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CHAPTER I 

INTRODUCTION 

Background for the Study 

In recent years, much attention has been directed in 

this country toward increasing alternative care facilities 

for our frail and impaired older adults: living environ-

ments that will enhance the quality of their lives and 

assure them the maximum independence that their conditions 

allow. The relatively new concept of adult daycare is one 

that enables frail elderly and other impaired adults to 

remain in their homes and communities, bridging the gap 

between total independence and long-term institutionaliza-

tion (National Council on the Aging, Inc, 1984). 

The Department of Health, Education, and Welfare 

defines adult daycare as follows: 

a program of services provided under health 
leadership in an ambulatory care setting for 
adults who do not require twenty-four hour 
institutional care, and yet, due to physical 
and/or mental impairment, are not capable of 
full-time independent living. (Smith, 1976, p. 
31) 

Participants are usually referred to the program by their 

attending physicians, a welfare program, or institutional 

discharge program. Daycare programs are directed toward 

meeting the health maintenance and restoration needs of 



the participants. However, there are socialization 

elements in the programs which, by overcoming the isola-

tion often associated with illness in the aged and dis-

abled, are considered essential for maintaining optimal 

health and well being (Smith, 1976) . 

In 1977 the National Council on the Aging (NCOA) 

established the National Institute on Adult Day Care 

(NIAD) to provide direction and assistance to new and 

existing adult daycare programs. In 1984, the Standards 

and Guidelines Committee of NIAD established specific 

goals for adult daycare programs. These were as follows: 

(a) to promote independence, (b) to maintain present level 

of functioning, (c) to rehabilitate the individual, (d) to 

provide support and respite for caregivers, (e) to foster 

socialization, and (f) to serve as a part of the long-term 

care continuum. 

According to the NCOA (1984) , adult daycare is a 

distinctive service and in its focus it, 

approaches each person as a unique individual 
with strengths and weaknesses, yet with a 
potential for growth and development. It 
assumes a holistic approach to the individual, 
recognizing the interrelationship among the 
physical, social, emotional, and environmental 
aspects of well-being. Adult day care promotes 
positive attitudes toward the self image, 
restoring, maintaining, and stimulating capaci-
ties for independence while providing supports 
for functional iimitations. (p. 5) 



Adult daycare is a new, rapidly growing concept in this 

country and one which has proved to be a valuable com-

munity service for many older Americans. 

According to statistics provided by the American 

Association of Retired Persons (1985), by the year 2030, 

the number of persons over the age of 65 in this country 

should reach approximately 65 million—double what it is 

today. This tremendous increase in the elderly population 

over the next 40 years will undoubtedly cause an enormous 

strain on the already overcrowded and costly long-term 

care systems. Alternatives to institutionalization will 

be necessary to accommodate the overflow of elderly and 

impaired adults who do not require intensive 24-hour care, 

but who are unable to function independently throughout 

the day. 

The concept of adult daycare is one that greatly 

benefits both the elderly person and the caregiver. It is 

a flexible program of services and activities designed to 

provide opportunities for reducing isolation and promoting 

group involvement outside the home. It enables individ-

uals to maintain their roles within the family and com-

munity and to remain at home for as long as possible. 

While families are usually the primary caregivers, they 

are seldom able to provide all the necessary support for 

an infirmed elderly family member. Adult daycare shares 

in providing this care while educating, counseling, and 



supporting the caregiver. It seeks to create an environ-

ment that enhances the lives and well-being of the users 

(NCOA, 1984). 

The design of the physical facility is influential in 

creating this supportive atmosphere. A well designed 

facility can promote the users' independence and encourage 

valuable social interaction. Many adult daycare centers 

are located in spaces originally designed for other 

purposes. These facilities are seldom able to meet the 

specific needs of the individuals served by the program. 

Purpose of the Study 

Little research has been conducted relative to the 

optimal design of the adult daycare facility. The physi-

cal needs of the participants are widely varied and 

interior systems, such as lighting, color, furnishings, 

surface treatments, and spatial arrangements, should be 

designed and specified to best accommodate these diverse 

and changing needs. Individual disabilities range from 

physical handicaps, such as sight or hearing impairments, 

arthritis and stroke victims, to mental retardation and 

dementia of the Alzheimer's type. 

Alzheimer's disease, or senile dementia, is a pro-

gressive, irreversible form of dementia that has gained 

considerable public attention in recent years. The dis-

ease is caused by an unexplained degeneration of nerve 

cells within the brain and affects approximately 15 



percent of the over-65 population in some form. Its 

victims suffer depression, memory loss, concentration 

disabilities, and mood swings in the early stages. The 

latter stages are characterized by incontinence, inabil-

ity to communicate, disorientation in .time and space, 

decreased physical coordination, and deteriorating overall 

health with eventual total incapacitation. Because of 

these disabilities, they require constant attention for 

thelr safety (Sweeting, 1985). 

Due to the growing number of persons diagnosed with 

Alzheimer's disease, and the need for support services 

within the community, this study will focus on adult 

daycare facilities which accommodate individuals with 

Alzheimer's disease. It will be a multi-method study 

organized to identify, describe and present interior 

design requirements for facilities specifically designed 

to meet the needs of persons with dementia. It will 

enable the researcher to determine essential operational 

components and make design recommendations for more 

effective facilities based on empirical data. The follow-

ing research objectives and questions have been estab-

lished to address and analyze the research problem. 

Research Questions 

1. What are the general interior design characteris-

tics of operational adult daycare centers in Texas? 
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2. What are interior design criteria which can be 

used to design adult daycare environments to meet the 

needs of persons with Alzheimer's disease? 

3. What are design recommendations for establishing 

adult daycare facilities which promote the health and 

safety of persons with Alzheimer's disease? 

Research Objectives 

1. The researcher will visit and inventory interior 

components of operational adult daycare ceiiters within a 

350 mile radius of Lubbock, Texas. 

2. Interior design criteria will be identified which 

can be used by practicing professionals for designing 

environments which meet the needs of persons with Alzhei-

mer's disease. 

3. Design recommendations and annotated drawings 

will be developed to graphically illustrate optimal 

environmental conditions promoting health and safety of 

persons with Alzheimer's disease in an adult daycare 

setting. 

The scope of this research project will include adult 

daycare center facilities in Texas within 350 miles of the 

Lubbock area. Facilities will be identified based on 

geographic location, interior square footage, number of 

clients served, and number of years in operation. The 

study will contribute information regarding optimal adult 

daycare center design for individuals with Alzheimer's 
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disease. The establishment of design guidelines will 

facilítate the planning of new population-specific adult 

daycare centers. 

v 



CHAPTER II 

REVIEW OF LITERATURE 

Introduction 

The development of present day adult daycare facili-

ties began in Britain in the late 1940s and early 1950s as 

"geriatric day hospitals," serving in conjunction with 

acute care hospitals, and focusing on medical treatment 

and rehabilitation for chronic conditions or functional 

impairments (Huttman, 1985) . These day hospitals served 

to reduce the length of hospital .'3tay because discharged 

patients had access to daily therapy at the centers 

(Padula, 1983) . As the daycare centers evolved and the 

concept spread to the United States in the late 1960s, a 

wider range of services developed, including recreation 

and social activities, along with mental or physical 

treatment and rehabilitation (Huttman, 1985) . Some 

centers, known as restorative model centers, are usually 

affiliated with a more formal health facility, such as a 

hospital or nursing home. Others, however, follow a 

social model, offering limited medical services and are 

located in senior centers, homes for the aged, and social 

service departments (Huttman, 1985) . Still another model 

is often referred to as a maintenance model center which 
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provides services from the restorative and social models 

(Padula, 1983) . 

Sponsors 

Adult daycare programs are initiated by a wide 

variety of sponsors. Sponsoring groups may be large or 

small, public or private, statewide or local. The major-

ity of groups are nonprofit and represent organizations 

concerned with issues related to the aged; health and 

human services, housing, hospitals, senior centers, 

nursing homes, social agencies, homes for the aged, 

churches, and others (Padula, 1983). The centers may be 

housed within the sponsoring organization's building for 

convenience or may occupy a freestanding structure (NCOA, 

1984; Padula, 1983) . 

Organization and Administration 

Since its inception in the late 1960s, the number of 

adult daycare centers has grown in the United States from 

12 to more than 1,000 facilities (NCOA, 1984). The need 

for guidance in developing new daycare programs for older 

and impaired adults has become acute (Padula, 1983) . Once 

the need for the program has been established within a 

community, concerned parties and individuals should come 

together to form a planning committee to address the many 

details involved in organizing a center and coordin-

ating services. Concerned parties most often include 
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individuals from health departments, human services 

agencies, state or area agencies on the aging, visiting 

nurses, homemaker services, or fraternal organizations 

with an interest in aging. The planning committee con-

cerns itself with state regulations or standards for adult 

daycare, building and fire safety codes, and sanitation 

regulations, and most importantiy, available funding 

resources (Padula, 1983). 

Organization and administration of daycare are 

important input variables that affect the outcome and 

effectiveness of the program by ensuring vital coordina-

tion of services (Goldberg & Connelly, 1982). The admin-

istrative structure usually consists of a governing body, 

representative of the community, that has full legal 

authority and responsibility for the program. An advisory 

committee comprised of interested individuals, such as 

physicians, therapists, gerontologists, lawyers, social 

workers and community leaders, should be engaged to 

review, make recommendations f or, and contribute to the 

strength, stability, and quality of the program. Adult 

daycare programs employ a full-time director who is given 

full authority and responsibility to plan, staff, direct 

and implement the program, and manage the center's daily 

operation (NCOA, 1984). This individual works closely 

with the advisory committee and the staff to assure the 

success of the center. 
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Staff 

The NCOA recommends a staff/client ratio of no less 

than one to eight in adult daycare centers. The staff 

consists predominantly of professional persons with 

training in health or human services related fields. 

Necessary positions include: director, social worker, 

nurse, activities director, therapists, secretary/book-

keeper, driver, custodian, and volunteers. Professional 

consultants may also provide some part-time direct or 

indirect services to supplement full-time staff. Experi-

ence or interest in working with the aged should naturally 

be a common characteristic of all staff members and 

volunteers (NCOA, 1984; Padula, 1983). 

Services and Activities 

Services provided by most adult daycare centers 

include personal care, health monitoring, proper nutri-

tion, transportation, counseling, emergency services, and 

a broad range of social, leisure, physical and educational 

activities (NCOA, 1984). Centers differ in programs and 

activities offered due to various resources, interests, 

and user needs. However, most planned programs include 

small and large group activities and quiet individual 

activities which provide users a choice in level of 

participation. As a whole, the activities are designed 

not oniy to pass the time but to stimulate mentally and 
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physically the participants. Games, arts and crafts, 

music, gardening, parties, and field trips are all popular 

activities. Exercise is another important aspect of 

programming that is incorporated into most daily activi-

ties schedules. Educational programs, such as art or 

music appreciation, legal or health information, or 

consumer affairs seminars, offer another dimension to some 

daycare center schedules (Padula, 1983). Because they are 

designed to address the needs of the users, programs will 

vary in each center. 

Target Group 

Adult daycare centers may vary in program emphasis, 

medical or social, but they are all designed for the broad 

population of ambulatory, chronically ill or disabled 

adults who do not require 24-hour a day inpatient care, 

but who are physically or mentally impaired to the extent 

of interfering significantly with their capability for 

self-care (Brown & O'Day, 1981; Padula, 1983). .lost users 

do not live alone, and these centers provide necessary 

respite for caregivers as well as prolonging the user's 

stay in the comraunity until a nursing home becomes essen-

tial. Daycare programs logically are implemented at an 

earlier stage in the long-term care continuum than are 

nursing homes, but for some individuals, the centers can 

prevent or postpone institutionalization (Huttman, 1985) . 
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One group for which adult daycare centers can pro-

vide a much needed service is that of persons suffering 

dementia or Alzheimer's disease. According to J. Thomas 

Hutton, M.D., Ph.D., director of the Texas Tech Alzhei-

mer's Center in Lubbock, there are as many as 2-1/2 

million persons in the U.S. afflicted with Alzheimer's 

disease and related disorders. The survival rate for 

persons diagnosed with Alzheimer's disease is 1/3 to 

1/2 as long as normal life expectancy, making this disease 

a leading cause of death in this country (Hutton, 1987) . 

Alzheimer's disease or senile dementia of the Alzhei-

mer's type is characterized by a gradual and sometimes 

imperceptible decline in many areas of intellectual and 

physical ability (Mace & Rabens, 1981). Other common 

symptoms are described by L. Powell and K. Courtice in 

Alzheimer's Disease: A Guide for Families (1983): (a) 

impaired abstract thinking and judgment; (b) language 

disturbances; (c) inability to carry out motor activities; 

(d) failure to recognize or identify objects; (e) person-

ality alteration or accentuation of lifelong personality 

traits; (f) paranoia; and (g) memory disturbances, espec-

ially recent memory. Late in the illness, the patient 

becomes severely impaired, apathetic, wandering, depres-

sed, delirious, incontinent and is eventually unable to 

walk or talk. The disease usually leads to death in 7 to 

10 years (Mace & Rabens, 1981). 
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Care of persons with Alzheimer's disease usually 

falls to family members in the early stages and eventually 

to long-term care facilities. As with all eiderly per-

sons, the family is of utmost importance in the life of 

the Alzheimer's patient, allowing him to remain in famil-

iar and secure surroundings for as long as possible. 

Caregivers, however, experience tremendous emotional, 

physical, and economic effects of caring for a loved one 

with Alzheimer's disease and are in need of support within 

the community to help ease their burden. According to the 

Southwest Long Term Care Genontology Center in Dallas, in 

1986, only about 8.7 percent of primary caregivers made 

use of adult daycare as a support service (Senate Commit-

tee on Health and Human Services, 1987). Some adult 

daycare centers are hesitant to accept individuals with 

Alzheimer's disease due to their limitations and special 

needs. Many facilities are not equipped to care for 

people who wander and are confused or who cannot negotiate 

the environment (Mace & Rabens, 1981). 

Recent: research suggests that modification of the 

physical environment may be instrumental in reducing 

confusion and promoting the safety and well-being of 

individuals suffering from Alzheimer's disease (Shroyer, 

Hutton & Anderson, 1987) . However, limited information is 

available on specific design criteria for the planning and 
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development of facilities providing care for persons with 

dementia. 

D. Cohen and C. Eisdorfer (1986) identify three goals 

for facility development: barrier freedom, safety, and 

cognitive support. When facilities are properly designed 

and equipped to meet the special needs of persons suffer-

ing dementia, caregivers will be able to make better use 

of adult daycare as a primary support service for their 

loved ones. 

Facility 

The National Council on the Aging (1984) recoimnended 

that the adult daycare facility be attractive in appear-

ance and be designed and furnished with consideration for 

the special needs of the users and the services provided. 

The licensing standards for adult daycare centers estab-

lished by the Texas Department of Health (1982) state only 

that a facility should conform to all applicable state 

laws and local codes and ordinances including fire safety^ 

codes and sanitation standards. The standards dictate 

that the facility should be designed to conform to the 

requirements of Section 504 of the Rehabilitation Act of 

1973, to meet state and local barrier-free requirements 

and accommodate individuals with physical disabilities 

(Texas Department of Health, 1982). 
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Barrier-Free Desicrn 

Over the past 25 years, barrier-free design, accom-

modating the needs and limitations of the elderly and 

disabled population, has become a topic of growing concern 

to designers in the United States. Recently, there has 

been a movement toward "universal" design in the built 

environment to incorporate design features that are 

supportive, adaptable, and accessible to a variety of 

users (Raschko, 1987) . The concept of universal design 

includes basic design elements that allow and encourage 

independent functioning of frail elderly and impaired 

adults, These elements should be incorporated into the 

design of all environments, but particularly those specif-

ically designed for use by elderly or disabled persons. 

In a leading reference by Joe Jordan, FAIA (1978), on 

the design of senior citizen centers, he states that the 

facility should be designed with an understanding of the 

reduced capabilities of the elderly. Barrier-free design 

is essential for persons experiencing the effects of aging 

on their physical and mental health. 

Physical Changes 

There are specific biological changes that take place 

in all older persons which as related to the aging pro-

cess. These changes may come about more rapidly, however, 

in persons who are afflicted by chronic diseases such as 

arthritis, heart conditions, diabetes, or high blood 
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pressure (Sweeting, 1985). The heart becomes less effi-

cient and must work against greater resistance as a person 

ages. Lung capacity decreases by approximately 60 percent 

between the ages of 30 and 80, interfering significantly 

with the ability to perform many normal functions. This 

decline in heart and lung capacity causes reduced endur-

ance, making walking short distances tiring for older 

people (Sweeting, 1985) . 

Physical strength remains almost undiminished in an 

active person well into the sixties. However, flexibility 

and coordination do tend to decrease with age, interforing 

with manual dexterity and the ability to control rapid 

movements (Sweeting, 1985) . 

Jordan (1978) recommends the following design solu-

tions to accommodate these physical decrements: (a) 

automatic entry doors to allow for a loss in muscle 

coordination, (b) rooms placed in close proximity to one 

another to account for reduced endurance, and (c) selec-

tion of appropriate door handles and lavatory controls to 

accommodate loss in manual dexterity. 

Sensory and Perceptual Changes 

In addition to a reduction in motor function, sensory 

and perceptual changes occur during the aging process that 

may alter the performance of the senses. Sight impair-

ments usually begin in the form of presbyopia, or far-

sightedness, in the middle years due to a change in the 
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eye's focusing characteristics (Sweeting, 1985). (See 

Chapter II, Illumination, for more about sight disorders.) 

The decrease in hearing ability is usually noticed later 

than the change in vision but continues to decline with 

age and is equally as debilitating (Sweeting, 1985) . (See 

Chapter II, Acoustical Control, for more about hearing 

impairments.) According to Jordan (1978), the loss of 

either of these senses can have a profound effect on an 

individual's self-image causing isolation, depression, and 

paranoia. SomÆ loss in the sense of touch is also exper-

ienced due to peripheral neuropathy, or a numbness in the 

extremities (Pedley, 1985) . Consequently, it may become 

more difficult to distinguish certain textures or to 

differentiate between hot and cold surfaces. 

Some decline in memory and certain intellectual 

function is evident with the aging process, however, this 

decline is minimal and inconsequential for the healthy, 

active person. Additional time may be needed to assimi-

late new information, however, and an older individual may 

appear to be confused or disoriented due to this increased 

response time. Some medications, diseases, and sight or 

hearing deficits may also bring about sudden confused 

states in the elderly (Sweeting, 1985). 

Taking into consideration the physical and perceptual 

changes that occur in the aging process, Jordan believes 

that a well-designed environment "supports competent 
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behavior, enhancing the activities of persons using the 

environment." A study conducted by Shroyer, Hutton and 

Anderson in 1987 further supports this statement. 

General barrier-free design information includes 

access and clearance guidelines to enable elderly and 

disabled persons to function in both indoor and outdoor 

environments. The following information is pertinent to 

the design of all senior citizen facilities including 

adult daycare centers. 

Entrance Ramps 

Ideally, all entries to a building should be at 

street level; however, since this is not possible for some 

facilities, ramps with guardrails for wheelchair acces-

sibility are essential. If space is available, one long 

ramp is less tiring than a shorter route with level 

changes and steep slopes. A gentle slope of 1" in height 

for every 1' in length is manageable for both wheelchair 

users and those who are ambulatory with assistive devices, 

such as walkers, canes or crutches (Cary, 1978) . If the 

ramp must be exceptionally long to accommodate an entrance 

above street level, 3' level platforms are recommended 

every 30' for resting. The ramp should be at least 32" 

wide for one-way traffic and 60" for two-way traffic 

(Jordan, 1978) . Cary (1978) recommends 2" x 4" curbs or 

bumpers along the sides of the ramp to act as wheel guides 

and to prevent rolling off. The surface of the ramp 
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should be of a non-skid, non-slip material, such as ribbed 

rubber matting or rough troweled concrete. All ramps 

should be equipped with guardrails at a height of 32" 

above the surface of the ramp and extending 1' beyond the 

ramp at each end. Guardrails are essential to the safety 

and comfort of the user and should be smooth and firmly 

anchored for support (Cary, 1978). Both Cary and Jordan 

agree that a clear, level area of at least 6' be main-

tained at the bottom of the ramp for turns and transfers. 

Jordan recommends that the level platform at the top of 

the ramp should measure 5' x 5' if the door swings out and 

5' x 3' if the door swings in. Cary (1978) allows at 

least 3 • in depth extending 1' beyond the door on either 

side. If the door swings inward, the ramp can be centered 

on or at the hinge side of the door. For an outward 

swinging door, the ramp should be centered or at the latch 

side of the door. These ramp configurations in relation 

to door positions allow a smooth arc of passage from the 

ramp through the door (Cary, 1978). 

Doors 

Entrance doors can be difficult for an elderly or 

disabled person to manipulate, especially if in a wheel--

chair. Revolving doors are considered non-negotiable and 

side-hinged swing-out doors can be difficult due to door 

weight and pressure differentials. Automatic doors are 

expensive, but are ideal for wheelchair and disabled 
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users. If the lobby of the building is separated from the 

street by an air-lock or vestibule whose doors swing to-

ward each other, a clear space of at least 6' is required 

between the doors for a wheelchair user to get through. 

In addition, a person seated in a wheelchair needs at 

least a 24" space adjacent to an in-swinging door in order 

to open the door from a seated position (Cary, 1978) . 

Door widths of minimum 36" are recommended to accommodate 

a wheelchair. Lever-type door handles or large push bars 

are recommended for anyone seated or with a weak grip. 

Either door handle type can be operated with pressure from 

the forearm, wrist, or elbow. All door handles should be 

placed at a maximum height of 36" (Cary, 1978) . Thres-

holds should be beveled and a maximum of 1/2" high. Cary 

recommends that all interior doors not necessary for 

safety or privacy should be considered an expendable 

barrier and be removed. 

Windows 

Windows are an important link with the outside world 

for persons who are confined to a bed or wheelchair. 

General barrier-free guidelines stress that windows be 

accessible and preferably operable for safety. Enough 

space should be allowed in the vicinity of the window to 

allow a person to travel to and from the window com-

fortably. Sliding, awning and casement windows are 

easiest to operate with one hand, wrist or forearm while 
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seated or standing. However, awning windows are small and 

can be a safety hazard in the event of a fire. Neither 

awning nor casement windows should be used near outside 

walkways since they swing outward and could obstruct 

circulation close to the building. The crank-type handles 

usually found on these types of windows are also difficult 

to grasp and turn for persons with impaired coordination 

or grip. Double-hung windows should be avoided when 

designing any space for the elderly or handicapped. These 

windows are difficult for anyone with low upper-body 

strength to operate and present a particular problem for 

persons who are wheelchair bound and must operate them 

from a seated position (Cary, 1978) . Floor to ceiling 

glass walls can bring the outdoors in, but can also be 

very dangerous for persons with failing eyesight or 

problems with balance. Etched or wired glass is pre-

ferred, but the window should be clearly marked to avoid 

accidents. Jordan recommends a sill height of 24" to 30" 

to allow persons seated in wheelchairs to enjoy the 

exterior view. Insulating glass is recommended for use in 

spaces to be used by the elderly to increase thermal 

comfort as well as provide energy savings (Jordan, 1978). 

Bathrooms 

Unfortunately, bathroom and restroom facilities can 

be one of the most difficult areas for an elderiy or 

disabled person to function withm the environment. 
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Coping with slippery, hard surfaces can be a daily 

challenge (Cary, 1978). Jordan explains that as we age, 

we experience a loss in control of bodily functions 

resulting in more frequent urination and sometiraes incon-

tinence. A minimum of one toilet for every 10 clients is 

recommended by the NCOA (1984) for adult daycare centers. 

