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Care Villages

Over the past decade, several versions of a “Village Model of Care’ have emerged that
sometimes are referred to as ‘dementia villages’.

The term ‘Care Village’ is used in this article in order to emphasize that the
Village Concept is not limited to persons with dementia, and that the essence of this
approach is much more than just the “village style layout and physical
environment’. This article examines six of these currently operating Villages.

Methodology
For this article, an online search
was conducted to elicit articles and
news reports mentioning ‘villages',
‘dementia’and ‘care’. Specific leads
were followed-up once a “Care Vil-
lage” was identified.

A survey form was developed and
sent to eleven currently operating
‘Care Villages™ around the world.
Six Care Villages completed the
survey either on-line or were inter-
viewed by phone.

Two of the Villages, The Hogew-
eyk in the Netherlands, and Langley
in British Columbia. have been vis-
ited by the author.

From the survey, six factors
emerged as significant for under-
standing the Village concept:
= Admission Criteria;
= The Household model in terms of
number of residents and principles
for grouping;

- A Community Hub of Amenities:
- Outdoor access;

- A Psychosocial Approach; and,

- Security/Community Permeability.

Admission criteria

Some Care Villages admit resi-
dents with a broad range of Assist-
ed Living and Chronic Care needs
while others have developed a spe-
cialty for dementia residents, and
some target a particular segment or
stage of dementia.
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By Bill Benbow

The ‘Household Model’

The main ‘building block’ of a
Care Village is the ‘Household
Model", also known as the Small
House Model. This model reduced
the number of residents in Nursing
Home units down to approximately
6 10 20 residents. Some proponents
feel strongly that 15 should be the
upper limit, and others feel that
6 is the ideal. This lower figure is
sometimes referred to as “The Small
Group Model’.

Underlying principle

For this article we will use the
term ‘Household Mode! as it en-
compasses the residents in their
Home. The underlying principle is
the provision of a "human scale en-
vironment® where residents can live
their lives as normally as possible.

The ‘Household Model” customar-
ily includes private resident rooms
with ensuites, domestic Kkitchens
with dining area. and lounges.

An ‘empowered Household'. spe-
cific and often with multi-tasking
staff, is an important component.
as is the inclusion of residents in
every-day activities such as assist-
ing with food preparation, laundry,
cleaning, etc.

An important aspect of the ‘House-
hold Model’ s the composition of
the residents: i.e., how residents
are grouped. Some facilities group

residents into Households by their
functional abilities and disabilities,
usually related to disease stage.

Other facilities group residents by
their personal values and historic
lifestyles.

Some facilities have combined
several Households into Neighbour-
hoods of two or more Households,
sometimes sharing an adjacent ac-
tivity and walking area as in Ever-
green’s Creekview Center in Wis-
consin. This has been found to be
more economically viable and bet-
ter for staff support than stand-alone
Households and led to the Care Vil-
lage Model (Benbow, 2012).

A community hub

of amenities

A community hub of amenities,
such as a café, general store, hair
dresser. activity rooms, theatre,
etc.. provide opportunities for out-
ings. activities and a safe walking
zone for residents. *“We all need to
get out of the house on occasion to
meet with others and participate in
a wider range of activities than may
be available within our immediate
‘family group” (Nelson, 2009).

QOutdoor access
QOutdoor views and easy access
are critical to Quality of Life. There
is growing research that supports
spending time outdoors both pas-
Canadian Nursing Home



stvely and actively. exploring, gar-
dening, walking along a path. or just
sitting 1o soak up the sun, Benefits
include a positive impact on men-
tal health, mood. reduced agitation
and aggression and reduced behav-
ioural medications. and better sleep
{Chaudhury, Caukins. Benbow,
2014).

A psychosocial
care approach
From the beginning. these House-
hold units were based on a person-
centred approach as espoused by
Kitwood with his emphasis on psy-
chosocial needs.

Kitwood’s key concept is that
personhood is bestowed through re-
lationships and meeting social and
emotional needs (Kitwood, 1997;
Jenkins, et al., 2013). These needs
are basically Belonging. Oceupa-
tion. and Selt-identity, and meet-
ing these needs is a critical compo-
nent 1o Quality of Life for residents
(Benbow, 2019), Without this atten-
tion to Care in terms of residenis” in-
dividual needs. interests. emotions
and relationships. the Household
model often fails to improve Qual-
ity of Life relative to larger units
(Eden Website, Benbow, 2019).

Security/permeability

Facilities that specialize in demen-
tia care. and those with Special Care
Units, traditionally utilize some
form of exit controls to provide a
safe and secure environment and
prevent elopement.

Recently, some authors have raised
concerns about. . .
L. Segregating persons with demen-
tia, and
2. Detaining persons with dementia
against their will,

These authors note that. often peo-
ple with dementia move into a Care
Home under duress or unwillingly.

Also. segregating people living
with dementia. from residents with-
out dementia, with locked doors
and tences, often means they have
limited access to soctal activities,
the outdeors, and the broader com-
munity.

The authors argue that this is a
violation of their human rights: peo-
ple with dementia continue to wani
choices and a say in their living con-
ditions, lifestyle and independence
(Steele, 2019; Power, 2016).

Evolution of the
*Village Concept’

Of course. the Village concept
developed and evolved to provide
greater independence and freedom
of movement and experience for
residents. For persons with demen-
tia it was always intended to be an
open society with minimal reliance
on restraints for people who need
the protective care and support of a
nursing home.

All Care Villages try to minimize
the intrusiveness of locked doors
and fences with an array of strate-
gies such as camouflaging exits.
out of sight and around the corner
egress doors, landscaping to mute
fences. and other distractions such
as busy outdoor squares, walking
paths, activities and seating tn beau-
tiful gardens,

Technology is helping to meet
some of the security needs with GPS
tracking, door and floor sensors to
alert staff of residents’ movements.
cameras, etc.

In addition, Care Villages are mak-
ing concerted efforts to mitigate the
gated community connotation and
make their Nursing Home more per-
meable by welcoming the surround-
ing Community into Village life.

