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This monograph reviews current literature published since 1986 about people with dementia,
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Preface and Acknowledgments

This monograph is the second volume of Environments
for People with Dementia: Annotated Bibliography.
The First Bibliography was published in 1989. This
volume covers literature which appeared between 1986
and 1993, with concentration on items published be-
tween 1988 and 1993. The first bibliography was one
of several publications developed through the course of
aresearchand development project titled Environments
for People Wi mentia.

The project was directed toward the development of
guidelines for environmental design responsive to the
needs of people with dementia and their care-givers. To
meet this goal, a wide range of needs, behaviors, and
user groups were considered. Similarly,acontinaum of
living arrangements — from independent residential
settings to institutions — were examined.

The overall project was organized into four primary
phases and related products:

(1) an annotated bibliography;
(2) case study analyses;

(3) regulatory analyses;

(4) design guide.

These four reports were published in 1989 by the
American Institute of Architects/ Association of Colle-
giate Schools of Architecture, (AIA/ACSA) Health
Facilities Research Program, Washington D.C.

The first volume presented the results of the initial
phase — An annotated bibliography focused on the
literature about people with dementia, therapeutic goals
for this population, and the social, organizational and
physical environments in which they live.

This second volume follows the same conceptual orga-
nization as the first volume. This volume was devel-
oped by members of the Institute on Aging and Environ-
ments, supported by a grant from the Helen Daniels-
Bader Charitable trusts.
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Fact Sheet on Alzheimer’s
Disease*

Definition and Scope

Symptoms

Causes and Research

Alzheimer’s disease is a progressive, irreversible neu-
rological disorder that affects an estimated 2.5 million
American adults. It is the most common form of
dementing illness. Over 150,000 die of Alzheimer’s
disease annually, which makes it the fourth leading
cause of death in adults, after heart disease, cancer and
stroke.

The disease, firstdescribed by Alois Alzheimer in 1906,
knows no social or economic boundaries and affects
men and women equally. Most victims are over 65;
however, Alzheimer’s disease can strike in the 40s and
50s. Most Alzheimer’s disease victims are cared for at
home, although many persons in nursing homes have
dementia. Alzheimer’s disease is devastating for both
victims and their families and has been called “the
disease of the century”.

Symptoms of Alzheimer’s disease include a gradual
memory loss, decline in ability to perform routine tasks,
impairment of judgment, disorientation, personality
change, difficulty in hearing, and loss of language
skills. There is variation in the rate of change from
person to person. The disease eventually renders its
victims totally incapable of caring for themselves.

The cause of Alzheimer’s disease is not known and is
currently receiving intensive scientific investigation.
Suspected causes include a slow virus or other infec-
tious agent, a genetic predisposition, environmental
toxins such as aluminium, and immunologic changes.
Other factors also are under investigation.

Scientists are applying the newest knowledge and
research techniques in histology, virology, immunol-
ogy, toxicology, neurology, psychiatry, pharmacology,
biochemistry, molecular genetics, and epidemiology to
find the cause, treatment, and cure for Alzheimer’s
disease and related dementias.



Diagnosis

Treatment

Economic Impact

There is no single clinical test to identify Alzheimer’s
disease. Before diagnosis of the disease is made, other
conditions must be excluded. These include potentially
reversible conditions such as depression, adverse drug
reactions, metabolic changes, nutritional deficiencies,
and head injuries.

Each person with possible Alzheimer’s disease symp-
toms should have athorough evaluation. Recommended
tests include physical, neurological, psychological, and
psychiatric examinations, and laboratory studies in-
cluding blood studies, computerized tomography (CT
scan), electroencephalography (EG), and occasionally,
studies of the spinal fluid. While this evaluation may
provideaclinical diagnosis, confirmation of Alzheimer’s
disease requires examination of brain tissue, which is
usually performed at autopsy.

Althoughnocure for Alzheimer’s disease is available at
present, good planning and medical and social manage-
ment can ease the burdens on the patient and family.
Appropriate medication can lessen agitation, anxiety,
and unpredictable behavior, improve sleeping patterns
and treat depression. Physical exercise and social
activity are important, as are proper nutrition and health
maintenance. A calm and well-structured environment
may help the afflicted person to maintain as much
comfort and dignity as possible.

The course of this disease is usually over several years,
sometime of which may require total care regarding
daily activities such as eating, grooming, and toileting.
It is estimated that more than $40 billion is spent
annually on the costs of caring for Alzheimer’s disease
victims, both in nursing homes and at home.

* Adopted by permission from the Alzheimer’s
Disease and Related Disorders Association Inc.
of South Eastern Wisconsin.



Conceptual Approach

The Conceptual Model

Literature relevant to dementia and design may be
organized in terms of five areas of interest:

(1) people with dementia;

(2) The social environment in which they love (e.g.,
family and friends);

(3) the organizational environment (e.g., policy and
programs) of relevant institutions (e.g., home health
services, state licensing agencies, nursing homes);

(4) the physical environment in which people with
dementia live, whether this be a single family home,
group living situation, or institution; and

(5) the therapeutic goals which shape social, organiza-
tional and physical environments to best meet the needs
of people with dementia.

This model (as illustrated in the figure below) reflects
the multiple ways in which the physical setting can
serve a therapeutic role. In addition, the physical
environment affects the social and organizational envi-
ronments, and can contribute to the quality of life of
people with dementia.




Annotation Framework

American Psychological Association. (1983). APA
editorial style. Publications Manual of the American
Psychological Association (3rd ed.).

[1] Every annotation includes a citation (based upon
the American Psychological Association format).

Description

The Alzheimer’s Patient

Environmental Context

Therapeutic Goals

Research-Based Findings

Policy, Planning, and Design
Implications or Guidelines

[2] A brief annotation characterizing the nature of the
article (e.g., academic journal article based on
empirical research or non-technical book for families
and caregivers).

[3] Information dealing with people with dementia.
This includes discussion of the nature of these
diseases as well as the needs and pattemns of behavior
of both patients and caregivers.

[4] Some selections, for example, reports of empirical
research, will provide information on the environ-
mental context in which the research was carried out.
As defined in the conceptual approach, the environ-
mental context may include social organization, and
physical (e.g., buildings or neighborhood) compo-
nents.

[5] Therapeutic goals for the treatment of people with
dementia are presented in many books and articles.
Such goals might include “preservation of the
dignity” or "maximum independence” of affected
individuals. Such goals clearly have implications for
the relationship between people with dementia and
their social, organizational and physical environ-
ments; they typicaly provide the basis for operational
policy, planning and design guidelines.

[6] Research-based findings are presented only for
those selections which contain some form of empiri-
cal or “scientific” study of people with dementia and
the environments in which they live.

[71 Implications or guidelines for policy, planning
and design may relate to the social, organizational
and/or physical environments (if the ideas have
already been incorporated into the design, the
heading will be Design Features). Such guidelines
may emerge from either research based or non-
technical treatments of people with dementia.




Conceptual Framework for Annotations

Information judged to be most relevant to the under-
standing of the development and characteristics of
Alzheimer’s disease and other forms of dementiaamong
the elderly was reviewed and annotated. The informa-
tion includes the functional, physical, and emotional
needsof these people, their families, and other caregivers
with whom they interact. The conceptual approach is
reflected directly in the framework employed for the
annotation. As illustrated on the next page, this frame-
work is in seven categories. Each annotation includes
summary information relevant to one or more of these
categories.

Scanning of annotations to determine which of these
seven categories of information are included provide an
initial, quick means to gauge the content and relevance
of individual selections. One can determine, for ex-
ample, what therapeutic goals are considered, whether
guidelines are presented, and if so, whether they are
research based.



Procedure

A multi-pronged approach relevant for this monograph
was employed to gather relevant literature. It included:

» computer searches focusing on Alzheimer’s disease
and environmental design

« review of standard references on dementia

« consultation with experts in the field

In all cases, our goal was to identify “cutting edge”
items which provide useful background on Alzheimer’s
disease and/orprovide guidance for environmental plan-

. ning and design. Given our rather specialized focus and

desire to cover the most recent literature, this bibliogra-
phy is not meant to be and should not be viewed as
exhaustive. The literature reviewed consists of publica-
tions which appeared primarily in the years 1988-1993.

The bibliography is divided into two sections:

The annotated bibliography includes fifty items se-
lected for annotation, organized alphabetically, and
listed in the index (pp. 7-8 ).

The supplemental bibliography includes a biblio-
graphic list of additional sources which were not anno-
tated at this time, but were considered relevant and of
importance.
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Benson,D. M., Cameron, D., Humbach, E., Servino,
L., & Gambert, S. R. (1987). Establishment and
impact of a dementia unit within the nursing home.

Journal of the American Geriatrics Society, 35, 319-
323.

Description

Environmental Context

Therapeutic Goals

Research-Based Results

Design Implications

10

A group of nursing home residents were admitted to a
dementia unit and were assessed three times: prior to
admission and at four and twelve months after admis-
sion. After they resided in the dementia unit, there was
improvement in their mental and emotional status as
well as activities of daily living. These results suggest
that the dementia client benefits from a specialized care
unit (SCU).

A 46 bed dementia unit at the Ruth Taylor Geriatric and
Rehabilitation Institute (RIT) was established within
the teaching program of New York Medical College.
Thirty-six women and ten men were taken from the RIT
and screened by a multidisciplinary team for pre-estab-
lished criteria including a diagnosis of dementia at least
6 months prior to admission. Patients who were assaultive
were excluded from the study. Thirty- two subjects
were studied and assessed by a detailed interview in
which a rating scale was completed. The New York
State Department of Health Long-Term Care Place-
ment Form, Medical Assessment Abstract was also
used as an assessment tool. Both of these assessments
were used prior to admission and at four and six months
in the SCU.

To enhance the quality of life of the dementia client by
providing them with a unique environment to meet their
needs.

Statistically significant scores showing improvement in
both mental and emotional status as well as activities of
daily living were given at four months and maintained
through a twelve month period. There was no statistical
significance in the New York State assessment scores.

» each corridor, nursing station, and day room has an
orientation board

« the door of each patients room is color coded

« the patient’s name and picture isdisplayed adjacent to
each patient’s door

» all doors to the unit were alarmed and a one staff
member is assigned to each door at all times

» 3 double doorknob was installed to prevent exiting



Berg, L. et al. (1991). Special care units for persons
with dementia. Joyrnal of the American Geriatrics So-
ciety, 39(12), 1229-1236.

Description

The Alzheimer's Patient

Needs

Desirable outcomes

Therapeutic Goals

Current Approaches for SCU

This article defines issues of special care and special
care units (SCU) for Alzheimer's patients. Specifically,
what are special care units, do they work? and what
research methodologies complicate their evaluation?

Alzheimer's patients share the same basic needs of all
humans which includes the need for physiological sup-
port, safety, belonging, esteem and self-expression.
However, they require more help to meet these needs.

Presently, there is not a consensus on the appropriate
outcome of special treatment of Alzheimers. Desirable
outcomes depend upon the stage of the disease. In the
early stages, socialization, the prevention of new dis-
abilities and maintaining ambulation and continence
are often considered priorities. During later stages,
mobility in the wheelchair or bed and nutrition become
primary goals. In the last phase, family support and
maintaining comfort become most important.

» evaluate potential residents for psychiatric and medi-
cal needs

« reevaluate the resident frequently to determine their
needs and any evidence of excess disabilities, other
illnesses or medication effects which affect the
dementia

« establish a secure, dignified, stable, personalized
environment without inappropriate barriers but with
redundant cueing

« attend to the individual residents customary routines,
valued rituals and quality of life

« de-emphasize the traditional medical thrust of nursing
home care and promote activity and social work
components

» integrate the environment with meaningful special-
ized programs io assist the cognitively impaired indi-
vidual and to maximize their level of cognitive and
physical functioning.

« encourage appropriate resident autonomy and social
interaction with other residents, family and staff

« train, supervise, and support staff to provide a caring
management that rewards acceptable behaviors and
ignores unacceptable behaviors

» analyze problem behaviors of resident to find and
correct probable causes whenever possible

11



Unresolved Issues for SCUs

Research-Based Findings

SCU Management Modalities

Physical Environment

Staff Approaches to Care

Therapeutic Programs

Involvement of Families

12

» provide programs of staff development, goals, and
awards to promote staff satisfaction and stability

» help the family initially by setting reasonable mutu-
ally acceptable expectations and defining the unit's
goals and programs; thereafter by providing counsel-
ing and support groups

» maintain family involvement in care and decision
making when appropriate

» There is considerable disagreement about the gains of
clustering patients with dementia in one unit. Some
consider this practice to further stigmatized demented
patients and creates a lack of arole model for adaptive
behavior

« There is also a disagreement about the use of stimulus
reduction and stimulus enhancement as a positive
therapy method

» Discharge policies are also a point of contention--
should a resident remain in the unit until his or her
death or be discharged from the unit once they are no
longer benefiting from the program

« Reduction of noxious stimuli

« Provision for safe wandering

« Access to outdoors

» Wayfinding cues

» Visual, tactile and auditory sensory stimulation

» Individualized care planning and provision

» A team approach to care with consistent staffing

« Behavior modification

» Minimization of physical and pharmacology restraints
» Emphasis on patient dignity

« Approaches and activities appropriate for resident
cognitive and functional status

» Focus on resident strengths and familiar activities
such as religious, cultural and ethnic rituals

» Group occupational, physical, and activity therapy
such as cooking, gardening, dancing, exercise and
sensory stimulation

+ One-on-one activities such as ball throwing, review of
photo albums and hand massage

« Encouragement of family participation in activities
and care
» Provision of information and support groups



Summary of Relevant Research

Impediments to Research

Policy Implications

Regulatory Issues

Fiscal Issues

Thereis a general lack of well designed researchstudies
of nursing homes. This is also true of published re-
search on SCUs. Research does indicate that although
there is no standard model for a SCU there are consis-
tent defining characteristics. Comparisons between
SCU and traditional settings indicate that SCU patients
are younger, not supported by medicaid, are able to
walk independently and have slightly more behavior
problems. Comparative data indicated that the quality
of care was more favorable but no conclusive data could
be derived concerning residents' function or outcome.
A similar study comparing SCU residents and a tradi-
tional unit did not reveal any benefits or harmful effects
onSCU patients. There needs to be more studiesof SCU
effectiveness, family satisfaction and staff satisfaction.