It is important that restrooms be located near activity 

areas which provide a short, direct route to the facility. 

Light switches located outside the door can be of assis-

tance. The wide rocker type switches are easier to 

operate than the conventional toggle switch. They can be 

activated by a gentle tap with the wrist or hand. The 

ideal height for placement on the wall is 36", but ex-

tenders are available to make switches accessible to 

seated wheelchair users (Cary, 1978) . Doorways should 

have flush sills and a minimum opening of 32". If there 

is room in the hallway, doors should swing out to avoid 

crowding the interior of the space. Folding doors may 

also serve this purpose if the opening is wide enough to 

accommodate the door in its folded back position and still 

allow wheelchair passage. Another option is the pocket 

door, which slides completely into the wall, giving full 

clearance. An advantage to an out-swinging door is that 

it can be removed by the hinges in case someone acci-

dentally locks him/herself inside. 
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Once inside the restroom, wheelchair users require a 

clear space of at least 60" x 60" for making a 180° turn 

(Cary, 1978; Jordan, 1978; Raschko, 1982). Jordan recom-

mends each restroom have at ieast one stall measuring 3' x 

5' for wheelchair accessibility and transfer. The recom-

mended height for the toilet seat itself is 20" to more 

closely match the height of the wheelchair seat (Jordan, 

1978; Raschko, 1982). Portable elevated seats are avail-

able that attach to standard toilets and raise the height 

4" to 8" (Cary, 1978). 

Raschko recommends that grab bars be placed behind 

and on each side of the toilet. The best piacement is 

horizontal at a height of between 32" and 37" from the 

floor. The bars themselves should be institutional grade 

stainless steel with a diameter of 1-1/2" extending 1-1/2" 

from the wall. The surface can be finished with a non-

slip material to aid in avoiding accidents. Towel bars 

are not sturdy enough to be used as grab bars and grab 

bars should never be used as towel bars. An elderly 

person who is falling may grab the bar for support only to 

end up with a handful of towel that will easily be pulled 

off the bar (Cary, 1978) . 

According to Cary (1978), lavatories present a 

speciai problem because they do not project out far enough 

to allow wheelchair approach. If they are low enough for 

access to water controls, the basin and drain pipes 
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underneath are in the way. If they are high enough to 

avoid this obstruction, then the controls are inac-

cessible. A 27" minimum clearance is necessary for a 

person seated in a wheelchair to get thighs underneath. 

Obviously, a cabinet under the lavatory would impede 

wheelchair access, but exposed pipes could be dangerous, 

so all pipes should be insulated to avoid accidental 

burns. A lavatory height of 32" should accommodate both 

wheelchair and ambulatory elderly users (Raschko, 1982) . 

Wall mounted lavatories should be designed and installed 

to withstand the pressure of elderly or disabled persons 

who tend to lean heavily on the front edge for support 

(Cary, 1978) . Raschko (1982) recommends single control 

faucets with wristblade handles. These handles can be 

operated by pressure from the forearm, wrist or the heel 

of the hand. The controls should be placed no more than 

16" from the front edge of the lavatory to enable a 

wheelchair user to reach them easily. Raschko also 

recommends installation of a water mixer with a terapera-

ture limiter set no higher than 115° to avoid accidental 

burns. Mirrors should begin at a maxiraura of 40" frora the 

floor to allow seated persons a clear viev/. For easy 

access, all accessories, such as towel racks, soap dispen-

sers, and paper towel dispensers, should be raounted at the 

side of the lavatory not raore than 40" frora the floor 

(Jordan, 1978). 
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Most adult daycare centers are equipped with either a 

tub or shower to be used if necessary by clients with sorae 

staff assistance. Both tubs and shower stalls can be 

difficult for an elderly or disabied person to raaneuver in 

and are a comraon site for accidents and falls, and there-

fore, require additional safety precautions. Standard tub 

raeasureraents are acceptable, but tubs raay need to be 

raodified with tub seats and transfer benches. The elderly 

often find it difficult to lower theraseives into the tub 

or to raise theraselves back out again, so the use of 

either a built-in bench or a portable tub seat is recora-

raended. A bench placed next to or over the edge of the 

tub can aid transfer frora wheelchair to tub or tub seat. 

When using a seating device, a hand-held shower spray unit 

should be provided. A flexible hose of at least 6' allows 

the attachraent to be hand held or wall mounted in the 

conventional shower head position. The v;ater flow should 

be regulated by a single lever control rather than a knob. 

The temperature should be controlled at 115° to 130° to 

avoid scalding. Grab bars in and around the tub are 

essential and should be slip resistant. Raschko recora-

raends a vertical bar piaced at the foot of the tub near 

the entry side to aid in entering the tub. A long bar 

should be positioned horizontally aiong the lateral wail 

at a height of about 30" to 36" for aid in transfer to and 

from the tub. Both tub and shower bottoms should be non-
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slip or fitted with slip-resistant rubber mats or adhesive 

strips. 

Showers are generally preferred over tubs in cases 

where mobility is impaired. The shower is safer than the 

tub for several reasons: (a) no high rim to negotiate, 

(b) lowering the body is eliminated, (c) transfer raay not 

be necessary, and (d) controls are raore easily reached 

(Raschko, 1982) . Unlike the tub, however, conventional 

shower stalls are usually too sraall for wheelchair users 

and the step over the lip at the entrance is difficult for 

arabulant elderly to raanage. A wide 4-1/2' square roll-in 

wheelchair shower is now raanufactured with a graded lip 

that assures wheelchair accessibility (Cary, 1978) . An 

alternative to the roll-in shower (and to soaking the 

wheelchair) is a shower stall with a separate seating 

device requiring a transfer. Several different raolded 

plastic shower chairs are available or a fold-up, retract-

able seat could be built-in where space is liraited. The 

shower head should be attached to a flexible hose so that 

it can be hand held while seated or wall raounted for a 

conventional shower. Shower doors should not be used, but 

be replaced by a curtain or accordion pleat door. The 

controls should be raounted on the wall opposite the seat 

at a height of 38" to 45". A single-lever control is 

again recoraraended with regulated water temperature. Walls 
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should be reinforced for placement of grab bars at about 

32" from the floor (Raschko, 1982) . 

Outdoor Areas 

Outdoor areas are frequently used by the elderly and 

disabled at adult daycare and other facilities and should 

not be overlooked when designing for barrier-free access. 

Sidewalks should be 36" to 48" wide and smooth but not 

slippery. They should be level with the ground on both 

sides or have raised curbs or burapers to avoid wheelchair 

wheels sliding off. Handrails should be provided on both 

sides at a height of 32" for support while walking (Cary, 

1978) . Outdoor benches in garden or patio areas should 

always have arra and backs and be contoured for corafort. 

Low, reclining lounge furniture is totaliy unusable and 

should be repiaced by lightweight ail-weather chairs with 

arms that are sturdy but easily raovable (Jordan, 1978). 

In the parking area, space raust be provided for wheelchair 

transfer frora a car or van. A level space 4' to 5' wide, 

at the side of the vehicle, is araple (Cary, 1978). 

Space Planning 

In addition to general barrier-free guidelines, 

special considerations should be raade in designing facili-

ties specifically for use as adult daycare or senior 

centers. Space planning and furniture arrangeraents 

require sorae raodification to accoramodate both the physical 



29 

and psycfaological needs of the chronically ill and dis-

abled elderly. 

Jordan (1978) recommends that average_space planning 

standards for the_„„geiLeral population be increased by 

one-third to provide for the limited mobility of the 

users. The NCOA suggests a minimum of 40 square feet of 

program space per client for adult daycare centers. Ade-

quate circulation space is important in the facility to 

provide easy passage and reinforce the competence of the 

users. Jordan recommends the following widths for circu-

lation: (a) principal corridor—double loaded, closed 

both sides, 8*0"; (b) principal corridor—double loaded, 

open one side, 7*0"; (c) secondary corridor—double 

loaded, closed both sides, 6*0"; (d) secondary corridor— 

single loaded, open one side, 5'0"; and (e) minimum aisle 

space, S'O". Raschko (1982) recommends traffic lanes at 

least 3' wide starting at each entrance to a room and 

'extending through the room to every other entrance. The 

more entrances a room has, the more circulation space is 

required (Raschko, 1982). 

A room's furniture arrangement should make moving 

from place to place within the room as effortless as 

possible, according to Cary (1978) . If a room is small, 

furniture should be placed around the perimeter, leaving 

the center open for circulation. For large rooms, furni-

ture can be arranged as islands in the center of the room 
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with clear passageways of 4' to 5' along the perimeter. 

Most importantly, a room should have no inaccessible spots 

which inhibit full use of the space (Cary, 1978). 

Designing for flexibility within the space is another 

important consideration. Most spaces should be capable of 

serving several purposes. Jordan (1978) suggested that 

areas not requiring fixed walls for privacy or acoustical 

control can be planned as open space and divided with 

furniture groupings or raoveable partitions to accoraraodate 

different activities. 

In addition to the design considerations raade to aid 

the physical corapetency of the user, Jordan (1978) de-

scribed four psychological needs a well-designed environ-

raent should raeet. The spaces should be designed to 

increase individual choice, iraprove coraprehension and ^ | 
h 

orientation, encourage social interaction, and provide | 

individual privacy. 

According to Jordan (1978) , any facility for seniors 

should provide the widest possible range of personal 

choices by providing: (a) flexible seating in the lounge 

areas to allow users to rearrange furniture to suit their 

personal tastes; (b) a variety in types of seating to 

allow users a choice in terras of personal corafort and 

taste; (c) a variety of seating arrangeraents in the dining 

room to allow users to choose tables for 2, 4 or 6 rather 

than group seating; and (d) table laraps at reading areas 
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so that users may choose a lighting level that is comfort-

able for them. 

Changes in raental functioning can cause forgetful-

ness, disorientation and incoherence. Proper spatial 

organization can rainimize these probleras. Jordan (1978) 

raakes the following suggestions for space planning and 

design: 

1. The building plan should be siraple and direct so 

that users do not experience difficulty finding their way 

around. 

(̂ 2. The character of rooras and hallways should 

provide visual clues to location in the facility. Large, 

easy to read signs should identify each roora and arrows 

can direct users to specific rooras. 

^3. Materials, such as mirrors and glass walls, that 

produce confusing information should be avoided. 

An individual's self-confidence and social contacts 

are often reduced by age, illness or isolation, and 

therefore, social interaction and participation should be 

encouraged through effective design of the facility. 

According to Jordan (1978) : 

1. Lounge areas should be provided to accomraodate a 

variety of activities at one time without conflict, frora 

table games to quiet conversation. 
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2̂ . Game rooms for indoor activities, such as bil-

liards or shuffleboard, can increase social interaction 

for the active participants. 

^á^ Outdoor recreation facilities provide an attrac-

tive area for interaction in warm weather. 

\ ^ Spaces should be designed so that activities can 

be observed by those not actually participating. Vision 

panels in walls and doors can be used to encourage par-

ticipation in a new activity. 

Different people enjoy different levels of social 

contact. Some prefer solitary activities or more intimate 

conversation and appreciate more privacy. Jordan (1978) 

recommends ̂ the following solutions for meeting the needs 

of these individuals: (a) quiet lounges are necessary for 

reading without distraction, (b) mini-lounges can provide 

space where a person may sit alone and listen to music or 

engage in private conversation, and (c) two-pers^i ̂ tables 

in the dining room provide sufficient privacy for intimate 

conversation. 

Sen^itive space planning in the facility can meet 

both the physical and psychological needs of the elderly 

clients with Alzheimer's disease and provide a comfort-

able, enjoyable environment for any activity. 

Illumination 

Ample research has been done on the way we see and 

the effect of good lighting on the ability to see. Most 
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of this research, however, is based upon the needs and 

abilities of the general population. Unfortunately, 

relatively little information is available on the 

illumination needs of the elderly and even less on the 

needs of individuals with Alzheiraer's disease (Jordan, 

1978) . Most persons over age 65 suffer sorae degree of 

vision loss. This visual deficiency, along with hearing 

loss, can lead to social withdrawal, isolation and depres-

sion (Portnow & Houtraann, 1987) . Raschko (1982) suggests 

that the interior environraent should be designed to meet 

the needs of the visually handicapped by assuraing a level 

of impairment and designing within those liraitations. 

Jordan (1978); Portnow and Houtraann (1987) describe four 

common sight deficiencies of the elderly resulting in 

visual probleras: 

1. Color discriraination--Due to a thickening and 

yellowing of the lens, a gradual decline in color percep-

tion often occurs. Colors appear less vivid and it 

becoraes difficult to distinguish blues, greens, and 

purples. 

2. Visual acuity—Because the pupil shrinks, a 

60-year-old receives about one-third the amount of light a 

20-year-old receives. This causes a decline in the 

ability to discern fine details and distinguish objects 

clearly. 
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3. Visual accomraodation--Presbyopia is the decrease 

in the ability of the eye to focus at different distances 

and affects nearly everyone over 60. Focusing on near 

objects becoraes difficult and the tirae it takes to shift 

focus increases. 

4. Light sensitivity—The ability of the eye to 

adjust to different light levels also decreases with age. 

Because the eye's response tirae is so slow, glare becoraes 

an ever present problera for the elderly who can be tera-

porarily blinded by bright light. A person moving frora an 

area of bright sunlight to a diraly lit roora raay have a 

feeling of being plunged into total darkness. 

In addition to these sight deficiencies coraraon to 

raost aged eyes, Portnow and Houtraann (1987) identify three 

eye disorders that often affect the elderly and further 

aggravate visual probleras: (a) cataracts--an opacity in 

the lens which causes light to scatter, casts shadows and 

interferes with focus; (b) glaucoraa--a build-up of pres-

sure in the eye, affects peripheral vision, thus creating 

a narrower field of vision; and (c) senile raacular degen-

eration--a degeneration of cells in an area of the retina 

responsible for central vision, creates a shadow in the 

center of the field of view, but peripheral vision reraains 

intact. 

These visual irapairraents comraoniy suffered in old age 

can leave an elderly person feeling uncorafortable and 
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unable to function well within any unfamiliar environment. 

Jordan (1978) explains that the design of a well illumin-

ated environment can decrease discomfort and increase 

confidence and competence. In designing a lighting system 

for interior spaces, the designers must consider the 

physical characteristics and use of the space. The room 

dimensions, structural features, activities to be accom-

modated, time of day the space is used, and the people who 

will use it are all aspects one must consider when design-

ing the lighting plan (Howell, 1980) . 

Due to slower pupil accommodation, an even illumina-

tion level with limited brightness changes provides a 

safe, comfortable environment for older people. Research 

shows that older people need more light to perform activ-

ities and tasks than younger people. Therefore, lighting 

levels should be higher than Illuminating Engineering 

Society (lES) standards, but not over 100 footcandles for 

general illumination. A good lighting system will include 

'both general or ambient lighting for even, overall illu-

mination and task lighting for reading and close work 

(Raschko, 1982) . 

The illuminance values listed in Table 1 are recom-

mended by lES for general illumination based on the 

general population and by Raschko (1982) for task lighting 

for the elderly. Along with increased lighting levels, 

however, comes the considerable problem of glare. Diréct 

9 m 



Table 1. Illuminance Values 

36 

Activity Footcandles 

General Illumination 

Conversation, relaxation, 
and entertainment 

Passage areas 

Task Illumination 

5 - 10% 

5 - 10% 

Dinmg 

Crafts, table games 

Music 

Reading, sewing 

20 

50 

50 - 200 

50 - 100 
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glare from general and task lighting sources can be con-

trolled by: (a) reducing the brightness level, (b) 

altering the position of the luminaire, (c) reducing the 

size of the luminaire, (d) proper shielding, and (e) 

raising the illumination level of surrounding areas 

(Jordan, 1978). 

Two types of lighting commonly-'used in interior ap-

plications are direct and indirect lighting. With direct 

lighting systems, all light is focused downward. The 

light can be either incandescent suspended fixtures, 

recessed downlights, or more comraon in coraraercial applica-

tion, recessed fluorescent general diffusing fixtures. 

The incandescent downlights should be placed carefully to 

avoid patches of light and shadow on the floor. The 

fluorescent fixture is a low-cost, high-efficiency systera 

that drops directly into the acoustical tile ceiling grid. 

This systera requires a light, highly reflective, diffusing 

floor surface to direct iight back to the ceiling to 

'reduce brightness contrast between the ceiling and the 

fixtures. Surface brightness of fluorescent and sorae 

incandescent systeras can be diffused by louvers, baffles 

or a prisraatic diffusing lens to scatter light, elirainate 

shadows and control glare (Jordan, 1978). 

Indirect lighting systems can be suspended frora the 

ceiling or wall raounted and focus all light upward to be 

reflected off the ceiling. This systera produces a flat, 
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diffuse light and controls glare because it reduces 

contrást between the ceiling and luminated surfaces. 

Illuminance levels should be no more than 75 footcandles 

or the ceiling will be too bright and glare again becomes 

a problem (Jordan, 1978). 

Another aspect of the interior to be considered when 

designing a lighting system is the reflectance value of 

room surfaces or the amount of light a surface reflects \ 

back into the room. High reflectance values (expressed as 
1 

a percentage of the amount of light a surface receives) of 

the floor, wall and ceiling surfaces is desirable to 

minimize the contrast between luminaires and the surround-

ing visual field, thus reducing glare (lES, 1980). (See / 

Table 2 for lES recommended reflectances.) v 

Color rendition is an important dimension to be \ \\ 

considered when choosing lighting systems for spaces to be ^ 

used by the elderly. Incandescent lamps produce light at 

the red/yellow end of the spectrum and tend to provide a 

-warm, homelike atmosphere. In many senior centers, this 

type lighting is desirable to overcome any institutional 

qualities of the environment. The lamp's warm color is 

flattering to most, but especially aging, complexions. 

Their yellowish-white light enhances warm colors in the 

room, but tends to dull cool colors which are already 

dulled due to the yellowing lens of the aging eye. 

Incandescent lamps are inexpensive, but have a low lumen 

. , / / 

/; 

^' 
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Table 2. lES Recommended Reflectances 

Surface Reflectance Value 

Ceiling 

Fabric on large wall area 

Walls 

Floor 

60 

45 

35 

15 

90% 

85% 

60% 

35% 
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output for the amount of electricity they require, making 

them less energy efficient than fluorescent lamps (lES, 

1980). 

Fluorescent lamps are longer lasting and more energy 

efficient than incandescent lamps. They have a higher 

lumen output and provide a more evenly dispersed light. 

They typically produce a cool, greenish light that can be 

unflattering to aging skin, but new lamp colors are 

available which offer better color rendition enhancing all 

color schemes. One disadvantage is that special ballasts 

are required and the initial installation can be more 

costly than incandescent systems (lES, 1980) . 

Many types of direct and indirect luminares and 

mountings are available for both incandescent and fluores-

cent lamps. General diffusing, ceiling mounted, sus-

pended, recessed, cove, soffit, and cornice luminaires can 

all be used as general or accent lighting. More flexible 

systems include track lighting, table lamps, or floor 

'lamps for accent or task illumination. Floor lamps are 

not recommended for use in senior citizen centers and 

table lamps must be located near electrical outlets to 

avoid tripping over electrical cords. 

A final consideration in the design of artificial 

illumination systems for the aged is that of the psycho-

logical effects on the users. Lighting can be used to 

some degree to influence the behavior of the occupants of 
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the space. Brightly lit rooms are more stimulating than 

dark rooms and may encourage increased activity and 

participation. Individuals whose mood is generally 

depressed can profit from more brightly lit areas, but 

those areas may be too stimulating for some, possibly 

causing agitation or anxiety (Weale, Croake, & Weale 

1982) . Brightly lit areas may also promote social inter-

action and communication among the elderly by aiding lip 

reading for those with severe hearing deficits (Portnow & 

Houtmann, 1987). Lighting in rooras used for raore subdued 

activities, such as dining, quiet conversation, or rest-

ing, raay be diramed to relax the senses or aid digestion. 

The designer must always consider lighting in terras of the 

desired behavior for that space (Weale et al., 1982). 

Daylighting, in addition to artificial lighting, is 

an extreraely iraportant psychological and physical aspect 

of the lighted environraent. Use of daylighting creates an 

interior which is raore pleasant and satisfying than one 

'lit entirely by artificial light. Windows provide a 

psychological connection between the institutional en-

vironment and the outside world. Research has shown that 

windowless rooms may result in sensory deprivation and 

contribute to depression while rooras with windows afford a 

sense of orientation and well-being (Wotton, 1986) . In a 

study by Verderber in 1983, he postulates that huraans are 

biologically pre-disposed to seek out inforraation about 
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their surroundings and that windowless rooms function as 
/ / 

perceptual barriers to the sick or disabled patient. 

Through research carried out in hospital-based rehabilita-

tion units, he further concluded that window systeras which ' 

offer a raeaningful view with natural daylighting and allow 

occupants to effectively self-control their level of 

involvement with the exterior environraent are important 

contributors to the therapeutic setting. Several studies 

have proved that ultra violet radiation from sunlight 

helps to synthesize the production of vitarain D, having a 

desirable effect on our bodies and proving that sunlight 

is a valuable ingredient in the design of health care 

facilities (Wotton, 1986) . 

Daylighting, however, can be bright (2,000 foot-

candles) and can teraporarily blind the sensitive eyes of 

the elderly if not effectively controlled (Raschko, 1982). 

Control can be achieved with operable window treatraents, 

such as blinds or draperies, or with tinted glass and 

overhangs (Jordan, 1978) . Care should be taken to avoid 

large contrasts between daylight areas and interior 

spaces. The entrance lobby and areas adjacent to daylight 

areas should be brightly lit to reduce contrast and allow 

better visual accoraraodation (Jordan, 1978; Wotton, 1986) . 

Whether natural or artificial, direct or indirect, 

incandescent or fluorescent, a pleasant, effective light-

ing systera can be designed. Lighting systeras should be 
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designed to meet the needs of aging individuals and make 

the environment a raore corafortable one for any activity. 

Color 

Color is part of a group of design elements which 

includes forra, scale, space, texture, and light. All of 

these eleraents can work together to create a space which 

is both visually pleasing and functional for the users. 

Color is perhaps the easiest eleraent to alter in an 

environraent and can raake a raajor change in the way a space 

is perceived. Considerable inforraation exists on the 

topic of color and its physical and psychological effects 

on environments and their users. Unfortunately, the 

majority of this research involves the general public with 

very little directed toward the elderly popuiation and 

less toward Alzheiraer's disease (Jordan, 1978). 

In any discussion of color, it raust be clear that 

color is defined in three terras: hue, value, and inten-

sity. Hue is the narae of the color itself, value refers 

to the lightness or darkness of the color, and intensity 

describes the saturation level of the color. Figure 1, 

taken from Faulkner and Faulkner's (1975) Inside Today's 

Horae, outlines the effects of hue, value, and intensity of 

color. 

Designers have known for years that color can be used 

to physically alter the characteristics of an environraent. 

Warm hues, such as red, orange and yellow, on walls appear 
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Hue Value Intenslty 

Feellngs Warm hues are 

stlmulatlng, cool 

hues quletlng 

Llght values are 

cheerlng; dark 

values range from 

restful to depres-

sing; contrasts 

are alertlng 

High intensities are 

heartening; strong. 