Hence. in our analysis of the fol-
lowing six Care Villages, we shall
note both the degree of permeabil-

Volume 30, Number 4, December, 2019

ity with the surrounding community
and the measures taken to provide a
safe and secure environment.

Sherbrooke Village,
Saskatoon

One of the earliest Care Villages.
The Sherbrooke Community Cen-
tre composed of the Kinsmen and
Veterans Villages, opened in Saska-
toon, Saskatchewan in 1999.

An internal street links eleven bun-
galow style houses in two groups,
the Kinsmen Village of seven
Households of 9 residents each and
the Veterans Village of four House-
holds each with [0 residents. This is
considered the optimum number of
residents as any more makes it dif-
ticult for both residents and staff to
form relationships. Larger groups
result in staff being more task-ori-
ented and less focused on relation-
ships. A Household of 20 residents
can medn as many as 30 staff in-
volved with a resident. (Personal
communication, Suelien Beatty).

Moving-in criterta includes all
Complex Care including dementia,
especially the more complicated
residents with unmet needs. Origi-
nally. two of the Sherbrooke Village
Households were dedicated ‘Memo-
ry Care for Persons with Dementia’.

Segregation of dementia

residents is wrong
Sherbrooke now believes segrega-
tion of dementia residents is wrong
as it stigmatizes residents with de-
mentia: the label ‘dementia’ con-
notes something to lear and avoid’.
Both staff and residents become
isolated. Fear and prejudice grow:
persons with dementia are seen as
potentially dangerous.
Persons with dementia do better
when integrated with residents who
do not have dementia. They benefit
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from the role models of cognitively
intact residents.

Fully integrated!

One of the dementia specific
Households at Sherbrooke has been
fully integrated with the gencral
Complex Care population. and the
remaining specialized Household
is reserved for residents with chal-
lenging, unmet needs.

Currently approximately 63-70
percent of residents have a demen-
tia diagnosis which is on par with
other complex care nursing homes
in Canada. Residents are grouped
by individual care nceds and com-
patibility. {Personal Communication,
Suellen Beaity).

The houses of the Veterans Vii-
lage at Sherbrooke have ten pri-
vate bedrooms each with their own
two-piece ensuite, while the houses
of Kinsmen Village each have five
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private and two semi-privitte bed-
rooms that share washrooms.

The houses are bungalow style.
with their own front door and a
backdoor into a backvard. Each
House has a domestic Kitchen with
a stove controlled by a keved swilch
where 90% of food is prepared. A
designated and locked cupboard
stores medications and records.

Off the kitchen is a domestic scale
dining room. There is also a living
room adjacent to the dining room
with access to a patio and garden.

Pairs of houses are joined through
a service corridor with storage.
housekeeping and bathing spa.

Connecting the *Villages’

The Internal Street connects the
villages to a wide variety of servic-
es and amenities including a café.
spiritual care centre. multipurpose
rooms, the Tumbleweed Gift and

Thrift shop. art studio. accessible
computer room. farmers’ markel,
hair salon and access to "al grade’
cardens. With frequent minus
20-degrec winter temperatures the
Internal Street is quite necessary.

Multi-skilled daily living assis-
tants work in the houses. The staff
are qualified. special care aides with
additional training in housekeeping
methodology. food safety, and med-
ication administration.

Sherbrooke is committed to consis-
rent staffing, meaning that all care
staff belong to a specific “neigh-
bourhood® and group of elders.

Nurses are available in a model
that resembles Home Care. In addi-
tion. Sherbrooke utilizes the assis-
tance of about 400 volunteers.

The Eden Alternative®
This Village Model espouses the
Eden Alernative philosophy of
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W.H. Thomas - which makes the
fine distinction between person-cen-
tred care and person-directed care,
narmely. that rather than decisions
being made by a group of caregiv-
ers, decisions belong with the elder
or as close to the elder as possible.

The Eden Alternative is based on
Seven Domains of Weli-Being: se-
curity, autonomy, growth. meaning.
connectedness, identity and Joy.
These “domains” are critical to ad-
dressing the individual’s loneliness.
buredom and helplessness.

The Sherbrooke approach main-
tains that their approach entails
much more than just a change to the
physical environment - it also re-
quires organizational culture change
to make it work. . . And the need
for ongeing stafl monitoring and
training to ensure the change sticks
(Sherbrooke Community website).

Range of security
Sherbrooke’s Care Village 1s mov-
ing towards a dementia inclusive

=
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community where there is a range of
security and mitigated risks but re-
duced detention. i.e., external doors
are locked evenings and nights. and
for inclement weather.

GPS monitoring/tracking
Open egress prevails Monday to
Friday daytime for most residents:
those al risk have a wrist band that
locks exits only for them. Some
residents are equipped with GPS
and other tracking aids. In addition,
exits are well covered by cameras.
Only the one Household for resi-
dents with challenging. unmet needs
is secure most of the time. Risks are
mitigated through a comprehen-
sive program to educale the broad-
er community to offer assistance
to residents who are exploring the
town and appear to need assistance.
“In our world at Sherbrooke.
if people want to leave. we look for
what it is they are sceking that is nol
in the environmem and try to pro-
vide it, or alternatively. what it is

IR
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they are trying to get away from and
try to remove it: usually. it is one of
these two things.

Often people are looking for
‘home,” which can be more a feel-
ing than a reality. It could be their
childhood home or a place they like
to be, or just somewhere else other
than where they are. Tt is usually
somewhere where they feel safe.

1 think their seeking ts very pur-
poseful and underlying that activity
is an unmet need.” (Personal cont-
munication, Suellen Beaity).

Sherbrooke strives to include the
community in village life by en-
couraging friends and guests to
have meals with residents.

Visitors with school kids are wel-
come; a children’s Day Care. a cat
rescue program, and an Art Shack
with community artists, are also
part of Sherbrooke’s inclusiveness.