Research of SCUs is difficult due to conceptual and
methodological reasons. A clear definition of SCUs'
residents, organizational goals, and physical environ-
ment is impossible due to great variability among pro-
grams. There is also considerable difficulty in selecting
a unit for analysis (e.g. the resident, subgroup of resi-
dents, staff, the care unit, etc.). Statistical tests are
difficultto conduct with the typical small sample size of
SCU residents (average SCU has 30 beds). In addition,
SCU research has the usual problems associated with
aging research. (i.e. such as mortality, the progression
of aging, etc)

There is considerable variation among the existing
SCUs in the areas of physical design, management
philosophy, and staffing activity programs. Some ob-
servers believe that special care in these units is only
used as a marketing tool and a reason to charge higher
prices. As aresult there is amovement in several states
to regulate special care units. Most people favor guide-
lines rather than regulations because their is disagree-
ment about a model program and they believe experi-
mentation with alternative methods of care should be
encouraged.

Many SCU directors report that their units are not
lucrative because of the difficulty of planning for addi-
tional care while keeping costs down, the problems with
break-even strategies and developing appropriate fee
structures and the costs of training programs. Cur-
rently, Medicaid reimbursement rates are not consis-
tent with SCU rates which are considerably higher than
traditional care. Unless SCUs are highly regulated, it is
unlikely that Medicaid payments will increase for SCU
residents. The economics of SCUs is affected by policy
issues which need to develop specific terminology,

13
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determine the advantages and limitations of SCUs and
define the difference between it and special programs.
Other issues include the need to understand the long-
term fiscal viability and how they fit into the continuum
of care for Alzheimers patients.



Calkins, M. P. & Namzi, K. H. (1991, January/
February). Caregivers’ perceptions of the effectiveness
of home modifications for comrnunity living adults
with dementia. The American Journal of Alzheimer’s
Care and Related Disorders & Research, 6(1), 25-28.

Description

Environmental Context

Research Based Results

Modifications to ManageWandering

Modifications to Manage Incontinence

Modifications for Safety & Independence

Bathroom

Kitchen

A telephone survey of home caregivers for individuals
with Alzheimer’s disease is presented and discussed.
Respondents were asked to report typical behavior
problems, any modifications made to the residence due
to the behavioral problems and the effectiveness of the
modifications.

Fifty-nine caregivers in northeastern Ohio were inter-
viewed in a semi-structured format over the telephone.
A modification was defined by the research team as
“any change made for safety, security or comfort.”
Each of the 59 respondents had made at least one
modification to the home.

Sixty-nine percent of the caregivers reported their fam-
ily member wandered out of the house. Modifications
to prevent wandering included altering the locks, hang-
ing a curtain in front of the door, and moving a piece of
furniture. Seventy-three percent of these modifications
were successful while seven percent did not work well
at all.

Sixty-eight percent of the caregivers reported inconti-
nence as a problem. Modifications for incontinence
included leaving the lights on, raising the toilet seat
height, installing a portable toilet and adding signage.
Forty-eight percent of these modifications worked well
while twenty-one percent did not work at all.

Modifications were made the most frequently in the
bathroom and in the kitchen but were also made in the
living room, bedroom and stairways.

Modifications included removing medicines from the
bathroom, installing shower or tub chair, adding grab
bars, adding a non-skid tub mat, installing a hand held
shower nozzle. Ninety-one percent of these changes
worked well and only three percent did not work well at
all

Modifications included unplugging appliances,
removing dangerous equipment, installing

15
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Living Room, Dining Room,
Bedroom and Stairway

Modifications to Reduce Havoc & Confusion

separate power switch for stove, installing
signage to point out hazards. Seventy-six
percent worked well but ten percent did not
work well at all.

Modifications included removing long cords,
adding bedrails, and installing safety gates at
the top of the stairs. Eight-five percent of the
modifications to the living and dining rooms
worked well; seventy-nine percent in the
bedrooms worked well and seventy-eight per-
cent of the stair modifications worked well.

Typical modifications included limiting ac-
cess to one or more rooms, removing clutter,
dangerous objects and unnecessary furniture.
These modifications worked well seventy-four
percent of the time while eight percent did not
work at all.



Chafetz, P. K. (1990). Two-dimensional grid is inef-
fective against demented patients' exiting through glass
door. Psychology and Aging, 5(1), 146-147.

Description

Alzheimer’s Patient

Geriatric Wandering

Perceived Barriers

Environmental Context

Research-Based Findings

A study of the effects of a two dimensional grid on the
floor on controlling egress in a nursing home setting. It
was hypothesized that the frequency of exiting attempts
would be significantly lower when a taped grid was in
place than in no grid periods. Results were intended to
extend a previous study conducted in a state psychiatric
hospital geriatric ward.

Geriatric wandering is defined as ambulation that is
independent of environmental cues. The most common
form of geriatric wandering for demented individualsis
trespassing.

Demented individuals often perceive two-dimensional
objects as three dimensional.

The setting for the study is a special care unit for
demented patients in a 300 bed, not for profit retirement
and long term care facility. The special care unit was
located on the ground floor with double glass doors
leading to the outdoors. The thirty residents in the unit
were studied to determine the effects on unauthorized
exiting by placing eight strips of black tape parallel to
the door on the floor. The number of unauthorized door
openings and the number of instances a staff member
distracted a resident from opening a door was recorded
over a twenty-four hour period. These results were
compared to frequencies of unauthorized exiting before
and after the intervention of the tape. Results are given
in a statistical analysis of the two conditions

Results did not support the hypothesis that the tape grid
would reduce unauthorized exiting orremoving the grid
would result in increased exiting behavior. It was
believed that the enticing view visible through the glass
doors distracted residents attention from the grid.
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comes of SCU care. Clinical Gerontologist, 11(1), 19-
38.

Description

Environmental Context

Research-Based Findings
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This study compared 12 residents of a dementia
special care unit (SCU) and 8 residents of a segregated
but not specialized dementia unit in another nursing
home, to test the impact of specialized care on
longitudinal (13-15 months) change in behavior and
cognition. The longitudinal model included specialized
elements in activities, staff selection and training, physi-

-cal environment, and family involvement.

Development of the SCU environment emphasized
three elements: creating an outdoor patio, securing
exit doors, and securing closet doors and bureau
drawers. The unit has exclusive, direct access to a
large patio, newly constructed for the SCU. The 1500
square foot patio is surrounded by an unclimbable six-
foot wooden fence. Many resident activities are held on
the patio. The fence is functionally locked by a pair of
spring-loaded latches.

Three methods were used to secure exit doors. The
first was a tape grid. The second was a "cognitive lock”,
i.e. installing a second latch on each exit door. The third
method uses magnetic locks which are opened by enter-
ing a four digit code on a digital keypad. In resident
rooms, bypass closet doors and three out of four drawers
per bureau were equipped with manual latches to deter
rummaging by the residents.

Preliminary studies suggested that the units' staff/resi-
dent ratios were quite similar, and the SCU contained
slightly more environmental amenities than the com-
parison unit, chief among them being the dedicated
patio. Results of the longitudinal study indicate that the
SCU had very little differential impact on the behav-
ioral or cognitive course of the subjects’ dementia. No
results suggest any supertority of outcomes on the SCU
over those on the segregated but not enriched compari-
son unit.

As the outcome measures were "wide band", it is
possible that some unit differences did have significant
effects on some behaviors, but were cancelled out, or
otherwise undetected. Also, itis possible that cognition
and overt behavior are not the most sensitive domains of
response to SCU care. It may be more appropriate to
compare the quality of life experienced by demented
residents of SCUs and other units. According to anec-
dotal reports of the SCU staff and relatives, SCU resi-



dents were reported to be, on average, brighter and
happier then demented residents in other units. Despite
the methodological difficulties involved, it may be
important to address quality of life as an outcome
variable with SCU residents.
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signing the long-term care facility. Physical and Occy-
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Description

SDAT Patient

Sensory Losses

Therapeutic Goals

Design Implications

Lighting

Noise Levels
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An overview of projected design changes in nursing
home facilities including specific dementia unit designs
are examined. These design changes stem from envi-
ronmental conditions found in six Minnesota long term
facilities during consultations. Design solutions for
lighting, finishes, fixtures, furnishings, and wall and
floor coverings are suggested.

The elderly lose senses as they age and therefore require
further environmental modifications to facilitate opti-
mal performance. The majority of dementia clients are
elderly and suffer even greater functional deficits when
the confusion is coupled with sensory losses. There-
fore, it is essential that the environment is modified in
order to provide compensation for the dementia client.

To minimize sensory problems of the elderly in nursing
homes as well as the dementia population, through
modification of the environment.

Too much or too little light can hamper the safety and
comfortability of the elderly. To prevent glare caused
by too much light, shiny floor surfaces and direct
lighting should be avoided. Using warm white fluores-
cent bulbs with minimal flickering and appropriate
fixtures can significantly decrease the glare. Corridors
should have 30 to 40 footcandles of lighting to provide
safety for the elderly individual. A variety of window
treatments allow for greater control of the outdoor
lighting to eliminate glare including mylar film, shades,
blinds, and draperies.

« Acoustical ceiling tile specially designed to absorb
sound in the frequency range where speech is most
intelligible is recommended in corridors and other
problem noise areas. When installing ceiling fans the
noise factor must be considered and it is suggested to
that the blades match the ceiling color; contrasting
blades cause confusion.

» Solution-dyed carpet with a liquid barrier that is
tightly woven is recommended to reduce glare, absorb
sound, create a secure environment, and provide a
homey atmosphere.



Landmarks

Furnishings and Fixtures

Specific Room Recommendations

Dementia Unit Recommendations

Cues which assist an individual in orientation and
wayfinding are recommended in a nursing home set-
ting, especially with the demented population. In a
multi- corridor or level facility, every corridor should
have unique identity by using colors, distinctive ob-
jects, and shapes.

Furniture must consider a number of things; it must suit
ambulatory residents and be wheelchair accessible, it
should be safe and comfortable and be homelike. All
low tables should be removed to avoid safety problems
with resident’s visual and balance problems. Adjust-
able tables are recommended to accommodate both
wheelchairs and ambulatory seating. The color of the
seat cushion should contrast in color with the floor so it
is distinguishable.

Resident rooms, lounges, dining areas, nurses stations,
bathrooms, and activity rooms are all discussed in this
paper specifically. These recommendations include
noise reduction, lighting, color contrast, homey atmo-
sphere, and landmark issues.

Many facilities design separate wings for dementia
clients in order to cope with their wandering and disori-
entation. Two areas of concern are addressed in this
article: safety and space. It suggests that the best way to
deal with wandering effectively is to ‘hide’ the exits.
Elevator buttons can be covered with pictures or signs,
cloth panels can cover door knobs, and barriers (plants,
gates, screens) can be placed to confine the residents to
a particular area. Other safety considerations suggest
bed rails are dangerous because residents get their feet
caught in them, windows also must be secured so
residents cannot climb out. Pacing areas are a must
because of the wandering in this population, it suggests
that by using aline on the floor wanderers tend to follow
it.
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Cleary. T. A., Clamon C., Price, M. & Shullaw, G.
(1988). A reduced stimulation unit: Effect on patients
with alzheimer’s disease and related disorders. Geron-

tologist, 28 (4), 511-514.

Description

Alzheimer's Patient

Levels of Stimulation

Environmental Context

Therapeutic Goals

Regulation of Stimulation

Research-Based Findings

Decreased Levels of Agitation

Positive Wandering
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An experimental Reduced Stimulation Unit (RSU) for
the care of people with Alzheimer’s disease or related
disorders is described and evaluated.

Thereislittle empirical research tosupportincreased or
decreased levels of stimulation as being optimal for the
dementia patient. However, due to the cognitive defi-
cits and nature of Alzheimer’s and related dementias,
high levels of sensory stimulation is believed to cause
agitation and catastrophic reactions.

The RSU opened with 11 patients. It waslocated within
an existing nursing facility, in an eight room, 16 bed
area separated by doors at the end of a hallway. Areas
for eating and small group activities were set up in four
oftherooms. Toreduce stimulation in the environment,
staff and family behavior, as well as the physical envi-
ronment were modified. Visual aspects of the unit were
neutral in design and color, and there were no potential
sources of stimulation from televisions, radios, or tele-
phones (except one telephone for emergencies).

The reduction of unnecessary stimulation is expected to
alleviate problems such as wandering, agitation, and
negative verbal feedback.

Agitation and mood swings were substantially reduced
in the RSU. Agitation levels rated on a 4 point scale
decreased from 1.7to8. Restraint use was significantly
reduced among those patients needing it, and family
members reported more calmness, serenity, and less
agitation in their patients.

Wandering created much less concern as patients were
free to wander safely anywhere on the unit and their
doing so was not disruptive to anyone. The closed doors
of the unit were clear boundaries and only occasionally
did patients attempt to leave the unit.



Increased Body Weight

Increased Socialization

Design Features

Doors

Visual Aspects

Noise Levels

Size

Weight loss was reversed using lower levels of stimu-
lation in a small dining room. Before the patients were
admitted to the RSU, all had been losing weight. After
itopened, 8 of the 11 had reversed the downward trend,
and 3 of those 8 needed to go on reduction diets.

An unanticipated effect of the new unit was an increase
in socialization. More interaction occurred both be-
tween patients themselves, and between the staff and
patients in the RSU.

The doors at the entrance of the RSU were camouflaged
in order to discourage patients from wandering out of
the unit.

Pictures and wall coverings were neutral in design and
color.

There were no potential sources of stimulation from
televisions, radios, and telephones (except one phone
for emergencies).

The number of residents was minimal—the unit opened
with 11 residents (with the potential for 16). The size of
the tables and rooms for group activities were small as
well.
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Cluff, P. J. (1990). Alzheimer’s disease and the insti-
tution: Issues in environmental design. American
Journal of Alzheimer’s Care and Related Disorders and
Research, 5 (3), 23-32.

Description

Therapeutic Goals

Design Implication

General Guidelines

Spatial Organization

Social Organization and Scale

Designs for Functional Competence
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An architect looks at the design implications for long-
term care facilities and chronic care hospitals which
better meet the needs of their patients with Alzheimer’s
disease. Unit layout, the use of color and pattern, and
furnishings are discussed in-depth.

The overall goal is to create an environment that will
compensate for physical and cognitive losses associ-
ated with Alzheimer’s disease, while supporting exist-
ing competencies

« allow for changes and progressive decline of clients

« reinforce the competencies of the client

« provide both privacy and opportunities for socializa-
tion

« provide security and support through compensation

« provide appropriate environmental quality and build-
ing systems

« provide a homelike atmosphere which is the most
normalizing

» provide a range of activity areas accessible to the
client regardless of functional limitations

« provide reality orientation in a variety of forms

« resident rooms should be designed for no more than 2
people, with attached bathrooms that are wheelchair
accessible

» Lounges, activity areas, and dining rooms should be
designed to accommodate a variety of uses

« walking distances from the nursing station should be
nolonger than 110feet from the furthestresidentroom

» appropriate lighting, heating, and ventilation as well
as communication and safety systems should be suit-
able for the population

10 to 20 residents is the recommended size of a unit,
with a significant number of single rooms available.