Low intensities are 

peaceful 

Attentlon Nann hues attract 

more attention than 

cool hues 

Extreme values tend 

to attract the eye; 

but contrasts or sur-

prises are even more 

effective 

High intensities 

attract attention 

Size Narm hues increase 

apparent size of 

objects; used on 

walls, they decrease 

apparent size of room 

Light values increase 

apparent size of 

objects; but strong 

contrast with back-

ground is equally 

effective 

High intensities 

increase apparent 

size of objccts; 

used on walls, they 

decrease apparent 

size of room 

Distance 

Outlines, 

or Contour 

Harm hues bring 

objects forward; 

cool hues make 

them decede 

Narm hues soften 

outlines slightly 

more than cool 

hues; contrasting 

hues make outlines 

clearer than related 

hues 

Light values recede, 

dark values advance; 

sharp contrasts in 

values also bring 

objects forward 

Value contrasts are 

a potent way of 

emphasizing contours 

High intensities 

decrease apparent 

distances 

Intensity contrasts 

emphasize outlines 

Figure 1 Effects of Hue, Value and Intensity of Color on 
Interior Spaces (Faulkner & Faulkner, 1975, p. 
200) . 
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to advance, making the room seem smaller. Cool hues, such 

as blue, green or violet, recede and can create a more 

spacious feeling. Light values and low intensities make a 

space seem larger, while darker values and high intensi-

ties raake an area appear sraaller and cozier. A high 

ceiling can be visually lowered by painting it a dark 

value; it appears lower, heavier. Floors should be 

moderately dark in value and low intensity to simplify 

upkeep and give a firm base. Víalls should be a lighter 

value than the floor to provide a smooth transition frora 

floor to ceiling. They should be a low intensity and 

neutral hue to provide an unobtrusive background. Ceil-

ings should be light in value and low in intensity to 

reflect light and give a feeling of spaciousness. Small 

areas of bright color and high intensities are generally 

used as accents to attract attention while more neutral 

colors are used for floors, walls and ceilings. Use of 

these intense colors in large areas can be overstimulating 

to the eye and users quickly tire of this color scherae 

(Weale et al., 1982) . 

Considerable inforraation is available on the psycho-

logical effects of color on individuals. Different colors 

can affect a person's behavior and eraotional well-being in 

many ways. Color can excite or relax, calra or cheer, and 

even raise the perceived teraperature of a space (Weale et 

al., 1982). Colors can evoke reactions or responses due 
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simply to emotional associations v/ith that color. Reds 

are generally regarded as stimulating and may cause 

tension or exciteraent (Jordan, 1978) . Reds and oranges 

are useful in areas where corapetition and high-energy 

output is desired. Blues and greens tend to have a 

restful, calming effect and are useful in areas where 

concentration and quiet activity is desired. Yellow has 

been found to stimulate creativity and to energize and can 

be useful in areas, such as craft rooms. The intensity 

level of the color is raore iraportant than the hue, how-

ever, in provoking these responses. The more intense the 

color, the raore likely it is to have the desired effect on 

behavior (Weale et al., 1982). 

Color can even be econoraical if used wisely. The use 

of predorainantly light value colors can save on electric-

ity costs by reflecting available light and requiring less 

use of artificial illuraination (Faulkner & Faulkner, 

1975) . Warm colors can make people feel warraer at cooler 

teraperatures, allowing a lower therraostat setting. 

Studies reveal that people actually felt warraer in a red 

and orange space than in a blue and green space, although 

there was never a change in actual teraperature (Weale et 

al., 1982). Window orientation affects the character of 

the roora. Rooras facing south and west get raore heat and 

iight and benefit frora the use of cool colors. North and 



east exposures receive a cooler light and the spaces can 

be warmed using warm colors (Faulkner & Faulkner, 1975). 

When designing spaces for the elderly, these general 

color characteristics can be used as guidelines. However, 

there are other considerations to be made specifically for 

the aging eye. Due to the yellowing of the lens, blues 

and greens are the jnost difficult for the elderly to 

distinguish. Reds and oranges are raore distinguishable. 

Color contrasts and values help us to see depth^ and 

outlines. Because the aging eye has liraited ability to 

see contrasts, objects lose depth and edges and corners 

are hard to distinguish (Portnow & Houtraann, 1987). 

Colors of sirailar intensity with little value contrast 

becorae difficult to differentiate (Araerican Institute of 

Architects Foundation [AIA], 1985). Spaces where 

cabinetry exactly raatches wall color can be dangerous 

because persons with visual irapairraents raay not be able to 

distinguish different surfaces. Doors should contrast 

with wall color for easier identification during an 

eraergency (Jordan, 1978). 

Raschko recomraends that all surface changes be 

delineated with bright, contrasting color strips for 

safety and orientation. Color can be used to aid way 

finding in the facility by defining circulation paths and 

siraplifying directions. Color is useful on doors for room 
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identification or as visual clues for location within the 

facility (Jordan, 1978). 

In addition to safety and orientation, color can be 

used to influence the behavior of the elderly in senior 

facilities. Brighter, more stiraulating colors are suc-

cessful in circulation areas where people raove through 

quickly o£_ in activity rooras where high levels of energy 

are desired. Quieter, raore subdued colors are better 

suited to lounges or rest areas where solitary or raore 

sedate activities take place (Jordan, 1978) . 

Color can also have a significant effect on the 

eraotional well-being of the elderly. Because an aging 

adult loses visual acuity, brighter, intense colors are 

perceived as dull and color becoraes less stimulating. The 

elderly and depressed need brightly colored surroundings 

to cheer and refresh thera (AIA, 1985) . In general, as a 

person ages, greater psychological benefits are derived 

from the bright, highly contrasting color corabinations 

that would be overstiraulating to a young person. Color-

rich environraents are extreraely important for stimulation 

of the elderly and have raade significant contributions to 

their emotional well-being (Weale et al., 1982). Informa-

tion relative to the relationship between color and 

individuals v/ith Alzheiraer's disease was not found in the 

literature. 
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Climate Control 

Proper thermal control is important to provide a 

comfortable environment. Most climate control systems, 

however, are designed to meet the needs of the young 

active population. According to a 1985 American Insti-

tute of Architecture Foundation publication, Design for 

Aginq; An Architect's Guide, heating, ventilation, and 

air conditioning systems for senior centers raust be 

designed for the narrower corafort ranges of the elderly 

population. 

Because most older people are less active and often-

suffer poor circulation, they generally prefer warmer 

temperatures. The elderly are considered more susceptible 

to colds, respiratory ailments and hypothermia resulting , 

from loss of body heat, therefore, they have little 

tolerance for even slight temperature changes within a 

facility (AIA, 1985) . Delivery eleraents should be posi-

tioned so that there is an even distribution of circulated 

air and pockets of warm or cool air can be avoided. The 

direction and velocity of air raoveraent should be control-

led so that the space is free of drafts and the arabient 

noise level is kept to a rainiraura (Jordan, 1978). The AIA 

recommends a system capable of 75°F for areas occupied by 

older people. Raschko (1982) recoraraends 72°F as a raaximum 

temperature, but either should provide a corafortable 

atmosphere for most activities. 
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Proper ventilation is iraportant in any group area for 

controlling odors and replacing stale air with fresh, 

clean air. A combination of natural and raechanical 

ventilation systems is usually preferred by the elderly, 

who frequently experience a stuffy, "airless" feeling in 

rooms with inoperable windows (AIA, 1985) . 

Windows and doors alone do not provide adequate 

ventilation for large group spaces, so Jordan (1978) 

recommends a central ventilation system by which air is 

delivered to and discharged from a room through a system 

of ductwork and grills. The AIA recomraends at least two 

air exchanges of outdoor air per hour or raore for areas, 

such as bathrooras, where odors are produced. 

Máintenance of HVAC systeras is extreraely important 

because mechanical breakdowns have such an irapact on the 

elderly who have difficulty raaintaining body temperatures. 

Reliable equipment and preventive raaintenance of raechan-

ical systems should be high priorities in any facility 

designed for the aged (AIA, 1985) . 

A final aspect of climate control is energy conserva-

tion. Designers should be sensitive to this issue in any 

situation, but especiaily where building and utility costs 

must be manageable. Passive solar design techniques of 

daylighting, thermal mass storage and building orientation 

to the sun can be utilized in the design of facilities for 
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the elderly to create a pleasant environment that is also 

cost effective (AIA, 1985) . 

Acoustical Control 

In addition to climate control, effective acoustical 

control is important in creating an environment which is 

comfortable and supportive of various degrees of hearing 

loss suffered by the elderly. According to Portnow and 

Houtmann (1987), hearing functions on three levels: 

background, signal, and syrabol. Ba^ckground levels help 

identify surroundings and the loss of hearing at this 

level can lead to isolation and depression. The signal 

level alerts us to danger and loss can lead to insecurity 

and inadequacy. Loss at the syrabol level (language) 

liraits the ability to coraraunicate and fosters social 

withdrawal. After the age of 50, hearing begins to 

decline on all three levels with a devastating effect on 

the well-being and self-iraage of the aging individual 

(Portnow & Houtmann, 1987) . 

Sounds contain a raultitude of pitches in all 

frequencies. As we age, the high tones disappear and we 

only hear the low pitched parts of v/ords. As a result, 

the elderly person can hear voices speaking, but has 

difficulty distinguishing words and confuses conversation 

with background noise. Hearing aids are effective in 
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amplifying sound, but all frequencies are made louder, 

including background noise (Portnow & Houtmann, 1987) . 

A good acoustical environment is necessary in spaces 

for use by the elderly to reduce the level of background 

noise that interferes with comprehension (Jordan, 1978). 

General background noise can be reduced with surface 

materials designed to reduce sound reflection (AIA, 1985). 

In selecting materials for sound control, designers must 

consider two aspects of sound: sound absorption and sound 

transraission. Materials are usually rated by their 

ability to absorb or resist the passage of sound. The 

more sound energy a material absorbs, the less it reflects 

back into the room as noise. The percentage of sound 

absorbed by a material is known as its noise reduction 

coefficient or NRC. The higher the NRC value, the raore 

sound a raaterial absorb^. Generally, sraooth surfaces 

-r^flect sound and are noisier. Porous surfaces are raore 

sound absorbing. The ability of sound to pass through a 

raaterial is known as sound transraission. The effective-

ness of doors, walls or floors in reducing sound trans-

mission is measured and assigned to a sound transmission 

class (STC) expressed in decibels. A wall raaterial having 

a high STC rating can render even very loud noises in an 

adjacent roora faint or nearly inaudible. High-density, 

non-permeable materials usually have good sound trans-

mission ratings (Watson, 1978). 
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In new construction, sound transraission from room to 

room can be controlled with the use of fixed floor to 

ceiling partitions specially designed and insulated for 

acoustical control. Mechanical ducts should be insulated 

to eliminate sound transmissÍQn from room to_roora served 

by the same ductwork. In addition, when designing the 

facility, noise producing rooms, such as the kitchen, 

should be located away from the more quiet private areas 

(Jordan, 1978) . 

More practical, economical solutions for acoustical 

control can be accoraplished by adapting existing floor, 

wall and ceiling finishes in the facility. Jordan recom-

mends acoustical ceiling tile as an effective, econoraical 

raeans of reducing the arabient noise level in large spaces 

where groups often gather. A sound reduction of five to 

seven decibels is coramon when the existing ceiling is 

covered with acoustical tile. Acoustical ceiling tiles 

are porous panels of pressed fiberglass or mineral fibers 

that can be adhered directly to the ceiling or suspended 

in a grid system. The suspended ceiling grid systems 

allow use of added insulation in the space above the 

tiles. Facings are usually erabossed vinyl and are avail-

able in a variety of patterns. Care raust be taken in the 

maintenance of these tiles to avoid destroying the sound 

absorbing qualities. Special acoustical paints are 

available which have a flat, porous film that does not 
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harm the sound reducing properties of the tile (Vila, 

1986). Acoustical plaster can also be used in areas, such 

as rounded structures or domed ceilings, where rigid tiles 

cannot be used. This is plaster with a verraiculite aggre-

gate sprayed on, forraing rainute air bubbles which act as 

interconnecting pores to absorb sound. However, the use 

of acoustical plaster is usually confined to ceilings and 

high portions of walls because it is particularly sensi-

tive to abrasion (Watson, 1978) . 

The use of carpeting, draperies and upholstered 

furniture can also help to reduce the arabient noise level 

in a space. Fabric upholstered walls, baffles, wall 

hangings or banners are other raeans of controlling noise 

levels by absorbing sound (AIA, 1985) . If moveabie 

partitions are used to divide spaces, they should have low 

sound transraission properties. The panel type partitions 

are generally raore effective at reducing sound trans-

raission, than the accordion type. These partitions are 

recoraraended for their flexibility within a facility, but 

are not nearly so efficient as sound barriers as are 

perraanently constructed floor to ceiiing walls (Jordan, 

1978) . 

In general, the softer and raore porous the surface, 

the more sound is absorbed and the raore the acoustical 

environment is enhanced. Hard, slick floor and wall 

surfaces, as well as large expanses of glass or mirrors. 



55 

will not only be hazardous and confusing to the elderly, 

but will compound their discomfort by reflecting noise 

throughout the room. 

Using built-in or topical solutions, the acoustical 

environment must be supportive of the hearing loss suf-

fered by the elderly and aid in their increased coraprehen-

sion and corafort (Jordan, 1978) . 

Surface Treatraents 

Surface raaterials, such as carpeting, wallcovering, 

and window treatraents, have a treraendous effect on the 

atraosphere and efficiency of any environraent used by the 

elderly. Sensitive treatments can render a facility not 

only raore attractive and horaelike, but safer and raore 

economical in terms of raaintenance. Surface raaterials can 

be used to control noise and light, affect raood, aid 

orientation and increase the corafort of the individuals 

using the space. Four raain areas of iraportance are floor 

coverings, wall coverings, window treatraents and furniture 

upholstery. 

Floor Coverings 

When choosing floor coverings, several factors raust 

be considered: safety, corafort, durability, raaneuverabil-

ity, and ease of raaintenance. There are three basic 

categories for floor coverings (hard, resilient, and 
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soft) , and each has its advantages and disadvantages for 

use with the elderly and disabled. 

1. Hard floor coverings include marble, slate, wood, 

ceramic tile, quarry tile, and terrazzo. Advantages are: 

extreme durability, performance, ease of maintenance, and 

inherent attractiveness. Disadvantages are: increased 

cost of material installation, poor sound absorption, 

uncomfortable for extended walking, poor thermal quali-

ties, and poor slip resistance (Raschko, 1982) . Jordan 

(1978) endorses the use of hard, impervious flooring 

materials for use in entrance lobbies, kitchens, and 

toilet areas provided it is treated with a non-slip 

finish. He advocates the use of wood flooring in activity 

areas where the furniture will be moved around often, but 

warns that wood is moisture sensitive and will require 

extra maintenance. Hard floor surfaces should never be 

smoothly polished to avoid danger of glare and slipping 

(Jordan, 1978). 

2. Resilient floor coverings include vinyl, lino-

leum, cork, and rubber. Advantages are: wide variety of 

colors and patterns, ease of maintenance, and relatively 

low cost. Disadvantages are: poor slip resistance, 

especially when wet; poor sound absorption; lack of 

homelike appearance; and fair thermal control (Raschko, 

1982). Resilient floor coverings are somewhat less 

durable and more comfortable than hard floor surfaces and 



57 

are appropriate for use in areas where spillage may be a 

problem. Most resilient floorings are available in tile 

or sheet form and should, like hard flooring, be non-slip 

and non-reflective (AIA, 1985) . 

3. Soft floor coverings include all rugs and carpet-

ing. Advantages are: large variety of colors, patterns 

and textures, warm, horaelike appearance, excellent sound 

absorption, relatively low cost, excellent therraal quali-

ties, and ease of maintenance. Disadvantages are: can be 

stained by spills, wheelchair impedance, and possible fire 

hazard (Raschko, 1982) . 

Because carpeting is the most common choice for floor 

covering, the advantages and disadvantages of its use will 

be examined in greater detail. There are three major 

disadvantages of carpeting for use in senior citizen 

facilities: maintenance, wheelchair impedance, and 

flammability. 

Carpeting can be raore difficult to raaintain than hard 

or resilient surfaces due to spills and tracking in out-

side dirt. The fiber content of the carpet is iraportant 

in establishing cleanability. Wool, nylon, olefin, 

acrvlic, and polyester are all coraraon carpet raaterials 

that can be readily spot cleaned. Vacuuraing twice weekly 

is sufficient raaintenance for carpet that is not heavily 

stained (Raschko, 1982). Jordan (1978) recoraraends using a 
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commercial grade carpet because they are inexpensive, 

durable and easy to maintain. 

Wheelchair impedance is a major drawback to carpet-

ing in an area for use by disabled persons. Carpet may 

bunch up in front of the small front wheels and make 

maneuverability difficult. Raschko (1982), Jordan (1978), 

Cary (1978), and the AIA (1985) all recommend a low, 

dense, level, uncut-loop pile of no more than 1/4" for 

easier maneuverability. Direct glue-down carpets with a 

minimum foam backing are firm, smooth and easy to install 

and have been used effectively in hospitals. Wool and 

nylon fibers possess a high resistance to crushing and 

abrasion. A hard twisted ply and uncut loops give added 

resistance to crushing and tracking by wheelchair wheels 

(Raschko, 1982) . The use of area rugs is discouraged 

because they provide a tripping hazard for ambulatory 

elderly, and the edges may curl or bunch up under the 

wheelchair wheels and prevent passage over that area. 

The fire rating of carpet and backing should be 

checked before purchase and installation. All carpeting 

must meet state flammability codes. The flammability of a 

carpet depends upon the various components of the pile, 

backing and padding. Wool pile fibers offer the best burn 

resistance. Nylon, acrylic, and polypropylene all exhibit 

fair resistance, but carpet construction procedures 

greatly influence the flammability rating (Raschko, 1982) . 
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Many backings give off noxious fumes and thick smoke 

during fires. Jute backing is safest, but it absorbs 

water which may be a problem where urinary incontinence is 

common (AIA, 1985). Other carpet backing and padding 

materials include felted hair, rubber, and polyurethane 

foam. Raschko (1982) recommends a minimal padding or 

underlayment to decrease crushing of the pile and increase 

durability. 

People using crutches, braces and walkers often 

prefer soft floor covering underfoot because they are less 

likely to slip (Cary, 1978) . If accidents do occur, 

carpeting can minimize the seriousness of the injury by 

cushloning the faXlr.^—Garpeting is also safer—than hard 

flobr coverings because it diffuses rather than reflects 

light, causing less visual problem with glare. 

In addition to safety, carpeting can play a signifi-

cant role in helping to control the noise level in any 

environment. The carpet pile absorbs surface noise at the 

source and reduces impact noise transmission. This is 

important in a facility used by the elderly and disabled 

because the users are prone to make noise with their 

mechanical aids (Raschko, 1982) . 

Carpeting adds warmth to the floor which increases 

the thermal comfort of the space for the elderly. Due to 

poor circulation, older people often feel cold at normal 

indoor temperatures and carpeting helps to insulate the 
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floor and create a feeling of well-being through visual, 

tactile and therraal comfort (Raschko, 1982) . 

In selecting carpeting for the elderly and disabled, 

Raschko (1982) recoraraends light value, lower intensity 

colors which reflect light for assistance in seeing. 

While patterned carpet is recommended by sorae (AIA, 1985) 

for areas where spillage is a problem, Raschko warns 

against its use because it raay lead to visual probleras. 

Items on the floor may blend with patterns and cause 

tripping. Patterns or strong color contrasts may also 

cause misjudgment of distances when taking steps (Raschko, 

1982) . 

The AIA suggests that changes of floor finish type, 

texture or color can aid in orientation and way finding, 

but such transitions should be sraooth and^kept to a 

rainiraura to avoid hesitance and confusion. A corabination 

o f resilient and soft floor coverings probably will be 

raost efficient in areas for use by the elderly and 

disabled. The easy raaintenance of resilient flooring is 

appropriate for areas prone to spillage, such as dining, 

toilet, and craft areas, while the quiet warrath of wall-

to-wall carpeting is especially desirable in lounge and 

rest areas. Figure 2 (Raschko, 1982, p. 135) outlines 

selection criteria for carpet pile fibers. In each case, 

perforraance varies depending on carpet construction and 

installation procedures. 
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Criteria Wool Nylon Acrylic Modacrylic Polypropylene 

Resistance To: 

Abrasion Good Excellent Good Good 

Texture 

Retention Excellent 

Good to 

Excellent 

Good to 

Excellent Good 

Wet 

Cleanability 

Fair to 

Good Good 

Good to 

Excellent 

Good to 

Excellent 

Durability 

Good to 

Excellent Excellent 

Good to 

Excellent 

Good to 

Excellent 

Appearance 

Retention Excellent 

Good to 

Excellent 

Good to 

Excellent 

Good to 

Excellent 

Ease of 

Maintenance 

Good to 

Excellent Good 

Good to 

Excellent 

Good to 

Excellent 

Excellent 

Alkalis 

Acids 

Insects & 

Fungi 

Bums 

Compression 

Crushing 

Staining 

Good to 

Fair 

Fair 

Excellent 

Good 

Good 

Excellent 

Good 

Good to 

Excellent 

Good to 

Excellent 

Excellent 

Fair 

Good 

Good 

Good to 

Excellent 

Good to 

Excellent 

Good to 

Excellent 

Excellent 

Fair 

Good 

Good to 

Excellent 

Good to 

Excellent 

Good to 

Excellent 

Good to 

Excellent 

Excellent 

Fair 

Good 

Good 

Good to 

Excellent 

Excellent 

Good to 

Excellent 

Excellent 

Fair 

Fair 

Fair to 

Good 

Excellent 

Soiling 

Static 

Buildup 

Good 

Fair 

to Good 

Fair 

to Good 

Fair 

Good to 

Excellent 

Good 

Good to 

Excellent 

Good 

Excellent 

Excellent 

Fair to 

Good 

Excellent 

Good 

Good 

Excellent 

Figure 2. Selection Criteria for Carpet Fibers (Raschko, 
1982, p. 135) . 
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Wall Coverinqs 

There are a wide variety of choices available when 

selecting surface treatments for walls. When designing 

environments for use by the elderly, safety and ease of 

raaintenance are top priorities. Wall surfaces, especially 

in corridors, should be capable of withstanding high 

levels-of^traffic, including contact with wheelchairs, 

walkers and canes (AIA, 1985). ^i^^^ people are also raore 

likely to touch or lean 'a^gainst walls for support, so 

finishes should be easy to V7ipe clean. Brick, concrete 

block or tile are all strong and resist abuse, but must be 

smooth enough to avoid abrading the skin of persons who 

raay brush against the wall. Rough textured paint can 

present the sarae problera and should also be avoided. 

Slick wall surfaces that reflect a large araount of light 

and cause glare should be avoided for the visual corafort 

of the elderly_user (AIA, 1985) . 

Wall coverings or surfaces used in facilities for the 

elderly should be of a light color value. Light values 

are iraportant"' for light reflection and absorption. 

Refle^ctance values for walls should be reiatively high to 

brighten the roora and aid aging eyes in seeing. Bright 

rooras also require less artificial illuraination. The 

surface texture of the wall is important in influencing 

reflectance. Sraooth, glossy V7alls reflect raore light, but 

can cause glaro. A lightiy textured wail or raatte surface 



63 

is less reflective and is less likely to cause problems 

with glare. 

Another aspect to consider when selecting wall 

surface materials is that of acoustical qualities. Hard 

surfaces, such as tile, bounce and reflect sound, making a 

room noisy. Soft materials, such as fabric or cork, can 

absorb sound and noticeably lower the decibel level in a 

room (Faulkner & Faulkner, 1975) . Some common wall 

materials and finishes and their properties are listed 

below (Faulkner & Faulkner, 1975): 

1. Cork—moderately high in cost, good insulation, 

good sound absorption, durable, and easily maintained. 

