever they felt like being in a quiet space outside of their own 
personal bedroom. To complete this project within the time frame 
available I felt that including a permanent space like this would 
have added another layer of complexity that was beyond the 
scope of this project. 

In terms of physical wellness, the ability to accommodate fitness 
classes is a good start, but it would have been nice to design 

a permanent small fitness studio, so that residents could use it 
whenever they wanted to. If space had been available, I would 
also have liked to incorporate a pool area for swimming exercise 
and therapy benefits. 

As for the design solutions related to mental wellness, research 
was done on how to help residents with wayfinding, as well as 
how to create community in the facility. I think the wayfinding 
strategies of using never ending corridors, camouflaged exit 
doors, integrating GPS technology, colour coding, and having 
signage that included word, image, and speech will aid the 
residents a great deal. These multiple wayfinding cues will 
help people in different ways, as one solution will not work for 
everyone. In terms of community many little details were added 
to spaces to help create a sense of community. One example 
of this is allowing spaces for “porch sitting” where residents sit 
across from busy corridors in order to watch and interact with 
what is going on. My hope is that with all the activities, programs, 
and spaces for the residents to engage with is that they will use 
the spaces and make some meaningful connections and friendly 
faces. 

The integration of technology is difficult to actually see in the 
design solution. The most obvious intervention was the interactive 
signage and living surface screens. I think the interactive sign in 
the elevator lobby will benefit all residents but especially those 
that can no longer read. Other ways technology was implemented 
was through resident wearables. There are devices today that 
monitor a variety of data and can alert care providers of anything 
amiss. One idea was to have residents wearing smart watches 
with the floorplan of the space programmed into the watch similar 
to a GPS, which could also give directions and help wayfinding. 
Lastly technology was found in some of the furniture such as self-
rising devices which help residents stand up from chairs and are 
quite useful. 

C h a p t e r  5.    C o n c l u s i o n
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Overall the project was successful but there were a few ideas 
that would have been interesting to explore if there was more 
time. One of the issues I struggled with was having a multi-use 
area in the project to accommodate for the different programmatic 
activities. In general having a flexible space for large group 
gatherings is an efficient use of space, but people living with AD 
can be confused by a multi-use space. I would have liked to have 
had the opportunity and time to explore alternative solutions for 
this space.

Another idea considered throughout the practicum process was 
that of a year round green house which the residents could use 
for gardening and tending to plants. This would have been a great 
addition to the programming because the summer season is short 
in Manitoba. Having an indoor garden might also help contribute 
to resident’s mental well being and they could grow food for the 
facilities own personal use.

The last idea that would have been interesting to explore was 
incorporating a child care centre into the overall facility design. 
There is a shortage of child care spaces in Winnipeg and this 
would have been another way for the facility to generate income. 
In one of the alternative care options (Eden Alternative), it is 
recommended to have variety of people, ages, and animals 
interacting with the older adults. I think a day-care on the first 
floor would be beneficial, and in the programming the workers 
and children could visit some of the residents and do activities 
together. 

There were a few issues that I was not satisfied with in the 
final design solution. The first one being the overall character 
of the space catering to a younger audience. One of the main 
ideas of this practicum was that the design would be for future 
generations facing AD. Typically people with AD remember their 

younger years. I was challenged to push myself and develop a 
younger aesthetic which was a struggle. Overall I am happy with 
how the design resolved in general, but I think the project failed 
in having a design that caters to people of the future. One of 
the reasons I struggled with this was because a lot of furniture 
items that appeal to younger people are simply not suited for 
older adults. There was a list of criteria to be considered for 
every piece of furniture, for example can it support a person from 
sitting to standing, is it stable , too low to the ground etc, which 
unfortunately ruled out interesting pieces that would have helped 
with the aesthetic. 