The reinforcement of information by the supplementary
information in the environment.



Color and Pattern Applications of Design

Other Interior Design Considerations

Furnishings:

« avoid blue colors because they are difficult to perceive
due to normal aging of the eye; warm bright colors are
ideal

» avoid white and glare-producing materials

» provide adequate lighting

« use visual contrast to indicate changes in floor grade

» choose a carpet or floor coloring with a simple design
and low glare

» provide a contrast between flooring and vertical wall
finishes

« provide signage, but don’t overdo it (picturegrams,
simple words are useful)

« chairs should ergonomically fit the patients using
them: seat height between 15 and 18 inches; seat
depth between 20 and 22 inches; and provide an
armrest

» recommended adaptations include: lumbar or neck
support cushions, something added near head level to
provide support, seat cushions which are raised in the
front to serve as a passive restraint

« seating with adequate upholstery and space at the rear
to allow crumbs to drop clear

« other adaptations include: seat belts, footrests, leg
extensions, and clip on chair trays

» homelike design is most desirable, with fire and
moisture resistive fabrics and detachable cushions
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Cohen, E., Lyman, K., & Pynoos, J. (1991 ,March/
April). Adapting day care center settings for persons
with Alzheimer's disease: Environmental design train-

ing for staff. The American Journal of Alzheimer's Care
and Related Disorders & Research, 6(2), 25-32.
Description

Physical Context
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This study describes atwo year project in which training
materials for staff in adult day care centers were devel-
oped to increase awareness of the effect of the physical
environment on persons with Alzheimer's disease and
related disorders. In the past, there has been little
attention given to the physical environment where care
isprovided for this population, the staff knowledge was
limited in this area as well. This project had two objec-
tives:

« to develop materials to increase staff awareness of
design problems and potential modifications in adult
day care settings through environmental assessment;
and

« to provide an educational workshop to train "trainers”
selected from the staff, who in turn would train the
staff of 10 additional day care centers.

A needs assessment was done at the beginning of the
project to:

« Identify areas in which training was needed;

» Obtain a comprehensive profile of adult day care
centers in California; and

« Gain an understanding of current issues and concerns
confronting center staff,

The survey instrument was mailed to 99 adult day care
centersin California comprising arepresentative sample
of the three day care models - adult day health care,
social day care and adult day care resource center.
The survey had a 254 item questionnaire divided into 10
sections:

» General information

» Physical environment

« Services/activities

» Staff

» Participants

» Management of behaviors
« Funding

= Caregiver support

« Minority outreach

« Training needs.



Research-based Results

Design Implications

Results relating to the physical environment indicated
that only 16 percent of the facilities were built from
scratch and designed specifically as adult day care
centers; 43 percent were in settings that had originaily
been designed for other purposes and had been reno- -
vated; and 37 percent were housed in facilities with no
major adaptations for frail elderly or those with
Alzheimer's disease. Centers varied considerably in
terms of physical features. For example, square footage
ranged from 750 square feet to 6800 square feet. The
ratioof square footage to participants as nearly equal for
all types of centers, roughly 52 square feet per partici-
pant.

The survey examined 15 environmental characteristics
and the respondents’ satisfaction with these specific
features. Environmental features that were reported to
create problems in managing participants included the
amount of space available, the location of bathrooms,
and security systems to prevent wandering. Design
features frequently rated as poor included:

« Security devices

« Storage

« Office space

« Amount of space

* Privacy

+ Bathroom location

These findings were confirmed by observers' ratings
and focus group discussions held in the day care centers.

Simple inexpensive modification could have been help-
ful in many cases which include:

« The use of color, objects, and directional or pictorial
signs in providing wayfinding cues to a restroom or
outdoor area;

« Creating a variety of furniture arrangements that
accommodate both intimate as well as large group
settings;

* Removing clutter and re-arranging furniture in aroom
to provide easier access for people using aides or with
mobility impairments.
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(1990). The spatial distribution of agitation in agitated
nursing home residents. Environment, and Behavior,
22(3), 408-419.

Description

Environmental Context

Research-Based Findings
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Twenty-four highly agitated and cognitively impaired
residents were observed for 3 months. The specific
location and the agitated behaviors were recorded.
Pacing was observed in the corridor, at the nursing
station, and in other residents rooms. Verbally and
physically aggressive behaviors were observed at the
toiletand other areas in which the residents were in need
of help.

Eight residents in the study were chosen from three
units in the nursing home. The three units were similar
in physical design and in characteristics of residents.
These residents were chosen because they had the
highest level of agitation in the nursing home as well as
being significantly cognitively impaired. A researcher
observed each resident and recorded the number of
times and location of specific agitated behaviors. Each
observation lasted for three consecutive minutes per
hour for 24 hours of the day.

» the residents were observed most frequently in the
activity room, the resident’s own room, the dining
room and the toilet

» agitation occurs most frequently in the corridor and
toilet and least frequently in the dining room and the
activity room .

» residents manifested the highest total number of
agitated behaviors at the locations where a high per-
centage of residents were observed (corridors)

- manifestations of verbal agitation were associated
with locations which residents might need or want
assistance



Coons, D. (1988). Wandering. American Jour-
nal of Alzheimer’ Rel Di I

and Research, 3(1), 31-36.

Description

Alzheimers Patient

Therapeutic Goals

Design Implications

Safe Exits

Safe Wandering Areas

Rich and Supportive Environment

Night Wandering/
Evening Restlessness

This article discusses wandering and related behaviors
of the dementia client. Each behavior is examined and
specific solutions are offered for the management of
wandering in a long term care facility.

Wandering: This article defines wandering as self initi-
ated ambulation independent of environmental cues.
The wanderer is a physically fit individual with asupply
of unused energy. Because of the nature of the disease,
however, he has poor judgement, spatial disorientation,
and an inability to think abstractly.

The goal of caregivers is to provide a safe environment
for dementia clients as well as a rich, supportive envi-
ronment that will reduce the person’s need to wander.

Several environmental measures can be taken atexits to

discourage residents from wandering out of the unit

where they may become hurt or lost:

« Place chimes on doors

« Install an alarm system which is triggered by a
bracelet or necklace worn by a patient when she tries
to leave the facility or unit (alarm should be pleasant,
not frightening)

+» Use coded button locks

« Place full length mirrors on doors

« Paint doors the same color as the walls to hide them

» Place pictures over elevator buttons to prevent exiting
through elevator doors

There is a need for safe walking areas both indoors and
out.

A rich and supportive environment can reduce resi-
dents’ need to wander. This environment can be created
by training staff to respond supportively to different
causes of wandering, as well as by supportive design.

Staff should involve the patient in activities (having a
snack, making cookies, tossing a ball). The design of
the facility should include areas where such activities
can take place.
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Reactions to Noise or Crowds

Searching for Someone

Boredom

Disorientation

Searching for Things to Handle

Need for Exercise

Staff should remove clients from agitating situations.
Disturbing noise from alarms or intercoms should be
avoided.

Staff should involve the client in activities such as those
previously mentioned, or in locking at pictures of the
missed person and discussing previous visits. Patient
rooms should allow space for reminders of family and
friends (such as photos).

Staff should provide individuals with activities. The
design of the facility should include a place for people-
watching and socialization.

Wayfinding devices such as signs or different colored
awnings on bathroom doors should be used. Resident
rooms should be identified with the name and picture of
the resident, and decorations symbolizing the resident’s
interests or vocation. Signs with arrows should be
placed in the hallway to point the direction to the living
room, dining room, and kitchen.

Provide a box of possessions for clients to handle from
home.

Safe walking spaces both indoors and out, and exercise
classes should be provided.



Coons, D, H,, & W. Reichel. (1988). Improving the
quality of life in nursing homes. American Family
Physician, 37 (2), 241-248.

Description

Therapeutic Goals

Design Implications*

Maximum Autonomy

Facilitate Normal Social Roles

Help Residents Maintain Past Activities

Make Families Feel Welcome

Provide Sensory and Social Stimulation

Home-like, Personal Environment

Allow for privacy

This article discusses the role of the physician in along
term care facility as an advocate for its residents. It
discusses interventions to meet the specific objectives
in the long term care facility. It comments on the
environment and therapeutic interventions involving
the dementia client.

To provide a nursing home with a therapeutic environ-
ment where family physicians and nursing staff work
togetherin order to create a living situation which meets
the total needs of the residents.

Avoid restraints; be flexible; and avoid a set wake up
and bedtime hours for residents

Provide opportunities for residents to use homemaker
skills, to do volunteer work, and to do facilitate family
and peer roles

Encourage residents to continue in past hobbies, inter-
ests, and routines. Provide reminiscence groups

Maintain unrestricted visiting hours. Offer educational
programs and allow them to participate in the care of the
resident. Send out newsletters and arrange open houses
for family members

» Encourage residents to participate in activities of
daily living.

« Provide spontaneous activities.

« Use visual aides and colors to offer visual stimulation.

« Use pets for stimulation

Allow residents to furnish rooms with personal belong-
ings

» Provide single rooms if possible
« Use wooden dividers in multi-resident rooms.
» Provide maximum privacy in bathrooms.

*Design Implications Summarized from Table 1 Im-
proving the Quality of Life in Nursing Homes (Coons &
Reichel; 1988)
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Description

Alzheimer's Patient

Therapeutic Goals

Object Layer

Availability

Complexity

Flexibility

Symbolic Meaning

Task Layer

Complexity

Temporal Boundaries
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Inorder tounderstand and modify transactions between
In order to understand and modify transactions between
people with dementia and their environments, an envi-
ronmental model, developed by Barris and colleagues,
is discussed and expanded. Twelve intervention prin-
ciples are derived from the model, and a case study
demonstrates their application in the home.

People with dementia often experience hightened sen-
sitivity to influences from the environment. Such
influences may contribute to arange of behaviors which
may be maladaptive and pose difficulty for the caregiver.
Skillful environmental intervention can ease the burden
on caregivers and improve the quality of life of the
person with Alzheimer’s.

Intervention principles are derived from each of the
model’s four environmental layers: objects, tasks,
social groups/organizations and culture.

» Objects must not only be available but visually
apparent tobe utilized. Unnecessary items should not
be visually available.

» The surroundings of a person with dementia need to
be simple in order to offer accessible information for
orientation and navigation.

= An object should be used in only one way in order to
avoid confusion.

» Age appropriate materials and successful end prod-
ucts of a meaningful activity should be present to
maintain individuality and identity.

» Familiar, repetitive, gross motor activities should be
emphasized to reduce task complexity. Simplified,
concrete verbal instructions should be used and rein-
forced by non-verbal instructions.

« Orienting cues from concrete representations of time
or season must be highlighted to facilitate compe-
tence.



Rules

Seriousness/Playfulness

Social Dimension

Social Groups/Organizations Layer

Permeability

Structural Complexity

Cultural Layer

« A dependable routine should be established which
includes frequent rest periods.

« Expectations of an individual with dementia must be
clearly stated and made known in a variety of ways.

» Provide individuals with simple tasks that lack nega-
tive consequences and will not produce anxiety.

« Tasks should be primarily cooperative, not competi-
tive, and the outcome should benefit oneseif or a
highly approving other to create an environment which
reduces problem behaviors.

« Vicarious involvement in events can assist the im-
paired person to remain part of the goup.

« It must be determined if the needs of the family are
being met, and how comfortable they are with whom
and how these are met

» The formal support worker must establish an atmo-
sphere of collaboration by facilitating an open ex-
change of individual perspectives concerning prob-
lem identification and care strategies.

» One family member needs to be identified and trained
as a care coordinator.

« There must be an understanding of unique family
processes and caregiver styles as an important aspect
of the environment because it effects caregiving and
patients' behavior.
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Fernie, G., & Fernie, B. (1990). Technological inno-
vations forindividuals with alzheimer’s disease. Ameri-
r’ nd Rel Disorder.

and Research, 5(3), 9-14.

Description

Therapeutic Goals

Design Implications

Dignity

Ergonomics

Research and Product Development
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This article discusses the importance of providing the
Alzheimer’s client with technological devices which
will optimize function. Currently there is much atten-
tion on environmental controls for physical deficits
with few helpful devices for the cognitively impaired.
Specific devices are examined and general principles
for future devices are given.

To provide optimal functioning through technological
environmental control devices without causing stig-
mas, unfamiliarity, and obtrusiveness.

« provide designs that have a large market size and
therefore are affordable

« avoid stigmatization by designing for the disability

« provide adesign which allows for maximum indepen-
dence

« emergency response systems for early Alzheimer’s
clients may be helpful

« Factors to consider in design: simplicity, familiarity,
visibility of controls and labels, and the strength and
dexterity required to use the product

« timer switches on the oven dial devices in order to
prevent fires

« microwave ovens for the future demented population

« thermostatic controls which are preset at the comfort-
able and safe temperature ranges with a dial marked
‘cooler’ to ‘warmer’

« development of technologies for the studies of envi-
ronmental and programming behavior and abilities of
the cognitively impaired

« development of new and better ways to facilitate the
abilities of the Alzheimer’s clients

- automated medication dispensing system

« television reminders

« development of ergonomic principles of devices for
an environment which could provide a number of
necessary functionsfor the individual with Alzheimer’s
disease in the home (turn on lights at night, displaying
messages on television...)



Gold, D.T., Sloane, P.D., Mathew, L. J., Bledsoe, M.
M., & Konanc, D. A. (1991). Special care units: A
typology of care seftings for memory-impaired older

adults. The Gerontologist, 31(4), 467-475.

Description

Environmental Context

Therapeutic Goals

Positive Environment

Research-Based Findings

Overall Quality of Care is Positive

SCU's are More Positive Environments

This study attempts to identify factors that contribute to
the quality of care of dementia adults in nursing home
settings. Traditional and Special Care Units (SCU’s)
are divided into eight categories based on environmen-
tal, administrative, and behavioral factors. The result-
ing distribution is then given, showing support for
SCU’s, as they are associated with more positive cat-
egories of units.

Sixty-three nursing homes from five of the 10 most
populous states were randomly selected. The SCU’s
were selected by using stratified random sampling
procedures and the comparison nursing homes were
matched to homes with SCU’s. Overa 16 monthperiod,
three investigators visited these nursing homes to ob-
serve the type and quality of care, the environment, and
the personnel and patient populations. Most data was
documented in unstructured narratives by the investiga-
tors. Then 55 of the nursing homes were rated into 8

typologies.

Favorable outcomes from placing the dementiaclientin
SCU’sinclude: decreased agitation, decreased wander-
ing, use of fewer chemical and physical restraints, a
decrease in socially unacceptable behaviors, weight
gains, reduced depression, greater ability to sleep, and
more socialization.

