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Contemporary neuroscientific research has begun to decode the way in which we understand 
and perceive space. However, its architectural implications have yet to be fully appreciated and 
its limitations equally so. As such, many modern buildings continue to incorporate deleterious 
design features, largely based on antiquated guidelines and ill-informed architectural theory. 
Nowhere is this more consequential, and indeed more pertinent, than in design for those 
living with dementia. This report, through a series of international dementia-care case studies, 
explores the extent to which both the programmatic and piquant aspects of space - such as; 
memory, perception, belonging, and being, - might be better understood through a recast 
neuro-architectural lens. And, in so doing, better meet the needs of our increasingly dementia 
prevalent population.

ABSTRACT
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This research was prompted by the challenges associated with accommodating an increasingly 
dementia prevalent population. Many of our current care typologies do not adequately provide 
for the needs of this demographic and often do not support the impairments symptomatic of 
the disease. In addition, the theory and practice of architecture critically lacks the knowledge 
and tools to address these challenges, thereby limiting the suitability and sustainability of 
future development. The principal aims of this research were as follows:

• To document innovative and exemplary dementia care facilities across Japan.
• Assess and analyse their salient architectural features.
• Ascertain their applicability in a UK context.

Japan was chosen as the ideal site for this study for three reasons. Firstly, it has the largest 
dementia population of any country and as such has had to develop alternative strategies 
for accommodating their dementia prevalent population. Second, its architectural approach 
differs substantially from that of Europe, and therefore might provide novel insights into 
how to better design for dementia. Third, Japan’s climate is not that dissimilar to the UK and 
therefore its architectural tectonics might be, to some extent, readily transferable.

In order to meet the aims the study adopted two methodological approaches. First was to 
conduct a qualitative analysis of a range of exemplar care facilities spanning from traditional 
nursing homes to novel group home typologies. These were documented by utilising a 
consistent mix of mediums, from in situ investigations to semi-structured interviews with 
the respective facilities care staff, residents and designers. Second, was a detailed analysis of 
the facilities seminal features utilising contemporary neuroscientific research in collaboration 
with leading experts in the field. This analysis was aided by current architectural theory as 
ascertained through an extensive literature review and structured interviews with leading 
practitioners both in Japan and Europe.

The report is structured into three main sections:-

1. Describes in detail the methodological approach taken, gives a summary of the 
documented case studies, and outlines the background research associated with the 
aims of this study. 

2. Describes each of the six selected case studies in turn, combining the methodological 
approaches outlined above.

3. Draws from this research six considerations and recommendations for UK care 
development moving forward, and outlines how this has been applied to a care facility 
currently in construction in South Wales. 

Though not exhaustive in its analysis this report highlights the importance of adopting 
alternative care models in the UK and how they benefit not only the residents but also the 
wider community. In addition, it demonstrates the need for those in the construction industry, 
particularly architects, to rethink the way they design for those with dementia. 

EXECUTIVE SUMMARY
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Report Scope

Much of the existing literature on the topic of architecture and care homes tends to fall into 
two categories: anecdotal and guidance. The former of these is helpful in understanding 
the experience of dementia for individuals and caregivers but often lacks a wider and more 
detailed discussion on both the architectural and neurological literature relating to this 
experience. The latter guidance often misses the qualitative aspects of living with dementia, 
leaving little room for the more nuanced aspects of one’s relationship with space. This report 
seeks to bridge this gap by adopting an alternative approach weaving together both primary 
source case studies and secondary neuro-architectural research. As such, each chapter 
describes an exemplary care facility visited as part of the fellowship and draws out its most 
salient features. These features are then used as a vehicle for exploring the contemporary 
neurological and architectural literature that they relate to. This ensures that the theoretical 
and experimental research can be understood and assessed in terms of its potential 
applicability in practice, whilst underscoring the importance of qualitative case data.

Though principally an architectural study the report’s interdisciplinary nature has meant that 
its contents have been described in a manner that is hopefully accessible to a wide readership. 
As a consequence the more technical and theoretical aspects of certain concepts have not been 
exhaustively explored and referenced. Therefore, should the reader wish to examine these in 
greater detail, I have included a list of sources in the endnotes. Finally, a number of the case 
studies and their associated literature have not been included in this report as they were felt 
on closer examination to be less relevant to its objectives. I have included the details of the 
redacted case studies on the map on page 11. It is likely these case studies and their research 
will be featured in a follow-up study with a greater focus on present architectural theory 
following the publication of this report. 

Report Methodology

The case studies featured in the report and outlined below were visited over a six week 
period commencing in August of 2018. The types of facilities ranged in scale and function 
spanning from more traditional care home environments to the more contemporary ‘group 
home’ settings. Each facility was selected on the basis that it adopted a novel or exemplary 
approach to care as described in previous ethnographic studies. Building upon this work, the 
case studies sought to understand the reciprocal role the architecture played in enabling these 
facilities to provide outstanding care and in doing so how they functioned in the context of a 
dementia prevalent population. 

INTRODUCTION



9Winston Churchill Fellow Report 2020

Figure 1: Walking with dementia, a street in Kobe (Source: 
Jack Sardeson) 
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Each study lasted for between two to three days over which the following tools were used 
to best collect and document information. Firstly, structured site visits accompanied by the 
facilities key staff and, where possible, its architects provided an opportunity to discuss and 
observe in detail the operation of the building and its features. During these visits photographs 
and notes were found to be the best way of documenting material though in order to protect 
the privacy of the residents photographs were only used where appropriate. Second, semi-
structured interviews with residents and staff were conducted with the help of a translator in 
order to better understand the lived experience within the facilities. These were initially audio 
recorded however as the studies progressed note taking was found to be a more effective and 
efficient technique. Third, semi-structured interviews with leading researchers and architects 
in the field were conducted to establish a contextual lens through which the case studies might 
be better understood. Again, notes were found to be the best method for recording these 
discussions.

Upon reflection a number of features of this methodology limited the depth of the material 
gathered. Perhaps the most significant of these was the difficulty in communication when 
discussing the more theoretical or detailed aspects of the mind and space. This is in no way 
a criticism of the wonderful work performed by the translators during the study but rather 
highlights the limitations of an over-reliance on interviews as a form of information gathering, 
particularly when one does not speak the language. Additionally, when operating within 
sensitive environments selecting the appropriate method for recording observations can 
only really be known once on-site. For example, photographs and video recording may be 
permissible in some situations but not others. Future studies on this nature should therefore 
allow for a greater variety of record taking to be implemented as required. 

Lastly, a note on the background literature supporting the observations made in this report. 
I have only been formally trained in the discipline of architecture and therefore any of the 
neurological literature that supports this report could have only been accurately drawn-
upon with the help of leading experts in the neuroscience field. I am therefore indebted to 
the departments of neuroscience at the University of Cambridge and UCL for highlighting 
the relevant literature and reviewing its applicability in the contexts described.  Equally, I am 
thankful for the help of Arup Architecture in providing the source material and assistance 
both of which have made the writing of this report possible. Most of all I am grateful for the 
help of previous Churchill Fellows who have conducted research in this area. It was through 
reading their reports and discussing their experiences I was able to establish the necessary 
links to make the most of my time abroad. I particularly wish to thank Dr Mayumi Hayashi 
who not only supported my field research but also that of previous Fellows and in doing so has 
established an invaluable network of people and resources. 

Note: The Japanese names used in this report have, where appropriate, been written in the Western format; 
first name followed by last.

Figure 2: Map of route (Source: 
NASA Visible Earth) 
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BACKGROUND TO RESEARCH

In order to frame the theoretical background to this report, it is necessary to briefly describe a 
historic architectural response to an equally consequential epidemic. In the late 19th century 
a tuberculosis (TB) epidemic was sweeping over much of Europe. Millions of people had died 
and the medical community were far from developing a cure. At the time it was thought that 
the disease was a direct consequence of Europe’s densely populated cities which had grown 
rapidly as a result of industrialization. In forming the association of TB with the city, the 
country-side became conversely associated with health. As a result the strategy for tackling 
the disease became largely geographical in nature, typified by the construction of vast isolated 
sanatoriums far from the city’s ills. 

Perhaps the most extensive development of this kind was undertaken in Germany, later to be 
known as the Heilstätten movement, led by the botanist-cum-physician Hermann Brehmer. 
Brehmer had become convinced of the healing properties of rural isolation when he himself 
was cured of TB while hiking in the Himilayain mountains. Prompted by this experience 
Brehmer established the first TB sanatorium outside the town of Goberdorf in 1870, high up 
in the Bravarian mountains. Though initially a small development it grew to accommodate 
over 300 patients and in keeping with both its alpine context and allegorical fight against the 
disease, the architecture of the facility came to literally resemble a fortified bavarian castle, 
complete with ornate trabeated gables and neo-gothic turrets. Brehmer’s facility was widely 
venerated and became the blueprint for the Heilstätten movement, informing the design of 
countless other sanatoria built across Europe.

Figure 3: Postcard of Dr Brehmer 
(Source: Dr Eva Eylers) 
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Though well-intended, the architectural historian Dr Eva Eylers, in her seminal work; 
Planning the Nation (2014) demonstrates how many of these facilities actually did very little 
to improve the health of their patients. A 1907 health review by the Hygiene Institut in Berlin 
found only 3.4% of patients were cured in the Heilstätten and more than 66% had become 
‘invalids’ as a result. Similarly, Robert Koch in 1882 demonstrated that TB was in fact caused 
by an air-born bacteria which thrived both in the sanatorium and the city. The effectiveness 
of the isolated alpine institution was therefore called into question and the suitability of its 
heroic but bacterial conducive architecture similarly so. Despite these discoveries and their 
widespread dissemination, both the German government and architectural community 
continued to design and build the Heilstätten sanotria well into the 1930s, arguably resulting 
in many more avoidable deaths. Why architects of the time largely ignored the advice of the 
scientific community is unclear. But, as suggested by Dr Eylers, it is evident that once initiated 
the Heilstätten movement became driven by political and ideological motives rather than the 
medical needs of the patient. 

