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1.2-2.1.1 Functional Program Requirement

1.2-2.1.1.1 'The care provider shall be responsible for
providing a functional program for each facility proj-
ect to the project architect/engineer and the authoriry
having jurisdiction (AH]J).

(1) Projects that only involve activities such as
equipment replacement, fire safety upgrades, or
minor renovations that will not change the facility’s
function or character shall not require a functional
program.

(2) Findings and recommendations from the resident
safery risk assessment (see Section 1.2-3) shall be
addressed in the functional program.

1.2-2.1.1.2 The functional program shall include an
executive summary as well as detailed information
about cach operation conducted in the faciliry that will
affect the physical setting design.

1.2-2.1.1.3 The functional program or a functional
program summary shall be submitred to the AH] for
review along with the plans and specifications.

1.2-2.1.2 Functional Program Purpose

1.2-2.1,2.1 The functional program shall be used to
develop the physical space program that serves as the
basis for the project design and construction docu-

ments.

1.2-2.1.2.2 The care provider shall retain the func-
tional program with other design data to facilitare
future alterations, additions, and program changes.

1.2-2.1.3 Nomenclature in the Functional Pro-
gram

1.2-2.1.3.1 Names for spaces and departmencs used in
the functional program shall be consistent with those

ARPENDIX

A1.2-2.1.4.2 Shared services. n some cases, all ancillary ser-
vice requirements will be met by the principal facility and medifications
will be necessary only in the residential facility. In other cases, program-
matic concerns and requirements may dictate separate service areas.

A1.2-2.2.1.2 The information should take into account potential
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used in the Guidelines for Design and Construction of
Residential Health, Care, and Support Facilities {Guide-
lines for Residential Facilities). If actonyms are used,

they shall be clearly defined.

1.2-2.1.3.2 The names and spaces indicated in the
functional program shall also he consistent with those
used on submitted floor plans.

1.2-2.1.4 Shared Services

1.2-2.1.4.1 Each residential health, care, or sup-

port facility shall, at minimum, contain the elements
described in the applicable chapters of the Guidelines
for Residential Facilities. However, when a project calls
for sharing or purchasing services, appropriate modifi-
cations or deletions in space and parking requirements

shall be permicted.

*1.2-2,1.4.2 When a residential healch, care, or support
facility is part of or contractually linked with another
facility, sharing of services such as dietary, storage,
pharmacy, linen, and laundry shall be permitted
insofar as practical.

1.2-2.2 Functional Program Content
1.2-2.2.1 Owner’s Project Requirements

1.2-2.2.1.1 The functional program shall describe in
detail the care provider’s expectations for the project,
including the delivery of care model.

*1.2-2.2.1.2 The functional program shall provide the
following informarion for the project consistent with
the provider’s expectations for the delivery of care
model and project scope:

*(1) Who will be served by the project {residents, staff,

families, volunteers, etc.)

future changes in the care model and the need for flexibility in the
physical setting.

A1.2-2.2.1.2 (1) Evaluation of ways to incorporate intergenera-
tional interaction and integration with the community at-large into the
project should be part of the functional programming process.
























*1.2-3.3.2.5 Weight-carrying capacities

*1.2-3.3.2.6 Storage for mobility devices. The need
for storage accessible by staff and residents for lift
systems and related equipment and for residenc-
operated mobility devices shall be determined by
evaluaring equipment use in the facility.

*1.2-3.3.2.7 Provision of clearances

(1) Space shall be provided for resident care and for
mancuvering in and around areas where staff will
use resident mobility or transfer equipment.

(2) Resident rooms shall be sized, arranged, and
furnished to maximize safe resident mobility,
mobilization, weight-bearing, and ambulation
potential while minimizing risk to caregivers.

{3) Unimpeded clearances shall be provided at the
front and at least one side of the resident chair,
Clearances shall be equal to or greater than those
required around the sides and foot of the resident
bed.

{(4) Resident units shall be designed to maximize safe
residenc ambulation opportunities from resident
rooms into and through corridors.