The distribution of the 55 (both SCU’s and traditional)
dementia care settings in eight categories, from a high
quality of care to a very low quality of care, shows that
as a whole, the quality of care is more positive than
negative.

SCU’s were found to be associated with more positive
categories of units.
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Design Features
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Homelike Atmosphere

Private Areas

Size

The desirable units are bright and cheerful with both
private and common areas that have a homey atmo-
sphere. Each patient’s room is decorated with personal
belongings from home, and carpet is often used rather
than slippery institutional flooring.

The high quality units in this study give the patients a
great deal of privacy, including the option for private
rooms. Many patients have private bathrooms.

The size of the units are smaller in the high quality care
units than in the less desirable units.



Hall, G., Kirschling, M. V., & Todd, S. (1986, May/
June). Sheltered freedom: An Alzheimer’s unit in an

ICF Geriatric Nursing, 132-137.

Description

The Alzheimer’s Patient

Environmental Context

Low-Stimulus Unit

Care-Giving Plan

Twenty-four patients are studied to determine the ef-
fects of placing them in a special Alzheimer’s unit. The
effects of the unit design and the care plan were evalu-
ated by comparing residents, behavior, weight loss, and
needed doses of anti-psychotic and neuroleptic medica-
tions.

One theory concerning Alzheimer’sdisease is that brain
cells deteriorate, which then impairs perceptual, pro-
cessing and response abilities. These impairments
reduce a person’s coping capacity which reduces the
threshold of stress. A low threshold for stress results in
catastrophic reactions which are overreactions "pre-
cipitated by the brain-failed person's overwhelming
anxiety in a situation of failure."

The study was conducted in an 89 bed intermediate care
facility in Iowa. Twenty percent of the patient popula-
tion is diagnosed as having Alzheimer's disease.

A twelve semi-private room was designated as a low-
stimulus unit. Twelve residents with Alzheimers were
relocated to the unit as well as twelve residents whose
activities were limited to the bed or a chair. The low
stimulus unit had little staff and visitor traffic and was
self contained by fire doors with curtains on the win-
dows. Chairs were placed as environmental cues in the
hallway to provide places for resting. Resident ate in
groups of three and four at tables provided inevery other
room. Visual stimuli such as mirrors and traditional art
was removed from the unit. In their place, pictures of
simple geometric shapes created from carpet remnants
were placed on the walls. Auditory stimuli wasreduced
by removing the public address system, all television
sets and telephones. Residents are allowed radios and
reading materials.

Use aconcept of providing alow-stimulus environment
which will compensate for losses. It will also decrease
stressors and control fatigue The nursing staff use few
neuroleptic drugs in order to allow residents a maxi-
mum control of sensory, perceptual and motor func-
tions. Care schedules are consistent providing resi-
dents with aroutine. Tasks are simplified to avoid any
catastrophic reactions. Tworest periods are provided to
encourage residents to relax in an easy chair or recliner.
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Family Member Involvement

Staffing Considerations

Therepeutic Goals

Research-Based Results
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Activity therapy tasks are designed to maintain the
residents’ cognitive status and improve their manual
dexterity. Reality orientation, reminiscence therapy,
fantasy validation therapy and principles of the thera-
peutic milieu are also used on the unit,

Family members select a regular visiting time which
appears in the residents schedule.

Staff are involved with in-service programs to encour-
age multi-disciplinary problem solving and under-
standing of issues and concerns. Staff are rotated every
week to reduce burn-out stress.

Segregation will improve the quality of life by decreas-
ing stressful interactions with the physically frail but
alert residents.

» Residents would seek out one another for support and
interaction

« Residents use the meal time to socialize and finish
eating the food on their trays

» Weight loss decreased because residents were no
longer wandering continuously but were using the
provided seating cues.

» Five of the twelve residents have either reduced or
eliminated the need for antipsychotic and neuroleptic
medications. Residents sleep through the night with-
out sedation.

« Agitation, wandering and combativeness have all
been reduced.



Hepburn, K., Severance, J. & Gates, C. (1989, Sep-
tember/October). institutional care of dementiapatients:
A state-wide survey of long-term care facilities and
special care units. The American Journal of Alzheimer’s
Care and Related Disorders Research, 4 (2), 19-23.

Desciption

Environmental Context

Survey of 332 nursing homes in Minnesota in clinical
and family caregiver journal.

Approximately half of all long-term care residents have
dementia. Seven percent of the facilities had an identi-
fiable SCU, and another 7% indicated plans to open one
within the next three years. Managing problem behav-
iors (wandering, aggression and noise) were identified
by over half the nursing homes as their primary concern,
followed by environmental concerns (design, amount
of space, wandering space and security) which were
identified by 37% of the facilities. Nursing homes are
much more likely to use restrictive measures such as
physical or chemical restraints (82-96%) versus less
restrictive measures such as diversion (56-82%). Prin-
ciple criteria for admission to an SCU were the absence
of disturbing behaviors (22.7%) and the ability toambu-
late (13.6%).
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Holmes, D., Teresi, J., Weiner, A., Monaco, C.,
Ronch, J. & Vickers, R. (1990). Impacts associated
with special care units in long-term care facilities. The

Gerontologist, 30 (2), 178-183.

Description

The Environmental Context

Research-based findings

40

Evaluative study published in an academic/research-
based journal.

Research conducted in four long-term care facilities
(healthrelated facilities and skilled nursing facilities)in
New York State which had both an SCU and demented
residents in non-SCUs. The SCUs differed from the
traditional units in the following ways: staffing (SCUs
had higher staffing ratios and dementia specific train-
ing, and use inter-disciplinary teams), programming
(greater emphasis on reality orientation and music pro-
grams, use of finger foods to promote independence in
eating), physical environment (alarmed doors, furniture
withrounded edges, more program/activity rooms, nurs-
ing stations located near elevators to monitor residents,
and dining rooms set up for “optional feeding” of
patients.

Comparison between SCUs and non-SCUSs suggest that
residents in SCUs were more cognitive and functionally
impaired {(more disoriented and more “problem” behav-
iors), but less impaired in terms of ambulation and range
of motion. Assessments repeated 6 months later indi-
cated general decline in most areas of the assessment.
However, placement on the SCU appeared to have
virtually no effect on resident outcomes over living on
atraditional unit. Staff on SCUs were less likely to view
residents’ behaviors as disruptive than their counter-
parts on traditional units.



Hussian, R. & Brown, D. (1987). Use of two-dimen-
sions grid patterns to limit hazardous ambulation in

demented patients. Journal of Gerontglogy, 42 (5),
558-560.

Description

The Alzheimer’s Patient

Environmental Context

Therapeutic Goals

Research-based Findings

Quasi-experimental study, in academic journal,

Visuo-perceptual problems in individuals with
Alzheimer’s disease may affect their ability to distin-
guish between two and three dimension objects.

Mental hospital unit with exit doors at the ends of the
corridors. Researchers installed a series of eight pat-
terns of tape lines applied to the floor in front of the exit.

Reduce the incidence of unauthorized exiting from the
unit, in a cost effective and non-confining manner (i.e.,
without restraints).

Series of eight strips of tape reduced the number of
times residents got to the doorby 64 %. Most of the eight
wanderers decreased some, but the tape was not effec-
tive for one patient.
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Hyde, J. (1989). The physical environmentand the care
of alzheimer’s patients: An experiential survey of
Massachusetts’ Alzheimer’s units. American Joyrnal

f Alzheimer’ Rel Disorders and Re-
SﬁﬂE_h, i(3)’ 36' 44.

Description

Environmental Context

Therapeutic Goals

Design Implications

Compensate for Cognitive and Sensory
Deficits

42

Eight existing facilities were surveyed in order to pro-
vide information on optimal design implications and
care for Alzheimer’s clients in future units.

Seven nursing homes and one day care center in Massa-
chusetts were studied. They were not designed or exten-
sively renovated specifically for the Alzheimer’s popu-
lation, but most had undergone minor modifications
such as repainting. The researchers administered inter-
views, tours, and questionnaires in the facilities to
gather information regarding organization of space,
design details, and furnishings. Program design and
demographic information was also collected.

The following underlying goals of the facilities were
found by the authors:

» To provide an environment that will help compensate
for cognitive and sensory deficits

« To provide an environment that will allow patients a
sense of mastery in their environment and in activities
of daily living

+ To enhance the quality of life, including the use of
leisure time and interpersonal relationships

« To reduce problem behaviors, agitation, and tension

« To maintain physical health and safety

« To create an environment which allows staff to work
competently and to communicate effectively with
each other, with patients, and with their families

» To meet state and federal life safety and other codes

» Use picture and word labels in units to aid memory

» Use wayfinding cues such as arrows or color coding

« Simplify environmental information through the use
of contrast (ex: contrasting doorways and walls, table-
tops and dishes)

« Color schemes must take into account visibility prob-
lems such as glare and the loss of ability to distinguish
pale colors

» Unnecessary visual stimulation should be avoided



Increase Sense of Mastery

Enhance Quality of Life

Activity Areas

Furnishings

Ordinary Life Activities

Reduce Tension and Problem Behaviors

(eg., patterns or stripes in flooring, glare on floor tile
may be both perceived as obstacles)

» Use sound absorptive materials for walls, floors,
ceilings, and other surfaces

+ Arrange clients' possessions where they can locate
them independently (open shelves instead of drawers,
labeling items)

« Encourage patients to bring in their own furniture and
other items so they feel more ownership of their space

» Toilets should be nearby and easy to use (eg., toilet
stalls that swing closed but do not lock)

» Mealtime should promote sociability, enjoyment, and
mastery. Small tables of 5 or 6 people should be used,
with one aid at each table modeling eating behavior
and providing assistance. There should be plates with
rims, easily manipulated silverware, and a high con-
trast between the utensils and table.

» Provide clients with plenty of fresh air and walking
space

« Involve families and friends in the the life of the unit
when they visit

» Activity areas should be made up of several smaller
rooms as opposed to one large one.

* Furniture should be foldable and stackable to
accomodate a variety of activities

» Alcoves or side seating should be provided for passive
participation in activities

» Furnishings should be particularly suited to this
population (chairs that allow gentle rocking, or lap
bars or trays which remind a non-ambulatory person
to remain seated may be beneficial).

« Furnishings should be unusually comfortable, as
people with dementia have limited ability to express
their wants or to complain.

+ Provide a kitchen for client use under supervision

» Provide a greenhouse or planting area

» Encourage client participation in routine tasks (eg.,
folding laundry)

 Avoid extraneous or confusing visual or auditory
stimuli

+ Provide adequate walking space

» Provide adequate space for small numbers of patients
in each room

* Avoid noisy or crowded bathrooms, and the use of
unfamiliar bathroom contraptions

+ Use Dutch doors on resident rooms to maintian the
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Maintain Physical Health and Safety

Support Staff in Their Work

privacy of resting patients and protect them from
wanderers

« Provide a “quiet room” with a window for agitated
patients to calm down in and not upset other patients

- Plants and activity materials should be non-toxic

« Eliminate confusing clutter or furnishings that might
cause tripping

» Tables should be heavy and non-tippable to bear a
patient’s weight while getting out of a chair

« Air should be kept at the proper temperature and
humidity, as older people lose some ability to main-
tain homeostasis

« Medications must be locked up at all times

» Toprevent patients from wandering off the unit, doors
should be either alarmed, painted to be as unobtrusive
as possible, or obscured using screens, gates, or other
partial barriers consistent with fire codes. Simply
painting a line on the floor in front of the door will
keep some patients from crossing.

« Provide a room behind the nurses station with a Dutch
door. This will allow contact with patients, yet pri-
vacy for administrative tasks and informal meetings

« Provide access to an office off the unit for confer-
ences, meetings with families, or to discuss problems
away from the unit

« Provide staff with locked storage space for personal
belongings

« Provide more space than is usually allotted for recre-
ational materials

« Provide space for patient charts and inter-staff com-
munication in an area of patient rooms that is not
accessible to the patients

« Provide low intensity lights that can be flipped on at
the door which would not disturb resting patients

« Provide places where the staff can watch activity areas
and be visible from the nurse’s station.

« Prevent patients from emptying dirty clothes hampers
and wastebskets by key locks on laundry and utility
doors. A single key for all such locks is recommended
so staff do not have to carry heavy keychains



Johnson, C. J. (1989, March/April). Sociological
intervention through developing low stimulus
Alzheimer’s wings in nursing homes. American Jour-
nal of Alzheimer’s Care and Related Disorders and
Research, 4 (2), 3341.

Description

SDAT Patient

Therapeutic Goals

Low stimulus unit

This paper describes a "low stimulus Alzheimer's dis-
ease (AD) wing” in a nursing home designed by the
author of the article. A sociological, theoretical per-
spective to outline this model is used in this paper. The
nursing home wings for AD residents are designed to
maximize daily function and independence of the AD
residents. This model discusses the development of
staff, the admission procedures and selection of resi-
dents as well as the sociological importance of the
interaction of staff and family with the AD residents.

ADandrelated dementiaclients define their own worlds
by the verbal and non-verbal uses of symbols and
language; therefore, a meaningless life can become
meaningful through a process of social interaction. This
can be accomplished through appropriate dialogue and
environment between staff and client.

« to provide both staff and families the extra counseling
and education necessary

» to work with residents' remaining assets and facilitate
safe behaviors and environment

« to develop a specific care plan for each dementia
client, therefore recognizing their strengths and defi-
cits

« to select a staff who can meet the demands of the
dementia client

« to integrate the community into the facility through
planning and activities

» todevelop a small segregated unit for dementia clients
(no more than 15 beds per wing)

» locate the common nursing station outside the unitand
eliminate the intercom system

» use large doors to close off wing and avoid excessive
noise

« avoid long halls

= use an inoffensive alarm system at the exits

« place chairs in the pacing areas to cue sitting

» give the client drawers or areas to rummage through

» color code doors and hallways in order to orient
residents
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» provide a little bulletin board with a short bibliogra-
phy of the resident and a large picture on the door of
the residents room

« use familiar symbols in order to orient confused
residents

» walls should be painted in light off-pink, yellow or
warm pastel colors

« materials should be highly textured and sound absor-
bent

« high glare materials should be avoided (high wax
floors, fluorescent lighting)

« busy patterns should be avoided

» provide a home-like atmosphere



Kenney, J. M., Stephens, M. A.P., & Brockmann A.
M. (1987, November). Personal and environmental
correlates of territoriality and use of space. Environ-

ment and Behavior, 19(6), 722-737.

Description

Environmental Context

Research-Based Findings

Territorial behavior

This study examines the territorial and spatial behaviors
of the elderly, mentally impaired and independent in
congregate housing. The researchersrecorded informa-
tion on possessive behaviors, control and defense, and
patterns of daily activities in private, semiprivate, and
public spaces. It was shown that personal competence
had an effect on the behavior of the client in different
levels of space. The hypothesis supported the theory
that at different levels of competency one would vary in
responses of territorial behaviors, in both private and
public spaces.