Meanwhile, in Southwest Finland, the young architect Alvar Aalto had just won a competition 
to design a new TB sanatorium in the town of Paimio. In stark contrast to the Heilstätten 
movement Aalto began the design process by drawing upon leading medical research and 
rejected architecture’s emphasis on the allegorical. The clearest example of Aalto’s evidence-
based approach was his invention of the ‘experimental room’. This 1:1 prototype of a patient’s 
room served as a controlled environment in which Aalto could continually test his design 
ideas, asking doctors, nurses, and patients, to use the space as they typically would, noting its 
strengths and weaknesses. The evidence gathered from these experiments then informed the 
design of the whole facility, resulting in a number of innovative and beneficial architectural 
features that would have otherwise been overlooked. Two architectural details of note were 
the wash basins - which were designed to minimize the noise of falling water by angling 
the basins surfaces, thereby not waking the patient every time doctors washed their hands. 
And the door handles - which were designed to stop doctors’ gowns from getting caught or 

Figure 4: TB death rates in the 
‘cities of the world’ [1899] (Source: 

G. Pannwitz)

Figure 5: Paimio Sanatorium  
[1950] (Source: Ilmo Kalkas and 

Severi Savonen) 
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snagged when passing through. More broadly Aalto’s modernist design emphasised light, air, 
and clean surfaces mitigating the accumulation of harmful pathogens. Incidentally, some have 
suggested that modernism’s widespread adoption during the 20th century had far more to do 
with the impact of TB than is currently accounted for in architectural theory, however this is 
a discussion for another time. To conclude, though Paimio did not go as far to question the 
validity of the sanatorium as a typology, nor rely exhaustively on scientific evidence, it did, as 
far as possible, prioritise the needs of the end-users over the ideological assumptions of the 
architect.

Returning to the present there are many parallels one could draw between the Heilstätten 
movement and our own time. Covid-19 would perhaps be the most conspicuous parallel 
but it is not the focus of this report nor arguably the most pressing. Described by many as 
the ‘quiet crisis,’ dementia has become the leading cause of death in a number of countries, 
surpassing both cancer and cardiovascular disease. Though a morbid statistic, it is indicative 
of the increasing longevity of the population, as dementia principally - though not exclusively 
- affects those over the age of 65. The National Board of Statistics estimates there are currently 
800,000 people in the UK living with dementia, a figure which is projected to double in the 
next 20-30 years, adding an untenable £55 Billion a year in healthcare costs. Contrary to what 
some of the less reputable sources have periodically espoused there is currently no cure or 
vaccine for the disease. Experts differ in opinion as to when a cure is likely to be synthesised, 
but many argue a restorative cure is unlikely as it would effectively mean the ability to reverse 
molecular ageing - in other words discovering the fountain of youth. 

Though a seemingly unassailable challenge, there is some cause for optimism. Dementia, 
explains a researcher from the Dementia Research Centre - UCL, is an umbrella term used 
to describe a number of neurodegenerative conditions. Alzheimer’s Disease or (AD) is the 
most common of these making up 60 - 80% of cases. The leading theory as to why the disease 
occurs, particularly in the elderly, is the steady build-up of plaque and protein tangles over 

Figure 6: Noiseless wash-basin 
[1928-33] (Source: Alvar Aalto) 

Figure 7: Paimio Sanatorium door 
handle (Source: Suvi Kesalainen) 
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time which impair cognitive function leading to brain atrophy. Though the condition differs 
between individuals we now have a fairly robust understanding of how the disease spreads. 
Effectively a map of which parts of the brain are most commonly affected and in what 
order. Getting lost for example is the first symptom of many with dementia as the disease 
disproportionately affects the Entorhinal Cortex, a part of the brain associated with spatial 
navigation. Following this, those with dementia can experience difficulties with visuo-spatial-
perception associated with the visual cortex. Simply put, this is the ability to accurately 
perceive and filter one’s environment; mistaking shadows for holes in the floor for example. 
Additionally, and perhaps the most well-known feature, is the loss of memory, associated with 
the hippocampus, tending towards the loss of memories formed later in life. These symptoms 
gradually worsen eventually leading to loss of all higher cortical function and death, but 
this process can take many years -  often decades. The detail in which we understand these 
processes, in comparison to just a decade ago, is hugely encouraging. And the more we 
continue to decode the brain’s neural map, the earlier we can diagnose the disease and adopt 
strategies to delay its spread. In essence, those now being diagnosed with dementia are likely 
to live longer and more independent lives. 

In lieu of a cure, the response to increasing dementia prevalence has been, as with TB, 
largely architectural in nature. Perhaps the most commonly implemented typology for 
accommodating those living with dementia is the care home of which there are presently 
around 18,000 in England. These are typically located in or often give the impression of 
isolation, separated off from everyday life for the intended security and benefit of the resident. 
With growing dementia prevalence the number of these institutions is increasing, soon to 
outstrip the number of schools in the UK, and sharing parallels with Brehmer’s sanatorium, 
growing in size to accommodate ever more residents. This is unsurprising as it is estimated 
that the UK will have to provide over 200,000 additional care home beds over the next 20 
years in order to meet the demand. Even if this overly ambitious target was reached, the 
sustainability of such a system would likely be untenable. Particularly when one considers the 

Figure 8: Dementia perception 
(Source: Doing Dementia Design) 
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projected cost of care in combination with, and compounded by, the increased life expectancy 
of those requiring care. To this end, a 2014 paper by The King’s Fund estimated that in order 
to meet the cost of care, real GDP would need to triple over the coming decade with 50% of 
government spending, in contrast to the current 20%, allocated to healthcare. 

Beyond the economics of care, the architecture of care homes, though evidently a substantial 
and increasingly important component of the built environment, receives very little attention 
in current architectural discourse. Though somewhat understandable, this sustained lack 
of interest continues to limit innovation in the care sector, incidentally leading to further 
disinterest. Equally, as with the Heilstätten movement, there is a lack of engagement with the 
associated scientific research. In the case of the sanatoria this led to the design of spaces that 
did not mitigate the spread of bacteria. In the case of care homes this has led to deleterious 
design features that do not support the navigational, visuo-spatial, and memory associated 
impairments of dementia. Architecture’s failure to do so is in part due to the limitations 
of existing guidance which have yet to assimilate neuroscience’s findings on the topic. 
And, though rarely stated explicitly, architects’ distrust of scientific readings of space and 
perception.

The latter of these points is again, to some degree, understandable. Professor Raymond Tallis, 
a clinical neuroscientist, critically reviews in his book Apeing Mankind (2011) examples 
of neuroscientific research being erroneously applied to the irrevocably complex aspects 
of human culture, aesthetics, and identity. Similarly, within the small but growing neuro-
architectural literature there are many examples of overly reductive claims, which, even if 
true, do not necessarily result in better architecture. However, architecture’s anti-empiricist 
sentiment is also to some extent confrontational, justified not on the grounds of the validity 
of the research but in opposition to it. This was perhaps best demonstrated in the now 
infamous debate between the architectural heavy weights Christopher Alexander and Peter 
Eisenman in 1982, entitled; Contrasting Concepts of Harmony in Architecture. In short, the 
debate was a clash between Eisenman who, in reference to the french post-structuralists of the 
period, suggested that all harmony, order, and hierarchies of value, were subjective, social-
constructed, and repressive. Alexander conversely thought of these as objective, generative, 
and a fundamental property of matter. Though Alexander reportedly won the debate, 
Eisenman won in the long run. His highly abstract and conceptual methodology for designing 
buildings still influences many practicing architects and educational institutions today.
In appreciation and acknowledgment of the limits of neuroscience and current architecture’s 

Figure 9: Supply and Demand Care 
beds (Source: Care UK) 

Historical and forecast demand and supply for residential and nursing care beds, UK

Supply 
Total 65+ in residential nursing care

Forecast supply 
Total 65+ in residential nursing care (projection)
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overreliance on highly abstract methodologies, this research does not seek to establish, 
in its broadest sense, a scientific vs artistic method of designing. Rather to suggest within 
the refined scope of architecture and dementia the relationship between mind and space 
is uniquely at its most observably reciprocal both in terms of the neuroscientific and 
aesthetic. In other words, dissimilar to TB, the architectural response is not just concerned 
with health but also concerns the more nuanced aspects of; identity, memory and being. 
As such, an interdisciplinary approach in this area constructively combines the largely 
subjective, qualitative and connotative attributes of space, as underscored in the work of the 
phenomenologists with an objective and neuroscientific description of our perception of space 
when specific cognitive functions are impaired. Neuroscientists have already begun research 
of this kind. Constructing 1:1 prototypes of typical domestic layouts - some of which bear a 
striking resemblance to Aalto’s experimental room - in which they record how volunteers with 
dementia are affected by spatial changes in the environment. However, this research can only 
be fully realised and applied in combination with the technical and theoretical knowledge of 
architects. The research articulated in this report hopes to illustrate the necessity and benefit 
of combining these supposedly opposing fields and in so doing reposition the mind of the 
occupant, not the architect, at the heart of contemporary care design. 

Figure 10: PAMELA Dementia and 
navigation (Source: Dr Keir Yong) 
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CASE STUDIES

Ginmokusei Urayasu  

Type: Group Home
Number of residents: 52
Architect: Silverwood
Floor Area: 1481 sqm
Location: Chiba
 

Share Kanazawa 

Type: CCRC
Number of residents: 70
Architect: Eiji Nishkawa 
Floor Area: 8000 sqm
Location: Kanazawa

Kema Kiraku-en

Type: Nursing Home/Respite/Group
Number of residents: 80
Architect: Tadashi Toyama
Floor Area: 4779 sqm
Location: Amagasaki
 

Rakuraku-mura Care house 

Type: Care Home
Number of residents: 110
Architect: Hisao Tendo
Floor Area: 6500 sqm
Location: Toyooka

Nara-no-ha

Type: Group Home/Day service
Number of residents: 20
Architect: Yoshito Soyama
Floor Area: 1590 sqm
Location: Nara City

Gojikara-mura

Type: Assisted Living/Nursing/Day 
Number of residents: 160
Architect: Takatsugu Oi
Floor Area: N/A 
Location: Nagoya

1 4

2 5

3 6
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Figure 11: Gojikara-mura sketch 
(Source: Jack Sardeson) 
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GINMOKUSEI URAYASU 
Type: Group Home
Number of residents: 52
Architect: Silverwood
Floor Area: 1481 sqm
Location: Chiba

The Urayasu care home is located on a quiet, leafy backstreet within the district of Chiba. The 
street is typical of residential areas in Tokyo, lined with modest apartment blocks and vending 
machines both of which, though constructed of relatively cheap materials, are immaculately 
well kept. The only unusual feature of the street is a 60m tall bright red electricity pylon which 
served the nearby Tokyo Disneyland. The care home itself did not, at least superficially, have 
the architectural qualities one might associate with a care home but then it was not strictly 
a care home but a group home. As the head of the facility Mr Fumoto Shinichiro described, 
group homes differ from a care home in a number of key ways: 1) they encourage residents to 
perform tasks, as far as this is possible, independently. 2) they are considerably cheaper than 
most care homes. 3) they do not operate as a siloed institution but as part of the community, 
allowing for the free-flow of the public and residents to and from the building. 

