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ABSTRACT

The ranpant occurrences of disabling conditions

and the nature and extent these disabilities affect
Peopl e has becone a poi nt of concernin the society.

This is nore disturbing when it's realized that

day after day peopl e ar e becom ng nor e and nor e
engulfed in this tragic situation as a result of
congenital and physical factors. Yet, the nanner
in which society attenpts to accommodate the disabl ed
people is disheartening. This, coupled with |ack
of proper nedical care and vocational opportunities
has rendered them hel pl ess, dejected and bei ng
| ooked down upon in the society. To fully reabsorb
theminto the mainstreamline of life, opportunities
for self-inprovenment and conduci ve environnent

need to be created.

Rehabilitation can be defined as "a means
d working to find the best way of satisfying the
nost inportant needs of the disabled person towards

his full integration into the society".

According UNO's declaration on Human Ri ghts,
the term "D sabl ed person” means "any person who
Is unable to ensure by hi nsel f /herself wholly or
partly, the necessities of a normal person as a

result of defeciency either congenital or not, in



ACKNOWLENDGEMENT

T wish to express my gratitude to my parents
the love, % ndness and supports (both
firancial and otherwise) especially my father for
all the efforts put throughout my academic

careers.

T am greatly indebted to Mallam M. Abdulkarim,
my nroject supervisor, for devoting his time giving
constructive criticisms, advice and guidance

throughout the various stages of the worke.

I also acknowledge with gratitude, the
contributions and suggestions received from my
friends and colleagues and for the understanding
and kindness they show in making my academic life

colourful.

In general, my thank goes to my brothers,
sisters and the like who directly or indirectly

contribute in making this work possible.

May Allah's Mercy and Guidance be with us

in all our undertakings. (Amen)



his physical or mental capabilities".

Por the purpcse of this thesis work, the
class of people with physical disabilities of both
lower/upper limbs will be considered. As such the
centre will comprise of a medical unit,
rehabilitation unit, Administrative section,
educational and recreational facilities. Since a
!=rze portion o of the patients would be admitted

raferal hagis, the centre ics intonded to
m2intain a working ties with other professionally

related centrese.

The U.N.0O. in its proclaimation of the
International year of the Disabled Persons (1981)
highlights our rcle to the disabled persons as
social equality, prevention Iintegration and
rehabilitation. Going by the above criteria, this

thesis intends to:~-

1+ Help disabled people in their physical

and psychological adjustmentse.

2+ Reduce and alleviate physical
disabilities to the greatest

extent possible.

Vi.
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3. Offer opporturniities for retraining
the person with residueal ﬁhysical
disability "to live and work
with the disability but at the hilt

of his capabilities."

“. “ducate and encourage the public
on the rights of the disabled people
to participate in the social,
economic and political 1ife of the

society.

5« Provide a conducive atmosphere that
can facilitate a good working

condition.

To ignore the development of Rehabilitation
Centres then, is to encourage the continued
detororiation of the many less severely handicapped
until they reach a situation of total dependency.
This thesis thus, intends to explore and understand
the basic components ot rehabilitation process ana
provide a centre that will solve the problems of
the disabled people. This in effect may reduce

streeting begging in our midst.
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DEFINITION

Amputation: The removal of the whole or part of a

limb.

Amputee: Person who loss limb(s) due to amputation

Arthristis: A general term for condition where

there is imflammation of the joints

Ataxia: In Coordination of the locomotor system.
Cerabral Palsy: A variety of injuries causing
damage to the brain at tirth or faulty development
of the growing brain tissues. Its effects are
permanent.

Club Foot: A Congenital deformity of the fo 1
ankle.

Congenital Disabilities: Disabilitv n»

birth, or manifes. soon afterwarcs.

Hemipnegias Paralysis of one siaw of

In Continence: 1nability to control movements
either bowels or bladder, or both.

Monoplegia: Paralysis of a single limb.

Multiple Sclorosis: A common organic i

the central nervous system causing lcocon
paralysis, incordination =tc.

Muscular Dysthropy: Heridetary diseases causin,

progressive muscle weakness.

Paraplegia: Total or patial paralysis of both !'cwver

limbse.
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Paralysis: Loss of mascular control

Poliomyelitis: Virus disease affecting the ante -

and brain stem, caLsing paralysis of the muscles.

Prosthesis: Replacement of an absent natural

port by an artificial one - commonly it refers to

artificial limbse.

Quadraplegia/Telraplegia: Paralysis of all four
limbs cause by an injury or disease to the nervous
system in the neck.

Spina bifida: A congenital disability resulting

fron deformlity of the spine and spinal cord of
the unborn childe It can cause paralysis of the
lower 1imbs.

Renapilitees: Disa®nled individuals who are

assisved in a rehabilitation centre.

Hehao._ itants:-~ Disabled people who have been

restored to normal activities or gainfully
employed.

"Patient": As used in this thesis, refers to a
disabled person who is being prescribed and is
undergoing a programme in one of the branches of

the physical medicine.



CHAPTER ONE

TNTRODUCTION

11 Introduction

It is a fact that society tends to conceal its
norol of obligation towards the plight of its
"Forzaken" or 'abandoned' people. Yet an
accompanying feeling of guilt and responsibility
for the affliction of these less fortunate members
of the society is expressed when it comes to

ack . owledging their social and moral qualities.

ot left out are the lots of beggers and
destitutes with one form of disability or the
other seen at strategic places l.ike the mosques,
marke t places, shopping centres or such other
vantage points, etc o~ seen on the streets in our

major Nigerian towns and cities soliciting for armse.

As many folds unfortunates, the disabled ?
people are supposed to be the number one concern
for every one in the society, both governments
and individuals alike. But alas, it is only on
big occasions that they are remembered to be an
emblem of national disgrace and thev are thus
hurriedly whisked away for immeciate but short
rehabilitation at places far outside the major

cities.
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Although these attitudes are gradually changing,
however, the povernments' (Federal and states)
approaches to varicus rehabilitation scheme is
nothing to write hcme aboute The failures are
ns'irined in the fact that the underlying
problems of the disasled are not understood as to
nstitute a pregramme to accomplish theme No
proper attention is given to assess the programmes
efficiency instead such attention is devoted to
the policy'e formula=tion, implementation than
pro, s embe ouicome. Besides, the services proviaed
in the centres cannot augement all the special

needs cof the disabled.

All these attitudes shows the token way in
which we cater for this neglected section of the
populace and how the gocvernments show lack of
courage and aptitude to shoulder their

responsibilities.

With rampant occurrances of disabling

conditions largely due to increased road accidents,
hirhly automated machines, after effects of
diseases etc, an urgent need for comprehensive

renavilitation centres in our major Nigerian towns

and cities cannot he under estimated.

This rehabilitation centre is aimed at

given services to the disabled by both physical
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treatment and counsellings The treatment which

will employ physical rather than surgical methods,

is aimed at improvineg bones and joints malfunctionings

as well as to improve the efficiency of muscle

“ibres. To broaden it: services, the centre will
mtinued treatment to discherged patients

'm orthopeadic hospitals as prescribed on them.

Counselling in both social adjustment area
and vocational training will be given to the
disabled person to assess his potentials and
capabilities in areas of vocational *rzining.
The “rainine will be for the purpose of
re-cducating the disabled to his/her trade,
develapment of new skills and so on. As a
handful of the users of this centre may be
illiterate, facilities for adult education will
be provided to help the disabled meet complete

requirements of the rehabilitation process.

1t is hoped that a disabled ones in this
centre will shed off his former costume as
begger/destitute and assume one of a specialist
in one form of occupstion or the otheres This
will proom him towards eventual self-employment,

or co=operative partnership; a condition far

hetter to begring.



To 2 Molivation

To every living being, wether abled or
disahlad, "the purpose of his living is to make
the most out of his being alivee That's to say

izirr his own potential; making use of the

ntz Jne iz born with and the opportunities

n Lhellengres that life afford, to achieve

in come measure of personel fulfilment."(1)

Ir. the context of this, such challenges and
oprortunities to the disabled person render him
aounly nsnaircappea; he is nandicapped because
he doe: ot physically have the capabilities
that others have; and secondly, he 1is perceived
by other: zs being handicappedes The former view
+i11 require some few corrections to the physical
environment to get rid of kis frustrations.

The latter however, will ertail re-orienting

the societal perception towards the disabled.

Whatever his situatior, I feel the disabled
person neads every opporitunity at his door step
taat will enable him "participate in the busy
1li e of the world"; he needs to get the most

that life can offer hime

A
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sets

Aims and Objectives

To fulfil these motives, the thesis

out the following aims and objectives:

{1) Reduce and alleviate physical
isabilities by helping the
crippled regain motor control of

the disabled member of his body.

(2) To help the disabled person in
his psychological adjustment as well

as to overcome his social problems.

(3) To help him in his physical
adjustment to his disability by
offering opportunities for
re=training him to "live and work
with the disability but at the hilt
of his capababilities™.

(4) To offer vocational opportunities
to the disabled person that can
arouse or stimulate his desire in

certain activities.

(5) To assist him put his regained
ability to some social and

economic usee.

(6) To assist him put his regained

ability to activities of everyday
life.

5e
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To effectively achieve a zomplete rehabilitation
programme, outlined above, the medical section

offers the following servicess-

(1) medical evaluation

(2) Physical ard Hydrotherapy services
(2) Occupational therapy :zervices

(4) Social adjustment therapy

while the rehabilitation section offers:=

(1) Vocational counselling
(2) Vocational evaluation
(3) Vocational training

(4) TLiteracy lessons.

With these brief analysis on the problems of
rchabilitation programme in the context of our
socicty, the Author intends to also look into the
problems of the disabled people and into the issue of
design, planning and details of rehabilftation

centres existing both a% home and outside.

The thesis is a means of solving not only
design problems but also socially related problemss
The studies would thus offer the Author the ability
to translate this issue of social concern into

architectural planning.
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CHAPTER TWO

THE PHYSICALLY DISABLED

A theoretical issue of concern in this thesis
wor¥  is one partaining to the problem of
ien and classification of physically
tisablea. The various terms used are often
misused or misapplied, hence a thorough understanding
of the terms will be helpful tcwards the overall
understanding of the physically disabled.

Zete Definitions

The diszabled:~ a person is said to be disabled
if he is unabled or permanently handicapped
from functioning adequately as a normal being .
The hardicap may be physical e.g. blindness,
erippled; mental e.ge mentally il1 or social

€« 2« Orphanse

The Handicapred:= Handicapped persun is vue Who

is being hindered in achieving
some specific gcals as a result

of certain obstecles.

2,11+ 'Disability' and 'Handicap': Basic

relationshipi=

'"Disability' and 'Handicap' are not



synonymous words. A disabled person
is not automatically a handicapped
persons Whether or not he 1s handi-
capped, depends on the nature of the
mpairment and the circumstances he

is placed.

Various definitions of these
two terms were given. According to
Amelia Havris, Disablement means "the
1nas or reduction of functional ability"
wihile Handicap is "the disadvantage or
recuriction of activity caused by
1isability®. | By Beatrice Wright's{1960)
devinition, disability means “a condition
of Impairmeat that can usuelly be
identified or described by a physicilan”,
while handicap is "the comulative result
of obstacles which disability interposes
between individuals and his maximum

. . 2
functional leveolt,

Although disability is only measur-
able in terms of handicappedness,
however, handicap is never, or ever,
s5imply a function of disabilitys It is
determined by the degree of disability
along with the whole spectrum of

environmental influences.

9
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To give some examplesy a chaire
bound person is not handicapped if what
he wishes to do can be managed from a
vhealehair without d;fficulty $ a blind
perion is nandicapped if he is doing

2ork for which he is necessarv to sees

For the purpose of clarification,
this precept needs to be =2mphasized:
nnysical disability is a handicap only
wnere it constitutes a barrier to the

achievement of specific goalse

Zele2. 'Disability! and 'Handicap':=-

Architectural definition

It is impossible tc attach any operative
definition to the concept of disability and
Handicape [iowever, since the people z2oncerned in
this thesis work can be regarded as those unable
to use building on account of their disability,
an architectural definition could be of help.
On the context of this, Beatrice Wright's .definition

can be paraphrased to define the terms.
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Jisabled peoples= Th2y are those who on account of

their disability are¢ handicapped in
the use of building due to lack of

sulitable facilities.

landicaps= This is the comulative result of the
obstacles which lack of suitable
facilities in building inter poses
between an individval and his maximum

functional level.

Trese lack of suitable facilities could mean
berriers 1like lack of rails besides VWc, an
excezsive distance to walk from car to building
entrance or light switches being high etec. In
the application of this definition, the variable

is thus the characteristics of building he uses

or wishes to uses

24240 Classification of physically disabled

Among the various indices used to classify
the physically disabled people i1s that according
to NATURE and EXTENT of the disabilitiese In the

former group, there are three groups:

AMBULANT DISABLED
SEMI - AMBULANT DISABLED
NON - AMBULANT DISABLED.
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In the latter group the disabilities arei-

TEVMPORARY
PERMANENT
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2¢2s1« The Ambulant Disabled

They are those whose power of locomotion is
not seriously impaired. They mos*ly use sticks,
crutches, braces, and other walking aids. They can

even move without aide They mostly have:=-
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(1) ecirculatory, respiratory or
locomotory defects

(?) orosthesis o~ orthot.s appliances

(%) manipulatory impairment

(4) impaired vision

(5) dimpairea hesaring

Ze2+2¢ Semi - Ambulant Disabled

Thye are those whose power of locomotion is
orions that it eatails the use of external aidse
They mostly use sticks, elbow crutches, armpit

srutches, ftripod or wheel framese
Due to their imoairement, they are often
unable or hardly able tote

(1) Stand by themselves
(?) ait down

(3) get up from sitting position.

20203« The Non=Amtulant Disabled.

This class of the disabled have power of
locomotion so impaired that they are unable or
hardly able to walk or stand by themselves without
any aide Such aids are mostly wheelchairs propelled
independently or wita the help of an attendent.
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The independent lion - Ambulant disabled can
move in a wheel chair propelled by means of hand-ring ,
or in an electric chair where the person retains

sufficient functional ability ir his armse

The attendant propelled Non-Ambulant disabled
canne® move by himself unless assisted hy an

attendante

2o Je Classification by Extent of Disability

= categorization classifies disabling
cenc® icns into the extent of effecte On this

basis there are two classes:-

TEMPORARY
PERMANENT

2¢ 35+1¢ Temporary Disabilities

A3 the name suggests, this type of disability
is temporary in the sense that chances exists for
the person involved to be treated though he will
be left with a residual effects Such type of

condition is amputation of one of the limbs.

Temporary disabilities may be caused by any

of the fellowing causeste



(1) ALccident
(2) Diseases
(3) Injuriesz at birth

> =X >
4 Jm .

These types of disabilities are so severe that

chances of person recovery or gaining a fraction of

Permanent Disabilities

his functional ability are slim.

caured by:-

(1)
(2)

Congenital Malformation

Natural aging process

They are mostly

(3) Trawma

(4) Impaitance.

2:4.0 Causes of Disabilities

The major causes of disabling conditions can

be grouped into:=

ACCIDENT RELATED
DISEASE!
NATURAL ACEING PROCESS

DRUGS AND ALCOHOL RELATED

MALNUTRITICN
CONGENITAL MALFORMATION

15,
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Common disabilities arising as a result of

these causes arei-~

(1) Limb Diszhbilities - These are physical
disabilities affecting limbs leading
to crippling conditione.

(2) Dumbness

(3) Deafness

(4) Blindness

(5) Mental illness

The thesis addresses itself to those disabilities

ower and upper limbs i.e. to the lames and maims.

a5« The Disabilities of the Limbs

As earlier on emphasized, the thesis work

concerns itself to the disabilities of the limbse

Various disorders of the limbs are responsible
for the crippling effect to an individual .
Generally, people with 1limb disabilities cannot
ensure by themselves, partially or completely,
adequate manupulatory or locomotory functions.
Thus, they mostly require an external aid in order

to stand, sit, get-up or move about.
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« Ccuses of Limb Disorders

Cenerally speaking, conditions resulting to

sorders

TURI

of the limbs cun either ba ORTHOPEADIC

LOGICAL,

Ortnopeadic Related Causes

These conditions or diseases mostly are

agsociated with inflammation, degeneration or

Lidbr =i

S0mé

(2)

(3)

(4)

zavelopment ¢f joints muscles or bonese

Tumors

Bone tumors

Jone cysts.