A congregate facility offering services to a variety of
elderly residents from total nursing care to independent
living was the datacollection site. Fifty residents, of the
facility were randomly selected from those identified by
the staff as able to participate in the research. The
sample included 35 independent residents and 15 func-
tionally impaired individuals. Of these fifty residents 8
displayed cognitive deficits. The residents were as-
sessed by the Residential Environment Assessment
Survey and the Residential Environment Activity Check-
list in order to look at territorial and spatial behaviors in
each level of space.

» All respondents reported a significantly greater terri-
toriality toward private spaces than semi-private or
public spaces.

+ Independent residents demonstrated a significantly
greater territoriality than the impaired residents

« Independentresidents had significantly higher territo-
riality scores in the private space than the impaired
residents, but no differences in semi-private or public
territories

« The cognitively impaired residents reported greater
territoriality than the assisted residents

« Cognitively impaired residents were more territorial
in the public space than the assisted residents; but no
differences were found in the semi-private or private
territories
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Spatial Behavior

« The greatest difference in activity patterns occurred
in the semi-public space rather than the public or
private space

« both the assisted and cognitively impaired residents
tended to engage in more physically inactive behav-
iors than the independent residents

« inthe private spaces, all residentsengaged in activities
in which privacy is preferred, and in the public spaces,
they engaged in less private behaviors



Kuhn D. R. & Kallish C. (1991, July/August). Anin-
home respite program for Alzheimer families, The
American Journal of Alzheimer’s Care and Related
Digsorders & Research, 6(4), 29-34.

Description

The Alzheimers Patient

Definition of Respite Care

Barriers to Using Respite Care

“Alzheimer’s Respite Training and Registry”
program

Program Philosophy

Administration

Training Program

This article describes the Chicago Area Chapter of the
Alzheimer’s Association’s “Alzheimer’s Respite Train-
ing and Registry” program which is addressing the
respite care needs of caregivers. Issues discussed in-
clude the programs' philosophy, administration, train-
ing program, linkage with caregivers and directions for
the future.

“A service oragroupof services that provides caregivers
with temporary periods of relief and rest away from the
chronically ill person.

Despite the need for respite care, it is often an under

utilized resource:

+ Lack of knowledge about services

« Inability to arrange services

» A perceived moral obligation to be the sole provider
of care

«» Over-protectiveness and the realistic belief that no
one can provide adequate substitute care

» Past negative experiences with formal providers of
care

« Prohibitive cost

Chicago area’s need for an Alzheimer’s Respite Aide
Training And Registry program which would be initi-
ated by and for caregivers. The goal of the program is
to provide quality respite care through a centralized
registry, which would list specially trained individuals
who would match the needs of the family.

The program is administered by two part-time individu-
als. A part-time social worker provides assistance, as
well as other professionals who are involved in the
training program. The program has been funded by
local foundations and additional contributions made by
caregivers have established an assistance program to
subsidize those who cannot afford the programs' fees.

Potential aids are recruited by notices and classified

advertisements as well as word of mouth. Recruited
aids are informed that training is provided for free and
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Linkage with Caregivers

Directions for the Future

the fee for the service is $6.00 an hour plus transporta-
tion cost. Potential aids are screened and have their
references checked. Training involves videotapes,
hands-on experience, lectures and discussion. The
twenty-two hour course is comprised of seven sessions
which include:

» Normal aging and dementia

« Understanding the Alzheimer’s Individual

» Safety, First Aid and Emergency Procedures

» Site Visit to the Alzheimer’s Family Care Center
» Understanding the Family

« Activities with a purpose

« Course Review, Ethical conduct and the Registry

Caregivers who wish to use the service are sent an
information packet which includes an application for
service. Using the information from the application, a
registry is consulted and alist of suitable available aides
iscompiled. The caregiver then selects an aide from the
list based upon a telephone or personal interview. Fol-
low-up surveys are mailed after a few months to review
the quality and value of the services.

The program has been very successful but there is a
challenge to locate new aides, especially in the sur-
rounding suburban areas. A formal research study is
planned to evaluate the registry and training course.



Leon, J., Potter, D. E. B. , & Cunningham, P. J.
(1991, January/February). Availability of special nurs-
ing home programs for Alzheimer's disease patients.

The Ameri 1of Alzheimer’ Rel
Disorders & Research, 6 (1), 2-11.
Description

Research Based Findings

Number of Alzheimer’s Programs

Patient Capacities

Characteristics

Future Plans for Expansion

Availability of Staff Training

Availability of Respite Care

Policy Guidelines

Demand for More Special Care Units

A 1987 survey of 759 facilities, weighted to represent
all nursing facilities, is presented and discused. Exam-
ined are the number of facilities with Alzheimer’s
programs, their patient capacities, their characteristics,
their future plans for expansion, the availability of
training received by the staff and the availability of
respite care these programs offer.

Ofthe 22,064 nursing homes, only, 1668 had Alzheimer's
programs

Of the 1,645,661 nursing home beds 53,798 had
Alzheimers unit beds.

The majority of the facilities with specialized programs
were for-profit organizations with skilled nursing facil-
ity certification and over 100 beds. These facilities offer
higher levels of services which include physical, occu-
pational and speech therapy.

Attheend of 1991, if expansion plans and development
plans materialize, there will be 3,100 facilities with
special care programs with a projected patient capacity
of 100,000, providing an additional 45,900 beds. Of the
additional 45,900 beds, 27,902 will result from the
development of new units and 17,991 beds will result
from expanded units.

Of the 22,064 facilities surveyed in 1987 only 5% had
specialized training for the care of Alzheimer's patients.
Among the 1,668 facilities with special care units or
programs, only 74% offered some type of special train-
ing in the form of special courses, in-service training or
a training seminar. Special training occurred more
frequently in the larger nonprofit and public facilities
with SNF certification.

Among the 1,668 facilities with special care, 20.1%
offered respite care in 1987.

The demand for special services for the the victims of
Alzheimer’s disease still greatly exceeds present ca-
pacities. Public policies which encourage the develop-
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Training Programs

Respite Care

ment of special care units appear to be warranted once
the efficiency and effectiveness of special care units is
understood.

Given the number of demented patients in facilities,
more training programs should be included as part ofin-
service training. The lack of national standards for
advertising a special care program should also be ques-
tioned considering the number of facilities which did
not report a special training programs for its staff but
contained a special care program.

The availability of respite care should increase consid-
ering the growing numbers in the elderly community
with severe dementia and the trend towards specialized
nursing home care. Present respite bed capacities
would need to expand by some 670% to meet the
potential demand.



Lovering, M. J. (1990, May/June). Alzheimer’s dis-
ease and outdoor space: Issues in environmental design.
American Journal of Alzheimer’s Care and Related
Disorders and Research, 5(3), 33-40.

Description

Therapeutic Goals

Safety

Visual and Auditory Acuity
Physical Mobility
Wayfinding

Social Interaction and Privacy

Design Implications

Opportunities to Observe Activity

Enclosure Without Confinement

Appropriate Plantings

Adequate Lighting

Color Contrasts

Facilitate Communication

Compensate for Physical Deficits

Alandscape architect discusses the implications for the
design of outdoor spaces for people with dementia.

Meeting these five goals makes possible the overall
goal—to provide an outdoor environment which is as
easy as possible to enjoy.

The availability of such opportunities (for example, to
observe visitor arrival areas, excercise or recreation
facilities, and the change of sesons) is one of the greatest
factors motivating people to use the space

Awell-planned space allows for wandering while insur-
ing that the person is safe; gates and locks should be
camouflaged to minimize attention by the residents

Avoid hazardous plants—toxic, low hanging, and those
which could create hazardous situations by dropping
fruit on or near walkways

Higher light levels are needed by older people. Glare
should be minimized by providing shaded areas (such
as trees or awnings), and by using nonreflective sur-
faces

Provide strong color contrast for easy viewing, avoid
contrasts on floor where they can be percieved as depth
changes

Plan activity locations so that background noise (for
example, from traffic or playgrounds) does not compete
with areas for socializing, use baffling materals to
dampen noise, and provide close or flexible seating
arrangements which allow for ease of communication.

Provide automatic doors, adequate space {0 maneuvre
and store aids, frequent rest stops, minimal grade
changes, non-slip walkways, and handrails
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Simple Layout

Small Social Spaces

A wide, continuous route which begins and ends inthe
same place with distinctive landmarks and an absence
of hidden spaces minimizes the fear of getting lost, and
allows for supervision

Provide a number of small social spaces, with several
choices of group size; seating should be angled at less
than 180 degrees for comfortable interaction



Lyman, K. A, Pynoos, J., & Cohen, E. (1993). Occu-
pational stress and workplace design: evaluating the
physical environment of Alzheimer's day care. Journal

h Plapning Re h, 1(2), 130-
145,
Description

Environmental Context

Research-Based Finding

The study examines the relationship between stress for
service providers and the design of Alzheimer's care
facilities. Previous research on occupational stress in
helping professions have neglected the impact of the
physical environment. Even when stressors are recog-
nized, most often the interest has been in the coping
resources of individuals rather than in facility design
modifications. Lyman et al. describes the development
of an evaluation instrument and training intervention.

Twelve adult day care centers were identified by the
California Department of Aging for inclusion in an
initial survey describing their servicess, staffing, par-
ticipants, facilities and identifiable problems.

There were two phases of the project: the on-site evalu-
ation of day care facilities, and the training intervention.
An evaluation checklist was developed to assess the
physical features of Alzheimer's day care centers. The
Dementia Environmental Checklist (DEC) consists of
ninety-nine physical features of Alzheimer'scaregiving.
The list included features that affect : safe supervision
and surveillance, wayfinding, accessibility, autonomy,
privacy, and other aspects of the physical design that
minimize the intellectual, sensory and physical losses
of patients. The initial survey indicated that the physical
environment is often taken for granted and not viewed
as an important training need. The on-site evaluation
noted observations of facility design features that were
problematic in Alzheimer care.

Ratings of design features in the initial survey, con-
firmed by observer ratings and staff interviews in the
twelve Alzheimer's day care facilities , identified four
aspects of the workplace environment that contribute to
occupational stress in Alzheimer's care: inadequate
space and spatial arrangements; security and surveil-
lance features; bathrooms and personal care facilities,
and staff space and privacy.

At the end of the training workshop, a post-test was
administered to workshop participants. The data sug-
gest that after the training intervention, participants
reported more self-perceived information about the
effect of the designed environment on Alzheimer's care
and were more likely to correctly identify the effects of
design features on persons with dementia.
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Mathew, L., Sloan, P., Kilby, M., & Flood, R. (1988,
March/April). What’s different about a special care unit
for dementia patients. The American Journal of
Alzheimer’ nd Rel Disorders & R h,
3(2), 16-23.

Description

Environmental Context

Research Based Findings

Demographic Characteristics of SCU and
Comparison Group Patients

Diagnostic, Functional and Outcome
Measures of SCU and Comparison Patients

56

This article discusses a comparative study between
residents of a dementia special care unit (SCU) and two
comparison groups diagnosed with dementia located in
two separate traditional nursing home units.

Data was collected in two North Carolina Nursing
homes; one with a special care unit for dementiaand one
with only a traditional unit. The study group was
comprised of thirteen residents located in the SCU. One
comparison group was eighteen residents with some
form of dementia, from the same nursing home which
had the SCU. The second comparison group was 16
residents which had some form of dementia from a
separate nursing home. There were five principle
comparative methods. First, participants’ cognitive
abilities were assessed using the Mini-Mental Status
Questionnaire. Second, participants functional abili-
ties were measured using Moore’s Functional Demen-
tia Scale. Third, behavioral problems were assessed
using the Haycox Dementia Behavior Scale. Fourth,
family members' satisfactions were measured with
Likkert scale response questions. Finally, resident
records were reviewed for demographics, source of
payment. degree of support from family members, use
of psychotropic medications and physical restrains, the
number of hospitalizations, number of new decubiti,
weight loss and sleep problems.

The only statistically significant characteristic was that
SCU group had a higher percentage of private payment
than the other groups.

Statistically significant characteristics occurred with a
higher percent of SCU patients specifically diagnosed
with Alzheimer’s disease. The SCU residents were
more likely to be administered psychotropic drugs and
less likely to be physically restrained. There were no
differences for cognitive abilities, functional abilities,
behavioral characteristics, the number of hospitaliza-
tions, the number of new decubiti, weight loss or sleep
problems.



Family Satisfaction with Care

Family members of residents in the SCU strongly
agreed with their satisfaction with the physical environ-
ment, medical and nursing care and a feeling that the
patient was better cared for in the nursing home than at
home. However, a non-significant trend indicated
family members were not more relaxed with the idea of
their demented relative being placed in a nursing home.
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Mayers, K., & Block, C. (1990, July/August). Spe-

cialized services for demented residents in Washington

State nursing homes: Report of a survey. American
Alzheimer’ Rel Disorder:

Research, 5(4), 17-21.

Description

Environmental Context

Research-Based Results

Specialized Units

Behavior Management

Use of Objects as Stimulation

58

This paper examines the results of a survey sent to
Washington State nursing homes on the specialized
services and units for dementia clients. The set up of
these specialized units, the use of environmental stimu-
lation, strategies to deal with behavioral problems, and
the use of therapeutic interventions in activity groups
are discussed.

Three hundred and five surveys were sent out to Wash-
ington State nursing homes at the intermediate and
skilled levels of care; 154 surveys were completed and
returned. The first part of the survey consisted of
questions on whether or not the facility had a special
care unit and if a security system was used for wander-
ing. The second part of the survey asked what tech-
niques were used for behavior management with the
demented population, the use of environmental stimu-
lation, and the availability of activity oriented groups.

Thirty-nine of the 154 nursing homes provided a spe-
cialized dementia unit which was secure. Most of the
154 respondents provided some programs for the
dementia clients.

Of the 154 respondents 72 used individual staff atten-
tion in order to deal with behavioral problems such as
combativeness, agitation and resistiveness. Quiet ar-
eas, distraction through objects, and PRN medication
were shown as strategies used by at least 46 of the 154
respondents. Activities and food were the least used
strategies to deal with behavioral problems.

Eighteen of the objects that proved to be most helpful to
the demented clients in the 154 nursing homes surveyed
were respectively: pets (119), books (107), balls (103),
teddy bears (91), dolls (89), textured fabric (86), flow-
ers (83), musical instruments (80), pieces of fur and
cloth (74), balls of yarn (70), aquariums (64), busy
boxes and activity centers (55), purses (51), toys (50),
afghans (34), doilies/towels/napkins (33), junk mail
(31), rattles (12), and briefcases (7).