Built by Silverwood Corp., a developer specializing in elderly care, the group home 
accommodates approximately 50 residents each with their own room and ensuite across three 
floors. With a construction cost of £2000 per sqm the building is simple but well-detailed, 
incorporating a material palette of japanese cypress, Aalto light fittings, and traditional rice 
screens or Byobu. The project architect of the home, who conducted the tour, described how 
it was vital that the architecture - of what is fundamentally an institutional building - retained 
a domestic appearance in order to better assimilate new residents, particularly those with 

Figure 12: Ginmokusei Urayasu 
context visual (Source: Jack 
Sardeson) 

Figure 13: Ginmokusei Urayasu 
entrance (Source: Jack Sardeson) 
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dementia who continually believed themselves to be new residents. In the UK this is achieved 
- though largely unsuccessfully  - through the use of domestic furniture;  armchairs, wooden 
bureaus, lace doilies, etc. But, as the architect pointed out, armchairs placed in the middle of 
a large room do not necessarily make a space any more domestic. Often quite the opposite, 
as the institutional size of the space is exaggerated by the domestic scale of the objects. The 
obscure term kenopsia perhaps best describes this phenomenon, defined as; ‘an eerie forlorn 
atmosphere of a space which should be bustling with life but is abandoned and empty’. The 
architect therefore identified scale as fundamental in creating the aesthetic of the domestic 
within the programme of the institutional. A pertinent example was the way in which the 
communal spaces were partially subdivided to give the impression of more intimate spaces 
while retaining the accessibility advantages afforded by their open plan counterparts.

One’s first impression is that the spatial quality of the communal spaces, particularly the 
dining room, is more akin to a fashionable scandinavian cafe than that of a care home and 
as such would incur a cost, most likely to the resident. However, Mr Fumoto Shinichiro 
explained that the group home managed to reduce costs by sourcing informal care volunteers 
from the community thereby not employing expensive nursing staff, while additionally largely 
accommodating those with a care level lower than 4. This notation refers to the Japanese 
care rating system which was formally introduced in the early 2000s. Spanning from 1 to 6, 
1 denoting the least amount of care an individual requires and 6 the most. This allows care 
homes to charge bespoke rates depending on the resident’s care requirement and thereby, 
in theory, more fairly distribute costs. For example, on average a group home charges 5,000 
Yen for a level 1 and 25,000 for a level 6 per day. It is clear from this example that in order to 
maintain low costs group homes have to be somewhat selective as to who they accept and in 
doing so retain a relatively cognizant and independent group of residents. What happened to 
residents once they progressed past level 4 was unclear. As far as costs are concerned 
however, group homes are on average 3x cheaper than traditional care homes with arguably 
better facilities though slightly smaller rooms. 

Figure 14: Ginmokusei Urayasu 
living room (Source: Jack Sardeson) 
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 Returning to the three characteristics used to define a group home, we can broadly say that 
the first two - encouraged independence and lower cost - share a reciprocal relationship, in 
that one can achieve lower care costs due to the group home selecting for largely independent 
residents. The third feature, of connecting with the community, is in part enabled by the 
previous two, however its consequences can be more keenly appreciated in the unique tectonic 
and programmatic features of the building.

The care home typology in the UK typically operates as a siloed institution, closing itself 
off to its surrounding context, in order to keep the residents secure and retain their privacy. 
Architecturally, this generates a closed-off aesthetic, disincentivising the public from entering 
the building and the residents leaving. This aesthetic, though in some ways advantageous, 
contradicts the open policy and community emphasis of a group home. In appreciation of 
this, the architects of the Urayasu group home chose to subvert this closed-off tendency by 
introducing a sweet shop into the reception vestibule of the home. As described by the head 
nurse of the facility, children from nearby schools come to the home, first and foremost 
for the promise of sweets, but also to use the communal spaces as an informal after-school 
homework club till their parents finish work. This consequently promotes intergenerational 
interaction, transforming the home into an active rather than passive space. However, though 
intergenerational exchange is often cited in the relevant literature as beneficial, and indeed 
in many ways it is, in practice it can have adverse effects. For example, in Urayasu many of 
the residents chose to retire to their rooms when the children visited due to the noise and 
wouldn’t come down again till they had left. Sociologists have long observed this tendency 
of the elderly, if unbridled by financial pressures, to prefer companionship within their 
own demographic coupled with brief visits from younger generations. The marked success 
of America’s Sun Cities - entire urban areas strictly for the over 65’s -  are often held up as 
proof of this theory. Whether the positives from intergenerational living outweigh this daily 
disruption likely varies with the individual, but in the case of Urayasu, it is clear that some 
level of separation, programmatic or spatial, might be preferred. 

Figure 16: Ginmokusei Urayasu 
bedroom (Source: Jack Sardeson) 

Figure 15: Ginmokusei Urayasu 
bedroom plan (Source: Jack 

Sardeson) 
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The neurological evidence for the benefits of intergenerational living are limited. Though 
some epidemiological studies have suggested that conditions such as dementia can be slowed 
by intergenerational interaction, it is difficult to conclude whether it is simply interaction, 
regardless of age, that slows degeneration. Despite this, what is clear, is that intergenerational 
exchange does, in moderation, benefit the community as a whole, as each becomes more 
aware of the difficulties of the other. As such, group homes like Urayasu can keep their doors 
open allowing residents to wander unaccompanied in the knowledge that the surrounding 
community will be there to help should they require it. An example of this was a resident, 
or ‘salaryman’ as he described himself, who was able to walk to work twice a week in the 
knowledge the community would help him if needed. Such a system would likely be untenable 
in many UK cities, particularly London, where the population is too transient in many areas 
to build robust enough links with care institutions. However, with some adaptation it might be 
possible. 

Mr Fumoto, following the tour of the Urayasu, invited the assembled researchers to each put 
on a VR headset which gave the wearer some idea of how dementia affects one’s vision and 

Figure 17: Ginmokusei Urayasu 
sweet vestibule (Source: Jack 
Sardeson) 
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perception completing daily tasks. A similar tool has been developed by the Scottish architect 
David Burgher, allowing architects to better design for dementia by applying a ‘dementia-
filter’ to architectural visualisations. The use of such tools could improve the design of urban 
centres for people living with dementia and thus make the group home model more adaptable 
to other contexts. However, these tools must be used in conjunction with more qualitative 
measures, as the latter technology misses the subtle, and often unexpected, aspects of the 
environment those living with dementia are sensitive to. A pertinent example was the 60m red 
electricity pylon mentioned at the start of this chapter which we later discovered was used by 
lost residents as a landmark, helping them return home.
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SHARE KANAZAWA 
Type: CCRC
Number of residents: 70
Architect: Eiji Nishkawa 
Floor Area: 8000 sqm
Location: Kanazawa

A common and recurrent trope in the UK, and indeed across much of Europe, is the ‘retiring 
to the country’ ideal. In short, it depicts an idyllic retreat from the bustle of the city to a rural 
or village setting. Reconnecting with nature and spending one’s remaining days devoted to 
pleasurable pursuits. This familiar vignette has existed as far back as 100 AD, at which time 
Pliny the Younger described rural Rome as a ‘land of grandfathers and great grandfathers’. 
Though previously restricted to the wealthy, over time this ambition has been realised by a 
greater number of people as the middle classes have grown, generating a demographic divide 
between city and country. Though this cannot be said for all cities and all rural villages, 
one can reasonably submit that the predominant trend to the present day has been in the 
direction of rural retirement. Combined with greater longevity and the subsequent increase in 
neurodegenerative conditions, many rural towns in the UK are now faced with the challenge 
of caring for a dementia-prevalent population without a younger workforce to draw upon. 
In line with this observation, a study I conducted with the Care Quality Commission and 
National Board of Statistics demonstrated that the majority of UK coastal villages were at risk 
of inadequate care provision in the coming years; the town of Hastings was found to be at the 
highest risk and London, unsurprisingly, to be the lowest.

In recent years there have been attempts to mitigate the shortfalls of this country/city divide 
with alternative forms of development. Perhaps the most successful, or at least the most well 

Figure 18: Share Kanazawa context 
visual (Source: Jack Sardeson) 

Figure 19: Share Kanazawa  
accomodation (Source: Jack 

Sardeson) 
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established, is the Continual Care Retirement Community model or CCRC. The principal 
concept behind this model is that the whole urban realm: shops, gyms, streets, homes, offices, 
etc. should be designed for an elderly population, and in some cases exclusively so. Therefore, 
this model effectively creates a new city with the principal purpose, amongst others, to provide 
elderly care should it be needed. Share Kanazawa, located on the outskirts of the city of 
Kanazawa on the west coast of Japan, is one such model. 

Completed in 2014, Share Kanazawa is a collection of 2 to 3-storey residential buildings 
along with a gym, cafe, restaurant, school, a number of businesses, and, unexpectedly, a llama 
petting zoo. Developed by BUSSI-EN, a non-profit community organisation, the residential 
component of the scheme accommodates 40 seniors with varying levels of care, 32 youths 
with special needs, and 8 university students. The development, as described by the project 
architect Mr Eiji Nishkawa of GOI Architecture & Associates, was intended as a chaotic mix 
of people and programme, moving away from the homogeneity of other CCRCs. However, 
though programmatically different to the American CCRCs the architectural language of the 
buildings are curiously similar, giving the disorientating experience of being in the suburbs of 
American mountain town with Hiragana road signs. The urban massing of the town similarly 
follows a suburban grid but private property is dispensed with, allowing smaller, secondary 
routes to thread through and around the buildings. The buildings themselves each take on a 
unique character, though retaining a consistent material palette, creating a diversity of unified 
structures further dissolving the rigidity of the grid. The restaurant, which is located at the 
north end of the site, is perhaps the most unique building - using traditional trabeated timber 
construction to form a series of open and light spaces facing onto the forest beyond. This, 
Mr Nishkawa says, is at the heart of the development and has been symbolically named ‘Hot 
Springs’ referencing the central role public baths or onsens play in Japanese culture. 