Sherbrooke is operated by the Sas-
katoon District Health Region.

Below - Key Landmarks of

The Hogeweyk
{Also See following page)
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The Hogeweyk,:ﬁ‘he Netherlands

One of the most well-known Care
Villages is the Dutch model. The
Hogeweyk. located in Weesp. near
Amsterdam, The Netherlands.

Mr. Eloy van Hal. senior advisor
and one of the founders of the Ho-
geweyk, states that “there are many
misunderstandings about what The
Hogeweyk Concept is about...”.

“Dementia villages differ a lot, and
although we might be the inspira-
tion. some are really completely
different, and others completely
according to the model. The Hoge-
weyk provides high level. licensed.
Long Term Nursing Home Care.”

The Hogeweyk success

An excellent analysis of what
makes The Hogewevk a success can
be found in & Report by Tony Jones,
an Australian Behavioural Consul-
tant who visited The Hogeweyk
in 2014. He saw no occurrence of
BPSD (Behavioural and Psycho-
logical Symptoms of Dementia)
during the more than four days he
worked there as an Activities Vol-
unteer. He was told that BPSD are
very rare there (Jones, 2014)."

The founders of The Hogeweyk
began devising their innovative
model as early as 1993 in an older
nursing home with person-centred
care support. small-scale household
living lifestyles. activity clubs and
events, and central amenities. This
concept was the basis for the on-site
new building replacement opened
in 2009. (See illustration previous page)

A licensed LTC home
The Hogeweyk is a licensed non-
profit Long-Term Care Nursing
Home for people with severe de-
mentia. some with psychiatric as-
pects. This includes Stages 5 to 7
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on the Global Deterioration Scale
{GDS/Reisberg Scale) which in-
cludes middle and late stage de-
mentia. Residents stay until death
and receive palliative care. Approx-
imately 40 percent are wheel chair
dependent. (Persenal Communica-
tion, Eloy Van Hal).

A life of ‘normalicy’

The Hogeweyk, started with 152
residents in 23 apartments, each
with 6-7 residents in tymical brick,
two story row-housing buoildings
arranged with streets. squares, gar-
dens and a town centre or hub of
shops. cafés. restaurants. theatre
and other amenities. It has grown to
169 residents in 27 apartments.

The intent of the founders and
designers was to provide residents
with the ability to live their life as
‘Normally' as possible in the life-
style they enjoyed prior 1o their
need for care.

The building design and layout is
like a typical Dutch Village where
residents shopped daily for food
and supplies and walked or biked to
village amenities, The critical dif-
ference is that the houses form the
perimeter and the squares. gardens
and streets are on the inside so that
residents have the opportunity to be
engaged. safely. in all aspects of a
normal life, including shopping. en-
joying the outdoors and going for a
walk throughout the Village.

Few resident limitations
Outdoor gardens, squares and
paths comprise 50% of the 15310
square metre site.

The only limitation to the treedom
to wander is that. unless accompa-
nied. residents do remain in the vil-
lage. There is one main entrance

controlled by a receptionist.

Each Apartment Household is
family scale with 6 to 7 residents.
all with their own private room,
sharing two washrooms and toilets,
& domestic kitchen, dining area. and
lounge.

Six is considered the ideal number
of residents in a Household based
on the staffing model of one senior
Caregiver in each of the morning
and aftermoon/evening shifts and an
assistant caregiver in the morning.

Senior advisor, Eloy van Hal feels
that. in their experience. more than
6-8 residents do not work well for
the social care needed. Households
have different internal layouts and
exteriors as cues and landmarks to
aid in wayfinding.

The ‘Six Pillars’ of the
Hogeweyk Model of Care

Hogeweyk follows a social model
of care with Six Pillars. They are:
1. *A Favourable Surrounding’ de-
signed to provide a setting of a nor-
mal and familiar household.

2. "Life’s Pleasures’ so that resi-
dents can continue to live their lives
as they are used to, with opportuni-
ties for sacial activities and relation-
ships within the Household and in
the 30 different kinds of clubs and
events inside and outside the ncigh-
bourhood.

Government funding covers a min-
imum of 30 minutes of activity and
events for each resident per week.
with the option available for resi-
dents to purchase additional activity
clubs and events.

3. ‘Health® with highly quali-
fied medical care and support and
an emphasis on well-being and a
social-relational system to ensure
Quality of Life.

Canadian Nursing Home



4. ‘Lifestyle” which includes sur-
roundings, environment. interior
design. social behaviour, daily rou-
tines. preparation of meals, and
norms and values.

5. 'Employees and Volunteers™ are
trained to share this vision, and
whenever possible include residents
in their activities such as for gro-
cery shopping and preparing meals.

6. “The Organization’ actively sup-
ports this vision to de-institutional-
ize, transform and normalize.

Uniqueness of Hogeweyk
What makes The Hogeweyk model
unique 1s its focus on compatibility
by providing a familiar and harmo-
nious environment through ‘Life-
style’ groupings of residents into
Households that resemble discrete
Dutch culture expression.

Originally seven life-styles were
utilized; this has evolved to four
distinct household designs and in-
terest groupings:

- Urban (City).
= Traditional (artisans and farmers),
= Formal (well to do), and

« Cultural {cosmopolitan).

In Hogeweyk, residents can con-
tinue their daily life as it would be
outside a nursing home with like-
minded well-suited people in a way
that is safe and familiar to how they
have been living. Each Household
can have residents with a range of
funclioning as they are not grouped
by degree of dementia or behaviour.

Community inclusion
An important element of the Ho-
geweyk concept is the inclusion of
the surrounding community. The

on-site restaurant and theatre are
open for the local community - and
school children are involved every
week in Village activities.

