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ABSTRACT

According to the World Health Organisation (WHQO), dementia is an umbrella term for a
neurogenerative disease with irreversible and progressive symptoms, which include memory
loss, mood changes, disorientation and issues with communication and reasoning. Globally,
the total number of people with dementia have been increased from 41 million in 2015 to 131.5
million in 2050, where much of the increase is in developing countries, against the backdrop
of deteriorating quality of care and high turnover rates among formal care staff. Dementia-
friendly environment is designed to support their symptoms within a physical environment,
which lead to a ‘specialised’ environment. An enabling environment enables the psychosocial
barriers of environments and attitudes imposed by care stakeholders. Caring is the experience
and feeling of a strong positive effect in defining identity in certain places and the communities,
such as home, workplace, and neighbourhood. In this case, transnational dementia care
produces a new perception of place and identity by introducing the emotional design of
distance/place attachment in ageing. Thus, designing is not a static process but requires
opening the world for people with dementia.

Case studies of transnational dementia care facilities in Thailand were selected. The primary
aim of the research study is to develop design and assessment tools for an enabling
environment for dementia care by negotiating attachment/sense of place for the overall quality
of care. There are five main research objectives. The first is to explore designers’ perceptions
of an enabling environment for dementia care. The second objective is to investigate how care
stakeholders use spaces and meet the observed needs of the enabling environment for
dementia care. The third objective is to observe how people with dementia and care
stakeholders use spaces and meet the observed needs of the enabling environment for
dementia care. The fourth objective is to develop a design framework demonstrating how the
designed environment and user needs are met to enhance their capabilities. The last objective
is validating and contextualising the users' cultural value needs and providing sustainable
health promotion settings.

The main findings include five overarching domains — creative functionality (including three
themes: concept, learning environment, flexibility), organisational security (including five
themes: emotional health, levels of care, person-centred care, comfort, and surveillance),
embodied selfhood (including two themes: personal spaces, and social inclusion), self-esteem
(including four themes: dignity, recognition, respect, and national character) and self-
actualisation (including two themes: roles and the self). — which indicate how the design of an
enabling environment can support the quality of dementia care. The findings expand how the
needs of people with dementia are related to the care professionals, and how the capability
management from care managers or designers can support the needed environment. In
addition, Ainsworth’s work on the quality of attachments has given rise to the suggestion that
caregivers are the ‘architects’ of the quality of attachments, and that attachment, non-
attachment or disordered attachment with the person cared for lies in the hands of caregivers.
However, the context of Thailand has suggested the condition of an ambiguous society, where
personal boundaries are shifting, disorienting, belonging to no place, or an unknown ‘home’.
The sense of uncertainty and in-betweenness experienced by people are underlined.
Therefore, this raises the question of the application of the culture of unbounded form and
non-attachment. The design and assessment tools attempt to contribute to knowledge by
conceptualising the important issues and aspects of an enabling environment for dementia
care. The overriding objective of this research is to create new insights that provide original
and effective ideas, which may have important social, cultural, economic, and political
consequences. The research study attempts to contribute new knowledge to design and
assessment tools for an enabling environment for dementia care by contextualising and testing
the tools with potential user groups.
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PREFACE

Through the memory of dementia, the first concept of dementia was structured when | was a

child. The same image emerges during the visit, the question of what it is. The perception of
people with dementia and how they perceive space, time, and orientation. What is the role of

architects then?

Yanisa Niennattrakul
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1 INTRODUCTION

The chapter introduces the global population of people with dementia, which has been
estimated to increase gradually from 47 million in 2018 to 131.5 million in 2050 (Prince et al.,
2015). The increasing numbers could cause people with dementia to seek avoidable hospital
services with high healthcare costs due to unmet medical, care, and social needs in the
community. Through environmental design, therapeutic models have been encouraged as
health promotion settings, calling for a new dementia care approach. The thesis sets to answer
how the design of an enabling environment can support and enhance the quality of dementia
care. This section introduces the main research questions, aims, and objectives. The research
methodology is also presented in this section explaining the three main research methods,
namely in-depth interviews, ethnography, and co-design workshops. Finally, the chapter

outlines the structure of the thesis.

1.1 Background

As its Latin origins suggest, dementia is an umbrella term, which describes the decline of
cognitive systems and represent a departure from previous mental functioning after a clinical
diagnosis (Cunningham et al., 2015), which a person may require a functional dependence.
As ageing is a risk factor (Niccoli and Partridge, 2012), the total population of people with
dementia is estimated to increase from 47 million in 2018 to 131.5 million in 2050 (Prince et
al., 2015) (shown in Figure 1). Each person will experience dementia in their own way as a
progressive syndrome. Although the rate of declination notably depends on the type of
dementia affecting the person, including neurodegenerative diseases, the primary causes of
which are unknown (DeTure and Dickson, 2019). In addition, the COVID-19 incidence
indicates that the infection may potentially increase and contribute to cognitive impairment and
dementia (Ciaccio et al., 2021). Some broad similarities include loss of executive functions
(mental skills), and these deficits occur because the brain is becoming progressively damaged
by the disease or small strokes (Jenkins, 2016). As a result, short-term memory decline may
become increasingly apparent in memory loss, mood changes, disorientation, problems with
communication and reasoning, which may be different in each person (Duong, Patel and
Chang, 2017). Without effective treatment options, a healthy lifestyle may reduce dementia
risk through cardiovascular and cerebrovascular mechanisms (Pan et al., 2020). However, all
current projections of the dementia epidemic and the assumption are doubtful, and secular
trends are perfectly plausible. Hence, ageing population seems to play the most significant
role, or prudent policymakers, which should plan future service provision based upon current

prevalence projections (Prince et al., 2016).
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After the diagnosis, dementia may cause a social burden on caregivers, families, communities,
and societies (WHO, 2017). Globally, by 2030, the cost of dementia care will be risen to US$2
trillion, which can undermine social and economic development and may overwhelm health
and social services, especially long-term care systems (Prince et al., 2015) (as shown in
Figure 1 and Figure 2). As a public health priority, policies, legislation, plans, frameworks, and
integrated programmes of care should be developed and coordinated to support the
recognition of the impact of dementia and resolve the complex needs of people with dementia
within the context of each country (Sapkota, 2019). However, low- and middle-income nations
still need to plan and implement programmes to tackle the rising trend, possibly due to their
culture of care (Kruk et al., 2018). For example, in Thailand, no community guidelines have
been established for dementia care in the long-term care system (Chuakhamfoo et al., 2020).
The influence of culture on dementia care was noted by Burnard and Naiyapatana (2004),
who observed a relationship between culture and communication, in that 'Thainess’,
Buddhism, the nursing profession and nurse—patient or doctor—patient relationships can define
the care ritual (Swihart, Yarrarapu and Martin, 2022). In Thailand, the burden of caring for
people with dementia rests on families, with an urgent need to improve and expand community
services (Werner and Kim, 2021). Simultaneously, some experts in the long-term care system
have suggested, and are developing, a new model of community-based dementia care
(Warrick, Prorok and Seitz, 2018).

Spiritual identity in Thai culture is all-embracing and unique (Farrelly, 2016): caring can be
seen as showing the good morals derived from a religious identity, conducting religious
practices and preserving religious rules and customs (Knodel et. al, 2018). According to Aulino
(2016), the way Thai people take care of their parents demonstrates a sense of detachment
(Tobias, 1977) embedded in the Thai identity that eventually reflects on progressive dementia
care and Thai beliefs to detach care from the person and self (Haeusermann, 2018). Culturally,
the old and infirm should be cared for by family members, whose gratitude to their elders
creates a pattern of informal long-term care. However, the economic burden this causes — in
terms of care costs, financial debt and lost opportunities for career development — has been

reviewed by Sihapark, Chuengsatiansup and Tengrang (2013).
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Figure 1 Global Dementia Challenges
Sources: Adapted from Wortmann (2012) and WHO (2017)

Comparable to the Eastern concept, the contemporary ways of living with dementia (e.g.,
dementia as a disability, equal human rights, and a sense of meaning) are reflected in
dementia-friendly communities (Lin, 2017). Consequently, a growing movement reminds
communities that people with dementia have the same rights as others, can be active citizens
(WHO, 2015), and should be treated with dignity and respect. However, community-based
support for dementia care provisions by various agencies have inconsistent funding, which is
fragmented and short-timed (Morton et al., 2021). Therefore, older people with unmet medical,
care, and social needs in the community could seek avoidable hospital services resulting in
high healthcare costs (Matchar et al., 2018).
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United Kingdom

In England it is estimated that around 676,000 people have demen-
tia. In the whole of the UK, the number of people with dementia is
estimated at 850,000.

1. 2. 3@ 46

United States

158 1, i
Current estimates are that about 5.8 million people in the United ,09
States have Alzheimer's disease and related dementias. including »
5.6 million aged 65 and older and about 200,000 under age 85 with

younger-onset Alzheimer’s.

X EXE

Most people with dementia are living with multiple long-term health
condilions. In 2018 95.1% of people with dementia had at least one
additional long-term health condition and more than one in six
{17.8%) had nine or more long-term health conditions.

Figure 2 Global Dementia Trend and Quality of Care
Sources: Adapted from WHO (2017) and Lancet (2019)

By creating an environment to build a culture of care, people feel valued, not just customers
and clients, but those within the organisation (Metz, lllies and Nistor, 2020). However, all
nurses and healthcare professionals are needed to communicate with patients, with families
and with other colleagues in multicultural settings (Burnard and Naiyapatana, 2004). The
relationship between culture and communication can help to inform a care practice (Meddings
and Haith-Cooper, 2008). In this case, the concept of ‘Thainess’, Buddhism, the nursing
profession, and nurse-patient/doctor-patient relationships are related and the cultural aspects
of nursing in various contexts can also reassure nurses internationally (Burnard and
Naiyapatana, 2004). The transnational dementia care facilities in Thailand attract people with
dementia, who migrate for care based and hospitality services based on their wealth and
privilege (Johnston and Pratt, 2022). Hence, the state-supported programmes negatively
privatised industry on the availability of healthcare professionals in public hospitals in Thailand
(Pratt and Johnston, 2022).
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High quality, well-integrated medical and social services to achieve better health outcomes
and prevent unnecessary acute care visits are required for dementia care (Jennings et al.,
2016) to reduce agitation and challenging behaviours (Livingston et al., 2020). Challenging
behaviours such as wandering can increase risks of trips, falls (and associated and sustained
injuries), and risk exposure to social vices, such as theft, may be the direct causes of
hospitalisation (Sampson et al., 2015). However, some indication currently states that families
are improved in their care for relatives with dementia care than before (Schulz and Eden,
2016). The transitional environment of long-term care facilities can be stressful for older
people, entailing numerous challenges. Understanding the cultural factors helps nursing staff
gain new insight into older people’s transition to residential care facilities (Sun et al., 2021).
Therefore, healthcare professionals need to strengthen their competencies to facilitate access

to healthcare.

In 1997, Professor Tom Kitwood (1997) initiated the concept of person-centred care and
emphasised on the requirement for continue prolonged intensive personal interactions with
people with dementia. Person-centred care means treating ‘patients’ as individual and equal
partners in the healing business (Coulter and Oldham, 2016). By refocusing on the loss of
abilities and emphasising an individuals’ unique needs, personal experiences and strengths,
person-centred care model reintroduces how to measure and design care services for people
with dementia (Fazio et al., 2018; Byrne, Baldwin and Harvey, 2020). The care philosophy
respects and values people with dementia and promotes their health and well-being (Soofi,
2022). However, person-centred care approach can indicate to an emotional burden of
caregivers due to the limitation of caregivers and can result in ‘Malignant Social Psychology’,
which correlate with neuropsychiatric symptoms of people with dementia (Barbosa et al., 2015;

Eisenmann et al., 2020).

A therapeutic resource, such as design can holistically promote functionality and well-being
among people with dementia (Day, Carreon and Stump, 2000). Design perception has been
enhanced by dementia-friendly design to empower people with dementia and their caregivers,
especially in relation to spatial orientation problems (van Buuren and Mohammadi, 2022). The
positive strategies for quality of life are demonstrated in physical environment interventions
(Hunter et al., 2019). Moreover, Zeisel (2013) promotes eight types of design guidelines,
emphasising the effects design could have on the personhood of residents and on
opportunities for relationships — the link to person-centred care. According to the work of
Lawton (Wahl, Iwarsson and Oswald, 2012), the physical environment serves as a framework
for various changes in cognition, independent functioning, and high quality of life, which should

be supportive and therapeutic (Calkins, 2018). designers and researchers had developed
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distinct versions of therapeutic goals that could be used to guide the development of
environments, both physical and programmatic, in environment-gerontology theory (Calkins,
2018). Additionally, the importance of activities engagement for people with dementia is the
meaningfulness (Roland and Chappell, 2015). Purposeful activities are tools and media, which
used by therapists to facilitate performance, or tools for bringing about change (Strandenzes,
Lund and Rokstad, 2019). Hence, meaningful activities for people with dementia should be

accessible, enjoyable and provide connection with others.

The concept of salutogenesis by a sociologist, Aaron Antonovsky, initiated a multi-sensory
environment, which aims to balance and support the positive psychology for people to
overcome illness with constructive stimulation (Antonovsky, 1979). By perceiving health as
landscape, the cultural and natural construction affect well-being and health (Menatti and
Casado da Rocha, 2016). Landscape architects and designers have adopted playscape
terminology to define the environmental features that encourage play and social interaction
for all age groups. Current concepts of therapeutic landscape combine landscape with
principles of holistic health and the interaction of social, affective, and material factors. In the
dementia context, the complexity of the nursing home as a therapeutic place has led to the
culture change movement, which transforms and de-institutionalises care institutions. Hence,
health tourism in many contexts have recently seen popularised due to the quality of

therapeutic landscapes (Huang and Xu, 2017).

This PhD study introduces the relationship between actor-network perspective (Cresswell,
Worth and Sheikh, 2010), which examines the co-creation of dynamism between therapeutic
landscapes and health tourism (Huang and Xu, 2018). Referring to Waller et al. (2015), more
inclusive products can reach a broader market, improve customer satisfaction, and drive
business success. Beneficially, tourism and leisure activities have revealed for individuals with
a disability, enhancing personal development, quality of life, recovery, and contribution to
social inclusion (Kastenholz, Eusebio and Figueiredo, 2015). Consequently, the approach
begins to extinguish barriers to leisure activities, thereby impacting the freedom of individuals
to participate, excluding the groups from many activities they previously engaged in (Innes,
Page and Cutler, 2016). Subsequently, one facet of destination development and accessibility
has been framed by the destination experience for equity and inclusivity (Innes, Page and
Cutler, 2016). As a result, therapeutic models have been encouraged as health promotion
settings, calling for a new dementia care approach. Hence, tourism as a therapeutic

community can be developed for positive user experiences.
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1.2 Problem Statement

Medical tourism exists when consumers choose to travel across international borders with the
intention of receiving alternative procedures of medical treatment (Khanm Chelliah and Haron,
2016), which may span the full range of medical services. However, the benefits of trade
liberalisation and international tourism have been sporadic and uneven. The neoliberal model
of tourism pursues profit at all costs, with scant regard for the needs of local people,
communities, or the natural environment (Wearing et al., 2019). Within this milieu, medical
tourism is being promoted as a rational economic development strategy for some developing
countries and a makeshift solution to the escalating waiting lists and exorbitant healthcare
costs in developed countries. The dementia care burden is often more significant in low- and
middle-income countries (LMICs), where some of these countries are projected to have the
largest increases in dementia prevalence over the next few decades (Sexton et. al, 2021). As
ageing and health has many socio-cultural determinants, availability of social support for older
people are varied in different cultures based on social status (Wanchai and Phrompayak,
2019). Great respect has been accorded in both within their families and in society of many
developing countries. The traditional strong social support may seem to be under strain due

to the rapid social restructuring and economic changes in these countries (Shaji, 2009).

Strategies of designing hospital hotels, are compose of master planning, affordable tourism
services, medical education, medical tourism websites, and health tourism policy councils,
which have been articulated as principles of designing hospital hotels (Kazemha and
Dehkordi, 2017). Because of different dementia laws, freedom and autonomy through mobility
are possible in this context. Therefore, regulation of the medical tourism and public health
sectors overlap in many instances, raising questions of how patient safety, economic growth,
and health equity can be protected (Labonte et al., 2018). However, different cultures and
contexts understand dementia differently (in different meanings). The development of medical
professionals such as geriatricians, portray a change in local perception of “the elderly”, which
are socially constructed, locally experienced in global media and the marketisation of lifestyle
interventions (Hillman and Latimer, 2017). Architects’ actions have been outlined by rules,
regulations, standards, and governance practices. Socio-cultural and religious codes seek to
influence the formal structure of settlement patterns, to prescribe building regulations, and to
specify detailed elements of building safety (Gilman, 2005). Consequently, some caregivers
give preference to people with dementia’s autonomy more than their safety under the

responsibility of risk management and regulations (Smebye, Kirkevold and Engedal, 2016).
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In the nursing home sector, the concept of de-institutionalisation becomes a trend for people
with dementia to live in a small-scale and home-like care settings, instead of large nursing
homes (Verbeek et al., 2010; Moeke et al., 2016). As a result, Daily routines are emphasised
and encouraged to participate in meaningful activities in familiar domestic settings (Malta-
Muller, Kirkevold and Martinsen, 2020). Downsizing care facilities and increasing home-like
appearances and atmosphere (Shield et al., 2014). Likewise, a cluster of residents (usually
six to eight) live together in small-scale care facilities and nursing staff are part of the
household (Boer et al., 2018). Residents are encouraged to participate in normal daily
activities and integrated rehabilitation tasks (WHO, 2019). Social interactions and segregation
in the context of dementia are categorised into different social classes, occupations, and
cultural backgrounds. However, class discourses may not be explicated. The concept of
‘ordinariness’ often reveals how inequalities and suffering are legitimised and accepted
(Crompton, 2006; Skeggs, 2011; Skeggs and Loveday, 2012). Economic, social, and cultural
expressions of late modernity questions how ageing and social class are enacted and where

inequalities can be resolved in later life (Jones, 2017).

According to Augé (2008), the concept of ‘non-place’ means not relational, not historical, and
not concerned with a person's identity in the space. As a non-place, an unfamiliar environment
might cause agitation. Unlike the homelike design, a normalised living is emphasised by a
sizable variable in the characteristics of small and domestic-style settings (Verbeek et al.,
2009). Wayfinding becomes an issue for people with dementia, especially in unfamiliar
spaces. Hence, similar design features of the built environment, such as signs in wayfinding,
are attended (Sheehan, Burton and Mitchell, 2006; Sturge et al., 2021). Limits of the person’s
agency need an external support in making daily life decisions (Krist et al., 2017). Design is a
purposeful human activity in which cognitive processes are used to transform human needs
and intent into an embodied object. However, though tourists, disenchanted by the apparent
inauthenticity of their lives, are searching for more ‘real’ experiences, perhaps by visiting non-
Western cultures they understand as ‘traditional’, they are doomed only to find a ‘staged
authenticity’. Therefore, the main research question is how the design of an enabling
environment can support the quality of dementia care. According to Nussbaum (2009), the
capability approach can ensure that nursing staff and caregivers can fulfil basic needs of
people with dementia and other capabilities towards a dignified life (Melander et al., 2018).
Within the normalness of being a ‘person’, salutogenic design strategies of many organisations
and municipalities across the world are working on design qualities of usability and

aesthetically pleasing appearance.
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In this case, the context of Thailand was chosen. Since 2003, the Thai government has
attempted to make Thailand a global centre for medical tourism through an initiation of a centre
of excellent healthcare in Asia. By assessing its credentials as an international medical hub in
the late 2010s, the Thai government noted it led its Asian competitors on service and quality
of care. According to a cultural approach, Thai practice of care for ageing population focuses
on the exploitative relations between global north and south to fully represent the high quality
of care (Pratt and Johnston, 2021). The skilled nature of dementia care offered by non-kin-
based relations is developed over time (Pratt and Johnston, 2021). Especially, informal
caregivers are the main human resources for dementia care services in rural areas (Asian
Development Bank, 2020). As a result, policymakers should consider the dominant pattern of
care in Thailand and promote these services (Chuakhamfoo et al., 2020). Moreover, the
hospitality and care given by Thai people show the will of the international hotels that come
into the country to implement a standard service level for their guests, reflecting the mentality

of culture. As a result, several dementia resorts have emerged in the context.

In the context of Thailand, Alzheimer’s disease was the most common cause of dementia, and
the distribution of other types of dementia and other symptoms were similar to Western
statistics (WHO,2021). However, the proportion of young people with dementia was higher
(Dharmasaroja et al., 2021). Studies showed that people in the community were aware of
dementia as being permanently neglected or unable to remember. Currently, dementia
prevention in older people is recommended by doing fun activities and interacting with other
people in the community (Piyawattanapong, 2020). Therefore, the home modification
recommendations by occupational therapists are developing a regulation system, standard
users’ assessment tools and a national care standard to improve staff education and
competence to advance a care excellence and end users’ quality of life in long-term care

facilities.

1.3 Research Questions, Aims, Objectives

The key research questions that emerged for this study are concerned with the capability
approach. People with dementia have complications in participating in planning their lives and
achieving the human capability of practical reasoning. The followings are main research

questions:

1. How can designers in Thailand perceive the design of an enabling environment for

dementia care?
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2. How can care stakeholders, including care managers, care professionals, and
caregivers, perceive the design of an enabling environment for dementia care?

3. How do people with dementia and care stakeholders use the spaces and meet the
perceived needs of an enabling environment for dementia care?

4. How does the designed environment meet the users’ needs to enhance their
capabilities?

5. How can the design framework of an enabling environment for dementia care be
validated and contextualised with cultural values for sustainable health promotion

settings?

The overarching aim of the research study is to develop and disseminate a design framework
for an enabling environment for dementia care. The overriding objective of the research is to
create new insights that provide original and influential uses, which may have significant
social, cultural, economic, and political consequences. Moreover, the concept of an enabling
environment is determined and focused on specific target groups to collectively accomplish
an inclusive impact on the global scale (OEDC, 2011). Finally, the research study attempts to
contribute new knowledge to the design framework for an enabling environment for dementia

care by contextualising and validating the tool with potential user groups.

Therefore, the study has the following objectives:

1. To explore designers’ perceptions of an enabling environment for dementia care.

2. Toinvestigate care stakeholders’ perceptions of an enabling environment for dementia
care.

3. To observe how people with dementia and care stakeholders use spaces and meet
the observed needs of the enabling environment for dementia care.

4. To develop a design framework which demonstrates how the designed environment
and user needs are met to enhance their capabilities.

5. To validate and contextualise the users’ needs for cultural value and providing

sustainable health promotion settings.

1.4 Research Methodology

Case study methodology were used to investigate the design of an enabling environment
which enhances the quality of care. According to the case study selection, which is the
researchers’ elemental tasks for choosing cases and sets out of an agenda for studying these

case studies (Seawright, 2008). A phenomenon of the research subject is based on the
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rational selection. Four case studies were selected based on the selection criteria such as
case accessibility, target of transnational people with dementia, and resort-like dementia care

facilities.

As illustrated in Figure 3, three main research methods, namely in-depth interviews,
ethnography, and co-design focus groups, will be applied to the case studies. The following is
a brief explanation of the data collection and data analysis procedures based on the research
objectives. The first objective was to develop how the capability approach could enhance
transparency and inclusion in health promotion settings by conducting in-depth interviews with
care managers. Moreover, objective two was to explore design pluralism and architects’
perceptions by conducting interviews with designers. In this context, objective three intended
to examine users’ capabilities concerning the design tool. Accordingly, the gap of resources
between designers and users’ capabilities would be triangulated with ethnographic data.
Finally, through co-design workshops, the established design tool would be tested and
contextualised in focus groups to aggregate how stakeholders can be included in the design

process.
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The first research method is the semi-structured interview, which aims to conduct colloquially
with one respondent at a time and uses a combination of closed- and open-ended questions
accompanying with why or how questions (Adams, 2015). Semi-structured interviews are

appropriate for research questions when follow-up queries are required (Adams, 2015).

The second research method is ethnography and the researcher’s perception. Ethnography
for designers enhances architects and designers how to listen actively to the knowledge
people have about their own culture (Cranz, 2016). The third research method is the co-design
workshop, which is demonstrated by designing and delivering community services in a
partnership between service providers for an equal and reciprocal outcome (and often formal

caregivers, families, and local communities) (Latulippe, Hamel and Giroux, 2020).

Research limitations of the PhD study depends on an accessibility to people, organisations,
data, or documents. In this case, data accessibility is denied or limited in various
circumstances, the explainable reasons are described in the chapter. According to the
language translation, the meaning might be changed and might have a bias on a person, a

place, an event, and a culture, which are viewed or shown in a consistently inaccurate way.

1.5 Thesis Structure

The PhD thesis is organised into nine chapters following the research objectives. Chapter 1
presents the literature review to cover topics such as dementia-friendly environments,
therapeutic landscapes, concept of place and ergonomics to ascertain the possibilities of
mobility in people with dementia. The second part of the chapter demonstrates the importance
of human capabilities, which include topics such as the salutogenic approach and attachment
styles. The grey literature is in the salutogenic approach, which should support their

capabilities.

Chapter 2 expands on the role of design for dementia care to the tourism design system. The
first section of the chapter reviews topics such as deinstitutionalisation, design for coherence,
and emotional design which argues for the role of design in dementia care. The second part
of the chapter consists of topics such as globalisation, design ethics, design thinking, and
transnational care in Thailand. The grey literature focuses on the ergonomic design-thinking

framework which has to be developed.
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Chapter 3 describes the research design. The chapter reviews the main case study selection
criteria. Research methods, research data collection, and data analysis are explained in this

chapter. Towards the end, research limitations are discussed.

Chapter 4 presents the findings of how designers perceive the design of dementia care in the
context of Thailand. This chapter discusses the perception of designers in terms of the design
of the physical environment for dementia care in the context of Thailand. These domains
included design for sense of coherence (SOC), design as collectivist culture, and design for

neuroscience.

Chapter 5 summarises the perceptions of care stakeholders as the main facilitators. This
chapter explores stakeholders’ perceptions of care regarding the design of physical
environments for dementia care settings. Three overarching themes were explored: the
comprehensibility of architectural languages, manageability of hospitality, and perception of

place.

Chapter 6 explains the ethnographic data. This chapter explores the ethnographic study of
dementia care facilities to investigate the use of space by end users, including people with
dementia, caregivers, and care stakeholders. The methods are behavioural mapping,
sketches, POE, and photography. The expected outcomes of this chapter are to demonstrate
the pattern of space usage based on environmental psychology that encompasses culture,
meaning, representations, bodies, and sensory issues. The main domains will be explained in

the chapter.

Chapter 7 illustrates the triangulation between ethnographic data and participants' interviews.
The chapter's main objective is to establish a design framework for an enabling environment
for dementia care. The chapter explains the triangulation of the research findings (from the
previous chapters) that show different perceptions of stakeholders. Triangulation was
conducted based on the research findings. The results will show domains that emerge from

the triangulation of various stakeholders' perceptions.

Chapter 8 displays the contextualised co-design workshop findings. In the context of dementia
care, design is a research tool to support care involving people with dementia by shifting the
focus of healthcare towards the experiences, values, and people with dementia’s quality of life
and their care participation. The four existing domains were discussed and adjusted by the
research participants. Accordingly, an emerging domain of self-actualisation addressed the

prominence of ‘agency’ when designing an enabling environment for dementia care.
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Chapter 9 explores the relationship between the results and the existing literature and design
recommendations. The chapter discusses the research findings, which demonstrate that the
design of an enabling environment for dementia care should be based on the flexible needs
of the end users. The discussion emphasises the importance of an enabling environment for

dementia care which directly relates to the culture and context of the settings.

1.6 Summary

This section introduces the PhD study and the prominence of the design of an enabling
environment which can support the quality of dementia care. This section presents the main
research questions, aims, and objectives. The research methodology and the three main
research methods employed by the study were also presented in this section. Finally, the
thesis structure is explained. The next chapter will describe the literature review,

demonstrating the global challenges of dementia and the quality of dementia care.
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2 THE QUALITY OF DEMENTIA CARE

2.1 Introduction

This chapter demonstrates the global challenges of dementia and the quality of dementia care.
The chapter presents the literature review to cover topics such as dementia-friendly
environments, therapeutic landscapes, concept of place and ergonomics to ascertain the
possibilities of mobility in people with dementia. The second part of the chapter demonstrates
the importance of human capabilities, which include topics such as the salutogenic approach

and attachment styles.

2.2 Quality of Dementia Care

As its Latin origins suggest, dementia is an umbrella term for which a person who has a
progressive cognitive decline and represents a departure from previous mental functioning
through a clinical diagnosis, requires new functional dependence (Cunningham et al., 2015).
Dementia is caused by neuropathic changes in the brain, attributed mainly to Alzheimer's
disease and vascular dementia (Kalaria, 2016). Common symptoms include cognitive,
linguistic, behavioural, and mood impairments, and disorientation to time and place (new
experiences) (Duong, Patel and Chang, 2017). As shown in Figure 4, symptoms of dementia
are commonly categorised into stages, and each person has experienced dementia in their
own way (Eriksen et. Al, 2016). With progressive symptoms, the rate of decline notably
depends on the type of dementia affecting the person, including neurogenerative diseases,
the primary causes of which are unknown (DeTure and Dickson, 2019). In addition, the
COVID-19 incidence indicates that the infection may potentially increase and contribute to
cognitive impairment and dementia (Ciaccio et al., 2021). Some broad similarities include loss
of executive functions, and these deficits occur because the brain is becoming progressively
damaged by the disease or small strokes (Jenkins, 2016). Short-term memory decline may
become increasingly apparent in memory loss, mood changes, disorientation, and problems
with communication and reasoning, which may be different in each person (Duong, Patel and
Chang, 2017). Dementia can be perceived as one of the biggest challenges associated with
an ageing population (Garder, Valcour and Yaffe, 2013) and creates a more significant risk to
predominantly affect older people. However, a normal part of ageing or exacerbated by the
symptoms of dementia are not related to dementia (Bullain and Corrada, 2013). Recently, the
term “major neurocognitive disorder” replaces the term dementia and defines the condition as
significant cognitive decline that, critical to the diagnosis, impairs independent living

(Cummings, 2020). Dementia is not a single disease, but instead a medicalised syndrome
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formed by a range of recognisable symptoms, such as memory loss, disorientation, and may

experience behavioural changes that may escalate aggression (WHO, 2017).

Moderate Stage

It becomes harder to perform
regular daily activities and
self-care as dementia
progresses.

increasing confusion
Earl or poor judgment
St y In the early stages of peorjudg ’ Late
age dementia, a person's
g symptoms are often greater memory loss, Stage
relatively mild and not including a loss of events
always easy to notice. in the more distant past. In the final stage of the
disease, dementia symp-
problems with memory toms are severe.
Individuals lose the ability
to respond to their environ-
speed of thought, language ment, to carry on a conver-
sation and, eventually, to
control movement.
perception They may still say words or
phrases, but communicating pain
becomes difficult.

Figure 4 Stages of Dementia
Sources: Adapted from Ning et al. (2020)

In 2020, over 50 million people were living with dementia globally (Alzheimer’s Disease
International, 2020; Nichols et al., 2022). The number of dementia cases is projected to double
every 20 years, reaching 82 million in 2030 and 152 million in 2050 (Alzheimer’s Disease
International, 2020). The increase will challenge the healthcare workforce, which is already
inadequate in size and training (Warshaw and Bragg, 2014). Developing cost-effective models
of care which deliver caregivers’ needs alongside the medical management of the disease is
necessary to maximise the quality of care, address safety issues, and positively improve
people with dementia’s and caregivers’ experiences (Noel, Kaluzynski and Templeton, 2017).
Finally, improved health outcomes and unnecessary acute care visits are attained
(Jennings et al., 2019).

However, various research has shown poor quality of care in dementia care settings and
physician non-adherence to quality indicators (Jennings et al., 2016). This highlights the
limited training of healthcare professionals in best practices of dementia care and disease
management (Surr et al., 2017; Parveen et al., 2021). As a result, the decreased number of
care workforce can cause a significant service demand in the community care services (Chan

et al., 2020). Simultaneously, nursing and care assistant work can be stigmatised as ‘dirty
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work’ (Jervis, 2001), as well as emotional burden of the professional caregivers correlates with
neuropsychiatric symptoms (Seidel and Thyrian, 2019). Therefore, stability, longevity, shared
experiences are related by the strength and internal consistency of a cultural change

movement by care management teams (Killett et al., 2014).