The overall effect of this combination of forms and the scale of its features gives the 
development a community-orientated and humanistic grain, as if it were built by those 
it houses. Such an impression shares parallels with the architectural theorist Christopher 
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plan (Source: Jack Sardeson) 
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Alexander’s work, which apparently heavily influenced the project, particularly his 1977 book 
‘A Pattern Language’. In short, the book describes 253 architectural patterns which in turn 
form a language which enables an even inexperienced designer to begin creating beautiful 
and functional architecture based on these set rules. The patterns themselves are generated 
from an extensive analysis of vernacular architecture at a number of scales, with an emphasis 
on buildings designed not by architects but by communities. In essence, Alexander argued 
that most beautiful and functional buildings, towns, and cities, are not created by a top-down 
master architect who employs theoretical and conceptual abstractions to justify their design 
but through a gradual bottom-up approach. Though his work has had a significant impact 
on the planning and computing disciplines it is less well regarded among the architectural 
profession. As it seems to imply that there is an objective measure of good or beautiful 
architecture and a standardised model for obtaining it, while additionally suggesting - perhaps 
rightly - that the role of the architect creates more problems than he or she solves. Regardless 
of these critiques, in the case of Share Kanazawa, the application of Alexander’s work has 
arguably had a positive outcome. This is not only supported by the numerous architectural 
awards it has won but also its success in attracting seniors to move from their present homes 
to Share Kanazawa. Thereby better preparing and situating seniors for the care they may need 
in the coming years. 

A final aspect of Share Kanazawa worth outlining is how it relates to broader governmental 
policy in Japan; the objective of which is to provide a place where seniors can not only move 
to but still have an active function both economic and social. As Tomoo Matsuda, chief 
researcher at Mitsubishi Research describes; retiring solely to be surrounded by nature does 
not have the appeal it once did. CCRCs should therefore be offering employment and further 

Figure 21: A Pattern Language 
(Source: Christopher Alexander) 

Figure 22: Share Kanazawa 
accomodation (Source: Jack 

Sardeson) 
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learning opportunities in order to attract younger seniors, particularly those used to living in 
cities like Tokyo. This approach has the dual advantages of allowing seniors to assimilate to a 
new place before significant care is required, while also dissolving the stark division between 
city and countryside. This concept, by another name, has been to some extent pursued in 
the UK with the development of extra-care schemes. However, these schemes share more 
similarities with the Sun City model of CCRCs, while what Matsuda describes is in many 
ways its antithesis; by which it emphasises labour over leisure. It is not within the scope of 
this report to argue whether labour or leisure result in greater human well-being. Equally, 
it is often the case that both these terms can be applied interchangeably to the same activity 
depending on the individual. However, from the neurological literature, it seems clear that 
progression is a key component of human happiness even when the subject experiences 
extreme discomfort doing so; for example, the muscle pain experienced when going to the 
gym or aurotory pain when learning the violin. It is therefore, in Matsuda’s estimation, vital 
that CCRCs emphasise purposeful activity rather than emphasizing blissful inactivity, whether 
this be in terms of continuing productive labour or self-improving leisure. 

The architectural implications of Share Kanazawa’s approach, if applied in a UK context, are 
complex but broadly speaking reframe senior development as distinct from the CCRC models 
of the past and the extra-care models of the present in favour of places which allow seniors to 
provide a productive and meaningful contribution to the wider community. And live within 
an environment which not only caters for the additional demands of advanced age but also 
reinforces community through traditional and humanistic architectural features. In this way 
it is perhaps the role of government and architects to draw upon the embedded architectural 
qualities of towns like Hastings, which continues to prove popular among seniors, while in the 
same instance not to create siloed developments that are disconnected both geographically 
and experientially from contemporary life. At its extreme one can imagine a vertically stacked 
tudor village situated on Oxford Street, complete with dormer windows, thatch roofs and 
lead lattice glazing. Which, though a superficial caricature of Alexander’s work, does convey 

Figure 23: Share Kanazawa 
restaurant (Source: Jack Sardeson) 
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Matsudo’s sentiment. And indeed, as the marble clad Sun City retirement skyscraper, in 
Tokyo’s fashionable Ginza district attests to, this is not far fetched as it may initially seem. 
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KEMA KIRAKU-EN
Type: Nursing Home/Respite/Group
Number of residents: 80
Architect: Tadashi Toyama
Floor Area: 4779 sqm
Location: Amagasaki

Normalisation is a recurrent term in the sociological and architectural literature concerned 
with the development of accommodation for those with dementia. In Japanese the word 
Ibasho, is similarly used but it is important to briefly sketch out the legacy and present 
meaning of normalisation before discussing its spatial consequences. First formally used by 
the sociologist Erving Goffman in the mid-1900s in his description of the ‘total-institution,’ 
normalisation, in short, described how one might ameliorate the more deleterious aspects of 
penal and psychiatric institutions through the empowerment of the individual. This idea was 
then recast by Peter Townsend in his book, The Last Refuge (1962). In which he concluded 
that the exemplar care home should provide therapy but also retain independence, while 
simultaneously stating that these features are mutually destructive and therefore cannot 
be achieved within the confines of the present system. In order to resolve this dichotomy, 
Townsend suggests an alternative system in which normalcy is championed and care is 
provided without disruption to one’s everyday existence. Critics of Townsend argued that 
in practice, this vision, though well intended, is largely misguided as the reality of many 
degenerative conditions call for extensive care, the type of which cannot be provided 
individually on a mass scale. 

Townsend’s vision, though perhaps quixotic, has become more widely accepted in dementia Figure 24: Kema Kiraku-en context 
visual (Source: Jack Sardeson) 

Figure 25: Kema Kiraku-en 
corridor (Source: Jack Sardeson) 
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care development and though the care home itself has not been dispensed with there have 
been significant moves to adapt its features to mirror that of normal life. In the UK the focus 
described in government policy has been to emphasise domiciliary care, enabling people to 
remain at home and thereby retain some semblance of normality. This is perhaps the ideal 
situation for many, but as indicated by rates of chronic isolation and overstretched domiciliary 
care programs, this can only be successfully realised if the associated context and amenities 
support senior independence. A contemporary and widely reported example of this is the De 
Hogeweyk community in the Netherlands in which the architects designed a home to imitate 
a small dutch town, including shops, a theatre, and a hairdressers all run and operated by care 
staff. Though the Kema Kiraku-en care home, which will be the focus of this chapter, did not 
recreate an entire town, it was De Hogeweyk’s precursor and has since served as a model of 
development across Japan, Europe and Scandinavia. 

Located a few kilometers to the North East of Osaka the Kema Kiraku-en care home is owned 
and operated by the Social Welfare Corporation (SWC), which was established in 1982 in 
response to the reportedly poor conditions experienced by the elderly in care. Mrs Ichikawa, 
a key figure within the SWC, described how Kiraku-en emphasised normalisation by learning 
the history behind each resident accepted into the home and in so doing were able to assign 
a room that best mirrored the residents room at home and furthermore decorated the room 
with physical ‘mnemonics’ (memory assisting objects) such as photos and furniture from the 
residents past. Beyond the more alterable aspects of the building, such as the furniture, the 
programme of the building itself adopted the principle of normalisation limiting each floor 
to a what was referred to as a ‘unit’ (10 people) thereby creating a domestic scale to the spaces 
and more familiar relationship amongst residents. Perhaps the most unique feature of the 
home was the bar located on the top floor, the design of which was reminiscent of the work 
of Victor Horta incorporating a curved wooden ceiling, warm muted surfaces, and frosted 
skylights. Mrs Ichikawa described how many homes prohibited alcohol consumption on the 
grounds of health, and the introduction of a bar in a care home was met with some resistance 
by officials. However, it was argued that the familiarity of an evening drink was seen of great 
importance as it not only gave the impression of normalcy but was additionally a symbolic 

Figure 26: Kema Kiraku-en bar 
section (Source: Jack Sardeson) 

Figure 27: Kema Kiraku-en bar 
(Source: Jack Sardeson) 
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gesture of trust and equality between carer and patient. The architects, cognizant of this, had 
gone as far to lower the floor behind the bar so that the seated resident would not be looked 
down upon by the bartender but would instead be at their eye-level.

Following the study of Kirakuen Mrs Ichikawa invited us to visit another nearby facility 
also developed and operated by the SWC. This was more closely based on a traditional 
Japanese home in which rooms were positioned around a corridor running around the 
circumference of a small square central garden. Though it adopted many of the principles 
of the larger facility, its smaller scale allowed natural light to penetrate deep into the 
floorplate, gently diffused through slatted timber or rice screens. The writer Jun’ichiro 
Tanizaki fittingly describes Japanese architecture’s relationship with light as ‘finding beauty 
not in the thing itself but the patterns of shadows, the light and the darkness, the one thing 
created against the other’. Though it is broadly accepted amongst architects that natural light 
is an important consideration in the design of a space, its neurophysiological implications 
are less well appreciated. Particularly natural light’s role in regulating circadian rhythms. 
The neuroscientist Matthew Walker has written a popular book on the subject, in which he 
cites numerous studies demonstrating the severe, and in many cases fatal, long-term health 
implications of a chronically disrupted circadian rhythm due to under-exposure to natural 

Figure 28: Kema Kiraku-en 
daylight (Source: Jack Sardeson) 
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light. Though the book has been criticized by some for its sensationalist claims, the banking 
giant Goldman Sachs have taken this research seriously enough to refit their offices with 
‘circadian lighting’. This mimics the spectrum of light experienced across a day, thereby 
regulating employees’ sleep patterns. For those with dementia, access to natural light is all 
the more critical as insomnia is symptomatic of the disease and if left unchecked can result 
in accelerated brain atrophy. It is perhaps light’s immaterial quality that has prevented it from 
being considered with great deference. If similar health implications were applied to a physical 
substance, asbestos being a comparable example, ‘rights to light’ building regulations would 
likely be more comprehensive than they currently are. 

