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Abstract 
 
In this thesis, I designed an inclusive wayfinding system for St. Joseph Health Center, an 

underfunded community clinic in a declining area of Providence, Rhode Island. The 

clinic serves a local patient population composed predominantly of immigrants with low 

health literacy and little to no English proficiency. The physical space itself is in decline 

and under-resourced with a notable lack of interior planning to guide the patient 

experience. The clinics of St. Joseph Health Center frequently move within the building 

or shut down altogether. In response, I sought to design a wayfinding system that 

demonstrated social inclusivity and demographic sensitivity while suiting the needs of 

both patients and the fluctuating nature of the institution.  

 

Wayfinding systems guide the user experience of places and processes. In medical 

contexts, a well-designed wayfinding system assists patients as they navigate both the 

physical and procedural complexities of a medical system. In the context of St. 

Joseph Health Center, a comprehensive wayfinding creates social equity by assisting 

otherwise disenfranchised patient populations access and navigate an intimidating 

medical system not designed for them. In addition to effecting positive emotional 

impact to create a functional sense of place, excellent wayfinding systems encourage 

continuity of care and patient compliance. 
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Introduction 
 
Healthcare systems are notoriously complex. Designers can improve the wellness of 
patients by bringing simplicity to healthcare experiences and environments. In this 
thesis, I explore the construction of an inclusive wayfinding system for St. Joseph Health 
Center, an underfunded community clinic in a declining area of Providence, Rhode 
Island, through research and design.  
 
Wayfinding systems guide the user experience of places and processes. These systems 
typically use pre-visit information, signage, and typography as the means for doing so. In 
medical contexts, a well-designed wayfinding system assists patients as they navigate 
both the physical and procedural complexities of a medical system. Based on observation 
sessions and participatory workshops with the Women’s Health Clinic and the Adult 
Primary Care clinic, the project maps the patient journey from initial intake and the in-
clinic experience. It also presents a brief ethnography of the patient population. Insights 
generated from these research processes inform the design of a comprehensive 
wayshowing system for the clinic that functions across cultures, language barriers and 
illiteracy. 
 
Because it can be researched and implemented in ways that are not extremely costly, 
design can function as a equalizer of quality patient experience. It is underresourced 
communities that most need design as a means for addressing social inequity. In the 
context of St. Joseph Health Center, a comprehensive wayfinding creates social equity by 
assisting otherwise disenfranchised patient populations access and navigate an 
intimidating medical system not designed for them. In addition to effecting positive 
emotional impact to create a functional sense of place, an excellent wayfinding system 
encourages continuity of care and patient compliance. 
 
While patients at most medical facilities already have reduced physical and sensory 
capacities, along with high levels of stress and vulnerability, patients at St. Joseph 
possess limited to no English proficiency, low health literacy, and limited financial 
resources. Thus, I strive to create an inclusive wayfinding system that instills a functional 
clarity of place and positive emotional impact while suiting the specific needs of the 
existing patient community. These needs include a graphical system that transcends 
diverse cultural backgrounds, language barriers and illiteracy. The system also needs to 
facilitate staff workflow within each clinic and present visual unity between clinic floors. 
 
A successful wayfinding program makes the process of spatial orientation feel intuitive. 
It leads the way both experientially and physically to provide reliable guidance. I seek to 
synonymize functional inclusivity with aesthetic enjoyment through color, typography, 
symbology and tactile playfulness. And given realistic constraints of limited budget and 
declining institutional spirit, I also prioritize seeking and providing flexible, low-cost 
solutions.  
 
Ultimately, by mapping the in-clinic experience and understanding the ethnographic 
needs of the patient population, I seek to produce a comprehensive wayshowing system 
that is responsive to the needs of its users. 
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Research Questions 
 

— How can design organize the healthcare environment to improve patient 
experiences and staff workflow? In particular, how can design function as 
a tool for systemic coordination in the healthcare environment? 
 

— How do I design a wayfinding system that structures the patient 
experience of a complex medical facility while instilling a positive 
emotional impact? 
  

— How do I design a wayfinding system that transcends diverse cultural 
backgrounds, language barriers and illiteracy?  
 

— How do I collect and interpret ethnographic research to usefully inform 
the socially inclusivity and demographic sensitivity of my design choices? 