Residents leave the Village on
bike tours, day-trips, and walks so
that the surrounding neighbourhood
is part of their lives,

Community access
Mr. van Hal, has indicated that next
time he would design the entrance
of the restaurant so that it is more

directly connected to the street to
facilitate community access. In our
viSit we saw numerous visitors and
groups using the Village resources.
The Hogeweyk is a not-for-profit
facility which cost 19.3 Million Evros
to build with Government funding
and some additional fund raising.
Operating costs are subsidized by
government on a par with tradition-
al nursing homes, with additional
funding from residents for supple-
mentary activities and events,

Bryghuset Svendborg, Denmark

Bryghuset opened as a Care Vil-
lage in November. 2016, after con-
siderable renovations of an older
2 - 4 story Nursing Home that had
once been a brewery. The facility is
fenced with one main entrance.

Admission critieria includes mod-
erate g severe (lementia.

Currently 125 residents

The buildings now include 125
residents each with their own apart-
ment. including 56 apartmenis
for advanced stage residents in 7
Household-like sub-sections of 9
to 10 residents each. another sec-
tion of 43 apartments for moderate
stage residents in assisted living ac-
commodation. 7 temporary guest
homes. and 19 guest homes for
younger people with disabilities.

The residents’ accommodations
arc one or iwo-room apartments
with a kitchenette and large disabil-
ity-friendly ensuite: they are large
by nursing home standards. with an
average of 55 to 90 square meters.

Open-plan
kitchens
Each Complex Care Sub-section/
Household has a common living
room with an open-plan kitchen/
dining area, a laundry room and a
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small nurses station. Food is cooked
in a ceatral commercial kitchen for
hot meals. with lunch and deserts
prepared in-house.

Outdoor garden area

An adjacent property of 6300 sq.
metres was purchased in order to
add a large outdoor garden area with
a network of paths, raised beds and
a barn with chickens and rabbits.

Residents have access to an ac-
livity centre with a hairdresser, po-
diatrist. general store, second-hand
shop. restaurant and café. as well as
a"gentlemen’s cave, a music library,
a country kitchen, physical training
facilities and a hobby room all on
the ground Aoor within a one and
one-half metre fenced perimeter.

Moderate stage residents can nav-
igate the lifts successfully and find
their way to amenities - but the ma-
jority of restdents need to be accom-
panied by staff, volunteers or family
(70% to 80% of residents).

Grouping and function

Bryghuset does not follow the
Lifestyle Model of grouping resi-
dents. instead. it places residents
according to assessed functioning
into Assisted Living for moderate
stage dementia, or Care Residences
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Bryghuset Care Village,
Denmark

for advanced dementia. and by age
and/or Iriendship.

There is some use of older remi-
niscence type furnishings. but this is
not a major emphasis. Wayftinding is
assisted by ‘artistic signage”.

Person-centred approach

Bryghuset's model of care is
based on Kitwood’s Person-centred
approach which promotes relation-
ships as key to conveying person-
hood. The aim is to offer a safe and
familiar way of living for people
with dementia. so that they can still
feel part of the local community.
Everyday life is what matters. and
stilt being part of life outside the
village is promoted.

The own of Svendborg is quile
involved in Brychuset and covers
the cost of additional outings and
activities. The Activity centre is
open to seniors from the local com-
munity and visitors. including chil-
dren, are welcome to enjoy the park
and gardens. Residents are taken
on Rickshaw-style electric bicycle
tours around town by volunteers,

Denmark prohibits the confine-
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ment of dementia residents, The
perimeter fence at Bryghuset is lim-
ited to 1.5 meters - s0. easy 1o scale.
The one main entrance is normal-
ly not locked. but rather is hidden
from view. Residents who have a
tendency to leave the home and get
lost wear a GPS tracer in a pocket or
bag and are distracted from wander-
ing by the diversions and amenities
afforded by the park-like setting.

The Project Manager has specifi-
cally recommended that the ‘de-
mentia’ label for this type of Care
Village be replaced with something
less demeaning: ergo the *Care Vil-
fage® designation. (Personal Commnu-
mication, Annette Soby).

Bryghuset is a not for profit facil-
ity which receives the same operat-
ing subsidy from government as tra-
ditional nursing homes in Denmark.

The Village Langley, B.C.

The Village Langley, aka, *The
Village at Anderson Creek’, opened
in August. 2019 as the first Care
Village in BC. It offcrs supportive
living for persons with dementia.

A cluster of 6 single story coltage
style homes (3 duplexcs) are set on
five acres of park-like grounds.

Connected households

A muain paved walking street con-
nects the Households to a Com-
munity Centre and garden areas.
including sensory gardens, a farm-
yard with barn and veggie patch.
outdoor activity ferraces. a games
tawn. natural meadows and a vil-
lage plaza.

Two of the Houscholds are for
Complex Care and four are Assisted
Living, They are identical in design
except for the Complex Care having
ceiling lifts and contrasting totlet
seals.

7000 sq. ft. households
The Assisted Living couages can
be easily modified for Complex
Care as rooms are designed to
bear “ceiling lift tracks” if required.
Grouping is by need: Assisted Liv-
ing or Complex Care, and to some

degree, by age. and preferences.
Each 7000 square foot Houschold
has 11 single rooms and | double,
each with their own ensuite, which
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includes a European style shower.
The double room’s design lacks pri-
vacy, which could be problematic.
Open plan layout

The overall layout of the House-
hold is quite good with an open
plan domestic Kitchen. dining area,
living room. activity/rec room.
sunroom/den, short corridors with
no dead-ends, and excellent visual
access to amenities from resident
rooms. A public washroom is adja-
cent to the dining area.

A service area connects pairs of
Households with a soiled utility
room, laundry, and bathing spa, as
well as storage.

Main hot meals are provided to
the Households by a central com-
mercial kitchen. The Households
provide breakfast and baking in the
well equipped domestic kitchen.

Of special note is the ‘Rationale
Oven’ in each Household kitchen
which is WiFi linked to the Village
chef.

A second fridge is just off the
kitchen and is easily accessible by
residents for snacks and drinks.

The Community Centre houses
shops. art and wood working areas,
a barbershop and spa and a large ac-
tivity area which residents are free
to visit when they go to their local
town centre. The community amen-
ities are open to the public to create
a continuity with the surrounding
neighbourhood.