The term ‘person-centred care’ is used commonly in healthcare policy and practice (Godfrey et
al., 2018), which is a care approach to place a person at the centre of their own care (Couler
and Oldham, 2016). The person in person-centred care approach contributed to shared
decision-making, equality of communication and mutual respect (Mitchell, 2015). Kitwood
(1997) described two forms of interactions that staff can have with people with dementia. The
first is Malignant Social Psychology (MSP) (Kitwood, 1997; Chaudhury, Hung and Badger,
2013). Kitwood identified the interactions (if allowed to happen or continue) that will contribute
to the negative experiences of people with dementia within organisations which also threaten
dignity (Hobson, 2019). However, the concept of generation is translated into everyday nursing
care continue to present a challenge (Ross, Tod and Clarke, 2015). People with dementia’s
exchanging attitudes receive personalised care, who based on their individual needs,
preferences, and lifestyles (Wehrmann et al., 2021). Personhood can be concerned on treating
them as a person, as well as treating dignity and respect for people with dementia to support
a sense of self (Hennerlly et al., 2018). Hence, a relationship with others progresses the sense
of being a person (Hennelly et al., 2018). Nevertheless, the domain agency is required to be
extended (Kaufmann and Engel, 2016). According to Wozniak (2018), a concept of person
may be counter-intuitive to nursing’s duty to care, especially for those who are most

vulnerable.
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Figure 5 Dementia Quality of Care
Sources: Adapted from Kitwood (1997) and Groot et al. (2018)

In dementia care, improving care quality is crucial for improving care quality, which nursing
management and leadership should be considered (Sfantou et al., 2017). The objectives of
the best quality care for residents, empowers the care staff working in nursing homes who are
committed and involved in an organisational and interpersonal issue to influence their work
situation (Andre et al., 2014; Andre et al., 2020). As a result, person-centred care can be
enhanced by qualities to increase empowerment, for example the care staff’s job satisfaction,
empowerment, autonomy, transformational leadership, pace of work, staff ratio, and
communication (Choi et al., 2016; Ree, 2020). Simultaneously, several positive outcomes of
patients, such as increased satisfaction, less falls, and reduced mortality, are associated with
person-centred workplace cultures (Braithwaite et al., 2017). Crucially, to achieve innovative
performance and specially to resolve the everyday tasks, organisational culture affects the
innovativeness and the creativity of the human capital (Caliskan, Turunc and Akkoc, 2014).
Advocated values and assumptions should be evolved (Killett et al., 2014) (as shown in Figure

5). Hence, the person-centred bio-psychosocial model also motivates and encourages people
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with dementia to have more independence, and it results in a more cost- and time-efficient,

high-quality care service (Nicholson, 2021).

2.2.1 Dementia-friendly Environments

The expansion of the person-centred care philosophy (O’Rourke, Lobchuk and Lengyel, 2022)
is supported in a dementia care facility’s physical environment and has been increasingly
acknowledged as significant in influencing the quality of life (Dahlan, Ibrahim and Masuri,
2016; Chaudhury et al., 2018; de Boer et al., 2018; Lee et al., 2021). According to caregivers’
perspectives, factors such as comfort, familiarity, and an organised space are significant
therapeutic resources for supporting the residents’ well-being (Burton and Sheehan, 2010;
Lee, Chaudhury and Hung, 2016). Moreover, poor environmental factors, include overloaded
sensory stimulation (Pfeiffer et. Al, 2017), safety risks, wayfinding, and rushed care, influence
residents’ behaviours (Kuliga, Berwig and Roes, 2021). In this case, environmental design
interventions for people with dementia are influenced by design features such as colour
contrast, high-intensity lighting, dining room size and noise (Goudriaan et al., 2021; Fleming
and Bennett, 2017; Bowes and Dawson, 2019). The design of dementia-friendly environments
enables people with dementia to retain their independence, which is recognised in improving
dementia care in healthcare settings (Waller and Masterson, 2015). However, the care
process of protecting and providing what people with dementia needs (Cambridge Dictionary,
2022). The environment can be thought of in terms of physical and social dimensions.
According to Figure 6, a dementia-friendly environment, therefore, includes the groups to
which they belong, the neighbourhoods in which they live, the organisation of workplaces, and

the policies they create to order their lives.
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Figure 6 Dementia-friendly environments

The social relationships were observed as a part of ‘nested’ groups within the larger social
environment (Runcie et al., 2013; Modlinska et al., 2018). Unique dynamics and outside
factors often influenced their structuring in the ‘nested social groups’ (e.g., the physical
environment and staff preferences) (Doyle, de Medeiros and Saunders, 2011; Dunn et al.,
2014). An association has been found between the severity of cognitive impairment and
decreased social connectedness, with dementia sufferers susceptible to social isolation due
to their cognitive impairment (Lapane et al., 2022). Social connectedness forms a part of the
recovery journey, and relationships can support or re-connect self-identity (Best et al., 2017).
Spatial factors, including living arrangements, the size of social networks, and engagement in
social activities form part of social connectedness (Poey, Burr and Roberts, 2017; Schmitz,
Mauritz and Wagner, 2021) and can solve issues of perceived social isolation, influencing
perceptions of social support and loneliness. Acknowledging social preferences and designing
solutions to integrate person-centred care into the social fabric of care facilities and
communities can also promote social connectedness (Adlbrecht et al, 2020), as can
meaningful and valued occupations (De Vriendt et al., 2019; Vaartio-Rajalin et al., 2020) in

dementia care facilities to support ‘recovering’ processes through concepts of hope, identity,
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meaning and empowerment, established through structured routines, ADLs and occupations

(Doroud, Fossey and Fossey, 2015).

Moreover, individuals’ freedom of movement is often non-existent, and contact with those not
residing or working within institutions is restricted by living within a locked environment (Joyes
et al., 2021). Even though these restrictions may be necessary to protect the individual's
mental health, the environments can be unintentionally unhealthy (Joyes et al., 2021). More
importantly, the psychosocial climate presents and engaged by caregivers who act as
catalysts (Goodall et al., 2021). A climate interpreted as at-homeness supports people with
dementia’s well-being (Ohlen et al., 2014). When absent, the climate can quickly become
anxious, facilitating people with dementia’s ill-being (Edvardsson, Sandman and Rasmussen,
2012). To provide quality dementia care, care staff requires to acknowledge their roles in a
setting and the emotional tone of the psychosocial climate (Villar et al., 2021). This emotional
tone also significantly influences people with dementia’s well-being (Rock et al., 2020; Adibe,
Hebert and Perticone, 2021). Standard management practices can deal with disturbing
behaviours such as noisemaking, including pharmacological interventions (Doyle et al., 2005).
Hence, interventions were the contingent reinforcement of quiet behaviour and environmental

stimulation tailored to individual preferences (Cohen-Mansfield, 2004).

The use of peripheral memory and memory training can assist people with dementia to
maximise their cognitive functioning (Logsdon and McCurry and Teri, 2007) and
independence (Lanzi, Burshnic and Bourgeois, 2017). The creation of therapeutic and healing
environments is required for theoretically based and empirically supported nursing
interventions that decrease stress and improve dementia’s lived experiences (Coakley and
Mahoney, 2009; Huisman et al., 2012). Furthermore, the health benefits of therapeutic
gardens for people with dementia spans across physical, social, psychological, and cognitive
effects (Noone et al., 2017). The word healing has also been substituted by other synonyms
that reflect the same meaning. In general, healing can be defined as a good and positive effect
of psychology (Izwani Nor Hamzah et al., 2020). The healing concept can be applied to
building and landscape design. A healing garden is one of the implementations derived from
the healing concept. An optimal healing environment (OHE) is a shared space where healing
occurs by addressing all aspects of a person's individuality. Individuality includes the physical,
psychological, social, cognitive, economic, environmental, spiritual, and behavioural
components of humans (Sakallaris et al., 2015). Through the healing and cognitive process,
the use of multisensory stimulation in people with dementia has become progressively popular
in recent decades (Collier, 2007). While nature provides the ultimate multisensory

environments, Snoezelen or MSE becomes an engineered environment, which provides more
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personalised sensory stimulation for people who, due to their abilities, are unable to seek

required stimulation by their own (Pagliano, 1999).

Appropriate adjustments must be individually controlled for feelings and behaviours of people
with dementia based on their current moods and needs in multisensory stimulation
environment (Machado and Castro, 2022). As a result, people with dementia can experience
the multisensory environment in a comfortable mood (Tsai and Hong, 2019). The sense of
stimulations inside day care services can incorporate nature and cultural characteristics by
connecting older people with their lifestyles through the most appropriate healing environment
(Spence, 2020). From a barrier-free environment to a healing environment, the older people's
inner body, mind and spirit are cured (Huelat, 2003). The life experience is further designed
in the connection for older people to choose independently to live in a dignified living
environment (Tsai and Hong, 2018). However, the needs and preferences of people with
dementia understand regarding rehabilitation services (Laver et al., 2020). Demands of
personalisation shift away from resource-led/stereotype provision constraints to one where
service users and carers are empowered to choose the solutions to their needs (Orellana,
Manthorpe and Tinker, 2021). In a nursing home environment, there is a much deeper spiritual
need for people who have dementia (Odbehr et al., 2015). A sense of normalness is supported
to improve memories of people with dementia by having personal belongings and furniture in
private spaces (Norberg, 2019). A group of people with dementia are allowed to celebrate life,
experience joy, express their despair over their symptoms, resolve the past, come to terms
with their strange new environment, foster hope, maintain dignity, have enriching social

connections, and make meaning out of their situation (Kirkland, 1999).

Empowerment, aspiration, self-confidence, contribution, and meaningful activities are defined
and qualified as dementia-friendly environment (Hung et al., 2021; van Corven et al., 2021),
which include way-finding abilities, a sense of safety, accessibility, social acceptance,
dementia perception (Lin, 2017). The emphasis on community accessibility and social
acceptance may represent the view of dementia as a type of disability (Lin, 2017). The
contemporary thinking of living with dementia (e.g., dementia as a disability, equal human
rights, and a sense of meaning) is reflected into definitions of ‘dementia-friendly communities’
(Steele et al., 2019). Recently, the term ‘dementia-friendly communities’ has emerged from
policymakers and professionals to address solutions as the global population ages (Buckner
et al., 2018). A public awareness is raised by the concept to remind society that people with
dementia can be independent and autonomous. Thus, their opinions should be heard and
acted upon (Mitchell, 2012).
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2.2.1.1.1 Therapeutic Activities

The level of physical activity has been shown to have an inverse relationship with cognitive
health diseases such as the incidence of stroke, peripheral vascular disease, and cognitive
heart failure (Tan et al., 2017). In a dementia context, leisure activities are conceptualised as
pursuits undertaken for relaxation or pleasure after completing essential chores and
occupational responsibilities (Fallahpour et al., 2016). Leisure activity invokes the
cornerstones of cognitive reserve: mental activity, physical activity, and social engagement
(Henderson and Elias, 2020). Participating in leisure activities can also associate with a
reduced risk of dementia and adjusting for nourishing cognitive status and excluding subjects
with possible preclinical dementia (Fallahpour et al., 2016). Moreover, the VR-based
intervention programme develops to reduce symptoms, such as BPSD, which was feasible
and offers users with a high degree of satisfaction (Kim, Park and Lim, 2021). Several studies
have highlighted an importance of engaging people with dementia in meaningful activities
(Kaitlyn and Neena, 2015), which be enjoyable and provide a connection with others (Han et
al., 2016). Activities offered by care facilities, such as bingo or games, might be less attractive
to residents but are appreciated as an opportunity to meet other residents (Samuelsson, Ferm
and Ekstrom, 2021).

Meaningful occupation is related to participating in pleasurable tasks and activities (in terms
of means or process) that enable clients to move towards improved health, function, or quality
of life (in terms of end or outcome) (Hammell, 2017). Occupation becomes a collection of
activities that people use to fill their time and give life meaning, as well as organising around
the roles of activities of daily living (ADLs), work and productive activities, pleasure, and
personal meaning (Guidetti et al., 2020). Purposeful activities have been described in many
ways, such as tools or media that therapists use to enhance or facilitate performance or as
vehicles for bringing about change (as shown in Figure 7). Thus, purposeful activities are part
of the occupational therapy process. There is a natural bond between occupational therapy
and activities. Only a few studies have been carried out that scientifically show that activities
have many therapeutic values if appropriately used. Therefore, therapeutic, or restorative
activities mean maintaining or improving one’s life or delaying the deterioration of skills. In
many cultures, the ‘doing’ of and taking part in occupations and activities are essential to
everyday life (Law, 2002). What we do (and are perceived and expected to do) (Sen, no date)
provides a personal and social identity and role of families, work, and social environment
(Stangor, 2022). Indeed, the importance of self-esteem and self-identity in older people is
related (Hsu and Lu, 2018). Hence, maintaining purposeful activity (work or volunteering) may

preserve people with dementia’s dignity and sense of self. The intervention can also facilitate
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carers and family members to continue working and supporting people with dementia (Roach

and Drummond, 2014) (as illustrated in Figure 7).
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Figure 7 Relationship between Therapeutic goals and Health landscapes

The philosophy of occupational therapy is established as the concept that occupation is
essential to human existence and good health and well-being (Hooper and Wood, 2013).
Occupation includes all activities people participate in, e.g., working, learning, playing, caring,
and interacting with others. The construction of ‘frail’ subjects occurs amidst a larger ‘decline
narrative’ (Gullette 1997; 2004), supported by the medicalisation of impairment and dementia
(Grenier, Lloyd and Phillipson, 2017). Some aspects of functional autonomy can be increased
by different methods for learning or relearning activities in the early stage of people with
dementia, (Me de Werd et al., 2013). Likewise, vanishing cues are a combination of learning
techniques of forward and backward chaining, which consist of graduating the assistance
given to participants (Bier et al., 2008). Concepts and assumptions about cognitive impairment
are combined with approaches that are organised around the concept of success and activity
(Petersen et al., 2014; Saykin and Wishart, 2003). As a result, people with dementia can be
viewed as unsuccessful older people (Bahar-Fuchs, Clare and Woods, 2013). In health and
social care practices, the awareness to reduce dementia risk through protective lifestyle and

environmental changes (Ward et al., 2021) have raised interpretations of dementia as ‘frailed’
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and ‘failed’ old age (Grenier, Lloyd and Phillipson, 2017). Rehabilitation's primary goal and
purpose have shifted from bodily functioning to participation (Hanssen and Lindqvist, 2003).
Hence, brain-activating rehabilitation as a new type of rehabilitation for dementia (Yamaguchi,

Maki and Yamagami, 2010) still focus on the idea of physical and mental impairment.

In educational settings, learning is a typically play-based. Similarly, play occupation is an
acceleration of learning in early childhood (Coralan et al., 2020). While leisure activities are
experienced as fun and motivational, they are less central to learning. Emotional responses
are often experienced changes in people with dementia, in which expressions over feelings
are less controlled (Lee and Algase 2014). ‘Play’, according to Gillin and Johan Huizinga’s
Homo Ludens (1951), is at the centre of human activity that gives meaning to life (Persson
and Savulescu, 2019). However, empirical research on play across the life course (Zucchella
et al., 2018) and in dementia care is a relatively new concept (Swinnes and Medeiros, 2018).
In addition, research on humanistic inquiry has slightly different goals than the growing body
of qualitative and quantitative studies of participatory and creative arts interventions (Wood,
Jepson and Stadler, 2018). In this case, play becomes a method to explore the potential for
self-expression (Lochrie et al., 2019), meaning-making, and relationship-building in later life
(Giordano, Landreth and Jones, 2005), which does not use to infantilise and trivialise people
with dementia (Swinnen, 2018)—reclaiming the street as a playscape is being promoted
around the world by grassroots organisations such as Playing Out (Tonkin and Whitaker,
2019). Landscape architects and designers have adopted playscape terminology to define the
environmental features that encourage play and social interaction for all age groups (Qin et
al., 2019). Key to the concept of the playscape is a space perceived by the players as offering
possibilities for play (Luken, Carr and Brown, 2011). Opportunities for social interaction within
the playscape also nurture social and emotional development (Loebach and Cox, 2020).
Notably, a factor of playscapes is to mediate these meetings and enable the essential factor

of producing an enabling environment (Tapia-Fonllem et al., 2020).

Positive risk-taking aims to make good decisions, which is taking calculated and reasoned
risks rather than leaving things to chance. It is all too easy to see the negatives around
someone living with dementia and to remain oblivious to their capabilities and potential
(Morgan and Williamson, 2014). As a result, the management of wandering can be practised
and structured in positive risk-taking (Moser, 2018). Therapeutic landscapes in the dementia
context often mean healing gardens. The term ‘therapeutic landscapes’ was first devised by
health geographer Wilbert Gesler (1992) to explore why design of an enabling environments
contribute to a healing sense of place (Bell et al., 2018). Current concepts of therapeutic

landscape combine landscape with principles of holistic health and the interaction of social,
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affective, and material factors. In the dementia context, nursing homes were translated as a
place. The concept of therapeutic landscapes and research in dementia caregiving and ethics
discuss the contours of those intersubjective spaces. At a time when humans are living longer,
urbanising faster, and spending less time in nature than ever before, we desperately need
salutogenic landscape design solutions. Therapeutic landscapes have recently seen a rise in
health tourism (Yan and He, 2020).

In this case, the research by Yan and He (2020) presents an actor-network perspective and
scrutinises the co-evolution of therapeutic landscapes, health tourism and its inherent
dynamism (Van der Duim, 2007). Networks develop because they interact with other networks,
and self-production requires adaptation to an ever-changing environment (Stalder, 1997). In
general, no actor is exclusively defined by one network, and every actor network is affected
by the actors' characteristics that have emerged from where they belong (Cresswell, Worth
and Sheikh, 2010). An actor can and usually belongs simultaneously to more than one actor

network.

2.2.1.1 Concept of Place

The subjective, experiential, and ‘everyday’ social practices have been rarely focused on the
contextualisation of people with dementia living in neighbourhoods (Clark et al., 2020) (as
illustrated in Figure 8). The concept of place determines how neighbourhoods are experienced
as relational places (Clark et al., 2020) and consider how the production of the places is
contributed through engagement and interaction, which social health system may be beneficial
(Clark et al., 2020). As approached scientifically, the concept of ‘place’ could be reduced to a
mere spatial concept. It would thus mean ‘a location in space’. This is, for instance, the
meaning that Georg Henrik von Wright (1983) gives to it in his ‘logic of place'. He investigates
the differences between modal concepts in temporal and spatial systems of formal logic. His
system of spatial logic explains modal concepts of 'nearby', 'somewhere’, and 'somewhere
else' (von Wright, 1983). Later, Ramon Jansana (1994) developed von Wright's system by

adding aspects of distance.
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The sense of self can be essentially developed by a feeling at home, which is a fundamental
aspect of human existence (Norberg, 2019). Thus, losing one’s home is losing oneself
(Garfield, 2022). Significant activities, significant others, significant places, and a sense of
transcendence can create the feeling at home through one’s life cycle (Dein, 2020). A physical
structure of a house can function as a stage of daily activities that provide a high-quality
physical environment, for example, daylight, thermal comfort, sound insulation for physical
comfort, as well as feelings of privacy and freedom (Heijs and Stringer, 1988). Key findings of
a qualitative study by Felix et al. (2015) stated that an experience of the house as a home can
be interchangeable and emphasised on feeling at home in neighnourhoods (Boccagni and
Vargas-Silva, 2021). As a result, mobility, self-reliance and social participation within the
neighbourhood and the larger community can be enhanced by the spatial design, proximity of
infrastructures (Koelen, Eriksson and Cattan, 2016). By analysing the characteristics of
different physical settings, the aspects of place facilitate or inhibit rehabilitation (Mills et al.,
2017). Consequently, the place progressively mediates and is mediated by social interaction.
By negotiating the goals of the rehabilitation process (Preede et al., 2021), the power-inscribed
relationships between service users, informal caregivers, and care professionals can be

related in various dimensions of place (Martin et al., 2005).
Essentially, an overview of the health effects of relocation facilitates and informs decision and

policymaking regarding these relocations (Ryman et al., 2019). People with dementia will need

more care and support as their symptoms deteriorate over time. Even though people with
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dementia are willing to stay in the community as long as possible rather than be
institutionalised, some may require moving into a care facility where needs can be met (Sury,
Burns and Brodaty, 2013). The health may improve when people with dementia can access
the right care, in the right place, and at the right time (Hall, 2013). However, in most studies,
the health effects of the relocation of people with dementia were negative (Ryman et al., 2019),
for example a higher level of stress. A decline in physical, mental, behavioural, and functional
well-being was reported. The most recurring effect was a higher level of stress, which is more
problematic for people with dementia (Cheng, 2017). In 1980, Wiseman developed the
behavioural model of older people migration to explain the process by which older people
relocate or remain in their current home and community. Kaplan et al., (2015) found that the
quality of life of the relocation, either objectively or subjectively, decreased after being moved
to the new environment. However, life satisfaction and motives for moving home are complex
entanglements, reflecting multiple desires and experiences. Changing a place of residence is
not only a life stressor but can be interpreted as a positive means leading to enduring
improvement in individual satisfaction (Nowok, Findlay and McCollum, 2016). Being in a new
environment, with unfamiliar routines, communities, and generally fewer recognised
resources, people with dementia performed worse on wayfinding (Cipriani et al., 2014), but
they attended to similar features of the built environment and made equal use of features such

as signs in wayfinding (Kalantari et al., 2022).

The physical environment for people with dementia is feasible and may help guide planning
policies likely to enhance independent community living for this group (Sheehan, Burton and
Mitchell, 2016). However, the concept of wandering is poorly understood, which remains an
unsolved symptom (Cipriani et al., 2014). In addition, the term ‘wandering’ describes different
types of behaviour, including aimless movement without a discernible purpose. A variety of
adverse outcomes is associated with wandering, which is an acutely distressing problem
worldwide, and is a significant reason for nursing home admission for people with dementia

and caregivers (Cipriani et al., 2014).

In this case, a successful dementia care management programme providing high-quality
dementia care to people with dementia and informal caregivers required care managers (with
a nursing or social work background) trained to use dementia care management tools and
protocols to yield substantial quality-of-care gains (Chodosh et al., 2012). Cost of care and the
risks of using medicines for dementia management may have risks over benefits for people
with dementia (Poon et al., 2018). On the other hand, regular structured routine, good sleep
hygiene, reminiscence and other activities are non-pharmacological management to improve

the well-being of people with dementia (Poon et al., 2018). General challenges in the
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management of dementia include providing antidementia drug treatment, addressing
neuropsychiatric symptoms and behavioural problems, reducing inappropriate psychoactive
medication use, and managing caregiver burden (Thyrian et al., 2017; Sorensen and Conwell,
2011). Safety problems and management strategies, as well as barriers and factors facilitating
management, are suggested to help guide the development of interventions (Morgan, 2014)
(as shown in Figure 9). The caregivers give preference to people with dementia’s safety more
than autonomy when they are responsible for the people with dementia. When people with
dementia are under the responsibility of other caregivers, they give preference to people with
dementia’s autonomy more than their safety (Landau et al., 2010). Despite high levels of
stress, an overall positive perception of health and well-being appears to naturally engage in

a profession (Bergmann, Muth and Loerbroks, 2019).
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In inpatient settings, aggressive behaviours are frequently occurred between people with
dementia and professional caregivers (Schnelli et al., 2020), which high rates of violence are
informed (Pinyopornpanish et al., 2022). In contrast, a substantial risk to the safety and well-
being of caregivers is proved with low success rates of chemical restraints (Singleton et al.,
2017). As a duty of care, perceiving dementia as a disability in terms of the social/rights-based
model can be the approach in which people with dementia respond to various implications.

Capable, trained workforces with leadership, shared governance, and coordination are
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required in integrated healthcare systems (Barbazza et al., 2015). Person-centred care and
care planning are crucial to promote an awareness and understanding of dementia (Kim and
Park, 2017). In addition, the role of education and experiences of dementia care should be
highlighted. However, funding, role conflicts, time constraints, and time-consuming paperwork
act as barriers that affect professional roles and responsibilities (Rankin, McGuire and Russell,
2015). Collaborative problem-solving between management and the workforce is required.
The unique skills of this workforce may affirm empowering caregiver resilience (Perry, Mulligan
and Smith, 2017).

Nevertheless, behavioural stressors, which support individuals to use available competencies
and to reduce caregivers’ strain, may be reduced by an enabling, safe, and comfortable
environment (Gitlin and Corcoran, 1996; Unwin et al., 2009). People with dementia and
caregivers may experience various tensions in an enabling environment from competing
imperatives (e.g., safety versus comfort) (Soilemezi et al., 2019). As a result, the in-between
of balancing safety, independence, respect, and privacy should be compromised by residents’
needs (Soilemezi et al., 2019). Finally, the residents’ needs based on care mangers’
perceptions highlighted an individual’s needs, which are dominated by user needs of dementia

care facilities (Evans et al., 2016).

2.21.2 Ergonomics

Assistive technologies can support people with dementia to sustain and improve their
independence, safety, and well-being (Hadjri et al., 2020; Ghasemzadeh and Kamali, 2010).
Described as ‘affordances’, the enabling and restrictive qualities of the physical environment
have been first developed in ecological perceptual psychology and refers to the positive or
negative possibilities for action provided by an environment (Lobo, Heras-Escribano and
Travieso, 2018). Kyttd (2003) uses the concept of affordances in transactional person—
environment research when studying children's environment. The role of people assisting
people with dementia is to encourage them to perceive, utilise, and shape the positive
affordances and to minimise the existence and perception of negative affordances. Everyday
products have not been functionally adapted to the needs of people with dementia due to their
cognitive impairments and the resulting limited interactions with technical equipment (Shu and
Woo, 2021). Importantly, people with dementia require adapted assistive technologies to their
specific symptomatology (Kilmova, Valis and Kuca, 2018). The issue of false affordances is
also important, which mean people with dementia often have challenges in perception and

hallucination (Kim, Effken and Lee, 2022). For positive affordances, the emotional dimensions
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of perceiving, utilising, or shaping affordances and the motivational basis of activity deserve

more attention.

The significance of ergonomic design improves the high prevalence of stress, and
receptiveness to participatory health promotion programmes (Zhang et al., 2011). Ergonomics
is the procedure of designing or arranging workplaces, products, and systems so that they fit
the people who use them (Lusetic, Trstenjak and Cosic, no date). With regard to worker health,
healthcare facilities typically address how work and working conditions can influence the
physical and mental health of workers. Work system and patient safety and the interactions
between work system elements (the people such as people with dementia and healthcare
providers, tasks, tools and technologies, physical environment, and the organisation) influence
the way care is delivered (Carayon, 2012). In addition, anthropometry can be defined as the
study of body dimensions i.e., body size, shape, strength, and working capacity. The main
goal of the integration of ergonomics into architectural design is the optimisation of human-
built environment interactions to increase humans' satisfaction with their built environment and
improve the performance of buildings (Eilouti, 2023). Hence, an ergonomic assessment is
necessary to assess a worker at their workstation (Waters, 2012) to ensure correct working
postures and workstation set-up, which can reduce a worker's exposure to physical hazards
(Chong and Proctor, 2019).

According to Figure 10, person-organisation (P-O) fit is defined how people and organisations
have the compatibility when one provides what the other requires and share similar
fundamental characteristics (Kristof, 2006; Boon, 2017). P-O fit has also been called person-
culture fit. Regulatory fit theory predicts that when individuals adopt strategies that sustain
their motivational orientations, they feel right about what is happening. Regulatory non-fit was
associated with lower procedural justice perceptions and this, in turn, related to higher burnout.
The theoretical and practical implications of applying regulatory fit theory to person-
organisation relationships are discussed. Apathy is a mutual symptom in dementia and is
associated with rapid cognitive decline, poor quality of life, and higher mortality (van Dalen et
al., 2017). Lawton's Competence and Environmental Press model (Lawton, 1977) suggests
that an individual's behaviour and effect are influenced by the fit of their functional abilities with
the environmental demands (Wahl, Iwarsson and Oswald, 2012). Yet, there is no empirical
evidence on the association between person-environment (P-E) fit and apathy. Thus, this
study examined the relationship between P-E fit and apathy in dementia. Specifically, this
study focused on the extent to which the physical environment fits individual functional
limitations (Jao et al., 2021). P-O fit facilitates a person's adaptation to their environment

through strong social ties leading to an increase in knowledge sharing (Tsai, 2002). Like all
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other human behaviours, creativity must be examined by considering both personal and
situational influences, and P-O fit provides a suitable theoretical perspective to investigate the
congruence between people and organisations in the domain of creativity (Tyagi and Gupta,
2005). However, the consequences of P-O fit on creative behaviour are presented in few
research studies (Sarac, Efil and Eryilmaz, 2014). Although many of these studies have
identified a positive relationship between P-O fit and creativity, it is suggested that congruent

individuals are less likely to be inventive (Subramanian, Billsberry and Barrett, 2022).
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Figure 10 Person-Organisation Fit
Source: Adapted from Tepeci (2011)

An essential element of person-centred care is flexibility, which attempts to adapt care to
users’ unmet needs, capabilities, limitations, and personal backgrounds with users’ unmet
needs (Cohen-Mansfield and Bester, 2006; Cohen-Mansfield, 2006). However, flexible
environments and modifications for dementia care are required and planned. Advanced care
planning is an opportunity to establish values and preferences and is associated with comfort
and a decrease in burdensome interventions (Eisenmann et al., 2020). Likewise, planning
after a diagnosis of dementia enables people to manage essential decisions on their care
needs, financial and legal affairs. People with dementia and their relatives have been known
for decades and are familiar with values and treatment preferences (Brazil et al., 2015;
Tilburgs et al., 2020), but people with dementia may have difficulty making decisions. The
capacity of people with dementia for complex reasoning, executive functions, and decision-

making is assessed and emphasised for motivational and cognitive processes (Darby and
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Dickerson, 2017). As each person has a unique comfort state (therapeutic rapport), comfort
can support dementia care facilities and assisted living communities to adopt and embed
through staff practice and individualised organisational routines (Nakrem, 2015). Hence,
palliative care becomes a care framework that increases an individual's comfort and quality of
life by managing distressing symptoms, such as pain (Rome et al., 2011).

Town and city planning has become crucial in planning health and social care policies.
Nevertheless, limited dementia-friendly design guidelines focus on orientation and wayfinding
(van Buuren and Mohammadi, 2022). Simultaneously, psychological, and neuroscientific
knowledge integrated custom, practice, or intuition, which need to be better integrated
(Wlodzislaw, 2007), but navigation research still needs to be more specific. In this case,
capability-based planning (CBP) provides a method for identifying the levels of capability
needed to achieve the strategy or solve a shared problem. CBP explicitly connects capability
goals to strategic requirements with scenarios' assistance, indicating that planning and
capabilities are taken that jointly influence operations performance. Significant correlations
were found amongst these constructs in the source, make and deliver process areas. (Bronzo,
Valadares de Oliveira and McCormack, 2012).
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2.2.2 Human Capabilities

The capability approach, developed by Sen (1999) and Nussbaum (2000), provides a
theoretical underpinning of human development, essentially individualistic. Human
development consists of the expansion of individuals’ capabilities or freedoms that are defined
as what a person can be (‘beings’) or do (‘doings’). Capabilities are described as a person for
the authentic opportunities has to be and to do things according to what they value in life
(Ponce, Cancio and Sanchez, 2018). According to Nussbaum, every person’s duty in the
society should become capable of a dignified human life (Melander et al., 2018). However,
individuals cannot flourish alone. Indeed, they cannot function alone. When they are born, the
family provides their life support (Stewart, 2013). Capabilities are what people can do and to
be, with their freedom (Stewart, Ranis and Samman, 2018). The capabilities approach can be
understood as building upon the foundations of the concept of basic needs. However, Sen
(1999) argued that a proper focus for understanding well-being is on what people can be and
can do, rather than simply on what they have. According to the capabilities approach, both

objective and subjective perceptions of well-being are engaged (as illustrated in Figure 12).