Architectural reviews and theory have a tendency to focus on the grand gestures and 
narratives of a project, while overlooking the smaller details which can have a more substantial 
impact on the occupants’ daily life. Two such details of the facility are worth outlining here, 
the first of which relates to the disrupted sleeping patterns of those with dementia. In each 
room above the bed a rice paper lantern had been fitted, with a pull cord for turning it on, 
at the end of which hung a phosphorescent stone. A resident, when awoken in the middle of 
the night, often confused as to where they were, would first and foremost see this glowing 
bead allowing them to turn on the light and safely navigate their room. Again, this may seem 
an insignificant feature but many severe and sometimes fatal injuries happen each year due 
to those with dementia needing the bathroom at night unable to locate the lightswitch and 
subsequently falling over furniture or down stairs. This inexpensive adaptation minimised 
the risk of such an accident occurring. The second feature of residents’ rooms were the use of 
small sliding byobu screens, located in the wall separating the room from the corridor at the 
height of the bed, which allowed residents to remain sedentary while holding a conversation 
with passers by. Mrs Ichikawa described how this feature was particularly beneficial for 
residents who were less confident going into the social spaces as it enabled one to retain the 
security of one’s own room while also remaining socially engaged. A similarly simple addition 
with substantial psychological benefits.

Figure 29: Kema Kiraku-en 
bedroom mnemoics (Source: Jack 
Sardeson) 

Figure 30: Kema Kiraku-en rice 
screen and lantern (Source: Jack 
Sardeson) 
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Concluding the visit to Kirakuen Mrs Ichikawa kindly shared with us a proposal for a 
new development on another site she termed the ‘normalisation village.’ This would be 
typologically closer to the De Hogeweyk facility mentioned earlier, providing shops, 
restaurants, etc. within a gated development, operated by care staff taking on the dual roles of 
waiter, gardner, bartender, and carer. Even though this would establish a entirely normalised 
experience for its residents, the type of which Townsend advocated for in the 1960s, I asked 
whether this would be, in truth, a form of performative normalisation; meaning that the 
village would provide a Truman Show impression of normalcy without being, for lack of a 
better term, real. The epistemological nature of this question proved too taxing to translate 
and therefore was not followed up but I believe it is a key feature of dementia design that is 
yet to be fully considered or articulated. The clearest example of this question in practice was 
a fake bus stop located within the grounds of a care home I visited in Stuttgart Germany. The 
bus stop had an accurate timetable of the buses in the local area with the pseudo-care home 
stop edited in for completeness. The staff explained that residents would often try to return 
home in the afternoon, forgetting they lived at the care home, and would become upset or 
angry if told they couldn’t leave. However, since the bus stop was introduced, residents would 
instead calmly wait for an hour or so, intermittently consulting the timetable, before returning 
of their own accord. Those with dementia waiting for a bus that will never come seems at 
first glance extremely unethical but the inclusion of the stop did seem to have improved the 
daily experience of both carer and patient. The broader implications of these useful fictions if 
widely introduced both at the scale of a bus stop and a normalisation village needs to be more 
carefully considered by architects moving forward.
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RAKURAKU-MURA CARE HOUSE 
Type: Care Home
Number of residents: 110
Architect: Hisao Tendo
Floor Area: 6500 sqm
Location: Toyooka

Typically the population pyramid of a country forms, as the name implies, a pyramid shape 
indicating a predominance of younger people which declines in number as age advances. 
However, an increasing number of countries now have column shaped pyramids indicating 
a parity across age groups. Japan takes this a step further, inverting the pyramid, indicating 
a greater number of seniors in comparison to the young. The reason for the extremity of 
Japan’s demographic shift is largely attributed to the declining birth rate, but many have also 
highlighted Japan’s low immigration rate, which tops up the working age population in many 
European countries. Historically, Japan has had a relatively stringent immigration policy 
but in recent years this has become less so as the lack of workers has become increasingly 
problematic for Japan’s economy. The care industry in the UK relies heavily upon migrant 
workers with a recent study estimating 30% of care staff come from Eastern Europe alone, 
however the impact of Brexit is likely to decrease these numbers. It is therefore reasonable to 
suggest that the UK’s social care programs will need to adopt mechanisms not dissimilar to 
Japan’s in the coming years. 

As far as can be reasonably assumed, part of Japan’s success in caring for its elderly without 
a large workforce to draw upon is twofold; 1) its relatively low care staff turnover and 2) its 
reliance on informal forms of care. To the former, the comparative loyalty of staff is often cited 
as a reason, which is, at least in part, a consequence of the respect the care profession holds 

Figure 32: Rakuraku-Mura Care 
House theatre (Source: Jack 

Sardeson) 

Figure 31: Rakuraku-Mura Care 
House context visual (Source: Jack 
Sardeson) 
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in Japan and the respect the carer holds for the cared. To the latter, the predominant view is 
that it is the strong community ties of kinship that enables reliable informal care to take place. 
Both of these rely on a robust collective cultural framework, which is supposedly strengthened 
by the homogeneity of the population. The architecture of care in Japan is similarly held in 
higher regard than it is in the UK. This can be simply demonstrated by comparing the number 
of architectural awards given to care homes in the UK, over those awarded in Japan. The 
Rakuraku-mura care house is one such exceptional project; described in a recent dementia 
care review as ‘the most beautiful care home ever built’.

The Rakuraku-mura facility is a series of low-rise buildings on a collection of man-made 
islands interconnected by ornate arched wooden bridges. Rolling green mountains form 
the backdrop and well tended gardens the fore, reminiscent of the palcial sanatoria built in 
the Bavarian alps. The facility was designed by a hotel developer who sought to recreate the 
revitalizing sojourn of the leisure industry in the context of care. The long balconies running 
along the length of the facade and the sun shaders lazily blowing in the breeze certainly gave 
the impression of a hotel. However, once inside, the linoleum flooring and hurried nurses gave 
a more candid representation of its true function. The principal accommodation building, split 
across three floors, was programmatically arranged around a cruciform plan, with each wing 
accommodating 10 people, forming a unit. It was therefore collectively the largest facility I had 
visited, though each wing was largely self-sufficient giving the impression of a smaller facility. 
Only the less frequented communal facilities such as exercise rooms, a theatre, and hydropool 
gave a true indication of its scale.

As distinct from the previous schemes, Rakuraku-mura, perhaps due to its size, did not 
attempt to incorporate domestic features rather retained its more institutional or ‘hotel’ 
like appearance. The aforementioned facilities on offer, twinned with the idyllic but isolated 
setting, added to this impression. I was fortunate enough to get the opportunity to speak 
with a resident who had been living at Rakuraku-mura for close to a decade. When asked 
what she liked about the home she replied that it reminded her of being on holiday. The 
role of memory and its relationship to the built environment is a topic widely discussed in 
architectural theory, however it has evidently more significant consequences in dementia 
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Figure 33: Rakuraku-Mura Care 
second floor plan (Source: Jack 
Sardeson) 

Figure 35: Rakuraku-Mura Care 
unit living space (Source: Jack 
Sardeson) 

Figure 34: Rakuraku-Mura 
Care central space (Source: Jack 
Sardeson) 
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design. The prevailing approach has been to design care homes to mimic the aesthetic of the 
home to ease the transition from home to care home. There are two concordant issues that 
arise with this however; 1) mostly everyone’s home is different, it is therefore hard to recreate 
what is inherently a very personal space in a communal context 2) a space which is a surreal 
impersonation of one’s home can be just as unsettling as an entirely different typology - an 
experience sometimes described the ‘uncanny valley effect’. One suggestion for resolving 
this issue has been to design homes to imitate spaces that the population shares in common. 
Inevitably, the more spaces a population consistently share in common the more options 
available to potentially draw upon. In the UK one such scheme has been introduced with some 
success, in which the architects transformed a school into a care facility. Residents reportedly 
quickly acclimated to the space due to its collective familiarity. 

Implicit in architectural discussions of this nature is the idea of both subjective and collective 
memory; collective memory referencing the school and subjective an individual’s home. 
Memory, from a neurological perspective, is one of the least well understood phenomena, 
as it is not reliably localised but seems to manifest in most regions of the brain. Equally, 
the dichotomy of collective and subjective memory, concepts used explicitly or implicitly 
in a great deal of architectural theory, has largely been demonstrated by contemporary 

Figure 36: Rakuraku-Mura Care 
resident (Source: Jack Sardeson) 
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neuroscience to be a false one. For example, it is often assumed that memories are static, 
thereby objective in some way, when in truth they are continually shifting. This phenomenon, 
famously demonstrated by the psychologist Elizabeth Loftus, is accounted for in the legal 
profession. Whereby witness testaments are less likely to be accepted after a certain period 
of time because memory is prone to what are termed ‘confabulations;’ a memory that one 
believes to be true but is in part or entirely a fabrication. For those with dementia the concept 
of memory becomes harder to define as its loss or acquisition seems to follow an even less 
predictable path. However, the act of remembering rather than what is being remembered 
can be to some extent reliably replicated. Rakuraku-mura for example is surrounded by 
‘sensory gardens’ tended to by residents. The plants in these gardens are chosen on the basis 
of their unique smell, taste, and touch. Smell, unique to our senses, has very few filtering 
processes within the brain passing straight from receptors in the nose to the limbic system and 
hippocampus. As one of the oldest parts of the brain it is thought to store long-term episodic 
or experiential memories, hence the tendency for childhood memories to be recalled in 
association with a familiar smell. The architectural theorist Gaston Bachelard, quite unaware 
of this mechanism but in appreciation of it, wrote in the Poetics of Space (1957); “alone, in my 
memories of another century, can open the deep cupboard that still retains for me alone that 
unique odor, the odor of raisins drying on a wicker tray. The odor of raisins!”