*1.2-3.3.2.8 Destination points for resident ambu-
lation, transfers, and movement

(1) Idensified destination points (e.g., resident roorms,
bathrooms, community spaces) shall be evaluared

for ease of door operation to assure that passage in

APPENDIX

A1.2-3.3.2.5 Lift weight capacities range from approximately 400
pounds (181.8 kg) to bariatric expanded capacity lifts of 1,000 pounds
(454.5 kg) or more, Specification of lifts with a capacity of 500600
pounds {227.3-272.7 kg) will accommodate the greatest range of
residents. If bariatric admissions warrant, a minimum of one expanded-
capacity/bariatric lift (preferably fixed, ceiling-mounted) per unit should
be included, in addition to the lower-weight-capacity lifts.

A1.2-3.3.2.6 Space and electrical services for charging batteries
should be included in storage rooms for portable, floor-based lifts and
resident-operated mobility devices, Access to electrical power and
control services should be provided for fixed lifts and devices. Provision
of an eyewash station in these spaces should be considered depending
on the types of batteries being charged. Consideration should he given
to providing storage space for resident-operated mobility devices in
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either direction is not hindered due to door weight
or closure pressure.

(2} Door openings shall be provided in sizes and types
thac allow passage of resident mobility and transfer
equipment and accompanying staff.

1.2-3.3.2.9 Floor finishes, surfaces, and transitions
to facilitate safe and effective use of resident mobil-
ity and transter equipment

{1) No raised rhresholds or other raised flooring
transitions shall be used.

{2) No items with parts that all lic below a resident’s
field of vision shall be used (e.g., built-in planters,
benches)

(3) See Sections 2.4-2.2 (Archirectural Details), 2.4-
2.3 (Surfaces), and 2.4-2.4 (Furnishings) for
additional requirements.

1.2-3.3.2.10 Coordination between mobility and
transfer equipment and other aspects of the phys-
ical environment

(1) Building systems. Resident mobility and transfer
equipment installarions shall be evaluarted for
conflict with plumbing, mechanical, electrical,
communication, and life safety system equipment
installations.

(2) Environment of care characteristics. The effects of
the installation and use of resident mobility and
eransfer equipment on the environment of care
characteristics listed in Section 1.2-4.5 (Physical
Environment Elements) shall be evaluated.

resident rooms or dwelling units as space in common areas may prove
inadequate and inconvenient for resident accessibility.

A1.2-3.3.2.7 Maintenance of clearance zones should be included in
facility policy.

A1.2-3.3.2.8 Consider access routes to destination points in the
facility that will welcome residents {e.q., community and activity rooms,
gift shops, dining rooms, and healing gardens). Evaluate various des-
tinations for residents using resident mobility and transfer equipment
{i.e., locations to and from which residents travel, such as between the
bed, chair, and commode in the resident room or into an associated
toilet room or bathroom). Such considerations will aid in recognizing
appropriate equipment and designing a room and door openings to
accommodate portabie equipment and the residents and caregivers
using it.





















*1.2-4.5.3.1 An organized approach to wayfinding/
clarity of access for the entire campus or facility shall

be provided.

*1.2-4.5.3.2 The wayfinding approach shall include
an integrated system with coordinated wayfinding

elements.

¥1.2-4.5.4 User Control of Environment

How, by what means, and to what extent users of the

APPENDIX {continued)

modes (roadways, bus stops, vehicufar parking).

b. Planning for wayfinding should begin with the concept that the
average visitor or staff member will be able to easily find his or her
way throughout the facility.

¢. Outside wayfinding should be considered for both those walking
and those driving to the facility. If public transportation is available,
directions and signage to and from transportation sites should be
provided,

A1.2-4,5.3.1 Organized approach to clarity of
access. During the functional programming process, input from
hands-on care staff, facility managers, visitors, families, and residents
should be sought regarding wayfinding. This shoutd include evaluation
of the most common and problematic scenarios to identify shortcomings
in the wayfinding approach and help develop design criteria to address
them.

3. Consider use of the following in the design of a wayfinding system:

—LUniversal Symbols in Health Care™, where possible

—-knique landmarks {e.g., design elements such as color, art-
work, texture, change in architecture, plants)

b. Consider the need for the wayfinding approach to:

—Accommodate the needs of a particular care popuiation (e.q.,
the elderly, children, cognitively impaired, visually impaired,
and other particularly vufnerable populations, including resi-
dents with dementia and Alzheimer’s).

—(ffer varied presentations of the same information to accom-
modate users with different cognitive processes.

—Accommodate users with limited English proficiency (LEP) and
speakers of multiple languages.

-—Address the stress experienced by residents and families white
finding their way to unfamiliar areas in the facility.