The second issue I was not satisfied with was the use of 
technology integration in the design. Overall I am satisfied with 
the project, but having more time I would have liked to explore 
what could be done further. Upon reflection I think there could 
have been different ways to incorporate more living surfaces 
similar to the one in the lounge. These surfaces could have been 
placed along corridors to add stimulation to the environment. 
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A p p e n d i x   A
Building Code Analysis 

In order to make certain the design of this practicum was safe 
and followed code, the following information was obtained directly 
from the National Building Code of Canada 2010.
Occupancy classification: Group B Division 3 (Care), sprinklered 
throughout

3.1.17.1 Occupant Load Determination 
Based on the calculations shown in the occupant load table the 
occupancy of the second floor is 348 persons broken down by 
separate sections. However, based on the nature of this project, 
how many seats are provided from furniture, and accounting for 
extra wheelchair spaces it is more realistic that the occupancy be 
217 max. persons inside. 

Exits: 
3.4.2.1 Minimum Number of Exits
1) Every floor area intended for occupancy shall be served by at 
least 2 exits. 

3.4.2.3 Distance between Exits:
1) Except as provided in sentence (2), the least distance between 
2 exits from a floor area shall be: 
 a) One half the maximum diagonal dimension of the   
 floor area, but need not be more than 9 m for a floor area  
 having a public corridor, or
 b) One half the maximum diagonal dimension of the   
 floor area, but not less than 9 m for all other floor   
 areas. 
2) Exits need not comply with sentence 1 where
 a) The floor area is divided so that not less than 
 one third of the floor area is on each side of a fire   
 separation, and

 b) It is necessary to pass through the fire separation   
 to travel from one exit to another exit. 

3) The minimum distance between exits referred to in sentence 
1 shall be the shortest distance that smoke would have to travel 
between the exits, assuming that the smoke will not penetrate an 
intervening fire separation. 

3.4.2.5 Location of Exits:
1) Except as permitted by sentences 2 and 3.3.2.5.(6), if more 
than one exit is required from a floor area, the exits shall be 
located so that the travel distance to at least one exit shall be not 
more than
 b) 40 m in a business and personal services    
 occupancy.
 c) 45 m in a floor area that contains an occupancy   
 other than a high hazard industrial occupancy,    
 provided it is sprinklered throughout.

3) Exits shall be located and arranged so that they are clearly 
visible or their locations are clearly indicated and they are 
accessible at all times. 

9.9 Means of Egress
9.9.3 Dimensions of means of egress
9.9.3.2 Exit width
1) Except for doors and corridors, the width of every exit facility 
shall be not less than 900 mm. 

9.9.3.3 Width of Corridors
1) The width of every public corridor, corridor used by the public 
and exit corridor shall be not less than 1100 mm.
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3.4.6.5 Handrails
3) Handrails shall be continuously graspable along their entire 
length and shall have
 a) a circular-cross section with an outside diameter   
 not less than 30 mm and not more than 43 mm, or
 b) a non-circular cross-section with a graspable   
 portion that has a perimeter not less than 100 mm   
 and not more than 125 mm and whose largest    
 cross-sectional dimensions is not more than 45 mm. 
9) Handrails shall be terminated in a manner which will not 
obstruct pedestrian travel or create a hazard.
11) The clearance between a handrail and any surface behind it 
shall be not less than 
 a) 50 mm, or
 b) 60 mm if the surface behind the handrail is rough   
 or abrasive.
12) Handrails and their supports shall be designed and 
constructed to withstand the loading values obtained from the 
non-concurrent application of
 a) a concentrated load not less than 0.9 kN applied   
 at any point and in any direction for all handrails,   
 and
 b) a uniform load not less than 0.7 kN/m applied in   
 any direction to handrails not located within dwelling   
 units. 

3.5 Vertical Transportation 
3.5.1.1 Scope
1) This section applies to vertical transportation facilities installed 
in a building, including elevators, escalators and dumbwaiters. 

3.5.2 Standards
3.5.2.1 Elevators, Escalators and dumbwaiters
1)The design, construction, installation and alteration of every 

elevator, escalator and dumbwaiter shall conform to
 a. Provincial or territorial regulations or municipal   
 bylaws, or
 b.ADME A17.1/CSA B44, “Safety code for elevator   
 and escalators,” in the absence of the regulations or   
 bylaws referred to in clause (a).

3.5.4.1 Elevator Car Dimensions
1) If one or more elevators are provided in a building, all storeys 
shall be served by at least one elevator which has inside 
dimensions that will accommodate and provide adequate access 
for a patient stretcher 2010 mm long and 610 mm wide in the 
prone position.
2) An elevator satisfying the requirements of sentence (1) shall be 
clearly identified on the main entrance level of the building.
 