Congenital Anomalies

Congenital Amputation
Club foot

Congenital Dislocation
Arthrogryposis.

QOthers

Fragile bone
Mascular asthrophy

Mascular Dysthrophy

Arthristis

17
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Neurolopgical causes

These conditions or diseases are thus called
necause they mostly effect the ceniral nervous
tom directly or indirectly in most cases
.7y Gegenerating or making it imperfectly

ots

Soms common CAlSef arese

(1) Cerabral palsy
(%) Spina Bifida
(Z) Poliomegelitis

(#) rultiple sclerosis.

Some of the crippling conditions resulting

from these diseages arei=

(1) Monopelgia
(2) Parapelgia
(3) Hemipelgia
(4) Tripelgia
(5) Quadripelgia
(6) Amputation.

2¢5¢2 Classification by type of mMobillily

People with limbs disorders can be classified
according to the type of mobility or walking aid

they use intos=-



(1) Ambulant without a wheelchair (uses
crutches, braces, sticks etc)

{2) Ambulant with wheelchair

(3) Semi - Ambulant with wheel chair

(4) Non~Ambulant alone in wheelchair

(5) NoneAmbulant in a wheelchair and

with attendents

2¢5¢3« Mobility Aids tc the Limb Disabled

(1) Walking sticks

a) single point
b) Tripod
¢) quadruped

(2) Crutches

a) Auxilliary crutch
b) elbow crutch

c) forearm bearinz crutch.

(3) Frames

B Wheel chair

(1) Self-propelling folding wheel choirs
(2) GSelf-propelling non-folding  whee.
chairs

(3) Attenient - propelled wheelchairs
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(4) Powered indcor wheelchairs

(5) Powered outdoor wheel chair

{(6) Hand propelled tricycle

(7) Foot propelled tricycle

(8) Electrically propelled tricycle

2.6¢0. The wheelchair and the Disabtled person

Where planning or designing for the disan o
people is mentioned, the wheel chair becomes Lo
important mcdule of coasideratione Anc becouo
of this, a knowledge of the various mooaes of
maneuver, path of action and so on are of paramcunt
imprtance to the architects But befor¢ au acauires
this, the architect must know how the a_sebled pcrson
manages to get around or achieve his ogjectives

while sitting in that *Cumbersome' wheels.

2.6.1s Psvchological Effect of the whoclchal

A recent TV prosramme tries to dramatize
experience of disabiliity by putting its reporters
in a wneel chair and asiked to make their way ro
the town. The resulting frustrations were qui:-

enough to tell what it means to be in that situation.



Yet this sub-set of the human race is
neglected day after day in providing them with
hert they reouire. This might have found
1. tne notion that able-bodied people are
fis1ition normal and disabled people

abnormal.

In the area of bui’ding, the architects
and planmers must not forget to ignore this
‘nect.  l'cr the architect to know or remember

this 11 is said that "put the architect in the

wheelchair, then he will understand." It must
alse be borne in mind that when it comes to
1sing building, the person in wheel chair is

by comparison to the ambulant disabled;

".... three times handicapped.
First, he has disability,
which invariably, because it
has put him into a wheel
chair, its severely
handicappings Second, he

1s obliged to operate at
lower level than normal,
standing people (and always
at the dame level) which is
constraining both physically
and psycholosgicallye Third,
he rolls around in a
cumbersome, akward, space -
consuming, distitive and in
eligent vehicle."

23,



2642« How the Physically Disabled move with

Wheel chair

The non-self propelling is used by someone

pushing it in the direction of motion.

The self - propelling wheel chairs are
maneuvered independently by the disabled by either
using hands on the rins, tyres or by using feet
to pushe He can also use two hand rins on one
side or one hand on the rin and the foot on the
floore The motor-powered is used by using knol .,

on handrinse

Standinc up irom & wheel chair

Depending on the nature of his dis hility,

the disabled person can stand up from a wheel chalr

bys:=~
{1) himself and without help
(2) with help of
a) some one else
b) an appliance
¢) both appliance and somecne else.
Transferring in - aad out of a wheel chair

The way the limb disabled people transfer
in- and out of the wheel chair is mostly determinec

by their abllity to use their legs, to stanc.



Some of them have to be helped because af the

extent of their disabilities, while otaers can do

that independently either by:=

(1)
(2)

2e Be 3-

(1)

(2)

(3)

(4)

standing up without help or
standing up with the help of sticks,

crutches or framese

Prescribing the Wheel chair to the cripple

d

Electric wheel chairs are prescribed
to those with severe locomotory
disability that they are unable to

propel themselvess

Attendant propelled wheelcha r
issued to those crippled tha: .:r-ually
need help in any course of acti:r they

doe

Rear « propelled wheel chairs can be
used by virtually all classes of
disabled owing to its numerou:
advantages some of which are =03
propelling, casy transfer to - or
from the chair, easily discendable

from berks or single steps etce

Front propelling wheelchairs: Fror

person with weak upper limbs, this lyp«
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of chair is easier to propel. Similar
types can also be prescribed for double
lower limb amputee owing to lesser

risk of over balancings

The advantages of these types of
chairs is the marginal reduction of the
overall length; giving less rcom for

maneuver .

(5) One - arm drive wheel chairs. This type
of chairs may be used by the hemipelgics

who have strong function on one arm only.

Because of the economy in the use of snsce
and high efficiency, the above mentionec chzirs
could be used in the proposed centre unles-
where a person's disability calls for special
ones« Tricycles, however, are not recommended for
use because of their high operational inefficiency

and consumption of space.

2070 Disability Associat:d Problems

By their nature and inzvitable position in i{he
society, the disabled peopl:z are but one, if not
entirely, the pcople who face varied forms of
problems. . these problems are universal in

nature, but the masnitude and extent differ



according to culture and technological advancemecnt.

Some of the problems they face are:=-

Physical Problems:

Thece are problems pcsed by an individual's in
ability to use what an able-bodied can do due to
limitations imposed on him by that disability.

Such limitations could be vertical circulation,
insensitivity to the environment either by

experiencing darkness or silences

To rescue the disabled people from being
engulfed by this problem, efforts must be m ¢ ¢
introduce physical corrections to the environment
for example by trying to enhance the wor.c hoe

who experience darkness and silencee.

Psychological Problems

This is largely attributed to the behaviour
of the able~bodied persons towards the disatl:
by regarding them as "representatives
things - tragedy, loss, dorkpess and the unan
Such contentions reduce the moral and spirit of
the disable person. Louls Battye confirms this

herself when he :ays:-



"Somewhere deep inside us is
the almost unbearable
knowledge that the way able-
bodied world regards us is as
much as we see to expecte We
are not full members of the
world and the vast majority of
us cannot hope to be.

If we think otherwise, we are
sheding ourselves like the
children and the insane, we
inhabit a special sub=-world

a world with its wown uniguc
sets of referents. Although
it has communication with

that greater world within which
it is encopsuled, its not the
same world nor even co-existance
with it, it is with&n lesser,
weaker and poorer.”

As can be seen a solution to this problewm can
only be achieve if the society adjusts to
accomodate this section of the populnce ae one

and part of it.

Environmental Problems

The environment interposes on the disabled
person serious limitatiors in the use ot surk
things like door knobs, .cine upstiai-
toilets or moving about treeiy. Apart ‘v oo
interposing natural limiiations, architects and
planners (who are responsible for designing the
buildings the disabled usze, work etc) have cour..

to answer. In most cases, they are concern wiln



Pleasing the interest of the able~bodied majority
with no special attention to the disabled
minority. This attitude is not surprising,
because according to Carl Rogers:=-

"It is difficult to accurately

sense the perceptual world of

another person unless you

valuc that person and his

world - unless you arg in

SOME SENSe Are s« ¥,

Unless the architects and planners become
considerate in their objectives, no viable
solution to this effect czn be achieved. They
have to realise that the environment they de.. n
can exorberate or deter the development of
mental, physical and psychological health -7 an
individual and that to what extent one i« dlsabl
is determined by the environment. According 1o

Winstom Churchill "we form our environment and

our environment forms us."

Social Problems

This is imposed on tae disabled porss
those design constraints that prevents him from
visiting or effectively using public buildings

like market pl=zces, hotels, theatres etc.



A legislation to this effect calling for designs
with adequate accessibility to the disabled people

can help in this respect.

Economic Problems

It is evident that if one should go round
most of the town and cities in Nigeria and visit
vantage points like the markets, shopping centres
etc, he will first be welcomed by a fleet of begrers
and destitutes, with one form of disability or the
other soliciting for arms to "keer bDody arnd soul

togetners®

Little do we realize the full econoiri~z sover
of these people, that if given the necessary trainine
consistent with their kind of disability th«, :an
move from state of dependéncy to one of sc¢. ‘-

esteemations

For this reason, this thesis work proposes e
vocational counselling and training to meei this

challengese

Medical Prob

To most Niserian aisabiled people, health
problem is the mcst serious neadacnee Lots of Thaly
disabilities degenerated tu such stage LeCalsc

lack of proper medical attentions



In this thesis work all attention is <iven

to the aspect of treatment.

248:0. The prevention of chysical Disabilities

The most effective method to follow in
preventing occurrances of physical disabilities
is to attack the problems from grassroot - by

attacking the causes themselves.

(1) Accident

By educating drivers on dangers of rociles
driving or driving under the action of drugs and
alcohol, occurrances of crippling condition.

can be drastically reduced.

(2) Drug - abuse and alcoholism

This factcr is known to contribute immensely
TOo most proviems associuted with coungen
malformationses The populace, especiall
female should be educated on such danjzor:

prevent giving birth to babies with no arms or

legs, e.ge the spasticse

(3) Control of Communicable Disease

Spread of communicable diseases like the

polio, scarlot fever, tuberculosis of bones ani
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and joints should be arrested by an imunization

or vaccinatione

4, People who are by their occupation expose to
dangers of being crippled like those in the Fire

Services, operating heavy machines, climbing

high attitudes or towers etc, should be insured

by their employers against any occupational

disability.

5« The governments (beth Federal and States)
should encourage the setting-up of factories for
the manufacturing of rehabilitation =juipments

like the wheel chairs, crutches etc.

Ee The various govermments should initiate,
encourage and pioneer +the setting-up of
rehabilitation centres for all categories »7 *th

disabled peoplees
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CHAPTER THREE

REBABILITATION IN NIGERIA:-

TRENDS, POLICY AND PROGRAMME

Before going into the various paths that the
aspect of rehabilitation passes in Nigeria, it is
worthwhile to give an operational definition Lo

the term rehabilitations

The chambers dictionary defines rehabilitazion
as "a means to restore by f{ormal act or
declaration (a person degraded or attaine i) &

former privilages or ranks or possessi‘n.”

Various scholars, philosophers
scientists also contributed their owr o

Amson - Yevi (1981) defines rehabilitatis as

process in which the remaining physical anc mental
capabilities are utilized and developed to fheir
Bigueoy efficiency to adjust them o the

the society.

Bewaran (19€4) defines rehzpilitss

restoration cf the disavi ¢ te the nllas
physical, mental, socii!, psychological, vocabionns
and economic us2fulnesss

Gearheart (1980) sees rehabilitation as the
general term which refers to the assistance

provided to the handicapped persone
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From the foregoing definitions, it would be
noticed that each is giving emphasis to the
restoration of lost potentials in the handicapped
persons In the context of modern madical
advancements, rehabilitation could be used to
mean the continuous medical, paramedical and
vocational process thrcugh which a person who
has been disabled by cengenital malfuncticns,
injuries or otherwise can, to the extent possible,
achieve hls full acceptance as a working member

of the society and become an integral part of 1,

3¢1¢0. History of Rehabilitation:- a univ rsal

case

The problems or social issues about the
disabled is a subject of universal concern.
Though it had been developbed in all varts of *»
world, the development had not been simuilen
Depending on its social, political
backgrounds, ecach nation cmbarked
rehabilitating ite less unforvunste memoers in

a rather step--wise manncrs

In Britain, not until 1531 that any meanin
attention was given to the issue of rehabilitationg
all along it virtually had been an affair of the

charity organizations. In 1531, the government
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became involved and for the first time begging was

licensed in Englande.

In 1772, a law wac passed establishing worke
onges an order to provide jobs for the lazy and
» anemp’ ovede The system was improved in 1834,
nd cince then great care and attention had been
ercised in caring for the disableds The National
Assembly Act of 1927 is now responsible for caring

apvout the disabled in Britain.

in America, the trend almost followed suite.
Howover, in America, the action was largely
initiated as a means to resettling world was
veberanse And in 191€, the firs< legislation was
out and that was the birth of an action that was
later to become a large National programme of

today.

A broader concept was given to this issue
and the 8Smith - Foss vocational Rehabilitation
Act v 1920 was tne first federal law to include
all classes of the physically disableds In 1935
the social security Act (SSA) was established
and by 1956 the disability insurance policy was
approved tooc. Amendments were made to the 1935
S5A to alliow for the us2 of Trust Fund for the
rehabilitation of the disabled beneficiaries.
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This goes the provision of rehabilitation in

America which is mostly guidaed by the basic
pnilosophy that ecuality of opportunity to
participate in the benefits and responsibilities

the nation is the natural right of every citizen.

.0« History of Rehabilitation in Nigeria

5- —r e

In Nigeria, rehabilitation programmes were
itiated mostly as a result of western influences
“nc farther enhanced or continued by social

v“ions and individuval philanthropists who
are ccncerened with the welfare of the disabled.
Twese agencies and individuals worked for years
with little or no government support. Where
government support come in, it was in form of
spegzial grantse It was not until the early 1970s

that the Federal Covernment assumed responsibilities

for the welfare of the disabled.

Sume oI the voluntary organizations are:-

(1) Home and School for the Handicapped
children

(2) Committee for the care of the Deaf and
Daemb

(3) Pederal Socieny for the Blind

(4) Nigerian Levrosy Relief Association



Among the rehabilitstion schemes they

initiated are:-

(1) Rehabilitation and leprosy settlement,
Mangu

(2) Alushi Medical Rehabilitation Centre
Akwanga (Plateau State) 1944

{%) Pacelli School for thc Blind, Surulors,
Lagos.

(4) Betty Tory Home, Zaria (Kaduna State)
1968.

(5) Shabu Rehabilitation, Lafia (Plateau
Stats) 1952.

(6) St. John's Blind Centre, Obudu

(Cross Rivers).

7« 3«0 Rehabilitation Programme in Nigeriase

Role of Federal and States Governmentg

Over the years, there had been no deliverate
national plan to rehabilitate the disabled.
Indeed most of the rehabilitation work for the
disabled people, as earlier pointed out, are
being handled by a few veluntary and charitable

organizations.

With increased complexity of the social

problems posed by this class of the human
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popuiace, the Federal Government was forced to
intervene in the issue, and took some adhoc
stens towards rehabilitating theme In 1965,
the Federal Ministry of Labour set = up a

tuee under the chairmanship of Mr. Abraham
Orcis te study *the problem of street begging
anac ils attenden®t repercursion on public health
Th= committee found out that in Lagos alone,

the number of beggers had risen from 459 in

1954 to 1,182 in 1965 (an increase of 256%)2

In 1967, the Federal Government implemented
= nf the committee's recommendations by
epotraiting about 700 begrers and destitutes
trom Lagos to their wvarious statess Hewever,
this measure did not work out efficiently and
a much larger committee was set up under the

chairmanship of Mre. Ordia againe

This led the government to set aside the
sum of A100,000. for disbursement during the
second National Development plan, 1970-~74
for the purpecse of providing for rehabilitation

centres in the federation.

The Federal Governmen:'s programme a

attracted United Nations and some of its a

azencies as, WHO, UNDP, UNICEF AND the world

Rehabilitation Fonde.
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The Third and Fourth National Development

Plans alike, have 2 promising package for the

disableds The Thir- National Development Plan
earmarked the sum o Hém for the setting up
Pehahilitation Centres in 1979 In the Fourth

f= siena) Develooment Plan (1980 - 84) another
Amount was set gside for the health services

including funds for rehabilitation of the disabled.