—Address the needs of first-time users.

¢. The wayfinding plan should be integrated with relevant security
plans.

A1.2-4,5.3.2 Wayfinding elements, The wayfinding

approach should coordinate elements such as;

a. Visible and easy-to-understand signs and numbers

b. Landmarks

¢. Distinctive exterior views
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finished project (residents, participants, outpatients,
staft, and visitors) are able to control their environ-
ment shall be considered in the design of the physical

environment.

¥1.2-4.5.5 Privacy and Confidentiality

How the privacy and confidentiality of users of the
finished project will be protected shall be considered in
the design of the physical environment.

d. Distinctive changes in interior décor (surface color and texture, fur-
nishings, and window treatments

e. Provision of verbal directions

f. Paperinformation

g. Hectronicinformation

A1.2-4.5.4 User control of environment. During the
functional programming process, all opportunities to provide individual
control over as many elements of the environment as possible and
reasonable (including but not limited to temperature, lighting, sound,
and privacy) should be evaluated.

a. Lighting in resident and staff areas should altow for individual con-
trol and provide variety in lighting types and levels.

—Residents should have control in their dwelling unit of all
lighting.

—Residents shoutd have control of varied lighting in resident
bathrooms.

—Staff shoufd have control of varying lighting levels in corridors
outside resident rooms, at caregiver areas, and at central
caregiver areas to ensure that resident sleep is not disturbed by
general lighting not under control of residents/visitors.

b. Building systems design should incorporate individual control over
the thermal environment, including zoning of mechanical systems
that allow heating and cooling to achieve thermal comfort for indi-
vidual residents.

¢. Noise should be minimized in the design of the physical environment
and the selection of operational systems and equipment. Residents
should have the ability to control their auditory environment where
feasible and dinically safe. In community spaces that include televi-
sions, audio presentations, or other types of performances, alterna-
tive listening devices should be provided for residents who need
supplemental amplification,

A1.2-4.5.5 Privacy and confidentiality. The Health

Insurance Portability and Accountability Act (HIPAA) requires that

residents’health care information be kept private in all residential

health, care, and support settings that inctude discussion of medical

conditions.

a. n traditional sertings, public circulation and staff/resident circulation
should be separated wherever possible,



1.2 PLANN!MG/PREDESIGN PROCESS

*1.2-4.5.6 Safety and Security

How the safery and security of residents, staff, and visi-
tors will be addressed shall be considered in the overall
planning of the faciliry. See Secrion 1.2-3.7 (Securicy
Risk) for additional information and requirements.

¥1.2-4.5.7 Characteristics and criteria for selection
of materials and products for architectural
details, surfaces, and furnishings

1.2-4.5.7.1 The effects of macerials, details, colors,
textures, and patterns on residents, staff, and visitors
shall be considered in the overall planning and design
of the facilicy. See Section 2.4-2 (Architectural Details,
Surfaces, and Furnishings) for specific requirements.

APPENDIX (continued}

b. In neighborhoods/clusters and small house/househald settings,
public and private circulation paths should be provided and identi-
fied to support privacy for resident rooms.

c. Private spaces should be provided for all communication concerning
personal information relative to resident illness, care plans, life pro-
gramming, and insurance and financial matters.

d. tn facilities with multi-occupant resident rooms, private spaces
should be provided to permit residents and families te communicate
privately.

A1.2-4.5.6 Safety and security

a. The primary access points to the facility should be clearty visible from
outside. A system to control and secure ali access points at certain
times of day and in the event of an emergency should be provided.
During these times, electronic locks and monitoring cameras should
be provided to permit entry by autherized persons. Exterior lighting
shoutd be provided for parking lots and all entry points to the facil-
ity. At primary access points, prowision of local or remote reception or
security services may enhance security.

b. Since strict physical control of access to a residential health, care,
or support facility is neither possible nor appropriate, security is
enhanced through staff and resident training.

¢. Provisions should be made to allow residents to secure some personal
belongings in focked drawers or cabinets. Staff shauld be provided
with means to lock up small tems (e.q., purses, wallets, phones)
during work hours.

d. The physical environment should be designed te support the overall
safety and security policies and protocols of the organization.

e. Safety and security monitoring, when provided, should respect resi-
dent privacy and dignity.

f. Provision of safety features such as adequate lighting, non-tripping
surfaces, and landscaping that does not provide lecations for hiding
shoutd be considered for exterior spaces.
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1.2-4.5.7.2 Maintenance and performance shall be
considered when selecting these items.