Activity Group Therapy

Design Implications

Activities which appeared to be most helpful to de-
mentedresidents according to the respondents included:
music therapy (110), sing alongs (70), reality orienta-
tion groups (55), outings (43), socialization groups
(37), television (21), and gardening therapy (21).

« provide security systems to prevent wandering out of
the building or a designated outside environment of
the facility

« build four to seven foot fences surrounded by shrub-
bery in order to provide boundaries

» special bracelets and vests can by used to identify
wanderers or set off an alarm if they attempt to leave
the unit

« put the nurses station near the exit in order to “catch”
wanderers leaving and redirect them

« use double doors or non-obvious doors (paint the
same color as the walls)

» disguise doors with posters of grocery shelves

» provide areas in which small activity groups can be
held
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McCracken, A. N. , & Fitzwater, E. (1989, Novem-
ber/December). The right environment for Alzheimer's.

Geriatric Nursing.

Description

Environmental Context

Research-Based Results
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The article is concerned with the question ;: how do you
decide whether a patient admitted with Alzheimer's
disease needs an open ended or closed unit? The study
developed a Dementia Behavior Scale which would
measure the dementia level an this scale is used for
patients in both closed and open units.

To deal with the dilemma of deciding appropriate
placement for Alzheimer's patients, nurses, social work-
ers, dietary and admissions staff. Health care adminis-
trators and therapists from Maple Knoll Village Teach-
ing Nursing home in Cincinnati met with nursing fac-
ulty from the University of Cincinnati. The research
team visited a number of closed units in the area. The
staff on these units reported that their patients with
progressive dementia seemed to fare better than those
placed in the open units.

A Dementia-Behavior Scale was developed to evaluate
behavioral deficits in eight specific categories. A per-
son who has no behavioral deficits would score 0, while
a totally impaired person would score 48. At Maple
Knoll, patients who scored between 20 and 40 on the
dementia Scalewere are placed in the closed unit. Those
whoscored lower (the more capable patients) are placed
in the open areas until their disease progresses to a point
where they can no longer negotiate the open unit.
Patients scoring higher than 40 are placed in skilled
nursing areas where staff can meet their more intensive
needs.

The nursing home's social worker interviews the resi-
dentand family first, either at the patient'shome or atthe
nursing home, just prior to the resident’s admission to
the Progressive Dementia Unit. The resident’s prelimi-
nary score on the Dementia Behavior Scale becomes
part of the initial assessment data. Thereafter, the clini-
cal nurse specialist administers the scale monthly and
combines the results with data collected from inter-
views and observation. After the scale was in use for a
year, the initial and follow-up assessment scores of 11
patients admitted to the closed dementia unit were
compared. In general, 8 of the residents had improved
function.

On admission to an Alzheimer's unit, most people
appear oblivious to grooming, yet can dress either with
assistance or with instruction. After a year, six



patients remained about the same, three deteriorated,
and three improved. The greater supervision and inter-
action with staff on the smaller, less stressful segregated
unit most likely contributed to the minimal deteriora-
tion in this area of behavior. Improvements in social
interaction, attention, awareness, spatial orientation and
language/ conversation may be related to the closed
unit. Overall, nutritional status improved; residents
finished meals more often, and as result of the extra
snacksand fluids they hand been provided, their weights
remained stable.

The study points out that the stress involved in negoti-
ating the highly stimulating environment of intermedi-
ate-care and skilled nursing facilities can easily over-
whelm the cognitively impaired patient. Also,
Alzheimer's patients have little sense of territorial bound-
aries, which is a factor leading to conflict in open units.
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McCracken, A. L., & Glister, S. (1991, January/
February). Developing a viable residence for persons
with Alzheimer's Disease. American Journal of
Alzheimer’ Related Di 5 and Re; h,
6(1), 39-43.

Description

Therapeutic Goals

Environmental Interactions

Security Considerations

Programming
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Alois Alzheimer Center in Cincinnati, Ohio is consid-
ered the first free-standing facility in the United States
devoted exclusively to the care of Alzheimer’s clients.
This article examines the knowledge this center accu-
mulated from professionals who have visited this facil-
ity. Specialized programs, an educated and compas-
sionate staff and a supportive environment are the
necessary components to a residential program for
demented clients. This article specifically discusses
how to develop the essential components listed above in
order to provide an appropriate residential facility for
dementia clients.

It is suggested that an special care unit should create an

environment which reduces stressful stimulation yet
enhances positive stimulation. It suggests that a segre-
gated unit provides a better environment than a mixed
one because of the lower levels of stimulation. The
interaction between cognitively impaired and intact
individuals appears to increase the stress of the de-
mented client which results in decreased ability.

« the environment must be secure

« available space should be small enough to facilitate
comprehension yet minimize monotony

« provide higher staff to client ratios and provide an
alarm system

« educate staff

» resident programs are necessary in order to provide
the safety, belonginmg, self esteem, and self-actual-
ization

« programming to meet family need is also important
for their education and care plans.

« stress reduction techniques and bereavement pro-
grams are necesary for staff.



McGrowder, L. R., & Bhatt, A (1988). A wanderer’s
lounge program for nursing home residents with

Alzheimer’s disease. The Gerontologist, 28, 607-609.

Description

Environmental Context

Therapeutic Goals

Research-Based Findings

Design Implications

Wanderers Lounge

A wanderer’s lounge program was developed in a 200
bed nursing home in order to provide respite to the alert
residents and staff as well as to benefit the demented
client.

The lounge began with 8 highly agitated dementia
clients all suffering from disorientation. Everything in
the lounge could be explored. There were scheduled
activities providing sensory stimulation and orientation
as well as objects in the room. It was run by a recreation
therapist and a nursing assistant from 3:00 PM to 4:30
PM each day.

To improve cognitive functioning of the demented
residents and provide respite for alert residents and
staff.

Improvements were noted by three staff members of the
8 original residents of the wanderers' lounge 48 months
after opening. The improvements included ability to
remain continent, ability to sleep through the night,
increased mobility, increased activity levels and the
ability to participate in activities of daily living.

« provide a large table on which articles are placed,
such as playing cards, arts and craft supplies (safe),
pictures, various textured material, musical instru-
ments, and toys

« provide a book rack with large print books

» provide a piano, wall decorations, and soft music
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Namazi, K. & Johnson, B. (1991a, November/Decem-
ber). Environmental effects on incontinence problems

in Alzheimer’s disease patients. American Joumnal of
imer’ Related Disor R h,
6(6), 16-21.
Description Quasi-experimental research reported in clinical and

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines
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family caregiving journal.

Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
The toilet area within each bedroom is located on the
outside wall, with a privacy curtain between the toilet
and the rest of the room.

Disorientation to place is a common manifestation of
dementia. This study explored the impact of direct
visual access to the toilets versus no direct visual access
to toilets (drawn curtain) on toilet usage.

Toilet usage varied considerably under the two condi-
tions. When the toilet was directly visible, there were
285 instances of use over 45 hours of observation.
When the toilet was behind the drawn curtain, there
were only 37 incidents of use.

This study suggests that direct visibility is an effective
orientation cue for people with dementia. While this
study focused particularly on bathrooms, there is no
evidence to suggest that this design concept is not
transferable to other areas of the environment.



Namazi, K. & Johnson, B. (1991b, November/De-
cember). Physical environmental cues to reduce the
problems of incontinence in Alzheimer’s disease units.

ri f Alzheimer’s Rel
Disorders and Research, 6(6), 22-28.
Description

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines

Quasi-experimental research reported in clinical and
family caregiving journal.

Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
The public toilets are located in the central core, behind
thekitchen area. They are only partially visible from the
central areas of the unit, although they are located
directly off a main wandering path.

Disorientation to place is a common manifestation of
dementia. This study explored the effectiveness of four
different types of directional signs to help the residents
locate the public restrooms. The signs were brightly
colored (yellow on blue or blue on yellow) and placed
to be highly visible throughout the unit. the signsread
“RESTROOM™, “TOILET”, and had a graphic of a
toilet. In the fourth condition, arrows and the word
“TOILET” were placed on the corridor floor, leading to
the bathroom.

The arrows and word “TOILET” placed directly on the
floor were most effective. With the “RESTROOM”
sign, 100 residents entered the bathroom, while 108 and
90 residents entered the bathroom with the “TOILET”
and graphic of atoilet signsrespectively. However, 133
residents entered the bathroom when the arrows were on
the floor.

Because of the short duration of each signage condition
(2 weeks), it is difficult to know whether it was the
novelty of having arrows on the floor that caused this
type of cue to be most effective, or whether these arrows
would cease to be an effective cue over time. The
results, however, suggest that non-traditional approaches
need to be tried, as they may be more effective than
traditional forms of cueing.
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Namazi, K. & Johnson, B. (1992a, January/February).
The effects of environmental barriers on the attention
span of Alzheimer’s patients. _American Journal of
Alzheimer’ R iSOr R h,
(1), 9-15.

Description

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines
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Quasi-experimental research reported in clinical and
family caregiving journal.

Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
For this study, two sets of fabric partitions were created
(54" and 72" high) to subdivide the central dining area.
These barriers only screened visual stimuli, notacoustic
stimuli.

People with dementia are easily distracted, making it
difficult to run programs and activities. An environ-
ment which regulates stimulation in systematic ways
may enhance residents functioning and participation in
activities.

Residents experienced fewer distractions when there
was a fabric barrier (regardless of the height of the
barrier), and spent more time working on the structured
activity.

This study suggests that even modest reduction in
stimulation (visual stimulation) can result in less dis-
tractibility. While not tested, this has implication for
planning settings with multiple, single use rooms as
opposed to multi-purpose activity rooms in which sev-
eral different activities occur simultaneously.



Namazi, K. & Johnson, B. (1992b, January/February).
Pertinent autonomy for residents with dementia: Modi-
fication of the physical environment to enhance inde-
pendence. American Jouymal of Alzheimer’s Care and
Related Disorders and Research, 7(1), 16-21.

Description

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines

Quasi-experimental research reported in clinical and
family caregiving journal.

Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
There are three exit doors which lead directly to atwo-
acre enclosed therapeutic park. These doors can be
electronically secured, or unlocked to allow free access
to the outdoors. Behaviors of residents were monitored
for30 minutes before and after they approached any exit
doors, with particular attention focused on expression
of agitation.

Freedom and perception of choice have been shown to
be important to the physical and psychological health of
elderly, and therefore specialized units should strive to
minimize restrictions on residents to the greatest extent
possible.

‘When the doors were unlocked, agitated behaviors were
reduced to one-fifth of those behaviors seen under the
secured door condition. Wandering was reduced by
one-sixth, and physical aggressiveness decreased by
one-half.

Although it is necessary to provide a secure environ-
ment, people with dementia appear to be aware of and
upset by being restricted by locked doors. Whenever
possible, create settings in which residents have the
freedom and autonomy to go outside if they want to.
This same principle could be applied to other restric-
tions in the setting.
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Namazi, K. & Johnson, B. (1992¢,January/February).
Dressing independently: A closet modification model

for Alzheimer’s disease patients. American Journal of
imer” Rel isor R h,
(1), 22-29.
Quasi-experimental research reported in clinical and
. family caregiving journal.
Description

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines
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Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
Closets in each bedroom were modified to present a
single set of clothes to be worn, arranged in the order in
which they are put on.

Many individuals with dementia find it increasingly
difficult to dress independently, in part because of the
numerous choices which need to be made. Minimizing
decisions, and creating an environment which supports
independence in dressing can serve to maximize au

The closet modification was most effective forresidents
who did not need physical assistance in dressing, but
instead relied on verbal prompts by staff. The modifi-
cation decreased the need for verbal prompts by 15%.

The physical environment can be designed to support
autonomy and independence of residents, and appears
to be most effective when it is tailored to the specific
needs and abilities of the residents. Closets which
breakdown the dressing task into simple steps and
which minimize the need to make decisions can en-
hance residents’ independent functioning.



Namazi, K., Rosner, T., and Calkins, M. (1989).
Visual barriers to prevent ambulatory alzheimer’s pa-
tients from exiting through an emergency door. The

Gerontologist, 29, 699-702.

Description

Environmental Context

Alzheimers Patient

Wandering

Therapeutic Goals

Provide Safe Wandering

Research Based Findings

Exits With No Barrier

Seven conditions of providing visual barriers to
Alzheimer’s clients are tested in order to find out which
is most effective in preventing unsafe exits. The find-
ings of the study indicate that exiting was prevented
under two conditions, and that visual agnosia, the in-
ability to interpret what the eye sees, may be used to
manage unsafe wandering of the Alzheimer’s client.

The study was conducted in a 30 bed dementia unit of
amultilevel care facility. Of the 14 ambulatory clients
on the unit, 11 of them exited through the fire door at
least once.

The wandering of dementia clients is defined by this
study as: seemingly aimless or disoriented movement
that involves exiting to the outside from a protected
Alzheimer’s unit. This behavior was often controlled
by both physical and pharmacological restraints in the
past. Restraint use is currently undesirable for the
wanderer because it violates their rights to move about

. freely and has also been shown to increase the amount

of falls in dementia clients. Therefore, new ways to
both protect and allow for patient mobility must be
looked at.

Dementia clients often display wandering behavior
which can result in serious injury or death. Exit doors
to stairs in multilevel facilities as well as exits into the
outdoors can cause serious threats. Itis a challenge for
a facility to protect these clients and at the same time
ensure their rights to move about freely.

Trial 1: During a two week period, seven of the nine
residents exited from 0 to 9 times on any given day.
Trial 2: During a second two week period the same
residents exited 22 times.

Exiting occurred at all times during the day, but was
more likely to occur in the two hours after a meal.
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Times of Exiting

Exiting at Each Condition

Design Implications/Guidelines
Concealment of Knob

Knob Cover

Painted Doorknob
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Optical illusion:

» brown tape on floor—increased the total exits per day

« masking tape on floor—increased the total exits per
day

» black tape on floor & door base—increased the total
exits per day

Visual Agnosia:

» beige cloth hiding knob—no exiting occurred

« patterned cloth hiding knob—no exiting occurred

« beige painted knob—exiting decreased to about
1/4 of first baseline

« restrictive knob cover—exiting decreased to about
1/8 of first baseline

The concealment of the knob appears in this study to
eliminate unwanted exiting.

A knob cover decreases the number of exits occurring,
however it does noteliminate it. Because of the danger-
ous consequences of leaving a protected unit the con-
cealment of the knob is a better design feature.

The painting of the doorknob the same color as the door
decreases the number of exits as well but does not
eliminate it.