A giant leap was made in 1981 with the

‘wration of the year as the international year
o’ he Disablad by the United Nationse This
stimulatied a new approach to the problems of the
disabled in Nigeria in particular, and the world
in reneral. In Nigeria, it was celebrated by
establishing the National Council for the
Rehadilitation of the disabled and the setting up
of manv pore rehabilitation centress This could
be said to be the initiative factor responsible
for proiiferation o1 many rehabilitation centres

in the nation to dalees

On their cwn part, the various state
governments, whether individually or in collaboration
with the Federal government, had attempted
various forms of rehabilitation schemes. Though
fairly concieved, however, most of them failed
due to lack of manpowsr, poor financing or

administrative lapses. Among the pioneer states and
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centres established weres-

Hendel State

“oustruction o7 Vocational Training Centre
\ “ne Handicapped persons and sheltered Work

shope for use by the Handicapred personse

Benue/Plateau States

Construction of 12 alms houses for beggers and
“Itutes at Akwanga, Makurdi, Gboko, Otukpo,
Shemdam, Langtang, Keffi, Laffia, Panshim, Wukari,

Nassarawa and Jose.

Borno/Bauchi /Gongola States

Construction of destitutes and refugee Transit
Centres with residential facilities, improvement
and construction of new workshoos for the

nandicapped.

Kaduna State

Rehabilitation centre for Beggers and Destitutes

in Kafanchan, Katsina and Kaduna.

ano State

Construction of Rehabilitation Centres and
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workshops at Kano, Hadejia, Gumel, Kazaure, Dambatta,

Birmin « Kudu, Rano and Gwarzoe.

Lagos State

Construction o Behabilitation Centres for
B2 crers, Lunatics and Destitutes at Mijadun
alone Ikorodu Road o0 accomodate 500 - 700

destitutes.

Niger/Sokoto States

Construction of Rehabilitation Centre for

- Disabled at Sokoto, Kontagora and Gusaue.

Oyo/Ofgun/Ondo States

Construction of a centre at Ilesha for the

rehabilitation of the disabled.

From the efforts made se far by the federal
and states governments, the point become vividly
clear that these authorities are well aware of
the responsibilities they are supposed to
snoulder regarding the plights of the disabled
people, and yet only a fraction of the proposals
made was able to scazle through. The civilian
era even worsenec the situation by diverting
attentions away from important national issues

towards political ones.



It is sad to see that despite a total
number of twenty two rehabilitation centres of

different categories in the state, yet the issue

of a serious rehcshilitation policy in Kano state
is ever dying in the minds of the policy makers.
This is eviden! _n the fact that there is still

no Rehabilitatior Board in the state and what
is supposed to he its work is managed by the
states' ministry of Social welfare, Youth and

sports.

%e 42 0s  Social VWelfare Policy and Propgrammes

(Prospects and Failures)

The ouestion that "does the formally
instituted pregrammes usually legislated by the
government action with implementing procedures
and administrative rules establishing by the
responsible agency, accomplish the generally
stated objectives in dealing with the underlying

problems". The answer is noe.

This is because, the in.consistency within
these areas of concern may result in lack of
"success" for the implementation of a social
programme 1independent of the level of funding or
operating efficiency in programme administration.

No atiempt is made to assess programme efficiency

43,
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as such, the orientation is always to the policy's
formulation and implementation, and the programme's

outcome.

In Nigeria, come factors attributes to such
ilures include:~ lack of appropriate data on the
nature or dimensions of the social problem or
on. what actions might affect it and how; political

reasons etces

n his testimony about the social problems
o7 disabled in Nigeria, Oke-iii, F. (1972)
€2y, "It must frenkly be admitted that we do
wt lnow enough about the genesis, persistence
ind social organization of street begging in

x
Nigeria. "

3¢ 5.0 Philosophy and the Need for Rehabilitation

in Nigeria

As a summary to the forementioned analysis
on the trends that rehabilitation schemes follow
leee from the sccial problems cf theo dicahnled +o
governments programmes, the point stands clear
that the issue of has and is still taken for
granteds that the

The various rehabilitation programmes
proposed by the governments had been virtually

a failure due to reasons of inadequate fund,
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manpower or administrative lapses. Where they

succeed, it is found out that the rehabilitation

centre lacks basic zervices to cope with the

general problems of ‘he disableds Thus a graduate
m tri= centre wi'l face problems of unemploy-

'1al enuality ate when ne finally finds

aim==l1f in the community once again.

With increase in causes of disabling conditions;
car accidents, diseases, high-automation technology
malrutrition, poverty etc, the number oI destitutes

~ors is always increasing in alarming

Tnenswon wherever you go in Nigeria.

Tn Nigeria, according to .'Lutas /A (1972)
"ill=hzalth in particular, and physical handicap
in general, is the most important factor which
turns 2 person into begger. "He further suggests
that "physical rehabilitation should include all
forms of treatment to get the established begger
w4

back on his feet as much as possible.

This new concept about rehabilitating destitutes
is by far gaining grounde As opposed to the
traditional system whereby a disabled is taking
to the rehabilitation centre only to be given
vocational training, this new philosophy requires
the disabled to be treated against that disability

in addition to giving him vocational training.
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This new approach czlls for setting up new
comprahensive rchabjilitation centres in the

nation.

3ea0e«Ce PFactors for Successful Rehabilitation

Centres

(1) The rehabilitation Board should strive
towards improving the public awareuness of
the importance of rehabilitation in the

societye

(2) The programme should be a team work
involving all professionals and specialists

required in the rehabilitation processe.

(3) Interested people willing to work in the
centre should be encouraged by giving
them additional advantages against their

counterparts in other areas.

(4) Adequate plan should be made to meet the

various needs of the rehabilitees.

(5) There should be legislation to ban
begging squatting and other such social

vicess

(6) The rehabilitation should be made

compulsory and free to all disabled.
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(7) Adecuate and consistent means of funding

to be evolved.

(8) Rehabilitation centres to be integrated
into the soc.lal fabric of the society.

.f adequately conceived and implemented,
‘he above proposals will hopefully lead to an

effective rehabilitation in Nigeria.

po
- 1‘

» Financins the Rehabilitation Centres

ne common problem associated with the
feilure of previous rehabilitation programme was
the lack of sufficient funding to keep the
programme going, at such they have to be abandon.
This made such prcgrammes a short-term issues.
However, with an effectively worked out machinery
of funding, it is hoped that the programme will

be an everlasting exercise.
Some preoposals to this effect ares=-

(1) The atates Rehabilitation Boards should
be chazrged with the responsibility of
collecting alms on behalf of the
rehabiliteess Such alms collected will
be used to assist the government in

maintaining the centres.
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(2) Special charity programmes should be
arrangea to create avenues for raising

funds to »u:n the centres.

The public should be enlighten on the

~
N
L

importance of given funds to run the
centres rather than giving those on

streets.

(4) The cenires should cpcrate cheltered
workshops where sales from the products
made by the rehabilitees will be used

to run the centres.

Z¢8.0s. Types of Fehabilitation Centres

After going through the trends of rehabilitation
schemes in Nigeria, it is then worthwhile to look
at the various types and standards of rehabilitation
centreses This will afford 2 choice of the one that
would best suit Nigerian scheme; i.e. to say,
the one most compartable to the problems of the
physically disabled and present situation in

the country.

(1) Hospital Rehanilitation Centre

This is almost like nursing home where there

is a transition from hospital to the home and/or
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place of worke Vocational facilities are lacking

in such centres.

(2) Institutional Rehabilitation Centre

Such centres provide 2 slight transition
“rom hospital to the home and/or place of worke
But most of them harbour their rehabilitees in
the dormitoriss which pose some temporamental

problem.

(%) Hospital/Institutional Rehabilitation Centre

In these centres, attempts are made to combine
types (1) and (2) in which case they harbour
rehabilitees and patients in wards and/or
aormitories containing about thirty people in a
single enclosure. This aspect is considered

unconducive to ccntemporary and proper rehabilitation.

(4) Home Rehabilitation Centre

This is the new trend whereby rehabilitees
and rehabilitants (occasionally) 1live together
in a "Family” group of 12 or more with two nennle
sharing a bedroom. This type of rehabilitation is
generally expensive to run and has to be highly
selective especially in grouping of "Families".

No vocational facilities are provided in the centre,
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nenee it is good only to on - the - job

rehzbilitees.

Shel tered worishops

Such centres 2ave  vocational facilities for
the Jjob=tryout renabilitants on job placement.
Jenerally, there are no residential and therapeutic

units within the centre.

') Comprehensive Rehanilitation Centre

Such centres undertake all forms of rehabilitation
anc cach centre contains most of the facilities in

tne oreceeding centreses
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SERVICES TO THE PHYSICALLY DISABLED

In & renabil inn centre, the services
the i hled ran best be explained in
y" the prot :ssionals or specialists that
sieter or perform theze servicess These
g rizlia e are parason k0t bhave interes in the
tenre andg their approach to the treatment they
ol “ers For proper co-ordination of management,
“team approach" concent is generally adopted

e management of rehabilitation centres.

Tniz "feam approach® ic thus called because
reoures the ability and ckills of a complete
rehahilitation team workine i1m an integrated and
coordinated effort to zszist the patient in reaching
the maximum of his phycical, emotional, social

=nd vecational pouentialse

Tc fully understard the "team approach®
concept, an anology 1is drawn between the specialists
involved, <he physically disabled and the family
on one hand, and the sports team on the others
In sports, the team consists of groups of players
each perferming a tesk to achieve a certain
objective. The t=sk is either preventing an
event to occur (i- case of a team opposing the other

Lo make 4 score) cr for an event to occur (in



~ase of 2 “eam wishing to make a score against
the other)s The end resul® of all these 1is to
win the contest where a team relies on the skill
¥ a single feature or perfcrmance of a single
o1, then it will lose, or more precisely, its
zoal may not be achieved. On the contrary, when
the team members strive to avoid dependency on a
particular feature or skill of a particular

individual, their collective efforts will be

iirected towards a unified goal.

To a rehabilitation team, similar criteria
can be applied to the services it offers to the
igcbled person and his family. The team now
consicting of specialists in all disciplines
performs a task of preventing some events to occur
(i.ee structurzl and postoral malalignment,
intellectual detorioration) and striving for others
to occur (e.g. re-establishing muscles and joints
motion, giving skills for vocational training etc).
Similarly, the end results of all these efforts,

like the sports team, is to achieve a goal, in

[$]

this case, the ultimate indepcndence
persons The only difference between the two teams
Lo that whereas the jJoy of the sports team is their
own, in the treatment team the Jjoy is for the

disanled persone

£ the disabled
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In a rehakbilitation cenires, these individual
goals should combine to reflect a total
oonﬁorgence of success for the physically disabled
rather than 3 collection of distinct, but equal
goalz.  Although a member can display his ideals
to the highest stage, however, this effort must
acknowledge the existance of other members as
equally contributing forcese ' 'Q

.

The team draws its services upon the
apecialized skills of the physician, physical
therapist, occupational therapist, soclal workef,
speech therapist, hearing therapist, nurse,
vocational counsellor, psychelogist, prosthetic

specialist and lots of othérjprofessionals-g

|
|

.

ie4e0. The Role of the Physician o
By *the very nature of his position, the

rhysician is the head of the rehabilitation

teams It's. role in relation to the otner j.
members could be described as that of a ;ﬁ
ce-ardirators Of all the other team members,
the physician is one whom the centre's persﬁnnel,

patients, and the public are most often in

contact withe



554

.= phvsician is an ortnepeadist or
orthopeadic surgeor vo specializes in the
functionings of the skiletal system and can give
i+ curgic=l Jrocedures, use of braces
toer conliances oo the prevention of deformities

improvement of motor activitiese.
His main functions are:-

1) togetner with other team members,
decifes on admission and discharze.
{7} physical evaluation of patients
(%) total health situation of the patients
{4#) Examination and taking records of
medical and health situation to determine
the kind of treatment and areas needing
treatment.
(5) to determine extent of disability and
jts effect.

(£) referal role for other treatment.

Hence the chief roles of the physician are
in the physical aspects of growth and development
iece Orthopeadic considerations, wedication and
recommendation for the commencement or stoppage
or treatment. In some instance, he will require
the services of other specialists like

neurclopgist, cardiolosrist, endocrinologist etc.
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/s 20Cs The physical Therapist
A physica! lherapist is a specialist that
performs or giv: Lreatment to a disabled patient
ine a speciglized form of physical agents or
".¢e L0 be wre precise, the physical therapist

practices as a2 part of a large and varied team

o perzonn~2l which include= the physician,
'1fVﬁra;ly ns the team leader, and other professional
and assistive Frealth specialists, as well as

smbers of the lay community,.

Although medical prescriptions to a patient
oy include a variety of instructions and treat-
nents, however, the selection of method and type
of treatment procedure may be the decision of the
physical therapist. His other role is in the
choice of therapartic techniques used to develop

strength and motion of muscles or bonese

The science by which the physical therapist
accomplish these task is called physiotherapy.
The objective of physio-therapy are to correct or
alleviate bon. and joints or neuromascular
disnbilities. This entails & concern with all
“vpes  of physical disabilities such as
neurelogical dicsease, arthristis, amputation,
paralysls, structural or postoral malalignment,

craop.ing accildents etece Measures are used to

retain or establish circulation}] muscle tone,



.

Jjoint motion leading to wobility, ambulation

and activities of daily living. _f. ‘
R
To achiesve these aims, the physicalfﬁ,;t
theranist makes use of heat, cold, water, light

as well as training effects of active, passive

resistive and ree~education exercises.

g b e

fta 3¢0. Occupational Therapists

' e
In rehabilitation procedures, the physicélly
disnbled is stressed with concern for his physical,
social, vocational and spiritual needs. These
basic needs ¢f the disabled;are expressed through
.activities of daily living, work and recreation

Occupational therapy uses these activities as

|

medium of tresatments gi

Defined within this cﬁﬁtext, occupational
therapy is any activity, mental or physical,
medically prescribed and professiocnally guided
to aid » person in recovering from disease
or iajury. f?f - jf';ﬂ:

P o

The professional specializing in this
branch of physical medicine 1is the occupational
-therapists As a member of the rehabilitation

team, he works hand in hand with the physician,

1
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phyzinal therapist and *he soclal workers. _His

major roles ares- SR LA

(1) assists in the mental and physical o
restoratisn of the physically disabled
{2} assesssment of the disabled functional

abilitizs in terms of physical | |
capabilities . : Ei.ﬁ-?5
(3) preventive treatment to reduce or limit
the effect of disability and its possible
progressions
t4) training of disabled in the activities
of dailv living i'} : | $;ij
(5) prevocational explofétion to determine
the disabled's physical and mental

capabilities, social adgustments interests,

work habits, sxill and potentiality.
?iii ) j¢- ?}U
These treatment purposes are achieved through
patients active participation in purposeful activitiles

and techniques having therapartic values. The selection

of the activities depends or. the nature and type
of the disability, éFi : :?f”*q
L S
I‘

t

{i

na -1

X B
bels O The role of the Social Worker :

The pesition of the social worker in theI
repzbllitation team can be termed as that of an

"enabling person®.




The specific function uf the social worker
in a rehabilitation centre zre not so easily defined
as they may be in a traditicnal hospital setting,
The traditional hosnital team consists of physician,
rurses and social workers, while in the rehabilie
tation cenitre, the psychological team includes
nayehiatrists, psvehologists and vocational counsellors.
The social workerts contribution is primarily to
enable the patient to use other services within the
nospital or cehabilitation cenires or to use the

appropriazte resources outside, . !

The socirl worker represents the community;
within the hesoital or rehabilitation centre and
the lLarger community outside. His job from the
intake interview on, is to help the disabled relate
to the immediate society of theicentre and to his

own community to which ke will return. o

_ L
The social workers services a can be summarized

“as follows— o SRR RN
o | .

o
Yo

(1} Social study and Evaluation, including

1

o

the collection of relevant infarmation
on tho disabled person, and the appraisal
of such information withrespect to the

i
disabled rehabilitation programme. & |
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(2 =sccial case worl, where the social

worker works wllh the disabled person

to imorove his (the disabled's) attrit

attitv 4o towaras selfe-support and

noriveuion towards treatment and worke
{34) 3c¢ci.. group work including the

cerrection of abmnormal living behaviour
by using planned group activities,
recreational in nature but therapartic

in nature.

wo =)  ihe Rol: of the Psychoigist

Vocational and psychological services oiier
counselling to the physically disabled to them to
adjust te the services, as does the social service
until they are able to plan vocationally. The
psychologist has specific tools to use in and
contribution tc make from his psychological testings.
He can ascertain the intelectual functioning and
evaluate the intellectual endowment of the disabled.
His projective technics are diagnostic aids aimed

at uncovering unconscious conflictse.