2. Tile—high in cost, durable (but can be chipped 

or broken), easily maintained, hard and cold, reflects 

noise, and resists water and fire. 

3. Plastic laminate—high cost, matte or shiny sur-

face, very durable, resists moisture, stains, and reflects 

noise. 

4. Wallboard—moderately low in cost, must be 

finished with paint, wallpaper, or fabric. 

5. Paint—low in cost, durable, easily maintained, 

and may need frequent replacement. 

6. Wall coverings—vinyl, moderately high in cost, 

durable, resists moisture, easy to maintain, and some come 

with sound insulating backing; wallpaper and fabric, 

moderately low in cost, durable, and wide variety. 
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Jordan (1978) recommends that ceramic tile or vinyl 

wall covering be used in kitchens and bathrooms where 

moisture is a problem. Although paint is the most 

economical, wallpapers or fabrics create a warmer, 

more homelike atmosphere for lounge or dining areas. 

Upholstered walls, fabric over light padding, can effec-

tively lower the noise level in areas used for reading, 

resting, or quiet conversation. Raschko advises against 

large patterned wallpaper or fabric with excessive line 

movement because it can be visually confusing for altered 

or impaired vision perception of the older individual. 

When selected with care, a variety of wall surfaces and 

finishes can be combined to create an atmosphere which 

supports the needs of both the staff and the users of a 

facility serving the elderly and disabled. 

Window Treatments 

Window treatments are necessary to control light and 

to provide privacy and protection from heat and cold. All 

window treatments should be durable, fade and moisture 

resistant, and easily maintained (Faulkner & Faulkner, 

1975). These criteria are especially important in appli-

cations for senior facilities where maintenance is of 

^ major concern. Common types of interior window treatments 

and their characteristics are listed below: 

1. Fabric roller shades are inexpensive and are 

available in many colors and textures. They may cover 



65 

all, part, or none of the window glass. They can be 

laminated with fabric from the roora for a unified design. 

One disadvantage is that when pulled down, they block out 

the top light which is most desirable. 

2. Shutters are more flexible in controlling light 

because they operate in sections. The initial cost is 

high, but they are durable and add a warm, horaelike 

coziness to a roora. They resist the effects of sun and 

heat, but collect dust and are not so easily raaintained as 

shades. 

3. Blinds are available in wood, plastic and metal 

and are moderate in cost. Light and air can be controlled 

in any direction (up, down, or straight out) with rainiraal 

interference of outside the view. Blinds are durable and 

sun and raoisture resistant, but collect dust and are not 

easily considered high raaintenance. 

4. Draperies add to the horaelike quality of any 

space, but can be the most costly window treatment. 

Draperies provide acoustical control, absorbing sound in 

proportion to the area they cover, the weight of the 

fabric, and the depth of the folds. Fade resistance is 

dependent upon the fabric content. Many decorative 

functions can be perforraed with different drapery styles 

and fabrics, raaking thera the raost versatile of all types 

of window treatraents (Faulkner & Faulkner, 1975). 
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Jordan (1978) recoramends draperies for their warmth 

and color in addition to their ability to control daylight 

and provide privacy. He prefers blinds over shades 

because glare can be controlled without shutting out light 

or view. The above window treatraents are relatively easy 

to operate. However, roller shades raay pop up and out of 

reach of a wheelchair-bound person and the vertical 

adjustraent wand on blinds raay be difficult for arthritic 

hands to manipulate. Window type, size, and placement, as 

well as architecture and character of the space, influence 

the type of windov/ treatraent best suited for each area in 

the facility. 

Upholstery 

Upholstery of furniture for use by the elderly should 

raeet three basic criteria: be non-irritating to skin, be 

easy to maintain, and meet flamraability codes (Portnow & 

Houtmann, 1987) . Upholstery raaterial should raake a piece 

of furniture look corafortable and inviting. It should 

feel good to hands and arras and not be abrasive (Faulkner 

& Faulkner, 1975) . Plastic covers are undesirabie because 

they do not breathe, are slippery, produce glare, and are 

hot in suramer and cold in winter (Portnow & Houtmann, 

1987). The fabric should cover the piece smoothly without 

puckering or wrinkling at the searas which raay cause 

discomfort or limited wear (Raschko, 1982) . 
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Ease of maintenance and durability are important 

concerns about upholstery materials used by the elderly 

due to problems with incontinence and increased spills. 

Fabrics should be durable to eliminate the need for 

frequent recovering or replaceraent of furniture pieces. 

Long fibers, tight v/eaves and tightly woven yarns provide 

the raost durable upholstery fabrics. Loosely woven 

textiles tend to sag easily. Loose cushions should be 

covered with the same raaterial on both sides so that they 

raay be flipped over if heavily soiled on one side 

(Raschko, 1982) . Zippered cushion covers make raaintenance 

easier. Sorae foara cushions raay have plastic larainated 

directly to thera so that cushions raay be wiped clean 

(Faulkner & Faulkner, 1975). Some raedical equipment 

companies manufacture upholstered furniture with interior 

moisture guards for use where incontinence is a problera 

(Portnow & Houtraann, 1987). 

Because the elderly will be slow in responding to a 

fire eraergency, special care should be taken to select 

uphoistery raaterials which are flarae resistant. All 

components of the upholstery raust be considered, fabric, 

filler and welting. Wool, wool blends, vinyl, and heavy-

weight synthetics such as nylon, olefin, polyester and 

acrylics are the raost flame resistant. Cotton, rayon, or 

linen fibers increase flararaability risk. Polyester fiber-

fill or Neoprene foara are safest for filling raaterials. 
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Cotton and polyurethane are least safe. Welting should be 

PVC instead of cotton or paper (Raschko, 1982). 

All upholstered furniture pieces are required by the 

U.S. Textile Fabric Products Identification Act of 1951 to 

be labeled with fiber content of the fabric and raaterial 

content of the filler by percentages. The label raay also 

give information about flammability of fibers and filler 

or whether materials have been treated with a flame 

retardant (Raschko, 1982). Some coramon upholstery fabrics 

and their characteristics are listed below: 

Acetate: drapes well; fair soil resistance; poor 

resistance to abrasion, aging, heat and sunlight; good 

resistance to fire, pilling, static and stretching. 

Acrylic: warm, V70ol-like; easy to spot clean; poor 

resistance to pilling and static; good resistance to 

abrasion, fire, sunlight, wrinkling and aging. 

Cotton: pleasant, soft dull surface; soils easily; 

poor resistance to fire, wrinkling; good resistance to 

pilling and sunlight. 

Linen: clean, fresh, lintless; soils easily; poor 

resistance to fire, wrinkling; good resistance to pilling, 

sunlight, aging and static. 

Nylon: natural luster; slow to soil, easy spot 

removal; poor resistance to pilling, static, sunlight; 

good resistance to fire, abrasion, aging and wrinkling. 
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Olefin: wool-like; slow to soil, easy to spot clean; 

poor resistance to heat, static; good resistance to fire, 

sunlight, static, wrinkling, aging. 

Polyester: crisp or soft; soils easily; poor resis-

tance to dust, pilling, static; good resistance to fire, 

sunlight, wrinkling, stretching. 

Rayon: bright or dull luster; fair soil resistance; 

most versatile fiber; absorbs moisture; poor resistance to 

fire, wrinkling; good resistance to aging, sunlight, 

pilling, static. 

Silk: lustrous smooth; good soil resistance, poor 

resistance to fire, static, sunlight; good resistance to 

aging, wrinkling, abrasion. 

Wool: dry, warra; good soil resistance, easy to spot 

clean; notable for absorbency without feeling wet; resil-

ient; durable; poor resistance to insects, felting; good 

resistance to aging, fire, pilling, static, sunlight and 

wrinkling (Faulkner & Faulkner, 1975) . 

Surface raaterials, along with color and furnishings, 

can be used sensitively and tastefully to create an 

atraosphere which is not only pleasant and functional, but 

durable and easy to raaintain. Durability and ease of 

raaintenance are important factors in selecting upholstery 

materials, but the furnishings themselves raust be care-

fully selected for the corafort and safety of the elderly 

user with dementia. 
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Furniture 

Appropriate design and construction of furnishings N 

used in a facility for the elderly can help to promote 

independence and enhance the comfort of the users. 

Furnishings do not have to be institutional to serve the 

needs of the elderly and disabied. Farailiar furniture 

pieces serve as symbols of independence and freedora for 

persons in institutional environments and create a warm, 

home-like _atmosphere (Cary, 1978). According to Cary, 

most available furniture can be easily adapted for the 

elderly or disabled user, but for new or used, Raschko 

(1982) recomraends these basic considerations in the 

selection of furniture: (a) how well the piece will 

function in relation to the users' needs, (b) cost and 

durability (initial cost and future raaintenance), (c) 

energy expended in use and care, (d) flexibility (inter-

changeable parts, raultipurpose), (e) space requireraents, 

and (f) low raaintenance raaterials (colors, patterns, 

textures, fibers, finishes). 

Tne following sections outline desirable characteris-

tics for the m.ost coraracnly used furniture pieces in a 

facility designed for the elderly as defined by Raschko's 

(1982) research. 

Chairs 

A chair for the elderly and disabled should pro-

mote comfort over a long period of time, be stabie for 

\ 
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wheelchair transfer, and be of a pleasing design. There 

are several considerations for good design of any type 

chair used for the elderly. A flat, firra seat will allow 

an elderly person to shift weight and change position to 

avoid prolonged pressure on certain areas. The shape and 

slant of the backrest is also iraportant; intervertebral 

disc pressure decreases as the slant of the backrest 

increases. Chair seat height and depth are the most 

important measurements in chair design. The thigh should 

be free of pressure frora the seat to avoid nurabness. A 

seat that is too high will create too much pressure on the 

thigh and can cause breakdown of tissue. A seat that is 

too low can put too rauch pressure on the buttocks, raaking 

it difficult to rise and will strain back rauscles. Chairs 

should not have casters or glides that could easily slide 

out frora under a person. 

The average seat height for a straight chair (for 

dining, writing, or working) is 17" at the front and 

16-1/2" at the back of the seat. This slight backward 

slant serves to transfer sorae of the body' s weight to the 

chair back. The seat depth should be about 16" to 16-1/2" 

with open space between the seat and the back for the 

buttocks to protrude to enable the user to sit erect. A 

seat width of 17" to 18" provides space to shift without 

losing one's balance. The backrest should give lurabar 
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support to the small of the back to keep the user from 

sluraping, 

The slant of the backrest is dependent on the slant 

and depth of the seat. The deeper the seat, the raore the 

backrest should slant. Depending on the chair's function, 

the seat and back should forra a 93'̂  to 110° angle. The 

width of the backrest should be 13-1/2" at the top and 10" 

at the bottom. The height should measure 15-1/2" to 

17-1/2" from the seat to the top of the backrest. In a 

chair without arras, the back should fit between and below 

the shoulder blades. 

Arrarests are iraportant because they aid in lowering 

the body into the chair, provide support while seated and 

leverage for rising (Portnow & Houtraann, 1987). The 

arrarests should be about 7" to 8" above the seat at the 

front to allow the user' s arra to lie naturally while 

providing adequate support. If the arrarest is too lov>7, it 

causes the user to lean over frora the trunk of the body 

which raay be difficult for sorae. If it is too high, the 

shoulders are raised and this could strain the neck and 

shoulders. The arrarests should be 18" to 21" apart at the 

inner edges and horizontal with the floor. 

The elderly enjoy and deserve a good lounge chair for 

resting, but unfortunately, raany tend to slurap forward and 

need help to raaintain an upright position. A vertical 

back is not restful and does not support the weight of the 
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upper body. A back slant of 25° to 30° with a 15° seat 

slant will create a comfortable 100° to 105° angle. 

Because longer periods of time may be spent in lounge 

chairs, it is especially important to be able to shift 

position to avoid circulation problems. A seat width of 

17" to 21" should be adequate for this purpose. Accord-

ing to Raschko (1982), a seat height of 14" to 16" is 

allowable for lounge chairs though some users may find a 

higher seat more easy to maneuver into and out of. A 

depth of 16-1/2" to 18-1/2" should keep the lower leg in 

the proper vertical position. The slant of the seat 

should not be more than 1-1/2" frora front to back to avoid 

difficulty in rising. Head support is essential for 

lounge chairs used for napping. The height frora the seat 

to the headrest should be 27-1/2" to 34". High backed 

wing chairs provide protection frora drafts around the head 

and shoulder area and can provide extra head support for 

napping. Recliners are appropriate styles because they 

are heavy and sturdy and less likely to skid, but raany 

elderly or disabled persons lack the physical strength to 

operate them. 

Rocking chairs are favored by many elderly persons 

although they are not stable for wheelchair transfer. The 

rocking process facilitates weight shifting and raakes 

sitting for prolonged periods rauch more corafortable. 

Rocking activity also aids muscie tone, digestion and 



74 

circulation. Dimensions can be the same as for straight 

or lounge chairs, but the rocker must be checked for 

stability and inability to tip. 

Wheelchairs do not offer proper support for prolonged 

periods, so chairs should be available to meet the needs 

of wheelchair users. Chairs should be extremely stable to 

provide support during transfer. The chair should be 

placed against the wall to prevent sliding with an adja-

cent clear space of at least 30" for transfer. The seat 

should be high to match the higher 18" to 19" wheelchair 

seat height for easier transfer. A footrest may be 

provided for a smaller person to accommodate the higher 

seat height. 

Assistive seating devices which are designed for 

persons with varying disabilities are now available. Due 

to physical weakness, arthritis or hip and leg difficul-

ties, rising from a chair is a common problem for the 

elderly. Some of these chairs are equipped with pneumatic 

spring mechanisms that slowly raise the back of the seat 

to help the user rise to a standing position or to be 

seated gradually without dropping into the seat. 

Although there are many desirable characteristics for 

furnishings for the elderly, according to Cary (1978) , 

most available furniture can be easily adapted for their 

use. To raise the seat height, Cary recommends raising 

the legs of a chair with blocks or a U-shaped platform. 
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open in front, placed under the chair. Seat height could 

also be raised by adding thicker cushions, but this would 

lower chair arms and change the chair proportions unde-

sirably. Cary (1978) also suggests that upholstered 

office furniture is ideal for use by the elderly because 

it is generally heavier in weight and the seat is higher 

and more firmly padded than most living room furniture. 

Sofas 

The guidelines for choosing lounge chairs also apply 

to sofas, since they are extended armchairs. A smaller 

sofa is more practical because it allows more circulation 

space and flexibility in furniture arrangeraent. A sofa of 

less than 78" is generally preferred because it allows the 

user to have closer access to the sofa arras for aid in 

sitting and rising. 

Tables 

The dining table should be selected only after the 

chairs are chosen. The table height should be no raore 

than 11.8" above the chair seat. The distance frora the 

floor to the table apron should be 25" to 26" for chair 

arra access, allowing 1" to 2" between arras and apron to 

avoid pinching fingers. Too great a distance between the 

head and the tabletop is tiring for the arras and shoulders 

while too little distance is tiring for the back and eyes. 

A wheelchair user requires a higher table of about 31" to 
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accommodate the higher seat height. A clear space of 19" 

to 21" underneath the table is required to allow room for 

the wheelchair footrests. 

A sturdy, well-constructed table is important because 

table edges are often used for support. Pedestal tables 

are not a good choice because they are prone to tipping. 

The legs should be straight and not extend beyond the 

table edge which could cause tripping. The edges of the 

table top should be sraooth and rounded for easy grasping 

without injury. A raatte or satin finish surface is 

recommended to avoid glare. Glass-top tables are not 

recoraraended because they are confusing and are not sturdy. 

Coffee tables are generally not recoraraended for use 

in areas designed for the elderly and disabled because 

they are too low and provide a tripping hazard. f they 

raust be used, a rainiraura height of 21" to 24" places the 

tabletop 7" to 8" above the sofa height for easier access. 

Beds 

Most facilities for use by the elderly, including 

adult daycare centers, are eguipped with beds for napping 

or for an ill individual to rest. Hospital or conven-

tional beds raay be used, but there are a nuraber of desir-

able design characteristics for beds to be used for the 

elderly. The raattress should be firra v/ith an underlay-

raent that resists sag. A firra raattress aids the ability 

to change position and shift weight in bed. Thi: 
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important to avoid discomfort and pain, especially for 

persoris suffering from arthritis or back problems. The 

mattress height should be about 18" for ease of transfer 

from a wheelchair. The bed can be raised if necessary by 

placing blocks under the legs. A clear space of at lease 

3-1/2' is required adjacent to the bed to allow room for 

wheelchair transfer. The bed should be equipped with a 

headboard to be used for leverage. It should be sturdy 

enough to withstand the weight of a person pulling up on 

or pushing against it. A footboard is also useful for 

holding heavy blankets up off the feet (Cary, 1978). 

Although beds are not used for prolonged periods in adult 

daycare centers, it is important to have a quiet place for 

resting. 

Construction 

Strength and durability are the most important 

aspects of furniture construction. Mortise and tenon and 

double-dowel joining methods are the strongest. Tight 

joints and smoothly rounded edges are signs of good 

craftsmanship. The frame should be rigid and not give 

when rocked or tilted. The rear legs should be plumb with 

the headrest of a chair and be positioned not to tip over 

when a person grips or leans on the chair for support. 

Bracing for chairs should be high between the front legs 

so that it does not interfere with leg movement. Seat 

cushions with built-in springs covered with foam are best 
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for the elderly because they provide extra firm seating 

with minimum sag (Raschko, 1982). 

According to Jordan (1978), proper furniture will 

complement the interior design of the facility and ensure 

the comfort of the users. Whether pieces are purchased 

new or are donated to the facility, they should satisfy 

basic design criteria. They should be suitable for the 

intended use, provide corafort and safety for the user, and 

be durable and easily raaintained (Jordan, 1978). 

Suraraary 

These design eleraents are some of those recoraraended 

for environraents designed for use by the general elderly 

population. The participants in adult daycare centers, 

however, usually suffer raental or physical liraitations not 

common to most users of senior citizen centers, raaking 

sensitive and appropriate design considerations even raore 

important. Despite the increase in diagnosis of Alzhei-

mer's disease, few studies have specifically addressed the 

environmental design requirements of persons with deraen-

tia. A recent study by Shroyer, Hutton, and Anderson 

(1987) identify environmental features designed to reduce 

the risk of injury and undue anxiety in individuals 

suffering frora Alzheiraer's disease. Sorae of their recora-

mendations include: (a) clear circulation paths to 

promote sense of corapetency; (b) cluster furniture ar-

rangement to encourage social interaction; (c) simple, 
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sturdy furniture to promote sense of security and safety; 

(d) table lamps, draperies and plants to create a home-

like appearance and increase security; (e) miniraai changes 

in floor surfaces to reduce confusion and frustration; (f) 

avoidance of confusing patterns; and (g) warm color scherae 

to somewhat compensate for age related vision changes. 

Due to the increasing number of persons diagnosed 

with Alzheiraer's disease, there exists a growing need for 

research in the area of environraental design. Available 

inforraation, however, indicates that a well-designed adult 

daycare center should incorporate the basic design ele-

ments of universal design with raodification where neces-

sary to accoramodate the needs of individuals challenged by 

more severe physical and raental liraitations. 

A stateraent of the benefits adult daycare centers 

provide would eraphasize that they help the raentally and 

physically impaired elderly to maintain independence and 

fulfillment while easing the burdens of the farailies who 

continue to care for their elderly. Inforraation available 

on the design of adult daycare centers is liraited, but is 

increasing with the growing popularity of the prograras. 

The standards outlined by the National Council on the 

Aging for aduit daycare facility development provide a 

basic format for designing and irapleraenting new prograras. 

Nevertheless, further in-depth research into the interior 

design of the facility is warranted to develop a composite 
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of the optimal design considerations of a model adult day-

care center designed to provide care for persons suffering 

from dementia. 



CHAPTER III 

METHODOLOGY 

Research Desian 

This study utilized a multi-method reportorial 

research design. This design is appropriate for use with 

descriptive studies when the goal is to obtain in-depth 

information without formal experiments. Robert Wehrli 

(1986) describes reportorial research as "the inquisitive 

approach used by detectives to connect a series of facts 

in a logical order" (p. 179) . Reportorial research tech-

niques resemble methods used by news reporters, such as 

making observations to gather human and physical data, 

conducting personal interviews and making use of available 

information. Both rely on studying a number of cases and 

utilizing various types of evidence. The reportorial 

method is a flexible way of bringing known information 

together from multiple sources and is highly useful in 

environmental design research (Wehrli, 1986) . 

Using reportorial research methods and an embedded 

case study design, the researcher was able to conduct an 

in-depth analysis of several cases. Each case was defined 

as the facility and group of individuals involved with the 

adult daycare center and its program. An embedded design 

81 
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is employed when subunits of analysis (i.e., facility, 

clients, staff) are examined to assist in the analysis of 

the research questions. The embedded design, with multi-

ple sources of evidence (i.e., literature review, photo-

graphs, questionnaires, environmental assessment) is 

instrumental in enhancing the accuracy and consistency of 

the information (Yin, 1984). 

Procedure 

After an extensive review of related literature, the 

next step in the research procedure was to gain access to 

the units of analysis (i.e., centers and their staffs and 

clients) . The centers to be investigated were identified 

based on the following criterion: (a) geographic loca-

tion—within 350 miles of Lubbock; (b) client capacity--

minimura of 10 clients, at least 3 with deraentia; and (c) 

number of years in operation—minimura of one year. Names 

and addresses of appropriate centers were taken frora the 

Directory of Adult Daycare or Adult Day Health Care 

Facilities raade available by the Texas Departraent on Aging 

in Austin. Phone calls were raade to identify the centers 

which best raet the above criteria to be used as case 

studies. Letters were sent and phone calls made to the 

directors of the centers to be studied, explaining the 

purpose of the research and seeking permission to visit 

and document the facility. A pretest of the research 

instrument was conducted in the Lubbock area prior to 
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beginning the study to verify the appropriateness of the 

instruments to be employed. 

The final sites chosen for the study were: 

1. Baylor Adult Day Health Care Center. The center 

occupies 5,000 square feet of the Dallas Medical and 

Surgical Clinic in Dallas, Texas. It has a client capa-

city of 10 and has been in existence since 1987. 

2. Adult Day Activity and Health Center. The center 

has occupied 5,000 square feet of St. Christopher's 

Episcopal Church in Lubbock, Texas, since its establish-

ment in 1981. The client capacity is 50. 

3. Town Hall Adult Day Health Care Center. This 

center occupies the 5,000 square feet activity center of 

the Crescent Arms Apartments in Grand Prairie, Texas. The 

client capacity is 50 and the center was opened in 1982. 

4. Scenario Adult Restorative Nursing and Day Care 

Center. The center occupies 6,000 square feet in a 

freestanding renovated nightclub in Dallas, Texas. It has 

an average daily attendance of 20 clients. The center was 

established in 1985. 

5. Jan Werner Adult Day Care Center. This center 

occupies a freestanding 13,500 square feet building in 

Amarillo, Texas. It can accomraodate 150 clients and has 

been in existence since 1978. This is the only center 

which operates a specialized area for Alzheiraer's clients. 
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6. PAL Adult Day Activity & Health Care Center. 

This center is operated in a 1,740 square feet renovated 

duplex in a residential neighborhood in Midland, Texas. 

The center was established in 1987 with a client capacity 

of 10. 