¥1.2-4.5.8 Cultural Responsiveness

The culture of residents, staff, and visitors shall be con-
stdered in the overall planning of the facilicy.

*1.2-4.5.9 Support for Person-Centered Care

The relationship between the physical enviconment
and the person-centered care approach to planning,
delivering, and evaluating tesidential health, care, and
support services shall be considered during the func-
tional programming process. See Section 1.2-5.8 (Resi-
dent Qualicy of Life) for core values information.

A1.2-4.5.7 Selecting materials and products

a. Testing standards can verify whether a product provides specific char-
acteristies. When selecting architectural details, surfaces, and fus-
nishings, verification of third-party independent testing can ensure
that surfaces meet necessary code requirements.

b. In cortain areas of a residentsal bealth, care, or support facility, it will
not be pessible to use products with all of these characteristics; the
goalis to choase products with as many of these charactenstics as
possible.

A1.2-4,5.8 Cultural responsiveness

a. Organizational culture is defined by the history of the organization,
leadership philosophy, management style, and caregivers’ back-
grounds.

k. Regional culture is defined by the physical locatron and demograph-
Ics (including age, nationality, religion, and econemics) of the com-
munities served.

<. Buitt environment design, finishes, and color palettes should respond
to the geographic location of the residential health, care, or support
facility, taking into account climate and light; regional tesponses to
color; the cultural characteristics of the community served, including
resident choice; and the cultural background of the staff.

A1.2-4.5.9 S5upport for person-centered care.
Person-centered care is an approach to the planning, delivery, and
evaluation of residential health, care, and support services with the
objective of prowding a persenalized living enviropment for each
resident. The physical setting is designed to support the personalization
of services by staff, with an emphasis on the development and
maintenance of relationships and of activities that are meaningful for
each resident.
a. The person-centered care movement strives to transform health,
care, and support services based on person-directed values and
practices. The voices of the residents, bath spoken and gnspoken and

viel Heaoltr, Care, and Support Facintirs



M 1.2-5 Planning Considerations and
Requirements

1.2-5.1 Lighting Planning

1.2-5.1.1 General

The planning of new and renovated residential health,
care, and support facilities shall include identification
of daylighting, artificial lighting, and vision and
health needs during the programming phase to
derermine desired outcomes based on the resident care
population.

1.2-5.1.2 Lighting Planning Process

The process for lighting planning for new and reno-
vated residential health, care, and support facilities
shall include the following:

1.2-5.1.2.1 Evaluation of site conditions and build-
ing orientation. See Section 1.2-2.2.2.2 (1) (Site) for

requirements.

1.2-5.1.2.2 Evaluation of care population and access

to daylighting

APPENDIX (contisved!

sometimes interpreted by their families, provide the pnmary guid-
ance for the services, support, and care provided. Staff are tramed to
make the development of a positive relationship with the resident as
important as the service/care task being completed.

b. Person-centered care may require changes in organizational values
and practices, management phifosephy, workplace models, and
staff relationships at all levels, with an emphasis on teamwork. The
goal is to provide better outcomes for residents, families, and care
providers,

¢. Integral to person-centered care is the recognition that the built
environment has a significant effect on quahty of life, Both long- and
short-term Yiving environments should be designed to minimize
institutional spaces and maximize home-like spaces. Person-
centered outcomes are the result of the interaction between care
practices and the built environment.

d. Information on person-centered care (and the larger, more encom-
passing term of culture change) is available at:

—Planetree (www.planetree.org)

—Picneer Network (www.picneernetwork.net), Business case
information for culture change is available at www.pionaer-
network.net/Providers/CaseStudies and www.pioneernetwork.
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1.2 PLANNING/PREDESIGN PROCESS

*(1) Access to daylighting shall be included in the
project. See Sections 1.2-4.5.1 (Light) and
1.2-4.5.2 (Views of and Access to Nature) for
additional information.

(2) Daylighting goals shall be established for the
projecr.

(3} Fenestration, types of glazing, and window
rreatments for exterior windows and doors shall be
evaluated in relation to the use of interior spaces to
assure access to daylighe is provided.