The main services of the psychologist in a

rehabilitation team offered to the disabled

people ares=
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(1) nsychological evalunation, accomplished
by means 37 varicus psychological

tecting procedires and interviews

whicl: «valuate the disabled's intelligence.
(2) Iri.raretation of clinical findings
te ‘rne members orf staff,

(3) theiapautic counselling on either

individual or roup basis.

4.6.0. Recreational Therapy

ftecreational therapv is the therapautic

creantment civen to the physically disabled persons

7 enztle him participate, to the extent possible,
n the educational, play and family activities
of daily _i"e. The goal of services provided by
the recreational therapist should not be seen
as anything different from those offered by other
specialists. This is because, to any person,
whether disabled or able-bodied, recreation brings
leisure ag well asgs reief from stagnation and
physical deterioration that results from confinee
ment to the ofTice, classrooms, bed, wheelchairs

or other work or life settinge

A recreational therapv nrovides specific
therapautic benefits to those with physical
disabilities. These benefits may result in the



@

|
atrengthening of muscles, Joints 2nd so on and
in an effort ¢ bridge the gap hetween the
sheltered znvirenment of the life of the person

with physical disabiility and that in which

recreational opnortunities are oiffered. {

The imnorﬁmnce of recreational therapy should
not be underestimated and opportunities to learn
skills necessary for participation rtat whatever
level choosen by the individual should beimade

available to¢ the person with disabilitys

I
I
L

447.0 Rehabilitation Counselling - ”;

Rehabilitation Counselling is generally
considered ag the core of rehabilitation process,
It provides an opportunity fbr the persen with
fdisability *to obtaln an undefétanding of his
vocational abilities and potentials and to learn
the scope of their possible applications s .:iﬂ

The role of the vocational rehabilitation
councellor not only includes an assessment of the
vocational skills of the disabled person and the
development of work training, it also involves an
actlve community based component. He needs to be

aware of the community's job and their requirements,
<
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-peemant for Job comp. & L« r, amr 1 avment
i . -

opportunities and the 1ikes.

» '  Orthopeodic Appliances

Orthopeadic appliances also play important
rote in rehabilitation since disabled person's use
of these appliances (Prostletic and Orthotic)
indicates his ability to come to term with his

28« For another reason, these applicances are
cnera2lly the identification marks by which a

Gisabled perscn is easily picked up within the

s10le spectrum of human being.

Basically, orthopeadic appliances are
artificial alds or subtitutes to disabled member
of the body. They may be for manipulative or
locomotive purposes. Some of the ones in use now

are showvn in plLates 13 2
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CHAPTER FIVE Y

AN X-RAY OF FACTLITIES IN - pilds i

A REHALILITATICHN CENTRE

Ac a step “owards meeting the standa}ds of a
comprehensive rehablilitation centre, i.e. of providing
a complete rehabilitation scheme to the physically
disabled, it is worth the while to look critally
at the various facilities that form the core of a
rehabilitation centres This will afford a thorough
understanding of the various modes of operation,
zomposition as well as functions that such facilities
provide; hence gz good understanding of the whole

working system ¢f the centre: ; |
’:Il : !

Broadly speaking, a coﬁpfehensive rehablilitation
centre provides the functions of TREATMENT and
REHABILITATION and has the following sections:-

Administration section
Medical section?i

Acsomedation sections .

50140 Administration Section f'1_'f  s5

" _ T .
The administrative section is where the entire
adminstration of the whole centre is done. It has
busically twoe main sub-sections; the administrative

and maintenance departments.

e e
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The adrmiristrative department forms the
main focus to visitors cowing (o ithe cenite us
ieir first p ¢ of contact. The department has
affices for ¢ lor staff as well as conference

neetivize and clerical offices for

snoral workos

The maintenance department is charged with

the generzal maintenance of the equipments used

in the centres

e s0e Medical section

The medical section af a rehabilitation centre
provides the szervices that iz popularly known as
the third aspect of medicine, or more commonly

referred to as physicel medicine.

The medical section provides the basis for
the diszbled's total programme in the centre.
As the main ocut-patient section, it serves as the
initial cortact for any disabled coming to the
centres. The <ection has a variety of departments
each unique in its services but common to the
others in its collective motives to the disabled
persciie The departments comprising the sections

arei=

Medical evaluation department

phys:ical therapy department



674

Decupational therapy department

Cocirl zc :sTtment department

Orthetic v prosthetic department

;e 1e HMedical Ivaluation

Medical diaponis is the basis for develop-
ment of the patient's successful rehabilitation
“rosranmes COn admission toc the centre, a

.tient is examinad sever=l of the centre's
of activities. Complete evaluation of
tro patient requires the services of consulting

dical and paramedical spec1L13S1isise
The department has the following areass=

Waiting areas

Examinaticn cnd consultation suits
radiolopy

pharmecy

recoris

offices

522+ DPhysical/Hydrotherapy department

The functions of this department are to
correct or alleviate bone and joint or

neuromascular disabilitiess This entails a



ol wahh all types ot disabilities such as

sriacal diseases,; urtheisctis, amputation,

NeUrclorLCatl AL
paralysics spo-tieity, soructurs) malalignment,
cripolin” sce dentis ete with a view to regaining or

‘irculation, muscle tone co=ordination,

tabrlishirer

int motiern leading to ambulation and mobility

kel

and activities of daily living.

The department has the following areass-

Examination/consultation suits
treatment cuticles

gynmasivm and/or exercise
hydrotherapy pool
shewer/changing room

wa.ltine area

therapiasts! effices

store.

5¢2s3. C(Qccupational therapy department

The occupational therapy department has the
main function of assistineg the crippled person in
nis physicel reztoration, enabling him to adjust to
ris disabilicy, increase his work capabilities and
nDesome a useral member 0 his community. In
rron criveplod person s *rained in asticitiss

Asi oy T Fapswe,



The departpent hac the ISiluwing areasse

R2rapYy roasme

BEw M area

oy
b

vity of daily living
thhie~apists' offices
chower/changing rooms

oo
SLoTe

The activities of dally living are

tho followins facilities:-

R~ throom/we
Pearaem/livingroom
kitcken

dining areae

9e2elia Social adjustment department

This depar-tment helps the disabled patients
to overcome their social oroblems through
organized work of psychologists, psychiatricts and

-

medical sesial workers. Social and psychological
evalustion and counselling are conducted on the
disabled patien® to assess his intelligence or to
improve his attitudes towards self-support and

metivation towards treatment and worke
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e
1

The -Adenartment consists of

psycholorrists® offices
social workers' offices
socinl rroup rooms

psysholcrical resting/evaluation roomse

£e”e5. Orthetic and Prosthetic department

“ne deusrimen® orovtics the disatlsd patiert
r s 8108w substituta Wis weaered 23
af part of the bodye In addition, the
artment undertakes minor zdjustments and
repalrs to appliances, wheelchairs, braces, limbs

and crutches.
Mzin areas in this department includes:-

waitine rea
skop area
Piltlias area

- wosdm v oemd

castering

Se2ebe Therapheatic Appliances and Equipments

Special and unigue appliances ana equipmenis

are used in all the therapy departments, however
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their prescriptions depends on the nature of

patisnt's disability =s well as the scope of the

centres. DSome esjuipment:s; and appliances used in

the physical/hy iro-therapv treatments are:-

massege splintz, clectric machines, posture mirrors,
uationary bicyeles, gpymnasium matress, parallel

unri, horizonin’ bhars, shoulder wheels, ramps and
teirs weigh* lifts, sand bags, springs, crutches,

salking frames, arm and lez whirlpoels, hubb and

tank, swimming pool etc.

Common occupational therapy equipments and
iiances in use zre:= rehabilitation machine
vole, weavin:/printing machines. Others include

a0 blocks, weighted blocks, foot power lathe,
hicycle fret saw machine peg boards, weighted

checkers, different forms of splints, etce

5230 Rehabilitation section

In the rehabilitation section training and
programming is rade in order to train the
rehabilitees in what is most beneficial to them,
in terms of sceuring employment or self employment.

The section has three main departments which are:-

Vocational training
Sheltered workshop

Special =ducation.
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5¢ 3«1, Vocational iraining

Thic department nas the responsibilities of
acguintines the disahl~d person with situations
in industr rd business and of preparing him for
iob competifions The vocational programme is
intermined by the patient's (disabled's) needs
and by the needs and opportunities of business
and industries in the community served by the

centre.

The vocational programme or training is
prescribed after a serious of evaluations and
soungelling of the disabled's abilities, interest
etce Durirg this period of training, the disabled
patient may continue to receive ucatment from
the medical section, social adjustment or any

other part 27 the rehabilitation entre.

o,

Mic department has the following areas;-

training werkshops
svaluation offices
counselling offices

onference room

Some nasic arts and crafts training provided
by this department are either skilled, semi=-

g%ill d or unskilled workss The breakdown 1is




-
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(B)

2o

Egmmerciﬁl

Se
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Receptionists
Cashier/financial clerks

Secretaries.

Skilled and semi skilled

1.

2e

%e

Sewing and Toiloring

Tailors

Hand sewers

sewing mechine operators
chair cover makers
cutters

trimmers.

Arts and Crafts

Ceramic
leather
weaving

metal work

Repairs
Watch repairing

shoe repairing
camera repairing

tool shapening.
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Ce Semi-skilled and Unskilled crafts

'
i

1. Door mat mrxing

2. car floor mat making
3e leathor work i
he woOOIG work

5  Basket work

6. Rope carpet making
7. Veaving/Dying

8. palinting

9. Chair canning

10 soTlt toys makings

I
i

5. %42,  Sheltered workshops |

The sheltered workshopézﬁrovide additional
opportunities for further evaluation, training and
eventual employment of the disabled person. The
department is never an isclated unit in terms of
programme, but is part of the total vocational area

which in turn is an intergral part of the centre.

Apart from being an employment setting, the
sheltered worksiops department serves as the
marketing department of the centre, advertising the
ability, copability and talent of the rehabilitees as
well as exhibiting and selling products made by the

rehabilitees. i
|
|



Tnis department has suech 2reas asg-

workshoss

seles room

workers/rehabilitees rest rooms.

Much specialized works undertaking by this

departuent includes-

Metal works

‘@ repairs
Slacksmithing
Bicycle repairs

welding.

Be Woodwork
Carving

furniture and uphostery

carpentry.

Ce Arts and Crafts

Ceram‘cs
leather work-:
paintings

cap making

car floor mazing
toiloring
basketing
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52 LDUNINT Works

Canvas embriodery
soft vo making
Kni

Chair cunnine

Door nat making.

rrd

e  RHepairs works

Wwatch repairs
Shoe repairs

Flactronics repairse.

« Commercial Works

=3

Typist works
Meceptionist
Sales clerks

Cacshier/Finance clerks.

5¢ 3« %« Special Education

Special education opoortunities are given
to rehabiliters to further complete their
rehabilitation programmes This will help the
rehabilitees with difficulties in certain
arias ol zeademic or vocational achievements

scpe with urne ever demanding industry.



The dernortment has areas liket:-

“lassrooms
Staff room and

Offices.

S5¢%a0. Accommodation Section

The accommedation section of the centre
provides sh2ltered housing to all categories of
the rehabilitees; non - nursing and nursing

disabled.
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wn fact that careful study and
15 ¢ “4 needs of 2 rehabilitation centre
ire not always considered before establishing them.
Not only this, the underlying problems associated
with the centres are not as well comprehended;
iece to talk about the genesis, persistence and
weial problems associstec with the eventual users
nese centres - the destitutes in general.
= spells out the reason why rehabilitation
schemes 1n Nigeria are unable to perform

effectively or eventually fail.

To make any rehabilitation scheme worth the
wnile, it must set out to resolve these ambiguities.
It is because of this fact that the thesis -
Rehabilitation for the physically disabled, Kano -
procecds 2y n thorough investigation into the
noslitiol the disabled people in Kano states
This irchwde finding sufficient data on the number
o Rehaltl itation cenires existent in the :tate,
arens thevy e located, scone of the rehabilitation
scheme, method of in*axes, responses of the disable
corsons to the scheme, government's policy package
for the disabled ete. The task require a lot of

data collection and analysis.
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4 Methedolosy of Data Colection

- - . .
——

™evre are bwo sources of PData Collected for
thieg thesis: Fir: - and and second=hand sources.
¢ war us=d to collect data
from b ‘surce; from existing centres;
rehabi’ itee interview with their staff;

» agnronriate rovernment suthorities like

'Y

Hinistries of social Welfare, Youth and Sports
ana Yinistry of heslth; from thereupatic departments
asgitalss planring authorities and the site etce

7
second="nnd metned is the collection of data

mbtlighed and oupublished books, magazines,
ls, Newsvapers and thecis write ups of former
wients of architectures This meathad 1e wzuclly

“~zrerred to as Scok - method or Book - source

HeLhoGs

Interviews, ohservaticns and photographs

wers some of the moethods emploved to achieve this.
Mmoo tionaires were 1m0t used as most of the

rehabilitees in the centres are illeterates.

Se1e2s Method of Data Analysis

The dats collacted usine the two methods
rithlifhted above wers compiled and then analysed.

The raw data were either tabulated, put ifu furm
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ot erephe or chiartse This affords an 288y ASSeSSe
an comparison or nre’ect lon to be made easily.
'y Ghe populition of the disabled to
he paased in the centre, type of walking aids and

menTes e  +ive to he provided to the

, namit ~ 5t departm2nts or units to be

ded, Lyros of manpower needed, types of
secotional *rodes to trzin the rehabilitees in,
aumper of rehabilitation personnel to have as well

a5 the kind of enviromment - physical and social

provide were ohtainede.

wis analvsis afferd

3 me the chance to assess
tuaticn of the disabled in Xano State in
‘oular and the country in general. From the

L5, th: veint was vividly clear and visibles
fne ostablishmert of rehabilitation centres is
irevitable for o “asting solution to the problems
of the disabled in ‘our society. This is because
ne Mational Policy on the disabled was ever
properiy conceiveds  Although rehabilitation centres
and =re 50101 being set-up, yet they are only
vocetional cenfres offering only vocational training;

noe offort is mnde lowards normalizing their

dizahilities.

For this renscon, I propose that this centre
wil® involve itself with physical as well as social

rehnpilitations  The physical aspect is medicalj



81,
medical in the sesse of therapautic treatment,

wonee the inclusicn of a medienl unit and

srecommongsation unit for thre a sanled in the proposed

%  Prefile of Koano Shate's Disabled Persons

fhe stetc's aa ¢ ! tne disable¢ persons in

COUNTry, &t slacat 145 million, was 2 stagering
5. 58% of the stata's vopul:ion, which was
sirnificantly higher then uhe nation's average ©f

11«05% Thin i howevar, not connected with the

[P
. B

that helnn 2 Wiata ummeerc 21 centre with
rternational Link.,, the tute's cosmepoly attracted
e number of fertune-nceker, vagrants and the

vobBitutes alikive

The number of g nd nomronsg in the state is
300,000 about 4.11 of tho =cmwi' +*ion. Alms housss
at Bichi, Dawak%i Nudu ana Y:kasei provide

rehabilitation rfacilitio: L Hevie DeODles

The state's disubled persen with hearine in
impairement are rehabilituicd at Tudun Maliki
centre and their number is estimated at 139,000 or

about 1.46% of the population.



T™e state harc about 141,700 cases of disableds
with arm handicapse These figures represent

1. 59% and 1.63% of the population respectivelye.

Mental ITnfirmeny at Ccron Dutse and the

Rwe]

I
-

i Terry Fom» provide {reatment and/or
~chatilitation facilities to the state's 167,000

mintally disabled verscr (1.765 of the population).