People with advanced dementia have difficulties in human capability, for example, life planning
and achieving practical reasoning (Beuscher and Granda, 2009). The capability approach
stated by Nussbaum (2000), ensure that nursing staff and caregivers should provide people
with dementia’s basic needs and a dignified life (Melander et al., 2018). Importantly, a dignified
life for people with dementia requires nursing staff's responsibility to ensure if an individual
can achieve human capabilities (Melander et al., 2018). According to Martha Nussbaum, the
capability approach articulates a practical means to promoting and enhancing people with
dementia’s dignity (or respect-worthiness as a human) and ensuring that people with dementia
flourish within the limitations imposed by the disease. Prominently, people with dementia
should be ‘treated as people’ (Muther, 2010). Factors of people with dementia about their
experiences of healthcare delivery recur strongly in studies (Coyle, 1999; Entwistle et al.,
2012; Goodrich and Cornwell, 2011). Hence, depersonalisation can be interpreted as de-
humanising, and the (linked) de-individualising seems to be the main barrier to care quality
(Entwistle and Watt, 2013).
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Although various types of assistive technologies (ATs) have compensated for physical and
cognitive impairments in recent decades (O'Brolchain, 2008), the scientific literature has
remained largely confined to the engineering and computer science domains with few
exceptions (Bharucha et al., 2009). Tasks cannot do or increase the ease and safety of
assistive technologies in each individual device or system (Royal Commission on Long-term
Care, 1999). However, ATs may signify a barrier leading to social exclusion if the person
cannot employ ATs successfully, although the design aims to reduce disabilities in older
people (Kenigsberg et al., 2019). The capabilities approach becomes possible to ground virtue
ethics based on the existence of human dignity (Bertland, 2009). Virtue ethics is free of the
need for strict teleology by replacing the notion of developing the capabilities of others
(Bertland, 2009). The role of an institution is to provide opportunities for individuals to develop
capabilities to function at a level worthy of human dignity (Nussbaum, 2000; Bertland, 2008).
Against human flourishing and self-actualisation, people with dementia’s comfort and safety
due to an overly limited understanding of the achievable quality of life and the relational
capabilities of people with dementia are emphasised (Cook, Henrikson and Schouten, 2022).
The meaningful agency of people with dementia does not appropriately recognise nor

appreciate the enabling relationships people can have in the ecology of caring (Boyle, 2013).
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Positive psychology (as shown in Figure 13) contributes to the conditions and processes of
flourishing or optimal functioning of people, groups, and institutions (Gable and Haidt, 2005).
Strengths, virtues and positive emotions become the framework (Seligman et al., 2005) to
achieve a greater understanding of well-being, even under challenging circumstances (Keyes,
2010; Clarke and Wolverson, 2016; Stansfeld et al., 2017). People with dementia can retain
the capacity to experience positive states actively. In addition, their quality of life can be
improved and recognised as an essential outcome of dementia care services (Lawrence et
al., 2012). Positive psychology, strengths, capacities, and personal resources are one
framework for understanding how a person with dementia might achieve this (Radbourne,
Clark and Moniz-Cook, 2010). A group of people with dementia are acknowledged and
highlighted by Steeman et al. (2007), who framed it conceptually in terms of a coping strategy
that helps the person avoid negative social positioning as they actively attempt to maintain a
sense of personal value (Wolverson, Clarke and Moniz-Cook, 2016). Empowerment of
positive health in people with dementia, their caring relatives and care professionals is needed
to regenerate the negative image of dementia (van Corven et al., 2021). Living with dementia
may change a life by leading to new social roles and different social statuses (Singleton et al.,
2017). Experiences such as being disconnected and dependent on others, feeling like a
burden, and being a person who is treated in paternalistic ways (Eriksen et al., 2016), can be
experienced. In this case, relatives, friends, and people with dementia play significant roles
and responsibilities in maintaining meaningful activities (Smits, Dusee and Groen Van de Ven,
2017).

P E R M@ A
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Figure 13 Concept of 'PERMA' in Positive Psychology

Consequently, occupation requires organisational capabilities and human development in

long-term dementia care facilities, which usually matches people with dementia’s unmet needs
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(Gaugler et al., 2005). Due to the increasing number of people with dementia and related
research study (Livingston et. al, 2020; Corrada et al., 2012), well-being, organisational and
environmental characteristics can inspire an engagement in different types of occupations
(Wong and Leland, 2018). The study by Smit et al. (2014) suggests that factors that dominate
how residents engage in well-being-enhancing occupations are budget and care staff ratio
(Smit et al., 2013). The physical environment and care organisation have played a key role in
equipping staff with integration skills for well-being-enhancing occupations into care practice
(Nordin et al., 2021). Positive organisational interventions (POls) have emerged as popular
mechanisms to facilitate employees' professional development and well-being. These
interventions draw from positive psychological principles, processes, and practices to enhance
the positive capabilities of individuals and teams in order to produce positive outcomes for the
individual (e.g., work engagement), the team (e.g., collaboration, team flow), and, ultimately,
the organisation (e.g., innovative work behaviours). They define dynamic capabilities as a
firm's behavioural orientation that constantly integrates, reconfigures, renews, and recreates
its resources and capabilities (Peng, Zhang, and Yen, 2019). Most importantly, upgraded and
reconstructed of the physical environment attain and sustain the capability approach (CA)
(Mohamud and Sarpong, 2016). Design capability (DC) suggests the development of
‘particular capabilities’, like creativity or innovativeness, which are more likely to improve

performance and competitiveness (Ferreira, Coelho and Moutinho, 2020).

2.2.2.1 The Capability Model for Well-being Science

The functioning relevant to well-being varies from elementary ones as escaping morbidity and
mortality, being adequately nourished, having mobility, to complex ones, such as being happy,
achieving self-respect, and taking part in the life of the community (Dang, 2014), and
appearing in public without shame (the last a functioning that Adam Smith illuminatingly
discussed) (Nussbaum and Sen, 1993). As shown in Figure 14, the claim is that functioning
creates a person's being while a person's well-being has been evaluated and taken as a form
of an assessment of constituent elements (Sen, 1993). Well-being literacy is defined as “a
capability to comprehend and compose well-being language, across contexts, to use such
language to maintain or improve the well-being of oneself, others or the world” (Oades et al.,
2021, p. 719). Moreover, the concept of well-being literacy relates to how people communicate
about and for well-being, in which freedom and choice are conceptualised and promoted
(Oades et al., 2021). In well-being experience, freedom to choose what well-being means to
a person and how it is maximised via language and knowledge (Oades et al., 2021). Well-

being is highly individualised and should focus on the freedom and choice to decide what well-
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being is and why it is essential (Oades et al., 2021). Language is also universal and has broad,
systemic effects on human social experiences (Hirosh and Degani, 2018). As a result, people
actively construct meanings in their experiences through language (Boyd and Schwartz,
2020). These constructed meanings make language a powerful leverage point for people to

influence their well-being and the well-being of others (Chan et al., 2020).
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Figure 14 Concept of well-being
Source: Adapted from Galappatti and Richardson (2016)

The concept of personhood describes the subjective well-being of people with dementia by
factors such as comfort, inclusion, identity, occupation, and attachment (Kaufmann and Engel,
2016). Based on the self-report of people with moderate or severe dementia (Frank et al.,
2011), Tom Kitwood’s model of psychological needs examine the importance of subjective
well-being of these targeted groups (Kaufmann and Engel, 2016). Likewise, the subjective
perception of the well-being state differs based on the specific circumstances in the case of
long-term evaluation (Western and Tomaszewski, 2016) and is necessary to approach from
an objective point of view. Moreover, cultural differences can cause variations depending on
certain conditions and overall health status (Galanti, 2000). For example, people may perceive

obesity differently according to social norms and social expectations. Therefore, the approach
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from the subjective point of view is necessary along with the traditional objective assessment
(Dikli, 2003). Health, eventually, is conceptualised as a complete state of physical,
psychological, and social well-being and does not mean that disease is absent (Kuhn and
Rieger, 2017). Thus, in 1986, WHO clarified health as an everyday life's resource and not the
objective of living (WHO, 1986).

A healthy lifestyle provides the means of meaning and purpose to lead an entire life (WHO,
1999). Well-being buffers against age-related disease by a psychological resource (Sutin,
Stephan and Terracciano, 2018). In addition, a risk of dementia has decreased 30 per cent by
an independent of psychological distress, behavioural risk factors, income and wealth, a clear
life purpose as well as a genetic risk (Sutin et al., 2021). At least half of risk factors are
attributed to lifestyle factors such as diet, exercise, and smoking (Barnett, Hachinski and
Blackwell, 2013). However, the measurement of well-being after considering psychological
distress is not protective against the risk of dementia (Zotcheva et al., 2018). As a result, a
meaningful life purpose and a goal-driven life can reduce dementia risk (Sutin, Stephan and
Terracciano, 2018). Moreover, modifiable lifestyle factors such as healthy diet and physical
activities can enhance healthy ageing and improve the quality of life of older people (Michel,
Dreux and Vacheron, 2016). As a result, nurses are ideally placed to advise older people on

nutrition and physical activity to reduce the burden of age-related disease (Ross et al., 2017).

The concept of ‘successful ageing’ is a challenging discourse in gerontology, which dominate
the conflicting paradigms, including a health promotion activities model and a model critical of
successful ageing (Katz and Colasanti, 2015). However, the concept of successful ageing can
be perceived for a wrong goal and in a different perspective (Annele, Satu and Timo, 2019).
The quest of successful ageing should be for resilience, an undervalued and not thoroughly
examined concept in ageing (Harris, 2008), regardless of social and cultural backgrounds or
physical and cognitive impairments (Harris, 2008; Sugita et al., 2020). Consequently, its role
in re-articulating later life is essential to understand the social nature of dementia and its
cultural significance. The concept of the fourth age can be worth understanding better the
perception of dementia and how culture affects both social and health policies (Gilleard and
Higgs, 2014). Moreover, a new way of communication, creativity, intentional capacities, and
self-expression should be discovered though the loss of agency (StonCikaité, 2022). The
fullest potential and activeness depend on themselves (Teixeira et al., 2012). Thus, they do

not have to be active all the time.

Longevity is the life span of an organism (Taormina et al., 2019), and ageing is an organism's

sequential or natural progressive change (Sgarbieri and Pacheco, 2017). However, an
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increased risk of debility, disease, and death, progressively decreasing older people’s life span
(Jayanthi, Joshua and Ranganathan, 2010). Ageing in place is defined as “the ability to live in
one's own home and community safely, independently, and comfortably, regardless of age,
income, or ability level” (Lim and Bowman, 2022), which supports the need to meet older
people’s needs (if not old age). The preference of older people to age in place develops a
matching between a person and environment, or the theory of person-environment (P-E) fit
(Perry, Dokko and Golom, 2012). Similar to the theory of P-E fit, the concept of health explains
an equilibrium between a person and the environment, the unity of mind and body, which
relates the origin of disease as the backbone of the health perception in ancient Greece
(Svalastog et al., 2017)

2.2.2.2 Salutogenic Approach

Salutogenesis (origins of health) is a model for public health practice rather than pathogenesis
(origins of disease), which can focus on supportive factors that increase well-being rather than
on preventive factors (Fries, 2020). In this case, the environment forms the physical context
for human lives, which influences and comprises meaningful and occupied places (Sallis et
al., 2012). The focus is on life, where health serves as a resource. As illustrated in Figure 15,
the usability of available resources is related to health, for example, the reorientation of one’s
life perspective, reflecting and continuing to set up a different path for one’s life course and
finding constructive support for a continuation through internal or external resources
(Lindstrom, 2018). As a result, a sense of coherence (SOC) by Antonovsky (1987) mentions
to an ability for someone to use resources (Super et al., 2016). The stronger the ability of SOC,
the better the capability to manage life and all its challenges (Umberson and Montex, 2010).
In Antonovsky’s perspective, a system of Salutogenic approach illustrates the sense of
coherence between individuals and their supporting structures and creates an interactive
system (Alter, 2018).
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The narrative sequence can foster a sense of control and personal security (Johnson, 2018).
However, perceived narratives of the environment and without adequate care can decrease
the confidence of people with dementia (Golembiewski, 2016). As a result, self-tuning is
essential for health promotion settings for exploring in-depth job engagement and promoting
a salutogenic capacity (Bakibinga, Vinje, and Mittelmark, 2012; Vinje, 2007; Vinje and
Ausland, 2013; Vinje and Mittelmark, 2006). As a result, the inner vocation catalyses a higher
job engagement and highly diligent dutifulness (Langeland et al., 2022). In addition, creativity
explores its possible benefits, emphasising an increase in creativity rather than exploring
benefits (Richard, Holder and Cairney, 2021). As a result, creativity enhances meaningfulness
through a natural connection with a sense of coherence and purpose (Kaufman, 2018). The
desire for metaphors becomes a core concept for life meaning and can be reached through
creative activities (Martela and Steger, 2016). Hence, past, present, and future pathways to

creativity can be encompassed by life meaning (Martela and Steger, 2016).
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As memory often embeds in a familiar environment, recent evidence suggests that familiarity
with an environment may protect against spatial memory decline for familiar objects in older
people. In western culture, older people, both with or without dementia, eventually have to
move from their familiar environments (Wiener and Pazzaglia, 2021) into unfamiliar settings,
such as sheltered housings or dementia care facilities (Wiener and Pazzaglia, 2021).
Accordingly, the concept of familiarity becomes very important, and the design interventions
of the physical environment have to consider the concept and develop for people with
dementia Forsund et al., 2018). Hence, the role of memory in everyday life is changing as a
technology-dominated universe emerges. Coherence of memory can improve emotional
problem-solving through the process of meaning-making (Vanderveren, Bijttebier and
Hermans, 2017). As narratives reflect a person’s experiences and a sense of being in the
world (Barkhizen, 2022), the meaning was progressively created (Cox, 2015).
Autobiographical memories, including personal beliefs, emotions, and thoughts can portray
personal experiences of events as memories (Vanderveren, Bijttebier and Hermans, 2019).
As the events are precisely unfolded and information is provided, the narrative can be
considered as coherent (Gubrium and Holstein, 1998). However, the progression of the
disease is different for every person affected. As a result, personality, biography, health status,
and environment also impact the symptom's development (National Academies Press, 2006).
More importantly, the significance of narrative care focuses on interventions that involve a

person and their unique life narrative (Puto et al., 2022).
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All types of settings are implied with an organisational form and its definition (Li et al., 2018).
Potential settings such as worksites, schools, universities, and prisons, are potential settings
which are formalised (Apa et al, 2012), and can be comprehensively influenced by
organisations, such as cities, neighbourhoods or healthy environments (Laambert et al.,
2011). A societal action which health promotion has a contributing role are optimised by
Specific resistance resources (SRRs) to provide supportive social and physical environments
(Mittelmark et al., 2016). Generalise resistance resources (GRRs), similar to SRRs, have
significance to a health promotion approach (Idan, Eriksson and Al-Yango, 2022) (as shown
in Figure 16). As a result, the main focus of salutogenesis is an organisational health
intervention that concentrate on positive resources and outcomes for organisational change
processes (Bauer and Jenny, 2013). Uniformity, balance, accessibility, and opportunities to
participate in decision-making should be concerned for a salutogenic work environment, that
requires comprehensible, manageable, and meaningful (Jenny et al., 2022). The sense of
coherence of employees, would be supported by their perception of comprehensibility,
manageability, and meaningfulness (Montgomery et al., 2013). The sense of coherence of
employees should provide GRRs (for example job resources) to allow for positive work

experiences (Jenny et al., 2017).

2.2.2.3 Attachment Styles

Alzheimer’s disease (AD) symptoms are numerous, including worsening mood, psychotic
symptoms, and aggressive and impulsive behaviours, which is generally anticipated a
relationship between the severity of dementia and aggressive symptoms (Bidzan, Bidzan, and
Pachalska, 2012). Cognitive functioning disorders and the intensification of aggressive and
impulsive behaviours are related. Many people with dementia become aggressive because
higher pain levels, caregiver burden, and declining mutuality increase the risk of aggression
over time. More severe forms of dementia are connected with a more significant intensification
of aggressive and impulsive behaviours as the disease progresses (Singleton et al., 2017). As
a result, emotional safety is significant for people with dementia to understand their emotional
safety needs (Grobosch et al., 2020). However, people with dementia are appeared as
vulnerable to decrease their emotional safety (Grobosch et al., 2020). Interaction with
emotional and behavioural expression during dementia can show pre-morbid attachment style
(Browne and Shlosberg, 2006). In addition, parent fixation and childhood’s attachment

behaviours can influence attachment behaviours in most dementia care facilities.
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As shown in Figure 17, attachment bonds, the relevance of attachment for people with
dementia, and how attachment influences care experiences of caregivers are related to
personality development, emotion regulation, and mental health throughout the lifespan (Neils,
Clare and Whitaker, 2014). At various stages of dementia, attachment behaviours are evident
for parent fixation when attachment needs are not met (Nelis, Clare and Whitaker, 2013).
Neuropsychiatric symptoms and attachment security can lead to insecure attachment and can
result in caregivers’ psychological health (Monin, Freeney and Schulz, 2018). Provocatively,
supportive for healthy attachment for people with dementia and caregivers are required (Neils,
Clare and Whitaker, 2014). As mentioned above, the SOC developmental process contributes
to emotional closeness, which is s type of life experiences and has been primarily
conceptualised in social networks within the framework of attachment theory (Bowlby, 1973;
Grossmann and Grossmann, 2006; Mikulincer and Shaver, 2007). Overall, individuals’
backgrounds in the variety of emotional, social, and behavioural adjustment should be

highlighted since the early stage of interactions (Cassidy and Shaver, 2008; Grossmann et al.,
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2006). Hence, attachment theory is a lifespan developmental theory (Mikulincer and Shaver,
2007), which the salutogenic theory focuses on early interactions with significant others (Idan,
Eriksson and Al-Yagon, 2016).

Generally, people with dementia precede the condition’s clinical manifestations, such as
cognitive impairment, and exhibit personality changes. Premorbid personality might be a
determining factor as dementia progresses, distorts or exaggerates the existing personality
(Wahlin and Byrne, 2011). Personality is described as the characteristic pattern of behaviour
that determines an individual's adjustment to the environment or situation (Beckmann and
Wood, 2017). The pattern describes how individuals affect others, and how they understand
themselves and their pattern of internal as well as external measurable traits. The relationship
between demographic groups and high-income countries is associated for personality-
dementia links (Aschwanden et al., 2020). The development of personalities is shaped and
influenced by cultures and ecologies. Both universal and culture-specific variations in
personality are unique such as complexity, tightness, individualism, and collectivism (Triandis
and Suh, 2002). Personality trait theory suggests that impressions of other people are veridical
reports of their characteristics. Social perception theory suggests that personality descriptions
are individuals' attributions, assumptions, and perceptions about others. Hence, strong
physical boundaries, defined roles, and a structure of an organisation are identified by contexts
and settings (Dooris et al., no date). Different health promotion settings can address
interventions, needs and capacities of people with dementia by addressing the contexts in

which people live, work and play (Poland, Krupa, and McCall, 2009).

2.3 Summary

The chapter demonstrates the global challenges of dementia and the quality of dementia care.
The term ‘dementia’ is an umbrella term, as its Latin origins suggest, describes people who
have a progressive cognitive degeneration, a departure of previous mental functioning (Hugo
and Ganguli, 2014) through a clinical diagnosis, and may require a functional dependence
(Cunningham et al., 2015). As people with dementia commonly exhibit personality changes
and precede the clinical symptoms such as cognitive impairment, the number of people with
dementia will increasingly challenge the healthcare workforce to be inadequate in size and

training.
In summary, this chapter presents the literature review to cover topics such as dementia-

friendly environments, therapeutic landscapes, concept of place and ergonomics to ascertain

the possibilities of mobility in people with dementia. The second part of the chapter
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demonstrates the importance of human capabilities, which include topics such as the
salutogenic approach and attachment styles. The grey literature is in the salutogenic

approach, which should support their capabilities.
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3 DEMENTIA CULTURE

3.1 Introduction

Dementia is a social concept, which has related to stigmatisation and feelings of hopelessness
in people with dementia (Rewerska-Jusko and Rejdak, 2020). Deinstitutionalisation of
dementia care facilities has become a trend. Design for dementia has been used to support
personalised narratives related to personality and lifestyles, and essentially related to a
decision-making process that has emerged and practiced in healthcare services. However,

ethics and marketing aspects are ambiguous within the design decision-making.

The role of design for dementia care in relation to the tourism design system will be explored
in this chapter. The first section of the chapter reviews topics such as deinstitutionalisation,
design for coherence, and emotional design which argues for the role of design in dementia
care. The second part of the chapter consists of topics such as globalisation, design ethics,
design thinking, and transnational care in the case of Thailand. The additional literature

reviewed focuses on the ergonomic design-thinking framework which has to be developed.

3.2 Cultural Production of Dementia Care

In many cultures, emotional terms, such as ‘tsunami’, ‘suffering’, ‘burden’ and ‘lack of care’
are used to describe the concept of dementia (Zeilig, 2014), which has contributed to the
stigma and feelings of hopelessness in people with dementia (Low and Purwaningrum, 2020).
The history of dementia as a concept and a behavioural syndrome becomes to influence a
knowledge and a precondition for scientific research. The word ‘dementia’ was used since
Roman times to mean ‘being out of one’s mind, insanity, madness, folly’ (Ames, 2017).
Historically, the Latin stem demens (without mind) had found a home in most European
vernaculars between the 17" and 18" centuries (Assal, 2019). However, the full medicalisation
of dementia started after the 1750s (Assal, 2019), which different cultures and contexts
understand dementia differently due to influences of global media and the lifestyle
interventions (Hillman and Latimer, 2017). As a result, perceptions of ‘the elderly’ have also
changed and socially constructed as an ‘epidemic’ (Hillman and Latimer, 2017). The term
‘dementia’ has transformed into 'neurodegenerative disease’, which are result in a progressive
degeneration and the death of nerve cells (Gao and Hong, 2008). However, dementia is a
culturally defined phenomenon, which is based upon the medical power to explain a collection
of changes, behaviours, and experiences (Hillman and Latimer, 2017). Even though the

biological phenomenon of ageing is universal, the daily life of an older person varies
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considerably according to social, economic, and cultural contexts (Bagheri-Nesami and
Shorofi, 2014). Thus, ageing and health becomes socio-cultural determinants, which an
available social support and status are varied in different cultures (Shaiji, 2009) (as shown in
Figure 18).
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Eastern concept of dementia

In many Asian countries, dementia is regarded as a shameful
illness, and the local terms for dementia are derogatory. Dementia
carries a stigma that may lead to patients’ reluctance in seeking
treatment and delay in diagnosis. In addition, local names for
dementia frequently conjure up pictures of severe stage of demen-
tia, and may lead to therapeutic nihilism.

Western concept of dementia

Dementia is basically a Western diagnostic category and most of
the research findings, as well as the instruments used to measure
cognitive loss, are from Western sources. However, the phenome-
non is thought to be universal. The World Health Organisation has
developed a cross-cultural definition.
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The concept of culture seems even more opaque to researchers who compared organisations
in different countries. In the words of Child (1981), national differences are found in
characteristics of organisations by their members (Hesmondhalgh, 2016). The analysis of
Bourdier's cultural production in terms of its effectiveness for understanding contemporary
media production begins by outlining the main features of Bourdieu’s work on cultural
production, with an emphasis on the potential advantages of his historical account over other,
competing work (Gartman, 1991). Previously, spatial organisation has been the productivity,
efficiency, and optimal staffing levels comparing to working hours (M Architects, 2018). A
current priority is to provide the operational efficiency of healthcare facilities and to protect
people with dementia who have accepted self-worth and life purpose (Martin, O’Connor and
Jackson, 2020). Lefebvre’s humanist Marxist stress on the role of human production in society
relates to design and furnishes the social mediating processes of spatial practices, symbolic
meaning and social control that provide insight into the conflicts that arises as different groups
and socio-political forces struggle to claim and define these culturally significant public spaces
(Fuchs, 2019). Hence, the news media, especially online newspapers, is one of the powerful
transmitters (sm-Rahman, Lo and Jahan, 2021) due to its contribution to social beliefs and

attitudes that shape perceptions on dementia (Sm-Rahman, Lo and Jahan, 2021).

One of the major sources of cultural production is media. Even though various media platforms
(Shu and Woo, 2021), such as smartphones, tablets and websites have facilitated the
distribution of dementia knowledge, the media representation of dementia is essentially
heterogeneous (Armstrong et al., 2010). However, the influence of online news coverage and
the social perceptions of dementia are associated and should be understood broadly (sm-
Rahman, Lo and Jahan, 2021). Many media interventions have been designed and promoted
to raise public awareness about dementia (Brayne et al., 2020). For example, social projects
such as social projects such as the Forget Me Not Café reinterpreted the capability of older
people with dementia to communicate and live with their capabilities (Masoud et. Al, 2021).
As routines, actions positively influence personal circumstances (Xu, 2021) based on their
personal goals. Hence, the physical environment, in its ability to shape and represent the local
standards and rules of social interaction, plays a crucial role in the construction and reflection
of social behaviours (Kinzig et al., 2013). Therefore, media architecture should avoid imposing
any specific experience that fails to harmonise with the existing fabric, or to create an artificial
reality on terms (Moere and Wouters, 2012). However, architecture as media has not yet been

interpreted in the context of dementia care.

The concept of building type has traditionally been defined into two different kinds of logic,

either the logic of form (materiality and construction) or function (Karrholm, 2013; Rashid and

71



Ara, 2015). In this case, formal and use types have evolved and tended to focus on the split
between form and function (Haferkamp and Smelser, 1992). During the 18th and 19th
centuries, building typologisation became an essential means of users and was
conceptualised as a machine with a specific outcome (Karrholm, 2013). Building types play
fundamental roles in society and simple, everyday life. Nursing homes are complex
environments with many features that may impact the residents’ quality of life. A multivariate
analysis of the effects of individual features is complicated because many features are
potentially confounded (Kahlert et al., 2017). As a result, medical practitioners and architects
have linked the human condition to architectural planning and programming (Azzopardi-
Muscat et al., 2020). Moreover, one of the most potent factors for mental health is the physical
environment (Charras, Eynard and Viatour, 2016). Models of human-environment
relationships to architecture and design of special care units (SCU) have been developed and
researched by designers and researchers in the medical and social sciences discipline
(Charras, Eynard and Viatour, 2016). Therefore, the formal structure of settlement patterns is
influenced by building regulations that specify detailed safety elements (Imrie and Street,
2011).

People with dementia’s capabilities is one of the greatest challenges which the increased use
of pharmacological interventions are restraints and are not optimal (Olson and Albensi, 2021).
Especially mobility, the concept of ‘walk with purpose’ exhibits safe wayfinding, reduces fall
risks and injury (Vendenberg et al., 2016). Design for dementia has increased attention,
however, different perspectives for design purposes are still lacked. As a result, insights from
environmental psychology may be relevant for the design of caring and healing environments
(Ludden et al., 2019). Additionally, the domains are not usually based on technology
development and unfortunately considered the opportunities when the built environment are
integrated (Ludden et al., 2019).

3.2.1 Deinstitutionalisation

Deinstitutionalisation has been recently used as a policy for state hospitals and was being
incorporated into mainstream society. Within dementia care facilities, deinstitutionalisation
becomes a trend (llinca, Rodrigues and Leichsenring, 2015). Small-scale and home-like care
settings replace and transform larger dementia care facilities (Verbeek et al., 2010). Normal
everyday activities and meaningful activities are emphasised and centred around the domestic
household (Yohanna, 2013; Verbeek, 2011). Architecturally, large-scale environments are
traversed independently towards smaller and more restricted environments (Kuliga, Berwig

and Roes, 2021). Hence, the change of scale from a large-scale environment that can be
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traversed independently towards smaller and restricted environments, has gradually changed
the experience of built environment. A smaller group of residents (usually six to eight people)
live together in a home-like environment to introduce the movement of small-scale care
facilities (De Boer et al., 2020). In these facilities (as illustrated in Figure 19), normal daily
activities are encouraged for residents to participate, and household tasks are integrated by
care staff (WHO, 2020). Consequently, this type of dementia care facilities is more satisfied
and received positive feedbacks than those in regular wards. However, nursing and care staff
working alone during the workday is related to the main barriers (Verbeek et al., 2011). People
with dementia who are living in a home-like or positive stimulating setting have fewer
challenging behaviours and a higher level of well-being, than people who live in a larger
institutional setting (Woodbridge et al., 2018). The rewards, trails, and tribulations of
community created within the confines of the modern welfare state are based on an
ethnographic fieldwork of Germany’s first Dementia Village (Haeusermann, 2017). By creating
a Dementia Village, a communal space was created for its residents governed by societal
standards of care that ties into long-standing traditions in social thought. The tension of
combining sociality with rationalised bureaucratic efficiency has been shown (Gilbert et al.,
2020).

Ak fhol 1

care institutions home-like environment scales
domesticity dementia-village

lifestyles
Human ethics / current capability

Figure 19 Deinstitutionalisation of Dementia Care
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The examples of De Hogeweyk and Park Boswijk in the Netherlands (as shown in Figure 20
and Figure 21), argue for domesticity and a lifestyles approach. The location is away from the
urban area with a courtyard typology. Within this structure, the building has been organised
into a series of progressively private and secure spaces and courtyards. However, social
interactions and segregations are categorised into different social classes, occupations, and
cultural background. Inequalities and suffering are legitimised and naturalised the differences
in social status, which may not be explicit (Crompton, 2006; Skeggs, 2011; Skeggs and
Loveday, 2012) and can be revealed by everyday accounts of ‘ordinariness’ (Jones, 2017).
The result of an economic as both ageing and social class have been transformed refers to
the social and cultural coordinates of late modernity (Scott, 2002.) based on the unequal root
of later life which is a critical question (Jones and Higgs, 2013; Jones, 2017). A risk factor
includes social status and class in the past (hierarchy) for the development of dementia, as
well as the association between socioeconomic status (SES) and dementia (Petersen et al.,
2021). Hence, the perception of dementia and social class have embedded in social relations
and the sociological insights which may represent as an important role of the lived experience
of dementia (Birt et al., 2019).

74



Figure 21 De Hogeweyk, The Netherlands
(Photos by author)
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Figure 20 Park Boswijk, The Netherlands
(Photos by author)
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Social institution and agency of people with dementia are often based on their past lifestyles
and personality (Yates et al., 2019). People with dementia may experience being disconnected
and dependent on others, feel like a burden and being a person who is treated in paternalistic
ways (Eriksen et al., 2016), as experiencing dementia may change lifestyles, social roles,
social status. They may change their personality and judgement, which raise both practical
and philosophical problems with regard to personal identity. According to John Locke and
Derek Parfit (1971)’s theories of personal identity, a basic criterion for personhood were
emphasised to make rational choices and encourage the importance of psychological
continuity and the abilities to think (Fuchs, 2020). Losing the status of being a person, may be
experienced and threatened, especially to people with severe dementia (Norberg, 2019).
However, the concept of person becomes a dualistic framework which body can be interpreted
as a medium of a brain (Newen, 2018; Fuchs, 2020). People with severe dementia are
involved in processes of meaning making to recomposes their narratives and concepts (Isene
et al., 2021). Expressions of meaning making, and of interactions include transitions of
meaningfulness based on experiences of significance, orientation, belonging which transform
into narratives (Fivush, Booker and Graci, 2017). Hence, these processes present the
interrelation role of the body and the senses. An experience of meaning also suggests an

experiencing of personhood (Young, 2019).

Woodward (1997) argues that identity could be marked out by differences, facilitating humans
to differentiate their identities from others. Individuals’ sense of self, sense of identity, and
capacity for autonomous action or agency often limit the person's agency for external support
in making decisions in daily life (Gémez-Virseda, de Maeseneer and Gastmans, 2020). The
decision-making process is supported by family caregivers who are legally empowered on the
behalf of the people with dementia (Bosco et al., 2018). However, family caregivers often lack
the capacity or no information on how to provide support (Reinhard et al., 2008). An
understanding of the role of the caregivers in the decision-making process provides
mechanisms for health and social care personnel to be promoted or discouraged through
training (Al-Janabi et al., 2019). In this case, people with dementia can be supported,
maintained, or improved their independence, safety, and well-being by using devices and
systems of assistive technology (Klimova, Valis and Kuca, 2018). Design is specially
compensated by physical and cognitive functions associated with dementia (Najar et al.,
2019), for example technology integration, environmental design and traditional care provision
can be emerged in a smart home system (Martin, Bengysson and Droes, 2010). Even though
technological equipment and service applications generate in care settings are often comples,
ethical issues can arise when technology is used as an intervention in the life of a person with

dementia within these complex scenarios (Wangmo et al., 2019). Hence, major human rights
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such as the protection of personal data (privacy) and the rights of older people should be

concerned and integrated (Stanford Encyclopaedia of Philosophy, 2005).

3.2.1.1 Human Needs (ADLs)

As a framework to categorise care needs, Maslow's hierarchy of needs was developed and
used by Benson and Dundis (2003). Maslow (1954) proposed a classification of basic needs
into five categories: physiological, safety and security, belongingness, esteem, and self-
actualisation. As the human individual developed from birth to adulthood, needs appear
sequentially through the phylogenetic scale (Decety and Svetlova, 2012). As these basic
needs are satisfied, the next step would be the individual’s psychological health (Lester, 2013).
As a result, the largest gap of unmet needs was found in people with dementia who were in
observation or unable to communicate, or their basic needs of activities of daily living and
comfort were not met (Scerri, Scerri and Innes, 2020). The expense of other needs such as
safety needs often emphasise care staff (Teisberg, Wallace and O’Hara, 2020). In addition,
need for social contact, self-esteem, dignity, and respect were often ignored by people with
dementia and lead to the feeling of devalued (R@svik and Rokstad, 2020). In acute settings,
the holistic needs of people with dementia (Rgsvik and Rokstad, 2020) and care delivery
procedures should facilitate person-centred care with these unmet needs by hospital staff
(Resvik and Rokstad, 2020). A result of deterioration in parts of the brain, dementia can cause
changes in personality, behaviours, and physical bodies brain (Cerejeira, Lagarto and
Mukaetova-Ladinska, 2012). Therefore, sensory changes can be experienced which can
affect on older people’s health and well-being. The safety concern should be concerned and
made (Ho, Chenowth and Williams, 2021).

According to person-centred care, people with dementia’s personality, life experiences, and
preferences should be cared for (Wehrmann et al., 2021). People feel more at home when
they own familiar objects and environments. In care home settings, it is important that
residents are able to personalise the furnishings in their rooms. Personal narrative relates to
personality and concept of lifestyles, which depend on personalisation to understand and
orientate. Despite most dementia care practices still adopt a medical approach, physical needs
are prioritised over psychosocial well-being (Ringland et al., 2019). Expectations of people
with dementia are not fully met by care stakeholders, based on various health and social care
needs (Khanassov et al., 2021). Consequently, the important needs of people with dementia
and care stakeholders should be achieved include memory, physical health, sensory,
communication, medication, looking after the home, and money/budgeting (Miranda-Castillo,
Woods and Orrell, 2013).