 
Context 
 
Located on the fourth floor of St. Joseph Health Center at 21 Peace Street in Providence, 
Rhode Island, the Adult Primary Care Clinic (APC) and Women’s Health Clinic (WHC) 
serve a low-income immigrant population with significant language barriers and low 
health literacy. To reach the APC and WHC, patients must navigate the first floor of the 
building to find the set of elevators that access the fourth floor. However, the current 
signage system of the building lacks visual cohesion and clarity. It is limited to a few 
clusters of makeshift signs on the first floor that rely primarily on flat arrows and text. 
The fourth floor is entirely unlabeled. On top of navigational challenges, patients 
frequently experience lengthy waiting times and scheduling delays after checking in. As a 
result, patients may experience mounting stress the entire time they are in the clinic, 
prior to even being seen by the clinician.  
 
If we view the patient experience as the series of interactions a patient has with any 
aspect of the clinic during throughput, we can judge the quality of the experience by its 
overall continuity and cohesiveness. A carefully planned wayshowing system instills its 
users with navigational guidance and a reliable sense of what to expect. This sense of 
security is particularly important in a clinical context, one where users may struggle with 
reduced mobility, sight, and literacy. To put together a comprehensive wayshowing 
system, several strategies must complement each other to create a holistic experience. 
 
This section briefly discusses relevant contextual information for the project.  
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Designing For Cross-Cultural Needs  
 
It is crucial to design with users, not for them. Two examples from the fields of public 
health and experiential graphic design illuminate why this is so important and current 
methods for doing so. 
 
Cognitive neuroscientist Dr. Sheree Cairney works with Aboriginal populations in remote 
Australia to design “national and localised approaches to wellbeing that best accomodate 
the needs of diverse or displaced populations.” Dr. Cairney and her team seek to create 
quantitative metrics and frameworks for assessing the public health and social progress 
of Aboriginals while specifically challenging the cultural bias created when “national 
policy and measures of success represent a majority, and in doing so, exclude the needs 
and values of diverse cultural groups.” Her work stems from how, historically, Aboriginal 
populations consistently rank the poorest on traditional assessments measuring 
education, health and economic outcomes. These assessments compare Aboriginal 
populations to mainstream Australian demographic groups, defined as those “who share 
the values and goals of their external governance structures.” However, inherent to these 
assessments is a ‘defict’ approach—a cultural bias that operates on the assumption that 
marginalized people will “experience a better quality of life if they adopt mainstream 
values and practices, and are considered to ‘fail’ when they do not.” (Cairney et al. 2017) 
 
Another evidence-based framework for inclusivity, Universal Symbols in Health Care is 
a growing set of universal symbols for healthcare settings. Produced by Hablamos Juntos 
and the Society for Experiential Graphic Design (SEGD), the project is a significant 
research effort towards developing practical tools for overcoming language barriers in 
healthcare. The set seeks to improve the healthcare experience for all patients by 
simplifying the wayfinding experience through “making signage easy to understand and 
eliminating language barriers.” It can function as an aid to typical word signage or as an 
alternative. 
 

 
Figure 1. Examples of icons from Universal Symbols in Health Care. 
 
Each icon undergoes rigorous user testing with patients and hospital facilities before its 
inclusion in published sets. Healthcare facilities that adopted the initial symbol set 
offered invaluable feedback for adding and integrating new symbols into existing symbol 
sets in use, effectively naming destinations, and developing symbols that can support 
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multiple destinations or serve a diversity of functions. Today, the “selection, design, and 
integration of symbols into one unified set that could be adopted universally in 
healthcare facilities” is an “ongoing process.” (Knapp 2010) 
 
Wayfinding Strategies 
 
Danish designer Per Mollerup defines wayfinding as how to “find a way from one 
location to another” through the process of search, decision, and movement. In 
Wayshowing  > Wayfinding, he suggests that all people use a combination of the 
following strategies when navigating unknown territory. 
 