Life-styles paramount
The Care Model is very much
person-directed where the joy, hap-
piness, and lifestyle needs of each

unique resident are paramount.

Village Langlev. Langley. B.C.
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A modified ‘Maslow type’ ‘well-
being’ pyramid is used to illustrate
Intrinsic Needs (Psychological) and
Extrinsic Needs (Physical) based on
Dr. Power’s approach. (2016).

Well-trained, *Enriched Living Fa-
cilitators’ (ELFs) staff the House-
holds, and services of other profes-
sionals are offered centrally.

Variety of activities

A good variety of activities are
available in the Community Centre
and grounds, but Elroy Jespersen,
Project Leader and a main force be-
hind the Village, believes that 75%
of activities will occur in House-

holds. (Personal communication)
The Village uses a Concierge-con-
trofled, out of sight, main entrance
in the Community Centre. and a
perimeter fence around the entire

T =
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Village. It also employs Blue Wil-
low GPS technology which locates,
tracks and records all residents and
staft as they move about the Village.

Free movement issues
The concept of the tfree move-
ment of residents is often a chal-
lenge for health authorities. In The
Village Langley's case. the authori-

CareBright opened lreland’s first
purpose-built community for peo-
ple living with dementia in Bruff,
County. Limerick. Ireland, in
March, 2018, on a 4 acre site with
a total complement of 18 residents.

The village has three T-shaped
modern bungalows and a *Commu-
nity Hub’. with extensive gardens
and paths

Admission criteria

Admission criteria is early- and
mid-stage dementia, as the opera-
tors found that thts group can best
benefit from village opportunities.

In the experience of the operators,
those with more advanced stage de-
mentia require more assistance and
cannot benefit as much from the op-
portunities of the Community Hub.
Still, residents stay for life as their
needs increase.

The three bungalows each contain
six one-bedroom apartments along
the main branch of the 'T.” each
with a large bedroom. an ensuvite
with shower. a sitting area and pri-
vate patio garden.

These apartments connect to the
communal living spaces, which
include a domestic kitchen, din-
ing, living room, and social nooks.
Meals are prepared in house with
resident assistance.
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ty that licenses Complex Care facil-
ities in that Health Region insisted
that a secondary perimeter fence be
installed around the patio gardens of
the two dementia higher Care cot-
tages: and even this had to be raised
to a higher height than initially in-
stalled. So, security concerns trump
even modest risk for some authori-
ties. which effectively negates the

CareBright, Ireland

Interior décor is designed to help
residents connect with memories.

An out of sight utility room con-
tains a med cabinet and laundry.

‘A social day club’

The Community Hub is a *Social
Day Club.’ also open to the broader
community which offers a wide va-
riety of social activities including a
forty-seat Café open to the general
public, a sensory room, hair dress-
ing salon, arts. crafts. gentle exer-
cise, husbandry and gardening.

The garden pathways are like little
roads, wide and paved, leading to
a large kitchen garden with raised
beds, a sensory and remembrance
garden, and lots of sealing areas.
There is also an animal sanctuary

with pygmy goats.

‘Lifestyle Cultural Model’

The Village follows a "Lifestyle
Cultural Model” with people living
together who share the same ideas
and values in life.

Some grouping is emerging as
residents age. with one Household
geared to residents in advanced de-
mentia stage.

CareBright’s ethos is to live life in
an environment which focuses on
social interaction, peace and au-
tonomy.

main point of the Village Concept.

‘.. .10 allow residents the
freedom to wander and access
community amenities within
a protected environment.

Village Langley is a private facil-
ity with no subsidized beds. Month-
ly operating costs are estimated to
be $7,300 for Assisted Living and
$8.300. for Complex Care.

‘Household Model
of Care’

The client is at the centre of an
activity-based “Household Model of
Care’ with the aim of helping resi-
dents live as well as possible with
dementia.

Residents are encouraged o par-
ticipate in activities of daily living
such as making breakfast. a daily
wash, and making their bed.

Staff sensitivity essential

The importance of staff atitude
1s emphasized with an understand-
ing that achieving the “goals of the
model” is dependent upon staff be-
ing sensitive to the needs of persons
with dementia.

Life in CareBright is meant to feel
open and tree, with the Village style
encouraging residents to inferact,
and take advantage of the amenities.

Gated community

Even so. it is a gated community
with a perimeter fence and one main
entrance controlled by key pad.

Cameras cover the front entrance
to ensure resident safety.

The main difference with other
models is the smaller scale of Care-
Bright: a total of 18 residents in the
Village, with six to a Household
considered the “magic number;”
and the acknowledgement that the
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village model is most suitable for
early and mid-stage dementia.

One particular feature to the Care-
Bright approach is the insistence on
family involvement: families must
commit to visit residents a mini-
mum of three times a week. { Person-
al communication, Manager Majellu

Murphy, CareBright website).

CareBright is a not-for profit
social enterprise and cost approxi-
mately 5.6 million Euros to build
- with ongoing fundraising for ame-
nities. Operating costs are eligible
for government subsidy through the
Fair Deal Program.

The Care Village, New Zealand

The Care Village. New Zealand,
formerly known as ‘Whare Aroha
CARE’, opened in 2017 on a 1.3
hectare site (3 acres) situated on the
edge of Lake Rotorua. about 200
kilometers south of Auckland, NZ.

Hogeweyk inspired

The Care Village New Zealand is
inspired by and based on the con-
cepts of The Hogeweyk and asserts
that it is the first in the southern
hemisphere.

However, similar to Sherbrooke.
The Care Village NZ admits resi-
dents of a range of care levels from
Resthome. Hospital level (high
level care), and Secure Demen-
tia Level care. They do not admit
the very high psycho-geriatric care
level residents. However, Thérése
Jeffs, the chief executive. estimates
that 80 to 85% of residents have a
level of dementia. (Thérese Jeffs.
personal communication).