77



As older people age, their impaired ability to interpret what they see and other vision-related
changes begin to occur (Cordeiro et al., 2021). As a result of changes in the brain, vision-
related changes can be caused which can cause people with dementia to lose their ability to
perceive objects and may also alter their sense of depth perception (Javaid et al., 2016).
Furthermore, smell is one of the most critical sensory changes that occur with Alzheimer’s or
other forms of dementia (Brai and Alberi, 2018), which helps to alert people with dementia if
there is an emergency issue (Santos et al., 2004). In addition, taste sensitivity declines in
people with dementia (Narukawa et. al, 2020), which can cause many older people to overuse
ingredients in order to make food more tasteful. In terms of touch, a loss of sensation occurs
once dementia progresses. Moreover, according to Johnson et al. (2021), normal hearing can
still be possible for people with dementia, but interpretation of what they hear can be
challenging (Bucholc et. al, 2021). The meaningful occupation for people with dementia can
be facilitated by the roles of textiles in sensory-enriched environments (Jakob and Coller,
2018), defines sensory experiences. Thus, the quality of the design of multi-sensory
environments (MSEs) was investigated in interdisciplinary research of design and healthcare
disciplines, which provide the positive impact of people with dementia living in care facilities
(Jakob and Collier, 2017).

‘Green dementia care’ is increasingly recognised and benefits people with dementia who are
supported to connect with nature (Evans et al., 2019). Evidence from Evans et al. (2019)
suggests that these benefits have expanded into physical, emotional, and social spheres,
which can significantly uplift the quality of life (Stoewen, 2017). However, specific challenges
to promoting such connections due to various factors, including risk-averse cultures and
environmental limitations, are often presented in dementia care settings (Evans et al., 2019).
As a reciprocal need, radical culture changes in the physical, social, and organisational care
environments are being implemented, which provides opportunities for developing innovative

long-term care facilities (as shown in Figure 22) (Boer et al., 2021).
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A culturally diverse workforce provides healthcare due to global immigration and recruitment
strategies (Brooke et al., 2017). The immigration of healthcare workers acculturates host
countries' cultures to support communication in the workplace. Consequently, understanding
perceptions of symptoms, concept of dementia, and care stakeholders’ cultural values are
required (Brooke et al., 2018). As the interpretation of person-centred dementia care lacks
clarity in many cultures, cultural values and beliefs of dementia may differ in different cultures
(Brooke et al., 2018). Through training and education in dementia care, nurses’ capacities
mainly in the cognitive domain are varied and gradually improved for the necessary of person-
centred dementia care (Mulyani, Probosuseno, and Nurjannah, 2021). However, a
psychological effect was questioned for an improved nurses’ working performance (Rai et al.,
2021), which their specific needs are critically developed with strategies (Bolt et al., 2020). As
a result, interventions for nurses and nurse assistants working in care homes or nursing homes
are supported by nursing staff's competence in providing palliative care for people with
dementia. However, factors such as lower staffing ratings and resource adequacy, the
experience of verbal aggression, and the observation of verbal or physical aggression among

residents can increase care worker stress levels (Vogel, 2017).
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Potential and capabilities (mentally, physically, and socially) define human behaviour to react
with internal and external stimuli throughout their life. Individuals with various levels of
dementia can improve community awareness of dementia, interventions such as educational
efforts with care professionals and social support programmes (Yates et al., 2019). As a result,
the design of residential and community settings can significantly improve functioning and
reduce behavioural symptoms of dementia, an intergenerational school where people with
dementia can teach young children (Lu et al., 2022). Some aspects of the work environment
(Lee, Jin and Ryu, 2021) link to the concept of person-environment (P-E) fit, which the higher
needs-supplies fit creates a growing impact on employees’ creativity in a multicultural
experience (Wang and Wang, 2018). The effects of the P-E fit have shown different versions
to moderate employee creativity, and multi-cultural experience (Wang and Wang, 2018).
Consequently, sense of coherence, self-compassion, well-being, and a more equity-focused

understanding of health are developed (Fraser, Brady and Lordly, 2020).

3.2.1.2 Design for Affordances

The word ‘affordance’ was initially coined by Gibson (1978), the perceptual psychologist, who
refers to the actionable properties between the world and an actor (a person or animal).
Affordances are user interface (Ul) object properties that tell users the possible actions they
can take, and they need to be matched with their capabilities to encourage action by
consequently making the Ul ‘affordable’ (Norman, 2004 ) (as shown in Figure 23). VR research
highlights the importance of designing for shared experiences in dementia and calls for design
in the moment rather than the past or deficits (Brankaert, 2019). Ways of enriching the positive
experiences of dementia are stressed by the importance of social connection, creative
expressions of personhood, and maintaining meaningful relationships (Foley, Pantidi and
McCarthy, 2019). The design of flexible interfaces may simplify the navigation of virtual scenes
and enhance the social interaction (Kamal and Andujar, 2035). VR and metaverse
environments play an important role in strengthening older people’s entertainment and social
interaction in detecting the initial signs of memory loss (Segkouli et al., 2015). Once
experience is embodied, the individual body is experienced and compared to the lived body
as subject (Tanaka, 2013; Wehrle, 2019). Individuals experience the world as bodied
beings and must make sense of their embodied experiences by managing meanings of who
they are in the world (being), the actions they perform (doing), and who they want to become
(directed becoming) (Field-Springer and Striley, 2018). By adding to a list of considerations,
the current commentary provides another potential explanation: individuals may enact
dementia caregiving because it provides engagement towards purposeful aims (Hill, Wynn
and Carpenter, 2020).
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Figure 23 Design for Affordances
Sources: Adapted from Vahed et al. (2018)

Decision-making processes directly impact and maintain a strong will to remain in people with
dementia’s lives (Wilkins, 2017). Design theory and practice have been neglected as an
essential part of decision-making and courses of action (Alexander, 1982). Consequently,
design may be search or creativity, or a combination of both (Alexander, 1982). Design
research may be a significant part of a residue of basically irrational creativity, which suggests
that design should be deliberately undertaken in decision and policymaking, by utilising design

methods and providing organisational creativity-enhancing environments (Alexander, 1982).

The perception-action cycle has been stated by the well-known neuroscientist Joaquin Fuster
(1999), as “the circular flow of information from the environment to sensory structures, to motor
structures, back again to the environment, to sensory structures, and so on, during the
processing of goal-directed behaviour” (Strandberg-Long, 2019, p. 95-108). The neural
substrate for behavioural, cognitive, and linguistic actions is hierarchically organised mainly in
the cortex of the frontal lobe (Fuster, 2004). In a methodological study, Koechlin et al. (2003)

reveal the neural dynamics of the frontal hierarchy in behavioural action depending on how
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people perceive the environment. Increased social isolation and loneliness may be
encountered by people with dementia and their caregivers due to the negative perceptions
associated with the condition (Grycuk et al., 2022). A strategy such as arts-based programmes
aims for interaction and personal contact between people with dementia and the community
as a goal of inclusivity (Hung et al., 2021). Hence, accessible community spaces have arts-
based programmes, which can play an essential role in alleviating social issues associated

with the condition (Baumann et al., 2021).

A lack of motivation and apathy are frequent problems in rehabilitating people with dementia.
Apathy causes lower functional ability and poor relationships with caregivers. Motivation is an
umbrella term for various processes involved in goal-directed behaviour (Nobis and Husain,
2018). Lang and Fowers (2019) provide multiple arguments for why dementia caregiving
persists despite the seemingly significant evolutionary risk. Human motives are activated to
perform an action with short and long-term effects, which can be constituted by a design
practice of design for motivation (Chasanidou, 2018). As a result, target behavioural change,
persuasion, and engagement are originated in developing design systems (Stibe and Oinas-
Kukkonen, 2014). By repeating the routines, emotional design is the concept of creating
designs that evoke emotions that result in positive user experiences. Designers aim to reach
users on three cognitive levels — visceral, behavioural, and reflective — so users develop only
positive associations (sometimes including negative emotions) with products, brands, and so
on. Consequently, design for motivation and mechanism of engagement (such as innovation
platforms), consider user participant as a key target (Chasanidou, 2018). As dementia care is
challenging for care stakeholders and relatives, the emotional diligence and motivations are
required for an indefinite duration (Chasanidou, 2018). Subsequently, the selection of an
appropriate design strategies and tools is mostly a challenge of an early design phases of
motivational design (Chasanidou, 2018). As caring for people with dementia is challenging,
the emotional diligence and motivations are required for an indefinite duration (Chasanidou,
2018). People with dementia’s agitation and repetitive questioning becomes challenging as
their cognitive abilities decline and memory fluctuates (Reeve et al., 2017). More importantly,
taking away aspects of caregivers’ autonomy and independence can cause caregivers to feel
guilty (Mitnick, Leffler and Hood, 2010).

The concept of a ‘sense of coherence’ by Aaron Antonovsky (1979) allows people to re-
establish inner peace and orientation in places by temporarily protecting them in daily lives
(Eriksson, 2016; Harald, 2017). Moreover, psychological needs also affect family members,
who a diagnosis of dementia creates fear of loss (Riley, Burgener and Buckwalter, 2014).

Coping with adverse experience (Antonovsky, 1979, 1990; Eriksson and Lindstrom, 2006) can
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be enabled by a sense of coherence (SOC), which is considered as an adaptive dispositional
orientation (Bahrs, Deymann and Henze, 2022) (i.e., within the personality). As a personality
trait is a predictor of behaviours, SOC integrates the meaningfulness, comprehensibility, and

manageability of a situation or disease (Eriksson and Lindstrom, 2006; Hochwalder, 2019).

High SOC can associate with perceived and a predictive good health outcome (Eriksson and
Lindstrom, 2005). Additionally, Giuseppe Boscherini argued that the design of the physical
environment can balance and support to instil the calming reassurance with constructive
stimulation and a positive mindset to overcome iliness (Boscherini, 2017). The design features
explain how light, sound, texture and colour can contribute to health-giving architecture
(Boscherini, 2017). As the concept of health can be divided into two categories, pathogenic
and salutgenic, pathogenic activities focus on eliminating resources of diseases, while
salutogenic approach focuses on supporting resources of health (Fries, 2020). As a result,
both pathogenic and salutogenic activities require the goal of achieving health, well-being and
dignity of people with dementia (Golembiewski and Zeisel, 2022). The approaches can be

seen in design methodology of designers (Fries, 2020).

3.2.1.3 Design for Meaning/Purpose

Higher levels of life purpose can reduce the deleterious effects of dementia’s pathologic
changes on cognition in advanced age (Boyle et al., 2012). People with dementia may engage
in goal-directed activities, allowing a stronger sense of purpose (Mak, 2010). In this case, the
available activities suggest that life's purpose is an asset with well-established linkages of well-
being and healthy functioning, which may inform the experience of psychological well-being
(Kim et al., 2021). Importantly, a significant part of the definition of the word design is purpose:
to intend for a definite purpose; to assign in thought or intention; a purpose or plan of action
(Razzouk and Shute, 2012). Hence, design without purpose is design without meaning or
intention. Design is a purposeful human activity in which cognitive processes are used to
transform human needs and intent into an embodied object (Kazmierczak, 2003). To this end,
they identify their enterprise that goes beyond mere profit making and they anchor it in the
entire value chain (Fleischer, 2021). During a transnational period of moving from home to
dementia care settings, the well-being of older people may have a meaningful subjective effect
in purpose-built environments (Broadbent and Gilbert, 2020). Architects, funding agencies,
and aged care providers recommended purpose-built environments and the Memory Support
Unit to enhance positive experiences and the better quality of dementia care (Broadbent and
Gilbert, 2020).
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The main difference between purpose and use is critical. The meaning of purpose is an
objective to be reached or targeted, an aim, or a goal (Reker, Peacock and Wong, 1987), while
use is an act of using (The Britannica Dictionary, 2023) (as shown in Figure 24). Perceptions
of job role boundaries in dementia care are modified in end-of-life care, which routinely
requires adaptability and flexibility (Abrams et al., 2018). The maintenance of professional
boundaries in the work environment exacerbates and affect by emotional attachments to
people with dementia and their families during end-of-life care (Abrams et al., 2018). The
professional boundaries are reconceptualised for a relational care, which require to adopt
context-specific, flexible, and inclusive attitudes (D’Astous et al., 2019). Ageing in place offers
a well-established health and social care intervention by the modification of home
environments for older people (Bosch-Farré et al., 2020). However, theoretical principles and
concepts of occupational therapy has been criticised for a disorganised modifying process
(Russell, Ormerod and Newton, 2018). Likewise, occupational therapists provide a systematic
and practical approach to home modification services for older people as an innovation

development (Hwang and Shim, 2021).
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Figure 24 Relationship between purpose and meaning in design
Sources: Adapted from Giacomin (2017)
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The purpose of design is closely linked to strategy than aesthetics. Design is the process of
intentionally creating something while simultaneously considering its objective (purpose),
function, economics, socio-cultural factors, and aesthetics. In this case, the act of design may
link to the purposes of the practice of religion and the goals of salvation for oneself and others,
to render due to worship and obedience to God (Davies and Thate, 2017). Hence, design is
rational for someone to pursue these goals by following a religious way (the practices
commended by religion, e.g., Buddhism or Christianity). To achieve goals, the way of religion
will be attained and would be exceptionally worthwhile because the natural world has been
conceptualised differently (Southwold, 1978). Moreover, a ‘plurality of worlds’ has been
interpreted and conceptualised as uniqueness. Subsequently, the totality of entities, to the
whole of reality or to everything can be referred to the term ‘world’ (Singh, 1990). In most parts
of the world, free trade, economic restructuring, the globalisation of finance, and the surge in
migration have tended to produce harmful consequences for older people. Hence,
globalisation transfers resources from the poor to the rich within and between countries (Dorn,
2017).

Universal design can be defined as an approach which products and environments are
designed to be usable by users of all ages and abilities to the greatest extent as possible
(Story et al., 1998). In recent years, a new paradigm aims at a holistic approach ranging in
scale from product design (Balaram, 2001) to architecture (Mace, 1985) and urban design
(Steinfield, 2001) which enhances universal design to grow significantly (D’Souza, 2004).
Drobnitskii (1900-1975) argued for universality as the main feature of moral requirements and
essentially external to the moral agent, representing to her social relations and the ‘general
laws of history’. Universality also characterises judgements, whose moral adequacy is verified
through the procedure of universalisation (Levine, 2020). Hybridity is one of the emblematic
notions of an era, which captures the spirit of times to celebrate a cultural difference that

resonates globalisation, economic exchanges, and the cultural transformation (Kraidy, 2005).

Design thinking is problem solving (as shown in Figure 25). People with dementia need
increasing care, and caregivers need support to cope with the increasing burden. This
biomedical construction of dementia — considered an instance of the broader
biomedicalisation of ageing, eloquently critiqued by Hwang et al. (2016) — has spawned
significant investments in ‘gerontechnological innovations’. These strive to promote
independence and dignity for people with dementia by delivering cognitive cues. Expertise of
design and innovation are contributed by designers and technologists (Meyer and Norman,
2020). The creative processes and perception of design were brought together with different

approaches in multidisciplinary group (Darbellay, Moody and Lubart, 2017). As a way of
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negotiating changes in their everyday lives, forms of creativity can be more mundane in
everyday life, specifically concerning how creativity is conducted by people with dementia,
cargivers, and family members (Gross et al., 2015). Other cognitive abilities such as critical
thinking, spatial orientation, comprehension, language, and judgement are affected by
dementia (Alzheimer's Disease International, 2015). The emotional control and social
behaviour of people with dementia are caused by a cognitive deterioration, which is
accompanied by behavioural symptoms (e.g., depression, anxiety, wandering, or apathy)
(Cerejeira et al., 2012). Such behaviours can lead to a critical situation (Alzheimer Research
UK, 2015) that requires a caregiver's creativity to prevent sufferers from harming themselves

and caregivers from burning out (Avargues-Navarro et al., 2020).
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Figure 25 Design Thinking Ergonomics
Source: Adapted from design thinking ergonomics (De Paula, Dobrigkeit and Cormican, 2018)

In care organisations, functional guidelines suggest for the assertive practice of design
thinking in organisational environments, and therefore to promote innovation (as shown in
Figure 25). Three specific guidelines — design conductive formalisation, responsible

hierarchical presence, and integrative functional differentiation — go through a qualitative
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validation (Ishio, Gaspar and Lins, 2020). Organisations in all sectors of the economy has
embraced design thinking (Dunne, 2018). In this qualitative study by Dunne (2018),
organisations’ goals in adopting design thinking, include the challenges such programmes
encounter, and the approaches they have taken to deal with these challenges (Dunne, 2018).
Likewise, the work of design programmes is compromised with the issues of unclear goals,
the need to build legitimacy, cultural resistance, and leadership turnover (Fapohunda, 2013).
Organisations have been suggested to derive value from a design thinking (DT) capability (De
Paula, Dobrigkeit and Cormican, 2018), which aims to develop a conceptual framework. A
design thinking capability model (DTCM) can map out the DT capability in business
organisations. However, an understanding of how to integrate and assess DT strategy in

projects is still a very limited.

An essential factor in a value chain's ultimate competitiveness and development is its business
enabling environment. The business enabling environment (BEE) is the policy, institutional,
regulatory, infrastructure, and cultural conditions that govern formal and informal business
activities. It includes the administration and enforcement of government policy, and national
and local institutional arrangements that affect the behaviour of relevant actors who, together,
comprise many of the crucial players in the business enabling environment (World Bank
Group, 2022). The business enabling environment can be best defined as all government-
influenced macro-level factors affecting enterprises throughout the value chain. Therefore,
improving the business enabling environment can benefit many organisations within it. The
facilitation and creation of an enabling environment by local government for businesses to
prosper is one of the key factors in regional economic development. In creating an enabling
environment, effective service delivery by local government is essential. The local government
can create this environment through good governance and transparent management.
However, many local governments struggle to provide an acceptable level of global

management and service delivery to their communities.

As part of the designer-user relationship, the starting point is the distinction between two
perspectives on products: designer and user. There is often a mismatch between these two
perspectives, but both matches and mismatches constitute a major source of the affective
reactions that people have to products and their interactions with them. These reactions
extend over a wide range and include not only (relatively short-term) emotions, but also longer-

term reactions such as moods, preferences, and attitudes (Norman and Ortony, 2006).

87



3.2.1.4 Design Experiences

An experience of social relationships can influence dementia experience (Erikson et al., 2016).
As a lived space gradually becomes smaller for people with dementia, the experience of
people with dementia and the spatial dimensions of their environment are underscored and
being aware (Forsund et. al, 2018). The concept of person-centred care sustains and supports
the continuity of identity which an existential experience is embedded in the physical and social
environments (Giusti et al., 2020). As a result, ‘end users’ can be supported through a natural
recovery process by a salutogenic architecture, which drives by a sense of coherence,
including manageability, comprehensibility, and meaningfulness (Golembiewski, 2017).
However, embodied experiences can be resulted in the design of the physical environment.
Therefore, environmental psychology and environmental design models for people with
dementia propose an approach referring to the concept of use of space and human rights to
express autonomy to use spaces which are not intended by the design (Charras, Eynard and
Viatour, 2016).

Sensory experiences are activities that help human beings learn and develop a greater
understanding of the world by using their five senses (Erikson, 1985). People with dementia
may experience less agitation and anxiety because of sensory activities (Sanchez et al.,
2015). Moreover, people with dementia and care stakeholders can enhance the overall well-
being and the quality of life by soothing music and smelling a familiar scent (Sowndhararajan
and Kim, 2016). A wide range of personal needs from pleasure to a search for meaning (Cutler
and Carmichael, 2010) can build their tourism experiences, and can engage on their personal
terms of memorable places in a set of activities in tourism experiences (Ramos, Henrique and
Lanquar, 2016). Authenticity is an alternative source in tourism, regardless of whether the
toured objects are authentic (Wang, 1999). This concept is further classified into two different
dimensions: intrapersonal and inter-personal. This demonstrates that existential authenticity
can explain a greater variety of tourist experiences, and hence helps enhance the explanatory

power of the ‘authenticity-seeking’ model in tourism (Wang, 1999).

Inclusive design has an essential role to play in improving the quality of life of people with
dementia (Kenning, 2018). In this case, designers have to concern the uniqueness of contexts,
which people with dementia live, their stages or symptoms, and their needs or preferences
(Khanassov, Rojas-Rozo and Sourial, 2021). As a primarily research into the design process,
design research was originally constituted in design methods (Zielhuis et al., 2021). However,
the work considered with the context of designing and research-based design practice which

the concept expands to include research embedded within the process of design (Anderson
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and Shattuck, 2012). Stakeholders’ own strategies for remembering, technological literacy
levels, orientation and organisation of users’ everyday living, have shown a set of issues for
people with an early stage of dementia (Dankl et al.,, 2019). The existing literature review
updates on the existing design tools and design recommendations of co-designing with people
with dementia. A list of limitations of involving people with dementia is also presented (Wang
et al., 2019). Hence, individual users produce user-friendly design and outcomes focus on
user-centred design. Human-centred design, however, takes ‘humans’ as its central focus,

which lends itself more to ‘social problem solving’ (Borthwick, Tomitsch and Gaughwin, 2022).

Strategies that are responsible for local conditions and contexts, where co-design collaborative
approaches require the implementation of people-centre design (Sanz, Acha and Garcia,
2021). People-centred care allows the key delivering and an involvement of co-design
stakeholders in the development of health solutions (Sanz, Acha and Garcia, 2021).
Differentiation and a competitive advantage can lead to innovation, which the design thinking
asserts a user-centric approach to a problem solving (Tham et al., 2022). Hence, an emerging
innovation comprises of six distinct phases in the design thinking process (Elsbach and
Stigliani, 2018). Design thinking has also started to receive increased attention in business
settings. This is because the design of products and services is a major component of business
competitiveness, to the extent that many known companies have committed themselves to

becoming design leaders (Dunne and Martin, 2006).

Design ethics concerns moral behaviour and responsible choices in the practice of design. In
all these examples, design may be described generally as the art of forethought by which
society seeks to anticipate and integrate all of the factors that have a bearing on the final result
of creative human effort. In the context of age-related cognitive decline, particularly dementia,
social personhood is occluded rather than deteriorating with brain function. In this case, value
sensitive design (VSD) applied to assistive technologies for people with age-related cognitive
decline has focused on physical support (David and Oliver, 2019). Stigma can be lessened by
ethical design by causing cognitive dissonance between social perceptions of dementia
(Fletcher, 2019). In this case, the independence and well-being of people with dementia can
be achieved by the design of the physical environment (Xanthopoulou and McCabe, 2019).
The existing assessment tools can evaluate the design quality of existing dementia care
facilities (Quirke et al., 2021; Calkins, Kaup and Abushousheh, 2022). However, the design
process has not been formally identified (Quirke et al., 2021). The ability of proposal
assessment at key dementia stages improves the design of future dementia care facilities
(Martin et al., 2021).
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Figure 26 Types of Design Tools

A list of design and assessment tools for dementia care is shown in Figure 26. One of
comprehensive assessments developed in the United Kingdom is called, The Sheffield Care
Environment Assessment Matrix (SCEAM) (Nordin et al., 2015). The data acquired to
influence the design process in hospitals or other healthcare facilities often use an evidence-
based design (EBD) as a scientific analysis methodology (Alfonsi, Capolongo and Buffoli,
2014). Moreover, both physical and psychological effects are measured on the built
environment of its users (Evans, 2003). Historical precedents argues that the building was
used as a form of treatment, which inform ethical design concepts when applied to current
population health challenges, especially for dementia care. Even though architecture does not
necessarily provide a cure, a good design practice can work as a preventative tool and
enhance overall quality of care. However, end users are often missing in the development

process (Akadiri, Chinyio, Olomolaiye, 2012).

The delivery of valued guest experiences is viable for hospitality businesses (Buhring and
O’Mahony, 2019), which can be influenced by hotel design, luxury design, and tourism
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experiences (Lin and Choe, 2022). Therefore, developing the specific measures and tools
of'design experiences are required to meet guest expectations (Joern and O’Mahony, 2019).
The construction and generation of memorable experiences (ME) identify the perspectives of
the host of luxury hotels and guests (Buehring and O’Mahony, 2019). Consequently, various
modification based on the feminist research utilises the concept of global care chain (Yeates,
2011). The global care chain, which is presently derived to transnational care services
(Yeates, 2005), influence an application of global commodity chain (Yeates, 2011; Mahon,
2018).

3.2.2 The Concept of Global Care Chain

Global care chains are based on unequal power relationships of gender, social class, ethnicity,
place of origin and migratory status (Orozco, 2009). The intersection of these diverse
inequalities is expressed in the lives, working conditions and backgrounds of women employed
in the caring industry (WHO, 2019). From the social network perspective, individuals and
countries are viewed as interconnected (Kenis and Oerlemans, 2009). Consequently, the
effects of migrant home care extend beyond the care recipients’ and caregivers’ dyads and
cultural backgrounds to incorporate transnationally interconnected care procedures (Ayalon,
2021).

Globally, the indirect costs and increased severity of dementia are causing the cost of
dementia care to rise (Braun et al., 2020). As care becomes a business, people with dementia
have more choices, depending on their personal health budgets and their control over how
healthcare services are managed and delivered (Ham, Dixon and Brooke, 2012). A ‘service
market’ often uses individual budgets or vouchers in personalised schemes run by local
government to ensure that individual needs, hopes and goals are met (Kruk et al., 2018).
Personalisation has a greater potential to broaden social inequalities with its unprecedented
emphasis on individual skills (Carey, Crammond and Malbon, 2019) and the quality of the
information received dependent on participants’ attitudes (Jelley et al., 2019). Consequently,
caring stakeholders’ experiences and access vary according to the facilitators and barriers

they face in using services (Amini and Leeuwen, 2021).

The desired goal of high-quality, safe and efficient healthcare can influence the complexity of
design (Hannawa et al., 2022). A range of metrics, including structure, process and outcomes,
can be used to measure the quality of care (Cheng et al., 2014). Although quality of care can
be measured using a range of metrics — such as structure, process and outcomes — a design

that meets patient and staff needs will strongly support staff performance and provide a better
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therapeutic and healing environment, leading eventually to better quality of care (Fadda,
2018).

The use of markets and market mechanisms to deliver care services is growing in both liberal
and social democratic welfare states. Such markets, delivering childcare and care for older
people, have developed in uneven and context-specific ways, with varying consequences
(Brennan et al., 2012) (as illustrated in Figure 27). It may be argued that innovation has
replaced scarce public resources and enabled expenditure cuts to pursue better services,
more customer-oriented choices, finance, regulation and state management of private capital
and resources (Curristine, Lonti and Joumard, 2007). In some cases, information about the
quality of services is insufficient (Moberg et al., 2016). Some studies argue that different social
groups do not have the same resources to make informed choices and are, therefore, in an
unequal position (Brennan et al., 2012). Personal budgets and the ability to pay have been
obstacles to genuine choices in some cases (Rabiee et al., 2016). Safety, dignity and
autonomy are keywords in care work for older people. Dementia, however, complicates the
relationship between caregivers and care recipients, in part because it affects memory,
thought, perception, reasoning and speech (Lundberg, 2017), thus affecting the individual’s
ability to express their own wishes and their competence to give consent. Care work can be
ethically challenging due to the transfer of care labour and resources from poor to rich nations
through the employment of women from poorer countries. Their caring roles, new caring
strategies and the role of care within the family in their country of origin require the migrants
to re-define (Czapka and Sagbakken, 2020). Therefore, while caring for a person with
dementia can in any case be emotionally difficult, transnational care, an alternative approach

to caring, itself poses many challenges for families (Czapka and Sagbakken, 2020).

At a more straightforward level, its initial use in Latin describes an offspring of “a tame sow
and a wild boar” (Kraidy, 2008). One view of the ‘modern imaginary’ is as a binary opposition
between the Self and the Other. Beck argues that ‘we’ (the Self) can no longer imagine
‘ourselves’ in such a binary opposition: ‘the Other’ is among ‘us’, and, even more, ‘we’ are ‘the
Other’ (Beck, 2007). This relates, of course, to what may be described as the postcolonial
condition of the contemporary world — a condition that is not new, but which is, or so it seems,
experienced increasingly in everyday life (Sayegh, 2008). While social norms are well-
established, some groups of people with dementia (Austin et al., 2016), seem to be more
vulnerable in their advanced stages of epitomising deviance, differentness or ‘otherness’
(McParland, Kelly and Innes, 2017). Normality becomes an intangible concept, based on each

individual’s specific interests (Baars et al., 2014; Denicolai, Ramusino and Sotti, 2014). Thus,
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while desiring to be accepted as part of normality, the very concept of normality can be obscure
and cause some people with dementia to struggle (McParland, Kelly and Innes, 2017).

Anti-ageing consumer cultures can be seen as the product of cultural depictions of the
relationship between ageing and dementia, which refigure and eliminate the concept from
everyday life as well as the future (Latimer, 2018). However, the progress of dementia
distinguishes its sufferers as an exceptional group, eliciting public sympathy and promoting
benevolence, but at the same time unwittingly implying a negative otherness. This is
problematic because the perceived stigma is typically more prevalent and harmful to well-
being than the enacted stigma (Fletcher, 2021). Asymmetry in power relationships is central
to the construction of otherness. For both thinkers, there is no natural geography for the
cultivation of responsibility. Rather, temporarily scene upon emphasises the degree to which
responsibility is motivated in the activities of others (Barnett, no date). This ethics of care,
Silverstone (2004; 2006) argues, are predicated on a particular politics of the representation
of otherness which he calls ‘proper distance’ (Chouliaraki and Orgad, 2011).
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Referring to the sense of detachment, people with dementia and their relatives may lose
connection with friends and each other (van Wijngaarden et al., 2018). According to people
with dementia’s most challenging emotions, the gradual sense of detachment becomes one
(van Wijngaarden et al., 2018), especially for family caregivers who have to accept different
circumstances. The experience of uncertainty, ongoing loss, hopelessness, growing
detachment and exhaustion associated with dementia are recorded as the results (van
Wijngaarden et al., 2018). However, the way people with dementia were affected by these
feelings are varied. Emotions such as anger, disappointment and resistance may dominate.
In contrast, some may feel less threatened and seem to know ‘the art of living’ with dementia.
Others displayed ambivalence, which they constantly shifted between resisting and facing
their struggles (Schneider et al., 2015). However, the concept of connectedness and agency
were questioned by process of separation and detachment which are positively and negatively
associated (Ingoglia et al., 2011). Hence, a negative prediction such as emotional separation
and emotional detachment should concern and reflect review a perspective-taking, self-other

differentiation, and separated self (Ingoglia et al., 2011).

3.2.2.1 Medical Tourism

Medical tourism — whereby patients from developed countries travel to developing countries
for affordable medical treatment (Horowitz, Rosensweig and Jones, 2007) or to receive
medical care (Sonpiam, 2015) — is a recent phenomenon generating considerable interest due
to its vast economic potential and the changing landscape of healthcare delivery services.
Heterotopias are worlds within worlds, mirroring, yet distinguishing themselves from what is
outside. According to Bochaton and Lefebvre (2008), the international hospital offers no single
universal experience; this depends on the multiple experiences of who the patient is, where
they are from, their expectations and relationships (Hung et al., 2017). The expectations of
both local patients and international clientele create highly complex cross-cultural interactions
between staff and patients, and between patients and other patients in healthcare settings
(Whittaker and Chee, 2015). The organisation and operation of a hospital can give rise to the
concept of heterotopia, especially for foreign patients in Asia (Bochaton and Lefebvre, 2008).
As a result, social relationships and specific cultural and political contexts are embodied,
globalised and negotiated in given spaces with given meaning (Whittaker and Chee, 2015).

However, the phenomenon problematises the ‘local’ creation of ‘universality’.

In medical tourism, the accommaodation is a combination of a hotel, a resort, and a hospital as
a place of healing and rejuvenation (Kasemha and Dehkordi, 2017). Complex cross-cultural

interactions between staff and patients, and between patients and other patients are
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embedded in embodied globalised spaces, which are negotiated through social and specific
cultural contexts (Mattes and Lang, 2021). Hence, the design of the hotel and resort
destinations should meet the standards needed to successfully attract medical tourists and
their relatives (Kazemha and Dehkordi, 2017; Johnston et al., 2010). Developing countries
have become vital destinations for offering medical services, due to lower costs than
developed countries (Pattharapinyophong, 2018). However, certain standards need to be met
due to the high sensitivity and importance of health, and the need to balance scientific and
technical knowledge with medical and health infrastructure (Kruk et al., 2018) and these
standards are essential to successfully attract tourists and patients (Mason, 2003). Once met,
the therapeutic use of a hospital-hotel with medical facilities can attract potential clients
needing a high level of support, their relatives and experienced medical stakeholders (Suess
and Mody, 2017). In addition, short-term treatment in hospital-hotels is preferred to a typical

hospital by high-income individuals (Brodaty, 2009).