1.2-5.1.2.3 Verification that artificial lighring and day-
lighting in a project responds to the needs of the care
popularion desctibed in the functional program

1.2-5.1.3 See Section 2.5-7 (Daylighting and Artificial
Lighting Systems) for additional requirements.

1.2-5.2 Acoustic Planning

1.2-5.2.1 General

The planning of new and renovated residential health,
care, and suppore facilities shall include identification
of acoustic needs during the programming phase 1o
determine desired ourcomes based on the residenr care
population.

net/Data/Documents/MedicaidCongresslongreljune12007 pdf.

—Action Pact (www.actionpact.com}

—Society for the Advancement of Gerontological Enviranments
(SAGE) {www sagefederation.org)

—"Senior Living Sustainability Guide®” {www.withsenicrsin-
mind.org)

—1nstitute for Patient- and Family-Centered Care (www.ipfcc,
org/advance/supporting.htmil)

—The Joint Commission monograph “Advancing Effective
Communication, Cultural Competence, and Patient- and
Family-Centered Care: A Roadmap for Hospitals”

A1.2-5.1.2.2 (1) Access to daylighting

a. Due to the significant health benefits of the natural environment
(e.g, circadian rhythm entrainment, Vitamin [ synthesis, reduced
depression), access to exterior spaces with daylight should be pro-
vided for ali residents, participants, and outpatients.

b, Windows, skyfights, and other sources of daylighting should be con-
sidered to minimize the need for artificial light during the daytime
and to allow residents Lo experience the natural daylight cycle,
which supports circadian rhythm entrainment.
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1.2-5.2.2 The planning process for new and renovated
residential health, care, and support facilities shall
include:

1.2-5.2.2,1 Evaluation of building location related to
exterior noise

1.2-5.2.2.2 Evaluarion of interior noise sources,
including the following;

(1) Elevators and their proximity to resident rooms

(2) HVAC fans and other MEP building systems

{3) Noise-generating appliances, whether for private,
communal, or facility use

(4) Communiry and staff work spaces proximate to
resident rooms

1.2-5.2.2.3 Verihication of compliance with the func-
tional program needs of the care population and staff

1.2-5.2.3 See Section 2.5-8 (Acoustic Design Systems)
for additional requirements.

1.2-5.3 Thermal Conditions

1.2-5.3.1 General

The planning of new and renovated residential health,
care, and support facilities shall include identification
of the stafl’s and residents’ desired outcomes and level
of control of systems that contribute to thermal condi-
tions and human comfort.

1.2-5.3.2 The planning process for new and renovated
residential health, care, and support facilities shall
include:

1.2-5.3.2.1 Evaluation of care population in relation
to thermal conditions

1.2-5.3.2.2 Evaluation of building systems that affect
thermal conditions

APPENDIX

A1.2-5,5.1 Sustainability planning. A growing body of
knowledge is available to help design professionals and care provider
organizations that provide residential health, care, and support services
understand how buildings affect human health and the environ-

ment and how negative effects can be mitigated through a variety of
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1.2-5.3.2.3 Evaluation of building systems that affect
thermal controls in resident rooms, staff areas, and
common spaces

1.2-5.3.2.4 See Section 2.5-3.1.2 {Venrilation and
Space Conditioning) for additional requirements.

1.2-5.4 Indoor Air Quality Planning

1.2-5.4.1 Planning for new and renovated residential
health, care, and support facilities shall include ident-
fication of all interior factors and building systems that

affect indoor air quality (IAQ).

1.2-5.4.2 The planning process for new and renovated
residential health, care, and support facilities shall
include:

1.2-5.4.2.1 Evaluation of care population in relation
1o indoor air quality

1.2-5.4.2.2 Establishment of JAQ goals for the facility

1.2-5.4.3 See Section 2.2-2.4 {Indoor Environmental
Quality) for addirional IAQ requirements.

1.2-5.5 Planning for Sustainability

*1,2-5.5.1 Requirement

Planning for new and renovated residential health,
care, and support facilities shall include establishment
of sustainability goals by an integrated stakeholder
team.

1.2-5.5.2 Planning for Sustainability Process

The planning process for new and renovated residential
health, care, and support facilities shall include these
steps:

strategies. To meet these objectives, care provider organizations should
use an integrated project delivery process and develop an interdisciplin-
ary design team to quide facility design. The intent of integrated project
delivery is to improve building performance by including design and
construction considerations from project inception.
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