The aped ane the disstied inhabitants of the

;oo te are about 67,000. Hozd injuries and injuries

a” home and work claim about 43%,000 persons or

ff' about 0.45% of the state's population.
I.j, Tables 6.1 - €.5 below give the breakdown

of the mimber of destitutes in the =state: their

) curead and distribution bv TVPE and FREQUENCY.
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Table 60 1

KANC STATE:-
POPULATION BY LOCAL COVERNMENTS
| (x1000) | (x1000) | (x1000) | (x1000)
! 1067 1684 1985 1986
BICHI 52 Shé see | 591
. |
2.  BIRNIN ®UDU b 51 539 553 575
e .’-t‘-. "' nrl'\ 'T"T ."- 4 ; 485 505 5 25

\'; .
3
o
E e
&0
O
g
O
o

ta  DAWAKTIM KUDN
3«  DAWAKIN TCPFA 66 589 613 ~37
6. DUTSE 306 415 L322 L49
7« CAYA 4E4L 471 491 911
f. OEZAVA 405 Hh21 438 455

9. GUMEL l 24 454 L72 a1

10. CWARZOQ 763 7G4 826 859

\

11. CIADEJTA { &4 5 56 £58 581
|

12.  JAMUN - 3¢ 232 34,6

1%« KAFFIN HAUSZ

al IFARIAY AT INIY YT T i ‘ .
iTe (R s YL |'ﬂ)\.‘. »;.':‘.E. ] 'r ?(}-: rl.‘::‘I

15« KAZAURE 56t %81 106

e T ———
—
= " y
N
-
-
o
~
Q
-
o
\n

16 VINJIRIE

I —

17. BANO | K
1€. RINCIM 594 545 565 589
1. TUDUN WADA L 36 heh 472 L
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Table 6.2

SPREAD AND DISTRTRUTION OF DESTITUTES IN KANC STATE

BY NATURE OF DISABILITY |
U STATE | NATION | STATE'S | NATION'S
(x1000) | (x1000) | RATIO(%) | RATIO(%)
PROJFCTED POP. '82/63 | 9,500 | 92,000 - -
" DISABLED PERSON 1,480 10,870 | 15.58 11. 0%
DISABLED BLIND L |
PRSONS 390 2,580 | #4.00 2.80
DISABLED DEAF ETIV | S
PERSONS 139 1,060 | 1.46 1¢173
DISABLED DUMB PERSONS 144 1,050 | 1.52 1014
DISABLED LAME PERSONS 151 | 4,127 | 1.59 | .23
DISABLED MATME HA B
PRRSONS | 155 55%;7a7 1.63 1,24
DISABLED MENTAL é | N
PERSONS . 216 2_5;267 176 | 1.38
DISARLED LEPROSY B f__' ” Hijff -
AND CO. 216 1,206 | 2,27 | 1.33 !
DISABLED AGED b | @ %!! !
PFRSONS &7 | 30 | o7r | oaar T
DISABLED ACCIDENT AND i et
RELATED PERSONS 43 248 | 0.45 ;F 0. 38
o
SR
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N AND DISTRIBUT

10N OF DESTITUTES

IN KANO STATE

BY FREQUENCY
opATE | NATION | STATE'S NATION'S
(x1000) | (x1000) aar1o(%) | RATIO(%)
STsAnL D MALE PERSONS | 1,112 7,282 | 1.7 7.92
DISARLIT FEMALE
PERSONS 369 | 2,888 3,88 3,14
NISAELED O = 19
YEARS 305 2,190 3o 21 129
DISABLED 50 + YFARS 429 | 3,824 452 b 16

Sources=

welfare Youth, Sports

¥Karo

gtate Ministry of Social

and Culture.



=
Table

6ol

NUMBI

R CF DESTITUTES IN REHABILITATION CENTRES IN

KANO STATE

NO. CENTRTE 1984 1986
+ PT 250 227
I
| DAWANAU 274 340
3 DORAY T 200 240
4 REMAND HOME 58 113
5 TORRY HOME 36 41
6 CHTLDREN HOME 35 48
7 | OLD PEOPLE'S HOME 33 34
& HADEJTA 29 39
9 GUMEL 28 36
10 KAZAURE 42 50
: B DANBATTA Ll 49
12 BICHI 76 86
13 DAWAKIN KUDU 91 92
14 RANO 40 25
15 RINGIM 33 pic
16 GAYA 35 30
17 SUMATLA - 23
18 JAHUN - 27
19 MINJIBIR 56 64
20 KARAYE L3 38
21 BIRNTWA - 17
22 WUDIL 40 Ly

Sources=-

Welfare, Youth, Sports and Culture

Kano State Ministry of Social
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1984 NO.

NO. OF DRSTITUTES IN CENTRES

OF DESTITUTES IN THE CENTRES COMPARED TO 1986

3
1
1
:
i

Youth, Spcrts and Cul ture.

r N TE E 1986 | 1984 | DIFFERENCE %
E “ ! 207 250 ; - D% - 13,00
. DAY ANAU 340 274 66 19. 00
3 | DORAYI 240 200 40 16. 60
4. REMANO HOME 113 58 55 48. 00
5 | TORRY HOME 4 36 5 12.50
6 | CHTLDREN HOME 48 35 13 29.00
7 | OLD PEOPLES HOME 3 3z 1 1.90
8 | HADEJIA 39 29 10 25.00 ,
9 | GUMEL 36 28 8 22,00
10 | KAZAURE 50 42 8 16400
11 | DANBATTA 49 Iy 5 10. 00
12 | BICHI 86 76 10 13. 00
13 | DAWAKIN KUDU 92 91 1 1. 07
1 | RANC 25 40 - 45 - £0.00
15 | RINGIM 24 33 - 9 - 36,00
16 | GAYA 30 35 - 5 - 16.00
17 | SUMAILA 23 - 23 100e 00
18 | JAHUN 27 - 27 100, 00
19 | MINJIBIR 64 56 8 12.50
20 | KARAYE 38 43 - 5 - 13.00
21 | BIRNIVA 17 - 17 100. 00
22 | wupIiL Lk 40 4 9. 00
Source: Kano State Ministry of Social Welfare,
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6.2.0. Case studies

As earlier on stated in the introduction, it

5 desirn and detailing aspects of rehabilitation
centres from both wizhin and outside the countrye.
The studies on these existing similar projerts
will afford the architect to have an insight into
what has been done before. The aim is not to copy
the previous projects but to understand the good
and bad aspects associated with the planning,
deciin or user satisfaction of the buildings,
for nim to come out with a better solution by

avoiding the previous shortcomings.

In this thesis, four different case studies of
existing similar projects are considered; two from
within the country and the other two from outside

the country. They are:-

(1) Mariri Rehabilitation Complex, RKauo
(Kano state)

(2) Rehabilitation for the Blind and
erippled Kakori -~ Kaduna (Kaduna State)

(3) Centre for the physically handicapped
Dublin =

(4) Landale School for the physically

handicayped, Steverace - Hertsfordshire.
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H6s2« 1« Mariri Rehezbilitation Complex, Kano

LocationL

The centre is located at Mariri village some
three kilometres or the eastern countryside of Kano
me Lropolis along Maiduguri Roade It is built on
a relatively flat land and has one main entrance

to the complexe.

Historz

The centre was established in 1980 by the
Pederal Government of Nigeria along with five others
in the Federation. Initially, it began as a day
institution however, circumstances warranted the
need to convert it to boarding standard. Hence,

in 1983, the accommodation unit was added.

Aim

The centre was primarily set up to train the
rehabilitees - blind and crippled - on different
vocational trades as a means of reducing street
begring, however, with no attempt to normalizing

the disabilities.

Scoge

The centre is designed to cater for two
categories of the physically disabled - the crippled

with only lower limb deformities (the paraplegics)
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and those with partial or total visual defectse

Tt has a total capcity of 500 rehabilitees but at
present (December 198A), only 262 rehabilitees mostly
males and from the age of eighteen upward, are given

raining.

The centre has [acilities likc werkehope, amall
clinic, residential area, administration unit as

well as literacy classeses

Planning

The whole building fabric is single-storey
congisting primarily of two wings - the working
(workshops, adminstration etc) area and the
accommodation areas enclosed within an outer ring
roads Buildings are scattered all over the site
(scattered planning). The main entrance gate is
on the Northern side and opens to the married

disabled's guariere.

The central area forms the main working area
housing the workshops, administration block, store,
the laundry, dining area and the clinic. The
western side contains the Bachelors' residence.

Like the married disabled, they are H~shaped and
linked to each other by covered walkways. Generator
and poultry houses are on the southern side of the

ring road.
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Aporaisal

(1) No proper interrelsntionship is established

between buildings rcspecially the accommodation
preas are scattereda
(?) All areas are built - up and no expansion is

possible especially to the sorkshops side.

(3) No proper linkage in terms of covered walkways
from one area to another

(4) Walkways are not roofed, hence difficult
to utilize during rainy and sunny sessions

(5) No provision for wheelchair storage in both
working and accommodation section.

(€) Sanitery and other services fittings adaptable
to rehabilitees especially the wheelchair users.

(figo 601)

6e2. 2 Rehabilitation centre for the Blind and

Cripped, Kakuri - Kaduna

Location:
The centre is located in the southern part of

Kaduna town at Kakuri. The land is relatively flat.

The aim of the programme of this centre is to
train rehabilitees different vocational trades,

however, with no attempt to normelizing the disabilities;



The centre was initially established to cater
for about 500 rehabilitees, apart from staff housing.
‘= 0 December 1986, the centre contains about 100

chabiliteese.

Planning

The centre has two main sections; the accommo-
dation (living) and the working (workshops admini-
stration etc) sectionse The buildings are scattered
all over the site. Though the concept shows
horizontality, there is no proper interrelation
between the buildings. The administration block

forms the central core of the centre,

Appraisal

(1) Roads poorly designed; dangerous to the
rehabilitees especially when crossing to the
workshop area from the living ction.

(2) The walkways are uncovered; no protection
against sun and rain.

(3) Facilities not adaptable for rehabilitees
use especially for the wheelchair users.

(4) Ramps in the accommodation units are too

steep for wheelchair usage. (fig. 6.2)
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Be?:3. Centre for the physicnlly Handiecanned

Dublin

The centre is situzted a3t Vernom avenue, Clantaf,
Sublin in a moderatelv low dense are onthe northern
side of the city. Being a fast moving institutional
area makes the centre enjoys a good working ties with

the existing hospitals nearby.

History

The clinic opened in 1951 in a room at Penbroke
Street. 1t developed in the1950s and early '60s in
Goats town by the addition of a school, a therapautic
swimming pool and workshops. In 1968, thec ncew clinic

was opened in Vernon street, Clantarf.

The clinic exists to treat and rehabilitate
peoplc with physical disabilities and to help them
establish their independence and effective living
within the community through a programme of medical,

psychological, social and vocational evaluationse

ScoEe.

The centre has shzltered workshops, and day centre,
and facilities for treatment by physiotherapy,

hydroinerapy and occupntional therapy as well as primary



fchool. It caters for all ascn rom birth to very
'Ll ares Tt attends to between 240 - 200 patients
per week, with additional 100 in the workshops, 820

in schocl and a stafr strength »f 30,

The centre treats 211 kinde °f cases like
noliomyelitis, mascular dysthropy, asthma, cerabral
palsy, multiplae sclerosis, arthristis, congenital

deformities and cases due to accidents.

Planning

The aim is to revive the idea of an institutional
building as a formal expression of community 1ife,
The building is a single-storey consisting of three
36.6m° cells set one behind the other from North
to south and separated by 3.05m corridors that

terminate at fire exiise

The North cell is the working area, the middle
cell is the administration while the southern cell

forms the treatment unite.

The main entrance to the centre is on the
western side of the central cell and opens into a
central square the centre of which forms a 12.2m2
courtyard. The hall contains the entrance hall, day
centre, consultation offices, conference room as

well as the dining hall.
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The Northern cell contains essentially the
Pactory with the kitchens The souincrp g2l Wittt
aryund sncther rourtvard cont2ins the occupational

shyvsiotherapy, zvm am and “he swimming
™. seacel wnd tne sniler house are at the
eansl wing of the building. The school has a lineal

arranrement and is linked to the clinic by a covered

walkwaye

Appraisal

(1) Internnl finishes used¢ not ideal for the
disa%led vaage

(2) %o adenquate storage facilities for wheel
chaair at the entrance

(3) glazing down to floor level provides feellig
of no-privacy and obstructs movements.

(4) B5liding doors used too heavy to operate by
upper limb disabled.

(5) Expansion to the therapy department is not
possible (fige 6.3). ,

6.2.4s Landale School for the Physically

Handicapped Stevenage

Location
Located on the open chells neighbourhood of

tevenages The land iz high hill opern rround.
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TS o fnn‘v

e ——

Designed by G. Fardecl! nand K. BRegr for
Hortsfordshire courty covncil Education Committee, 1t
one 0¥ two such schools in the country. 1t serves

tne whole northern part of Hertsfordshire.

Aim

o —

Its chief role is to provide centralized
teaching facilities and expertise for children
prevented by handicap from enjoying and benefiting

from ordinery school 1life.

Plannine
. - -

The whole complex is a single-storey building
arranged round central courtyards. A1l teaching
administration and working areas are arranged around
the perimetre of a rectangle with three interior
courtyards. The high core of the school contains the

therapy departments and the Hall.

There are three main entrances to the building;
the northern gate giving access to the primary schoolg
the two others are on the western side under a large

canopy leading to the administrative and working areas.

Residential accommodations are arranged on the

eastern side on @ long central spine which serves as
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nnccting axic betweer this sectinn and the

main area.

(3)

(4)

(5)

Apprizisal
(1) Irternal columns in the main corridor stand

clear of the wall so thni an ambulant child
in need of helv or support has to circom=-
naviage each ~column

Ramped entranc2s have small channels at the
thresholds which is an obstruction to the
wheelchair user

There is no privacy in the arrangements of
bed spaces. |

The hight - parallel partitions can easily
be damaged by wheel chairs.

Qutside facing rooms prone to solar gain

on the south. (fig. 6.4.

6. e Qs StUdY Area

Kano is the administrative and commercial

centre of Kano state in the federal Republic of

Nigoriae Metropolitan Kano, the area of which this

project is situated, covers an area of 67,843 hectares

including urban Kano. It has a population of 650,000.
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Toverraphy

Metropoliian ¥anc *r situated on an altitude of
“50) « S500m above so !ovel and 15 pordered by the
Taskma (Nerth) and Wateri (west). The area

beden \

-ansints of gently undulating plains; with a

sds> L

savannah type of vepgetation.

Geoleogy

The Kano Area is generally granites and mirematites,
covered by laterite and their topscile The upper parts
of the laterite are mostly dried-out and often concreted
laterite zones are encountered. There are frequent

rock outcrops on the southern and eastern areas of Kano.

Climate

Temperature:- Extreme values in temperature occurs

during the dry season which rance from a low 73°C in
January to a high 40°¢ in Aprils More moderate
temperatures with less extreme values but coupled with

high humidity, occur curing the wet seasone.

Wind

Wind currents that occur cause the climatic seasons
vrevailing in the area. The dry season (October - April)
Is characterized bv the tropical dry continental

sahara winds (Harmattan) from No-th-easte
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The wet season (May - Sen-ember) is characterized

Wy south-westernly maritime winds which carry warn

Rainfall:~ The mean annual rainfall amounts to
#o”mr and occurs mainly between May and September with
1 peak in Auguste From November to February, hardly

any rainfall occurs.

Humiditys:= Humidity is fantly high during the wet
senror (A0 - 80%) and remains aronnd 30% during the

dry senson, leaving its daily maximuin at 70% in the

mornin;, Aand its minimum at 30% in the afternoone

6.4.0 The site

fela1e The site selection criteria

An important variable of utmost concern in this
thesis is the isgue of selecting site for the project
within the metropolitan Kano. The criticality in
the selection of this variahle is high that it needs
special considerations before resolving. This is
because the success of projects results when a land
is developed in such ¢ way that the building become

most useful to the pecple to use it.
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For a rehabilitation centire, factors like climate,
toposraphys vegetation, loeation ralaticn o
facilities etc are imvortant factorz to its sitting

nd hence are the indices used in selecting the site.

Toporraphy

Topography h2s an important role to play in both
selection of the structure to use and movement
beh~>iour of the users. Undulating and steepy land
cnn rmoke movement dificulte Cn the other hand, =2
went'e slope can help in drainage, and present fewer

plannine problems.