7. Abilene Day and Health Care Center for Adults. 

This center occupies a 4,500 square feet renovated fire 

station in Abilene, Texas. It has been in existence since 

1977 and has a client capacity of 50. 

Instruments 

Many research methods are employed to determine how 

individuals respond to and are affected by their environ-

ment (Wehrli, 1986) . Data collection procedures vary 

widely in environmental design research where multiple 

sources of evidence are desirable to strengthen construct 

validity. The sources of evidence or instrumentation iised 

for data collection in this study included a comprehensive 

literature search, photographs, personal interviews, an 

environmental assessment form, and field notes with 

recorded observations. 

Still photographs are one of many tools available to 

the researcher studying behavior in the human milieu. 

Aspects of human behavior and environment can be recorded 

and analyzed with still photographs without loss due to 

observer error, limitations of observer, skill or speed in 

recording. The camera is especially useful in recording 
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physical spaces accurately and comprehensively. Photo-

graphic recording can also be useful in understanding and 

analyzing behavior in specific environments (Davis & 

Ayers, 1975) . In this study, systematic photographic 

documentation was used to inventory the physical environ-

ment of each facility and to record specific activities 

and client/environraent interaction. Sorae centers did not 

allow phorographing of the clients theraselves, in which 

case the area was photographed and the behavior described 

and recorded in field notes. 

One of the raost iraportant sources of inforraation 

frequently used in reportorial research is the personal 

interview. Interviews are useful for collecting inforraa-

tion about people's attitudes and opinions, as well as 

deraographic data. Inforraation raay be gathered by phone or 

face-to-face, either of which generate a better response 

than a raail-out questionnaire. Face-to-face personal 

interviews are valuable raeans of data collection. The 

interviewer gains the respondent's confidence and can 

obtain a greater depth of information (Wehrli, 1986). 

Personal interviews may be either structured or unstruc-

tured. Unstructured interview instruments ask questions 

which are open-ended, allowing the respondent to speak in 

length on a particular topic. The structured instrument, 

in contrast, consists of specific questions asked each 

respondent requiring single answers. The unstructured 
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instrument is well suited to exploratory research when the 

goal is to gain in-depth information that is relevant to 

each respondent. However, the data yielded by the struc-

tured instrument is raore comparable from one respondent to 

another, simplifying data analysis (Wehrli, 1976). 

In this study, a focused personal interview was used 

to gain maxiraura access to pertinent information on each 

case. The questionnaire was designed to elicit both 

structured and unstructured responses, thus utilizing the 

advantages of both methods. The unstructured or open-

ended responses were translated into comraon terms to 

achieve comparability among respondents. The interviews 

were conducted with center directors or staff raerabers of 

each facility. Questions addressed specific interior 

systeras and coraponents of each center and encouraged 

respondents to identify problems with or suggest iraprove-

ments in design of the physical environment. 

An environmental assessment form was used in conjunc-

tion with photographic docuraentation to record specific 

inforraation about the physical aspects of each environ-

ment. A systematic walk-through inventory of the interior 

spaces in each area was conducted by the researcher. 

Areas and elements used by clients in each facility were 

docuraented, but for the purpose of coraparability and con-

sistency in analysis, spaces were classified as entry, 

living area, dining area, activity area, rest area, craft 

s. 
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area, restroora/bathroom, and outdoor area. The assessment 

form addressed specific criteria: color, lighting, fur-

nishings, doors and windows, surface finishes, and spatial 

arrangements. Additional information on safety features, 

security systems, and orientation aids were also recorded. 

Space was provided at the end of each assessraent forra to 

record researcher observations. 

Participant observation is the raost coraprehensive of 

all types of research raethods and is a valuable source of 

evidence used in case studies (Patton, 1988; Yin, 1984). 

"The participant observer is fully engaged in experiencing 

the setting under study while at the sarae tirae trying to 

understand that setting through personal experience, 

observations, and talking with other participants about 

what is happening" (Patton, 1988, p. 127). Observational 

analysis presents a detailed account of situations, 

interactions and observed behaviors through accurate, 

thorough descriptions (Patton, 1988). 

In this study, inforraal, observation was used to 

exaraine user behaviors and environraental conditions in 

each of the sites visited. Observations were recorded as 

field notes in the assessraent forra and used to provide 

information supplemental to interviews and environmentai 

assessment. 
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Data Analysis 

Because the research design is qualitative rather 

than quantitative in nature, qualitative methods of data 

analysis were employed in this study. Case analysis is an 

effective means of organizing and analyzing specific data 

for each site visited. The raw data collected by obser-

vations, interviews, environmental assessments and photo-

graphic documentation were condensed into a comprehensive 

but manageable case record or "facility profile" of each 

center visited. The facility profile includes demographic 

information: location, number of clients served, services 

provided, size of facility, activities offered, and 

classification of interior systems. 

The qualitative data were translated into common 

terms to allow contrast and comparison between cases. A 

combination of data summary techniques was used to inte-

grate data from all cases. Matrices and bar graphs were 

used as data summary techniques to identify consistencies 

in interior components between cases. Frequencies of re-

sponse were tabulated to identify consensus among adminis-

trators regarding their ideas and perceptions of programs 

and facilities. 

In final analysis, the researcher identified patterns 

and consistencies supporting the development of design 

recommendations for appropriately designed adult daycare 

facilities. By utilizing the reportorial research design 
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with embedded units of analysis (facility, clients, staff) 

and multiple sources of evidence (literature reviewing, 

photographs, questionnaire, and environmental assessment 

form), the investigator was able to pursue and collect 

information to achieve the research objectives and address 

the stated research problem. Based on findings, design 

solutions will be presented in the form of annotated plans 

and drawings for a prototypical adult daycare facility de-

signed to meet the needs of individuals with Alzheimer's 

disease. 



CHAPTER IV 

RESULTS 

This study has been conducted to identify and de-

scribe design criteria which can be used by practicing 

professionals for the design of adult daycare centers to 

meet the needs of persons with Alzheimer's disease. Data 

were acquired and accumulated from multiple sources of 

evidence using reportorial research methods. Findings 

from the data collection process are presented in this 

chapter. 

This study has been directed toward finding the 

answers to three basic questions: 

1. What are the general interior design characteris-

tics of operational adult daycare centers in Texas? 

2. What are interior design criteria which can be 

used to design adult daycare environments to meet the 

needs of persons with Alzheimer's disease? 

3. What are design recommendations for establishing 

adult daycare facilities which promote the health and 

safety of persons with Alzheimer's disease? 

Research Question One 

What are the general interior design characteristics 

of operational adult daycare centers in Texas? 

90 
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Seven adult daycare facilities were chosen based upon 

criteria outlined in Chapter III. Three centers are 

located in the Dallas area, one in Lubbock, one in Ama-

rillo, one in Midland, and one in Abilene, Texas. None of 

the facilities were originally designed as adult daycare 

centers. Settings ranged from a church activity center to 

a renovated nightclub and fire station. Though all seven 

centers accomraodated persons with Alzheimer's disease, 

only one operated a segregated area specially designed for 

Alzheimer's clients. 

The inventory data collected has been organized into 

a case record or "facility profile" of each of the seven 

sites visited. Demographic inforraation relative to each 

center is presented, followed by a comprehensive inventory 

of specific interior components existing within each area 

of the facility. (See Appendix B for facility profiles.) 

The facilities are identified as follows: 

1 • Baylor Adult Day Health Care Center, Dallas, 

Texas. The Baylor Adult Day Health Care Center is a 

service of the Baylor Health Care Systera and is spon-

sored by Baylor University Hospital in Dallas. The center 

is located on the second floor in one wing of the Dallas 

Medical and Surgical Clinic. Because to the spatial 

limitations of the arrangement, the setting is institu-

tional. All rooms and activity areas are converted 

hospital patient rooms which open into a long central 
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corridor. The center includes an entry lobby, two "day" 

rooms or living areas, two dining rooms, two occupational 

therapy or activity rooras, two craft rooras, one treatraent 

roora or rest area, one music room, and business offices. 

The center is not yet licensed or state certified. No 

segregated area for individuals with Alzheiraer's disease 

is operated in this facility. 

2. Adult Day Activity and Health Center, Lubbock, 

Texas. The Adult Day Activity and Health Center in 

Lubbock is state licensed and certified by the Texas 

Department of Health. The center was established in 1981 

in Miller Hall of St. Christopher's Episcopal Church. 

Funding is through the Department of Human Services, the 

South Plains Association of Governments, client contribu-

tions and coramunity fundraisers. The center utilizes an 

open-space plan including a living area, dining area, 

craft area, rest area, lounge/reading area, rest/bath-

rooms, kitchen, and business offices. The center does not 

operate a specialized, segregated area for Alzheimer's 

clients. 

3. Town Hall Adult Day Health Care Center, Grand 

Prairie, Texas. The Town Hall Adult Day Health Care 

Center is located in the activity center of the Crescent 

Arras Apartraents in Grand Prairie. The center is state 

licensed and certified by the Texas Department of Health. 

The center is funded by the Departraent of Huraan Services, 
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private-pay clients, and contributions. The facility 

contains two large multi-use rooms with separate restroom 

and shower facilities, kitchen, and business office. The 

center does not operate a special area for Alzheiraer's 

clients. 

4. Scenario Adult Restorative Nursing and Day Care 

Center, Dallas, Texas. The Scenario Adult Restorative 

Nursing and Day Care Center is located in a renovated 

nightclub overlooking Bachraan Lake in Dallas. The facil-

ity is not yet licensed by the state, so funding is 

through private pay (clients) and insurance only. The 

center utilizes an open plan and includes a living area, 

dining area, activity area, reading lounge, treatraent 

roora, kitchen, restrooras, shower facility, and business 

office. The center operates no separate area for Alzhei-

mer's clients. 

5. Jan Werner Adult Day Care Center, Amarillo, 

Texas. The Jan Werner Adult Day Care Center in Amarillo 

is part of the Amarillo Multiservice Center for the Aging, 

Inc. (AMCA) . The AMCA is a three-part system including 

the Jan Werner Center, Special Services for Handicapped 

Adults, and Respite Care. The center is state licensed 

and certified by the Texas Departraent of Health. Funding 

is provided by the Departraent of Huraan Services, private 

pay, the area agency on aging and various private founda-

tions. The center includes a day roora or living area, 
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dining room, rest area, snack room, restrooms, shower 

area, craft area, sun room, kitchen, physical therapy 

room, and business offices. This center is the only one 

studied that operates a special, segregated area for 

Alzheimer's clients. This area includes a living room and 

dining/activity area for the Alzheimer's clients. 

6. PAL Adult Day Activity and Health Care Center, 

Midland, Texas. The PAL Adult Day Activity and Health 

Care Center is located in a renovated duplex in a resi-

dential neighborhood in Midland. The center is state 

licensed and certified by the Texas Department of Health. 

Funding is through the Texas Department of Human Services, 

private pay, and private donations. The center includes a 

living area, dining area, rest area, kitchen, restroom, 

bathroom and a business office. No separate area for 

Alzheimer's clients is operated in this center. 

7. Abilene Day and Health Care Center for Adults, 

Abilene, Texas. The Abilene Day and Health Care Center 

for Adults is one of the first adult daycare centers 

established in Texas. The facility is located in a reno-

vated fire station. The center is state licensed and 

certified by the Texas Department of Health. Funding is 

through United Way, Department of Human Services, private 

pay, and donations. The center employs an open plan with 

later additions. The facility includes a living area, two 

dining areas, craft area, rest area, smoking/TV room, two 
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restrooms with shower facility in women's restroom, 

kitchen, and business offices. The center operates no 

specialized segregated area for Alzheimer's clients. 

To aid in comprehension of inventory data, matrices 

have been developed based on interior components, organi-

zation of spaces, services provided and activities offered 

in each site visited (Tables 3 through 11). 

A sumraary of the inventory findings reveals the 

following inforraation relative to design characteristics 

of the adult daycare sites visited: 

Services and activities. Services provided by all 

seven centers werer raedication raanageraent, hot lunch, and 

afternoon snack. All offered either breakfast or a 

raorning snack so that all clients were fed three tiraes a 

day at every center visited. Transportation to and frora 

home and to outside appointments was provided by five 

centers. Five prograras offered physical therapy and some 

types of social work services. Activities offered by all 

centers were: field trips, arts and crafts, exercise, 

parties and special functions, music, and table garaes (see 

Table 3). 

Spatial organization. All seven of the sites visited 

provide space for client restrooms, bathroom/shower areas, 

kitchens, and business offices. Most (4) centers had a 

separate entry although some entries opened directly into 

living or dining areas. The majority (4) of the centers 
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Table 8. Window Type and Treatment Matri X 
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Table 9 . Door Mat r ix 
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incorporated separate living and dining areas; however, 

these rooms also served as activity areas in three of the 

four facilities. Only two centers offered separate areas 

for group activity. Separate craft areas were located in 

all but two facilities, in these two crafts were done in 

the dining area. Six of the facilities provided an area 

with at least one bed for rest or medical treatment. 

Outdoor recreation areas, either secured or unsecured, 

were available at all but one of the sites visited. In 

addition to the areas described in the environmental 

assessment, three centers offered lounge or library areas 

for reading or quiet individual activity. Though all 

centers were equipped with pianos to provide music for the 

clients, only one had a separate music room (see Table 4). 

Lighting. The most common lighting choice for all 

sites was ceiling mounted fluorescent luminaires providing 

ambient lighting. Task lighting was available in three 

centers. Most lamps were properly shielded, but in some 

cases, bare fluorescent lamps were visible (see Table 5). 

Average ambient illumination levels were: entry, 28 fc 

(adequate); living area, 27 fc (adequate for conversation, 

below recommended level for close work); dining area, 30 

fc (adequate); activity area, 26 fc (adequate for group 

activities, below recommended level for table games); 

craft area, 24 fc (below recommended level for craft 

work); rest area, 15 fc (adequate for resting, below 
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recoramended level for other activity); and restroom/bath-

room, 15 fc (below recommended level for elderly). (See 

Table 2 for recomiriended lighting levels for the elderly.) 

Floor treatment. Resilient flooring was the most 

common material in all seven sites with carpeting used to 

a lesser degree in six sites. Some sites (5) had highly 

polished resilient floors with high reflectance values. 

(See Table 2 for lES recommended reflectance values.) 

Carpeting was direct glue-down loop in all but one site 

where plush carpet was used. All flooring materials were 

continuous v/ithin areas, but sometimes changed surfaces 

between areas (see Table 6) . 

Wall treatment. The most common (5 sites) wall 

treatment was semi-gloss, solid color paint over a iightly 

textured surface, either wallboard or concrete block. 

Reflectance values were most often (4 sites) in the medium 

range (see Table 7). 

Window type and treatment. Windows were most often 

(5 sites) operable V7ith equal numbers being casement, 

double hung, sliding and clerestory. Transparent glass 

was highly favored over translucent. Window treatments 

were operable with solid color fabric drapery and metal 

blinds equally common (see Table 8). 

Doors. Flush, wood, solid-core manually operated 

doors were most prevalent in all seven sites. Interior 

and exterior doors were a natural wood color, contrasting 
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with walls in four of the sites. Conventional round knobs 

were most common in all seven sites (see Table 9). 

Color palette. The predominant choice in color 

palette for all sites was neutral. Walls were most often 

white, off-white, cream or light values of blue, green or 

yellow. Floor treatments were usually slightly darker but 

of neutral color. Brighter colors were used in limited 

amounts as accents (see Table 10). 

Furnishings. Wood and metal were the most common 

materials for furniture construction in all seven sites. 

Many furniture pieces in all sites were upholstered in 

vinyl or fabric, usually a solid color. Most furniture 

pieces were sturdy. Some were on casters and could be 

slid easily. Folding or pedestal tables were popular for 

dining and crafts. Although both types are potentially 

collapsible, the tables in these facilities appeared to be 

sturdy. Most upholstered pieces, sofas or lounge chairs, 

had firm cushions and arms for support. Some sofas were 

noted, however, to be low and armless, offering little 

support (see Chapter II for recommended furniture charac-

teristics and Table 11). 

Research Question Two 

What are interior design criteria which can be used 

to design adult daycare environments to meet the needs of 

persons with Alzheimer's disease? 
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The personal interview with the administrator of each 

facility was instrumental in answering this question. The 

information obtained through use of the questionnaire was 

used to determine the specific spatial needs, physical 

limitations, and preferences Alzheimer's clients exper-

ienced within each daycare environment. In addition, 

specific interior components and the reasons for their 

selection were described by respondents. The interview 

also revealed design criteria which administrators, based 

on their experience, felt to be most important in design-

ing adult daycare facilities for persons with Aizheimer's 

disease. 

Spatial Needs. To determine the spatiai needs of 

clients, the researcher first examined the activities most 

often engaged in by Alzheimer's clients and in what areas 

they occurred. (See Figure 3 for a summary of typical 

daily activities.) The majority of the time spent by 

Alzheimer's clients at each center was in walking or 

wandering through the facility. All Alzheimer's clients 

participated in meals and modified exercise programs, and 

most Alzheimer's clients engaged in group activities and 

enjoyed listening to music. The level of participation of 

Alzheimer's clients in other activities varied depending 

on the progression of the disease. Clients identified by 

the administrators as being in the early stages of the 

disease were able to watch television and do crafts whiie 



111 

\/ALtciU€^ /H/4jJt>ei^iiJ ê  
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clients in the later stages were unable to function at a 

level high enough to participate in those activities. 

Activities most commonly occurring in each area are 

recorded in Table 12. The information indicates that 

most Alzheimer's clients spend time in group areas, but 

common activities of wandering and watching others occur 

throughout the facility. Client activity is, of course, 

influenced by particular activities being offered only in 

particular areas. 

Physical limitations. Few significant problems were 

reported regarding negotiation of the environment (i.e., 

disorientation, difficulty or hesitancy in movement) by 

the Alzheimer's client. Again, this is dependent on each 

client's level of functioning. Areas where difficulties 

were most likely to occur were the entry, the dining area, 

the craft area, and the restroom/shower area. Clients 

sometimes became disoriented and needed direction to and 

within these areas. Stimulating environments (i.e., 

dining, craft areas) where clients must make choices 

concerning seating, utensils, and materials were reported 

to be the most confusing. 

Other problems involving client mobility within the 

environment included floor treatments. Clients were like-

ly to trip over the metal strip or threshold where floor 

surfaces changed. Changes in color of floor surface were 

often interpreted as level changes and caused hesitation. 
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Table 12. Activities and Area Where They Occur 
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on of 

being wet and clients tended to avoid these areas. 

Acoustical control was not reported as a problem in 

most facilities and few centers had made design considera-

tions for controlling sound transmission. One center 

reported that the public address system was often confus-

ing to the Alzheimer's clients. Acoustical control 

systems employed by some centers included carpeting, 

window treatments, upholstered furnishings and acoustical 

tile ceilings. 

No administrator reported clients attempting to 

control artificial or natural illumination. Some in-

creased sensitivity to glare was reported, but in general, 

illumination levels appeared to have little effect on 

Alzheimer's clients. 

Preferences. Among Alzheimer's clients who exhibited 

a preference, living and dining areas appeared to be the 

most popular areas in the facility. This could be due to 

the activities which occur in each area rather than the 

physical aspects of the space. Clients in the eariy 

stages of the disease often preferred a particular chair 

in the living or dining area and were reported to become 

agitated if the chair was occupied or unavailable to them. 

Clients whom administrators reported as being in the 

latter stages of the disease spent most of their tirae 

wandering and did not exhibit any preference as to space 
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or furnishings. Most administrators reported that Alzhei-

mer's clients showed a clear preference for outdoor areas. 

They enjoyed sitting and looking out the windows and 

seemed drawn to the outdoors. Activities most often 

engaged in were walking, sitting or lawn games (for the 

higher functioning). Some administrators reported that 

Alzheimer's clients seem "obsessed with" their surround-

ings, picking up rocks, twigs, and leaves and carefully 

examining them. All administrators reported that Alzhei-

mer's clients have often tried to leave the outdoor area, 

even by climbing fences. Most outdoor areas were secured 

by fences, gates and padlocks. In those outdoor areas 

which were unsecured, clients were supervised by staff 

members at all times. 

Anxiety and aggressive behavior was common among 

almost all Alzheimer's clients. Aggressive behavior was 

usually directed toward a staff member or occasionally 

another client. Environmental components did not appear 

to be a factor. Aggressive behavior did sometimes occur 

in specific areas, such as the entry or next to windows. 

Again, this could be caused by the activity occurring in 

that area rather than the physical aspects of the space. 

Components. Most interior components in the centers 

were found to be those existing from previous use of the 

building. Some changes and additions were made to make 



116 

the spaces seem less institutional and increase the safety 

and comfort of the clients. 

Lighting: All facilities used existing luminaires; 

some added incandescent suspended luminaires for more 

homelike atmosphere; most agreed more lighting was needed. 

Floor treatment: Existing treatments v/ere used in 

most areas; some added direct glue down carpeting for 

safety, homelike atmosphere and acoustical control. 

Wall treatment: Most use matte or semigloss paint 

for ease of maintenance and to reduce glare. 

VJindow treatment: Existing treatments were used in 

most areas; some added drapery for homelike atmosphere and 

acoustical control; one used vertical blinds for maximum 

daylight admission. 

Furniture: Most furniture was donated; chosen for 

durability and ease of maintenance; all centers had a 

combination of vinyl for easy maintenance and fabric to 

increase homelike atmosphere; all had recliners; one 

center used the same color for all furniture to avoid 

problems with decision making and possessive behavior. 

Color palette: All centers used a primarily neutral 

color scheme which, according to the directors, is both 

calming to the clients and easy to maintain. 

Due to budget limitations, most centers visited were 

utilizing interior systems that existed prior to the 

facility's use as an adult daycare center. Ali had added 
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general barrier free design features, such as enlarged 

doorways and ramps, but fev/ changes were made specifically 

for Alzheimer's clients. One design characteristic that 

was often modified specifically to benefit Alzheimer's 

clients V7as the removal of patterned surfaces. All 

administrators agreed that patterned surfaces seemed to be 

confusing and overstimulating to Alzheimer's clients, 

therefore, most centers used predominantly solid color 

surfaces. 

Other interior characteristics that were modified for 

the Alzheimer's client in some centers included the 

installation of locks and alarms on exterior doors. Also, 

open space planning was recommended to lessen confusion. 

When asked what environmental features they believed 

would most benefit Alzheimer's clients when designing new 

facilities, administrators identified these criteria: 

segregated area for Alzheimer's clients allowing some 

interaction with other clients; security cameras at ail 

entrances and exits; staff/client ratio of 1:1 to 1:3; 

secure wandering space both indoors and outdoors; square 

floor plan with open courtyard in center; fountain in 

outdoor area for client enjoyment; large open indoor 

activity area for ease of supervision and to minimize 

"closed in" feeling; smaller lounge areas available for 

solitary activity; homelike atmosphere to ease transition 

from home to center; more daylighting and skylights; more 
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incandescent lighting, less fluorescent; more plants; more 

restrooms with fewer toilets in each; mcnochromatic or 

neutral color scheme; eliminate P.A. system to minimize 

confusion; client spaces isolated from, but within view 

of, business offices; flexible environment, multiuse area; 

separate laundry facilities on premises; and open space 

for dancing as clients appear to enjoy live music with a 

steady rhythm. 

Research Question Three 

What are design recommendations for establishing 

adult daycare facilities v/hich promote the health and 

safety of persons with Alzheimer's disease? 