The Village consists of 13 single-
story. mid-century style house-
holds, themed according to the life-
style of that era, with 6 - 7 residents
each.

Private bedrooms

Residents have private bedrooms
and many share washrooms be-
tween three residents, a domestic
kitchen, dining area and lounge.

There are some ensuites. Res-
idents, if able. assist staff in pur-
chased food at the village store and

preparing meals in-House.

Five New Zealand

‘lifestyles’

Similar to The Hogeweyk. resi-
dents are grouped according to five
New Zealand ‘Lifestyles’ so that
they share similar backgrounds:
Rural Living. Urban Living. Cul-
tural {indigenous peoples}. Simple
Living and Classical Living. These
have evolved from an original seven
and been adjusted over time. As a
result The CARE Village, New Zea-
land. has a mix of levels of care in
their Households.

Residents may remain in their
house as they progress through lev-
els of care as their condition dete-
riorates to end of life. "It doesn’t
cause a problem. Six residents (no
matter what the mix) living normal-
ly in a house based on lifestyles has
little confusion. residents are happy
and safe™ (personal communica-
tion, Thérese Jeffs, The CARE Vil-
lage, New Zealand).

Like small town
New Zealand

The village is like “Small Town
New Zealand™ with the community
amenities of a village grocery store,
tearoom, orchard. and gardens.

The CARE Village. New Zealand's
model of care. is based on preserv-
ing lifestyle. independence and
community in order to enable resi-
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dents to live as normal a life as pos-
sible. in familiar surroundings, do-
ing normal activities. with lreedom
to roam shops, cafés. club rooms
and a community hall.

Staff organize activity programs
and resident outings. Volunteers are
a key component to keeping alive
the huge variety of things people
love to do. which includes baking.
gardening, woodwork, fixing cars,
studying art. sports, visiting with
children, music. cycle rides, read-
ing and knitting.

Community centre

open to the public

A planned community centre on
the site will be open to the public,
giving residents of the Village the
opportunity to socialize with peo-
ple outside the facility.

The CARE Village. New Zea-
land is protected by a secure perim-
eter and CCTV (close-caption TV)
throughout the village.

Residents are monitored by smart
technology wrist-bands which alert
staff to resident locations and pre-
vents the opening of external doors
for those identified as needing se-
cure level care. All other residents
are free to come and go from the
village. External doors are locked
overnight. Although the houses
are locked at night to ‘entry only’.
egress is not limited.

Cutting costs

Capital cost was similar to that
of a traditional nursing home. with
savings achieved by reducing utili-
ties such as commercial Kkitchen,
laundry and sluicing rooms. and by
utilizing used furniture to reflect
earlier times.

See Following pages for ‘resarch into
care villages', a *Discussion” of the
issues involved, and References.
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CARE VILLAGE RESEARCH

“The village model of care”

Quite a lot of research exists re-
garding the Household model (Dyer,
Nelson, 2018); but very little has been
undertaken on the Village Model.
As Fagan notes in his article on The
Hogeweyk, it is important to see if
such neighbourhood environments
have any beneficial effect on behav-
iour, functional ability. and cogni-
tion (Fagan, 2014),

Positive influences

The Vivium Group that operates
The Hogeweyk references research.
not specific to their facility. that has
shown positive influence on the
brain and a decrease in agitation and
aggression by a number of features.
which include: Exercise, Fresh Air
and Day Light. Views of Nature,
Social Contacts. Pleasant Physical
Surroundings, and Small Groups.
{The Hogeweyk Cure Concepft).

They also point out that The Ho-
geweyk scores above average on
residents and famuly satisfaction in
biennial reviews.

Observations are also made that
residents socialize more. eat better.
use less meds, and stay longer: an
average stay of two to three years
(CNN, 2013; Daily Mail, March 4, 2012:
Eloy van Hal, 2014).

No behavioural issues

Similarly, Thérese Jelfs of The
Care Village, New Zealand. noted
in 2017 that in the short time the vil-
lage had been open there had been a
marked decline in behavioural inci-
dents and falls (Residents' Behaviour
Changes, Kai Tiaki, 2017). She adds
in 2019 that *“the model works, it 1s
amazing. The residents and staff are
happy, and there is virtually no be-
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havioural issues and limited use of

medication intervention.” (Thérese
Jeffs personal communication) A
PHD student is following up with
research on The CARE Village,
New Zealand. (Kay Shannon personal
communication)

Village concept research

Research specific to the Village
Concept is timited to a few scien-
tific papers. The most interesting is
a 2018 Danish study of Bryghuset.
The researchers found that the main
theme for this approach is to “enable
a familiar and meaningtul everyday
life”. However, they also found that
“people with advanced dementia
may not be able to benefit from the
activities and possibilities provided
by the dementia village, since this
required resources beyond what
could be provided.”

Basically. the expanded opportuni-
ties of the Viilage approach primari-
ly benefited residents with moderate
dementia. More advanced dementia
residents required assistance 1o ac-
cess going for a walk in the garden
or to the Community anienities.

Late dementia. . .
‘Passive Participation’

Most of the everyday life of the
residents with advanced dementia
took place within the Households.
For more people with dementia to
take advantage of these opportuni-
ties requires more staff and volun-
leers than are normally available
{Peoples, 2018).

Eloy van Hal has commented that,
in his experience. residents with
Late Dementia can still benefit
through passive participation in ac-

tivities by experiencing the sounds,
sights, smells of interesting happen-
ings and supportive surroundings.
A 2012 swudy of The Hogeweyk
provides an excellent description of
the history of the concept and devel-
opment of the Village Model.

Self-esteem, autonomy,

and independence

This study emphasizes the strong
significance placed on the back-
ground and lifestyle of the residents
prior to admission 1o the Village.
They found that the collaboration
of the design and care program pro-
motes self-esteem. autonomy. and
independence within a safe environ-
ment, Tt is noted that the external fa-
cade of this facility is somewhat less
than inviting to outside community
members. This is acknowledged by
the operators who do wish 1o in-
crease participation of the broader
Community (Anderzhon, 2012).