3.7.2.2 Water Closets
1) Except as permitted by sentence (4), water closets shall be 
provided for each sex assuming that the occupant load is equally 
divided between males and females, unless the proportion 
of each sex expected in the building can be determined with 
reasonable accuracy.
6) Except as permitted by sentences (4), (7), and (8), the number 
of water closets required for assembly occupancies shall conform 
to table 3.7.2.2.A
9) The number of water closets required for a treatment or 
detention occupancy shall be determined on the basis of the 
special needs of the occupancy. 
10) Except as permitted by sentences (4), and (7), the number of 
water closets required for a care or residential occupancy shall be 
at least one for each 10 persons of each sex. 
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Barrier Free:
3.8.1.3 Barrier free Path of Travel
1) Except as required elsewhere in this part of as permitted by 
article 3.8.3.3 pertaining to doorways, the un-obscured width of a 
barrier-free path of travel shall be not less than 920 mm.
4) The width of a barrier-free path of travel that is more than 30 m 
long shall be increased to not less than 1500 mm for a length of 
1500 mm at intervals no exceeding 30 m. 

3.8.3.8 Water Closet Stalls
1) At least one water closet stall or enclosure in a washroom 
required by article 3.8.2.3 to be barrier free shall 
a) Be not less than 1500 mm wide by 1500 mm deep, 
b) Be equipped with a door that
 i) Can be latched from the inside with a closed fist, 
 ii) Provides a clear opening not less than 800 mm   
 wide when it is open, 
 iii) Swings outward, unless sufficient room is    
 provided within the stall or enclosure to permit 
 the door to be closed without interfering with the   
 wheelchair
 iv) Is provided on the inside with a door pull not less   
 than 140 mm long located so that its midpoint is   
 not less than 200 mm and not more than 300 mm   
 from the hinged side of the door and not less than   
 900 mm and not more than 1000 mm above the   
 floor
 v) Is provided with a door pull on the outside, near   
 the latch side of the door,
c) Have a water closet located so that the clearance between the 
fixture and the wall on one side is not less than 285 mm and not 
more than 305 mm, 
d) Be equipped with grab bars that
 i) Are mounted horizontally on the side wall closest   

 to the water closet and shall extend not less than   
 450 mm in both directions from the most forward   
 point of the water closet
 ii) If the water closet does not have an attached   
 water tank, are at least 600 mm in length, mounted   
 horizontally on the wall behind the water closet and   
 centred on the toilet bowl,
 iii) Are mounted not less than 840 mm and not more   
 than 920 mm above the floor,
 iv) Are installed to resist a load of not less than    
 1.3 kN applied vertically or horizontally,
 v) Are not less than 30 mm and not more than 
 40 mm in diameter, and
 vi) Have a clearance of not less than 35 mm and not   
 more than 45 mm from the wall,
e) Be equipped with a coat hook mounted not more than 1200 
mm above the floor on the side wall and projecting not more than 
50 mm from the wall, and
f) Have a clearance of not less than 1700 mm between the 
outside of the stall face and the face of an in-swinging washroom 
door and 1400 mm between the outside of the stall face and any 
wall-mounted fixture.

3.8.3.9 Water Closets
1) A water closet for a person with physical disabilities shall
a) Be equipped with a seat located at not less than 400 mm and 
not more than 460 mm above the floor.
b) Be equipped with hand-operated flushing controls that are 
easily accessible to wheelchair user or be automatically operable,
c) Be equipped with a seat lid or other back support, and
d) Not have a spring-actuated seat.

3.8.3.10 Urinals
1) If urinals are provided in a barrier-free washroom, at least one 
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urinal shall be 
a) Wall mounted, with the rim located between 488 mm and 512 
mm above the floor, or
b) Floor mounted, with the rim level with the finished floor. 
2) The urinal described in sentence 1 shall have
a) A clear width of approach of 800 mm centered on the urinal,
b) No step in front, and
c) Installed on each side a vertically mounted grab bar that is not 
less than 300 mm long, with its centreline 1000 mm above the 
floor, and located not more than 380 mm from the centreline of 
the urinal.