This research question will be addressed in Chapter 

V. Based on the literature review and findings reported 

in this chapter, recommendations will be made for specific 

interior design criteria to be used in designing aduit 

daycare centers to meet the special needs of persons with 

Alzheimer's disease. 
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CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

Summary 

This study was undertaken to identify and describe 

interior design criteria to be used for designing adult 

daycare centers which promote the health and safety of 

persons with Alzheimer's disease. Seven operating adult 

daycare centers in Texas have been assessed based on 

qualitative criteria. Assessments have been made to 

identify existing interior components, identify diffi-

culties Alzheimer's clients experience within the envi-

ronment, and obtain suggestions for facility improvement 

by administrators. Based on comprehensive investigation, 

recommendations have been made for the design of popula-

tion specific adult daycare facilities. 

To achieve the objectives of the study, reportorial 

research methods were employed. An embedded case study 

design was used with multiple sources of evidence to 

strengthen construct validity. 

The instruments developed and utilized for data 

collection included a personal interview questionnaire, an 

environmental assessment form, field notes with recorded 
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observations, still photographs and a comprehensive review 

of related literature. Each of these data coilection 

methods was described in the methodology and a copy of the 

instrument has been included in Appendix C. 

Conclusions 

The following conclusions have been derived from the 

findings of this study: 

1. Operational adult daycare centers within a 350 

mile radius of Lubbock utilize facilities originally 

designed for purposes other than adult daycare. 

2. The majority of adult daycare centers are utiliz-

ing interior components that were in existence prior to 

the facility's use as an adult daycare center. 

3. Few operational adult daycare centers incorporate 

a specialized, segregated area for clients with Alzhei-

mer's disease. 

4. The environmental needs of Alzheiraer's clients 

differ from the needs of the general frail eiderly popu-

lation. 

5. No single facility was found to incorporate the 

ideal composite of interior design components necessary to 

promote the health and safety of person's with Alzheimer's 

disease. 
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Implications 

The following implidations are based on the analysis 

of the data and the interpretation of the findings. 

1. Due to the increased diagnosis of Alzheimer's 

disease, adult daycare centers should be designed to 

accommodate the special needs of these individuals. 

2. The impact of the environment on the comfort and 

well-being of persons with Alzheimer's disease should be 

understood and appreciated by designers. 

3. The information presented in this study provides 

a basis for identification and evaluation of environmental 

components in adult daycare facilities. 

4. Knowledge gained through this study contributes 

to the bank of knowledge concerning environmental effects 

on persons with Alzheimer's disease and faciiity design of 

adult daycare centers. 

5. The information presented in this study may serve 

as a basis for modification of existing adult daycare 

facilities to better accommodate individuals with Alzhei-

mer's disease. 

Recommendations 

Based on the review of related literature and the 

findings of this study, recommendations include the 

following: 

1. Population specific adult daycare centers should 

be established or specialized segregated areas provided 
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within centers for persons with Alzheimer's disease or 

dementia. 

2. Facilities should include: large, open space 

for group activity; smaller, intimate lounge areas for 

quiet individual activity; dining area with adequate 

circulation space (60") between tables; craft area with 

enclosed storage for materials to reduce confusion; rest 

area with beds and lounge chairs for resting or illness; 

restroom/shower area with barrier-free and institutional 

features and emergency call system; and secured outdoor 

recreation area with paved wandering paths, planting beds, 

tables and chairs, fountain, and patio area which is 

sheltered from the elements. The area should have en-

closed storage nearby for game equipment and be visible 

from interior spaces. 

3. Cluster arrangements of furnishings in living 

area are recommended to encourage social interaction. 

4. Open space planning is recommended to lessen the 

feeling of confinement in the Alzheimer's clients. 

5. A square or rectangular floor plan is recommend-

ed with offices and intimate spaces located around the 

perimeter of an open atrium or group activity area. An 

interior wandering space should be provided hetween the 

areas. (See Floor Plan for example.) 

6. All patterns and ornamentation should be elim-

inated to minimize confusion for the Alzheimer's client. 
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7. Large, clear signage should be used for orienta-

tion within the facility. 

8. Handrails should be provided along each wall in 

areas used for passage or wandering to increase client 

safety. 

9. All exits should be unlocked during the day, but 

be equipped with operating alarm systems for security. 

10. Adequate supply storage areas should be provided 

to avoid clutter. 

11. Glass vision panels are recommended in walls or 

doors to allov^ visual contact with activities without 

participating. 

12. All entrances should be equipped with recessed 

non-skid floormats to guard against slipping where resili-

ent floor surfaces are used. 

13. Recommended interior components include: 

(a) Lighting: A combination of fluorescent and 

incandescent luminaires are recommended to provide both 

energy efficiency and a v/arm, homelike atmosphere. Task 

lighting is necessary at any area where close work is 

done, such as over mirrors in restrooms. (See Table 1 for 

recommended iilumination levels.) Indirect wall-mounted 

luminaires, such as cove lighting, is recommended to 

control glare and contribute to homelike features of the 

space. Warm deluxe lamp colors are recommended for more 
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homelike atmosphere and better color rendering when 

fluorescent lighting is used. 

(b) Floor treatment: A combination of resilient 

flooring and carpeting is recommended for ease of mainte-

nance and comfort. Low-gloss resilient flooring is 

recommended for use in dining area, craft area and rest-

rooms. Low, dense, uncut pile, direct glue down carpeting 

is recommended for living area, lounge area, activity 

area, and rest area. Commercial grade, tweed or multi-

tone weave is recommended for soil resistance and durabil-

ity. Floor surface should be of medium color value and 

reflectance. Changes in floor surfaces can be used to 

define areas, but transition should be smooth and colors 

should be equal in value to avoid problems with depth 

perception. 

(c) Wall treatment: Light value, semi-gloss 

paint is recommended for use in most areas. It is dura-

ble, easily maintained and economical. Acoustical wall-

coverings or wall carpeting is recommended where budgets 

permit. (Sonatex modacrylic and fiberglass provides noise 

reduction of 30-60% with an STC rating of 36.) These are 

durable, easily maintained, and add to the acoustical 

comfort in large spaces. All wall surfaces should be 

solid color, with 35 to 60 percent reflectance values. 

Lightly textured surfaces should be used to diffuse light 

and control glare. 
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(d) Window type and treatment: Transparent 

glass casement or sliding window types are recommended for 

their ease of operation. Operable windows are desirable 

for ventiiation and in case of emergency or breakdown in 

mechanical systems. A combination of either blinds or 

shutters and drapery is recommended. Blinds or shutters 

offer maximum control of daylight. Drapery adds to 

homelike atmosphere and aids acoustical control. Any 

system should allow clear view to outside areas. 

(e) Doors: Automatic sliding entry doors are 

recommended for easy entrance, where budgets permit. 

Solid core doors with pressure bars or lever handles are 

recommended for all entrances and exits where automatic 

doors are not feasible. Interior doors should be avoided 

unless necessary for privacy or acoustical control. 

Hollow core doors with lever handles or solid core with 

hydraulic door closers are recommended where access is 

necessary. A door with a large, low viewing panel may be 

used for visual access and acoustical control. 

(f) Color palette: Warm colors with light to 

medium values are recommended to create a warmer atmo-

sphere and reinforce the colors the eiderly eye is able to 

see. A neutral color scheme should be used with warm 

color accents. Bright intensity, mediura value colors may 

be used in dining and activity areas, and low intensity, 

light value colors in living and rest areas. Color 
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contrasts should be used to help delineate surface changes 

and tb define edges. 

(g) Furnishings: Chairs and sofas should be 

sturdy, with firm padding for maximum support. Loveseats 

are recommended instead of sofas so that each person may 

have the aid of an arm in rising from the seat. A combin-

ation of vinyl and fabric upholstered pieces is recom-

mended for ease of maintenance and comfort. Removeable 

covers should be used on fabric upholstered pieces for 

ease of cleaning where incontinence is a problem. Living 

and lounge area furnishings should be heavy to avoid 

re-arrangement by Alzheimer's clients. Coffee tables 

should be avoided to minimize the chance of tripping. 

Glass top tables should be avoided. Round tables are 

recommended for dining and table games to encourage social 

interaction. Tables should be sturdy to support client's 

weight when rising. Pedestal tables are not recommended. 

Table tops should be matte surface to minimize glare and 

solid color to avoid confusion with utensils. Vinyl and 

chrome cantilever style side chairs are recommended 

because they are sturdy, yet easy to slide under table. 

Chairs should be anthropometrically designed according to 

guidelines in Chapter II. 
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Definition and Illustration of Terms 

Accent lighting—directional lighting to 
particular object or draw attention to 
field of view (Halo, 1983) . 

emphasize a 
a part of the 

Accordion-fold door—door consisting of a 
covered with a vinyl coated fabric in 
colors and textures; stacks back like 
when opened (Watson, 1978) . 

steel framev7ork 
a wide range of 

an accordion 

Uc 

Acoustical ceiling--ceiling tiles of cellulose or mineral 
fibers pressed and perforated to absorb sound 
(Watson, 1978) . 

Acoustical control—control of sound as it is produced and 
transmitted (Faulkner & Faulkner, 1975). 

Adult—An individual 
1984) . 

18 years of age or older (NCOA, 

Adult daycare—a community based program designed to meet 
the needs of functionally impaired adults through an 
individual plan of care. It is a structured, compre-
hensible program that provides a variety of health, 
social, and related services in a protective setting 
during any part of the day, but less than 24-hour 
care (NCOA, 1984). 

Alzheimer's disease—senile dementia of the Alzheimer's 
type. Symptoms are a gradual, though sometimes 
imperceptible, decline in intellectual abilities and 
accompanying physical decline. Early forgetfulness 
and later impairments in both languaqe and motor 
abilities are seen. Late in the illness, patients 
become severelv impaired, incontinent, and are unable 
to walk or talk. Usually Jeads to death in 7 to 10 
years (Mace & Rabens, 1981). 
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Ambient illumination--lighting throughout an area 
produces general illumination (Halo, 1983). 

that 

Ambient noise level--background noise associated with a 
given environment; the total noise produced by sounds 
that are constantly present in a room (Watson, 1978) . 

Analagous color scheme—color scheme based on three or 
more hues which are adjacent to each other on the 
color wheel (Faulkner & Faulkner, 1975). 

Awning windows—windows hinged at the top or bottom that 
swing in or out to open (Faulkner & Faulkner, 1975). 

Ballast—a device used with an electric-discharge lamp 
(fluorescent) to obtain the necessary circuit con-
ditions for starting and operating (Halo, 1983). 

Barrier-free design—design which renders buildings and 
facilities accessible and usable by physically 
handicapped persons; design which is sensitive to all 
users (Raschko, 1987) . 

Caregiyer—the person or persons taking primary respon-
sibility for the care of the impaired adult. The 
caregiver is usually the spouse or an adult child, 
but can be unrelated, such as a foster family with 
whom the elderly person lives (NCOA, 1984) . 

window hinged at one side to 
inward or outward (Faulkner & Faulkner, 1975). 

Casement windows—a swmg 



133 

Clerestory windows--a window or bank of windows inserted 
between two roof levels to bring light high into a 
room (Faulkner & Faulkner, 1975) . 

Climate control—heating, ventilation, and air condition-
ing system for comfort in the interior environment. 

Collapsible—lightweight or folding furniture which may be 
prone to break down. 

Color renderinq—general expression for the effect of a 
light source on the color appearance of objects in 
conscious or subconscious comparison with their color 
appearance under a reference light source (Halo, 
1983. 

Complementary color scheme—scheme built on any two hues 
which are directly opposite each other on the color 
wheel (Faulkner & Faulkner, 1975). 

Cornice sources shielded by a 
and attached to the 

ceiling", distributing light downward over the verti-
cal surface (lES, 1980). 

liqhting—comprises light 
panel parallel to the wall 
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Cove liqhtina--comprises light sources shielded by a ledge 
and distributing liqht upward over the ceilinq (TKS 
1980). H ^̂  , 

Dayliqhtinq—natural illumination 
through windows or skylights. 

in interior spaces 

Decibel—unit for measuring sound, the smallest change in 
sound intensity that can be discerned by the average 
ear (Watson, 1978). 

Developmental disability—a severe or chronic disability 
of a person that is manifested early in life (before 
age 18) and results in limitations in some, but not 
all, life activities. Such a disability is often 
attributable to mental retardation, autism, cerebral 
palsy, epilepsy, or a combination of impairments. 
The disability has continued or is expected to 
continue indefinitely (NCOA, 1984). 

Diffused lightinq—lighting on a work plane or obiect that 
is not predominantly incident from any particular 
direction (Halo, 1983). 

Direct qlue-down carpeting—carpeting with a dense, low 
pile and minimal or no padding underneath. Installa-
tion is by gluing directly to floor surface (Raschko, 
1982) . 

Direct illumination—lighting by luminaires distributing 
90 to 100 percent of the emitted light in the generai 
direction of the surface to be illuminated. The term 
usually refers to light emitted in a downward direc-
tion (Halo, 1983). 
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Direct-indirect illumination—lightinq by luminaires 
distributing 50 percent of the emitted liqht downward 
and 50 percent upward toward the ceilinq (Halo 
1983) . 

Double hunq windows—windows having two vertically movable 
sashes (frames holding glassj (Faulkner & Faulkner, 
1975). 

Dutch door--door which is divided in the center hori-
zontally, allowing the top and bottom portions to be 
operated separately. Bottom may be closed with top 
open, allowing visual access without passage through 
door. 

Fluorescent lightinq—lighting by a low pressure mercurv, 
electric-discharge lamp in which a fluorescinq 
coating (phosphor) transforms some of the ultraviolet 
enerqv generated by the discharqe into light (Halo, 
1983) . 
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Flush door-door with no visible seams on the face 
(Watson, 1978) . 

Footcandles—the unit of illuminance when the foot is 
taken as the unit of length. It is the illuminance 
on a surface one square foot in area on which there 
is a uniformly distributed flux of one lumen or the 
illuminance produced on a surface all points of which 
are at a distance of one foot from a directionally 
uniform point source of one candela (Halo, 1983). 

Formal supports—the formal network of social, health, 
income maintenance, and other services offered bv 
agencies and organizations (NCOA, 1984). 

French door—panel door with all panels being glass; wood 
stiles, rails, and muntins (Watson, 1975). 

Functional impairment--the state or condition of beinq 
impaired so that the capacitv for independence is 
limited and the ability to perform or carrv out 
activities of daily livinq is severelv impaired 
(NCOA, 1984) . 
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General diffusinq luminaire—luminaire which distributes 
40 to 60 percent of the emitted light downward and 
the balance upward (Halo, 1983). 

\ V 

General illumination--lighting designed to provide a 
substantial uniform level of illumination throughout 
an area, exclusive of any provision for special Íocal 
requirements (Halo, 1983). 

Glare—the sensation produced by luminance within the 
visual field that is sufficiently greater than the 
luminance to which the eyes are adapted to cause 
annoyance, discomfort, or loss in visual performance 
and visibility (Halo, 1983). 

Gloss—the ability of a surface to reflect light, its 
brightness or luster. In paint, gloss is considered 
to have a reflectance above 70 percent (Watson, 
1978) . 

High reflectance—reflectance value of over 60 percent for 
walls, over 35 percent for floors (lES, 1980). 

Hollow-core door—door for interior use which is composed 
of strips of wood arranged in geometric or grid 
pattern, framed with solid wood and covered with wood 
veneer (Watson, 1978) . 

Hue—the attribute of perceived color which 
whether it is red, yellow, grcen, blue, 
1980) . 

determines 
etc. (lES, 

Hydraulic door closer--mechanism comprised of a spring and 
gas or air compression chamber which retards closing 
action and prevents slamming of door (Watson, 1978) . 
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Illuwinance—the density of the luminous flux incident on 
a surface; it is the quotient of the luminous flux 
multiplied by the area of the surface when the latter 
is uniformly illuminated (Halo, 1983). 

Iropact noise transmission—transmission of sound generated 
by an object strikinq, skidding, vibrating or slidinq 
against a floor (Watson, 1978). 

Incandescent liqhtinq—lighting by lamps in which light is 
produced by a filament heated to incandescence by an 
electric current (Halo, 1983). 

Indirect illumination—lighting by luminaires distributing 
90 to 100 percent of the emitted light upward (Halo, 
1983). 

Informal supports—family, friends, neighbors and others 
who provide the majority of care and assistance to 
the functionally impaired individual (NCOA, 1984). 

Intensity—the attribute of perceived color which de-
scribes its purity or strength; the saturation level 
of the color (Faulkner & Faulkner, 1975). 

Jalousie windows—louvered window units of narrow, adjust-
able glass, plastic, or wood strips, most often 
arranged horizontally (Faulkner & Faulkner, 1975). 

Lamp—A generic term for a manmade source of light, often 
called "bulb" or "tube" (lES, 1980). 

áíL,-0. 
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Lever handle—Horizontal door handle which can be operated 
by downward pressure of wrist or hand, no twistinq 
necessary (Raschko, 1982) . 

r r^>^_^ / \ 
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Low reflectance—Reflectance 
percent for walls; less 
(lES, 1980). 

values 
than 15 

of less than 35 
percent for floors 

Lumen output—A measure of light output emitted from a 
light source (lES, 1980) . 

Luminaire—A complete lighting 
or lamps together with the 
ute the light, to position 
to connect the lamps to 
1983) . 

unit consistinq of a lamp 
parts designed to distrib-
and protect the lamps, and 
the power supply (Halo, 

Maintenance Model--Falls midway between the social and the 
restorative models of adult davcare in the mix of 
social and remedial components, type of person 
eligible, and duration of stay (Padula, 1983) . 

Matte surface--One from which the reflection is predorai-
nantly diffuse; less than 15 percent reflectance 
(Watson, 1978) . 

Medium reflectance—Reflectance value of 35 percent to 60 
percent for walls, 15 percent to 35 percent for 
floors (lES, 1980) . 

Monochromatic—Color scheme using different values and 
intensities of a single hue (Faulkner & Faulkner, 
1975). 

Neutral—Color scheme using neutral colors (i.e., white, 
off-white, cream, beige, tan, qray, etc). 

Orientation aids—Lettered or graphic signage which aids a 
person in orientation or location within a space. 
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Panel door—Door consisting of vertical stiles and hori-
zontal rails which enclose panels of solid wood, 
lôuvers or glass (Watson, 1978) . 

Peripheral neuropathy—damage to peripheral nervous system 
which causes numbness and loss of touch in the 
extremities (Pedley, 1985) . 

Pivot window—Window with pivot pin attaching window to 
frame at top and center; allows window to pivot at 
any angle. 

Pocket door—Single door which slides in a pocket built 
into the wall. Allows maximum space for passage and 
there is no door swing (Watson, 1978) . 

/7/// 'f' '^ " '^ ^r^ n m n nm. 
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Population specific—Designed or intended for a specific 
group of people or population. 

Pressure bar (panic bar)—A horizontal bar, placed at 
latch height, which will open door when pressure is 
exerted (Watson, 1978) . 

1—1 

Proper shielding—Use of devices to block, diffuse or 
redirect light rays, including baffles, louvers, 
shades, diffusers and lenses (lES, 1980). 

Recessed downlight—A small, direct lighting unit which 
focuses the light downward and is mounted above the 
ceiling with the opening of the luminaire level with 
the surface (Halo, 1983) . 

Recessed troffer—A lighting unit, usually long and 
installed with the opening flush with the ceiling 
(Halo, 1983) . 
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Recessed wide profile—A luminaire distributing the light 
through a comparatively larqe anqle, where the 
opening is flush with the ceiling (Halo, 1983). 

l l ^ f 

Reflectance value—The ratio of the reflected light to the 
incident light on a surface (Halo, 1983). 

Resilient floorinq--Includes a wide variety of dense, 
nonabsorbent sheet materials laid either as indi-
vidual tiles or large sheets (Watson, 1978). 

Restorative model--Offers extensive rehabilitative ser-
vices for individuals who might otherwise require 
admission to a skilled nursing home, but who can be 
expected to improve within a stipulated period of 
time, at least to the extent of then needing a lesser 
level of care. Staffinq by health care professionals 
is usually more intensive than in the maintenance 
model (Padula, 1983) . 

Rocker switch—Wide switch which operates by "rocker" 
motion and can be activated by liqht pressure of the 
hand or wrist. 

Semi-qloss—Paint, which usually measures 30 to 70 percent 
reflectance (Watson, 1978) . 
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Sliding qlass doors—Door consistinq of one sliding qlass 
panel and one fixed panel in aluminum frames (Watson, 
1978) , 

Slidinq windows—Windows with sashes slide horizontally 
(Faulkner & Faulkner, 1975). 

Social model—Emphasizes socialization for participants 
while affording families or other caregivers some 
regular respite. No limit is usuallv set for dura-
tion of service beyond the natural intervention of 
increasing disability ÍPadula, 1983). 

Soffit lightinq—Lighting installed in soffit or furred-
down area, directing light downward (lES, 1980). 

•Qríâ'^ 
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Solid core door—Doors used for exterior which are con-
structed of solid wood blocks glued together and 
covered with wood veneer (Watson, 1978) . 

Sound absorption—The ability of a material to absorb 
soundwaves striking their surface (Watson, 1978). 

Sound transmission—The transmission of airborne noise 
through a barrier such as a door, wall or floor 
(Watson, 1978). 

Sturdy—Strong, well constructed and stable; furniture 
that will not tip over when a person leans on or 
grips the edge for support (Raschko, 1982). 

Suspended luminaire—A luminaire hung from the ceiling by 
supports (Halo, 1983). 

Task illumination—Lighting directed to a specific surface 
or area that provides illumination for visual tasks 
(Halo, 1983) . 

Terrazzo—Form of mosaic flooring produced bv imbedding 
small pieces of marble in mortar and polishing the 
surface (Watson, 1978) . 

Toqgle switch—Conventional electric switch which moves up 
and down or back and forth (Watson, 1978). 
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Translucent--Letting light pass but diffusing it so that 
objects on the other side cannot be clearly distin-
guished (Webster's New World Dictionary, 1978). 

Transparent—Transmitting light rays so that objects on 
the other side may be clearly seen (Webster's New 
World Dictionarv, 1978). 

Triadic color scheme--Scheme consisting of any three hues 
equidistant from one another on the color wheel 
(Faulkner & Faulkner, 1975). 

Value—The attribute of perceived color by which it seems 
to transmit, or reflect, a greater, or lesser, 
fraction of the incident light (lES, 1980) . 