Concluding my visit to Rakuraku-mura the head nurse Mrs Takeo Kitani described how the 
smell of the gardens, the sound of singing and music from the theatre, and the purity of the 
mountain air all added to the well-being of residents. These more transient aspects of space are 
often discussed in the conceptual stages of architectural projects but in a tone not dissimilar 
to Bachelard, emphasising their subjective, personal, almost mystical nature. Though this 
imbues individual experience with a protective sanctity, I argue it is not helpful in the context 
of dementia care, for the following reason: By adopting a purely subjectivist lens in describing 
experience one often correctly highlights the important features of one’s environment but 
often misdiagnoses why they are of importance. Furthermore, by limiting one’s scope to 
subjective experience the argument for applying these features to a space inhabited by others 
becomes critically limited. Viewing memory as neither wholly personal nor entirely shared 
might begin to allow architects to design beyond the conception of ‘collective’ and beyond the 
conception of ‘home.’ It has been argued that Bachelard’s Poetics of Space is a 300 page attempt 

Figure 37: Resident’s room 
becomes their own (Source: Jack 
Sardeson) 
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to describe the word home, as distinct from house. As the word ‘maison’ in Bachelard’s 
native tongue French does not distinguish between the two. Though his book would have 
been shorter and perhaps more intelligible had he used the word home, it would have not 
undermined its value. Similarly, many fear that neuroscience somehow devalues subjective 
experience and its expression but it is simply another tool with which we can describe it, with 
the added advantage of potentially creating more appropriate and beneficial spaces for those 
with dementia.
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NARA-NO-HA
Type: Group Home/Day service
Number of residents: 20
Architect: Yoshito Soyama
Floor Area: 1590 sqm
Location: Nara City

Japan’s extensive use of technology in everyday life is a recurring stereotype in the Western 
imagination. This is to some extent warranted but the media’s portrayal of Japan’s technology 
tends to focus on the extreme cases - this is also true for the technology of care. Though 
therapeutic robotic baby seals have been used in some care homes the majority of care 
facilities I visited integrated more commonplace technologies to improve residents’ well-being 
and assist with care. For example, when I asked a care worker at Nara-no-ha what had changed 
in terms of residents’ requirements over the years, she responded: ‘now when residents arrive 
they ask for the wifi password.’  Smartphones are also being used with popular apps like ‘find 
my friend’ allowing those with dementia to wander freely, knowing they can be quickly found 
should they become disorientated. The Nara-no-ha facility on the outskirts of the city of Nara, 
has such an open door policy allowing residents to come and go as they please, though the 
head nurse of the facility admitted that this had to be curtailed in recent years, due to police 
complaints about continually rescuing the same residents. Despite these safety measures, one 
repeat offender supposedly managed to escape by climbing down a tree and was found 120 
miles away boarding a train to Hokkaido.

Nara-no-ha, rather than adopting the more traditional care home typology, modelled itself 
on the local town hall, creating a space in which locals could regularly visit to sing, act, eat, 
drink and socialise. In this way, much of the ground floor space was given over to public 

Figure 38: Nara-no-ha context 
visual (Source: Jack Sardeson) 

Figure 39: Nara-no-ha door alarm 
(Source: Jack Sardeson) 
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functions shared by the residents including a library frequented by afterschool book clubs. 
Yoshito Soyama, a professor at Kyoto University specialising in architecture and Gerontology 
who additionally assisted in planning the development, described Nara-no-ha as consisting 
of ‘three core pillars’: an elderly-group home, elderly day-service, and support network for 
the disabled. The mixed user-groups and emphasis on publicly accessible space aimed to give 
the impression of normalcy but also encouraged those in the community living at home with 
dementia to regularly use the space for support. The success of this approach has gone on to 
establish similar schemes across Japan often in local houses, more commonly referred to as 
‘Suzu-no-ya’. The coming-together and context conscious nature of these spaces establishes an 
informal economy of care, where roles are undefined and support is provided as and when it is 
required. 

This is not to say Nara-no-ha operates on an entirely philanthropic basis. It is one of the few 
homes that offers paid employment to its residents. A nurse at the facility explained that tasks 
given to residents were relatively simple to carry out but would importantly serve a practical 
function, such as gardening, washing of clothes, and cooking. Residents could choose the job 
they preferred and at what grade they wished to hold the position. Grade As work full-time 
basis, approximately 2 hours a day, and are paid 30,000 Yen (£230) a month. Grade Bs are 
part-time, only a few hours a week, and are paid 10,000 Yen a month. Though significantly 
less than a contracted worker would earn, as discussed in a previous chapter, meaningful work 
gave some residents a greater sense of purpose and beyond being a tokenistic gesture the work 
the residents carried out enabled Nara-no-ha to continue operating. The extent to which this 
was true was highlighted by Nara-no-ha’s director who said they had been unable to turn on 
the AC that summer due to budgetary constraints. There is evidently a delicate balance to be 
struck between taking advantage of cheap labour and protecting the vulnerable, though it 
seems, at least anecdotally, Nara-no-ha has achieved this balance.

The operational costs of a care home are substantial in comparison to other typologies, 
particularly the heating and cooling costs. Care homes in the UK are kept on average 3-5 
degrees warmer than other communal spaces due to temperature effects on underlying health 
conditions such as arthritis. Therefore the thermal performance of a building is of particular 
importance in a care setting. Equally, implementing natural ventilation where possible for the 

Figure 40: Nara-no-ha ‘town hall’ 
(Source: Jack Sardeson) 
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summer months further reduces long-term costs. Minimising the number of staff needed to 
watch over patients, by maximising the efficiency of the programmatic layout, is additionally 
commonly thought of as a way to reduce operational cost. This is true to some extent, but 
only to a point. As the Japanese 10 person ‘unit’ system attests to, effective dementia care 
inherently requires a high staff-to-resident ratio. It is this ratio in conjunction with staff 
capability that is likely to have the greatest positive impact on residents’ experience. Therefore, 
dissimilar in some respects to hospital wards, the architecture of care should perhaps not take 
panopticonism as a guiding principle, rather, its reverse, an open typology enabling informal 
care to take place within the community thereby maximising the staff-to-resident ratio while 
reducing cost. 

The architectural consequences of Nara-no-ha scheme and its subsequent Suzu-no-ya 
typologies has been to reframe what were previously thought as non-care spaces eg: places of 
work, typical domestic spaces, and public spaces, as typologies with potential dementia-care 
requirements. This is particularly true as those living with dementia become an ever larger 
percentage of the wider population. This shift in thinking has yet to be adopted in the UK 
to the same extent it has been in Japan, with a few exceptions. One is the supermarket chain 
Morrisons who have begun to consider how they might design dementia friendly stores. 
In a survey of one of Morrison’s newest stores on the outskirts of Cambridge, myself and 
a neuropsychologist from the Dementia Research Centre (DRC), UCL, discussed with the 
Morrison design team what features might prove problematic. The black doormat, a common 
feature of most retail entrances, was highlighted as an issue because those with dementia often 
perceive a dark object on the floor as a hole and therefore struggle to cross the threshold.

This perceptual difficulty is well documented in the existing dementia design guidance 
however the neurology is less well understood and therefore the guidance is overly 
prescriptive, narrow, and its implementation poorly conceived. Researchers at both the 

Figure 41: Morrisons Supermarket 
study (Source: Jack Sardeson) 
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University of Cambridge and UCL are currently attempting to better understand these 
perceptual difficulties and in doing so provide a more robust framework underpinning 
dementia care guidance. Returning to the doormat example, it is now understood that the 
early stages of dementia impact the visual cortex - particularly those with Posterior Cortical 
Atrophy (PCA) - in such a way to render the 3 dimensional attributes of shapes harder to 
perceive. However, objects still retain other contextual information less directly correlated 
to their 3 dimensionality; such as function and meaning. In other words, it is not as simple 
as blackmats are perceived as holes, rather that the doormat is perceived as a doormat if at 
an entrance, as this is a contextually typical place for a doormat to be. When stepping onto 
the mat however the damaged visual cortex involuntarily anticipates a nonexistent change 
in level and therefore attempts to adapt one’s footing accordingly, often resulting in a fall. 
Demonstrating, counter-intuitively, that it is possible to view an object consciously and 
subconsciously as two diametrically opposite things; both void and solid. 

The counterintuitive nuances of perception borne out by the neurological literature are 
complex and are yet to be fully understood, however the guidance on dementia design is 
largely reductive in its understanding. It relies too heavily on anecdotal and archaic evidence 
to substantiate its claims. If we are to take a truly evidence-based approach to design it is vital 
that architects appreciate these nuances as their consequences have far reaching implications. 
This can be said not only for the smaller details of buildings such as doormats but also the 
larger typological forms the building takes. Nara-no-ha in-part supports integration with 
the surrounding context through its ‘townhall-esque’ design which in-turn benefits the 
neurological longevity of its residents. However, in doing so puts demands on the surrounding 
infrastructure to be similarly sensitive to the neurological needs of those living with dementia. 
Therefore, in addition to the small and large scale, it is also environments beyond the confines 

Figure 42: GotCha! local temple 
adapted to support those with 

dementia (Source: Jack Sardeson) 
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of the care institutions such as shops, streets, and stations that have a role to play in addressing 
the needs of a dementia prevalent population.
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GOJIKARA-MURA
Type: Assisted Living/Nursing/Day 
Number of residents: 160
Architect: Takatsugu Oi
Floor Area: N/A 
Location: Nagoya

In 1965 the engineer Seichi Miyake introduced a new form of paving outside a school for the 
visually impaired in Okayama city. Commonly referred to as tactile paving, the bumps on its 
surface and its bright yellow colour were designed to alert those with impaired eyesight of a 
road crossing or obstacle ahead. Thereby enabling them to navigate their environments safely 
and independently. Shortly after tactile paving’s introduction across Japan it was brought to 
the UK and by 1990, in compliance with the Disabled Persons Act, tactile paving had been 
introduced at almost every pedestrian crossing in England. Though well intended, many 
critics have argued that tactile paving only works in a discrete number of locations and also 
significantly limits the independence of other user groups. A recent ICE study found that the 
elderly, particularly those with walkers and wheelchairs had difficulty crossing the paving and 
even younger wheelchair users struggled. The gold medal winning paralympian Tanni Grey 
went as far to say; ‘I wish tactile paving had never been thought of.’

In the UK there are approximately 360,000 people registered as blind or partially sighted, and 
5-8 million with a mobility-limiting physical impairment. If, as the studies suggest, tactile 
paving significantly limits the independence of a greater number of people than it benefits, 
and of those it benefits it only does so in a few specific locations, then its continued extensive 
implementation might be fundamentally misguided. The adage ‘the road to hell is paved with Figure 43: Gojikara-mura context 

visual (Source: Jack Sardeson) 

Figure 44: Gojikara-mura south 
facade(Source: Jack Sardeson) 
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good intentions,’ is perhaps appropriate here, and its common-place usage indicative of the 
tendency for well-intended projects to go awry. Taking this into consideration it is tempting 
to view all overtly virtuous proposals as likely to be flawed in practice. However, in the 
case of tactile paving and architecture more generally I believe a more nuanced conclusion 
might be drawn. Namely, that there is an important distinction between performative virtue 
and the virtue of performance. For example, a building may be constructed from timber 
in order to appear sustainable (performative virtue) when concrete, due to the buildings 
scale, requirements, location, life-cycle etc., may have counterintuitively been the more 
environmentally friendly choice (virtue of performance). However, it is only through adopting 
a more evidence-based approach that the validity of a proposal can be ascertained. 