A case study based on The Hoge-
weyk in 2018 analysed the dementia
village concept as an architectural
hybrid between healthcare and hos-
pitality facilities. They found that
the dementia village operates under
two principles: to reduce .anxiety
and to increase quality of life by
focusing on capabilities rather than
disability: i.e., a prosthetic environ-
ment. The study praised the auto-
mated smart lift and lack of locks
for unobstructed movement (o out-
doors and amenities.

Community interaction

Their main criticism was the po-
tential for isolation due to the Vil-
lages™ remote location and reduced
integration with the broader town
community.

Eloy van Hal. one of the founders,
has stated his preference and ongo-
ing efforts for greater community
interaction (Eloy van Hal, 2014},
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Care Villages: Discussion/Conclusion

Care Villages are multiplying and
appearing in many iterations across
the world. including Tonebon am
See i Hamelin, Germany, Villaggio
Emanuele Bufalotta in Rome. Bell-
mere MicroTown in Queensland.
Australia. and soon to open Village
Landais Alzheimer in Dax, France,
and in Comox on Vancouver Island.

The similarities

Similarities among Care Villages
are basically the self-contained vil-
lage composed of several small
households linked to outdoor gar-
dens and a community Hub,

The Village approach generally
encompasses a person-centred or
person-directed psychosocial model
of care. with an emphasis on involv-
ing residents in normal household
activities so they can live as they
did before requiring care. Differ-
ences are admission criteria which
vartes from a wide range of Assisted
Living and Complex Care needs to
one or more stages of dementia.

The size of the Households range
from 6 to 15 or more, with differing
opimions on the most ideal group
stze. Also. how the residents are
grouped into Households can be
based on resident’s historic Life-
style as in Hogeweyk.

Segregation and

dementia

The issue of segregation of resi-
dents with dementia is important
to address: the antidote may be to
integrate persons with dementia
with other persons either within the
Village or by welcoming visitors
from the broader community and
to educate both the Village commu-
nity and the broader community to
accept, and be sensitive to persons

with dementia; otherwise nobody
recognizes or knows persons with
dementia. which means they are ac-
tually less safe, i.e., less likely to be
recognized as needing assistance.
(Personal communications: Suellen Beatty).

Care villages & security

How Security is managed is a criti-
cal issue. As noted in an earlier ar-
ticle by this author, it is critical for
nursing homes to have clear secu-
rity guidelines, policies and proce-
dures in place and ensure resident
and family involvement in deter-
mining the degree of supervision
required in managing risk of elope-
ment (Benhow, 2017). It may be neces-
sary to have a doctor’s order for the
person to live in a secure living area
{Calkins. 26H 81,

Like Denmark the Netherlands is
considering legislation in the com-
ing vear to address confinement of
residents in Nursing Homes.

Operating costs
A concern regarding the emerg-
ing Village Care model is the capital

and operating costs relative to Tradi-

tional Nursing Homes. As indicated
above, most of the Care Villages are
non-profit and have been built based
on Government tunding or subsidy
with some additional fund-raising
to cover enhanced amenities.

Capital cost savings are achieved
through the elimination of some
utilities such as commercial kitch-
en. laundry and sluicing facilities
which are Household-based and
more residential in cost.

Multi-tasking care staff

Operating costs are reduced and
reorganized through the staffing
models that utilize multi-tasking
care staff that often are responsible
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for cleaning. laundry. shopping and
cooking for their individual House-
holds, eliminating centralized staff-
ing of commercial kitchen. laundry
and Household cleaning services.

Similar budgets

Also, Activity Staft utilize volun-
teers to assist in coordination, trans-
portation and support. Through
these efficiencies. the non-profit
Care Villages manage with the
same budgets as traditional Nursing
Homes. (Personal communication: Eloy
Van Hal. Therese Jeffs). y

Research is quite limited; so much
needs to be done to establish et-
fectiveness of Quality ol Care and
Quality of Life and cost benefits
for this model relative to other ap-
proaches. As new versions open and
more of these Villages build up ex-
perience. we can anticipale greater
research interest.

Late Stage Dementia

Of particular concern is what can
be done 10 assist residents with Late
Stage Dementia to participate in the
opportunities that a Village model
offers. The Hogeweyk experience.
with this most challenging group,
is noteworthy. Jenkins and Smythe
observed after their visit to The
Hogeweyk that this supportive en-
vironment enabled people with se-
vere dementia to carry out roles and
activities that are not vusuaily asso-
ciated with levels of functioning of
people in the later stages of the dis-
ease (Jenkins & Smythe, 2013),

Normal living
The Care Village concept enables
dementia residents to live as nor-
mally as possible in a human-scale
home and still utilize the opportuni-
ties of outdoor gardens.watkways
and community services.

(References on following page)
Page 23



References:

* Anderzhon, Jeffrey. et al. “Design for Ag-
ing: International Case Swudies of Build-
ing and Programs’, John Wiley & Sons. A
Study of The Hogeweyk, Chapter 15,2012,
* Benbow, W., Advantages of "Small
House' designs in dementia care. Canadian
Nursing Home. vol. 23(1). 2012,

* Benbow, W., Maximizing the use of out-
doot gardens in dementis care facilities,
Canadian Nursing Home, vol, 25(1), 2014,
* Benbow, W., Reliable roaming in demen-
tia care, Canadian Nursing Home, vol.
28(2), 2017.

* Benbow, W.. Quality of Care and Qual-
ity of Life in Dementia Care: Is it Time to
Rebalance? Canadian Nurxing Howe. Vol.
3(¢2). 2019

» Eloy-van-Hal. The Hogeweyk Care
Concept:<https://www.clpna.com/wp-
content/uploads/2014/12/CLPNA-2014-
Think-Tank.pdf>.

* Welcome to Bryghuset Svenborg De-
mentia  Town:<https:/Awww.svendborg.
dk/sites/default/files/PDFrsvb_3785_vel-
komst_gb.pdf>.