Relation to Facilities

As 2 specialized institution, a rehabilitation
works in conjunction with other facilities hence its
proximity to such related facilities like hospitals,

public transportation, light industries and so one

Accessibility

Access teo a building is of prime importancee.
A good site should he accessible to both vehicular
and pedestrian traffics i e. to say, it has to be
near <Transportation routes for easy servicinge.
Isol:tion by no means increases the problems of
transportation to taose who mirht otherwise be out

patients.



Location in the community

The sitting must =lso take cognisance o1
existins lard use o 'ern of the commmity. As an
itutional buildineg, the site is supposed to be

in institutional zunea

Relation to services

As intergral part of building core, services are
important to the success of building projects. A site
for = rehebilitation centre should bhe near services

like power, water, telephone etce

Lxpansion

The site should be large enough to accommodate the
building proper, circulation areas as well as outdoor
recreation. Tt should be in excess of present needs
and give room for future expansion. Irregular and

built up sites are not desirable.

6e4e2. Choice of site

Two sites are ccnsidered for selection based on the

criteria set-out.

(1) A piece of land along Rayerec University
Kano, adjacent to the Tnstitute of

Education, central administration.
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DESIGN CONSZIDERATION

A successfil deniv, iz sajd, is one that gives
~ak .7 Attentien br teo physica® characteristics
5% the people to use il; one that satisfies the users

reguiremrnts.

In designing for the nhysically handicapped the
designer should not be deceived by the standards set
down for the able-bodied. Rather, ne should focus
his 2ttention to the limitations inposed on th=
disability into purposeful use. It is oniy on these
considerations that the architect will find out what
standards to use in order to bring out a desipn that
ceuld conveniently satisfv the users requir.ment

(in this case the physically disabled).

It is ironical that buildings have 2lways, 2are,
and always will be geared to suit the two-legged
able-bodied other than those propping on sticks or
rollins about in wheelchairse This is a challenge to
the architects and it i3 what this thesis is set out

to achierve.

Some common assumptions made by architects are
that disabled people want always to be treated in
fhe same way as normal pecople. The other view is
what Tne disabled seunle want 2ilways to be independent.

Whatever the case, people with physical disabilities



ceannot nse milding if they are iregted in the same

Yy 3 o ""f)'_ 5 ae 'i-\.--: fa¥al 'J“(.T;-‘.“

They prefer 1o br independnnt ‘n every bit
of their action; thst is to say, they want to be
=le to appreoach builcing without much effort
and (e moy thelr wheelchairs without encountering

anry obstruction.

Designing 2 Rehabilitation centre o for the
physically disabled thus, calls for a special
desirn. And because of this, T intend tc¢ look
a*t the effect or otherwise of bvildinz elements,
the “iniches, services and the jenera’ spaces

the special needs of the disabled peoples

7+1.0. Building Elements and Finishcs

A. External Elements:-

(1) Footways:

To allow for wheelchair users, pavements
and sc on chould be not less than 1.200m

ord e to allow for whesl ghairs to nass
each other or wheelcnairs to pass

attendents with prams, footways should

be ot lzes than 2.00m wide.

Maximum pavement rradisni for
ambulant disabled and sssociated chair

bond peopie is 1212 .  For independent



wheel choir veers, pivzement sheo.ld have a gradient not
exceeding 1:20.
(2} Footwavn:- urfaces

tenerally, non-=slin surfaces are preferred for
ext-rr2l circulation, rather than smooth in-situ

e
SUrifcess

Pavements, footways and “o~tpaths should be of
“ixor, firm materiale 3Sultable surfaces are sHitumen

nacacan, tarma cadam and asphalte

3. Ranmps

(1) Ramps:- General considerations for wheelchair
ucsers, the entrance to any building must be levelled

or ramped.

The building Regulations require that handrails
should be provided to ramps, except where the side
Is fo~med by fixed szeating. Irrespect of the

ourcoss grouu or compactment:-

a) any ramp with a total rise of more than
0.600m shall be provided with a handrail,
(i) on each side, if the width of the
ramp is 1.00m or more; and

(ii) one atleast one side in any case



2V sucl aznarell sk
{33 ~ c- riAd - e o affoard
(i) iesign o afford
adeg o mesan: Toannnnrt e persons

wsins the ramps;

(i1) bpe zontinuous for the length of the
vamp;

(iii) be szecurely fixsd at a heisht of
not less than 0.500m nor more than
1. 001

(iv) be terminated with a scroll or

other suitable mcanse.

(2) Ramps: Gradient

Depending on the length and Xind of users,

racommended ramp gradients are:-

(a)

(o)

(c)

(d)

ambulant disable people; 1:9 for ramp
length of %.00 ; 1:12 for length of

3.00 - 6.00 1:2 for length above 6.00m

Indevendent wheelchair user: 1:10 for
length up to 3.00; 1:15 for length of

3. 00 - 6,00 and 1:20 for length above
6.00

attendent wheelchair user: 1:9 for length
up to 3.0C; 1:12 for length of 3.00 -

6.00 and 1:20 for length above 6.00.

all other users: 1:8 for length up to

2«903 7272 for lengtk of 3:.00 <« 6.00
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For general purnose:, *amps wiil
sirs to pass each otinei, or pecciirinams,

1 - ‘10"}:" .

¢+ the foot of aav »anp having 2 gradient of
—ore than 1:12 there should where possible be a level

apea2 no* lesgs than 1.900n longe

(4) “?anrss Finishes

11 ramps must be non=slip svrfacess This is

*he hazard s1in surfaces brine n other users

hecaus:
bosr *he wheel chairs (that prefaer slin suefac-g for

sasy maneuver) iz aigniticant.

A texturea (inish with ccarse aggregate not finer

tharn 0.010 is recommended. Polished concrete surfaces

are dangerouse

//

C Handralils

(1) Ceneral Consideratiors:

Handrails and bnlustracers rest be securely

i o T

fixed.
Handrails must be provided to each side of any
atzlreace or steep ramous.

handralls =aom’d he provided to the sides of

corriqorse.
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i i .
Reised throsnolds ean ae hazardous g ambulant
disabled and slderly Deople ard arc obstacles to

wheelchaijirs, : '?Iﬁ

|' B ; !
Where nrovision is made for disabled people and

Tor reuasons of centaining rain water, it ig necessary
to have a low 8111, +the height of which should be

not more than 0. 025, f' ; _jz

g«  Windows o ?

I Muildings for the disabled people, windows

should allow seated Eeople to see the view outside.

. o
In all living areas of housing for the disabled
peoble, windows trancomes should Bdt be installed ;
inside the zone between 0.900 and 14200 above floor
level. | | ;TF? . y
Side~living winéowq and louvres w1ndows aré

suitable for the crippled peopleafﬂr |

5 SO dTit
1 D(,OZ“\, " F.! :

Where provision is made for disabled pﬁople,
careful attention mist be given to the plnc1nr[and

Specifications of doors. 'f; b

Doors in coTner nositions c'hould permit easy

approach.



Doors %o swzll rooms chould slide or oven out

inctead of openine ine

ineopening ooors Lo vpathrovms anu WWes are WL

‘coommendad.

Doors opening out into the passageways may be

recessed to aveid accident hazards.

(2) Deor sets

The use of standard door-sets means in practice the
whar= disabled people are to be catered for, only Three
door sets sizes are possible, namely 1.000, 0.900 and
0. 800,

Doors other than these standard sizes can however,

be purposely made.

Sliding doors are easieor to manipulate and

negotiate for wheelchair users.

Side=hunes doors are preferred to sliding doors

for people with hand or arm impairment.

31liding doors are recommended for the workshops
and theatres. Projecting handles are fixed to both
sides of the sliding door for easy opening and closing

by the rehabilitces.

For bathroors and VWiecs for the wheelchair users,

sliding or bi-folding door may be more satisfactory
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thar o side=qune doors

[ 4

Lever handles ure preferrcad to knob handlas.
Enob nardles €0 ne* orovide an adeguate grip of

pecpls with hand irro o sments. A lever handle can

revrally be operanted with one or more fingers only,
wherons knot a.:o47. can not easily be operated

#ivhout the use of =he thumb.

Do internal Walls

(1) Apart from normal load bearing duties such
2o ~nrrying wash basins, sinks, cupboards and book-
shedreer, internal walls in buildings catering for
the disabled people may need to be suitable for the

fixing of personal support rails.

(2) Materials:-

Internal walls and partitioné are generally

either of prefabricated dry or wet fixed construction.

Bricks or blocks for net fizxed ctncitruction

should have a thickness of not less than 0.075.

Prefabricated partitions withou* extra reinforce-

ment are generally not suitable.

Domestic sandwitch partitions, for example with a
core of plaster boa-d, flax board, polystyrene, or
Zlass Tibre and a facing of asbestos wall boards,

hardboard, wood venz2ar or pvc fabric are not satisfactory
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snad zhould He aveiaed whers posciple,s
(3) Protection of wall finishen:-
Damare tec w2l finishes 15 caused 2T any leve!
up to zbout 1.000, Tuerafore fitting of renewabdle

nrotective tenels o r'nerable areas is recommended;

stic sheeling is suggested.

<t L sAlh e miars Tamimation
. 1 i inRSd | D

Hs Floor Finishes

In any building olanned for the use of the

isabl«d people, 3 primery requirement is that the

L

flocr should be s3lip - resistant. Although for

ch.irbound people a slip-resistant surface is not
requirea, it is more important that the danger of
ambulint disabled people slinnine ana falling is m

minimizeds

(1) Tiles:-

I'n ceramic or concrete tiled floors, the Jjoints
may afforé a measure of friction to counter slipping.
Most Tiled floors, e.g. thermoplastic, Vinjl asbestos,
PVC, linoleum and rudper are no* less slippery

because they are tilad than in-situ flooring.

(2) Resilience:-

For most disabled people, 2 comfortable floor
in terms of resilience is desi~ahle. Floor finishes

with 2 felt or sponge backing are satisfactorye.



(3} Bathroom floorsi:-

Bathroom flocrs srovld mot b "nold" or slippery

when wets Ribbef or studrnod rubbir ciles or sheets

Q

be suitables Alternztively, riobed PVC sheet

nay b usod.

7olala Services

A. Water Services

Tor veople with weak or arthristic hands
convcntional tap heads may be difficult to operate,
hence an ~asy form of tap heads have 1o be specified

to the disahled.
(1) Tap specification
(a) Togrle action taps

A tozgle action tad (self-closing) may be
suitable for people wita arthristic hands or poor

cocrdination (fig. 7.1).
(b) Spring-loadec taps

Spring=loaded self-closing tans, which need

to be pushed down for operation, thould be avoided.

(¢) Screw - down taps

This type of tap 1s installed a 1iiiing baviug
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vlzstie thread peontras lagss 2%t to open and
- A:‘.“‘ " "HE seryenT ian TS s
fvimc with o Twaad head, fo- example (fig741)

W somfortably operited by a disabled perscon

(d) Lever action :aps

“or oeople with weak hands, a lever action
fittinr iz preferred to a screw-down value (figs 7e1).
(2) Tops Location

For basin and sink taps, there should be a
clear dimension of not less than 2.035 between the

tap handle and any adjacent vertical surface.

The hot water tap should be placed to the left

of the ccld water tape.

B. Zlectric services, lighting

(1) Locution

Switenes by doors should be norizontally aligned

witn docr nandles.

The recomaenced Tixing helipht of light switches
is 1.040 above floor level. “his neigni is sultablc
to the ambulant disabled people, elderly, and the

chairbounds.



Knot pulls for eceilin= swiich cords shouid
s 1.000 anone *leaar Tovela drpre Por angy
reason,; nigher position '» preferr:d, the high
naight should not excesn 1.200 for the chairbound

Y, o DO THr the ambul'nt disabled.

(?) Specificsations

Por people with severe hané inmpairments or
lack of coordination, & switch whare the whole

plate oprrates as a rocker is recommended (fige 7.2)

An iTluminated switeh or surround identifving
the switah position can be 2 halp where switches

mzy rneod be located in darknesse

No more than two switches shouid Le group2d

together.

(3) Location of socket outlets

Socket outlsts must be carcfully positioned

in places where they 2re most neaded.

Where there are two sockets in a room they should

preferably be loenated on opoosite wallse

Where possible, socket outlel should be at the
same lovel as 1i:ht switches and door handles, at
abcut 1.040 aboves floor lavel. No socket outlet

shouiu Le lower than 0.500 aheve “lap» level.



7+ 3.0 General Cnaces

niruances

- —— —

A1l entrances Tor tne use of the wheelchair

users should be ramped %o the gradients specified

sarliare.

Wnere the entrance door is not recessed a
canopy chould be provided at the entrance to a
buildanz. For wheel-ch2ir users, the canopy should

preject not less than 1.000.

At entrance to buildin s where allowance is
made for wheelchair users, there should be a platform

at the head of any aoproach ramp.

In public buildings and in special buildings
for the handicapped people, passages should not be
lass than 1.2000.

For twe wheelchairs to pass each other

conceniently passage need be 1.700 wide
Where passage is relatively narrow (1.400)

provision for passing bays is recommanded.

B S5edrcoms

Bedrcom for the physically disabled should allow

for wheelchair maneuvre with adeguate access to
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arsas like the werdrehe, “ressing Unbles ete.

3edroem should also b2 plirned te allow for cheice

nor poed riny:

L, one o whkich must allow a view

wne outsice ©h £}

Arousk  the window (figse 7.3)

(1) EBedsizes

M

Te standard hedrooms for the phy:sically
disabled, bed sizes recommanded are 0.900 x 2.00

long arc double beds of 1.500 wide X 2.000 longe.

(2) Bedmaking

To allow for bedmaking from wheelchairs sub-
stantial extra space is regquired in bedroomse.

In single or two persons units, bedroom
planning should allow, where beds are placed
arginst walls, for beds to be slid out easily to

facilitate bedmaking.

To permit bedmaking from a wheelchair the
width of the clear sp=ce on either zides of 2
double bed should not oe less than 1.000.

(3) ‘“heelchair tu-ning
To allow for wheelchair turning, there should

be a clear space in the bedroom not less than

1."‘50 .‘-if‘le (:ig. ?IE).



Alternatively, planring may allow for A
3-point turns The *Frec arms of Surn should be

v | pnmy o ':1r“_"'\ Ts '?':'TP' ey M e
(4) Transfer from wheel chair to bed

Were bedroom 2llow for access only, the clear
space dimension at the side of the bed should
preferrably be not less than 1.100 where bedrooms
are plamned for wheel chair use, the clear

dimensieon on the zide of the bed shiould not be not

=

ess than 1.200 (fig. 7.3) A person who 1is

chair bound needs more space than thise.

Bedrooms planned for the paraplegics should
allow for the wheelchai~ to approach at right

angles to the bede.

(6) PRedroom storage

Bedérocm storzgre should be provided in rooms for
the 2lszabled veople, for ltems like protiicsco,

sticks etec. Wall hocks for the hznging of sticks

etce may bde fixed tc the wall adjacent to the bed.

C WCs

The standard WC compsrtment size 2 x 1.5m is
recommended. Tt =2llows for the trree types of

transfers; namely lateral, frontal and obliques

123.



‘his also always sufficient space for 2 man in wheel

chair te venmeuver znd sosition Wimself. (fig. 7e4).
{1} nNoer plarnnin

e preferond naor positions So a We
compactment o nme oponing outside (fig.7.4). The

door hanzing should be %te the sides shown in the

{2) Height of Wc seat

The seat should be between 0.460 to 04500 abhove

o

foor level to conform to the height of wheel chair

aeat (0-470 - Uohgo)o
(3) Bowl Urinal

The are sutable for wheel chair people where
the rim is low and the fixture project sufficiently
far from the wall, %o allow for access below by

wheelchair footnessa
D Bath

(1) Dimensions

The preferred bath dimension and associated
platform is 2.00 x 0.800. This ensures overall

space for wheelchzir usee.



Clear dimension in front of the bath to allow
for frontal transfer saould not be less than 1400

(fige 7.5).

E Wash Basin

Wash basins should be easily operated by the
wheelchair users. Hence, their positions heights
and type are dictated by the requirements of the
wheelchair user rather than those of the ambulant

disabled.

Wash basin for wheelchair users should be
planned to allow for oblique approach where lateral

approsch is not practicable because of obstructions.

For convenient wheelchair access ic the basin,
the clear utilization space in front of the basin

should be minimum 1150 x 1.050.

For whezl chair users, convenient height <or
the basin rim ranges from approximately Q.670

0. 820.