Within the architecture of dementia care there are many examples of similarly well-intended 
but fundamentally misguided design decisions. As there is little incentive for architectural 
practices to carry-out Post-Occupancy-Studies (POS), many of these features continue to be 
introduced with little regard for their impact on users. However, some forms of architecture 
are inherently more flexible than others and can therefore be adapted and altered in response 
to users’ needs, thereby resolving the more problematic design features. Gojikara-mura, which 
has been in operation since the 1980’s, is one such typology. Located in Nagakute city within 
the grounds of Itaka Ryokuchi Park, Gojikara-mura describes a collection of timber buildings 
that are situated on a steep wooded hillside, connected via a series of suspended wooden 
walkways. The campus consists of a residential care facility - accommodating 150 residents, 
a primary school, community centre, nurse college - of 300 students, a restaurant, and adult 
day care service. Described as ‘embracing imperfection,’ the simple timber construction of the 
campus enables its operators to make changes to the buildings without the need for specialist 
knowledge or equipment. 

Figure 45: Gojikara-mura First 
Floor Plan (Source: Jack Sardeson) 
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The steep and uneven terrain on which the facility is built would seem at first to be an 
illogical choice of site for those with limited mobility. However, there are a number of 
beneficial, and perhaps unintended, resultant consequences. Firstly, vehicular access is greatly 
restricted therefore the area is mostly pedestrianised, resulting in a far safer streetscape. 
Second, distances between buildings and conveniences are shorter than they would 
otherwise be, as journeys can only be undertaken by foot - a self-evident benefit for those 
with limited mobility. Third, the narrow wooden walkways spanning between buildings 
slow the able pedestrian traffic down to a pace not dissimilar to the ambulant residents. 
Incidentally, while studying senior living in the Alfama district of Lisbon Portugal I noticed 
a similar phenomenon on an urban scale. The steep cobbled streets and stepped narrow 
lanes prohibited vehicular traffic. Therefore shops and conveniences had over time spaced 
themselves not only in terms of walking distance but more specifically in terms of effort. 
In other words, the steeper the topography became, the closer the shops were spaced, as 
it evidently requires more energy to walk a short distance up a hill than its equivalent on 
flat land. Consequently, Alfama over time has formed a number of self sufficient tight-knit 
communities whose boundaries were defined by the distance its residents were willing to 
walk. Which, in turn, is partly responsible for its continued popularity amongst seniors, 
with some estimating it to have the highest density of over 65’s in Europe. If Alfama, with 
its steep cobbled streets, or Gojikara-mura, with its rickety timber walkways, were to be 
assessed in compliance with accessibility guidelines, they would both be found not only to 
be non-compliant but perhaps the exemplar of what not to do. And yet, both continue to be 
hugely popular and have arguably proved overtime to be more beneficial than their compliant 
counterparts.

Figure 46: Gojikara-mura corridor 
(Source: Jack Sardeson) 

Figure 47: Gojikara-mura wooden 
walkways (Source: Jack Sardeson) 
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Gojikara-mura’s designers in addressing this issue, described how a fundamental problem 
with much of the elderly design guidance is its emphasis on the physiological at the expense 
of the psychological. ‘By infantilizing residents through overly safe environments you often 
remove the important idiosyncrasies of space and enjoyment found moving from one place to 
another.’ Put another way, a wholly risk-free environment may allow for easier movement but 
may remove the purpose for doing so. They gave the example of the timber walkways which 
threaded through the surrounding forest, connecting the various parts of the facility. These 
walkways would not comply with accessibility guidance in the UK but importantly it was not 
their accessibility (or lack thereof) that encouraged residents to use them but the enjoyable 
experience of walking through the trees. Equally, as these walkways were not step-free 
residents who might have otherwise been more regularly taken in a wheelchair are encouraged 
to walk independently with a number of subsequent cognitive and physiological benefits. This 
is not to say accessibility guidance does not have its uses rather that in attempting to formally 
codify our relationship with the environment the existing guidance often underestimates the 
importance of the more nuanced components of space. 

Figure 48: Gojikara-mura support 
rails (Source: Jack Sardeson) 



55Winston Churchill Fellow Report 2020

Similarly underappreciated is the symbolic or connotative aspect of certain architectural 
elements. It is often remarked upon that seniors do not wish to fit out their homes with 
accessibility features such as grab rails, though they may need them, because in doing so 
the space becomes associated with disability. I observed that Gojikara-mura’s walkways had 
handrails however lacked this connotation of disability, due to the bridge-like architectural 
quality of their form. Bridges are not typically associated with disability and commonly have 
handrails therefore what would be seen as a mobility aid in a corridor context is normalised 
in a bridge/walkway context. The Dutch architects Aarons de Gelauff coined the term 
‘stealth-care’ to describe this design approach, in which accessibility features are introduced 
in a subtle, subversive, or integrated way to prioritise the dignity of the resident as well as 
providing support. 

Gojikara-mura is a unique and important precedent to draw upon moving forward precisely 
because of the way it has adapted to its context and evolved to meet the needs of users over 
time. In this way it has not generated the issues that have befallen less gradual and granular 
approaches outlined at the beginning of the chapter. The future of the architecture of care can 
learn much from this exemplary precedent and it is only through doing so we may become 
less reliant on the limited utility of existing guidelines, avoid the performative virtue fallacy, 
and create contextually appropriate spaces that support users psychological and physiological 
needs.

Figure 49: Typical plan layout 
of Japanese home emphasises   

exterior circulation (Source: Jack 
Sardeson) 

Circulation space

Shared/social space
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CONCLUSIONS AND 
RECOMMENDATIONS 
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The previous chapters have explored in depth the salient features of exemplar care facilities 
across Japan. Though not exhaustive in their analysis I have attempted to discuss in detail how 
and why these features make a significant difference for those living and working in care. And, 
in doing so, their potential applicability in other contexts. The following draws together and 
collates what has been discussed into six key considerations and recommendations:

1) Integrated Care

The number of people with dementia is increasing rapidly across much of the developed 
world. Japan is at the forefront of this demographic shift and has had to drastically adapt 
its architectural and economic models to meet the unprecedented need for adult social 
care. The most successful schemes, both in terms of the wellbeing of residents and their 
economic sustainability, were those that embedded their programme and function within the 
wider community and context. If the UK is to meet the demands of its dementia prevalent 
population, architects, developers, and councils must begin to think of care homes not as 
isolated nodes but part of a larger network. It is therefore not only care homes but their 
associated contexts and infrastructures that must adapt, and in doing so, ensure the viability of 
the whole.  

The Equality Act (2010) has outlined some of the responsibilities of local councils to ensure 
that care requirements are being met. However, this legislation is unhelpfully vague and does 
not consider the benefits of the more novel forms of care provision. In order to encourage care 
development of the kind described, robust incentives could be put in place for those who can 
demonstrate the wider benefit of a given scheme. A system not dissimilar to this currently 
operates in Japan making many of the smaller grassroots care schemes possible.

2) In Pursuit of Prevention

It is likely within the next decade treatments will be available that slow the progression of 
dementia. This will result in a significant increase in the population of people living with mid 
to mild symptoms for an extended period of time. Consequently, there will be an increasing 
need for less intensive care environments that support independence and prevent expensive 
and unsustainable hospitalisation. It is therefore necessary to develop care alternatives that 
enable residents to remain physically, socially, and economically engaged. Furthermore, it 
is vital that these facilities do not adopt the aesthetic tropes associated with care homes and 
instead offer an attractive alternative in order to encourage people to move before more 
intensive care is needed. 

The removal of stamp duty for those downsizing or moving to preventative environments 
would perhaps provide a financial incentive for residents to move. But it is equally important 
that incentives are put in place to promote innovative care design. The HAPPI studies 
went some way towards achieving this goal but have since lost momentum. Equally, the 
architectural press have been largely, and somewhat understandably, disinterested in care 
home design since the post-war period. It is therefore necessary to reinstate the importance of 
care home design within the wider architectural discourse. Perhaps through a Maggie’s Centre 
model specific to dementia or awards celebrating quality care design and practice.
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3) Virtue of Performance

New care facilities, though perhaps exemplary when opened, can be critically ineffective 
due to excessive energy and operational costs. The former of these is largely down to poorly 
conceived and/or implemented environmental strategies, indicative of a lack of coordination 
across the construction disciplines. The latter highlights a more fundamental issue. Namely, 
that the design methodology adopted has been one overly reliant on highly speculative 
assumptions rather than a robust evidence-base. This is in-part a consequence of the way the 
design process is currently conceptualised in combination with a lack of Post-Occupancy-
Studies (POS) to draw upon. As a result much of contemporary architecture is not principally 
designed for the end-users but as a manifestation of the architect’s own convictions. 

In reference to the first point, it is in the long-term interest of both care homes and the 
environment that energy efficiency and user control are a priority within care design. This 
initiative has been adopted by some but needs to be more widely implemented. Second, 
though it would be contractually and logistically difficult to require architects to perform 
POS on completed projects, utilising smartphone data in combination with qualitative studies 
could begin to build a more granular picture of the effects of different architectures on users. 
This is already being done to some extent on larger scale projects but it importantly its wider 
implementation might begin to reposition user-experience at the centre of architectural 
design.

4) Dependence is in the Detail

For those with dementia completing daily tasks can be a challenge, particularly when the 
environment limits their ability to do so. Smaller architectural details such as, the heights of 
door handles and cupboards, accessibility of bathrooms, and positioning of light switches 
play a significant role. Architects’ tendency to focus on the overarching narrative of a project 
can inadvertently overlook these details, having, in some cases, drastic consequences. As 
demonstrated by the Kema Kiraku-en rice lanterns, these details are not necessarily expensive 
or require novel forms of technology, rather require the architect to understand the daily 
rituals of the end user. In the same way Aalto’s ‘experimental room’ improved many of 
the features of the TB sanatoria, perhaps the PAMELA research in combination with the 
qualitative literature could do the same for those with dementia.