* Caikins, Margaret. From Research to Ap-
plication: Supportive and Therapeutic En-
vironments for Peopie Living with Demen-
tia, The Geromologist, vol. 58(81), 2018.

» The CareBright website; <hup:/www.
carcbright.ic/community/>

* Chaudhurry. Habib. et al.. The Influence
of the Physical Environment on Residents
With Dementia in Long-Term Care Set-
tings: A Review of the Empirical Litera-
ture, The Gerontologise, vol, 38(5). 2018,
<doi: 13.1093/geront/gnw259:,

* Chrysikou. E.. et ai. Architectural hybrids
for living across the Iifespan: lessons from
dementia, The Service Industries Jonrnal,
vol. 38 (1-2), 2N 8.

* CNN, 2013: (Younibe)

* Dyer, Suzanne, et al.. Clustered domes.
tic residential aged care in Australia: fewer
hospitalisations and better quality of life.
MJA, vol 208(L0), 2018,

* The Eden Alternative website:

Page 24

<htips://www.edenalt.org/

* Fagan, Frank, The Village of Hogewey,
Canadian Nursing Home vol. 25 (2), 2014.
 Fernandes. Edna. “Dementiavilie: How
an experimental new town is taking the
elderly back to their happier and healihier
pasts with astonishing results,” Daily Mail,
March 4, 2012,

* GDS/Reisberg Scale, <https:/fwww.de-
mentiacarecentral.com/aboutdementia/
facts/stages’>.

» (Glass. Anne. Innovalive Senior Hou-sing
and Care Models: What we can leam from
the Netherlands, Seniors Housing & Care
Jour., vol. 22(1). 201 4.

* Haeusermann. Tobias. The Dementia
Village: Between Community and Soci-
ety, Care in Healthcare, p.135-167, 2018:
<https:/link springer.com/content/pdf/ 10,
1007%2F978-3-319-61291- [ _8.pdf>.

* Jones, Tony. Report: to study person-cen-
tred care for people with dementia - Neth-
erlands, Uk, The Winsten Churchill Me-
morial Trust of Australia, November, 2014.
<https://www academia.edu/ 14195711/
Person Cenlred_Dementia_Care_
Churchill_Fellow_Report_2014>.

» Jenkins, Catherine and Smythe. Anal-isa,
Reflections on & visit o a Dementia Care
Village, Art & Science, vol. 25 16), 2013,

« Kitwood. T.. The experience of dementia,
Aging & Mentad Health, vol. [(1}. 1997,

» O'Connor. Teresa, Revolutionising aged
care. Kai Tiaki Nursing New Zealand, vol.
22(10), November, 2016,

» Nelson, Gaius. Household Models for
Nursing Home Eavironments. Pioneer Net-
work, 2009, <https://www.pioneernetwork.
net/wp-coniest/uploads/2016/10/House-
hold-Models-for-Nursing-Home-Environ-
menis-Symposium-Paper.pdf=>.

+ Peoples, Hanne, et al., Creating a mean-
ingful life:
relatives of people with dementia and

everyday Perceptions  of
neaithcare professionals in the context
of a Danish dementia village, Demen-
ria. December 24, 2018, See:<https://doi.
org/ 10117711471 30121 88204 80>,

* Power, A., The Hidden Rcstraint-2,
Unlocked Doors; Changing Aging, 2016.
See:<hrip://www.edenaltorg/hidden-re-
straint-part-21>,
+ Kai Tiaki.
changes.,” Nursing New Zealand, No-
vember, 2017, p.B. Gale Academic One-

“Residents’ behaviour

File:<https://link.gale.com/apps/doc/
AS15725372/AONETu=lond93336&sid=
AONE& xid=df| c36cc>.

« Schick, Deborah. The Eden Alternative/
Culture Change, Canudian Nursing Home.
vol. 28 (1}.2017.

» Shannon, K., et al, The Whare Aroha Care
transition study:<hitps: www.researchgate-
net/publication/314281377_The_Whare_
Aroha_Care_transition_study_A_collabo-
ration_between_industry_and_academias.
« The CARE Village, New Zealand:
<https://thecarevillage.co.nz/>.

* The Sherbrooke Village Maodel:
<http;//www.sherbrookecommunitycen-
tre.ca/sherbrooke-difference/the-sher-
brooke-village-model/>.

* Swele, Linda, el al., Questioning Segre-
gation of People Living with Dementia in
Australia: An International Human Rights
Approach to Care Homes. Laws, vol. 8
(18). 2019,

= Verbeek, H.. et al, Dementia Care Rede-
signed: Effects of Small-Scale Living Fa-
cilities on Residents, Their Family Care-
givers. and S1aff, Journal of the American
Medical Directory Association, Vol 11(8),

November. 2010.
* Village Langley website:
<https:/fwww thevillagelangley.com/>.

About the author

* William Bill Benbow is a planner, de-
velopment consultant, researcher and
writer from Victoria, B.C., with experi-
ence and interest in facility functional
programming and design guidelines.
He has published numerous articles on
functional design of nursing homes.

Contact: <billbenbow@shaw.ca>.
Wehsite: <wabenbow.com/>.

Canadian Nursing Home



	Care Villages cover.pdf
	Benbow, Bill, Care Villages, Canadian Nursing Home, Dec 2019.pdf
	Care Villages cover.pdf
	Benbow, Bill, Care Villages, Canadian Nursing Home, Dec 2019.pdf
	Care Villages cover.pdf
	Care Villages p 12.pdf
	Care Villages p 13.pdf
	Care Villages p 14.pdf
	Care Villages p 15.pdf
	Care Villages p 16.pdf
	Care Villages p 17.pdf
	Care Villages p 18.pdf
	Care Villages p 19.pdf
	Care Villages p 20.pdf
	Care Villages p 21.pdf
	Care Villages p 22.pdf
	Care Villages p 23.pdf
	Care Villages p 24.pdf