F Shower

Where a shower compactment is planned fcr
use by a handicapped person seated in a poriable

- .

cnait, it i desirable ihai there is no plinin,

-125,



Kerb or similzr obstacle to wheelchair,

An enclosing dampproof membrane of height
not less than 0.060 from floor level is used to

prevent water flooding out of the compactment.

For wheelchair provisions, shower arez is

set aboutl U.040 below the adjoinin floor.

In shower compactment, floor should be laid
to fall to gullye.

(1) Shower area

The minimum dimension for a shower area or
compactment planned for chair access should be
10200 x 1200 {(figse 7¢86). Area of 1.900 x 1,500

Pl eleriede

A shower compactment for disabled ucers

should have 2 hench seat, with the dimension

across the conpactment minimum 1.050. Wheelchair

transfer is facilitated where bench is or zhs

approach side rather then on the wall side (7
(2) Snower seat

The suresstea spovs ect srould h3ave A
T § . x " vy oy el y ¥ e g (43
neignt o e LI .03 [ At 2l Gl Y

QuUTsice the camzaciment.



127,

The seat should be placed on a sicde wall
rather than on the rear wall, allowing for

transfer by wheelchair users.

The suggested depth (front to back) of a seat

is 0. 350,

(%) Support rails

Shower compactments hould have support rails
on walls to enable or give support to the disabled

against slipping or fallinge.

A vertical rail should be fixed at the entr:unce
to the compactment on the wall opposite the slhiowere

seat, ecxtending from 0.900 to 1.000 above f{loor level.

(4) Floor finishes

Floor finishes inside the shower compactment

should be impervious and slip-resistent.

G MlL LU s
e ————

For ambulant people, the nead of the wall

mirror ought not be lower thun .800 above "ne JLicr
level. The base ought no' e higher than 7. 300m.
For wheeclcn:ir users, the basc of the mirror

should not be a“raze than LO00 =bove flogor lLevel

and preferravly 0.750.
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7ebe 0.  Anthronometrics

Siriin- un Min drawins board, the architect
dors not z ve o soarching lheontior to the physical
ch ractoristices ¢ the peonle %o use his building,
only in rere cnccs does he mind to ¥now.e In all
other circumstances, he tekes it for granted that

thas peoople will he "mormal™ people.

For the typical architect, the applic-tion of
*he principles of anthrophometrics to the design
¥ his buildings is not ar affair of science; 3ll
thatl's enough for him is thet he knows the height
of average man his sizes and reachese So when he
is designing, all he needs to do is to take away

or add few centimetres here and there.

Thus in the course of building, it is the
disabled person that is left cut. To really
satisfy their nceds, buildings for the physically
disabled people must thus bear in mind the
limiitaiions or otherwise of these people that's
to say, their authropometrics should be a guide to

any desiepr decisione

Desirn of sprces and fittings in this thesis
are based on authropometric data by Selwyn
Goldsmith, in her book Designing for the Disabled.
(figs. 7. 7).
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53.1  Bedroom planning: Single bed, wheelchair 53,3  Bedroom planning: Single bed, \ﬁ
use (1:50) access (1:50)
| >
) ) ]
1 i
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\ 1

|
|
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33.2  Bedroom planning: Single bed, wheelchair
use (1:50)

~ - 53.4 4 Bedroom planning: Two single
£~ i 7“_ wheelchair access (1:50)

” | J

Fuog 73



Bedroom planning: Two single beds,

wheelchair use (1:50)

53.7

ceess (1:50)

53.8 Bedroom planning: Double bed, wheelchs

use (1:50)

3.6 Bedroom planning: Two single beds,

vheelehiar use (1:50)
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22.2  Measurement data: Chairhound perso
P .
marimum Lormard
reach pwer
low table_+:§ D285 +.80. 0 470
K” 1348 omlortable !
- 501258 head height ool 1
A T — 136 Y5 0250
R’ 1158
! 81
i A o !
: 2\“ 0932 shaylder height . b
[ A5 0300 o0 -
i |
i | 55 08
’! ig: _g_gﬁg__ *lbom [evel
-\ | A | —— Wb
N ! . ! > )50 0850 .
H I i formard 1pach
- ' ' ourt bigh table
i 1 8% 0210
: L o Meathegh A gigs s
. ) A |
—— . I | !
20.9 Anthropometryes Chairbound women (1:20)
]
i
P LT TN P —_—— —i |
’;_S TagL 1 '/ ,’E-" 8 oblaue reach -~ - ,!:o
’ , A§
| Bbhque 1oraaeg 1eger € 1w
A_ﬁl!ﬂ T e ’\il.’
1] !
AN oy e . ' 4
! A8 106 5 :
] | 4 &
| | 1 J J  wmng bact 1 (I.'Il)) oo
i { ‘r_;—--.___\ 0 giaae
T Fory 5% gy 0 are
Asad PN
[ / V ] ) Br = paye
o pes- / A et % PO bt
Sy T L '
Yo :* = - J_/“__ - |. ! L | \. \
AT [ J / \ €54 ¥ 47
A \ , I' J ) .ll_. —‘..;.,'.
N | hs SN b
o\ o/ r/-{u \>>
AiZE— - (1)
oarartunsct N _ -

2010 Antheapomay e Ehovhogmed WO 1 b Y



—

| AT 1 -
| i
'A—' I L »
i 134,
| 3
I
|
i
!
2l.1a Measurement data: Standing person.
-—
‘ R” 1435
. . mavmum lorward reach
;\LB_IJJI head height o ¥ low table :gmn)u 059
comiortable * |
b1 1 ]
) r"‘;'" 5010
| % 13 J"“h)'——‘: 20 03 |
' I_I 50 1040 Mouider hegm ' - _‘,_‘;_.;
|' 7.\'! 0850 Ly
S ..
LA | *;g.e*_!! thom leve!
i__s 0435 T —= i e
; ; } thezh Tevel
Tass - eve ——a 30 0608
»-)s 000 i
' formard rpach
H oves Migh tabie |
| |
. { '
| 950205 ’
! _toot Beught N0 o :
| ‘ | " |
K- : — |
20.7 Anlhrupumelncs‘(‘Im:rbuund men (1:20)
50 1 s
A —_Teriical rrach e ______‘:}. )
5 1608 Y J
it 2 . obligue trach 501555
: PR g ‘,; —— <Al A
i . b $ 1500
§ | N
" L T M
: %5 1220
A .
_/k_lﬂ 120% exe lesl =4 T
511 gl
' i :
.- : / 2 |
| | 8 |I
| g et $0 D435, . 9% 0 g4 !
’ i wittng back 50 MH). )"!5 o -I
|
| ther "'T",ii.l"-‘_'-‘)> 3 cary

best pogt

. ]
———de_ e,

‘ﬂ;n.

1

LA T
PP
IR T

|\'




3B

CEAPTR EICGHT

Ce o e ———— e

DEZIGN  PHOPOSALS

8,10 Brief

From the summary of the previous chapters,
certaiin general conclusions ccould be drawn as regard
the problems and needs of the diszbled people in

renrale The observations made Sy the Author are:-

(1) Societal attitudes contribute to the
problems of the disabled peoples.

(2) Major causes of disability are still
in the increase in our socliety.

(3) 1lack of proper and suitable facilities
to cater fcr the needs of the disabled

(4) No good Government policy on Rehabilitation
in the nation.

(5) Existing centres (Rehabilitation centres)
are only training workshops, they lack
treatment facilities to normalising the

disability.

(6) Semi - intergrated ccurtyard buildings

or planning best for disable's atmosphere.

A look at the above conclusions, calls for
the setiing-up of & conprehensive Rehabilitation

centre for the ponysicelly dicabled.

The proposed centre will be for both treatment



i=atinne Roth in - and out = disabled

av»n o oo paterced oy n Y6 receive a
shorouph meaizal, thoreoeyutic 1ad vecotional
aralur tions topother with other related servicese
A ~pnticnts wil]l however, be receiving medical
rectiments only.

Based on these two functicns, the centre will

have the following facilities:-

(1) Medical Secztion

The therapies
Diagnosis facilities

Ancilliary facilities

(2) Social Adjustment Section

Social Fvaluation ard counselling

Psychological evaluction and counselling

(3) Vocational Training

Training workshops
vocational evaluation facilities
special education classes

shelterec. workshops

(4) Accommodation

In-patient Accommodation

Related facilities.



(5) Services

Dinine 211

Xitchen
Laundry

Maintenance section

-~

3e 1a®e Capacity of centre

at
.

%o readily ascertain the

vy fwe

with Kano State harbouring the highest proportion

disabled in the nation, it will be difficult

+ without looking at some —wariables hivhlirhted

DELOW S -

Kano state population (1923) "= 9,500,000
Kano state population (1986) -~ 11,250,000
Population of cdestitutes in

the state (1983) 1,480,000

Population of physically disabled

in the - tate (1983) - 349,000
% of physically disabled - Dedn

Projected population of

Destitute in the state (1986) - 1,237,000
Projected popu”~tion of phkysically

disabled in the state (1966) - 420,000
Population of physically disabled

in Rehabilitation centres in the

state (1986) 230

capacity o+ this propoced



]‘»Us

. P

ol h -

— - 0.05%

STV that socio=cultural factors and
¢k o couats Mofilities in centres are major

o pecor atiendance to rehabilitation centres.

Thus a well equipped centr2 micht attract
1pboutl twice the numher of disa»l. e presently ir

ationeentresz in the state. Or more

However, hecause of its function as a centre
for both treatment and Rehabilitation, coupled with

-1 h o

biies A v ] B
{21 OLpLeX N3t

re 0f the disabled peopnle the thesis

1
A

will 1limit its scope to 200 disabled patients.

8.2.0. Model Rehabil itation Procedure of Patients

in the centre

A model movement pattern of all disabled patients
in the proposed rehabilitation centre is essential
to both the planning of the centre and senaral

understanding of its services (Table 8.1).

ne category of patients coring to the centre are

two:~ New and old (referred to as out-patients)e

For the new disabled patient, and after all

necessury preeregistration procedures completed,
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medisal oxapin:tion and evalu.tinn are congucted te
ranes® his ddaiys “epandiry an the aatura of
R e | ‘ mird g ofeals discharged,
I trestTent Aas an onts.
> 1 pwYyY 5

On admission, the disabled pztient will undergo

furtrer exaninetion and evalu=stion for him to be

- et

Ll

presecribed a prozrasmme in one ¢ the therapiess
onvslosl, oceupntional or social adjustment. He will
undrree “his treatment for about two-three month

depanning up the nature of the disahi’ ity.

LEfter auccessfuvl treatment, the disabtled is then
grescribed a training programme (after having undergone
vocational %esting, evaluztion and courselling) in

on2 of the training workshopse This will be for a

duration of about a year.

To complete his rehabilitation prgramme, the
physically disabled then praciices his skill in the
sheltered workshops for a pericd of four - five months,
after which he is either discharged or retained with

the centre as an employeee (Tadlz 8.1.) 3
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3e 3a Oo Schedule of Accommodation

Adninistration
ACnin3Ttration

Director's office
Secretary

'sigtant Director
Sacretary
Personnel secretary
Welfare officer
Matron's office
Erxceoutive officer
Acccuntant
Account clerkt's office
Ceneral office
Conference Room
Staff room
Reception/waiting

Record Room

Diagnosis

Patients General waiting
Physicians! offices
Examination Rooms
Orthopeadist offices
Neurologist office

Cardiologist office

500-001!1

141,

36.00m2
12.00m2
30, 00m?
12, 00m*
25.00m°
25, 00m>
12, 00m>
12.00m2
12,00m2
48, 00m>
48, 00m>
48.00m2

hs.ocmz

2 .
; Pt b, 5

0L RER MU M ot |
30-0'0!112 ata 2 g

A Ry
i F-

140m2 o
12.00m° (61in rio. )

i

9.00m° (6 in now )™ it
12.00m° (2 in no.), ..
12.00m2 : % )
12. 00m> -"”!i’f
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Records office ~ 9.00m2
Appointment Room - 9.00m2
Records Room - 50.00m2
Waiting Area - 8;0.001:;:f
Staff conference Room - 'iO.COm2
Radiologx
Patient Waiting Area - 21.00m°
X;ray Room - 36.00m2
Dressing cubicle - 9.00m2
Rediologist office - 9.00m?
Derk Room - 9.003°
Lizht Room - Q.UUﬂ?
Phﬁrm4cz
Patient Waiting Area B Qﬁ.GOmg
Dispensinz Area - 35.00:2
Preparation Room -
Store - 10 50m°
Pharmacists - Q.ch;
Prostheti:/Orther:c Shop
Waiting/Reception Area - ‘?8.00:!32
Exercise Ares - ﬁO.JOm?
Shop - 12 J.Orr‘-’
Fitting Roon -~ 6« 00m™
Yering noom .- 18. O0m*

——
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Offices - 9.00m2 (3 in no.)

Store 100 50m°

Phvairal therapy

Staff -« patient ratio 1310

Rated Bed Occupancy treated
at a time = 30%.

¢+ no. of patients treated

= 30 x 200 = 60
100

No. of physiotherapist

Treatment cubicles = 12.00m2 (6 in no.)
Scheduled patient waiting

Area - 30.00m2

Gymnasium

Floor area/1 physictrerapist

= 50m~

>
$* For 6 ohysiotherapist - %600 O0m



Wax Trootment Roone

Store = 7.2% 0° gymnasium

G alale
X

= Te2 x 360 = 25.92
100

Disposal Room

Splint Room

Head of Department
Secretary
Physiotherapist offices
Remedial Gymnast

Patient Ceneral Waiting

Hydrotherapy

Tank and Therapy »col Room
Area/1 physiotherapist

- 38.00m2

t« For 6 physiotherapist
Whirl=-pool Rooms

Patient changing Room
Male: 3 shower 4+ 2 WC

Female: 2 shower 4+ 2 WC

Staff changing room

Patient waiting Area/Reception - 30.00m

Store

Wheelchair storage

144,
L T R
12.00m" (2 in no.)

- 25.00m°

9.00m2

12.00m°
30. 00m*
9. 00m*°
9.00m>(5 in No.)
9¢00m2(2 in no)

544 00m>

228.00m2

.00 (4 in No.)

30. O0m
244 00m
12, 00m

NN NN

9. 00m°
21.00m2



Dccupational Therapy

A capacity treated

[N a4
4 o JU

= L0 p . 200

100

Workshop

Area/percon in workshop

" =

2
3 ¢ 4, %20m

Yale:

shower + WC

Female: chower + We

Head o€ Department

Secretary

Occupational Therapists offices

Art Therapiczt
Craft Therapist

Reception/Waiting Room

-

- .

80

4m

Activiliez of Daily living section

Kitochen
Bedroom
WC/shower compactment

Living/Dinning Area

320m

2&.00n2
2

12.00m

25.00m*

9. 00m°
12.00m°
12.00m°
12.00m°
2&.00m2
21.50m2
12.00m"

8. 00m*

ZO.OOm2

145,

(3 in no)
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. S
Social Adjustment : _E
Head of Department - PR.00mT .o
Secretary - 9.00m2 _ P-; :
Socizal workers offices _ - 12.00m2(5 in no)
Paychnlopists offices ) - 12.00m2(3 in no)
Poychological evaluation - o -
. i b
Room _ - 30.00m2 e
Psychological group work - 60.00m2
Social case Room - 306 00M*
Social Group Room . - 50.00m2
Wailting Area | 3 60.001112 ;
. Lo
e L
Vocational training HE g
! II |
y . L 2
Six training workshops each ;= 54.00m

Changing Room

male: 3 showers + WC :lj 30-00m2 ﬁ:t
female: 2 shower + 1 Wc .i?'18.00m2 E??%f
General store i?z 120. 00m° é?l%fh
Three speeial Education ! | Ey ??
Rooms each | | - 60 00m" E. ;;
Staff Room | - 3s.00m®
Head of special Education - 30. ()Om2 rE g

Cocational Evaluation offices - 12-00m2 ¥ 3
Head of Vocational training - 25.00m5 ] %%
Secretary - 9.00m2 : ;L



317 worksnops eackh
‘vshop stores ecach
shee Conds store

L% 1

/Erhibition Hall
office
production Manacer
Aassistant Production Manager
Sa2les Manager
Secrotary/waiting

Acconr.tant

Serv.ce Area

NDinninge Hall
SO0 of Rehabilitees eypected
o 2uch at a time

x 200 = 100 people

o
(&

-3

00
S .2
Arca/whezlchair user = 3m

Fer 100 Rehahilitees

Kitchen
of Dining Hall Area

= :.- X 300 = 100

To allow for Storagse of stuff

814 00M"
160 00m >
60.00m2
42, 00m°
9.00m2
25.00m°
25.00m°
25.00m2
12. 00m°

300. 00Om

2
100.N0m
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Y nays, Area

= 2 of kitchen Area

= 3 x 100 = 50 - 50.00m°

_ 2
raundry -  80.00m

Torkers changing - 60.001112

Mzintenznce - 30-00m2

Accommocation

Redroom

2 persons per room each - 1&.00m2

Recreation Hall (multipurposes) -  120.00m°

Toilet facilities - 24.00m2
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CEAPTER NINE

DESIGN REPORT

-0«  Cencept Development

The develeopments of a site organization
and thet of a design concept are two issues
evolving simulteneously and interdependently,
urdergoing a secuential development pattern.
Hefore = =ite structure is evolved, some basic
actorn 1i%s the functional interrelzation of
nain cepartmerts or unite, relationship o9¢ these
unic~ te 5ite issues, relztive noise level

petwren them and so on, were considered.