1. Track following — Following signs, lines, or other tracks 
2. Route following — Following a plan 
3. Educated seeking — Using prior knowledge  
4. Inference — Concluding from sequential destinations 
5. Screening — Systematic searching 
6. Aiming — Visual targeting 
7. Map reading — Using portable and you-are-here maps 
8. Compassing — Using compass directions 
9. Social Navigation — Learning from others 

Each of these strategies relies on “reading the environment” to varying degrees, whether 
through signage or other aids. (Mollerup 2015) 
 
Wayfinding Factors in Hospitals 
 
Signage is the most prominent feature of a wayfinding program. However, pre-visit 
information, architecture, and toponomy are also critical factors for wayfinding in large 
hospitals. Proper use of these factors reduces on-site wayfinding problems and the need 
for more signs in the hospital. 
 
Pre-visit information includes any information or materials received prior to arrival. 
These communication touchpoints help patients plan their visit beforehand. The 
architecture of a building determines how self-evident navigation can be. For example, if 
an entrance is not obviously indicative as one architecturally (through elements such as 
placement and centrality, scale, and decorative elements), prominent signage pointing 
out the entrance will always be a bandage on the more fundamental problem. Toponomy 
is the naming of places. The logic for naming destinations, as they will appear in the 
wayfinding program, has to inclusively consider the wide range of mental and physical 
capacities within a hospital—patients and caregivers, medical providers, and hospital 
staff. 
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Research and Framing  
 
After observing for multiple shifts in the Women’s Health Clinic, I explored a few design 

project directions. I considered the production of cross-cultural educational materials 

about birth control, service design to reduce inefficient wait times, and the production of 

a cohesive wayfinding program. I ultimately decided to pursue producing a wayfinding 

program because the extent of the problem became increasingly undeniable every time I 

visited. And, looking back on my notes, I realized it was actually the very first thing I 

noticed upon entering the building. 
 

 
Figure 2. Excerpt from personal notebook commenting on signage. 

 
Understanding St. Joseph Health Center 
 
Demographic Composition  
 
St. Joseph Health Center is located on the South Side of Providence. The residents of the 
South Side are 49% Hispanic and 21% African American (Census 2011). Nearly half of 
the residents live below the federal poverty line, which is currently $24,600 for a family 
of four (Services 2017). In a Neighborhood Health Check Survey conducted by the State 
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of Rhode Island Department of Health in the South Side of Providence, 23% of surveyed 
participants indicated Spanish as their language of preference.  
 
The clinic provides comprehensive outpatient care to children, adults, and families in 
Rhode Island. Its central clinic is in Providence and there are two satellite locations in 
Pawtucket and Johnston. These clinics largely serve a Limited English Proficient (LEP) 
patient population, otherwise known as “low-reading” population, and a significant 
percentage access health insurance through Medicare and Medicaid. These state-funded 
programs provide health coverage for eligible low-income people, families and children, 
pregnant women, the elderly, and people with disabilities. It should be noted that in the 
American system, people typically access private insurance through their employers; 
thus, state-funded insurance is intended for those lacking private resources. 
 
Language Needs & Literacy 
 
To gain a more direct understanding of patient needs, I shadowed Dr. Amy Snyder, an 
obstetrician-gynecologist (OB/GYN), for two months. I collected anonymous 
information about patient language preferences, medical services and treatment, and 
quotes about personal life circumstances. 
 
My observation sessions confirmed that a significant percentage of the patient 
population at St. Joseph Health Center cannot speak or understand English, thus 
requiring a translator in order to communicate with the medical provider. In the case of 
Spanish speaking patients, staff medical assistants or professional in-person translators 
provided interpretation for the patient-physician interaction. A notable amount of 
OB/GYN patients spoke only K’iche, a Maya language of Guatemala. With these patients, 
the medical provider had to use a telephone language translation service to facilitate the 
patient-physician interaction with a K’iche translator.  
 
Table 1. Frequency of translation services during Women’s Health Clinic sessions. 
Date of Observation Session Total Number of Patients Number of Patients 

Requiring Translation 
Services 

September 29, 2017 8 3 
October 6, 2017 11 4 
October 19, 2017 9 4 
October 23, 2017 8 7 

  
I conducted a written survey with patients to capture more specific data about their 
language preferences. The survey was available in both English and Spanish. 
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Table 2. Self-reported language preferences of Adult Primary Care patient sample. 