The linear model of the RIBA stages and the current prevalence of design and build contracts 
within the architecture profession, in many ways perpetuates this focus on the conceptual over 
the detailed. The mechanisms by which this might be addressed are beyond the scope of this 
conclusion. However, the consolidation of research and resources found on websites such as 
Housing LIN are key to formulating a more holistic approach to design propositions. 
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5) Risk and Being

Present guidelines overemphasize the physiological features of space and do not adequately 
account for how the more nuanced psychological aspects of; memory, purpose, and identity 
impact individuals. As the Gojikara-mura study demonstrated for those with dementia these 
nuanced factors and how they manifest in the environment can influence behaviour with 
significant health implications. Adherence to the former without considering the latter can 
limit short term risk but at the expense of autonomy and in doing so subsequently put the 
individual at greater long term risk. There is a balance therefore to be struck between these 
two but it is only through understanding the specific ways dementia affects individuals that 
architects can adequately address this balance.

There is an inherent danger that research in neuroscience, if broadly applied to architecture, 
might be as prescriptive and reductive as its physiological counterparts. Indeed there are 
already some examples of this misapplication in the neuro-architectural literature. Reducing 
one’s scope to specific conditions mitigates this to some extent but it is important to temper 
these conclusions with what could be broadly defined as phenomenological readings of 
space.  It is only through continued reciprocal collaboration with those in the neurosciences, 
architects can hope to meet the cognitive and qualitative needs of those living with the disease. 

6) Useful Fictions

There is a recurrent implicit assumption made in much of contemporary architectural design, 
that a building must be, for lack of a better term, honest. In the sense that a building must 
incorporate structure, materials, form, and narrative in a way that reflects the true function 
of an object and the realities of the present. This approach has its benefits but often whether 
a particular narrative is true or whether a particular material is used is largely down to the 
convictions of the architect. The fake bus-stop discussed in the Kema Kiraku-en chapter is 
an example of how elements of a design can be explicitly fictitious and ornamental, though 
importantly serve a vital representative function. Similarly, the doormat example in the Nara-
no-ha chapter demonstrated how space can be counterintuitively perceived both as void and 
solid simultaneously. This is not to say we disband with all notions of reality, rather to accept 
that the perception of truth is as much within the remit of the architect as the end user. 

Due to the fundamentally epistemological nature of this final consideration it would be overly 
ambitious to recommend a solution. However, it can perhaps provide a point of departure. It 
is widely accepted that our current forms of care provision will not adequately meet the needs 
of a dementia prevalent population. As demonstrated by the facilities visited in Japan there are 
viable alternatives that differ substantially from their UK counterparts. Therefore, now is not 
only the time to rethink how we design for dementia but perhaps, in doing so, fundamentally 
reframe how we design.
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APPLICATION IN PRACTICE
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LLANELLI  WELLNESS VILLAGE
Type: Mixed
Floor Area: 20,000 sqm
Location: Llanelli, Wales

It is a fairly rare occurrence that architectural research of this kind filters through into 
contemporary practice as most researchers do not get the opportunity to directly apply 
their findings and architects do not have the time nor resources to go through the literature. 
However, soon after completing my field-research in Japan I was fortunate enough to be 
asked whether I would join a team at Arup Architecture, who were about to begin designing 
a new form of care facility in South Wales. Namely, The Llanelli Wellness Life Sciences Village 
(LWLSV). This extensive development, commissioned by the Carmarthenshire County 
Council, consists of a range of assisted living and nursing care facilities centred around a 
Wellness-hub (WH). The WH is scheduled to be the first component of the project to be built, 
construction starting later this year. Though this facility is not strictly within the scope of this 
report, its design has been directly influenced by it and therefore represents a rare example 
of research applied in practice. The following briefly describes the WH’s overall design and 
outlines how it has addressed key challenges described in the report. 

The WH is composed of five core functions; a pool, sports hall, clinic, education and business 
suites. Most of these functions would perhaps not be readily associated with dementia or 
ageing but one of the principal aims of the project is to encourage activity and engagement 
in later life. The reasons for doing so, beyond the purely altruistic and self-evident, is the 
subsequent reduction of demand on health and social care services if those approaching 

Figure 50: Llanelli site model 
(Source: Jack Sardeson) 
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advanced age are in a safe, health promoting, environment. More broadly referred to as 
‘preventative care’ its benefits and savings are thought to be significant and therefore much 
of public policy has shifted in recent years to focus on how to prevent people needing more 
intensive forms of care. The architectural consequence of this has been to blur the boundary 
between the spaces typically associated with care and those that are not. The WH, for example 
recasts what we typically think of as spaces of elderly care to include health promoting spaces 
such as pools, gyms, and further learning. The Sun City models of the late 60’s arguably had a 
similar approach, yet emphasised exclusivity thereby cutting it off from the wider community. 
In line with findings of this report the WH subverts this tendency and actively retains its 
connection with the community not only by accommodating a mix of tenants; universities, 
businesses, and school programmes. But also, similar to the Nara-no-ha town hall model, 
provides a communal public space modelled on a ‘street’ at the heart of the scheme. The 
architectural language of this street references the existing Llanelli vernacular creating a space 
that is both new but familiar. In addition, the opening gesture formed by the splayed angle 
of the two wings serves a number of pragmatic functions whilst also inviting the user in, 
dissimilar to the foreboding features of other care facilities.

The WH, though also intended for a number of different user groups, is likely to be regularly 
used and visited by a significant number of people with varying levels and forms of dementia. 
It was vital therefore, beyond the programmatic features of the building, that the architecture 
of the WH both supported and empowered those using the facility. As discussed in the 
conclusion and Gojikara-mura chapter, it is not uncommon to see dementia friendly features 
retrospectively grafted onto a completed design. This not only indicates a lack of consideration 
on the architects part but also introduces unhelpful connotations of disability. The WH takes 
the opposite approach, considering the experience of those with dementia as a fundamental 
component of the underlying design. A notable example of this is how the building supports 
independent navigation. 

Difficulty navigating space is frequently highlighted in the neurological literature as one 
of the first symptoms of a number types of dementia. This is in part thought to do with 
how the disease affects the Entorhinal Cortex, a small part of the brain situated below the 

Figure 51: Entorhinal cortex 
(Source: Eric Kandel) 
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hippocampus. Whether this is the case or not, for someone with dementia, and indeed 
without, the experience of getting lost can be significantly traumatic. Many within the 
neuroscientific community have underscored the limitations of traditional forms of 
wayfinding, such as signage, brightly coloured walls, super-graphics etc.. Demonstrating that 
the more fundamental features of space provide far more reliable and intuitive navigational 
cues, particularly for those with dementia. Before describing how this research has informed 
the design of the Wellness-hub it is necessary to briefly outline our present understanding of 
how we navigate space.  

First it is important to distinguish the difference between navigating familiar and novel space. 
When walking through one’s own home our actions are mostly automatic and navigational 
tasks are largely processed by the striatum, while in novel spaces this mapping takes place 
in the hippocampus. For those with dementia even familiar spaces can appear novel and 
therefore they are more reliant on the second form. Second, broadly speaking there are two 
forms of cognitive mapping: the first is egocentric and the second allocentric. Egocentric 
mapping is understanding the world in reference to your own position in space and allocentric 
is the positioning of objects in relation to each other. A simple example would be the 
difference between describing a chair’s location in relation to you or in relation to the table. 
It is the objective nature of allocentric mapping that in part enables us to build a map of a 
given route in our heads and describe this to another person eg; the pharmacy is opposite the 
train station. While egocentric mapping is more reliant on direct lines of sight, e.g. being able 

Figure 52: Llanelli entrance 
(Source: Jack Sardeson) 

Figure 53: Llanelli lake view 
(Source: Jack Sardeson) 
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to see the pharmacy from your current position. For those with dementia, and indeed those 
without, egocentric mapping is far easier. Hence why care homes tend to have windows in the 
doors leading to communal spaces so residents can see the room beyond and thereby know 
where it is. However even for those with dementia, there are also spaces that are far easier 
to allocentrically map than others. The circular bowl of a stadium for example is relatively 
easy to map as it is the same in all directions. However, this does not necessarily mean that it 
is easier to navigate. There is the infamous example of the NFL player Jim Marshal at Kezar 
Stadium who mistakenly ran the length of the pitch in the wrong direction, triumphantly 
scoring a touch-down on his own side. Jim’s confusion was largely due to an inability to 
establish an objective direction in a 360 degree symmetrical space. This relates to the third 
feature of navigation, directional head cells. Discovered in part by John O’Keefe for which he 
won the 2014 Nobel Prize, directional head cells establish one’s orientation in space. This can 
be in response to a number of environmental features, the most reliable of which are distant 
landmarks such as a mountain range or church spire.

Returning to the Wellness-hub, these insights into how the brain navigates space, though 
only briefly described here, informed the design in the following ways. Firstly, as those with 

Figure 54: Llanelli cafe view 
(Source: Jack Sardeson) 

Figure 55: Llanelli street bench 
view (Source: Jack Sardeson) 
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dementia are less able to retain routes they have already taken, navigating the facility had to 
be more reliant on the intuitive route finding of a first time viewer. As such the ground plane 
of the building was designed to be as visually accessible as possible, resulting in a glass strip 
running uniformly around the perimeter above which the tectonic forms of the building 
seemingly float. Second, due to the orientation and converging form the central street takes, 
the focal point of the viewer is drawn to the lake which acts as a consistent north-south 
directional landmark, visible along the length of the building. Thereby orientating the user 
within the space. The red cafe serves a similar function in the East-West orientation, while 
also providing a multisensory anchor within the central space. Third, in contrast to the 
asymmetrical preference of most modern architecture, the layout of the building is largely 
mirrored in the north-south plane. As the cafe and lake provide consistent directional 
landmarks the broad spatial layout of the building can be ascertained from a single view 
point. Therefore the androcentric map formed by the user is far more intuitive, requiring less 
cognitive load, than its asymmetrical counterpart. 

This is only one aspect of the building’s design as to fully describe its features would require 
another report. But it is evident from this example that neuro-architectural considerations, 
though not applicable to the entirety of a building, can influence its fundamental design. As 
ever in the theory and practice of architecture there is no objectively right way of designing 
a building. However, it is also the case that there are far more deleterious ways of designing 
space than there are beneficial. My hope is by continuing to collaborate with the disciplines 
outside of architecture, particularly when designing for those most sensitive to it, we might 
create a better world for us all. 
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