The term ‘silver economy’ encapsulates the desire to maximise economic activity and job
creation in an older population. This market is set to represent one-quarter of the population
— over one-third by 2050 — and needs a major overhaul of its offer, given that technological
innovation is further contributing to seismic change (Guerin, 2018). The demographic
transition should be a leading driver of qualitative and sustainable economic development, not
least because it is based on jobs in the service sector, both skilled and unskilled, and on
technological and social creativity. Despite the recent popularity of the concept, governments
and NGOs are needed to stimulate the role of businesses to achieve civil society’s ambitions
(Banks, Hulme and Edwards, 2014). The awareness, perception and experience of
businesses focus on dementia as a ‘hidden condition’ (Musyimi et al., 2021). A dementia-
friendly visitor economy will develop the attractions sector to develop a greater understanding
of how to embrace dementia as part of society (Connell et al., 2017). The recognition of
dementia is a challenge for the tourism industry (Connell and Page, 2018; Klimova, 2018)
because the basic needs of people with dementia and leadership challenges are emerging
issues in ageing and dementia care (Connell and Page, 2018). Simultaneously, the term
‘salutogenic’ has become a marketing architecture for health and nursing care and works as
a powerful tool for understanding the impacts of the design process (Golembiewski, 2017).
The health-to-iliness continuum of how people with dementia can live independently is the
main goal (Kruk et al., 2018).

Medical tourism in Chiangmai, Thailand provides dementia care for people from the developed
Global North (Pratt and Johnston, 2022) where a “regime of anticipation” describes the existing

underfunding of dementia care (Pratt and Johnston, 2022). There are now opportunities for
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people with dementia to leverage their wealth and privilege by choosing to live and receive
care in Thailand. The availability of nurses and caregivers in public hospitals has a negative
impact on the state supporting a privatised industry (Julchoo et al., 2021). Critically, these
transnational care facilities provide both opportunities for and the stigmatisation of Thai

caregivers, people with dementia, their relatives and designers (Pratt and Johnston, 2022).

3.2.2.2 Transnational Dementia Care in Thailand

The Thailand Board of Investment (BOI) has proposed several tax and non-tax incentives to
support products and services related to older people (BOI, 2021). Tourism is identified as a
major potential industry for the Thai economy (Sharafuddin, 2015) and provides an
indispensable overview of this remarkable land of contrasts. The economy’s resilience has
been associated with highly competitive goods and service markets, flexible labour markets
and a vibrant entrepreneurial culture (OEDC, 2020). According to the OECD (2020), while the
tourism industry is a catalyst for economic growth in tourism-led economies, a rapid increase
in tourism can create numerous hazards (Azam, Alam and Hafeez, 2018). Its wider popularity
as a holiday destination has contributed to Thailand’s success in medical tourism. More than
900,000 tourists from across the globe are expected to seek medical care and experience
Thai hospitals and clinics first hand. Thai hospitality, ‘bleisure’ attractions and international-
standard venues are key resilient factors (Rittichainuwat et al., 2020). However, the COVID-
19 pandemic has rapidly changed the business operations and travel behaviours of global

communities, and further resilience is required.
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As a society, Thai people practice Buddhist teachings in showing respect to others. For
instance, the Thai term ‘Namjai’ represents Thai hospitality, large jars filled with kindness. As
stated by Cheng and Schweitzer (1996), national cultural values are shared within a group of
people via a similar symbolic communication system. The Thai national identity includes
Buddhism, and Thainess cultivates the concept of the crisis concierge. The meanings of the
‘Thai nation’ and ‘Thainess’ were constructed to address social and power relationships at the
end of the 19th century. Since then, intellectuals affiliated with the state’s artistic and cultural
institutions have modified these meanings, partly to respond to new problems and the
changing political context (Noobanjong, 2012). The intense reproduction of this meaning has
created a Thai identity and a collective consciousness among the Thai people that the Thai
nation is a nation of people who love and adhere to Thainess. The geo-body, a conceptual
framing that links subjects with visual representations, enables the imagination of national

space by mapping bodies (Viernes, 2018).

However, the quality of life of caregivers and older people is affected by the burden of caring

(Israsena Na Ayudhya, 2007). Despite government efforts to decrease material inequalities
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between rural and urban areas, rural-urban migration strategies commonly exist within
household economic portfolios. Western-centric concepts of class are shaped by Thailand's
historical engagement with Western powers as well as subsequent processes of globalisation
(Vorng, 2011), which such notions cannot be adequately explained. Power is divided among
the elites in traditional Thai society, following lines of hierarchy and patronage (Vorng, 2011).
More importantly, patron—client relationships or ‘bunkun’, a debt of gratitude (Jittichanon,
2018) frequently shown in the relationship between younger and older people repeatedly
dominates social interactions (Wanchai and Phrompayak, 2019). Three- and four-generation
family patterns were found to promote active ageing, enabling elders to feel confident that they
would be cared for, now and in the future (Nantsupawat, 2010). The urban—rural class divide
is often used to explain the Thai political conflict (Vorng, 2011). The ‘cultural turn’ addresses
how ageing subjectivities emerge from social and cultural contexts in social gerontology. The
data suggest that cultural contexts, issues of embodiment, dependency and
institutionalisation, and positive experiences of care are all elements from which older people

construct embodied subjectivities (as illustrated in Figure 28).

The factors related to dementia included senescence, loneliness without social interaction,
stress, unhealthy food, substance abuse, lack of exercise and sleep deprivation (Livingston et
al., 2020). Dementia prevention in older people should include enjoyable activities that include
interacting with other older people (Piyawattanapong, 2020). Informal caregiving for people
with dementia in Thailand is a dominant subject, and the principal driver of human resources
for dementia care services in rural areas (Chuakhamfoo et al., 2020). Hence, design
recommendations should be promoted by policymakers to develop standard assessment
tools, initiate a national dementia care standard and long-term care regulation system, and
improve staff education and competence to enhance the quality of care and of life (WHO,
2015).

3.3 Summary

The chapter initially explains the concept of dementia that has contributed to the stigma and
feelings of depression in people with dementia. A trend of deinstitutionalisation within
dementia care facilities has used design to support personalised narratives related to
personality and lifestyles. As design can be seen as an essential part of decision-making and
courses of action, the design-thinking process has emerged and practised in healthcare
services. However, ethics and marketing aspects are ambiguous within the design decision-

making.
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This chapter expands the role of design for dementia care to the tourism design system. The
first section of the chapter reviews topics such as deinstitutionalisation, design for coherence,
and emotional design which argues for the role of design in dementia care. The second part
of the chapter consists of topics such as globalisation, design ethics, design thinking, and
transnational care in Thailand. The literature focuses on the ergonomic design-thinking
framework which should be developed. The next chapter shows that salutogenic theory is an
effective tool for understanding the impacts of the design process on the health and illness

continuum.
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4 RESEARCH METHODOLOGY

4.1 Introduction

This chapter introduces the research design which is informed by the salutogenic theory. The
four case study selection criteria are presented. The chapter reviews the main case study
selection criteria. The four selected case studies are briefly explained. Research methods
such as semi-structured interviews, ethnography, and co-design workshops are explained.
Moreover, the data analysis procedures are clarified in this chapter. Towards the end,

research limitations are discussed.

4.2 Research Design

The research study composes of three main research methods, namely in-depth interviews,
ethnography, and co-design focus groups, will be applied to the case studies. The first main
research method is semi-structured interviews, in which research participants were selected
concerning their design disciplines. Designers include architects, interior designers, and
occupational therapists. Ethnography is the second method, which includes four main
research methods: ethnography, behavioural mapping, POE, and autoethnography, all of
which were conducted in the four selected case studies in Thailand. The last research method

is the co-design workshop conducted in the two case studies.

Salutogenesis is an approach to demonstrate a linear spectrum of health and disease in a
continuum (Golembiewski, 2017) and becomes an operational instrument for acknowledging
the impacts of design processes (Golembiewski, 2017). In other words, the salutogenic
approach differentiates diagnoses, circumstances, and environmental variation, which
depends on the individual’s differences and a narrative structure (Golembiewski, 2016). As a
result, a connection between morphological and functional factors improves public health and
well-being with the salutogenic approach’s design strategies (Capolongo et al., 2018). The
concepts of counterintuitive and countertherapeutic can be ideals of a physical, salutogenic
healing environment, which would aim to celebrate and promote the presence of nature and
its therapeutic benefits. Such conditions are tantamount to existing physical and cognitive
barriers and can be provocatively a source of stress for the building occupant (Fries, 2020).
According to Figure 29, capabilities of people with dementia and care stakeholders are
questioned. A paradigmatic shift is underway in the healthcare planning and landscape
architecture discourse. This shift seeks to reject excessive urban health facilities densification,

as well as an excessive suburban sprawl which is to be eschewed, as both conditions deny
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the therapeutic affordances of nature and landscape (Jiang and Verderber, 2015). The
relationship of landscape and nature as a contributor to place and to ‘healing places’, and
therefore as being centrally important to the healing experience, is underway. Hence, design
capabilities of the dementia care facilities in the context of Thailand, will be explored (as shown

in Figure 29).
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Figure 29 Diagram of Research Design

Design can be defined as a solution for a real need to empathise and reframe a problem and
can innovate faster through systematic methods (Goonetilleke and Au, 2020). Design thinking
is capable of transforming designers’ creative problem-solving approach into a structured
innovation approach by providing methods and tools to empathise with people, create human-
centred solutions, and de-risk failure through prototyping (Stoltz and Schaffer, 2018). In
addition, usability and aesthetically pleasing appearance are leading to user-centred or
empathy-driven designs. Subsequently, products are designed by identifying problems,
reframing the problem, ideating, prototyping, and testing. Rather than designing products
based on clients’ capabilities, users are the main character for the design thinking process to
start with (Mishra and Sandhub, 2021). Researching design thinking is a methodology that

solves problems for users by a solution-based approach (Pereira Coelho Santos et al., 2017).
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It is extremely useful in tackling complex problems that are ill-defined or unknown.
Accomplishment procedure includes the human needs involved, reframing problems by
human-centric ways, brainstorming for multiple solutions, and prototyping by a hands-on
approach, and testing (Deepa, 2020). Therefore, a market research method can be used in
qualitative research (perception) to obtain data through open-ended and conversational
communication. Hence, the method is not only about “what” people think of something but

also “why” they think so.

Qualitative research is conducted as a study of the nature of phenomena. The research is
especially appropriate for answering questions of why something is (not) observed, assessing
complex multi-component interventions, and focussing on intervention improvement. It is a
type of research that explores and provides deeper insights into real-world problems.
Moreover, social constructivist paradigm often uses qualitative research to emphasise the
socially constructed reality. The main methods are to uncover the deeper meaning of human
behaviours and experiences (Mohajan, 2018). Hence, the perception of people’s experiences
can be generalised into larger groups’ perceptions (Austin and Sutton, 2014). Finally,
qualitative research and perception of design of stakeholders and designers are based on the
description of the relationship between perceptual design and rational design, which clarifies

the importance of perceptual design in modern product design.

A case study intends to generate an in-depth and multi-faceted understanding of a real-life
context’s complex issues (Crowe, Cresswell and Robertson, 2011). Research design is
established to use extensively in various disciplines, especially in the social sciences. The
case study approach is mainly used to understand the real-life context, especially in the
healthcare context, insights into aspects of the clinical care are provided (Crowe, Cresswell
and Robertson, 2011). Moreover, the case study research can describe a policy of care,
explore professional attitudes, and working experiences of care stakeholders to investigate a
contemporary phenomenon (Crowe et al., 2011). Even though the case study research
method is often considered invalid, invaluable, and improper, it is a common complaint that
the case study does not have a rigorous systematic method (Teegavarapu, Summers and
Mocko, 2008). Thus, dementia care facilities and the quality-of-care question factors of their

purpose, needs, and GRRs.

Case selection is required to be selected in the context. Case selection in qualitative case
study research has challenged for being arbitrary or relying too much on convenience logic
(Poulis, Poulis and Plakoyiannaki, 2013). As Buchanan and Bryman (2012) suggested, the

choice of research methods domination is based on research aims, practice, and
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epistemological concerns (Buchanan and Bryman, 2016; Scotland, 2012). However, a
combination of organisational, historical, political, ethical, evidential, and personally significant
characteristics, dominated the choice of methods (Buchana and Bryman, 2007). Context can
be viewed as affecting occupational performance as well as an underlying influence on the
process of service delivery (Radomski, 2007). As a result, the sample’s characteristics will
give a guideline to the model application and what the analysis and implications are

implemented (Nuryanah and Islam, 2015).

Research Design

|

Qualitative Analysis

|

Case study Research

Case selection is the rational selection of one or more

Context of Case Study - instances of a phenomenon as the particular subject
of research.

To employ when there is a need to obtain an in-depth
appreciation of an issue, event, or phenomenon of inter-
est, in its natural real-life context.

Figure 30 Diagram of Research Progress

Figure 30 shows the flow diagram of how the research study was conducted. The first stage
is a qualitative study chosen because of the design study. Case study research intends to
focus on the cases and context. In addition, case study criteria were applied to select the
potential cases. Case study recruitment was conducted by contacting the probable cases. As
a result, the context of Thailand was chosen for this study because economic growth has been
catalysed by the tourist industry, including health tourism. However, numerous hazardous

effects are associated with rapidly increasing tourism (Azam, Alam and Hafeez, 2018).
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4.21 Case Study Selection Criteria

Case selection is the rational selection of the subject of phenomenal research (Kumar et al.,
2020). Moreover, the case study researcher has tasks for selecting case studies and planning
out a research strategy for case study research (Crowe et al., 2011). Numbers (N) of cross-
case analysis were intertwined to find out similarities and differences, which case study
selection and case analysis are intertwined (Seawright, 2008). In this case, the main selection
criteria for case study analysis are varied from characteristics of particular cases in order to
explore design domains of an enabling environment for dementia care. In this case, numbers
of samplings in case study research requires decision-making processes for sampling
strategies, number of case studies and a definition of the unit of analysis (Mohd Ishak and
Abu Bakar, 2014). Hence, the case study selection criteria include care type of dementia care
facilities, transnational clients from medical tourism, resort-like typology, and data

accessibility.
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Figure 31 Case Study Selection Criteria
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As shown in Figure 31, the selected case studies should be a care type of dementia care
facilities (dementia care units). Selection criteria such as a classification of a level of care, care
standards availability, care registration and standard inspection were overlapping and
diversified in different dementia care facilities (Lhimsoonthon, Sritanyarat and Rungrengkolkit,
2019). In this case, long-term care facilities usually have variety care services and care
packages to personalise person’s health and personalised care needs. The dementia care
services should support people with dementia to live independently and safely when activities

of daily living are challenging.

The second case study criteria are transnational clients from medical tourism. The term
‘foreign customer’ shall mean any customer who is not a citizen, national, or resident of
Thailand or its territories. The government has a policy for Thailand to become a ‘Medical and
Wellness’ destination and world-class medical hub. As part of the strategic plan to become a
Medical Hub (2017-2026), the cabinet has approved, in principle, the extended permission-
to-stay for citizens of 19 countries identified as potential sources of medical tourists, and the

smart visa campaign.

The third case study criterion is resort-like typology. Not having waiting areas and hallways
was a central theme. The term 'natural environment' refers to the non-human-made
surroundings and conditions in which all living and non-living things exist on Earth. This
includes ecological units that operate as natural systems (such as soil, vegetation and so on),

and universal natural resources (such as air and water).

The fourth case study criterion is accessibility to the facility and research participants. Data

accessibility requires the environment that promotes data sharing and openness.

4.2.2 Sampling Techniques

The final samples are selected from the qualified respondents who can participate in the
survey, which a volunteer sampling becomes a type of non-probability sampling design
(Murairwa, 2015). The intention of a sensitive survey is published for the implementation of
the sampling design (Murairwa, 2015). In addition, an opportunity for individuals in the target
population is recognised on the survey when the final sample is selected (Martinez-Mesa et
al., 2016). As a result, available results can be obtained and may be prone to significant bias.
Research participants as volunteers may perceive differently from those who choose not to

be volunteer (as a volunteer bias). Moreover, the sample may not be representative of other
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characteristics, such as age, gender, and occupation. Importantly, a sample size refers to the
number of available research participants (usually represented by n.), which influences two
properties, for example: 1) the precision of estimates, and 2) the power of the study to draw
conclusions. The listed case studies were contacted back via emails and phone calls for

confirmation and appointments.

Figure 32 shows a list of research participants' recruitment. The figure shows the table, which
composes of case study selection criteria. The list came from researching databases pf
dementia care facilities in Thailand based on Department of Business Development and
Department of Older Persons (DOP). The research participants were selected and contacted.
The red highlight shows the rejection; the yellow highlights ensure accessibility; the green

highlights mean site accessibility. Gatekeepers are the person who gives permission.

Cross-case analysis (as illustrated in Figure 33) is a research method that can mobilise
knowledge from individual case studies. Khan and VanWynsberghe (2008) propose that
mobilisation of case knowledge occurs when researchers accumulate case knowledge,
compare and contrast cases, and, in doing so, produce new knowledge. In this article, the
authors present theories of how people can learn from sets of cases, discuss existing
techniques for cross-case analysis, and suggest considerations that enable researchers to

engage in cross-case analysis.
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Criteria : Dementia

Criteria 2: Salutogenic

Criteria 3: Medical
Tourism /

Criteria 4: Accessibility

Name Location Private Care? design? transnational target | of information Contact

Vivo bene village Chiangmai Yes Yes Yes Yes Yes sent

Care resort Chiangmai Yes Yes Yes Yes sent

Baan Meesuk Nursing

Home Chiangmai Yes Yes Yes Not sure sent (waiting for responsq http://www.baanmeesuk-nursinghome.com

Carewell Service Phuket Yes Yes Yes Yes sent - answered - I am not in Thailand in August / September 2019 - not answered

Namthip Nursing Home

Pattaya Pattaya

Zbreeze Elderly Resort Pattaya

Garden Nursing Home Bangkok http://www.gardennursinghome.net/index.php/2013-07-09-15-01-17

Living well Bangkok Bangkok https://photos.state.gov/libraries/thailand/231771/acs/hospice_list.pdf

Paiyika Pathumthani Yes Not sure (Long-term {Yes Not sure http://www.paiyika.com/index.php

Chersery home Bangkok Yes Yes Yes Not sure sent (waiting for responsq http://www.cherseryhome.com/%E0%B8%AB%E0%B8%99%E0%B9%89%E0%B8%B2%
https://www.myhomekae.com/?page_id=330
https://thethaiger.com/news/chiang-mai/alzheimers-patient-forced-out-of-thailand-ir

Panacee Hospital https://healthandwellness.tourismthailand.org/thaimed-provider/panacee-hospital-r;

EMI

Kummon Lanna

Paiyika Resort Pathumthani Yes Not sure Yes Not sure Contact by line

Nursing home hcs Pattaya Yes Yes Maybe - yes abit Yes http://www.nursinghome-hcs.com/galler

Figure 32 List of Potential Participants
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Selection of Case Studies

|
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In-depth case study In-depth case study In-depth case study In-depth case study
analaysis analaysis analaysis analaysis

Cross-case analysis

Figure 33 Cross-case Analysis

Moreover, this PhD study used snowball sampling techniques to recruit architects, interior
designers and occupational therapists. Snowball sampling is applied when samples with the
target characteristics are not easily accessible (Naderifar, Goli and Ghaljaie, 2017). In this
case, due to a limited accessibility of dementia care facilities in Thailand is limited, a snowball
sampling as a purposeful data collection was selected. Another group of participants is

designers.

4.2.3 Profiles of Case Studies

A specific group of population, which is an entire collection to understand and seek a research
data require the research design and data analysis. Consequently, a fundamental of research
design selects the population of interest. The design of the research study dictates by the
scope of inferences resulting in the targeted population. As a result, four case studies in
Thailand were selected (as shown in Figure 34). However, as a targeted population is small,

the research interest is measured based on the targeted population and known with certainty.
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Hence, the targeted population is not finite due to financial or logistical constraints that
dominate the complete information (Litt, 2010).

Ve
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y

Figure 34 Profiles of Case Studies
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Table 1 Case Studies Profiles

Case studies

Location

Owner / Culture

Organisational

structure

Type of

construction

Case Study 1 Chiang Mai German/Switzerland Care Purpose-built
managers, care

professionals,

caregivers, and

Occupational

therapists (OT)

Care

Case Study 2 Chiang Mai British Renovation
managers, care
professionals,

caregivers

Case Study 3 Bangkok Thai Care Renovation

managers, care
professionals,

caregivers

Case Study 4 Bangkok Thai Care Purpose-built

managers, care
professionals,

caregivers

The first variable is location. There are two locations — Chiang Mai and Bangkok. Age and
gender are variables. Chiang Mai is the largest city in northern Thailand and the third largest
city in the country after the capital Bangkok and Nakhon Ratchasima. In contrast to other
normally densely populated Asian cities, Chiang Mai has the appearance of a large village —
orderly, clean, traditional, and almost sprawling. Chiang Mai is a flourishing tourist and resort

centre as compared to Bangkok.

The second variable is organisational structure and culture, which outlines how certain care
activities are directed to achieve organisational goals and care philosophy (Grossi, Royakkers
and Dignam, 2007). Rules, roles, and responsibilities are included as activities. In addition,
the organisational structure determines how each level of the company allows the flow of the

information.
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The third variable is whether the facility is purpose-built and renovated. The physical
environment has not been shown to affect the progression of dementia. Purpose-built

environments have positive effects on quality of life (Broadbent and Gilbert, 2020).

4.2.3.1 Case Study 1 — Vivo Bene Village

The first case study is Vivo Bene Village. It is located in Chiang Mai, in the northern part of
Thailand. The case study was registered as a private nursing home. The case study is an
example of investments by European business groups, who received support from BOlI,
Thailand. The care facility is located in Chiang Mai’'s Doi Saket District, which is a district in
the eastern part of the province. The district is predominantly a rural farming area containing
a mixture of rice fields on the valley floor and orchards and other farming on the hillsides. The
village is nearby communities and temples such as Wat Doi Saket. Within the care facility,
there are facilities such as restaurants, swimming pools, salons, and fitness centres. The
concept of the care facility is palliative care. There are two room types to be selected. The

resort has 80 residential units (pavilion rooms and villas). It is possible to configure the rooms

Whether you seek a peaceful holiday in lovely countryside; a refreat to rest and | 5
recover strength, or a place where people with any physical disability can find | )lvo / %
caring 24-hour assistance, - Vivo bene has it all, ’ @ Village

Good care good Life

Vioo @ v, 9
T ! Loving attendance
% . Individual attention
3 ! Competent care
= M\D& .

<| Rosd
/- X l‘i )
Chaing Mai % § 7 y
Vivo @ Village i

Vivo bene (Thailand) Co, Ltd.

93 Moo Baan Mai Rim Klong, Moo 9, T. Luang Nuea,
A. Doi Saket, Chiang Mai 50220 Thailand

Tel: +66 53 496 000 Fax: +66 53 496 004

i ivob o.th www.vi co.th

coordinates: 18° 54’ 00” / 99° 08’ 25"

Figure 35 Case Study 1 Profiles
(Brochure from Vivo Bene Village, 2019)

111



according to the needs of the guests. The resort has its own designed care package which
includes general care or all-day care (as shown in Figure 35 and Figure 36). A Swiss

restaurant offering Asian, Thai, Western and Swiss cuisines is open to all guests.

This is a unique sanctuary. Swiss-owned
and managed, it was built to meticulous
international standards with high quality
materials. It combines the facilities
of a resort with professional services
devoted to health, well-being, rest and
recreation. Special long stay rates
are available. Vivo bene is in many ways
a frue 'village' - where bonds are easily
formed, friends are made, and & community
feeling is created.

Beautifully positioned in a tranquil free-shaded area of two hectares near The surrounding countryside offers rich interest and enjoyment, with national
the small fown of Doi Saket, the 72-room Vivo bene Village offers a unique parks, lakes, mountains & valleys, waterfalls, lakes, artisans and workshops. Play
combination of a first class resort, and a professionally managed wellness centre golf at the Highlands Club. Try yoga, Tai Chi, or meditation. Or just laze by the
Located in quiet countryside 18 kilometres from Chiang Mai city centre, it is an pool every day!

iceal choice for people who seek an away-from-it-all retreat, in preference fo a
busy holiday hotel. The Village also provides special facilities for guests of all
ages who need special care, or simply total rest. This includes people recovering
from illness, surgery, exhaustion or chronic fatigue. Several members of staff are
qualified health professionals, on call 24 hours. All areas of the Village are
disabled-friendly, wheelchair accessible, safe and secure.

vy -

Figure 36 Case Study 2 Profiles
(Brochure from Vivo Bene Village, 2019)

4.2.3.2 Case Study 2 — Care Resort Chiang Mai

The second case study is Care Resort Chiang Mai (as shown in Figure 37 and Figure 38).
The resort has been renovated from a vacation resort in Mae Rim District. Mae Rim District is
a small town with various tourist attractions and natural environments. Mae Rim town consists
of a long busy road with hotels, restaurants, and activities down both sides of the streets.
Within the care facility, there are facilities such as restaurants, swimming pools, and fithess
centres. Care Resort Chiang Mai encourages guests to keep as active as possible, which has
been shown to help both the mental and physical state. There are vast gardens which help
make the guests not feel ‘locked away’ in the facility as they are able to walk in the gardens
with caregivers and can manage their own gardening plot. Activities are a part of their routines,
including arts and crafts, card and board games, ball games, singing and quizzes,
photography, fishing on the lake (subject to individual capability), group games such as bingo,

and, of course, supervised swimming. There are several care packages. Local excursions can
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be organised for local sightseeing and activities as well as regular shopping trips. The main
objective is to make life as pleasant and varied as possible for the resort's guests whilst

retaining the necessary safety and security that is required.

The life that yow still deserve withy all of the care that yow need.

Figure 38 Case Study 2 Profiles
(Brochure from Care Resort Chiangmai, 2019)

. Activities

Modern medical thinking emphasizes
the importance of activity and routine
for the physical and medical welfare of
the elderly. We have both mental and
physical activities supervised by our
qualified activities supervisor. Physical
activities include yoga, Pilates,
stretching, ball games, tai chi, zorba-
dance and aqua aerobics. Those who
feel even more active can use our
fitness room and sauna and one of our
two swimming pools. We celebrate our
guest's birthdays as well as the major
holiday events - Thai and Western.

It is important that guests do not feel
confined to the resort, however extensive
it is. Weekly shopping trips are arranged
as well as trips for religious purposes.
Chiang Mai has a wealth of attractions
and monthly trips take place to see sights,
enjoy activities and gain knowledge of
Thai life. The area around the resort is
excellent for walking for those who feel
more active.

Short Term Stays

Most of our guests stay long term but we also cater for
short term stays. Some short term stays are to ‘try out’
the facility. Others may be after an illness, accident or
an operation because an extra level of care may be
required. Where better to relax and recuperate
than Care Resort Chiang Mai with on-site nursing
and carers located in a beautiful tranquil resort?
Thailand has become a popular destination for
medical services and treatments because of its
cost-effective high class treatment. If your help care is
in Chiang Mai or in Bangkok why not recuperate with
us? We will help you keep in touch with your doctor
and arrange transportation back for any follow-ups
whilst you enjoy a relaxing stay at our resort receiving
the care that you need.

ll-health, frailty, disability or special needs do not
necessarily preclude taking exciting vacations.
Care Resort Chiang Mai is well located to gain all
that that Chiang Mai and the surrounding areas have
to offer. We can help you with a plan to experience
much of what Chiang Mai has to offer and if required
arrange for you to be driven and guided through the
many attractions. We have a van with a hydraulic

lift and with our disabled-friendly rooms we
can be an ideal location for disabled holidays in
Chiang Mai.

Figure 37 Case Study 2 Profiles
(Brochure from Care Resort Chiangmai, 2019)
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4.2.3.3 Case Study 3 — Nymph Care Home

The third case study is Nymph Care Home (as shown Figure 40 and Figure 41). The care
home has been renovated from an existing apartment building. The surrounding
neighbourhood is a residential area. It is located in the city of Nonthaburi, in the south of
Thailand and north of Bangkok. The city, a northern, fast-growing suburb of Bangkok, lies on
the east (left) bank of the Chao Phraya River and is linked to the metropolis by riverboats and
major roads. There are no listed care packages. All rooms have air conditioning, cable TV, an
en suite bathroom, a water heater, wireless internet, an intercom, and a call signal in case of
needing help. There is CCTV inside the corridor and outside in public areas. Within the care
facility, there are facilities such as restaurants, swimming pools, and fitness centres. All room
types provide healthcare and rehabilitation services for service users who have both physical
and mental difficulties. At the care facility, 24 hours special care are provided with trained
nurses in accordance with nursing standards and nursing supervisors. Consultation by a
doctor is also included. Services also include taking care of general daily activities, nursing
care such as wound dressing, changing the catheter, basic physical therapy, recreational
activities (depending on the condition of each client), three meals with snacks, laundry

services with ironing clothes, and daily room cleaning.
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Figure 39 Case Study 3 Profiles
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Figure 41 Case Study 3 Profiles
(Brochure from Nymph Care Home, 2019)

4.2.3.4 Case Study 4 — The Serene

The fourth case study is the Serene (as shown in Figure 42 and Figure 43). The care facility
is a purpose-built building. The nearby neighbourhood is Krungthep Kreetha, which is one of
the older golf courses near Bangkok city centre and features an attractive layout. The golf
course is one of the best-known courses in Bangkok. The policy of long-stay tourism promotes
and encourages Japanese to relocate in Thailand. The concern of an influx creates an impact
for foreign residents on the Thai healthcare system (Miyashita et al, 2017). In this case, the
case study aims to reveal the current use of and needs for healthcare services amongst
Japanese retirees residing in various locations in Thailand. Within the care facility, there are
facilities such as restaurants, swimming pools, and fitness centres. The main motto of the
dementia care facility is to provide an experience for the older people and patients to rest with
warmth and have a better quality of life by an environment with close care and attention by
experienced medical team and a multidisciplinary medical team with family-like care. All clients

have good physical and mental health, relax and enjoy social activities. The facility arranges
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a new society which a team of doctors and physical therapists rehabilitate people with
dementia closely, with modern equipment and complete care services like family

4.3 Case Study Research Procedures

Qualitative research usually associates with the social constructivist paradigm which
emphasises the socially constructed nature of reality (Barbosa da Silva, 2008). The main aim
of case study research is to record, analyse, and attempt to uncover the deeper meaning
(Rashid et al., 2019) of human behaviour and experience, including contradictory beliefs,
behaviours, and emotions (Mohajan, 2018). Researchers are interested in gaining a rich and
complex understanding of people’s experience and not in obtaining information which can be
generalised to other larger groups (Austin and Sutton, 2014). Qualitative and perception of
design of stakeholders and designers are based on the description of the relationship between
perceptual design and rational design, which the importance of perceptual design in modern
product design is clarified. The key research questions that emerged for this study are
concerned with the capabilities approach. Participating in the planning of their lives and
achieving the human capability of practical reasoning are difficult for people with advanced
dementia (Darby and Dickerson, 2017). The followings are the main research questions:

KUdevuuSMsIwIauaLd
» PalNDIEYSNSSH
» AalnFlagnssy
> ﬂﬁﬂnu§msquaaummﬁwn‘ﬂu
[(GEN VR VaYe 1l
» AaltNQuanwa (Wound care)
»  AATNISAS:UUNMVIGUDIKISIIAZCTU

» AadNs:uuUs:aNIAzaudv
Figure 42 Case Study 4 Profiles
(Brochure from The Serene, 2019)
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Figure 43 Case Study 4 Profiles
(Brochure from The Serene, 2019)

How can designers in Thailand perceive the design of an enabling environment for
dementia care?

How can care stakeholders, including care managers, care professionals, and
caregivers, perceive the design of an enabling environment for dementia care?

How do people with dementia and care stakeholders use the spaces and meet the
perceived needs of an enabling environment for dementia care?

How does the designed environment meet the users’ needs to enhance their
capabilities?

How can the design framework of an enabling environment for dementia care be
validated and contextualised with cultural values for sustainable health promotion

settings?

The overarching research study developed and disseminated a design framework for an

enabling environment for dementia care. The overriding objective of this research is to create

new insights that provide original and influential uses, which may have significant social,

cultural, economic, and political consequences. Moreover, the design of an enabling

environment is a concept which focuses and determines specific targets to achieve among
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small sub-groups of the targeted population (Sunderasan, 2012). Hence, the scale collectively
achieves a meaningful impact at the global level. Finally, the research study attempts to
contribute new knowledge to the design framework for an enabling environment for dementia

care by contextualising and validating the tool with potential user groups.

Therefore, the study has the following objectives:

e To explore designers’ perceptions of an enabling environment for dementia care.

e Toinvestigate care stakeholders’ perceptions of an enabling environment for dementia
care.

e To examine how people with dementia and care stakeholders use the spaces and
meet the observed needs of the enabling environment for dementia care.

e To develop a design framework which demonstrates how the designed environment
and user needs are met to enhance their capabilities.

e To validate and contextualise the users’ needs for cultural value and providing

sustainable health promotion settings.

According to Figure 44, the research methodology has been planned into five phases. The
first phase is literature review. A literature review is a piece of academic writing demonstrating
knowledge and understanding of the academic literature on a specific topic. This phase is a

development of design criteria and a Post Occupancy Evaluation (POE) list.