Total number of surveys completed 10 
Number of surveys completed in English 3 
Number of surveys completed in Spanish 7 

Respondents who speak only English 1 
Respondents who speak English & Spanish 3 
Respondents who prefer to read in English 2  
Respondents who prefer to read in Spanish 8 
 
It should be noted that three patients declined to take the survey by pointing to the 
Spanish text and saying, “No entiendo.” Because the phrase means, “I do not 
understand,” in Spanish, I am interpreting that they were unable to read the Spanish text 
of the survey. A fourth patient declined by pointing to the English text and gesturing 
towards her eyes while saying, “I’m sorry.” I am thus interpreting that she was unable to 
read the English text of the survey. 
 
Patient Experiences of Navigating the Clinic 
 
I interviewed four respondents about their experiences navigating the clinic. Below is an 
excerpt from an interview with a bilingual first-time patient about his experiences.  

 
— 

 
Patient 1 is a first-time patient in Adult Primary Care Clinic. He is a 44-year-old male 
born in 1973 in the Dominican Republic. He has lived in the States for 11 years. He 
speaks both English and Spanish and prefers to read in Spanish.  
 
MS: So it’s your first visit here, how would you describe just navigating this building and 
getting here? 
 
P: Uh, very bad.  
 
MS: Bad? Okay. You can just tell me… 
 
P: Wow, so, the first complaint that I have is that when they call you, they called me like 
three days ago to remind me about my appointment, well, the point is, they told it is in 
St. Joseph Hospital but, hello, I’m not from here, I don’t where it is. You are supposed to 
say when they call you, they left a message for me on my voicemail, they supposed to say, 
“Oh, you got an appointment at St. Joseph Hospital, located at blah, blah, blah.” You 
know what I mean? They don’t say nothing, so I was like, “Where the hell is that 
hospital? [laughs].” 
 
MS: Were they just like,  “Okay, you have an appointment, see you.” 
 
P: Mmmm. Exactly, exactly. “You got an appointment on November the first at 11 o’clock 
at St. Joseph Hospital, thank you so much, blah blah.” But they supposed to say, “St. 
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Joseph Hospital located at blah blah.” You know what I mean? That’s why I was 
confused. I don’t know if this is the only one location you have. 
 
MS: Right. 
 
P: This is the only one? 
 
MS: Uh, no, there’s a couple. Like, there’s one in Pawtucket and— 
 
P: There you go, there you go, there you see? That’s what I’m talking about. 
 
MS: So how did you find out? 
 
P: I, uh, I was asking a couple of friends and they drove me to here. 
 
MS: Oh, okay. 
 
P: Mmmhm.  
 
MS: And did they drop you off, like in the parking lot or… 
 
P: No, I just parked my car in the parking lot. I was coming from the main entrance but I 
saw the sign that said it is closed, that I gotta go to the second entrance and then when I 
got into the building I didn’t know where to go, which way I gotta go, so somebody told 
me, “Take the elevator to the fourth floor.” It’s my first time, you know. 

 
— 

 
I would also like to note that I first noticed this patient prior to interviewing him. Before 
checking in for his appointment, he walked quickly past the receptionists’ office (where I 
had been standing), and directly into the clinic without checking in. The receptionist 
stopped him to ask, “Can I help you?” He said he was here for an appointment, and she 
told him that he had walked past the room where he had to go in and check in first. In 
short, he had walked past the room he was supposed to go into to check in without 
realizing it was the room he was looking for to complete the next step of his medical visit 
journey. 
 
Interviews and Interactions With Clinic Staff 
 
— I interviewed a nurse who has worked at St. Joseph Health Center for the last 8 years. 
She described how rapid institutional shifts over time caused drastic changes in the 
functions and purposes of floors and rooms. This has led to instances of defunct 
toponomy. For example, the elevators are labeled the West Side Elevators. This name 
comes from the days when the building was a functioning inpatient hospital, but now the 
East Side of the building is entirely closed. 
 
— When interviewing Dr. Amy Snyder about her experiences at the Women’s Health 
clinic, her responses echoed those of the nurse. Dr. Snyder characterized St. Joseph 
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Health Center as organizationally “very up in the air” and staff morale to proactively fix 
problems or improve issues as quite low. She explained that all the senior management 
staff has quit within the last year and that the only reason the operation has not shut 
down is because the Rhode Island Department of Health literally forbade it. Doing so 
would deprive the community of the basic medical services it needs. Dr. Snyder then 
emphasized that “flexible” solutions would be the most valuable quality for the context. 
She concluded, “It’s an institition that is always in flux, and a lot of decline.” 
 