Noise level factor

Vocational training and sheltered workshops,
and the services departments are ccnsidered the
most noisy areas of the centre and thus are zone
together. The therapies together with the
di=2gnosis area are considered moderate noisy area
and thus zoned next to the most noisy zone.

The nursing and non-nursing accommodation,
because of their relativs less noisy character
is zoned away from the rzst of the units.

This consideration gives a hierachial pattern

of site organization with the most noisy areas

-
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placed by the side of the main road (which is
~olsy toc) z2nd 211 the cther nlaced relative %o
"t depending on its neise level.

unctional Relationsniy factor

e —

NMoise level criterion is not enough to
distribute these functions on site. The
functional interrelationship of these functions

iz consicdered too. By this criterion, the

3

macr! -ehabilitation procedure forms the
ruaro rd where the functions fellaw a "process
Ltinev. The Unerapies are grouped lcgcotihor and

pl-ooced side by side with the diagnosis area for
easy anc¢ effective coordination. Vocational and
sheltered workshops are taken away from these unitse.
This considerationn places the medical unit
(consisting the therapies and diagnosis area)

at the mein approach into the site.

S5ite constraints

Of all the site issues, access from and into

(3 3

the site is the most critical factor considered
Access into the site is determined based on the
analysis of the only two roads leading to the
s5ite« The northe-west dual carriageway is
considered unsuitable because of high traffic

volume. An arrangement of the functions on site
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bazed 2n tYhis criterion olares tkn medical
e 0 the =ain approech and all other

uni“s either behind or adjacent To it.

Tre svorution of a site structure based
an he above factor:s czlled for a selection of a
narticular organizational concept that best

ohey the arrangements proposed in the structure

dizzrezme Three concepts are considered belows-

Ph: ing Concept

Thne concept, ac the name suggests, has a
circular organizstion of the various units or
functions. A design based on this concept has
an effective cyclic interrelationship of
functions. It also provides a compact form of
desigre On the other hand, the concept has a
characteristic rigid planning which makes

expansion difficult.

The star (Radial) Concep*t

By thiz econcept, the main functional
arca i the mucleusz from where all other
Tunctions radiate. ""he concest hzg the

advantaze of en effective functional relation



~atween the units; all other units are linked

Lo the main central mite The umitz also have

se a2nflity *o eyxpeond in ar ~reenic wanner.
“

et e neT WITROUT 50N

-

Tity is not easily achieved

~~arkcominrs: flexibi
tre centrol function has a least chance of

xpereing.

The Yer = Tric Ccncept

ni- pattern of organizdtion coffers the

proate st TTex'bilitys  The modular stmicture

make. e jmite ta e avtapnded witiout rator.
"1 rthe wit e oreanizaticne  The wEittern

aowever, leads to monofony of arrangement.

An 2nalyzis of the variocus arrangements
of the functions in these concepts, shows that
the net - pattern conforms most to the
structure diagram proposed. This pattern is
particularly applied to the medical unit
whereas in the rehabilitation and the
accommodations units, scme manupulations are

nade te achieve a desired funciional Tayout.

P e S

Qe 26 0o Site plann ing

L low - compact planning approach is
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applied in tae overall site planning allowiny Tor
natural h lizhtirg and ventilation T¢ be achicvad.
This is intended to minimize the effect 37 the
harsh tropical climate cn the comfert of the usors.
The buildings are arranged on same horizontal
plane and round courtyurds. The arrangement, as
opposed to the "Vertical Block stacking® offers

a good functional inter-connection between all
functiones in the building, and saves the disabled
people the problems they would have encountcred
in using staircases and elevators. Besides ih.
issue of mechanical lighting and ventii=ation

is completely eliminated.

Tne whole site is planned wiun Threo Dig
courtyards. One is the gZeneral purgus: Loartyards.
and fo~ms the nucleus o7 the whole sitic arouwrc
which all cther buildings radiate. It is siitu. ted
in the centre of the taree main units, and serves
as a transition zone from one unit to ancthar.

It is well landscaped f{or recreational pur ..—. .
The second courtyaré falls in between tne
rehabilit.tion and mecical units and is call

the working courtyarae The trhird courtyard ic

gituated intetween the oedicsl and L3lomme
wartse W 32, UAe dtheY TWL al w2 oLy



sxfheacion e the axercics r»oom of the physioe
rorany department in which case it can be

for gutdoor thorapy and recreztion.

L sinele road leads into the site from the
mair reud and terminate at the main entrance
to *he medical building and then branches to the
vici*tore and staff parkinge The service route
Yazdi; e the Rehabilitution and services arees
az w2l . =z the accormodation unit is tapped from

she read st a few metres from the mair grate,

L3}

and topcthrer with the main access forr a semi-

circulzar road network nattern.

T™ree bagic and distinct parking provisions
ars prcvided in the centre. The first is the
medical secticn parking which is divided into
s+taf?, visitors and the handicapped parkingse.

The sacord ¢ previded at the accommodation area
m=en® “cr Jelivering rehabilitees and serving
visiters to the areas The third parking provisicn
ig 2t the rehrhjlitation unit meant to serve
visiters Go the exhibitior and sales srea of

the unite One service bay is provided inbetween

the general store and the kitchen areas.

Circulation within the complex is designed

ourely =2s padestrian considering the nature

e

-
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of the users. No thoroughfares  are provided in
prder not to obstruct the movement oFf the wherl-
chair users and those preppiag on stieks and
crutehesy 2ll vehiculzr ciroenlation is
at the periphery. A clear separation iz made
right from the gate between the pedesiriar and
vehiculér traffics. The pedestrian route is
planned9%§ run along gide the vehicul=r romte
leadinggté the main entrance ¢ the medical ani
too. Ma@dr walkways and passages are pavesg,
rampad. aﬂq coverdd and have width of 3.GC metresg,
wide enough to allow twec wheelchairs and te

ambulant disabled to pass mach othesr cumfortablv.

Copaideriay the alimate o e alfes, ths
buildings are oriented with fineir Lonp aris on
the south ~ east and north west axia “n:zreby

exposing most of the surfaces 1o the norih-east

and south-west divectivns.

Draihage ﬁattern iz 8 refiectiorn of i(ne Zite
character following the directior of “he s3lope
that runz in the north-west an< suvothecost
direction. £ mair Jdrain line collzets 211 the
exhants from the units to a swampy aree furihsr

down the site.
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rom deta ontaired, the Author finds that The
il oar aresgs prorne %o expansion are the
o otaedntion and the workshops. Expansion to
ne workshops can take place along the tree
ands of the workshop buildings. The accommodation
unifs ars nlanned to expand in the south~east

directione

e gt
LT ._‘:__._::.izh

W e L - S v e S . bl ~
e Wne oaroocse of n desint H Lhe

reazpiiitutior of the phvsically disabled, then
the Jimited mobility of the people intended

must de berne in minde With limited mobility,
the wheelchalr then becomes the basic module or
unit of design, hence its standard dimension, and
the dimension of its path of actions form the
desigr standards. Throughout this thesis, the
desirn (space allocation) is based on the
r=ouivepents of the wheelchair user nnless
otherwize superseded by the requirements of the

amhul=nt disabled.



‘;" De in medicz_ Seciicn

Crganization

The medical section is desirmed as o
complex of tunctional.y interrelated uniss
(the therapies and social adjustment) and
integrated with the administreiion davarImant.
The building has two mzin entrances (%he C.P, .
andé sital? entrancez) and arranged roac  five
big courtyards of varyingr s.zes. ‘Twe main
parallel corridors running across the obuilding
form the main circulztion route withine The
largest of the two commences from the zuin
entrance (the 0. 2% D. entrance) anc .. .. "WS
intc wne gerneral purpuse comartyari. Tne
cerridos is the major link from the i1nportance
to the departments. RBecause of Tnis LT .g vl:=3¢
avoui tne main corridor which gives it the
advantage of zlmost equal access by both i -

and out ~ patients and from all departrents.

It is placed near the diagnosis uni® for (Ft_:.lve

oS e

coordination and adjacent to the cceoves
therapy cepartment. AY dcccdl [0 S0 vaew
Linkine thease Twe Tt enies Togathey S0 Tk
schudylesd o Piepis can Mowvse J2IE Qe JEpAYTR

ve N4 ¥1755.00% Tisva Yy o jhs WL 28 o CFRI A

157.



Ta. ice The devar tmen, takes advuniage of some
Cartiin cut-door activitiea, thus the grercise

area 1s claced near Tae out deors.

Space Orconizatiorp

The department ;.- Civided inve cwe Uress;
wet and dry according tu the TYPe O trectmens
glven. The dry ares includes the exercise arcs
and treatment cubicles while the WeT ur'za {orm:
the hydrotherapy unit. The physiecal therapy
unit is further dividec into three Sections;
the conéultation Suites (mostly offices) “reut-

ment cublcles and the exercise are:n. Th

eniranie Lo these three sections i wproviced st
the eonsultstion section for s+ “ LETL L Dl
T0 zonfore Lo the JENLOUE Treatmens - oo "BroL e

requirements of patients the cubjciew snd the
exXerclise ar: hance high degree of flexibili-r
obtained with the use of demountable partitions
or curtain railings in some cases. Docrs - Ling
to the exercise are wide znough with aoub:

leas cach 0. 9 metres.

The hydrothcrnpy section has another
Separzte anirunce to 120w the yse 50 he o

wnan tne ma n mTrancs ig zlosaod, Adsruzto

ehen_irr L arfte previges tor DOCLN _ar
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and patients. 3Storage for wheel chairs aad other .

unused equipments is provided. Because o0f hi;

= 5

the unit tc the other units of the centre and
within the buildinzg, serves as toe diriributor
from wnere all routes lowaing te the den iy o
are tappeds The second corrider ccamencas from
the staff entrance and terminates at the sccial
adjustment deaprtment. The two corridors divide
the building into thre2 segmentz; the right anaad
segment. ‘comprising the administration anc tne
social Adjustment depariments; the middie scpment
containing the diagnosisi and related services;
e Tell=hond segment comprising ke

the»opeatic departmenis.

Q.%.2s Ur=hetic anc Prosthetic sl.op

Locaiisn

The department is placed coppiste the aiwgnosis
unit for easy movemen® of pavienis. Similar,
it is not taken far away from the phyvrses
therapy departament 0 ThaT palicaty i Bl s
the axercize area o practice or Wy their
appliances. Since we shop attracts a reasconid.l
numbesr 07 suiT«patien-g itT is located with ¢ " o7

B - . . ot - o
L3 L5 3 0@ enLTaiinc 2:0]es



Spaca orgzanization

The depariment i under onc 006G  apd eauinped

with shop and Fitting ospaces. An axercise aro s
is provicecd within where the patients can try
their prosthesis and braces ceiling heigat is

kept considerably high for such purpsac.

Q¢ 3¢ 3« The therapy

Lscatlion

Tne lclation ol tnlis department wilnin b
buildings t: too crucial because of its relative
humidity irn the room. Ceiling height is zt
%50 mntresz above floor level wh.oh =i wal

allowz the overhead monorails with Y. "himg zias

pools to e installed. Sulllies zre proviase
on the floor o drain overflow water rfrox the
pools. The floor is farai shed  with ung?t o
ceramic tiles and escascialily comaurucTed

with the excess stresses of the live LG

G« 3«4. herabilitation Sectlon

Ly -G - 1 g, . P . 1 ge - ]
Ine scoonion is planned as ¢ sinsle qetncand

s .

buildine. Baczuse of high level of neise n che

160,
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Section, it ;s 76T placed o re NE - SW axis,
To facilitate the de;ivery énd shipment of
materials, the section jg¢ Placed along the
Service route and adjacent te the loading bay.
The section has WO goin varts; e workshops
and offices and classes. Thege twe OHETLS are
linked by corridors, thst 80  round thrce meirn

courtyaprds., These are basically three entr:nnrs;

to the OI'fices area,

Spzce Br;:anization

As the area resembles closely -fe industris;
Spzccz, tne WOorkshops nave cteal “-ape 3tuctusas
with cleapr unobsiructed Spaces to .17, for
changes in the Tequirenents of trainir - offered,
Floors ape adcquately designed to CArry machine
loads., Ceiling levels gre high which ensurs;s

adequate ventilation ang lighting to e achievad,

A centra) Store is placed in-between +=-

WOrkshops ang opens o the loading Sy . no

Service deock. Common “hanging room ang first-
room zrg arovided, 14 WS adequate SUD UL on
'Li D )i ’ L4 ) 1 3T 3 s N
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Ce a5« Accommodation section

T™e gsaotisn is nlaced an the quietest axis
but readily accessihle and linked *&c the services
yedisan) upites by covered walaways. For
renrzation purposes, the section opens up w e

cerntres mair recreation courtyard.

Tho planaing of this #rez is hised on the

-

e A" forming a "fanlily"™ kine of living pattern.

A ni-rasiky of space is achiev=d in terms of
ccu~iverd planning from a2 much larger multipurpose
tc = smaller courtyard within zach winge A unit
contain: two wings each consisting of twenty five
repabilitees Twe per room. Two matrons and care=
takers rooms are provided per wing with toilet
facilities comprising of Bath, shower and WC, to
satisfy the various needs of the disabled, at each
cornar of a wing. A central entrance via the

cornmon rcom distritutes traffic to the two wingse

5]

»terials

e

Ge4e0s Structure, finishes and m

The lraditional beam and post structure is
used throughout the centre except for areas like

the workshops, exercise area, the hydrotherapy

and dining/kitchen.



The exercire area ¢ th- zthysio theorapy depzriment

has a steel Trussed structu-~ to give the clear,
unovstructed sonce noeded Tor the various activities
tnin dte The use of open partitions

- yip + ~ A
k=l DLZFICE W

e

allows attachment of enuipmant yet low~-enough to
aliow vizion and ventilation. The flocr is made of

falling. Filling

(4]
¥
O

timber to mirimize hzzard -4du
wadid are rainforcad to carry the weicht of the
ipnents nenged on them and covered with vinyl

% e Aelght o 1450 peire To protest « the

ingt damage by wheel chalrs.

Tas walls are all madz <o zanducrete blocks

. N . -
TANEM O J ATl WAL

by -

" el o e T el B . ¥ -
JarksErs vtk sand coement Llss

stntede
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CONCIUSION

The problzias that the Jisabled people fece
in our society is solely avntributed to the way
people end governments, alike, treat this
neglected minority by denying them the avenues
through which they can opt in and participate
in the busy life of the wcrld as their able-bodied
counterparts. The few rehavilitetion centres
provided in the country cenires their cttention
to the aspect of vocational training only and
mores It 15 tho Author's view that these people
need not oniy vocational training dut alss o
norralizetion of their physical disabiliTties,
hence the nced for setting up COMPREHENCSTVS

REHABTILITATION CENTRESE T in our soclieties.

The thesis, thus, could be seen as un
instance of reflecting an issue of sccial conc
into architectural planning. And i€ i& ol:so
that the physically disabled (once neglecied in
the society) having pasec through the centre

would become a prodiactive romber mot onlv to

hiaself bn ; the Commind By &l lide
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