Wrist control handle—Specially shaped faucet handles to 
make turning water on and off easier and safer for 
the disabled (Raschko, 1982). 
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S i t e #1 - F a c i l i t y P r o f i l e 

wane of center: Baylor Adult Day Health Care Center 

Address: 4105 Live Oak, Dallas, Texas 75204 

Director: Debroah Allison 

Setting: Dallas Medical and Surgical Clinic 

Location: Urban 

Number o£ years in existence: l^ 

Square footage of facility: 5,000 

Number of staff members: 6 full time 

Phone: (214) 821-7117 

Services provided: 

medication management 

physical therapy 

occupational therapy 

Activities offered: 

field trips 

arts and crafts 

intergenerational groups 

parties and special functions 

social work services 

support groups 

chaplain servlce 

exercise 
music 
table games 

a.m. and p.m. snacks 

hot lunch 

reality orientation 

Interior Components by Area 

Entry 

Lighting: 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Descrlption 

Covered and accessible by ramp 

Approximately 200 sf 

Direct, recessed wide profile, fluorescent, 

ambient, illiomination level 5 fc 

Gray/blue multi-color, direct glue down, 

wall-to-wall carpeting 

Solid off-white vinyl wall covering with 26" 

wood wainscot panelling 

None 

Automatic sliding glass door, clear wheelchair 

access 
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Interior Components by Area 

Preâominant color palette: 

Description 

Neutral 

Fumishlngs: Contemporary, rust colored vinyl sofa, two 

geriatric chairs on casters 

Dining Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Approximately 160 sf 

Indirect cove with fluorescent tubes, wall-

moxinted, ambient illumination level 40 fc 

Beige resilient tiles 

Semi-gloss solid white palnt over concrete 

block 

Window type and treatment: Operable sliding glass, solid cream-colored 
woven drapery 

Doors: 

Predominant color palette: 

Fumishings: 

Flush wood solid core, manual operation 

Neutral 

Round pedestal tables with blue and white 

checked cloth, cantileve chrome and rust fabric 

chairs 

Activity Area 

Lighting: 

Also used as occupational therapy rooms 

Approximately 400 sf 

Suspended fluorescent with two exposed tubes 

and wall mounted indirect cove, ambient illu-

mination level 36 fc 

Floor treatment; 

Wall treatment: 

Brown and cream resilient tiles 

Light yellow semi-gloss paint over concrete 

block 

Window type and treatment: 

Doors: 

Operable sliding glass, solid cream woven 

drapery 

Flush wood solid core, manual operation 

Predominant color palette: 

Fumishlngs: 

Neutral 

Three low, soft contemporary sofas, woven 

fabric upholstery, one 8" high wood coffee 

table in front of sofa 
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Description 

Craft Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Predominant color palette: 

Two craft rooms, one fully equipped, one with 

minimal fumishings for Alzheimer's clients 

Approximately 360 sf 

Two indirect coves with fluorescent tubes, 

ambient illumination level 40 fc 

Cream and white resilient tiles 

White semi-gloss paint over concrete block 

Operational doiible hung, solid cream color 

woven drapery 

Flush wooden solid core, manual operation 

Neutral 

Fumishings: Sturdy, dark wood laminate table; plastic and 

chrome stacking chairs 

Rest Area 

Approximately 240 sf 

Lighting: Two indirect coves with fluorescent tubes, 

ambient illiimination level 10 fc 

Floor treatment: Cream and white resilient tiles 

Wall treatment: White semi-gloss paint over concrete block 

Window type and treatment: 

Doors: 

One double hung, solid cream woven drapery 

Flush wood solid core, manual operation 

Predominant color palette: 

Furnishings: 

Neutral 

Three hospital beds, one upholstered lounge 

chair 

Res trooms/Bathrooms 

Lighting: 

Bathrooms are located in each roora 

Each approximately 40 sf 

Not wheelchair accessible 

12" incandescent ceiling raount, ambient illu-

mination level 12 fc 

Floor treatment: Brown/cream resilient tiles 
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Interior Conponents by Area Description 

Wall treatment: Gray and white ceramic tile 4' frcxn floor and 

around tub, white paint over concrete block 

Window type and treatnent: None 

Doors: Flush wood solid core, manual operation, inward 

swing 

Predominant color palette: Neutral 

Fumishings: 
Toilet 
Tub/shower 

Lavatory 

Floor mount, no grab bars 
Single lever water controls, tvib seat, grab 

bars 
Wall mount, clear access xmderneath, rear mount 

controls 

Outdoor Area 
None Available 
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Site #2 - Faci l i ty Profile 

Naae o£ center: Adult Day Activity and Health Center 

Address: 2807 42nd Street, Lubbock, Texas 79413 

Director: Missy McComb Phone: (806) 793-1101 

Setting: St. Christopher's Episcopal Church 

Location: Suburban 

Number of years in existence: 8 

Square footage of facility: 5,000 

Number of staff members: 9 full time, 2 part time, 4 volunteers 

Services provided: 

4 

medication management 

physical therapy 

speech therapy 

Activities offered: 

field trips 

exercise 

arts and crafts 

social work services 

hot lunch 

occupational therapy 

a.m. and p.m. snacks 

transportation 

music 

table games 
parties and special functions 

Interior Coraponents by Area Description 

Entry 
Direct path to door 
Covered and accessible by ramp 
Entry is directly into living area so 

components will be described under Living 

Area 

Livinq Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Also serves as group activity area 

Approximately 1250 sf 

Incandescent suspended, direct ceiling mounted 

fluorescent, ambient illumination level 32 fc 

Blue/gray, direct glue down, wall-to-wall 

carpeting 

White semi-gloss paint over plaster with 36" 

wood wainscot panelling 
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Windov type and treatment: 
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Description 

Four double hung, operational white sbeer 
drapery 

Doors: 

Predominant color palette: 

Interior—flush wood solid core, painted vhite, 
manual operation; exterior—flush wood solid 
core, manual operation 

Neutral 

Fumishings: Contemporary, solid velour upholstery, reclin-
ers, rockers, blue armless sofa, television, 
piano 

Dining Area 

Also used for table games 
Approximately 900 sf 

Lighting: Ceiling mount fluorescent, siispended incandes-

cent, ambient illumination level 40 fc 

Floor treatment: Peach/tan speckled resilient tiles, continuous 

Wall treatment: White semi-gloss paint over plaster with 36" 

wood wainscot panelling 

Window type and treatment: Nine double hung, operable; dark wood shutters 

and white ruffled valance 

Doors: Flush, wood, hollow-core 

Predominant color palette: Neutral 

Fumishings: Metal and wood laminate folding tables; metal 

stacking chairs with brown vinyl upholstery 

Activity Area 
Group activities take place in Living Area 

Table games in Dining Area 

(See Living Area and Dining Area components) 

Craft Area 
Exercise equipment (rowing machines) also 

available 

Approximately 500 sf 

Lighting: Ceiling mounted fluorescent, suspended incan-

descent, arabient illumination level 26 fc 

Floor treatment: Peach/tan speckled resilient tiles, continuous 
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IntTior CoapoQOTts by Area 

Nall treatnent: 

Window type and treatment: 

Doors: 

Predominant color palette: 

Fumishings: 

Description 

White semi-gloss paint over plaster with 36" 

wood wainscot panelling 

Fixed translucent glass with wood lattice-work 

pattem 

Flush wood, solid core, manual operation 

Neutral 

Metal and wood laminate folding tables, metal 

folding chairs and metal stacking chairs with 

vinyl upbolstery 

Rest Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Partial wall and moveable partitions sepeurate 

from remainder of facility 

Approximately 170 sf 

Ceiling mounted fluorescent, ambient illtunina-

tion level 10 fc 

Blue/gray, direct glue down, wall-to-wall 

carpeting 

White semi-gloss paint over plaster and panel-

ling and moveable fabric panels, orange and 

light gray 

Four double hung, operational; dark wood 

shutters 

Doors: 

Predominant color palette: 

Fumishings: 

None 

Complementary/neutral 

Three hospital-style beds 

Res t r ooms /Bathrooms 

Lighting: 

Floor treatment: 

Four restrooms available, one equipped with 

shower facility 

Approximately 35 sf each (restroom) 

50 sf each (bathroom) 

Wheelchair accessible 

Incandescent ceiling mount, ambient illumina-

tion level 10 fc 

White/tan streaked resilient tiles 
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nterior Components by Area 

Hall treatment: 

Description 

White semi-gloss paint over plaster 

Window type and treatment: None 

Doors: Flush wood, hollow core, painted white; outward 

swing 

Predomineint color palette: Neutral 

Fumishings: 
Toilet 

Tub/shower 

Lavatory 

Floor mount, grab bars available at toilet in 

bathroom 
Hand-held spray, nonslip shower seat, single 

level control, greib bars 

Rear mount controls, mounted in base ceibinet 

Outdoor Area 
Covered porch extends length of building 
Clients allowed to wander in grassy area in 

front of facility with supervision; area is 

unsecured 
No outdoor fumishings or equipment provided 
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Site #3 - Facility Profile 

Nane of center: Town Hall Adult Day Health Ceure Center 

Aâdress: 506 S.E. 23rd, Grand Prairie, Texas 75051 

Director: Ed Dannis Phone: (214) 641-3976 

Setting: Crescent Arms Apartments 

Location: Urban 

Number of years in existence: 7 

Square footage of facility: 5,000 

Number of staff members: 11 full time 

Services provided: 

transportation 

hot lunch 

breakfast 

p.m. snack 

Activities offered: 

field trips 

exercise 

arts and crafts 

music 

table games 
parties and special functions 

Interior Components by Area Description 

Entry 

Lighting: 

Floor treatment: 

Wall treatment: 

Direct path to door 

Exposed entry 
Ramp (but no curb-cuts to get to ramp) 

Approximately 175 sf 

Ceiling mounted fluorescent—exposed lumin-

aires, ambient illumination level 32 fc 

Gray/beige streaked resilient tiles 

Cream/pink trim matte paint over wallpaper (two 

walls), cream/brown floral pattem wallpaper 

Window type and treatment: 

Doors: 

None 

Double glass outward swinging doors, manual 

operation 

Predominant color palette: Neutral 
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Interior Components by Area 

Fumishings: 

Living Area 

Lighting: 

Description 

One wood and vinyl upholstered armchair 

Approximately 300 sf 

Ceiling mount fluorescent tubes, exposed 

ambient illumination level 38 fc 

Floor treatment: Gray/beige streaked resilient tiles 

Wall treatment: White matte paint over concrete block 

Window type and treatment: Four operable sliding, 10 fixed clerestory, 

cream and white sheers over plastic beige and 

brown roll-up shades 

Doors: Interior—flush, wood, hollow core, painted 

white; exterior—flush, wood, solid core, 

painted dark brown with pressure bar, manual 

operation 

Predcxninemt color palette: 

Fumishings: 

Neutral 

Three upholstered sofas (plaid, floral, brown 

vinyl) grouped around television, piano 

Dining Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Also used for activity area 
Approximately 1,500 sf 

Ceiling mount exposed fluorescent tubes, 

ambient illumination level 32 fc 

Gray/beige streaked pattem resilient tiles 

White matte paint over concrete block 

Four operable sliding, pink and white sheer 
curtains over brown and beige plastic shades 

Interior—flush, wood, hollow core, painted 

white; exterior—flush, wood, solid core, 

painted dark brown 

Predominant color palette: 

Fumishings: 

Neutral 

36" wood pedestal tables; wood chairs with rust 

vinyl upholstery; tables covered with pink, 

blue and green plaid cloth 
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Activity Area 

Craft Area 
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Description 

See Dining Area 

Area adjacent to living area, no partitions 

Approximately 320 sf 

Lighting: Ceiling mounted exposed fluorescent, ambient 

illumination level 26 fc 

Floor treatment: Gray/beige streaked pattem resilient tiles 

Wall treatment: White matte painting over concrete block 

Window type and treatment: 

Doors: 

None 

Flush wood, hollow core painted white 

Predominant color palette: 

Fumishings: 

Neutral 

Four square pedestal tables, end-to-end, sturdy 

wood or metal chairs (no folding chairs), one 

3' X 5' storage cabinet, one moveable open 

shelving rack 

Rest Area 
No beds or rest area available 

Restrooms/Bathrooms 

Lighting: 

Floor treatment: 

Wall treatment: 

Two restrooms and one bathroom with three raen's 

and three women's toilets 

Approximately 35 sf each (restroom) 

375 sf each (bathroom) 

Wheelchair accessible 

Ceiling mount fluorescent exposed tubes, 

ambient illumination level 14 fc 

Beige/gray streak pattem resilient tiles 

White matte paint over concrete block, one wall 

in toilet area covered with red/white/blue 

floral wallpaper 

Window type and treatment: 

Doors: 

Clerestory 

Flvish wood, hollow core, painted white; cur-

tains separate toilet area from lavatory area 
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Interior Components by Area 

Predominant color palette: 

Fumishings: 

Toilet 

Tub/shower 

Lavatory 

Description 

Neutral 

Floor mount, grab bars, no side transfer room 

Nonslip surface, grab bars, shower seat 

Wall mount, exposed pipes, rear mounted 

controls 

Outdoor Area 

Grassy area at rear of facility is used for 

supervised outdoor activities, unsecured 

Barbecue grill available 

No tables or chairs 
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Site #4 - Facility Profile 

Name of center: Restorative Nursing and Day Care Center 

Address: 2919 Bachman Lake Drive, Dallas, Texas 75220 

Director: Elizabeth Perez 

Average daily attendance: 20 

Setting: Freestanding 

Location: Urban 

Number of years in existence: 3 

Phone: (214) 351-1212 

Square footage of facility: 6,000 

Number of staff members: 4 full time, 2 part time 

Services provided: 

medication management 

physical therapy 

speech therapy 

reality orientation 

Activities offered: 

breakfast 

hot Ixxach 

p.m. snack 

support groups 

field trips 

exercise 

arts and crafts 

dance 

music 

table garaes 

parties and special functions 

Interior Components by Area 

Entry 

Description 

Entry is directly into living area; components 

described in Living Area 

Path to doorway is direct 

Exposed entry area 

Living Area 

Lighting: 

Floor treatment: 

Approximately 600 sf 

Ceiling mounted, wide profile general diffusing 

fluorescent, ambient illumination level 14 fc 

Blue/gray tweed direct glue down carpeting 
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Interlor Cotnponents by Area 

Nall treatment: 

Window type and treatment: 

Doors: 

Predominant color palette: 

Fumishings: 

Dining Area 

Lighting: 

Description 

Off-white matte paint over wall board and 

concrete block 

Fixed glass wall on south side facing lake; 

blue fabric vertical blinds with valance 

Outward swinging glass door with pressure bar 

Off-white, blue, neutral 

Octagonal wood pedestal game table with wood 

and upholstered chairs on castors; one sofa, 

four recliners, one rocker/recliner, piano, 

upholstered lounge chairs 

Approximately 400 sf 

One incandescent suspended luminaire, large 

vaulted skylight, ambient illumination level 24 

fc 

Floor treatment: 

Wall treatment: 

Window type and treatraent: 

Blue/gray direct glue down carpeting 

Off-white matte paint over concrete block 

Two 6' X 8' glass doors stay locked and serve 

as windows, blue fabric vertical blinds with 

valance 

Doors: One outward swinging glass door with pressure 

bar 

Predominant color palette: Blue, mst, off-white 

Fumishings: Metal and wood larainate 42" round tables with 

blue and mst floral cloths with solid vinyl 

over cloth, two fabric upholstered sofas 

Activity Area 

Approxiraately 450 sf 

Lighting: Suspended incandescent, ceiling raounted flu-

orescent, arabient illtuiination level 10 fc 

Floor treatment: Blue/gray direct glue down carpeting 

Wall treatment: Off-white matte paint over wall board 
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Window type and treatment: 

Doors: 
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Descrlptlon 

Sliding glass door secured, serves as window 

blue fabric vertical blinds with valance 

None 

Predominant color palette: 

Fumishings; 

Craft Area 

Lighting: 

Blue and off-white 

Cream-colored, molded plastic and chrome 

stacking chairs, large screen te evision, 

stereo system 

Approximately 400 sf 

Wide profile, general diffusing fluorescent in 

suspended acoustical ceiling grid, ambient 

illtunination level 14 fc 

Floor treatment: 

Wall treatment: 

Cream streaked pattem resilient tiles 

One wall light blue matte paint over wall 

board, three walls off-white matte paint over 

wall board 

Window type and treatment; None 

Doors: None 

Predominant color palette: Blue, rust, cream 

Fumishings: Metal and wood laminate folding tables with 

floral cloths, chairs carried from activity 

area 

Rest Area 

Lighting; 

One bed is available in clinic area, but lounge 

and library area are considered rest area in 

this study 

This area is for higher functioning clients 

because it is up six steps from main level 

Approximately 250 sf 

Wall mounted fluorescent, exposed; one incan-

descent table lamp; ambient illumination level 

4 fc; task lllumination level 20 fc 

Floor treatment; 

Wall treatment: 

Blue pile carpeting over pad 

Redwood stain wood panelling 
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Interior Conponents by Area 

Window type and treatnent: 

Doors: 

Predominant color pa le t t e : 

Fumishings: 

Restrooms/Bathrooms 

Lighting: 

Descriptton 

None 

None 

Blue, mst 

Fabric upholstered chairs, wood and glass top 
coffee table 

Two restrooms (2 toilets each) 
One shower in separate area 

Ceiling mounted fluorescent, ambient illumina-
tion level 18 fc 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Predominant color palette: 

Cream streaked pattem resilient tiles 

White matte paint over wall board 

None 

Flush wood, hollow core, painted white; outward 

swing 

Neutral 

Fumishings: 
Toi le t 
Ttib/shower 
Lavatory 

Wheelchair accessible, grab bars 

Shower seat, hand-held spray unit 

Clear wheelchair access 

Outdoor Area 
Front—enclosed patio area with trees, planting 

beds, and benches 
Back—narrow courtyard with 3' high wall with 

folding chairs 

All gates secured 

Barbecue grill 
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S i t e #5 - F a c i l i t y P r o f i l e 

Nane of center: Jan Wemer Adult Day Care Center 

Address: 3108 S. Fillmore, Amarillo, Texas 73110 

Director: Elena Shilcote 

Average daily attendance: 90 

Setting: Freestanding 

Location: Suburban 

Phone: (806) 374-5516 

Number of years in existence: 10 

Square footage of facility: 13,500 

Number of staff members: 29 full time 

Services provided: 

medication management 

physical therapy 

social work services 

transportation 

Activities offered: 

barber/beauty shop 

hot lunch 

a.m. and p.m. snacks 

field trips 

exercise 

arts and crafts 

rausic 

parties and special functions 

Interior Components by Area 

Entry 

Lighting: 

Description 

Direct path to door 

Covered entry 

Ramp provided 

Approximately 450 sf 

Ceiling raounted fluorescent, general diffusing, 
arabient illiiraination level 48 fc 

Floor treatraent: 

Wall treatment: 

Window type and treatment: 

Doors: 

White/tan streaked resilient tiles 

Tan/gold/white striped vinyl wall covering 

Fixed glass 

Flush, wood, 'solid core, raanual operation 
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Predominant color palette: 
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Description 

Neutral, triadic 

Fumishings: Two side chairs wood and vinyl and metal and 

vinyl 

Living Area 

Lighting: 

In Alzheimer's Unit 

Approximately 600 sf 

Ceiling mounted fluorescent, general diffusing; 

ambient illumination level 48 fc 

Floor treatment: Brown/cream tweed, direct glue down, wall-to-

wall carpeting 

Wall treatment: Light yellow matte vinyl wall covering 

Window type and treatment: 

Doors: 

Two double hung, mini blinds 

Flush, wood, solid core, outward swinging 

Predominant color palette: 

Fumishings: 

Neutral 

Two black vinyl lounge chairs, two brown velour 

rockers, two brown/cream tweed sofas 

Dining Area 

Lighting: 

In Alzheimer's unit 

Approximately 440 sf 

Ceiling mount, general diffusing fluorescent, 

arabient ill\imination level 30 fc 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Brown/cream tweed, direct glue down, wall-to-

wall carpeting 

Light yellow matte vinyl wall covering 

Six double hung, mini blinds 

One flush, wood, solid core, dutch door; one 

flush, wood, solid core exterior door 

Predominant color palette; Neutral 
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Interior Components by Area Description 

Fumishlngs: Metal and wood laminate folding tables, chrone 

and vinyl stacking chairs, chrome and tweed 

fabric chairs, upholstered bench, base cabinets 

with sink and serving space, storage shelf unit 

for tape player and craft supplies 

Activity Area 

Dining Area used for activities; see Dining 

Area for components 

Craft Area 
Dining Area used for crafts; see Dining Area 

for components 

Rest Area 

Lighting: 

Two rooms in general center but used by 

Alzheimer's clients if necessary 

Approximately 300 sf each 

Ceiling mounted, general diffusing fluorescent, 

ambient illumination level 2 fc 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Predominant color palette: 

Fumishings: 

Brown/cream tweed, direct glue down wall-to-

wall carpeting 

Light yellow matte, vinyl wall covering 

One dotible hting with mini blinds 

Flush, wood, solid core 

Neutral 

Two hospital beds (in each room), five lounge 

chairs, wood and vinyl, metal and vinyl 

Restrooras/Bathrooms 

Lighting: 

One restroora for Alzheimer's clients, 

tub/shower facility available if necessary 

Restroom approximately 35 sf 

Wheelchair accessible toilet available in 

shower area approxiraately 90 sf 

A round incandescent ceiling raount, direct/ 

indirect over lavatory, ambient illumination 

level 20 fc, task illumination level 26 fc 
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Interior Components by Area 

Floor treatnent: 

Description 

Cream-colored terrazzo pattem resilient 

flooring 

Wall treatment: Cream/green/mst stripe wall paper with styl-

ized flower pattem 

Window type and treatment: None 

Doors: Flush wood, solid core, inward swing 

Predominant color palette: Complementary 

Fumishings: 

Toilet 

Tub/shower 

Lavatory 

Wheelchair accessible, grab bars 

Shower seat, hand-held spray tinit, grab bars, 

single level control, nonslip 
Wheelchair access underaeath (pipes wrapped), 
rear mount controls 

Outdoor Area 
Enclosed yard with grassy area and patio 

No wandering path 
Redwood tables, chairs, lounges, barbecue grill 
Perimeter of area is secured by 6* chain link 

fence; clients can see through to view 

children's playground 
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Site #6 - Facility Profile 

Nane of center: PAL Adult Day Activity and Health Care Center 

Address: 806 Powell Street, Midland, Texas 79701 

Director: Lenard Leftwich 

Average daily attendance: 10 

Setting: Freestanding 

Location: Suburban 

Phone: (915) 694-0732 

Nunber of years in existence: 2 

Square footage of facility: 1,740 

Number of staff members: 3 full time, 2 part time 

Services provided: 

medication management 

transportation 

support group 

Activities offered: 

a.m. and p.m. snacks 

hot lunch 

field trips 

exercise 

arts and crafts 

rausic 

parties and special functions 

table games 

Interior Components by Area 

Entry 

Lighting: 

Description 

Covered entry, direct path to door, ramp 

available 

Opens directly into living area, though entry 

area is defined by fumiture arrangement 

Approximately 144 sf 

Incandescent suspended luminaire, ambient 

illumination level 20 fc 

Floor treatment: 

Wall treatment: 

Beige cut pile wall-to-wall carpeting 

White matte paint over wall board 

Window type and treatment: One caseraent window, white mini blinds 
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Intcrior Conponents by Area 

Dcors: 

Predoninant color palette: 

Fumishings: 

Description 

Wood french door with glass panels, nanual 
operation 

Neutral 

One fabric upholstered, floral pattem sofa, 
wood and glass occasional table, reception 
desk, piano 

Living Area 

Lighting: 

Floor treatment: 

Wall treatment: 

Window type and treatment: 

Doors: 

Used also as activity area 

Approximately 600 sf 

Suspended incandescent, ambient illumination 
level 8 fc 

Beige cut pile wall-to-wall carpeting over pad 

White semi-gloss paint over wall board 

Five casement windows, white mini blinds 

None 

Predominant color palette: 

Fumishings: 

Neutral 

Ten dark blue vinyl recliners, one brown velour 
rocker, one gold velour rocker/lift chair 

Dining Area 

Lighting: 

Area also used for table games and crafts 
Approximately 80 sf 

Ceiling mount incandescent, ambient illumina-
tion level 20 fc 

Floor treatment: Beige cut pile wall-to-wall carpeting over pad 

Wall treatment: White semi-gloss paint over wall board 

Window type and treatment: One casement window, creara curtain 

Doors: Panel, wood, hollow core, painted white with 

window 

Predominant color palette: 

Fumishings: 