The second phase is the exploratory study. An exploratory study enquires possibilities or
research hypothesis and how researchers should proceed the research procedures (Casula,
Rangarajan and Shields, 2021). However, an exploratory study aims to process a specific
design feature, which aims to conduct on a smaller scale research rather than a full-scale
study due to time and economic reasons (In, 2017). A list of developed interview questions

was examined.

The third phase is an ethical approval and preparation for main study. From the pilot studies,
the main case studies consist of two phases, including the main site visit and co-design
workshop. The main research studies were conducted from the perspective of case study

research.

The fourth phase is the main study which includes data collection, analysis, and triangulation.

The data collection was conducted by semi-structured interviews and ethnography at the case
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studies. The data was analysed by thematic analysis and triangulated. Finally, a design

framework was developed.

The last phase is data validation, which refers to ensuring the accuracy and quality of data.
The phase includes a co-design workshop as the primary research method. The developed
design framework was internally tested in the case studies to examine the perception gap

between the researcher and the users.
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Design and Assessment Tools of Enabling Environment for Dementia Care
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METHODOLOGY
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LITERATURE REVIEW

RESEARCH QUESTIONS

How can the Capability
Approach be applied to the
development of a design tool for
an enabling environment for
dementia care, which enhances
transparency and inclusion in
health promotion settings?

How can ‘Design for Capabili-
ties’ approach be applied to the
development of a design tool for

an enabling environment for
dementia care to promote
design diversity (e.g. risk-based
design) in health promotion
settings?

How can design tool of an
enabling environment for
dementia care examine users’
capabilities to control over the
designed surroundings of health
promotion settings?

How can design tool of an
enabling environment for dementia
care support users’ capabilities to
meet the material, social and
participatory needs in health
promotion settings?

How can design tool of an
enabling environment for dementia
care support users’ capabilities to
meet the material, social and
participatory needs in health
promotion settings?

How can design and assessment
tools of an enabling environment
for dementia care be developed
and disseminated by using tech-
nologies to enhance sustainable
health promotion settings?
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4.3.1 Development of Design Tools

The review of the existing architectural and gerontological literature identified no single
assessment tools, which have captured all the relevant design elements for an enabling
environment for dementia care. According to the conceptual frameworks, the development of
tools as part of social justice (Dong, 2008) has integrated the Salutogenic approach, and the
Capability approach to establish the selection criteria of the existing tools. The selection
criteria are 1) psychosocial environment (Chalfont, 2011) and 2) functioning (Robeyns, 2005;
Alkire, 2005). Consequently, four existing tools and two related conceptual frameworks were

selected, which include:

e Sheffield Care Environmental Assessment Matrix (SCEAM) indicates user needs
design domains based on person-centred care approach (Barnes et al., 2004) which
relates to both psychosocial and functioning aspects. Hence, the tool will be used as

the main tool of development for both qualities.

e The second tool is Multiphasic Environmental Assessment Procedure (MEAP)
developed by Moos and Lemke (1976), which emphasised psychosocial climate in
contributing to patients’ care and recovery (Timko and Moos, 1989), although its

architectural design domains are limited.

e The third tool is Professional Environmental Assessment Protocol (PEAP) developed
by Lawton (2000), which emphasises on person and environment fit to enhance human

competence for independence (Slaughter and Hayduk, 2012).

e The fourth tool is Dementia Design Audit Tool, which was developed by The University
of Sterling’s Dementia Service Design Centre (DSDC) in 2007, specifies design
guidelines based on inclusive design (Dementia Services Development and Health
Facilities, 2007).

Moreover, referring to the literature review, two conceptual frameworks were included such

as:
e Optimal Healing Environment (OHE), which was developed by Samueli’s Institute in

2004 based on concept of Salutogenesis (Najm et al., 2012) which supports the

inherent healing capacity of patients and care providers.
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e Dementia-friendly Technologies (DFT) which was included in The Prime Minister's
Challenge (2012) to benefit people with dementia with technology (Mendes, 2016).

More importantly, none of existing tools have applied technologies.

Therefore, exploratory research was required to primarily test the research tools and methods,

and further explore the research gaps.

4.3.1 Exploratory Study

The exploratory study initially intended to explore the gap in the literature between the
Capability Approach and the Salutogenic design approach for health promotion settings. The
design domains of SCEAM would be developed according to other selected existing tools.
Two care homes in Sheffield were selected for case studies based on the following selection
criteria: 1) listed registered care homes in Sheffield, UK; 2) containing a separate dementia
care unit, EMI, or a unit designed specifically for dementia; 3) private ownership. Semi-
structured interviews were conducted with care-home managers and caregivers (8
participants) from the two private care homes. The findings were analysed using the thematic
analysis approach with the aid of NVivo11 and discussed with the existing design and

assessment tools selected.

As shown in Figure 45, four main domains emerged from the exploratory research in Sheffield:
physical mobility, personalisation, sensory stimulation and comfort. The first theme is 'design
for physical mobility' which includes the three domains of health and safety, senses and
accessibility. The second theme is 'design for personalisation' which comprises the three
domains of individual background, continuity of self and freedom of choices. The third theme
is 'design for sensory stimulation' which consists of indoor senses, outdoor environment,
orientation and social climate. The fourth theme is 'design for comfort', which comprises the

two domains of facilities and work environment, and leisure.

The findings are compared to other existing design tools of the physical environment for
dementia care, for example, SCEAM, MEAP, PEAP, DDAT and OHE. The main similarities
are the requirements for physical mobility and cognitive and sensory stimulation. However,
the main limitations are budget, government and public policy, and the culture of care.
Moreover, further discussion was added to compare the cultures in the United Kingdom and

Thailand contexts. Both case studies argued that hospitality is valued because of the culture
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of the caregivers. Hence, only privileged guests who have access to resort care services can
construct inequalities in global healthcare. The emerging themes indicate the similarity of
SCEAM'’s themes and are interrelated to the OHE framework. Noticeably, compared to other
selected tools, the privacy and authenticity/normalness domains in SCEAM are not
mentioned. Thus, the emerged themes anticipated ‘place-making’ strategies under the
Salutogenic approach and highlighted a need for further investigation into how the Capability
Approach can enhance the dignity and freedom of people with dementia and caregivers within
health promotion settings. Finally, Figure 45 explains the conceptual framework of the main

study.

Comparing the Thai and the UK contexts, participants in both case studies argued that the
dementia resort typology will succeed in the context of Thailand primarily because of the
climate, the tradition of hospitality towards guests, and the personality and culture of the
caregivers (Wongboonsin, Aungsuroch and Hatsukano, 2020). As only privileged guests can
access the dementia resort typology and hospital care services, transnational dementia care
services may result in inequalities in global healthcare, especially in terms of the crisis in the

care workforce (Johnston and Pratt, 2022).
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4.3.2 Main Study

From the exploratory study, the main case studies consist of two phases, including the main
site visit and co-design workshop. The main research studies were conducted from the
perspective of case study research. The three main research methods are semi-structured
interviews, in which research participants were selected concerning their design disciplines.
Designers include architects, interior designers, and occupational therapists. Ethnography is
the second method, which includes four main research methods: ethnography, behavioural
mapping, POE, and autoethnography, all of which were conducted in the four selected case
studies in Thailand. The last research method is the co-design workshop conducted in the two

case studies.

Field research is characteristically conducted in a specific setting (Muller, 2020). The final
object of the field research study is to observe and analyse the behaviours in dementia care
facilities. However, human behaviours are challenging to analyse due to multiple
environmental variables. The data collection should be based entirely on corelation. As a
result, a causal relationship between two or more variables may establish a small sample size
(Van de Schoot and Miocevic, 2020). Thus, a site visit is essential and is always conducted in
actual environment of respondents. Hence, planning a site visit along with data collection
methods is essential. Moreover, data analysis is also vital to validate the evidence of the field
research. Once the data is analysed, it is crucial to communicate the results to the research

participants to get feedback and suggestions (Anderson, 2010).

Prior to conducting interviews of the main study, the interview schedule was pre-tested / pilot
tested with care home managers to test the adequacy of the research instrument (Sage,
2016). The sampling framework and research techniques would be operational and
established (Bell, 2010), which includes a feasible test of a full-scale interview to assess
whether the research protocol was realistic and effective (In, 2017). Furthermore, the semi-
interview procedures were improved and refined based on constructive comments from care
managers. Some care stakeholders were also able to participate in the interview procedures

and gave feedbacks.
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Due to the vulnerable status of people with dementia and the context of dementia care
facilities, a two-stage ethical process was acknowledged (Whitehouse, 2000). During the initial
stage, the ethical approval from the University of Sheffield was required before commencing
the field research (see Appendix A). Secondly, the consent form was sent to each care home
management. The permission process was fully supervised by qualified care home managers.
The research information was shown transparently to care managers and care stakeholders
in all case studies. In addition, all participants were assured of strict anonymity and
confidentiality during the research process which participants have the right to withdraw from
the research at any time (Wiles et al., 2008). Finally, prior to commencing each interview, the
participant’s permission was requested to audio record the interviews. The reassurance was
given that the recording would not be revealed or misused (deliberately or otherwise) in any

way or form (Oliver, 2010) (as shown in Figure 47).

Ethical Approval Ap-
plication

Dementia and
Research ethics

No photography of
human subjects

The University of
Sheffield

Consent form and Partici-
pant information sheet

Figure 47 Ethical Approval Process

The successful conduct of trials and the generalisation of findings depend upon the efficient

participant recruitment of targeted samples, which often requires the collaboration of
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'gatekeepers' who mediate access to potential participants. Effective negotiation of
gatekeeping is thus vital to the process and outcomes of trials and the quality of evidence
(Patterson, 2011). Subsequently, a hybrid snowballing sample was conducted by inviting care
home residents and caregivers to participate in the research study (Li et al., 2022). The major
struggles of the research study are to conveniently recruit research participants and to gain
their trust during the research process. The research topic was established as a good level of
rapport via a shared interest (Manohar et al., 2018). Hence, the research approach may
introduce bias and should be expanded to a larger and diverse sampling frame of people with

dementia, care stakeholders, and designers.

4.3.2.1 Semi-structured Interviews

The first research method employed in this study is semi-structured interview. The semi-
structured interview is a method that you can use to find out people’s ideas, opinions, and
attitudes (Wilson, 2014). There are different types of interviews, but, for research purposes,
interviews can be defined as a form of conversation between a researcher and a participant.
In some cases, one may need to interview several people, as a way of ensuring that the
information that have been gathered is valid and representative of a broader group of people
(Knott et. al, 2022). By informing the current body of evidence, the main objective of semi-
structure interviews is to identify research gaps of the design of health research, practice and
policies (Dedonckheere and Vaughn, 2019). As the results, audiences such as researchers,
clinical developers, clinicians, policymakers, funders, and patients can benefit from
understanding the status of research findings and research gaps (Nyanchoka et al., 2019).
The semi-structured interviews were conducted informally with one respondent at a time,
which usually employs both closed- and open-ended questions. Follow-up questions of why
or how were often complemented (DeJonckheere and Vaughn, 2019.). When the open-ended
questions require follow-up queries, the interviews are particularly suited for specific tasks
(Adams, 2015).

According to Figure 48, primary qualitative data was collected by using a semi-structured data
collection (via face-to-face interviews) instrument to provoke first-hand information based on
thoughts, lived experiences, and opinions of dementia residents and their care stakeholders
(Abenstern et al., 2019). After cooperation is obtained, the interviewer must establish a
personal connection with the respondent. Fundamentally, the interviewer must be friendly,
polite, and speak respectfully to the respondent. In at least some cases (Guest, Namey and
Mitchell, 2013), there was a discrepancy between the perceptions of investigators regarding

the role of interviewees and the perceptions of interviewees regarding their role at the time
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(Chung, Ng and Ding, 2022). How interviewees perceive themselves may affect the interview
process in a number of ways. In the same way that the interviewer is making judgements
concerning the interviewee, the interviewee also assesses and forms impressions of the
interviewer (Graves, 1993). The impressions which are formed can significantly influence
interviewee’s behaviour, motivation, and commitment to interview. The characteristics of the

person observed, in this instance the interviewer, are influential in forming perceptions.

In terms of designers, the same set of interview questions was used. The growing popularity
of technologies such as computer-mediated communication indicates that a wider audience
were willing and able to participate in research using this method (WanMansor and Zakaria,
2017). Therefore, online videoconferencing was considered a viable option for qualitative data

collection.

Research questions

Semi-structured Interviews

Interview questions

Recruitment

Pilot interviews

Main studies

Data Analysis

Figure 48 Semi-structured Interviews Flowchart
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Thematic Content Analysis, Content analysis, Visual analysis are implemented with literature
review are the primary data analysis methods. Methodologically, thematic content analysis
(TCA) can be defined as a descriptive presentation of qualitative data. The data was taken in
the form of interview transcripts collected from research participants or other identified texts
reflecting experientially on the study topic (McMullin, 2021). The analysis of interviews
followed a thematic analysis method based on the SCEAM tool. The thematic content analysis
was done by coding. The interview transcripts were coded manually and used NVivo to group

them.

4.3.2.2 Ethnography

The second research method is ethnography or the researcher’s perception. Ethnography by
the researcher often teaches architects and designers how to actively listen and observe
people's knowledge about their own culture and life. The ethnographic approach emphasises
structure to values and qualities, which can be conducted by documenting the terms and
underlying structure of thought people use to describe aspects of their culture. Moreover, the
architect can react to the user and interpret creatively by responding to underlying cognitive
patterns. Thus, ethno-semantic methods can help designers enhance their professional

responsibility to users and simultaneously feel fulfilled creatively (Cranz, 2016).

The ethnographic studies include four main research methods: ethnography, behavioural
mapping, POE, and autoethnography, all of which were conducted in the four selected case
studies in Thailand, which were selected by using criteria such as transnational clients and
salutogenic design settings. The first research method, ethnography, was conducted by using
fieldnotes, photography, and in-situ sketches to record the relationship between end users’
behaviours and the designed physical environment. The second, behavioural mapping, was
conducted by recruiting two pairs of residents and caregivers as participants and observing
them from 9 am to 4 pm, which was arranged by the gatekeepers of each case study. The
third research method, POE, developing from existing design tools and literature reviews, was
used to assess the design of the physical environment. The fourth, autoethnography, uses
drawings and sketches to illustrate the researcher’s perception and experience towards the
dementia care facilities. The ethnographic findings were analysed by thematic analysis. The
ethnographic data such as photographs, POE, and autoethnographic analysis was put into a
comparable analysis table. The written descriptions were coded and themed according to the

developed themes from semi-structured interviews.
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As illustrated in Figure 49, environmental psychology techniques such as behavioural
mapping is an important research tool, which is used to observe and record behaviours in a
particular setting and at a particular time (Ng, 2016). In this case, place-based or individual-
based are depending on the focus of observation which is to identify behavioural patterns. A
method of behavioural mapping was conducted in various care settings of case studies. In
addition, behavioural mapping can be a useful tool for environment-behaviour research (Ng,

2016), and combined with other data collection methods.

To explore environmental qualities, POE employs a building's performance in use which is the
process of obtaining feedback (Hadjri and Crozier, 2009). The value of POE is being
increasingly recognised, and it is becoming mandatory on many public projects. POE is
valuable in all construction sectors, especially healthcare, education, offices, commercial and
housing, where poor building performance will impact on running costs (Durosaiye, Hadjri and
Liyanage, 2019), occupant well-being and business efficiency. Photography and video
recording help explore visual and spatial qualities of the spaces. Since 1960s, photography
has been closely associated with anthropology from the beginning of the discipline (Ortner,
1984). Photography can generally play a valuable role as both sources of information and
objects of study in social research and social anthropology, despite the seeming discomfort
with photographs in contemporary social anthropology. In addition, photography is not used
as a decorative element but is often used in a written text. Moreover, photographs can be
overlayed and audible by considering when and where they were taken and by whom (Sage
Publications, 2020).

Another selected research method is autoethnography. Autoethnography preliminary uses
personal experiences (‘auto’) to describe and interpret cultural texts (‘graphy’) with
researchers’ experiences, beliefs, and practices (‘ethno’) (Adams, Ellis, and Jones, 2017). In
theory, autoethnography believes that personal experience is infused with political/cultural
norms and expectations and engaged in rigorous self-reflection — typically referred to as
‘reflexivity’ — to identify and interrogate the intersections between the self and social life.
Fundamentally, autoethnography’s main objective is to figure out process of what to do, how

to live, and the meaning of researchers’ limitations (Ellis and Bochner, 2006).

According to Altheide (1996), ethnographic content analysis is briefly contrasted with
conventional modes of quantitative content analysis because it aims to illustrate the
usefulness of constant comparison for discovering emergent patterns, emphases and themes
in an analysis. Hence, an ethnographic perspective is suggested to help delineate patterns of

human action when document analysis is conceptualised as fieldwork.
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Figure 49 Ethnography Flowchart

4.3.2.3 Triangulation and Framework Development

Frameworks can be defined as application generators that are directly related to a specific
domain, i.e., a family of related problems. Moreover, frameworks can be described as a recent
research and development topic. The framework approach should be considered when
product requirements mutate rapidly. Consequently, a good reference of frameworks creates

a good assessment of the framework methodology and latest advances.

132



f “.uuu'uue
esiGn
AeraoncH

Renvised
veUsion ,

Yaris o -

Figure 50 Data Triangulation

Triangulation will be completed by analysing three groups of stakeholders (as shown in Figure
50). The first group of interview participants was made up of designers, including
architects/interior designers and occupational therapists. The second group of interview
participants was made up of care stakeholders such as care managers, care professionals,
and caregivers. The last research method was ethnographic studies, which include four main
research methods: ethnography, behavioural mapping, POE, and autoethnography. All data
collections will be conducted in the four selected case studies in Thailand. A table of analysis
of previous chapters will be generated. Consequently, an infographic of a design framework
(Figure 50) was reproduced to illustrate an interaction between each domain, theme, and sub-

theme.

4.3.3 Co-design Workshop

Data validation implies the process of ensuring the accuracy and quality of research data,
which is implemented by building several checks into a system or ensuring the logical
consistency of input and stored data (Peddireddy, 2021). However, data validation and elicits

ideas for future interventions should be authorised by health research findings. The third

133



research method is a co-design workshop concerning designing and delivering community
services in a partnership — an equal and reciprocal relationship — between funders, service
providers, and the people using the services (and often their caregivers, families, and others
in their community). As co-designing increasingly becomes the preferred model for service
design and delivery in community services, potential participants such as government
agencies, service providers, service users and others — are looking for guidance on how to

make it work (as described in Figure 51).

Accordingly, two case studies in Chiang Mai, Thailand, will be the primary location for the co-
design workshops based on the internal validation criteria and site accessibility. The same
case studies were selected for internal validity to establish a trustworthy cause and effect
relationship between a treatment and an outcome. Internal validity can also reflect that a given
study makes it possible to eliminate alternative explanations for findings. The gatekeepers had
recruited the research participants, including care managers, care professionals, and
caregivers. However, due to the COVID-19 situation, the group was broken into subgroups of
a maximum of three members. Consequently, each subgroup worked on the same themes
and sub-themes and presented their work to the rest of the group at the end of the co-design

workshop sessions.

Research questions

Co-design workshop

‘ Data collection procedures

Recruitment

‘ Pilot interviews

Main studies

Data Analysis
Figure 51 Co-design workshop Flowchart

134



Reverse engineering is a process or method that one attempts to understand how a previously
made device, process, or system through deductive reasoning (Lee and Johnson-Laird, 2013).
According to Wang (2010), the primary applications of reverse engineering are to recreate a
mirror image of the original parts, decode the mechanism, and retrace the happened events.
As reverse engineering is the primary goal of this approach, the design toolkit and equipment
used for the research workshop are designed to satisfy the specific study’s needs. By referring
to research themes, design practice can find numerous design tools in the form of cards, the
role of which is to bring inspiration and innovation to the design process. The flashcards
contained illustrations and terms (both in English and Thai) and were divided into four main
themes — selfhood, self-esteem, security, and creative functionality — which were used and
discussed with the research participant groups. Alternatively, the research participants can
construct a story with the cards by positioning them on a printed design framework. In addition,

post-it notes were applied if emerging themes were stated.

The analysis of the co-design workshops was done to determine how the arrangement of
themes and sub-themes are different from and similar to the existing design framework. The
design framework toolkits from the two co-design workshops were analysed by searching for
the overlapped themes. The second method was interview transcription, which was coded
according to themes and sub-themes. The third data analysis was ethnography by coding as
content analysis. Triangulation was developed into a revised version to highlight the
significance of analysis within design-led approaches in strengthening communication,
promoting creative action, and embedding collaborative ways of working. Moreover, cross-
case study was synthesised to compare the facilities’ climate and organisational factors.
Hence, recognising each organisation was essential because the organisations were different

in terms of context, values, culture, and people. Finally, the design framework was developed.

4.4 Research Limitations

Research limitations are described as design methodology, which has an impact on the
interpretation of research findings (Ross and Bibler Zaidi, 2019). Generally, research
limitations are research constraints, which work as a framework to generalise from the
research results. The limitations are the relative findings which are the results of how
researchers initially plan out to design the research framework (Jilcha Sileyew, 2019). This
results in the method that establishes internal and external validity of unanticipated challenges
(Slack and Draugalis, 2001). In this case, the research limitation depends on accessibility to

research participants, organisations, data, or documents. Moreover, accessibility is
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sometimes denied or limited. Additionally, an explanation of why the accessibility is denied or

limited should be provided.

Nonetheless, the research methodologies in the research study prove short in a situation such
as the current COVID-19 pandemic. As the researcher is to prioritise the social impact, the
pandemic created an uncertainty of accessibility to dementia care facilities during the
pandemic. Due to the social distancing policy and limitation of numbers of research
participants in the co-design workshops, designers (both architects and interior designers)
could not participate in the workshops in person. The participants’ experiences during the
lockdown and how they were being transformed were examined via online interviews with
individuals voluntarily attending during home confinement. This methodological innovation in
qualitative research is at the service of social impact and can be helpful to researchers

investigating vulnerable groups.

4.5 Summary

This chapter introduces the research design, which is informed by the salutogenic theory. It
presents the four case study selection criteria. The chapter reviews the main case study
selection criteria. The four selected case studies are briefly explained. Research methods
such as semi-structured interviews, ethnography, and co-design workshops are explained.
Moreover, the data analysis procedures are clarified in this chapter. Towards the end,

research limitations are discussed.
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5 PERCEPTION OF DESIGNERS
5.1 Introduction

This chapter discusses the perception of designers in terms of designing the physical
environment for dementia care in Thailand. Despite the gradual growth in the population of
older people in Thailand, especially people with dementia moving into various care facilities,
there are limited policies and regulations on dementia care facilities. This is especially
noticeable in certain architectural design features present in these facilities. As shown in
Figure 52, designers create perceptions by using shapes, colours, typography, visual
organisations, images, and light that can shape and form visual experiences but cannot always
predict the nature of users’ experience. Consequently, perceptions of designers will be
explored in this chapter, especially how the context has shaped the designers’ decision-

making process when designing the physical environment for dementia care.

The interviews were deduced that the designers perceived the designs of these environments
through three main perspectives, which are termed as domains. These domains included
design for sense of coherence (SOC), design as collectivist culture, and design for
neuroscience. The following sections will analyse these domains, as well as the themes and

sub-themes that comprise the essential elements of the perception of design.

oS (1) SR ) -

Perception Designers Designed objects Users

Figure 52 Relationships between perception of users and designers

5.2 Methods

According to Figure 52 and Figure 53, semi-interview was used as the main research method.
Research participants were selected in relation to their design disciplines. Designers include
architects, interior designers, and occupational therapists. The interview questions were
developed from data in the existing literature to explore how designers perceive the design of

dementia care facilities. The data analysis was completed by thematic analysis, which was
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initially structured by SCEAM tool. The interview transcripts were coded by convergent

thinking method. The emerging coding was themed in NViVo11.

Research questions

l

Semi-structured Interviews

Participant Recruitment

Designers, Architects, Occupational

therapists

Interview questions

Figure 53 Research Methodology Flowchart

Main studies

l

Data Analysis

To conduct this study, 15 research participants were recruited in Thailand (as shown in Table

2), including eight architects/interior designers and seven occupational therapists, all of whom

had experience with healthcare design. Each interviewee was recruited using the snowballing

effect. The following is a list of research participants.

Table 2 Research Participants

Participant No.  Occupation / Gender Nationality Age Type of Interviews
Role Organisation
1 Architect Female Thai 30+ Private Telephone
architectural Interview
company
2 Interior Female Thai 35+ Private Telephone
designer architectural Interview
company
3 Interior Male Thai 45+ Private cross- Telephone
designer national Interview
company
4 Architect / Female Thai 40+ University Face-to-face
Academic Interview
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5 Architect Male Thai 40+ Private Face-to-face
architectural Interview
company

6 Interior Female Thai 40+ Private Face-to-face

designer company Interview

7 Architect Male Thai 30+ Private Face-to-face
company Interview

8 Interior Female Thai 40+ Private Face-to-face

designer company Interview

9 Occupational Female Thai 29+ Public hospital ~ Face-to-face

therapist Interview

10 Occupational Female Thai 29+ Private Telephone

therapist hospital Interview

11 Occupational Female Thai 26+ Public hospital ~ Telephone

therapist Interview

12 Occupational Male Thai 40+ Academic / Face-to-face

therapist university Interview

13 Occupational Female Thai 30+ Freelancer / Face-to-face

therapist PhD student Interview

14 Occupational Female Thai 25+ Private care Face-to-face

therapist setting Interview

15 Occupational Female Thai 25+ Private care Face-to-face

therapist setting Interview
5.3 Findings

As shown in Figure 54, the findings involved the three aforementioned domains — design for
sense of coherence, design for collectivist culture, and design for neuroscience. Design for
SOC has the most pronounced hierarchy, indicating that the coherent form of the psychosocial
environment enhances the experiences of individuals in the physical environment. It emerged
that this domain has three themes, including comprehensibility, manageability, and
meaningfulness. Comprehensibility is composed of three sub-themes: perception, recognition
memory, and experiences. The theme manageability has three sub-themes, including healing
programmes, social environment, and mobility. Lastly, the third theme, meaningfulness,

comprises two sub-themes: spirit of place and place attachment.

The second domain, design for collectivist culture, indicates how designers perceive and
engage with social values when they design for society. This domain includes two themes:
planning and design values. The theme planning has two sub-themes, which are communities
and the medical model of disability. The second theme, design values, is composed of three

sub-themes, which are universal values, conceptualisation, and mindset.

The third domain is design for neurosciences, which discusses how human beings perceive
the environment based on individuals’ brains. This domain comprises two main themes,
including happiness and environment as media. The theme environment as media has two

sub-themes: learning and personality.
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In light of these categorisations, the domains, themes, and sub-themes emerging from the
perceptions of designers can be understood as a unified and homogenous whole. Totality is
internally homogenous in the sense that ‘all of the parts belonging to the whole’ are unified
according to a common governing principle. Similarly, Carbon (2019) proposed a general
psychological turn in design theory and practice to purposefully not only include the top-down
processes triggered by context, framing, expectation, knowledge, or habituation, but also the
psychological effect of gestalt and zeitgeist. Moreover, the findings indicated that there is a
progressive trend of working toward the wholeness of the physical environment with which the
individualism of the users is still concerned. Therefore, ‘The Comprehensive Approach’
(Rintakoski and Autti, 2008) may emphasise the totality of creating this wholeness, a
continuum of the building that can serve as the ideal for creating a rectified society, and

simultaneously includes the parts of individuals within the whole.
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5.3.1 Design for Sense of Coherence (SOC)

The first domain, design for sense of coherence (SOC), highlights positive experiences for
end users to gain back their sense of control in their environments and pertaining to the idea
that the whole of positive experience must be controlled (as shown in Figure 55). The SOC
recommends that a dynamic ability to adjust to life’s changing circumstances can maintain
good emotional, psychiatric, and somantic health (Golembiewski, 2016). As people need to
overcome ill health, a physical environment can balance calming reassurance with a
constructive stimulation and inspire a positive mindset (Boscherini, 2017). However, the
research findings extended the design for SOC domain to include a designed environment
that allows end users to select spaces and cues. As a result, such a positively embraced
environment can strengthen body processes against future challenges based on user
experiences. Therefore, this shift in thinking brings forward both place and placemaking, which
are gradually formed by users when becoming involved in their spaces and taking greater
control over their designed purposes which intentionally consider its objectives, function,

economics, socio-cultural factors, and aesthetics.
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Figure 55 Domain of Design for Sense of Coherence
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With sensory perception as a design framework, this domain presents three themes, as
previously stated. Comprehensibility focuses on how people cognitively process
environmental stimuli and leads toward certain behaviours. Manageability illustrates how
certain environments can spur positive, healthy behaviours in users. Finally, meaningfulness

involves the translation and creation of meanings from the environment.

5.3.1.1 Comprehensibility

According to Antonovsky (1991), comprehensibility is how an individual perceives the
surrounding environment and what is happening in the world as coherent (Super et al., 2016).
The environments are logically perceived as making sense of ordered, consistent, and
structured events (Chater and Loewenstein, 2015). In terms of design, comprehensibility is
intended as a comforting strategy offering order and familiarity (Boscherini, 2017). However,
perception and sensation work seamlessly together not only to allow people to experience the
world through the five senses, but also to combine resources from the environment that
enhance learning and help people choose appropriate behaviours. In this case, how the
human brain works requires a review of the journey from human perception to human
experience. This involves providing not only positive resources but also the mechanism inside
these resources to operate smooth user experiences and to form positive behaviours. The
comprehensibility of the environment should be involved in this entire, continuous process. As
illustrated in Figure 56, three sub-themes of this concept include perception, which clarifies
how people see the world and the priorities of the human perceptive process. Next, recognition
memory explains the selection of environmental stimuli that memory can trigger. Finally,
experiences indicate positive feelings that directly affect behaviours. When people with
dementia relocate to an unfamiliar environment, some signs or memory cues that relate to

their past experiences must be present to help them acclimate.
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5.3.1.1.1 Perception

Through human senses that generate input signals from the environment, human perception
deals with different ways in which graphics and images are seen and interpreted. Ou (2017)
defines perception as a process of recognising (being aware of), organising (gathering and
storing), and interpreting (binding to knowledge) sensory information. However, multi-sensory
inputs are reduced in people with dementia’s ability to interpret, such as visual concepts or
other sensory cues (Dixon, Ander and Lazar, 2022). As there are many different stages
involved in the seeing process, various types and combinations of mistakes could occur with
people with dementia. The view of representations recognises the idea of the computational
roles of items being determined using only their syntactic properties (Horst, 2003). As a result,
defining cognitive processes that operate based on knowledge can result in behaviours that

allow perceptual identification that categorises sensory information.
With the problems involved in mental representation, people with dementia may have visual-

perceptual difficulties that cause altered spatial perception, such as seeing black colours on

the floor as a big black hole or perceiving the world in only two dimensions. As a result, colour
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contrast (as shown in Figure 57), lighting and tapes highlighting steps are design interventions
that could attenuate the misperception of this plane. In addition, a loss of sensation causes
people with dementia to be unable to interpret heat, cold, and discomfort (Fletcher et al.,
2015). For this reason, the sense of smell was used to signal water temperature for safety
concerns. Thus, what these people experience is not a problem with cognition, it is not based

on incorrect reasoning or delusional thinking but is the result of damage to the visual cortex.
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Figure 57 Brochure of Design for Dementia (Tuaycharoen, 2018)

It is vital to know the ‘concepts’ of objects. Fodor (1998) argued that no existing theory
answered the question of what a concept is. In his view, concepts are whatever the mind locks
onto or resonates with when presented with prototypical instances. Moreover, Tulvig (1972)
introduced the concept of semantic memory to describe a long-term memory system
containing the organised knowledge a person possesses about words and verbal responses.
On a related note, designers interpret architectural elements as universal languages of forms
(e.g., doors, windows, rooms, buildings, and fences). As a result, architecture is a source of
materialism and is attached to memory. That is, objects themselves have agency through their
shape, texture, colour, and size. In addition, the concept of home can be interpreted through
the material nature of objects. This statement shows that most designers try to avoid
perceptions of institution-like features (e.g., prison-like aesthetics) in their work and promote
different types of design (e.g., a hotel-like design). Moreover, concepts are delineated by

intention to determine overall design direction (beginning with a connection to nature and
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moving to a connection to buildings, home, hospitality, and nature) to set frameworks for what

they expect users to perceive.

5.3.1.1.2 Recognition Memory

Recognition memory is the ability to identify as familiar a stimulus or a situation that has been
encountered before and allows humans to identify people, places, words, sounds, and objects
effortlessly and in a fraction of a second. However, recognition memory tasks of people with
dementia involve both long-term memory (i.e., secondary memory) and working memory
processes, which are mediated by front striatal systems (Chai et al., 2018). Thus, detecting
memory deficits may disrupt both memory systems and particularly effective for the stimulation

of recognition memory.