Namazi, K., Rosner, T., & Rechlin, L. (1991,Novem-
ber/December). Long-term memory cueing to reduce
visuo-spatial disorientation in Alzheimer’s discase pa-

tients in a special care unit. American Journal of

Alzheimer’ R Disor: R h,

6(6), 10-15.

Description Quasi-experimental research reported in clinical and

Environmental Context

Therapeutic Goals

Research-based Results

Policy, Planning and Design Implications
or Guidelines

family caregiving journal.

Research conducted in a 24-bed assisted living center
specifically constructed for research. The center in-
cludes two identical 12-bed open-plan units, all private
rooms, with centrally located kitchen and dining room.
Each bedroom has a glass-enclosed display case at the
entrance, measuring 52" x 18" x 5.5" with three adjust-
able glass shelves.

Disorientation to place is a common manifestation of
dementia. This study explored the efficacy of person-
alized memorabilia as orientation cues (over non-per-
sonally significant items).

Several of the residents were more successful at inde-
pendently locating their room with personalized cues
than with non-personally significant cues. The effect
was greatest forresidents with aclinical dementia rating
of 2.

The presence of personally significant cues at the bed-
room entrance appears to enhance some residents abil-
ity to locate their rooms independently. The study does
notassess the relative effectiveness of two-dimensional
versus three dimensional cues.
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Negley, E. & Manley, J. (1990). Environmental inter-
ventions in assaultive behavior. Journal of

Gerontological Nursing. 16 (3), 29-32.

Description

The Alzheimer’s Patient

Environmental Context

Therapeutic Goals

Research-based Findings

Policy, Planning and Design Implications
or Guidelines
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Clinical/academic journal. Quasi-experimental study
in 1 SCU (47 beds).

Patient with Alzheimer’s disease exhibit assaultive
behavior when forced to invade others’ personal space
in confined surroundings, such as an elevator.

Pre-existing condition was a dining room located on
another floor of the facility, accessed by an elevator.
Treatment consisted of having residents eat in the day
rooms on the unit instead of going off the unit to the
dining room.

To reduce patient aggression and assaultive behaviors

Eating meals on the unit decreased total incidence of
assaultive behaviors by 42%, and decreased patient-to-
patient assaults by 47%. Individual analysis indicated
assaults decreased for six of the nine most assaultive
patients, although there were modest increases for three
of the nine.

Minimize necessity for residents to travel in crowded
conditions, such as in elevators, particularly on aregular
basis.



Ohta, R., and Ohta, B. (1988). Special care units for
Alzheimer’s disease patients: A critical look. The
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Description

Alzheimer's Patient

Research-Based Findings

Philosophy

Definition of "Special”

Primary Beneficiary

Focus of Patient Care

Environmental Design

This paper examines special care units for Alzheimers
clients in nursing homes. Using data from published
and unpublished reports, policy manuals, and personal
observations, the critical ways these units can differ are
identified, beginning to provide framework for the
conceptualization of special care units.

The Alzheimer’s client has special needs, and the long-
term care environment in which the patient lives should
meet these needs as fully as possible. Special care units
are becomming increasingly popular in nursing homes,
but further examination (such as is begun in this paper)
needs to be done to determine any actual benefits these
units offer the person with Alzheimer’s disease.

Units vary tremendously in terms of their guiding
philosophies, which involve such issues as “what de-
fines theunitas special?”,“who primarily benefits from
the unit?”, and “what is the role of the special unit in
caring for the Alzheimer’s patient?

No standard definition of the SCU exists. Minimal
changes made in environmental or therapeutic features
relative to the facility in which the units existis often the
basis for the label “special”.

The primary beneficiary of the SCU is sometimes, but
not always, the Alzheimer’s patient. Some units iden-
tify the non-demented clients in the nursing home as
benefiting most from the presence of the SCU.

Units may vary from one extreme of focusingto the
other: one merely tending to the patient’s basic physical
needs, the other on quality of life—the dignity, self-
esteem, respect, privacy, and possibilities of growth for
the person with Alzheimer’s disease.

The design of the units varied considerably. Compared

in this study were unit sizes, room types, unique envi-
ronmental features, and wandering spaces.
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Size of Unit

Type of Room

Unique Environmental Features

Wandering Space

Therapuetic Approach

Staff-to-Patient Ratio

Consistency of Staffing

The sizes of the SCU’s examined ranged from 10 to49
patients. The 10 patient units examined allowed for
interaction of small, constant groups of patients daily.
The size of this unit appeared to promote socialization
and friendships. However, in the 49 patient SCU the
large number of patients and amount of social stimuli
made the feeling of intimacy difficult to achieve.

Most SCUs use shared rooms of two or three patients
per room. Rarely did patients have private rooms.
Room type seemed to be determined mainly by the pre-
existing space available. However, two units gave
opposing reasons in their choice of room type. The unit
providing private rooms felt stongly that all humans
have a need for their own private space, and the unit
providing shared rooms felt that private rooms in-
creased isolation and withdrawal, and saw a roomate as
a positive source of stimulation.

There was muchdiversity in the extent to which an SCU
made changes for its Alzheimer’s population. One unit
resembled any other long term care facility except that
it provided an alarm system at the exits to deter patients
from wandering off, At the other extreme, another unit
was highly sensitive to the needs of its patients. It used
pastel colors, marked each patient’s room with the
name and photograph of theresident, filled each patient’s
room with his or her own furniture and mementos,
provided a garden view to each room, a patio, and an
aquarium to further enhance the homelike atmosphere.

Wandering is often recognized as a classic behavior of
SDAT patients. SCUs vary as to how they deal with this
problem. Some attempt to restrict this behavior, for
example, by lining their hallways with chairs to cue
patients to sit down. Most allow wandering, although
often space for this activity is often limited. One unit
actually invites wandering by providing an extensive
wandering space complete with an inner corridor, patio,
and garden.

Variation in therapuetic approach among units occurs
in amount, consistency, and training of staff, unique
therapies for Alzheimer’s patients, and criteria for
admitting and discharging patients.

Ratiosranged from a high of 1:3toalow of 1:12 (which
became 1:25 at night). A higher ratio resulted in a
reduced quality of care of the patients, and increased
stress of the staff.

In some units, the same staff provided care to patients
day afterday. Inothers, typically those with a low staff-



Staff Training

Unique Therapeutic Features

Patient Admission and Discharge
Criteria

to-patient ratio, staff stress necessitated the rotation of
the staff.

Staff training varied as well. Some units required little
or no training, while others required prior, on-the-job,
and continuing education.

Three basic types of units emerged in this study. The
first concentrates on basic physical needs and behavior
management, which may include the use of drugs and
physical restraints. The second emphasizes indepen-
dent functioning and creates individualized care plans
foreach patient. The third type adds ahumanizing factor
in which each patient is assumed to retain some capacity
to think, to feel, and to socialize.

Admission and discharge criteria may serve to maintain
a homogeneous population of Alzheimer’s patients.
Other units may accept patients at any stage of the
disease and retain them as the disease progresses. In this
case, the nature of the unit changes over time as its
population does.
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Randall, P., Burkhardt, S. J. J., & Kutcher, J. (1990,
July/August). Exterior space for patients with
Alzheimer’s disease and related disorders. American
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Description

Therapeutic Goals

Research-Based Findings

Memory Loss

Apraxia

Agnosia

Frailty

Wandering
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This is a study which examines outdoor spaces for the
dementia client who resides in a day care facility, a
special unit or a nursing home. The design schemes
outlined in this paper for garden space and outdoor
activity areas consider the cognitive and behavioral
aspects of dementia. The exterior environments dis-
cussed in this paper are designed for not only the
Alzheimer’s client, but are acceptable to both visitors
and staff.

To provide an appropriate and safe environment and to
allow the Alzheimer’s client maximum independence
in an outdoor setting. Concurrently providing an area
which staff and visitors can utilize as well.

« because the demented client cannot learn how to use
aspace or remember it, adesigner must accommodate
this by providing a loop pattern for pathways in order
to eliminate decision points in the layout

» seating and landmarks along the path provide cueing
for rest and a feeling of familiarity

+ due to the imbalance and coordination problems
found in dementia clients, apath must be level ,includ-
ing exits and porches, to provide safety

« because of visual cliffing, demented clients tend to
remain on a path that is the same color; contrasting
colors should be avoided on pathways

« the siting of the outdoor setting must consider changes
in temperature, wind, and exposure to the sun for
optimal use

« furniture needs to be sturdy and movable, and flooring
should be impact absorbing to make falling less haz-
ardous

» provide easy access to an enclosed area for walking
with benches designed to accommodate two people
for seating



Disorientation

Plant Ingestion

Sundowning

Delusions

Other Design Implications

Site factors (Northeast U.S.)

Views

Construction of a Porch

« use guided paths and clear views to a central location
to help the client orient himself

« provide continuous handrails to lead the clientback to
the starting point

« all plants must be non-toxic

» shadow reduction on patios, gardens, and entrances
may reduce agitation as well as provide adequate
lighting

« frightening shadows or statues in the outdoor setting
must be considered and avoided when possible

» the garden should have a southeastern exposure
which minimizes sundowning and alleviates prob-
lems with shadows. It will also provide the clients
with gentle morning sun although appropriate levels
of exposure must be considered. The southeast expo-
sure would also block cold winds from the north and
west.

» avoid views into the parking lot to minimize thoughts
of leaving the facility.

» the porch is a transition from the interior space to the

garden and is necessary for providing a seating area,
observing the garden and providing a sheltered area.
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Sand, B., Yeaworth, R. & McCabe, B. (1992).
Alzheimer’s disease: Special care units in long-term

care facilities. Journal of Gerontological Nursing, 18
(3),28-34.
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Environmental Context

Therapeutic Goals

Results

Policy, Planning and Design Guidelines
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Exploratory study of Nebraskalong-term care facilities,
published in a clinical/ academic journal.

Ageisthe greatestrisk factor for developing Alzheimer’s
disease. There is a 47% incidence rate for people over
the age of 85.

The sample included 12 facilities with SCUs and 103
facilities without SCUs.

Suggests the purpose of SCUs is to provide “protective,
low-stimulus environment where demented individu-
als can interact with others who have similar problems”
and to provide a safe environment.

Facilities with SCUs were much more likely to identify
wandering as a problem behavior (3% vs. 8%). SCUs
had higher staffing ratios, more activity staff, and spe-
cial staff training. All SCUs reported some changes to
the physical environment: outside area (92%), separate
dining area (75%), soft colors (67%), muted and calm
environment (53%) and locked doors (50%). SCUs
were more likely to use distraction and reminiscence,
while traditional units relied on reality orientation.
Staff from SCUs reported decreased incidence of agita-
tion, wandering and reduced need for restraints.

Mandated state licensing may be required to prevent
marketing abuses.



Schiff, M. R. (1990). Designing environments for
individuals with Alzheimer’s disease: Some general
principles. American Journal of Alzheimer’s Care and
Related Disorders and Research, 5 (3), 4-8.

Description

Therapeutic Goals

Design Implications

Clear & Well Structured Environment

Stable & Familiar Environment

The Environment as a Cue to Behavior

The Environment as a Cue to Memory

This article proposes that the environment should be
viewed as an element in the care program of individuals
with Alzheimer’s disease, and five basic design prin-
ciples are offered. The environment should: 1) be
simple and structured, 2) be stable and familiar, 3)
provide cueing for behavior, 4) provide cueing for
memory, and 5) facilitate reality orientation.

To facilitate the highest possible level of functional
abilities of the dementia patient through the use of
environmental design.

» minimize excess stimuli

« design to avoid distraction in any given area and
facilitate tasks (ex, design the dining room as a series
of smaller spaces rather than as one large space)

« four to eight people is the ideal institutional group
size, and if atall possible, a group should neverconsist
of more than twenty people

« focus on a daily routine, which includes well leamed,
repetitive activities that allow success (eg., folding,
dusting)

» the living environment should be homelike and famil-
iar

« changes in the environment should be avoided unless
clear advantages can be gained from them

« appearance and structure of the environment can cue
behavior (eg., an individual may remember to wash
his hands if the soap and towel are visible)

« rooms should be consistently used (eg., dining room
should be used for only food-related activities such as
meals and birthday parties)

« wayfinding systems can be used to help patients find
their own and other significant rooms

- signs and pictures can help people remember where
things are kept (eg., place a picture of dishes on the
cupboard in which they are kept)

« objects and decorations from the past, family photos,
and familiar furnishings can stimulate long-term
memory
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The Environment Should Support
Reality Orientation

- reality orientation board should be placed in the unit
giving date and season

« calendars should be used where individual days are
crossed off as they have passed

» clocks should be used which keep consistent time

« seasonal pictures should be kept up-to-date to avoid
confusion

» real plants and flowers rather than plastic ones con-
firm a patient’s sense of what these objects are really
like



Sloane, P. D., & Mathew, L. J. (1990). The therapeu-
tic environment screening scale. American Joumal of
Alzheimer’ Rel Disor R h,
5(6), 22-26.

Description

Environmental Context

Care Units

Procedure

Research-Based Findings

This paper reports on the use of an observational screen-
ing checklist designed to evaluate the appropriateness
of a nursing home unit for residents with Alzheimer’s
disease and related disorders.

Thirty-one SCUs and 32 traditional care units in five
states were compared using 12 items from the Thera-
peutic Environmental Screening Scale (TESS).

The overall therapeutic principle that the authors sought
to evaluate was “sensory stimulation without stress”.
This was further broken down into the following key
functions of atherapeutic environment for the cognitively
impaired:

« Facilitate concentration and minimize agitation
« Enhance mood and self image

» Promote safety

» Accomodate a range of social activities

» Provide access to outdoors

From these emerged the following 12 item checklist
with which each care setting was evaluated. Each unit
received a rating of 0-2 for each item.

« Freedom from glare

+ Absence of noise

«» Absence of odor of cleaning solutions

« Absence of odor of bodily excretions

« Television not routinely on in public areas
« Personal items in rooms

» Home-like furnishings in public areas

« Absence of shiny or slippery floor surfaces

Results from the use of the TESS showed that:
«Specialized dementia units scored significantly higher
on the scale than did comparison units, especially in
the areas of:
+ cleaning fluid odor
« presence of personal items in rooms
« home-like furnishings in public areas
« direct accessibility to an outdoor area
» areas for small group interaction
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» availability of a kitchen
« routine use of television in the largest com-
mon area

» Within the dementia units, those that had been espe-
cially constructed as specialized units had somewhat
higher scores than those that were not specially con-
structed.

+ The demonstration of a wide variation in scores, and
statistical diferentiation between specialized and non-
specialized units suggest that the TESS may provide
useful information for the comparison of units.



Taft, L. B., Seman, D., Stansell, J., & Farran, C. J.
(1992, September/October). Behavioral dimensions of
dementia: a comparison of three program groups in
adult day care. The American Journal of Alzheimer's
Care and Related Disorders & Research, 7(5), 32-38.