Neutral 

54" round wood table with glass over top, metal 

chairs with vinyl upholstery 
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Interior Components by Area Description 

Activity Area 

Craft Area 

Rest Area 

No separate activity area 

Group activities performed in Living Area 

Table games played in Dining Area 

See Living Area and Dining Area 

No separate craft area 

Crafts done in Dining Area and in business 

office 

See Dining Area 

Used also as nurse's office 

Approximately 120 sf 

Lighting: Incandescent ceiling mount, ambient illumina-

tion level 12 fc 

Floor treatment: Beige cut pile wall-to-wall carpeting over pad 

Wall treatment: White semi-gloss paint over wall board 

Window type and treatment: Two casements, white mini blinds 

Doors; Flush, wood, hollow core, painted white 

Predominant color palette: 

Furnishings: One twin bed, yellow painted wood, one wood 

shelf unit 

Res trooms/Bathrooms 
Two bathrooms; one with toilet and tub, one 

with toilet and shower 

Wheelchair accessible 

Approximately 35 sf and 70 sf, respectively 

Lighting: Ceiling mount incandescent, ambient illvunina-

tion level 12 fc 

Floor treatment; White resilient tiles 

Wall treatment; White semi-gloss paint over wall board 

Window type and treatment; 

Doors: 

One casement window, cream curtains 

Flush, wood, hollow core, painted white 

Predorainant color palette: 
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Interior Conponents by Area Description 

Fumishlngs: 

Toilet 

Shower 

Lavatory 

Wheelchair accessible, grab bars, floor nount 
No institutional features 

Clear wheelchair access, rear moimt controls 

Outdoor Area 

Large grassy area common to other duplexes, 

secured by 6' cement block wall 

No wandering path 

Wood picnic tables available 

No sheltered space 



Site #7 - Facility Profile 

Nane o£ center: Abilene Day and Health Care Center for Adults 

Address: 3518 S. 7th, Abilene, Texas 79602 

Director: Norene Mansell 

Average daily attendance: 37 

Phone: (915) 672-5742 

Setting: Freestanding 

Location: Urban 
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Number of years in existence: 12 

Square footage of facility: 4,500 

Ntimber of staff members: 8 full time, 4 part tirae, 2 volunteers 

Services provided: 

raedication management 

physical therapy 

transportation 

nursing services 

Activities offered: 

social work services 

breakfast 

hot lunch 

p.m. snacks 

field trips 

exercise 

arts and crafts 

table games 

parties and special functions 

Interior Components by Area 

Entry 

Description 

Client entry is covered and provided with a 

ramp for wheelchair accessibility 

Entry is directly into dining area 

See Dining Area for coraponents 

Living Area 

Lighting: 

Floor treatnent: 

Wall treatment: 

Used also for group activities 

Approximately 1,500 sf 

Ceiling mounted fluorescent, exposed tubes, 

ambient illumination level 24 fc 

Green/gold tweed direct glue down carpeting 

Cream semi-gloss paint over concrete block 
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laterior Conponents by Area 

Nindov type and treatment: 

Doors: 

Predoninant color palette: 

Description 

Six clerestory windows, two 3JÎ X 6' fixed glass 

windows, no window treatnent 

Interior—flush metal painted to match walls; 

exterior—metal door with glass panel 

Neutral 

Fumishings: Sixteen beige vinyl recliners, one beige velour 

sofa and loveseat, one green plaid wood and 

upholstered sofa, chrone and vinyl cantilever 

design side chairs, bookshelves, piano, two 

nurse's desks 

Dining Area 

Two dining areas, one also used as client entry 
Approxinately 450 sf 

Ligbting: Recessed wide profile fluorescent, ambient 
illtimination level 42 fc 

Floor treatment: White/gray streaked resilient tiles 

Wall treatment: Light blue matte paint over brick, concrete 

block 

Window type and treatment: Two fixed glass, no window treatment 

Doors: Flush metal door, painted to match walls 

Predominant color palette: Blue, light value 

Fumishings: Five metal and wood laminate folding tables, 
chrome and vinyl chairs 

Activity Area 
Group activities take place in dining and 

living areas 

See Dining Area and Living Area for components 

Craft Area 
Separated from living area by 7' storage unit 

Lighting: Ceiling mounted fluorescent, exposed tubes, 

ambient illumination level 14 fc 

Floor treatment: White/gray streaked pattem resilient tiles 

Wall treatment: Cream semi-gloss paint over concrete block 
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Interior Components by Area 

Nindov type and treatnent: 

Doors: 

Description 

One clerestory 

None 

Predoninant color palette: 

Fumishings: 

Rest Area 

Lighting: 

Neutral 

One metal and wood folding table, metal folding 

chairs, base cabinets, shelving unit, kiln 

Also used as treatment roora 

Approximately 130 sf 

Ceiling mounted fluorescent, ambient illtimina-

tion level 38 fc 

Floor treatment: 

Wall treatment: 

White/green speckled pattem resilient tile 

Light green matte paint over concrete block 

Window type and treatment: Two casements, raetal blinds painted to raatch 

walls 

Doors: 

Predorainate color palette: 

Fumishings: 

Flush, wood, solid core 

Green, light value 

One wood twin bed with yellow bedspread, one 

cantilever style chrome and vinyl chair, one 

wood examination table with padded vinyl top, 

lockable wood storage cabinet for medications 

Restrooms/Bathrooms 

Lighting: 

Two restrooms with five toilets each 

Shower available in women's restroom for 

occasional use only 

Approximately 130 sf 

Ceiling raounted fluorescent, exposed ttibes, 
arabient illuraination level 22 fc 

Floor treatraent: 

Wall treatraent: 

Beige/brown streaked resilient tiles 

Medium rose semi-gloss paint over concrete 

block 

Window type and treatment: 

Doors: 

None 

Flush, wood, hollow core, inward swing with no 

lock 
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Interior Components by Area Description 

Predoninant color palette: Medium rose and beige 

Fumishings: 

Toilet 

Shower 

Lavatory 

Wheelchair accessible, grab bars 

No institutional features 

Clear wheelchair access, rear mount controls 

Outdoor Area 
Enclosed patio area with wrought iron tables 

and chairs 
Trees, grassy area and planting beds surround 

patio with fotintain 

Exposed aggregate wandering path 

Six foot wood fence surrounds perimeter, gates 

camouflaged, padlocked 

No sheltered space 
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ADULT DAYCARE: ENVIRONMENTAL DESIGN 
STRATEGIES FOR PERSONS WITH 

ALZHEIMER'S DISEASE 

Research Instrument 

Including: 

Center Profile, Questionnaire, and 
Environmental Assessment 

Developed by: 

Karla M. Jackson 

with adaptations from similar 
research instruments 

by 
JoAnn L. Shroyer, Ph.D./J. Thomas Hutton, M.D., Ph.D 

Texas Tech University 
and 

Betty Jo White, Ph.D. 
Oregon State University 

Texas Tech University 
May 1988 
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Note: For the purpose of this study, the diagnosis 

of Alzheiner.s disease alao includes patients 

with organlc braln syndrome, chronic brain 

syndrone, denentia, or other descriptors of 

progressive nental decline. 
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CENTER PROFILE 

Name of Center 

Address 

Director Phone 

Average daily attendance 

Setting: freestanding host agency 

Was facility originally designed as adult day care center? Yes No 

Location: urban suburban rural 

Funding agencies 

Number of years in existence 

Square footage of facility 

Number of staff nembers: full-time 

part-time 

volunteers 

Services provided: health care 

transportation 

meals and snacks 

other 

Activities: field trips 

arts and crafts 

exercise 

parties or special functions 

other _ _ _ ^ 
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QUESTIONNAIRE 
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QUESTIONNAIRE 

1. What rooms/areas are provided in this facility? List 

2. Does this facility operate a specialized, segregated area for 
persons with Alzheimer's disease? Yes No 

3. How many Alzheimer's patient's are served by this facility? 

4. What types of activities are engaged in by Alzheimer's patients on a 
typical day and in vhat areas do they occur? 

livinq dininq entry activity craft rest 
valking 
vatching t.v. 
vatching others 
reading 
listening to music 
playing music 
talking to oneself 
group activities 
table games 
crafts 
sleeping 
exercise 
other 

5. Do Alzheimer's patients exhibit problems vith negotiation of the 
environment? Explain. 

entry -

group/living area -

dining area -

activity area -
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cfdft arud 

rcst area -

bãth/shower area -

restrooms 

outdoor area -

Comments: 

6. Do Alzheimer's patients display disorientation with the location of 
spaces within the faciiity? List spaces in vhich they most often 
become disoriented. 

entry activity area bath/shower 
group/living craft area restrooms 
dining rest area outdoor area 

Are there probieros with proximity of spaces? List. 

8. Do Alzheimer's patients seem to exhibit more visual difficulty than 
do other elderly clients? Yes No 

9. Do Alzheimer's patients seem to exhibit more hearing difficulty than 
do other elderly clients? Yes No 

10. Hov many Alzheimer's patients use supportive devices? indicate device 

cane valker vheelchair other (describe) 
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12. Do individuals with Alzhcimer's discasc uae furniture for support 
or aid in movement? Yes No 

13. Do individuals with Alzheimcr's disease appear to prefer any 
particular piece of furniture in each area? Indicato preference. 

entry -

group/living -

dining area -

activity area -

craft area -

rest area -

outdoor area -

14. Do individuals shov a preference for certain spaces in the facility? 
Indicate preferred space. 

entry activity area bath/shower 
group/living craft area restrooms 
dining area rest area outdoor area 

15. Do individuals appear to have difficulty moving about the space due 
to types of, or changes in, floor surfaces? Describe. 

entry -

group/living -

dining area -

activity area -

craft area -

rest area -

bath/shower -

restrooms -

outdoor area -

circulation areas -

16. List housekeeping problems that result from Alzheimer's patients' 

conditions. 

spills incontinence loss of personal items 

other 
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17. Does Alzheimer's patient appear to be confused as a result of 
background noise? Yes No (Describe) 

18. What design considerations have been made for acoustical control? 

19. How do Alzheimer's patients react to glare or highly contrasting 
illumination conditions? 

20. Do Alzheimer's patients attempt to control daylighting? Yes No 

21. Do Alzheimer's patients attempt to control artificial illumination? 
Yes No 

22. Do individuals vith Alzheimer's disease enjoy looking out the 
vindovs? Yes No 

23. Are outdoor living areas available? Yes No 

24. Do Alzheimer's patients enjoy spending time in outdoor areas? Yes No 

25. What type of activity do they most enjoy? 

sitting vatching others 
valking playing games 
gardening other (Describe) 
playing vith pets 
swimming 

26. Do individuals vith Alzheimer's disease shov a preference for a 
particular outdoor area? Yes No (Describe) 

27. Do individuals attempt to leave the outdoor area? Yes No 

28. What types of latches/locks are on gates? 

29. Does the security system prevent individuals from vandering into 
off-limits areas or avay from the facility? Yes No 

30. Do Alzheimer's patients express frustration due to memory lapses? 
Yes No 
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Jl. Hov do they express frustration? 

verbally physically other (Describe) 

32. Do Alzheimer'b patients exhibit aggressive behavior toward staff or 
other clients? 

Staff Yes No 

Clients Yes No 

33. Hov is aggression demonstrated? 

verbally physically other (Describe) 

34. is aggression ever directed tovard a specific object in the 
environment? Yes No (Describe) 

35. Does aggressive behavior occur under specific conditions? (i.e 
presence of strangers, ringing telephone, television, etc-) 
Yes No (Describe) 

36. In vhat area of the facility does aggressive behavior usually occur? 

entry craft area outdoor area 
group/living rest area other 
dining area bath/shover 
activity area restrooms 

37. Do certain colors seem to agitate or have a calming effect on , 
Alzheimer's patients? Yes No (Describe) 

38. Do certain patterns seem to agitate or have a calming effect? Yes 
No (Describe) 

39. Hov and vhy vere each of the folloving components selected for this 
facility? 

Color palette -



l*ighting -

Floor treatments -

Wall treatments -

Windov treatments -

Furniture style -

Upholstery materials -

186 
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40. Have Alzheimer's patients expressed satisfaction or dissatisfaction 
with this facility? 

41. Have caregivers expressed satisfaction or dissatifaction vith this 
facilxty? 

42. Do Alzheimer's patients seem to make a smooth transition from the 
home environroent to the day care center environment? Yes No 

43. What difficulties are reported by caregivers? 

44. What changes vere made in this facility to improve the safety, 
security, comfort, or functional independence of the Alzheimer's 
patient? 

Safety -

Security -

Corofort -

Functional independence -

45. What changes have been roade in this facility to facilitate 
maintenance? List. 

46. Have caregivers or visitors made any surjgestions for changes in the 
environment to better accomroodate Alzheimer's patients? Yes No 
(Describe) 
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47. What changes vould you like to make and vhy? 

48. If you vere to make recommendations to other adult day care 
administratorSf vhat do you feel are the most important factors 
to consider in creating an interior environment to meet the needs 
of persons vith Alzheimer's disease? 
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ENVIRONMENTAL ASSESSMENT 
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ENVIRONMENTAL ASSESSMENT • 

Entrv/LobbY 

1. Path to door is direct. 

2. Path to door is free of obstacles. 

3. Entry is covered and protected from the elements. 

4. Entry is at street level. 

5. Entry provides a rarop vhich complies vith appropriate 
codes for vheelchair accessibility. 

6. Entry is secured. Describe. 

7. Door can be easily operated by individuals vith physical 
iropairments. 

8. Doorvay is vide enough for vheelchair passage. 

9. Entry has clear viev of parking lot/drive-

10. Approxiraate entry dimensions. x 

11. Entry closet is available for use by clients. Yes No 

12. Entry closet contains lighting. Describe. Yes No 

13. Describe luminaire type in entry. 

14. Describe luminaire layout. 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

Yes 

Yes 

Yes 

No 

No 

No 

15. General illuroination level. footcandles (measured 
vith hand-held light meter) 

16. Illuroination is adequate to enable older eyes to 
accommodate roore easily to brightness changes as 
clients enter froro outdoors . Yes No 

17. Describe floor treatroent. 

color - roaterial-

texture - pattern -

f in i sh - ref lectance value -
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18. Describe vall treatment. 

color -

texture -

material -

pattern -

reflectance value -

finish -

19. Describe furnishings. 

style -

material -

20. Seating is available for individuals vaiting for rides. Yes No 

21. Entry directs people to different areas of the facility. Yes No 

22. Describe orientation aids. 

23. Describe safety features. 

Comments: 
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Group/l.ivinq Area 

1. Approximate room dimensions. 

2. Describe luminaire types. 

3. Describe luminaire layout. 

4. General illuroination level. footcandles 

5. Increased illumination is provided for tasks (activities, 

eating, e t c ) . Yes No 

6. Task illumination level. footcandles 

7. Describe vindov types. 

8. Dcscribe vindov treatroent. 

9. Glass doors and vindovs vith sills less than 30" froro the 
floor are clearly marked to avoid accldents. Yes No 

10. Describe interior doors. 

11. Describe exterior doors. 

12. Exterior doors are securod. Describe. Yes No 

13. Describe predominant color palette 



M . Color contrasts from floor to valls. 

15. Color contrasts from furniture to floor, 

16. Color contrasts from furniture to valls. 

17. Describe floor treataent. r 

color -

texture -

material -

pattern -

finish -

reflectance value -
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Yes No 

Yes No 

Yes No 

18. Describe vall treatment. 

color -

texture -

material -

pattern -

finish -

reflectance value -

19. Describe furnishings. 

style -

material -

20. Describe orientation aids. 

21. Describe safety features 
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Commerits: 

Íhii^: 
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Dininq Area 

1. Approximate room diroensions. 

2. Describe luminaire types. 

3. Describe luroinaire layout. 

4. General illuroination level. footcandles 

5. Task lighting is available for dining. Describe. Yes No 

6. Task illumination level. footcandles 

7. Describe vindov types. 

8. Describe vindov treatment. 

9. Describe interior doors. 

10. Describe exterior doors. 

11. Describe predoroinant color palette 
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12. Colors contrast from floor to walls. 

13. Colors contrast from furniture to floor. 

14. Colors contrast from furniture to valls. 

15. Describe floor treatroent. 

color -

texture -

material -

pattern -

finish -

reflectance value -

16. Describe vall treatment. 

color -

texture -

roaterial -

pattern -

finish -

reflectance value -

17. Describe furnishings. 

style -

material -

18. Tabletops are light in color to contrast vith utensils 

19. Tabletops have matte finish to miniroize glare. 

20. Circulation paths are clear and 60" vide. 

21. Describe orientation aids. 

22. Describe safety features. 

Yes 

Yes 

Yes 

No 

No 

No 

Yes 

Yes 

Yes 

No 

No 

No 
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Activity Area 

1. Approximate room dimensions. 

2. Describe luminaire types. 

3. Describe luminaire layout. 

4. General illumination level 

5. Task illumination level. 

6. Describe vindov types. 

footcandles 

footcandles 

7. Describe vindov treatment. 

8. Describe interior doors. 

9. Describe exterior doors. 

10. Exterior doors are secured. Describe. Yes No 

11. Describe predominant color palatte. 
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12. Colors contrast from floor to valls. Ycs No 

13. Colors contrast from furniture to valls. Yes No 

14. Colors contrast from furniture to floor. Yes No 

15. Describe floor treatment. 

color -

texture -

material -

pattern -

finish -

reflectance value -

16. Describe vall treatment. 

color -

texture -

roaterial -

pattern -

finish -

reflectance value -

17. Describe furnishings. 

style -

roaterial -

18. Storage is available. Describe. 

19. Describe orientation aids. 

Yes No 

20. Describe safety features. 
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Comnents: 



201 

Craft Area 

1. Approxiroate rooro diroensions 

2. Descr ibe luminaire t y p e s . 

X 

3. Describe luminaire layout. 

4. General illumination level. footcandles 

5. Task lighting is provided for close vork. Describe. Yes No 

6. Task illuroination level. footcandles 

7. Describe vindov types. 

8. Describe vindov treatroent. 

9. Describe interior doors. 

10. Describe exterior doors. 

11. Exterior doors are secured. Describe. Yes No 
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12. Describe predominant color palette 

13. Colors contrast from floor to valls. Yes No 

14. Colors contrast from furniture to valls. Yes No 

15. Colors contrast from furniture to floor. Yes No 

16. Describe floor treatment. 

color -

texture -

roaterial -

pattern -

finish -

reflectance value -

17. Describe vall treatment. 

color -

texture -

material -

pattern -

finish -

reflectance value -

18. Describe furnishings. 

style -

roaterial -

19. Tabletops are matte surface to avoid glare. 

20. Circulation paths are clear and 60" vide. 

21. Storage area is available for supplies. Describe 

Yes No 

Yes No 

Yes No 
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22. Display area is available for finished crafts 

23. Describe orientation alds. 

Yes No 

24. Describe safety features, 

Comments: 
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Rcst Area 

1. Approximate room dimensions. 

2. Describe lurainaire t ypes . 

3. Describe luroinaire layout. 

4. General illumination level. footcandles 

5. Task lighting is available. Yes No 

6. Task illumination level. footcandles 

7. Artificial lighting has dimming capability. Yes No 

8. Describe vindov types. 

Describe vindov treatraent 

10. Windovs are not more than 30" froro floor to allov 
vieving from bed. Yes No 

11. Describe predominant color palette. 

12. Colors contrast from furniture to floor. Yes No 

13. Colors contrast from furniture to valls. Yes No 

14. Colors contrast from floor to valls. Yes No 

15. Describe floor treatment. 

color -

texture -
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roateridi -

pattern -

finish -

reflectance value -

16. Describe vall treatroent. 

color -

texture -

material -

pattern -

finish -

reflectance value -

17. Describe furniture. 

style -

material -

18. Number of beds available for napping or illness. 

19. Number of lounge chairs available for resting or reading 

20. Describe interior doors. 

21. Circulation paths are clear and 60" vide. Yes No 

22. Describe orientation aids. 

23. Describe safety features 
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Cummunts: 

• 
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Rest rooros/BathroQms 

1. Number of restrooms available 

Number of showers/baths available. 

3. Describe roomplan of each with approxiroate room dimensions 

Restrooms: 

Bathrooras 

4. Men and woroen's toilets are separate. Yes No 

5. Tub/shower areas are separate froro toilets. Yes No 

6. Number of toilets available for vomen. 

7. Number of toilets available for men. 

8. Shovcr stalls use curtains or doors (circle one). 

9. Toilet stalls use curtains or doors (circle one). 

10. Wheelchair accessibility criteria are roet: 

• Clear space of at least 60''x60'' is available. 

•Toilet stalls measure 48"x66" for vheelchair. 

*Grab bars available at toilets. 

• Area under lavatory is clear for vheelchair access. 

• Mirror is less than 40" from floor. 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 
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Bathing equipment is institutional in design. 
(l.e. non-slip surface, single lever control, tub 
seat, hand-held spray unit, grab bars). Yes No 

* Shover facility is institutional in design. 
(i.e. shover seat, hand-held spray unit, grab bars, 
non-slip surfdce, single lever controls). Yes No 

11. Describe lavatory controls (i.e. side mount, rear mount, 
lever type, etc.) 

12. Describe location of light svitched (on each room plan). 

13. Describe luminaire types. 

14. Describe luminaire layout (on each room plan). 

15. General illumination level. footcandles 

16. Task lighting is available at mirror. Yes No 

17. Task illumination level. footcandles 

18. Describe predominant color palette. 

19. Colors contrast from floor to valls. Yes No 

20. Colors contrast from furniture to floor. Yes No 

21. Colors contrast from furniture to valls. Yes No 

22. Describe floor'treatment. 

color -

texture -

material -

pattern -

finish -

reflectance value -
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23. Describe vall treatment 

color -

texture -

material -

pattern -

finish -

reflectance value -

24. Describe vindov type. 

25. Describe vindov treatroent 

26. Describe interior doors. 

27. Doors sving out so hinges could be removed from outside 
should an individual lock himself inside. 

28. Restrooms are in close proximity to dining area. 

29. Restrooms are in close proximity to living area. 

30. Restrooros are in close proximity to rest area. 

31. Describe orientation aids. 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

32. Describe any additional safety features. 
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Outdoor Recreation Area 

l. Outdoor space includes enclosed area for clients 
to sit and relax (patio, courtyard, porch, balcony, 
terrace, etc.) Describe. Yes No 

2. Area is sheltered to limit exposure to clements. Yes No 

3. Area contains gardening plot or planting beds. Yes No 

4. A secure vandering path is provided. Describe. Yes No 

5. List other outdoor features (pool, tables, barbeque 
grill, game areas, etc.) 

6. Describe furnishings. 

7. Storage is available for gardening/game equiproent. Yes No 

8. Perimeter of area is fenced or valled. Describe Yes No 

9. AIl gates are secured. Describe. Yes No 

10. Outdoor area can be vieved from inside the facility. Yes No 
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CowBents: 
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General 

1. Windovs and glass doors vith sill less than 30" from floor 
are clearly marked. Yes No 

2. AII stairvays and elevators are secured or alarmed. Yes No 

3. AII exits from facility are disguised from inside to 
inhibit AIzheimer'B patients from trying to leave the 
facility-

4. AII exits are openable but equipped vith alarm systems. 

5. Handraiis are available along vall surfaces. 

6. Long corridors are avoided vhen possible. 

7. Travel is short and direct to all parts of the facility. 

8. Thresholds and level changes are avoided. 

9. Floor surfaces are non-slip and non-shiny. 

10. Materials vith small patterns vhich may confuse the 
Alzheimer's patient are avoided. ^es No 

Comments: 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

No 
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