The concept of the need to create a home-like environment for people with dementia is
supported by a large amount of literature (Chaudhury et al., 2018; Verbeek et al., 2009). Most
participants in this study agreed with the quality of the concept of a home-like environment
because it allows the users to be ‘familiar’ with the environments of their daily activities. In
addition, the concept of a home-like environment can stimulate their memories: specific
arrangements or zoning can serve as reminders. However, there are differences between
recollection and familiarity, which are the two main cognitive processes involved in
remembering information (the dual-process framework of recognition memory). Regarding the
concept of a home-like environment, room imitations in such an environment can help with

recall but cannot induce feelings of complete familiarity, as Participant 13 stated:

When the patients see this kind of environment, they can recall their memory by
recognising how to use these things. They might recognise and inform procedures of

how to use, but still cannot do. (P13)

This means the participants’ own objects take less time to recognise than other objects. As
people with dementia have memory problems and often must move to care facilities, their new
environments should be arranged as their homes were. For instance, if a person’s new kitchen
looks like the one that was familiar, that person will be emboldened to use it. On the other
hand, if it is too different, that person may refuse to even go into it. Thus, the design of such
a kitchen must be functional, convey a clear perception, and imitate the familiar parallel

‘setting’.
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In sum, these results showed that participants’ memories for objects were exceptionally
accurate and that they did not extend the contents of their memory. On the other hand,
representing their identities and homes can be done by using memory boxes or objects in
museums they might remember. In this vein, recognition memory is a process by which one
can construct a person’s home and other surroundings to be familiar. Instead of constructing
a new home, most architects supported the concept of displaying the people’s personal

objects in their new rooms to recognise their own belongings.

Most people usually recognise a familiar place by remembering salient regions or landmarks
that are more attractive or interesting than others. In this study, however, some participants
argued that living space design should be neutral, without any orientation or memory

touchstones, as Participant 15 argued:

| think because the architecture here is modern, it is in the neutral state between
Europe and Thailand. And most of our guests here, | think that they are [from]
Switzerland. They do not know that they are in Thailand. So, I think that [ . . .] it [should

be] modern and neutral. (P15)

Therefore, to what extent such people’s recognition memory should be stimulated is
debatable. Referring to Day, Carreon and Stump (2000), a neutral design and colour scheme,
reduction of stimulation, and consistent daily routines have been shown to reduce behavioural

challenges. However, they may lose their identity and oppose ethical issues.

5.3.1.1.3 Experiences

According to Tom Kitwood (1997), the subjective world of dementia depends on personality,
defence processes, and the uniqueness of an individual’s experience. In making sense of
experience, the notions of memory patterns and expectation become factors. Experiences can
be created in an atmosphere that includes smell, sound, and objects. Creating relaxation for
people with dementia can be enhanced by multi-sensory experiences (Fulkerson, 2014). In
this case, relaxation can be created by colours such as warm tones or pale pinks. The setting
of a spa-like bathroom can enhance a guest’s experience, as can introducing unique images,
sounds (flowing water or music), or scents (aromatherapy) to soothe and relax the individual.
In particular, the sense of smell has a quality to signify the transitional environment, which

Participant 14 discussed in the interview as follows:
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Multi-sensory environment and Snoezelen (into a fantasy world and routine as a new
experience). Also, | heard that [a] multi-sensory environment could make people with
dementia feel relaxed, so we have emphasised [that] the staff [should] take the guests

outside as much as possible. (P14)

However, if a scent is too strong or not what someone with dementia prefers, this can match
with that person’s inner experiences (memory) and can either calm or cause aggression.
Moreover, feeling relaxed is linked to the recognition (feeling) of comfort and safety after the
recognition has caused the inner experience. The process from sensation to feeling can raise
the worldview of the person, becoming a paradigm by an appropriate method to expand
understanding of the knowledge of universal experiences. In this case, there must be a
combination of sensations and feelings that match with the person’s memory for that person

to perform good behaviours, as Participant 14 suggested:

They feel more comfortable. If we use showers to pour on them, they will be frightened.
To make them familiar with the texture of the cloth. If they feel familiar, they will start

to do it themselves. So, if they feel safe, they will be calm. (P14)

After inner experiences, the results of perception and recognition memory can automatically
progress into feelings. For example, the feelings of home and the hospital are not the same.
As a result, a notion of place can be attached to feelings. Eventually, the term ‘home’ does

not mean only the place where a person once lived. As Participant 15 mentioned:

Going back home, they are feeling anxious (not comfortable) about something. (P15)

Therefore, going back home through recognition is a psychology of place. On a different note,
hospitals are embedded with meanings such as death or illness. On the other hand, hotels,

resorts, or home are typologies embedded with more relaxing, positive meanings.

5.3.1.2 Manageability

For daily activities, the manageability of the environment is concerned with how users are
programmed to behave and find solutions (objectives and goals) to achieve feelings of
normalcy. As shown in Figure 58, one sub-theme of manageability is healing programmes,
which indicate how designers plan how users will function in spaces. The second sub-theme

is mobility, or how users can access the outside environment and surveillance. The third sub-
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theme is social interaction, which is the context of a physical and social environment that
supports relationships between people with dementia and caregivers. However, people with
dementia have difficulties with decision-making and managing their daily activities and may
have a low sense of coherence. According to Antonovsky (1991), manageability means how
an individual engages with resources to cope with a given challenge or demand. In terms of
design, manageability necessitates design that supports the resources availability and a
supportive social network (Boscherini, 2017). Even though architectural design is the primary
supportive tool in this case, manageability can be interpreted as a form of technology — a set
of practices humans use to transform the material world, involving the creation and use of
material things (Agar, 2019). Such a narrow view of utility makes it very easy to dismiss the
role of function in determining architectural form. However, human behaviours and lifestyles
can be mediated by architectural design. Therefore, to manage resources, not only the
navigation of spaces but most resources must be available for people to use for operating in

various situations.
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5.3.1.2.1 Healing Programmes

Programming is primarily interpreted as the idea that ‘form follows function’, a layout, or a
sequence of programmes (Hershberger, 2015). Although programming is usually neglected,
the methodology behind it should demonstrate the importance of clearly defined project goals
and objectives (Faatz, 2009). Like machines, in carrying out simple tasks, the human brain
can be described as an information-processing device that can conceive of the user (human)
carrying out the programmes. As a result, programmes such as healing procedures aim to

provide an environment that can revive a person.

The terms therapy, healing, rehabilitation, and restoration aim to support people with dementia
in resuming their normal activities and state of health. By creating a healing space and time
(Sage, 2011), the designers establish each re-learning programme and activity for the users.
As a result, programming is the primary concern in the big picture, in which activities such as
leisure or cognitive endeavours stimulate their brains. These can also include activities of daily
living (ADLs), routines, habits, walking, and physical exercise. Moreover, types of therapies
such as recreational therapy, speech therapy, cooking groups, art and craft activities, and
games are also used for restoration or re-programming users. Accordingly, learning to heal
describes the creation and maturing of this medical education, focusing on both cultural and
scientific roots. As a result, the term ‘training’ is used by occupational therapists to set up goals

(therapy and training), as mentioned by Participant 2:

Thus, the architectural spaces are programmed for changing human behaviours. So,
it is more like a place for relatives to train and practice to live with the patients in long-
term settings. However, the brief is limited for only two weeks. As a result, the
programmes are quite neutral . . . being here for two weeks to train their lifestyles, how

to live together, and to monitor the patients’ relatives. (P2)

This indicates that care training can be used as an objective for relatives to understand and
heal themselves. The approach of health promotion settings integrates action across risk
factors, which involves a holistic and multi-disciplinary method (Wijesinghe et al., 2022). A
‘whole system’ approach becomes the goal to maximise disease prevention (WHO, 2006).
Technologies can be used as sensory controls to imitate nature for healing, such as natural
lighting that imitates circadian lighting in indoor spaces. These also include the orientation of
sunlight and wind direction and indirect light. To reach optimal health, these methods can
involve basic activities, such as sleeping, eating, breathing, oral health, hormone therapy,

minimising air pollution, and taking vitamin D. Within the programmed facilities, the quality of
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sleeping, levels of cells, gyms, balconies and bedrooms with controlled lighting are all used to
meet the objective of promoting active living. As a result, the definition of technology is too
structured and programmed by architecture and design. That is, sometimes concepts become

rhetorical.

Despite Thai people demonstrating the concept of fun as their sense of individualism in a
society that expects a high degree of conformity, the degree of sanuk (a Thai word meaning
fun) was lacking in the form of healing. Brown (2014) stated that the most powerful healing
factor was the unfettered playful interaction between children themselves, as the children in a
very real sense may have healed each other while playing. On the other hand, Participant 14,
who is an occupational therapist, argued that “playing [is] a medium in healing”. Healing

programmes in this context mean non-structured forms of learning.

5.3.1.2.2 Social Interaction

Social interaction is essential for health prevention and health promotion for people with
dementia and care stakeholders (including family members, medical staff and therapists, and
community members) (Anme et al., 2013). The method of communication is often adapted to
avoid stress and negative feelings in a person with dementia. This is done by creating a
context of the physical and social environment, including constructed and natural aspects, by

using support systems of both people with dementia and caregivers.

Unlike art, design relies on the support of the social system. The organisation of communal
spaces and the arrangement of furniture can enrich social interaction among users. For
example, cohesive spaces used by multiple generations can be shaped by the physical
exercise equipment on a children's playground. In contrast, technologies such as telemedicine
can be operated physically or virtually to call members and doctors at the same time and, in
the case of mental health treatment, to reduce loneliness. One of the architects in this study
argued that the physical environment should be programmed to reduce the care workforce

and increase the ‘social workforce’ instead.

In this case, motivation sessions were included in staff training. Moreover, the participants
argued that the environment should motivate activity. For instance, environmental psychology
suggests that brightness can make people more active. However, such situations depend on
individual staff to create social interaction, as one participant emphasised having to approach

staff by talking to them initially to address this issue. Consequently, people with dementia are
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still able to voluntarily imitate the movement of an object as well as that of a human being. By
letting people with dementia take the lead in action, these imitated behaviours stimulate their

mirror neurons as well as gradually reduce hierarchy in the physical spaces.

5.3.1.2.3 Mobility

Mobility can refer to wandering, which involves ‘disoriented” movement without a real purpose
(Cipriani et al., 2014) and different types of challenging behaviours. Conversely, a loss of
mobility is common in advanced dementia and has negative consequences on fall risk, loss
of independence, and lack of participation in meaningful activities (Burton et al., 2015).
Mobility problems from ageing can also lead to disability or mental health problems
(Ferrucci et al., 2016). Thus, as designs to stimulate mobility can support and control
movement, state authorities have effectively monopolised control over the movement which

feeds into the legitimacy of the operations.

The notion that mobility requires ambulation highlights a gap in research and clinical practice
regarding the use of wheelchairs to support independent mobility and accessibility.
Accessibility to bathrooms is emphasised, such as the position of beds to see bathrooms
directly or handrails along corridors to reduce risks of falling. Ramps are incorporated in the
design of new buildings rather than after the buildings have been completed. However,
inaccessible sinks, tables, and relatively narrow walkways suggest a lack of understanding of

ergonomics.

Moreover, behaviour such as wandering is triggered when people with dementia are unable
to navigate or attempt to escape an unfamiliar/luncomfortable environment (Tilly, 2015). In
some contexts, wandering can be interpreted akin to escaping (Halek and Bartholomeyczik,
2011). Surveillance technologies, as a technological product, is developed to retain people
with dementia to be independent and safe (Vermeer, Higgs and Charleswoth, 2019; Shu and
Woo, 2021). The circulation plan is designed by positioning the controllers at main entrances
to monitor every room. The concept of labyrinth was reminded, which indicate a clear scale of
boundaries. In addition, spatial hierarchy and sequences are used for spatial orientation when
people with dementia initially approach a site designed to guide them to walk from one point
to another according to their lifestyles. Mobility is generally interpreted according to physical
limits, but virtual reality (VR) technologies can help people with dementia to walk on a walking
track where spatial limitations apply. Additionally, QR codes can be attached to wristbands or

other wearable technologies to convey the concept of ‘unboundedness’ in the Thai context.
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The socio-political system is a thick buffer zone without a clear visual boundary
(Jiraprasertkun, 2015). However, the boundary is visualised psychologically and functions as
idealism and nationalism (Mander and Panagakou, 2016). Within the framework, caring in the
Thai culture follows immediate needs and is not rigidly prescribed (Klinchan, 2008). Moreover,
Western ethnicity-based influences on the buffer zone often demonstrate a constructed
nationalism in the Thai context (Scupin, 1986). Thainess negatively impacted the defined
‘Otherness’ of the guests (Renard, 2006), adapting Western-based definitions of nationalism
(Lecours, 2011) and post-colonialism (Olson and Worsham, 1998). Thus, within these
ambiguous boundaries, problems and solutions can be negotiated and compromises found

within the power relations.

5.3.1.3 Meaningfulness

According to Figure 59, the theme of meaningfulness is composed of two sub-themes and five
sub-sub- themes. The first sub-theme is spirit of place, which can be enhanced by spiritual
experiences or the emotional design of the physical environment to increase people’s self-
esteem and confidence. The second sub-theme is place attachment, which is a sense of flow
that stretches one’s creativity. Consequently, meaningfulness as a motivational dimension
refers to how an emotional purpose, commitment, and dedication of life, are perceived as
challenges rather than burdens (Antonovsky, 1991). In the context of occupational
commitment, the meaningfulness positively correlates with occupational meaningfulness,
where a personal meaning in life is contributed in how they occupy spaces and time (lvtzan,
Sorensen and Halonen, 2013). Therefore, meaningful activities should incorporate with

personal factors.
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Spirit of place is defined by Guighan (2008), forms an order of place and its interrelations within
the urban context (Rifaioglu and Gughan, 2008; He et al., 2021). The place and its inhabitants
are formed as a dialectic link in the origin of the place’s existence (Merrifield, 1993). Through
touches and logical experiences between buildings and places, ‘spirit’ is subjectively given to
a place (Spence, 2020). However, motivation can be enhanced by spiritual experiences or the
emotional design of the physical environment to increase people’s self-esteem and

confidence. In this way, design can enhance life motivation.

As shown in Figure 60, the hospice project mentioned by Participant 5 has provoked the use
of therapeutic concepts as aesthetics. Like an architecture of hope, Jencks (2015) argued,
architecture as a ‘place’ with a commitment to the other arts, including landscape, brings in
constructive means that are welcoming, risk-taking, aesthetic, and life-affirming. The place
enlightens self-esteem and confidence and can be improved through an ability to do activities
of daily living. Moreover, therapeutic goals and interventions can remind users that there is
always hope even in the worst circumstances which available resources are emphasised by
human wit and human struggle. These resources are interacting with each other all the time

and leading to progress when people find ways of coping. Moreover, it is not only the physical
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environment that can provide meaningful occupation, but the research participants also
emphasised that this process could fulfil the staff's aspirations. This can eventually lead to

hope, which might also be presented in religious activities.

—

Figure 60 Rendered Image of Ramathibodi Elderly Hospice
(source: https://www.arsomsilp.ac.th/hospice-mu/)

Furthermore, creating a good atmosphere for learning, competitions, and cooperation can
increase the motivation of learners (Abdullah, 2017). Attractive, lively, diverse, and competitive
environments are important to encourage participation in social activities. For instance,

Participant 13 suggested the following:

If they are in the same stages, the activities will be limited. Yes, it is easier to monitor.
But attraction such as fun or motivation will be lost. This person can get up and
stand.... People in different stages or conditions can participate in daily activities. We
believe that if we bring this group of people together, it can pull out their capabilities.

Or increase their liveliness or fun. (P13)

In addition, people with dementia were divided into small groups in Case study 1 and Case
study 2, which was expected to foster cooperation and healthy competitions between groups.
In this case, healthy competition could have a good influence on the success of learners’
learning processes. Subsequently, speaking of ‘atmosphere’ does not simply mean focusing
on human emotions. Generally, an atmosphere is an emotional space, which indicates how
one’s body conceived experientially rather than physically (Griffero and Tedeschini, 2019). In

addition, ‘atmosphere’ implies a certain quality of lived and phenomenal space (Canepa et al.,
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2019). As a place that enlightens spirit, however, ‘place’ in Thai language has a static meaning
that can cause the possibility of designing a photogenic type of architecture.

5.3.1.3.1 Place Attachment

Place attachment is a process that takes time to recognise the meaning of the environment
(Scannell, 2014). Meaningful occupations are defined by doing things in the sense of having
a choice (Moses et al., 2015). Based on self-determination theory, people will feel competent
and autonomous once right, purposeful, and worthwhile choices are made (Ryan and Deci,
2000). Beyond this, place attachments make people experience a sense of flow, by which
participation in occupation comes from complete absorption in an activity that stretches one’s
creativity (La Cour, Josephsson and Luborsky, 2005). Place attachment is not passive
progress and is not a one-sided activity. Therefore, place attachment has three main
elements: time, space, and identity.

A sense of time is one of the factors in the occupation process. As Participant 12 mentioned,
the term ‘occupying’ is defined as the 'process' of purposefully or meaningfully taking up
space, which frequently occurs in a Snoezelen room (Figure 61). In addition, Participant 2
argued that familiarity does not mean only object attachment but also the authenticity of an
action as well as the real-life objects with which people are familiar when they are at home. At
that moment, space is open, allowing people to do things that are authentically familiar (to
place their belongings down). Furthermore, without rush, the concept of sabai or feeling
comfortable was emphasised to create a meaningful occupation which requires a relaxing
atmosphere and materiality to trigger a past incident of familiarity.

Figure 61 Snoezelen Room, Mahidol University, Thailand (phto by author)
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Regardless, a sense of space can remind someone of an example of opportunities or actions.
Participant 2 stated this:

I do not think familiarity means that we are trying to limit one object to the things that
they are familiar with. But it is the real objects that they are familiar with, and we open
the spaces for them, which allow things that they are authentically familiar with . . . like

their own objects to place them down. (P2)

Thus, as people with dementia are given opportunities for choosing objects and activities, they

will manage to occupy a sense of space through time.

Furthermore, self-identity is important for people to reflect their identity in their space. For
example, they may display personal objects and belongings in their spaces (materiality).
Moreover, daily activities, hobbies, and occupations can reflect their self-identity, reminding
them of what they have done. Likewise, duty and sincerity are actions reflecting what these
people value and have already done. Therefore, the conception of self-identity was different
from the existing definition of cultural prominence, showing various physical environment that
people could experience (Thungsakul and Nilsakul, 2018) reflecting the past of the ‘place’ or

a memorable metaphor and contributing to the society.

5.3.2 Design for Collectivist Culture

Collectivism is defined as putting great emphasis on social norms and duty to serve the views,
needs and goals of the in-group and of the individual self (Bhawuk, 2017). As a culture, an in-
group is a social category or group which marks its identity communicatively by the distinctive
language and speech styles it creates and uses, the dress code it adopts, and the festivals
and pageants that highlight its unique traditions and rituals (Giles and Giles, no date). In
contrast, Triandis (1995) defined individualism as a social pattern of an independent of
collectives. Moreover, individualism normally prioritise personal goals over the goals of others.
The relationship between individualism and societal well-being has valued more highly in
cultures that are more individualistic (Okely, Weiss and Gale, 2018). However, individualism’s
association with societal well-being can be generalised to more collectivist-themed kinds of
well-being (Krys et al., 2019). As shown in Figure 62, the domain consists of two main themes
— planning and design values — and consists of five sub-themes — communities, the medical

model of disability, universal values, conceptualisation, and mindset.
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5.3.2.1 Planning

Planning is required before the design process. Evidence has shown that a well-planned
enabling environment can substantially impact the maintenance of people with dementia’s
independence and their quality of life (Barnes and the Design in Caring Environments Study
Group, 2002). The trajectory of the cultural concept and a clear understanding of the history
influences planners (Booth, 2011) to understand and analyse its common usage and be more
conscious of how they use it themselves. However, the critical problem is the tendency to see
culture as a thing, or a set of attributes, something concrete that can be measured, compared,
and manipulated. This derives from a strong European tradition of externalising culture as an
object and treating ‘it as an objective fact (Abram, 2016). According to Pym (2004),
localisation is a concept that claims different paths before localising into various local
complexes and creating new cultural wholes. Therefore, the planning system in the context of
Thailand means the translation of foreign planning intertwined with the political culture of

representation to maintain power.
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5.3.2.1.1 Communities

Communities are social units where commonality is formed. Similarly, the concept of
dementia-friendly communities means communities that are working towards supporting both
caregivers and people with dementia (Lin, 2017). However, according to the translation, the
understanding of a Thai community (or chumchon) is derived from the concept of village (or
muban) (Jiraprasertkun, 2015). However, due to political issues, segregation between rural
communities and urban cities (or muang) has become a barrier for communities to work as a
whole. Thus, a process of community fragmentation has recently led to a transnformation

process of Bangkok’s local municipalities (Preyawanit, 2002).

Community (or chumchon) is a concept of community distinct from muban (village) that has
similar physical components and social structures, but it is politically different (Phongsiri,
Nakham and Meekaew, 2020). As an ideal form of social system, participants agreed that
chumchon should include an infrastructure system that involves public transportation systems,
public toilets, and parking, as well as a public park. The terms ‘system’, ‘communities’, and
‘environment’ were used interchangeably, which included not only physical spaces but also
people in the system. As a result, universal design and diversity require the inclusivity of
different user groups that affect diverse members of society. This is because some of them

have some underlying diseases.

.. . like wellness communities to improve their lifestyles. We have a community space,
which is a space where they come to eat or get together. Like dining spaces or doing
activities together. So, these link to the whole system outside. It is a big picture of the

environment. (P3)

Thus, a community, as a closed system, is a new formation, which requires connection with
an outer system. In addition, the goal is to connect with the overall environments (natural and
man-made). However, to achieve this ideal goal, a powerful symbolism of a contemporary
Thai society illustrates rural-urban divisions that portray a rhetoric of an ongoing political crisis
(Vorng, 2011). Paradoxically, conventional understandings of the rural-urban divide in
Thailand reflects and contributes the processes of self-imaging and national identification of
rural-urban flows of Thai social mobilities (Mills, 2012). Most development (and pace of
development) is centralised in Bangkok. Both occupational therapists and architects have
depicted the differences in the context of development that influence characteristics and

feelings of staff members. Housing typology in rural and urban areas use different vernaculars
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due to cultural contexts. As a result, these cannot be accessed by all populations because

assessment tools are present in Bangkok but not in rural communities.

As most recent regulations on healthcare building design have adhered to the regulations of
the Ministry of Public Health, standard architectural plans for public hospitals have been
publicly distributed. Unlike other countries, the recent guidelines have not been frequently
revised. Furthermore, as the problem of dementia has not been recognised at the regional
level, the state is not responsible for the design guidelines. Indeed, the Thai state focuses on
nationhood and national security (the central government in Bangkok has managed to have
more control over both the territory and the population). Therefore, there is no specific design
for the end users. As a result, there has been a tendency toward sterilised communities, as

Participant 2 stated:

So, when the patients come out to the society that is friendly for them that have other
people involved. Yes, they are obviously getting involved. Because we cannot do
sterilised communities. So, if there are some supportive education or knowledge for

normal people to understand. | think it will help a lot. (P2)

Due to the fragmentation of communities, designers have argued that, as the outside
communities are not yet ready, going back into the communities would mean conducting
further assessments of their capabilities or adaptive design strategies for people within rural

communities (as shown in Figure 63).
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Figure 63 Design guidelines for people with disability
Source: Yamtree, 2016

5.3.2.1.2 Medical Model of Disability

In sociological parlance, a model is a complex, integrated system of meaning used to interpret
and understand a part of reality. A medical model is one of the most deeply rooted systems in
rationalistic and scientifically oriented Western society, which regards dementia as a disease.
However, using this model as a discursive instrument of state hegemony, the ideas,
structures, policies, and institutions of Western medicine have shaped new concepts of
population and a healthy workforce (Puaksom, 2007). As a result, Thai society is in the middle
of a transitional period of changing its perspective towards disabilities but has not yet
eliminated its negative stereotypes. Therefore, the medical model is embedded in the design

methodology.

The findings suggested that most architects argue there should be a model for establishing
designs for dementia care in healthcare projects. An evidence-based design is recommended
as a potential data analysis methodology and influence the design process (Alfonsi,
Capolongo and Buffoli, 2014). Moreover, examples, case studies or best practices are
required to give positive results. Additionally, these designs should be flexible and adaptive

enough to apply in every ward of such care facilities. In this vein, models are developed to
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emulate the medical tourism market to increasingly favour destinations (Finch, 2014) and
various healthcare segments and disciplines such as real estate, wellness tourism or
hospitality. In addition, design concerns expenses and budgets as well as locations. The
project management and cost management of all building projects have become increasingly
important as clients in the public and private sectors demand the highest quality cost-planning
services with accurate budgeting and cost control. Furthermore, the planning of feasibility
studies and population trends of ageing societies are required to meet the demands by using
observation and surveys to prepare. Thus, population trends can clarify the needs of the
population. In contrast, a model can cause the limitation of material resources within a certain
context. One architect said that it would be better to design by observing and using local

material resources:

It is located on a steep slope, almost 45 degrees. But the building is drawn as a square
box. So, there is a soil adjustment process. In addition, it is a concrete building which
they have to carry these materials uphill. But the material resources in the area are
various. | think it is a good way of designing by observing and designing by using

existing material resources.

According to the context of Thailand, the model approach has been linked to the medical
profession which has been linked to a substantial increase in status mobility (Maxwell, 1975).
Historically, the western medicine occurred in the civilisation from the ancient world (Silvano,
2021), and since 1889 influenced public health services for the intellectually disabled in
Thailand (Pejarasangharn and Churesigew, 2002), which relates to the different
interpretations between doctors and therapists (Pejarasangharn and Churesigew, 2002).
Doctors are the leading group who give their opinions on this type of design, and architects
usually use doctors' guidelines due to the knowledge resources' limitations. However, the
interpretation of disability in Thailand is mainly defined disabled people as "Kon Pi-garn”, a
category decided by medical professionals and medical model of disability (Hunter, 2015). As
the context has the equitable distribution of doctors between rural and urban areas, the
significant impact on access to care for people in rural communities has fewer potentials for
accessibility. Eventually, it raises the social mobility of medical professionals (Brewster,
Lambert and Shelton, 2022).
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5.3.2.2 Design Values

Contemporary debates about design and the roles of designers’ touch upon issues of
materiality and social practice between human and non-human actors (Knobel and Bowker,
2011). For instance, Reckwitz (2002) underlined the active, constitutive parts that things can
play in configuring everyday practices and thus in shaping cultural values of use and
exchange. It is, however, evident that theoretical debate about the status of objects has
immediate consequences for what designers do and for an understanding of the types of
values that designers add and reflect what is considered necessary, ethical, and appropriate
to the designer. As a result, the cultural relativism perspective has dominated the social
sciences, insisting that culture determines values. Thus, there has been no logical basis for
claiming that one set of values is better than any other if those customs have persisted within
a given social group over time. According to Figure 64, the domain consists of three main
themes — universal values, conceptualisation, and mindset — and four sub-themes — Western

influence, safety culture, intercultural mindset, and environmental mindset.
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5.3.2.2.1 Universal Values

Universal values as vitally important principles connect an individual with society, creating

unity between human beings and the world. These have developed along with the progress
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of human civilisations. Universal values are not attached to valuable things themselves, but
the goals, results, and effects pursued have been identified by some people as ‘the goal
pursued by everybody’ (Lijadi, 2019). However, universality turns attention to the problem of
the translatability of culture. Consequently, values are not constant residuals within

intercultural spaces because they are part of a cross-cultural interpretation.

The terms ‘quality of life’, ‘dignity’, and ‘basic human needs’ have been mentioned when users
have independence. However, there is no quality of life as a universal value if it is not fulfilled
by an individual’s partial values. Thai people are pleased with their lives in general and tend
to be more satisfied with a personal domain of life rather than environmental domains of life
(Leelakulthanit and Day, 1992). Moreover, the term ‘sentimental value’ emerges when people
still have loved ones to consult or visit, meaning when they are respectful of others. Similarly,
universal principles need not mandate nor even suggest that everyone has the same
experience of beauty. On the contrary, the shift in cultural values indicates that the factors
underlying aesthetics predict considerable individual diversity, showing that universals of
aesthetics are not homogenous. However, this depends upon the perception of the designer

as Participant 7 stated:

I think it is too extreme. | think if they are sick, these options can give them more life —
if you care for patients. In the UK, they might care about the safety of the surrounding
society or their responsibility if someone is lost. If they are sick, we must give them

lives even though it can cause any risks. (P7)

This means that, in the context of Thailand, safety culture is very new, and many organisations
have failed to create an influential safety culture. Values guide people on what is acceptable
and desirable and what is not. In addition, values are more stable and can be expected to
have a more sustainable impact on safety than safety as a priority. Hence, universal values

have not yet become embedded in individuals.

5.3.2.2.2 Conceptualisation

The social behaviour of building users is influenced and determined by the physical
environment based on architectural social theory (Pfeiffer, 1980). The concept is resulted from
an architect’s direct social behaviour is shown through their work, which are based on the
belief system and its context (Lipman, 1969). At all stages of the design process, assumptions

about human behaviours are produced.
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Based on such knowledge and beliefs, the designers in this study had different approaches
and methodologies for dealing with users, such as occupational therapists’ client-centred care
approach or architects’ co-design approach. Importantly, perceptions and knowledge about
dementia and end users are diverse. The term ‘older people’ means a fragile group of people
or patients who represent a diverse perception of the end users. Furthermore, some

participants do not think that they can go back into their communities.

Moreover, the Western concepts have shaped people’s worldviews, design aesthetics, as well
as the architectural profession of space, place, and landscape (Fisher, 2015). An empty space
or room (or teewang in Thai) is translated as space (Jiraprasertkun, 2015). Linguistically, the
abstract or in-depth meanings subsisting in the original terms between English and Thai could
not be captured (Narata and Rakpa, 2020). Therefore, the conceptualisation of ‘space’ and
‘place’ in Thai context, can be understood in a deeper level (Jiraprasertkun and Makhzoumi,
2015). The concept of space means a symbolic representation that suggests that the
materiality of the human world can be imagined in more than one way, whereas the spiritual
dimension is the reality of the Triphumi spaces (Blaschke et al., 2018). By building and
planning for those who are most able-bodied, the discourse between planning for those in
need has begun to intensify and are an ensemble of subspaces or fields. Thus, the discourse
of Thainess or kwampenthai in the built form can be seen as the monarchical grounding which
links the space—time continuum of history and the built form (Kongpolphrom, 2018). Hence,
the term sapapwaedi/om (literally translated as ‘environment’) critically and commonly reflects
the perception of Thai people to holistically perceive places rather than empahsising specific

features (Jiraprasertkun and Makhzoumi, 2015).

5.3.2.2.3 Mindset

Individuals’ implicit theories have explained the ability to self-regulate and to make progress
toward goals. A fixed mindset refers to a belief that intelligence and abilities are relatively
innate, changing very little over time (Larsson, 2018). Moreover, Guenther (2008) explored
the use of whole systems’ health principles to reveal opportunities for design teams to link
social, technical, and physical systems to a supportive, built environment. Consequently,
sustainable design requires a mindset or mental model that facilitates looking at systems in a

more comprehensive way.

The perceptions of older people indicate an opposite to the universal intercultural mindset,

which is the realisation of cultural conformity by minimising the importance of cultural
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differences (Lockenhoff et al., 2009). This includes people’s own cultural worldviews and the
idea that they are all equal in value. In many Asian cultures, value might be measured by the
standard of family or by income. Eventually, the next generation seems to perceive older
people as people with no efficiency/capabilities, and this thinking is embedded into the
subconscious. In this case, the relationships between beliefs about creativity and creative
performance may be specific to divergent thinking tasks. As a result, this may affect levels of
expertise and encourage a mindset of fearlessness or confidence, as mentioned by Participant
9:

| think it depends on each person. | mean different OTs have different thinking. It
depends on their approach and their expertness. It is like doctors who want to use
rehabilitation instead of surgery, but another doctor wants to do surgery. So, it depends
on their styles. OTs can be a routine job, or you can be creative with innovative

solutions. Even working in the same workplace, we are still different. (P9)

Participant 12, who is an occupational therapist, argued for the importance of education, which
includes the promotion of an environmental mindset that involves social interaction,
psychosocial environment, and virtual reality. Unlike people with a fixed mindset, people with
a growth mindset would be less inclined to ascribe behaviours to personality. Thus, changing

personality type depends on the adaptability of their mindset.

5.3.3 Design for Neuroscience

Design for neuroscience concerns human brains’ structure and function (Messe et al., 2014),
whether in healthy development or when afflicted by injury or disease (Peters, 2006). In this
case, the cerebral cortex contains the physical structures responsible for most of what is called
‘brainwork’: cognition, mental imagery, the highly sophisticated processing of visual
information, and the ability to produce and understand language. Recently, knowing the
working patterns of the brain and how space affects cerebral functions has helped architects
design buildings that improve user behaviours, performance, and well-being. One of the
greatest contributions from neuroscience to other fields of knowledge has been the
understanding that humans are hardwired to present much more impulsive, instinctive, and
emotive behaviours and perceptions than rational and conscious ones (de Paiva, 2018). As a
result, architects always consider the messages their buildings send to users. Therefore,
design for neuroscience should consider a state in which every individual can realise their

abilities and optimise their cognitive, emotional, psychological, and behavioural functioning to
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enhance their lives, including happiness and environment as media. Referring to Figure 65,
design for neuroscience consists of two main themes and two sub-themes, which will be

explained below.