Description

Research-based findings

The purpose of this study was to explore dimensions of
the behavioral domain and to study the relationship
between behavioral and cognitive characteristicsamong
three client groups at the Alzheimer's Family Care
Center (AFCC). In this retrospective descriptive study,
differences among the clients in the three program
groups were measured by comparing mental status,
agitation, and social accessibility. Mental status has
been most frequently used as a marker for the progres-
sive stages in Alzheimer's disease, although there is
controversy as to the validity and usefulness of such
models for staging dementia. Agitation describes the
range of behaviors commonly referred to as behavioral
disturbance. The study designed to explore behavioral
and cognitive differences among the three program
groups at AFCC addressed the following questions:

« What is the relationship between mental status and
client group?

» Whatis the relationship between agitated behavior and
client group?

» What is the relationship between social accessibility
and client group?

The therapeutic programs provided for the three client
groups at the AFCC were designed by the staff to meet
the needs and support the strength of clients in diverse
needs. About 50 percent of the clients participated in the
main study group. Despite memory impairments and
other deficits in cognitive functioning, clients in the
main group were able to participate in structured activi-
ties. About 25 percent of the clients participated in the
walking group. Clients in this group were best charac-
terized by their need to walk and maintain physical
activity. The remaining 25 percent of the clients partici-
pated in the sensory group. Clients in the sensory group
had profound impairments in cognitive ability and
limited attention span.

The Folstein Mini-Mental State Exam (MMSE) was
used to measure the progressive cognitive decline asso-
ciated with dementia. This instrument measures or-
ganic impairment, provides a score of global cognitive
deficits, and taps a range of cognitive tasks, including
orientation, verbal reasoning, visual perceptual, skills,
language and memory. Scores range from zero to 30
withascore of 21 or less being implicative of dementia.
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Mental Status

Agitated behavior

Social Accessibility

Two-dimensional behavior analysis

Policy Implications

84

The mean score in the main group was significantly
higher than the mean scores in the walking group orthe
sensory group. The scores in the lower functioning
groups were not significantly different and, in fact, 43
percent of the clients in the walking group and 50
percentof the clients in the sensory group scored zeroon
the MMSE. These findings support the assertion that
this scale poorly discriminates among lower function-
ing dementia clients.

The walking group was significantly more agitated than
either the main group or sensory group on ovenall
agitation as well as on the subscales of aggressive
behavior and non-aggressive physically agitated be-
havior. Scores on verbal agitation were somewhathigher
in the walking group, but statistical analysis failed to
support a significant difference among three groups in
verbal agitation.

Differences in the scores on the social accessibility
scale approached statistical significance, indicating a
trend toward decreasing sociability from the main group
to the walking group and to the sensory group.

The two behavioral dimensions of agitation and social
accessibility were examined by plotting the scores on a
grid with overall agitation on one axis and social acces-
sibility on the other axis. When the grid was divided into
four quadrants, the groups were clearly differentiated
into three of the four quadrants. For 80 percent of the
clients in the main group, the scores were located in the
quadrant representing high social accessibility and low
agitation.

Future understanding of the behavioral dimension of
dementia could be expanded through qualitative and
methodological research. Qualitative research can bet-
ter describe the antecedents of behavioral symptoms
and the impact of the individual's social and physical
environment on their behavioral responses. Qualitative
methods can also assist us in identifying and describing
behaviors that serve an adaptive function in clients with
dementia. Methodological research is needed to further
develop instruments to measure social accessibility and
other behaviors that serve an adaptive function.



Weiner, A. S. (1990, November/December). Corre-
lates of caring for a relative with dementia - a review
of the literature. The American Journal of
Alzheimer' Rel isorders & R h
5(6), 4-13,

Description

Research-Based Findings

Physical health

Mental health

Activities, social and informal supports

Literature review was done using "Alzheimer's disease
or dementia” and "caregiving" as key words within the
basic health services files: nursing and allied health;
medline, health planning and administration; psych
alert; mental health abstracts; and psych information.
Studies reviewed were organized in four sections:

» study design/methodology (funding, sample size and
type, strategy, research design);

» theory and definitions;

- findings (physical health, mental health, social par-
ticipation, activities and impact of patient function-
ing);

« practice implications.

Operational definitions and measurement of dementia
and burden vary across studies, and are essential aspects
of cross study analyses.

Some of the studies compared personal health ratings of
caregivers to normal or control populations. Caregivers
rated their overall health as poorer than control. Also,
caregivers had significant decrements in activities with
friends, current or planned vacations and church atten-
dance.

Mental health is represented by depression and is ana-
lyzed by discrete variables. In all studies there was a
clear relationship between caregiving and a depressive
symptomatology. Caregivers' level of affect, balance,
and life satisfaction were also considerably lower than
in the comparison group.

Some research studies highlight the relationship be-
tween caregiving and the pursuit of social activities.
One study indicated that 20 percent of the caregivers
indicated their greatest problem is confinement to home
and isolation from friends and outdoor activities.. For
60 percent, their relative's illness is noted to have
affected their relationship with others - i.e. friends no
longer visit, and jobs, volunteer work, and leisure ac-
tivities were given up. Also, it was reported that de-
creases in social and leisure activities is inversely re-
lated to the spouses level of cognitive function.
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The authors suggest that design professionals shouldbe
encouraged to develop services which are preventive
and responsive to the various dimensions of burden.
Tthe suggestions included:

» interventions to increase informal supports and to
work with the family network beyond the primary
caregiver.

« education programs and peer support that stress
pragmatic methods of coping with asocial and diffi-
cult behaviors, emphasizing that these are not di-
rected at the caregiver.

» program that instills a realistic sense of the future in
caregivers.



Williams, J. K., & Stern, E. J. (1992, May/June).
Pathways: serving the two victims of Alzheimer's dis-

ease. The American Joumal of Alzheimer's Care and

Related Disorders & Research, 7(3), 32-38.
Description

Environmental Context

The Villas

The Mews

Pathways is a public-private partnership in Florida
which was developed to test models of housing and
supportservices for Alzheimer clients and their spouses,
as well as to provide care in the home-like setting for
those seeking aresidential placement. The belief under-
lying the Pathways concept is that many Alzheimer
victims could remain with their spouses in residential
settings or be served at a lower level of care if such care
existed. Design of a less costly, less medically oriented
environment with fewer institutional design require-
ments, aimed at accommodating a range of individual
and family needs, could result in significant savings.

Pathways intends torevise the design and programming
of residential environments, and to create a continuum
of community and residential services for both the AD
victim and the informal caregiver. Pathways is designed
asacontinuum of residential environments and services
for victims of alzheimer's disease and their caregivers.
The project is being planned and will be built in the
greater Miami-Fort Lauderdale area of Florida.. The
variety of residential types and services will allow
caregivers toremain in ahome setting with theirspouse,
or individuals with Alzheimer's disease to live in a
residential care atmosphere thatemphasizes home rather
than nursing home. The project is aimed at maximizing
the AD victim's function and at supporting the caregiver
in their role for as long as possible.

In keeping with a village atmosphere, four residential
components will be built on a small scale. They will
include: the villas, the mews, the courtyards and the
lakeside.

The villas will accommodate the AD victim and pri-
mary caregiver whois functionally independentand can
maintain the AD victim in an independent setting with
the aid of day care and minimal personal care. The
informal caregiver will give most of the care, but will
receive training, psychological support, and support of
other caregivers through sharing tasks.

The Mews will provide assisted living for the caregiver
and also the AD victim, but its residents will be more
frail and in need of more support services. The Mews
will be small apartment buildings of one or two stories.
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The Courtyards

Policy Implications
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The courtyards will provide round-the-clock supervi-
sion and care for the AD victim who has no caregiveror
whose caregiver is no longer able to continue in the
primary role. The facility is less medically intensive
than a nursing home, and concentrates on maintaining
function through therapeutic activities.

A hospice project will care for those in a terminal stage
of the disease. The caregiver will receive support ser-
vices and will be encouraged to remain involved in the
individual's care.

The research programs of the Pathways project will ask
and attempt to answer several basic policy questions
concerning appropriate environments and services for
AD victims and caregivers. There will be an attempt to
examine a comprehensive coordinated approach to care
and the entire continuum of residential settings, from a
detached home in the community to assisted living and
comprehensive care in the Pathways. Among the re-
search goals that would influence the policy formula-
tion in the futureare:

« studying the relationships between environments and
therapeutic interventions when these consist of direct
services by trained staff and informal caregivers;

» determining the necessary assistance to the primary
caregiver at all stages

» evaluating the costs of care of various types and the
burdenitimposes on the caregiver and the state, withthe
objective of identifying the least costly means of pro-
viding high quality services.



Young, Muir-Nash & Ninos (1988). Managing

nocturnal wandering behavior. Journal of Gerontological
Nursing, 14 (5), 7-11.

Description

The Alzheimer’s Patient

The Environmental Context

Therapeutic Goals

Research-based findings

Research article in clinical/academic journal.

Nocturnal wandering is acommon behavior manifested
by people with dementia, and is identified by caregivers
as one of the least manageable behaviors.

“Modified white noise” (a slow surf sound) was intro-
duced into a gerontological inpatient hospital unit at
night.

To minimize nocturnal wandering by promoting sound
sleep patterns.

Although the results were not significant for the group
of 11 Alzheimer’s disease patients, two of the 11 were
less restless and agitated during the white noise condi-
tion.
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Zeisel, J., Hyde, J., & Levkoff, S. (1992). Facility
ignrevi iteria for Alzheimer' i nits:
an environment-behavior model. Unpublished manu-

script.

Description

Therapeutic Goals

90

The paper applies the approach of Lawton in establish-
ing review criteria for design features of SCUES. First,
the paper reviews the state of the field to describe what
variables, concepts and physical design elements others
have examined, classifying these into three areas: (1)
measurable therapeutic goals and outcomes of design
features (e.g. reduced agitation), (2) design perfor-
mance criteria (e.g. residents able to wander easily) and
(3) design features, that is, chracteristics, spaces, and
objects in the physical environments of SCUs (e.g.,
looping corridors). Second these three items are orga-
nized in terms of the design criteria each specific design
feature is intended to achieve and the category of the
physical environment in which it is included. Third, on
the basis of this analysis, combined with observational
data from visits the authors have made to SCUs, the
authors develop a model and related set of design
guidelines for the interactive effects of these three areas
of concern,

The authors use several therapeutic goals approaches
proposed earlier by researchers. Weisman and Cohen
(1990) proposed that the environment be “conceptual-
ized in terms of ... therapeutic goals”. Snyder and
collegues (1990) suggest the outcomes for SCUs:

» resident emotional status

» resident physical status

» resident mental status

» resident behavior

« family emotional status

« staff responses

« community feedback

Also cited are Mace's (1991) outcomes of special care
such as:

* decreased restlessness and agitation

« diminished hallucinations

- decrease in socially inappropriate behaviors

« reduced use of psychotropic medication

« improved orientation

« maintenance or increase of weight

» regained sense of humor

« decreased symptoms of anxiety

« increased awareness of self in relation to others.



Design performance criteria

Framework for a new model

Specific design features create and enable certain be-
havioral and perceptual opportunities. Performance cri-
teria can be grouped into categories such as privacy,
security and so on.

Zeisel et al. chose the following environmental classes
to classify the physical environment in special care
units:

« unit boundaries

» circulation

* COMMON Spaces

« private spaces

= outdoor spaces

« decor and furnishings
* scale

» ambient conditions

The first five relate to space configuration, one todetails
and the last two to qualities of a space. They develop a
model of eight concepts based on the classification
system:

* exit control

 wandering paths

« common space structure
« individual away spaces
» outdoor freedom

» residential character

» autonomy support

« noise comprehension

Each concept links a design feature to performance
criteria and together they form a system in which each
part supports the functioning of the others. The perfor-
mance criteriaarein turn linked to therapeutic outcomes
for both residents and staff, which could be measured to
test their effectiveness.
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Zgola, J. (1990). Alzheimer’s disease and the home:

Issues in environmental design. American Journal of
Alzheimer’ Related Di R h
3 (3), 15-22.
Description

Therapeutic Goals

Design Implications

Support Retained Abilities

Accomodate Deficits

Provide Outlets for Special Needs

Safety

92

This paper reviews some of the most common home
adaptations that can make life for both the person with
Alzheimer’s and the caregiver less stressful.

Four goals to be met by the home environment are
discussed: preserving function (by supporting retained
abilities, accomodating deficits, and providing outlets
for individual needs), safety, emotional well being, and
meeting the needs of the caregiver.

« objects in the environment should provoke long-
standing patterns of behavior (eg., provide a dial
phone instead of a touch-tone, an analog instead of a
digitat clock, or a sink of soapy water rather than a
dishwasher)

» avoid innovative or modern objects as they can
diminish skills

« simplify the environment and remove confusing ar-
ticles (eg., toilet with lid up and no competing stimuli
such as a nearby wastebasket sends a clear message)

» astationary bicycle, a treadmill, or arocking chaircan
help meet the person’s need to move about

« provide positive emotional outlets: (punching bags,
pounding dough, gardening)

» rich textures should be accessible to meet the person’s
need for tactile stimulation

» when a door must be locked or an object made
inaccessible, it should also be disguised, and an inter-
esting alternative offered to avoid frustration of the
person with Alzheimer’s

» a monitoring device such as a bell, intercom system,
or complex door locks which merely slow the exitcan
alert the caregiver to the actions of the person with
Alzheimer’s without actually interfering with them

« use appliances with built insafety devices (eg., smoke
detectors, electric kettles and steam irons with auto-
matic shut-offs)

» fit safety modifications into the person’s habits (eg.,
place grab bars where unsafe hand-holds were)



Emotional Well Being

Needs of the Caregiver

« remove hazards such as slippery rugs or low tables
which can cause fallls

» provide a special place in the home for the impaired
person’s work or leisure activities (eg., an “accident-
proof” sewing room or workshop)

» provide more lighting in places where the person is
expected to concentrate

« provide color contrasts for depth changes (eg., mark
edges of stairs, edge of bathtub with contrasting tape)

» label doors and objects with words and instructions
for people in the early stages of Alzheimer’s

» leave doors to important rooms, closets, or cupboards
open

« use home-based respite to free the caregiver toresume
usual home activities, this will provide essential sights,
smells, and sounds that promote awareness and orien-
tation

- avoid shiny and reflective surfaces, glare, and shad-
ows which may distort perception

» avoid background noise and multiple stimuli which
may interfere with hearing

» bring in comforting items from the past (photos,
keepsakes) as dangerous items are removed

« provide a private place for the caregiver

« install locks on private rooms to protect the caregivers
private times and personal belongings
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