— During my user research, I spent two days with the fourth floor receptionists in their 
office. When not interviewing patients, I casually asked them about their protocols for 
distributing pre-visit information to patients. One of the receptionists told me that 
patients are called two days before their appointment, but that the message is automated 
and tells patients to register on the first floor because “we used to be there and no one 
has changed it for two years.” She also mentioned that new prenatal patients used to get 
welcome packets but then shrugged and said, “something changed.” 
 
— During my observation shift on November 27, 2017, a facilities staff member 
mentioned in passing,  “Riverwood moved out the top just last week,” referring to 
Riverwood Mental Health Services—a behavioral health clinic housed on the fifth floor of 
the building. In the same conversation, after asking me what I was doing at the desk, he 
said, “Oh, we have signs already. We have two new boxes of signs that we haven’t even 
put up yet.” Interestingly, with what he had just said about Riverwood, the information 
on those directory signs is now defunct.  
 
— Working with the clinic manager proved challenging. Young and inexperienced, she 
was not very responsive to solving problems as they arose, whether procedural or 
communicational. She was generally unresponsive to any requests I had, whether in 
email or in person, and to anyone I saw her interact with. For example, when Dr. Snyder 
told her that a patient had been misinformed that St. Joseph Health Center “no longer” 
offers prenatal care—which it definitely does—she just blinked and never fully engaged in 
the conversation. I believe her performance is reflective of the institutional apathy and 
lack of appropriate senior leadership that St. Joseph Health Center struggles with as a 
whole. 
 
Analysis of Existing System 
 
Pre-Visit Information 
 
According to interviews with clinic and staff, the automated message that Adult Primary 
Care and Women’s Health patients receive prior to their appointments needs to be 
updated with the correct floor of the clinic, specify which St. Joseph Health Center 
location it is at, and clearly state that particular address. 
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Graphic Language 
 
The existing signage system of St. Joseph Health Center has no established graphic 
language. As shown in Figure 3, there are several makeshift signs with different stylings. 
The signs do not display any clear hierarchy for the listed places, nor are they sized for 
readability or the environment they are situated in. This is evidenced by small signs at 
the end of long corridors and flat wall signs placed out of the line of sight from common 
circulation pathways, i.e. in corners that people miss when they turn because they are 
now facing another direction. 
 
Upon entry, the fourth floor appears entirely unlabeled. Figure 4 shows the view one sees 
when entering the floor by either the elevators or stairs, which are directly next to each 
other and the primary ways for entering the fourth floor. There are no immediate 
identification signs indicating its Women’s Health and Adult Primary Care clinics, or 
even what floor one has just entered. The first and only directional and identification 
sign, shown in Figure 5, on the fourth floor can be seen only after the user has gone 
through the first set of wooden doors and then the second set of glass doors that are 
pictured in the left photograph in Figure 4. These doorways obscure the view of the sign, 
and even if they did not, the small scale of the sign relative to the elevators renders the 
sign useless as an identification sign. 
 
When I first entered the fourth floor, I actually left because I thought to myself, “This 
can’t be right.” Then, over the course of my observation period, I regularly overhead 
several patients and professional translators make it halfway down the hallway, already 
in front of the exam rooms, still asking staff, “Is this Adult Primary Care? Where is 
Women’s Health?” 
 
This lack of strong identification signs announcing individuals clinics presents itself on 
the first floor too. Figure 6 shows the makeshift identification sign for the Pediatric, 
Immunizations, and Lead Education clinics.  
 
Also, the overview directory lists defunct clinics while neglecting to list some existing 
ones. 
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Figure 3. A batch of directional signs on the first floor of St. Joseph Health Center. 
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Figure 4. View upon entering the fourth floor from the elevators. 
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Figure 5. First and only directional and identification sign on the fourth floor. 
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Figure 6. Makeshift identification sign for the Pediatric, Immunizations, and Lead 
clinics. 
 