Design for
Neuroscience

Happiness

Personality

Learning

Figure 65 Domain of Design for Neuroscience

5.3.3.1 Happiness

Happiness has been defined as a physical state which uses the terms ‘well-being’ and ‘welfare’
to describe the condition of a rational being in a world of one whose existence leans on wish
and will (Hill, 2009). However, it has become apparent that a small portion of literature on the
emotional experience of individuals with dementia is concerned with positive emotional
experience. Even though communication is diminished, people with advanced dementia can
still enjoy life. Importantly, they live in the moment while their happiness must be maintained
to live lives of pleasure and joy both before and after dementia diagnosis (Banovic, Zunic and
Sinanovic, 2018). Happiness is also critical as an assessment for the risks of dementia. If
people are at risk, their lifestyles must be changed. Care settings should measure this using

an index of happiness and help people enhance their mental well-being.
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By supporting daily activities, mental health issues can be managed, and happiness
maintained. Even though having low self-esteem is not a mental health problem, self-esteem
and mental health problems are interrelated. As a result, low self-esteem might lead to mental
health problems because a person must wait for others to receive help, which can cause
stress. In addition, the inability to accomplish daily activities can decrease and lower their self-
esteem, especially in a transitional environment. To combat this, Participant 12 suggested the

benefits of daily activities:

Happiness hormones . . . can [be] explain [ed as] DOSE. D is Dopamine, O is Oxytocin,
S is Serotonin, E is Endorphin. (P12)

Thus, these hormones work as neurotransmitters and can be discovered in daily activities to
promote positive feelings from sensory environments, especially in the transitional

environment.

5.3.3.2 Environment as Media

As shown in Figure 66, the theme environment as media consists of two sub-themes and two
sub-sub-themes. The word ‘environment’ is formulated from the French word environ, which
means ‘surroundings’. Surroundings include biotic factors such as human beings, whereas an
environment consists of an inseparable whole system constituted by physical, chemical,
biological, social, and cultural elements, which are individually and collectively interlinked.
Regarding the built environment, its shape and form can convey the concepts and beliefs of
users’ everyday lives. As a result, this study’s findings indicated that environments as media
can still enhance learning based on people’s personality traits. Therefore, the environmental

design should match learning styles with personalities.
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_ Learning
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Figure 66 Theme of Environment as Media

5.3.3.2.1 Learning

According to Mashour et al. (2020), to learn is to form an internal model of the external world.
Learning is grasping a fragment of reality, catching it, and bringing it inside the brain. A mental
map is acquired through learning, which encodes knowledge of objects and interactions with
them. Consequently, sensory areas ceaselessly compute probabilities, and only the most

likely model in each scenario makes it into the consciousness.

One of the occupational therapists in this study argued that the term ‘ageing’ should
emphasise brain ageing. The human brain reaches maturity at 25 years old, which means
health promotion should be concerned with the period after this (25—40 years old). Learning
zones, or the zone of proximal development (Resnick, 1989), broaden brain capacity, whereas
people with fixed mindsets have less potential to transform and are at risk of compassion
burnout. That is, they may become unable to develop self-awareness or compassion. This
can occur because it has been observed that different people learn the same things in different
ways, through unique ways of increasing their knowledge. One plausible reason for this

learning capability is differences between people in existing personal knowledge held in the
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area in which the knowledge increase happens. Fundamentally, human adaptation and brain
development can be adapted when a change such as relocation happens. However, the
occupational therapists argued that the monitoring of health conditions of each patient is
required, with brain checking as the priority. Brain adaptability implies that self-adaptability is
high in a specific environment. Thus, the ability to survive environmental changes is directly

due to brain size and function and ability to process and act upon the new information.

Concepts such as productive ageing, successful ageing, positive psychology, active ageing,
and brain ageing emphasise the positive attitude of ageing (Pachana, 2016) and how
individuals can significantly contribute to their lives and society as a whole (Peters, 2006).
Diverse human lifespan examination explores how the design of products, buildings,
landscapes, cities, media or systems affects diverse members of society. This is because
some of them have underlying diseases (e.g., colour blindness or autism). Nevertheless, the
participants understood that dementia is not an ageing disease with other underlying
conditions, such as when stroke patients have issues with swallowing due to ageing muscles.
As the brain deteriorates (Handerton, 2002), however, dementia can develop from a stroke in
some patients because the brain is declining and is not stimulated, as Participant 13

mentioned:

If they do not do, they are kind of like shrinking, shrinking, and shrinking their working
conditions. We must stimulate them to do. If they are lazy, we still have to stimulate
them. (P13)

ADLs are used to collectively define fundamental skills that are required to independently care
for oneself, such as eating, bathing, and mobility. As indicators of a person’s functional human
status (Edemekong et al., 2020), ADLs can be supported by setting a timetable or maintaining
daily activities. If not, people may lose their abilities to do these activities. Furthermore, people
with dementia are still able to voluntarily imitate the movement of either an object or a human
being by using mirror neurons, which is imitation or empathy. Therefore, this is knowledge —

not memory.

5.3.3.2.2 Personality
The concept of personality is an integrating power coordinating all psychological processes,

and it is obvious that one cannot talk about the personality of a new-born. Arguably, the

personality of a human being is ‘produced’, created by social relationships into which the
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individual enters during their life (Matthews, Deary and Whiteman, 2009). Hence, personality
is understood as a culturally and socially determined special organisation that coordinates the

entire activity of an individual with their surrounding world.

Prior research has indicated that certain personality influences performance in complex
problem-solving tasks (Kipman, 2022). For these, personality constructs can also serve to
maintain performance as people move from familiar, well-defined tasks to unfamiliar, ill-
defined tasks (Mumford, 2009). This statement was supported by the occupational therapists,
who affirmed that the environments should be tailored to people’s brains, as Participant 12

stated:

I think that [it] needs to promote their learning zones. | am working on cooking and
kitchen therapy. But it is a virtual reality. Augmented and VAK exercise and measured
with electroencephalographic (EEG). What we have found in patients with dementia
are fear, eating phobia and anxiety . . . how can we control lighting and air when they
breathe. Control many things because we are interested in SunDowning, as it is a
biological clock. (P12)

The Visual-Auditory—Kinesthetic (VAK) learning styles model presents an elementary way to
explain the learning styles of different people. These three senses are stimulated all the time
and matched with personality. As personality is the concept that explains the development of
the brain into personality traits due to environmental and biological factors, pre-personality
(before developing dementia) was studied to investigate what people have learned that has
triggered their memories. As a result, activities for these people depend on their interests and
preference, their daily activities, their hobbies, previous routines, or what occupations they
had done before the onset of dementia. These things were important because knowledge and
memory are stored in these places and might have shaped their brain structure. This can be
observed in an autopilot or flight simulation, signifying that the brain can learn whatever
becomes ingrained in the memory. The neurons that control such memories have

communicated so often that they have formed a tight bond.

The following is a summary table of perception of designers. The perception of interviewed

architects, interior designers, and occupational therapists are comparable and synthesised.
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The Perceptions of Design Stakeholders

The following table is a summary table of the perception of design stakeholders. The
perception of design stakeholders, including architects, interior designers, and occupational
therapists, are comparable and synthesised. The themes of the design concept were extracted

from each group of stakeholders. Key similarities and differences are discussed.

Table 3 The Perceptions of Design Stakeholders

Perceptions of Design Stakeholders | Explanation (from their perceptions)

Perception of Architects 1. Physical needs of user groups

Different user groups of hospital departments in an
early design phase are discussed because of
varying curing approaches. The prominent roles of
architects are to communicate with various user
groups. In this case, infection control becomes the
most critical factor when planning hospitals,
especially the flow of public/private circulation,
which has to be separated between dirty and
clean. Moreover, handrails and ramps are
installed along the way to bathrooms inside wards,
which allow them to be more independent and

have a lower risk of falls.

2. Atmosphere of psychosocial and healing

environment

The atmosphere of the psychosocial and healing
environment are essential concepts for architects.
The conceptual design of healthcare settings has
to be familiar, have a home-like environment, and
feel like home. In addition, the physical
environment should be experienced differently
from standard hospitals; for example, wayfinding
strategies are available, decorated with colorful

interiors or designed for human scale.
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3. Budget

Budget is an essential factor for architects to
decide on their designs. Architects frequently
design based on the calculated cost and feasibility
study. However, the budget also depends on
locations and contexts because the cost of

materials in each context differs.

4. Existing regulations, education, and culture

As the deterioration of brains may be delayed by
the concept of design more than staying at home
alone, the design regulation can increase people
with dementia’s quality of life by increasing human
interaction. Design regulation may improve
dementia education to talk and interact with each
other. In this case, the objectives of educating the
group of people might be the priority for the
government to inform the public for help and

support the user groups.

Perception of Interior Designers

1. Methodology and Safety (in furniture scale)

Interior designers regularly think about choosing
furniture and selecting colours or various finishes
where dementia wards require design features
that are not the same as other wards. Moreover,
there are some concerns about whether selected
furniture can be used or not. The roles of interior
designers have to consider the weight of furniture
(whether they are too heavy or light in case of fall
risks or escaping). Consequently, medical
professionals such as doctors were the first-hand
resources for interior designers to discuss design

details and negotiate them in the design process.
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2. Personal factors

Interior designers consider clients’ factors. The
design should be flexible and adaptive by following
doctors’ guidelines. The design should be
multiplied in every ward because the users can
initially start the design of the concept of home and

personalised design.

3. Public factors and activities

Colours are concerned by interior designers to use
in the design of healthcare settings currently, for
example, the general guidelines are natural wood
colours, warm white, warm grey and other light
colours. In contrast, in inpatient wards, some
colours were chosen for furniture upholstery and
had to be decided before the construction based
on the existing research. The roles of interior
designers are to discuss with doctors and ask for
advice from doctors—for example, the chosen
colours which can make them feel relaxed.
Because of limited literature, interior designers
chose the colour (pale pink) based on doctors’

advice.

4. Government and budget

The roles of interior designers are also based on
government regulations and budgets, which
promoting health issues in urban and rural
Thailand is equally essential. So, the perception of
interior designers on design is based on
knowledge and education that support locals to
recognise and acknowledge more about the

design impact on healthcare settings.
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Perception

Therapists

of

Occupational

1. Physical Function of Patients

In terms of occupational therapy disciplines,
organised activities depend upon the objectives.
For people with dementia, it depends on their
interests and preferences and how individuals’
personalities can be reflected. Occupational
therapists observe and train functions with
repeated actions towards the goals, depending on
the people with dementia's function. However,
different occupational therapists have different
ways of thinking, depending on their approach and
expertise. In contrast, occupational therapists can

be a routine or a creative/innovative solution.

2. Types of Therapy (physical)

Various types of therapy, e.g., speech therapy,
may be provided for people with dementia in
healthcare settings. For the severe stage, people
with dementia who are bedridden require
emphasising caregivers. For people with dementia
who are in late stage or bedridden, most of them
are dying from complicated diseases. Group
activities and therapeutic sessions can be
arranged and adjusted by occupational therapists
and other stakeholders such as psychiatrists, art
therapists, and psychotherapists. In this case,
rooms are separated based on their functions and
types of activities inside the rooms. These
activities also support sensory stimulation. People
with dementia may not be stimulated during the

day.

The main goal is to encourage them to do

activities. The interior decoration can stimulate
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their mental status, whereas the physical
environment design can make them feel warm and
secure to meet basic human needs. The main
question is how these needs and interests to their

capabilities can be adapted.

3. Psychological Needs

The prominent role of occupational therapy is to
arrange the physical environment in ways similar
to where they used to be. Because people with
dementia have memory problems or familiarity by,
setting the environment to be similar to their
homes as much as possible, but if they stay at
home, the aspects of safety should be
emphasised. The occupational therapists are also
responsible for ADLs, training them to swallow and
use the equipment. The main intention is also to
improve their self-esteem because they often
become stressed if they can return to normal and

become independent.

4. Social Factors

People with dementia might need support from
caregivers, both safety and security, because their
physical mobility may require specific needs or

equipment, and their moods often fluctuate.

Similarities

1.Physical aspects

The main similarites are the design for
accessibility and toilets. The physical aspects
depend on culture, as Thai people do not want to
wake up their relatives (who are in the room), and

it can reduce fall risks. Safety comes as the
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priority, as circulation and handrails for all
stakeholders. Also, inside the patient wards, there

are handrails along the way to the bathrooms.

2. Atmosphere (psychosocial support)

The atmosphere of the care facilities is the main
similarity inside since the first concept because
most designers want the hospitals to be familiar or
home-like and should be homier than a standard
hospital. For example, none of the walls should be

white.
3. Budget and government support
The budget also includes care expenses,

lifestyles, construction costs, and living costs in

particular locations.

Contradictions

1.Design methodology (workflow)

Architects are the ones who design the main
structure of architecture. The roles of architects
are to inform the concept, such as the main
concepts of a place for healing and maintaining
health. On the other hand, interior designers’ main
objectives of the hospital require the design to
recover in terms of palliative care. However, they
would like places to support health for older
people, like their homes, to make them feel
relaxed and relieved. The roles of interior
designers are to follow those concepts. However,
OTs work on the adaptation of the built

environment.
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2. Tasks and goals (in OTs)

The main objective of occupational therapists is to
evaluate and assess clients for tasks and goals. In
OTs disciplines, functions are observed and
trained with repeated activities towards the goals.
However, architects and interior designers often

focus on metaphors or concepts.

3. Personal factors (between OTs and

designers)

The design should be flexible and adaptive, as the
doctors say that the design has to be used in every
ward because the concept of home may be initially
started. However, the perception of design for
occupational therapists often adapts the built

environment to match clients’ factors.
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Summary Table of Perception of Designers

Table 4 Summary Table of Perception of Designers

Summary Table of Perception of Designers

sense of coherence (SOC)
in physical environment to
enhance and support the
mobility of people with
their

dementia and

independence.

encourage people with
dementia to be more
independent by focusing
on the design of human

scales.

such as their lifestyles or
current capabilities (from

the human scale).

Domains Architects Interior Designers Occupational Therapists | Synthesis

1.Design for Sense of | Architects significantly | Interior designers | The occupational | A sense of coherence

Coherence (SOC) highlighted about the | highlighted the smaller | therapists highlighted | (SOC) between all
importance of design for | scale of layouts or how to | psychosocial aspects, | stakeholders are positive

experiences for end users
to regain their sense of
their

environments and pertain

control in

to the idea that the whole
positive experience must
be controlled. The main
similarities of design for a
sense of coherence (SOC)
between all stakeholders
are positive experiences.
However, architects and

interior designers are quite
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similar, whereas

occupational  therapists

focus on how a sense of

coherence and their
current lifestyles are
operated.

1.1 Comprehensibility

Comprehensibility in the
perception of architects
means how an individual
perceives the surrounding
environment and how can
the  built

enable users’ lives to be

environment

more coherent with the

environment.

Comprehensibility in the
perception of interior
designers means how the
the  built

environment is focused on

design  of

the scale of interior design
(e.g., furniture and room
arrangement), which can
support their capabilities,

especially ADLs.

Comprehensibility in the
perception of occupational
therapists often means
how the design of the built
environment can  be
adaptable according to the

client’s needs.

Comprehensibility for all
design stakeholders is
how an individual
perceives and aims to
design the surrounding
environment into the flow
the

environment to be

state and users’

coherent based on their

capabilities and needs.
However, the main
contradictions between

the perception of design
professionals are how they
tackle the design issues
based on scales and how

they view the perception of
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a home-like environment,
for example, architects
perceive it as physical
aspects, interior designers
perceived design as the
atmosphere, and
occupational  therapists
perceive design as how
users can occupy in
spaces efficiently. Hence,
professional  disciplines
lead to the understanding
of the comprehensibility of

spaces.

111 Perception Most architects perceive | In terms of layout and | Occupational therapists | The main similarities are
safety in terms of people | space planning in a | know functions for | all stakeholders perceive
with dementia, who may | dementia unit, interior | patients' safety. The | design as the highest
have  visual-perceptual | designers designed the | function is observed, | priority for safety.
difficulties that cause | position of beds, which | which muscles they are | Architects and designers
altered spatial perception, | can directly see | less active in, or which | consider perceptions as
such as seeing dark | bathrooms. The main | gestures lead to functions. | the functionality of the

colours on the floor as a | objective is how to put| The main tasks are | provided programmes.
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black

perceiving the world

large hole

only two dimensions.

or

in

furniture in for people with
dementia to be able to sit
still, and the nurses can
still see and monitor them.
In addition, the homey
atmosphere is perceived
by stakeholders as the
that

designers use currently.

colours interior
The general guidelines are
natural wood colour, warm
white, warm grey and
But

some colours for furniture

other light colours.

upholstery were selected

in inpatient wards.

emphasised oral care or
swallowing because most
people with dementia are
connected to tubes. So,
occupational  therapists
have to train. In hospitals,
doctors primarily assess
occupational  therapists
and have to determine

what to train.

The

occupational

perception of
therapists

also relates to a medium to

heal. For occupational
therapists, activities are
used as the primary

medium to heal. For some
people, one person might
have the same symptoms,
but  different

approaches. It depends

healing

upon how occupational

The main contradictions of

safety are that
occupational  therapists
use activities as the

primary medium to heal

users.
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therapists choose
procedures to heal
patients or to persuade

them as much as possible.

11.2 Memory
recognition

In terms of memory
recognition and familiarity,
most architects in this
study agreed with the
concept of a home-like
environment because it
allows the users to be
‘familiar’ with the
environments of their daily

activities.

Interior designers focus on
objects for keeping as an
alternative when they
come to heal or live. They
can bring their personal
Their

belongings can be

objects. personal

unpacked and put in

rooms.

OTs mentioned the use of
photographs and objects

for memory recognition.

The main similarities are
familiar  objects  and
belongings are mentioned
by all professionals, which
their

main

can bring back
memories. The
contradictions are each

person’s memories and

preferences, which
enhance memory
recognition by

occupational therapists.

1.1.3 Experience

Creating sensation and
relaxation for people with
dementia can be
enhanced by multi-

sensory experiences. A

Interior designers focus on
feeling design like hotels,
resorts, or homes. Warm
tones or pale pinks can

create sensation (colours)

Occupational  therapists
mainly focus on multi-
sensory experiences. The
setting of a spa-like

bathroom can enhance a

All design stakeholders
suggested that there is a
similar  expression  of
feeling at home, such as a
tone. A

warm colour
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study states that a healing
environment can help with
feelings. For example, the
sound of flowing water
the

environment

from natural

can help

them to relax. Natural

sunlight also helps

support. The repetitive
atmosphere makes them
‘hide’ from their daily lives.
In addition, place
attachment is a significant
architects

with

theme for

because people
dementia do not want to
relocate to other places. If
people with dementia
accept or agree to relocate
to new places, they must
feel comfortable and
happy to resemble the old

places.

and relaxation. It does
help in terms of making
them feel comfortable and
better

curing

participating  in

procedures.
Occupational  therapists
mainly focus on multi-
sensory experiences. The
setting of a spa-like
bathroom can enhance a
guest’s experience, as can
introducing unique
images, sounds (flowing
water or music), or scents
(aromatherapy) to soothe
and relax the individual. A
warm colour tone at home
can help for a homey
feeling. OTs feel like home
means colours, which can
create relaxation. It is
homey even though they

are in nursing homes. Thai

guest’s experience, as can
introducing unique
images, sounds (flowing
water or music), or scents
(aromatherapy) to soothe
and relax the individual. A
warm colour tone at home
can help for a homey
feeling. OTs feel like home
means colours, which can
create relaxation. It is
homey even though they
are in nursing homes. Thai
people believe that in the
morning, people should
walk in the grass with bare

feet in gardens.

homey feeling can be
expressed and
experienced when they
are at nursing homes. On
the hand, the

sensation is different in

other

terms of scale. Architects

mostly use natural
environments to provide
interior

relaxation; for

designers, colours or
textures make users feel
OTs, the

environment is

relaxed. For
whole
enhanced as a multi-

sensory environment.
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people believe that in the
morning, people should
walk in the grass with bare

feet in gardens.

1.2 Manageability

Architects focus on the
arrangement of
programmes. The
manageability of the
environment for architects’
perception concerns how
users are programmed to
behave and find solutions

to achieve daily activities.

Interior designers focus on
furniture arrangement and
functional spaces. Within
the spaces, the
manageability of the
environment is concerned
with  how users are
programmed to behave
and find

particular activities.

solutions to

OTs
adaptation of the built

focus on the

environment for mobility.
The manageability of the
environment is concerned
with  how users are
programmed to behave

and find mobility solutions.

The main similarities are
that all professionals think
about architectural
programmes of the care
facilites to heal or
enhance the users to take
control. The main
contradiction is how these
professionals see things
e.g., OTs

perceive manageability as

differently,

how users perceive and
use spaces rather than
how others design for

them.

1.2.1 Healing
programmes

Healing programmes
mean health promotion

(Nature). Different leaves

Interior designers tend to
look and review for details

such as the ‘original of life’,

Healing programmes for
occupational  therapists

can include activities of

The main similarities are
architectural programmes

and sequences mentioned

185




or textures of the natural
environment might help
heal children with Autism.
For architects, the outdoor
spaces or landscapes in
some parts of patient
wards, some windows can
see through these outdoor
spaces or

see rooftop

gardens which can
connect patients to the
natural environment from
research to an
environment such as a
healing garden.
Sometimes, a virtual world
for leisure purposes is

used.

which focuses on nature.

They tend to observe the

environment and
acknowledge how they
can live. Healing

programmes occur inside
the

designers

building, interior
support
common areas in outdoor
spaces, and gardens are
nearby for patients with

dementia.

(ADLs),

routines, habits, walking,

daily living

and physical exercise.

by all professionals. Daily
natural
the

means of these healing

activities and

environments  are
programmes for the end
The

contradictions are that the

users. main

concept of healing
between architects,
interior designers, and
OTs differs. For OTs,
healing is more about
routines, habits, and
training to become

standard, not only about
physical green spaces or

natural environments.

1.2.2 Social interaction

Architects in the research
that the

environment

study argued
physical

should be programmed to

In the context of interior
designers, design serves
as the perception of

functions. Behaviours

By letting people with
dementia take the lead in
action, occupational
therapists imitated

The main similarities are
the intention to enhance
the users' participation in

group activities. The main
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reduce the care workforce
and increase the ‘social

workforce’ instead.

have characteristics of a
cluster, which can form in
group activities. Moreover,

interior designers argued

that the physical
environment should
motivate activities.

Motivation sessions were

included in staff training.

behaviours to stimulate
their mirror neurons and
gradually reduce social
hierarchy in the physical

spaces.

contradictions are the
approach. OTs concern
social  interaction as
im3itating the mirror effect
of caregivers and people
with dementia, not only

about physical aspects.

1.2.3 Mobility

Architects prioritised
accessibility to bathrooms
is emphasised, such as
the position of beds to see
bathrooms  directly or
handrails along corridors

to reduce risks of falling.

Interior designers start the
design process with the
inclusivity of healthcare
should

provide accessible toilets

facilities, which

and ramps.

OTs suggested the built
environment to be
adaptable, e.g.,
inaccessible sinks, tables,
and relatively narrow
walkways, which indicate
a need for more
understanding of

ergonomics.

The main similarities are
the intention to encourage
accessibility to spaces of
care facilities. The main
contradictions are the OTs
and designers'
approaches, including the
designers’  purpose-built
approaches but OTs'
approach to design as a

modification.
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1.3 Meaningfulness

Architects associated
meaningfulness with the
spirit of place and
occupation (e.g., Natural

environment).

Interior designers
associate meaningfulness
with  how clients bring
personal belonging and

build spaces.

For OTs, meaningfulness
is associated with actions

and occupations.

Meaningfulness for all
stakeholders is defined as
how people’s occupations
have contributed to
designing the physical
environment and personal
meaning of life. The main
contradictions are that the
meaningfulness of
designers is more likely in
physical aspects, whereas
the OTs perceive it as the

action of reciprocity.

1.3.1 Spirit of place

The

mentioned by architects

hospice project

has provoked the use of

therapeutic concepts as

aesthetics. Like an
architecture  of  hope,
Jencks (2015) argued,

architecture as a ‘place’

with a commitment to the

The ward is initially started
from the concept of home.
The design should be
flexible and adaptive, as
the doctors say that the
design has to be used in
every ward. So, the initial

idea is for them to bring

Therapeutic goals and
interventions can remind
users that there is always
hope, even in the worst
circumstances, where
available resources are
emphasised by human wit
and struggle. It is not only

the physical environment

The main similarities are
using hope or spirituality in
the design of care
The

contradictions are how

facilities. main
these professionals differ
regarding physical

aesthetics (for architects
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other  arts, including | their furniture or can adjust | that can provide | and designers) and OTs
landscape, brings in | by themselves. meaningful  occupation, | as programmes or actions.
constructive means that but the research
are  welcoming,  risk- participants also
taking, aesthetic, and life- emphasised that this
affirming. process could fulfil the
staffs aspirations. The
design perception can
eventually lead to hope,
which  might also be
presented in religious
activities.
1.3.2 Place Attachment | Architects argued that | Forinterior designers, self- | As occupational therapists | The main similarities are

familiarity does not mean
only object attachment but
also the authenticity of
action and the real-life
objects with which people
are familiar when at home.
At that moment, space is

open, allowing people to

for
their

identity in their space. For

identity is essential

people to reflect
example, they may display

personal objects and
belongings in their spaces

(materiality).

mentioned, ‘occupying’ is
defined as the 'process' of
purposefully or
meaningfully taking up
space, frequently
occurring in a Snoezelen

room.

that familiarity does not

mean only object
attachment but also the
authenticity of action and
real-life objects. The main
the

perception of spaces. The

contradictions are
term ‘occupying’ is defined

as the 'process' of
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do authentically everyday

objects.

purposefully or

meaningfully taking up

space.

2. Design for Collectivist | For architects, collectivism | Interior designers | Occupational therapists | The main contradictions
culture is associated with how it | suggested that collectivist | stated that collectivist | are that collectivism is a
can connect to local | culture means education | culture means the gap | great emphasis on social
communities. The design | and training in the | between urban and rural | norms and duty to serve
perception also supports | communities. Besides the | areas. Hence, | the views, needs and
how the user groups can | physical factors, cultural | occupational therapists | goals of the in-group in
be socially included in the | and educational factors | work as facilitators to | place of the individual self.
communities. are essential. bridge the gap. The main contradictions
are that design
professionals come from
different  disciplines in
values.

2.1 Planning Architects think about the | For interior designers, | Occupational therapists | The main similarity is
planning of communities | planning relates to the | required planning, | planning, which is required
and the plan for the | regulation and the | communities, and a | before the design process.
medical model of | education about dementia | medical model of disability | Evidence has shown that a
disability. care in the context. in regulation and | well-planned enabling

education. environment can
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substantially impact the
quality of life of people with
dementia and their ability
their

independence for longer.

to maintain

The main contradictions
are that the model of belief
systems, such as design,
often follows the medical

model of disability, and

OTs follow the social
model of disability
approach.

2.1.1 Communities

Architects want people
with dementia to have a
normal lifestyle, and
architects may design an
environment where users
their

memories. If they live in

can reminiscence

the community, local

As a closed system, a
community is a new
formation that requires a
connection with an
external system. In
addition, the goal is to

connect with the overall

As the

dementia has not been

problem  of

recognised at the regional
level, the government is
not accountable for the

design guidelines.

The main similarities are
that the understanding is
based on perception and
education. The terms
‘system’,  ‘communities’,
and ‘environment’ were
used interchangeably by

architects, including
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communities have to

understand the nature of

environments (natural and

artificial).

physical spaces and

people in the system. The

people with dementia main contradictions are
because it is not that the occupational
everybody that can therapists’ approach often
understand people with means the refurbishment
dementia. of the existing
communities. In contrast,
by the definition of
designers, the
communities focus on

purpose-built

communities.
2.1.2 Medical model of | For architects, Thai | Interior  designers are | Because of different views | The main similarities are in

disability

society is in the middle of a
transitional  period of
changing its perspective
but

has not yet eliminated its

towards disabilities
negative stereotypes.

Therefore, the medical

concerned with designing
with expenses, budgets,

and locations. All building

projects' project
management and cost
management have
become increasingly

important as clients in the

and approaches, some
architects disagreed with
the

because they thought the

modelling concept
design would need to be
more personalised for the

users.

the context of Thailand.
the
medical model of disability
the

professionals value. The

The approach of

is one of most
main contradictions are
because of different views

and approaches. Some
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model is embedded in the

design methodology.

public and private sectors
demand the  highest
quality cost-planning
services with accurate
budgeting and cost
control. Furthermore, the
planning of feasibility
studies and population
trends of ageing societies
are required to meet the
demands by using

observation and surveys

architects disagreed with
the modelling concept
because they thought the
design would need to be
more personalised for the

users.

to prepare.

2.2 Design values Architects offer design | Interior designers | Occupational therapists | The main similarities are,
values recommended for | recommended design | recommended universal | however, evident that
universal design values | perception as universal | design values and | theoretical debate about
and mindset of architects. | design values and | mindset. The design | the status of objects has
Design values offer an | mindset. However, | values of each | immediate consequences
understanding of the types | medical principles and | occupational therapist are | for what designers do and
of values that designers | architects’ design values | based on their work | foran understanding of the
add and reflect what is | often outline  design | experiences, mindset, | types of values that
considered necessary, | values. creativity, and belief. designers add and reflect

what is considered
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ethical, and appropriate to

designers.

necessary, ethical, and
appropriate to the
designer. The main
contradictions are that

each discipline has its

different values.

2.2.1 Universal values

The terms ‘quality of life’,
‘dignity’, and ‘basic human
been

needs’ have

mentioned when users

have independence.

Bathrooms are an
example which can be

shown quite clearly; for

example, people with
dementia cannot
remember where their

bathrooms are. They will
feel better because it is the
fundamental dignity which
everyone should have.
Interior designers aim to
enhance their self-esteem
because they cannot go to
the toilet on time. So, they
are fundamental that they

should not.

Safety culture is new, and

many organisations must

create  an influential
culture. Values guide
people on what s

acceptable and desirable

and what is not.

The main similarities are
that all professionals think
of a wholeness approach.
The main contradictions
are that each discipline

has its different values.
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2.2.2 Conceptualisation

Based on such knowledge
and beliefs, the architects
in this study had different
approaches and

methodologies for dealing

with users, such as
occupational  therapists’
client-centred care

approach or architects’ co-

design approach.
Importantly, perceptions
and knowledge about

dementia and end users

are diverse.

think

conceptualisation.

Interior designers
about
Based on knowledge and
beliefs, the designers in
this study had different
approaches and

methodologies for dealing

with users, such as
occupational  therapists’
client-centred care

approach or architects’ co-

design approach.
Importantly, perceptions
and knowledge about

dementia and end users

are diverse.

Occupational  therapists
think the

conceptualisation of client-

about

centred care. Based on

such  knowledge and
beliefs, the designers in
this study had different
approaches and

methodologies for dealing

with users, such as
occupational  therapists’
client-centred care

approach or architects’ co-

design approach.
Importantly, perceptions
and knowledge about

dementia and end users

are diverse.

The main similarities are
based on such knowledge
and beliefs. The designers
in this study had different
approaches and
methodologies for dealing
with The main
that
each discipline has a
different

approach to

users.
contradictions are
theory  and
concepts

(theories).

2.2.3 Mindset

Mindset includes people’s
cultural worldviews and
the idea that they are all
equal in value. In many

Asian cultures, the value

Interior designers perceive
the design of dementia
based on education and a
sterilised/autonomous

environment.

Occupational  therapists

argued for the importance

of education, including
promoting an
environmental mindset

The main similarities are
the

education, which includes

importance of

promoting an

environmental mindset
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might be measured by the that involves social | involving social
standard of family or by interaction, psychosocial | interaction, psychosocial
income. environment, and virtual | environment, and virtual
reality. reality. The main
contradictions are the
education and expertise of
everyone (background).
3. Design for | Architects recommended | Interior designers think | Occupational therapists | The main similarities are
Neuroscience the design for | about cognitive abilities | think about | that the design for
neuroscience, which | that concern the function | neuroplasticity. Design for | neuroscience  concerns
concerns the structure, | and sensory design of how | neuroscience  concerns | the structure and function
function and sensory | users perceive the | the structure and function | of the human brain,
environment of the built | products. of the human brain, | whether in healthy
environment that can whether in healthy | development or when
affect the human brain. development or when | afflicted by injury or
afflicted by injury or | disease. The main
disease (Peters, 2006). contradictions are that
occupational  therapists
view it as a lifetime

environmental issue which

affects cognitive abilities.
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3.1 Happiness

By supporting daily
health

issues can be managed,

activities, mental

and happiness
maintained. Even though
having low self-esteem is
health

problem, self-esteem and

not a mental

mental health issues are

interrelated.

The inability to accomplish
activities
their

esteem, especially in a

daily can

decrease self-

transitional environment.

Occupational  therapists
think about happiness in
terms of  hormones.

Happiness hormones can

[be] explained [ed as]
DOSE, including
Dopamine, Oxytocin,

Serotonin and Endorphin.
Thus,

work as neurotransmitters

these hormones

and can be discovered in
daily activities to promote
from