Language Needs 
 
With a largely Limited English Proficient (LEP) patient population, otherwise known as 
“low-reading” population, the exclusive use of English on the signs does not reflect the 
demonstrated language needs of the patient population.  
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Floor Plan Analysis 
 
Figures 7 and 8 were made to construct an understanding of circulation pathways, the 
locations and density of foot traffic around the building. The darker the shading, the 
denser the foot traffic. Existing directional and identification sign batches are marked 
with an X. Notably, the fourth floor only has one X, the sign shown in Figure 5 and 
discussed in the above Graphic Language section. It should also be noted that in Figure 
7, the X annotated with a handwritten purple arrow does not denote an existing sign 
batch. Instead, it marks where a sign needs to be placed. This location is shown in Figure 
9. 
 

 
Figure 7. Simplified floor plan of first floor showing circulation pathways and existing 
signage locations. 
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Figure 8. Simplified floor plan of fourth floor showing circulation pathways. 
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Figure 9. The onsite location marked with the X annotated with a handwritten note in 
purple ink in Figure 5. 
 
Designing A Comprehensive Wayfinding System 
 

The existing wayfinding system at St. Joseph Health Center lacks a cohesive visual and 

informational logic. All wayfinding systems must be efficient yet experientially and 

aesthetically well considered. And in an environment as complex as a hospital, where it 

functions as the invisible guiding hand of the patient journey, it must be patient-centered 

and intuitive. 
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In short, how do I design an aesthetically strong, yet flexible system for an institution 
that is in continual flux and significant decline?  
 

Based on my ethnographic research and onsite analysis, I equally prioritized these 

qualities: 

— Flexible 

— Modular 

— Modifiable 

— Readable 

— Relatively inexpensive to produce and install 

— Intuitive 

— Visually strong 

— Linguistically inclusive for Spanish speakers and illiterate patients 

— Tactile and playful  

 
Methodology and Process 
 
My most basic goal was to simplify and clarify user orientation and navigation within the 
built environment of St. Joseph Health Center. Signage and Wayfinding Design: A 
Complete Guide to Creating Environmental Graphic Design Systems by Chris Calori 
proved to be an invaluable resource when starting this project. Building upon its 
methods, I structured my process by sequentially conducting user research, determining 
the informational content system, and then designing the graphic and hardware systems. 
 
To plan the informational content system, I determined the information that patients 
need alongside where and when they need it. I also decided on the consistent and concise 
toponomy to be displayed on the signage. Importantly, the toponomy has to be 
understood by the wide range of hospital users, ranging from highly educated medical 
providers to illiterate patients. Together with the graphic and hardware systems, the 
informational content system guides navigation by relating information hierarchy with 
physical proximity.  
 
I also considered the multilingual needs of the clinic. As seen in Figure 10, when Spanish 
is included on signs in the United States, it is often in a smaller size and italicized. Given 
the predominance of Spanish speakers at St. Joseph Health Center, I prioritized setting 
the Spanish alongside the English with equal hierarchy. I also sought to design 
inclusively for those with reduced sight capabilities or functional illiteracy. To do this, I 
used icons from the Universal Symbols in Health Care set developed by the Society of 
Experential Graphic Design and Hablamos Juntos. These icons were developed in 
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response to the growing proportion of immigrant and migrant populations, and low-
resource areas where patient literacy levels are not always high enough to bestow strong 
wayfinding abilities and compensatory strategies. 
 
 

 
Figure 10. Bilingual ceiling-hung directional signage at Brigham & Women’s Hospital in 
Boston. 
 
For my graphic system, I sought to build a tight internal rationale for all of my visual 
choices and decisions. I learned by trial and error, and continuous feedback from 
members of The Design Office, a co-working space in Providence, Rhode Island, and 
Jamar Bromley, a graphic designer at Piaggio Fast Forward. To begin, I first chose a 
typeface. I tested mostly sans serif typefaces. After reading a quick reference guide for 
creating signs in compliance with the Americans with Disabilities Act (ADA), I removed 
all serif typefaces from consideration (“Quick Reference Guide to ADA Signage,” n.d.). In 
my early iterations, I used Galaxie Polaris. However, I ultimately chose Circular Std. It 
can be seen in Figure 11, the third one from the top in the left column. 
 
I assigned each floor its own hue to visually organize the floors. This color coding is also 
a means for playfulness and variability. I prioritized readability so all text is in black. For 
sufficient contrast to improve readability, all black text is on a pastel background of the 
floor color. All icon vectors are in white on top of a saturated tone background of the 
floor color. For sizing, I adhered to the rule of thumb that maximum reading distance for 
healthcare environments equals 300x the x-height of the typeface (Mollerup 2015). As an 
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example, if a reading distance of 3 meters is desired, then the x-height of the typeface 
should equal 1 centimeter. 
 
For the hardware, I sought choices that would create a flexible, modular and modifiable 
system. I prioritized these qualities because the clinics in the hospital regularly change 
but the hospital has few resources to easily update the signage in the physical 
environment. Because of this, the staff and patients seemed simply resigned to 
nonfunctionality and workaround solutions (i.e. makeshift signs and acceptance that 
patients will get lost along the way to their destinations).  
 

 
Figure 11. A sample of the typefaces considered. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Adult Primary Care

Women’s Health

Adult Primary Care
Women’s Health

Adult Primary Care
Women’s Health

Adult Primary Care
Women’s Health

Adult Primary Care
Women’s Health

Adult Primary Care
Women’s Health
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Design, Results & Analysis 
 
Graphic System: Iterations & Critiques 
 
With my graphic system, I sought to embody the following qualities from my priority list: 

— Readable 

— Intuitive 

— Visually strong 

— Linguistically inclusive for Spanish speakers and illiterate patients 

— Tactile and playful  

Once I collected all the information about the existing clinics in the building, I began 
designing an overview directory of the entire building. By first establishing the graphic 
language of the directory, I could then derive each individual sign from that.  
 
My primary concerns were readability, equal language hierarchy, color, and clear 
iconography. I also wanted to create a graphic system that would lend itself to a 
modifiable hardware sysytem. This proved challenging until about Figure 13, when I 
decided to separate each clinic in the directory into its own colored panel. 
 
Figures 12 through 17 show the chronological evolution of my graphic decisions. Below 
each figure I will discuss critiques of each iteration. 
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Figure 12. First iteration of first floor signage. 
 
In my first iteration, Figure 12, I followed the American convention of setting Spanish in 
an italicized font and smaller size. I also started testing where and how I wanted color to 
appear. I had not yet decided the mood of the graphic system and so used a darker green 
shade so I could focus on the typesetting. 

Level

Piso

Laboratory
Laboratorio

Pediatrics
Pediatría

X-Ray
Radiología

Immunizations
Centro de Vacunación

Urgent Care
Atención de Urgencias

WIC Nutrition
Nutrición Clínica

Lead Center
Centro de Plomo

Lorem Ipsu
Lorem Ipsum
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Figure 13. Second iteration of first floor signage. 
 
In Figures 13 and 14, I realized how complex the first floor could be to navigate for first-
time patients. With its winding hallways and long cooridors, patients have several 

Pediatrics
Pediatría cliníca

Immunizations
Centro de vacunación

Lead Center
Centro del plomo

Urgent Care 
Atención de urgencia

Laboratory
Laboratorio

Radiology
Radiología

WIC Clinic
Nutrición cliníca
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decision points. Fortunately, multiple clinics are clustered together. Given these factors, 
I began thinking about tacility beyond a single sign, and playfulness as a way to offset the 
declining state of the building. Because of this, I experimented with text and icon 
alignment as a means for indicating direction. I wanted to set the text in a way that 
would then allow me to extend vinyl lines along the walls that could serve as tactile 
guides for patients. By beginning from the sign, the lines would accompany the patient 
until they reached their destination clinic. These lines can be seen in Figure 14. 
 

 
Figure 14. Third iteration of first floor signage. 
 
In additon to alignment considerations, I worked through language hierarchy issues in 
Figure 14. Given that 80% of surveyed patients preferred to read in Spanish, and that 
over half of all the OB/GYN consultations I observed were conducted through a 

Urgent Care | Atención de Urgencias

Pediatrics | Pediatría Cliníca

Immunizations | Centro de Vacunación 

Lead Center | Centro del Plomo

Laboratory | Laboratorio

Radiology | Radiología

WIC Clinic | Nutrición Cliníca1
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translator, I decided that the signage system should respond to demonstrated language 
needs. I treated English and Spanish equally by using the same font and size, separated 
only by a pipe divider. It was important to retain equal hierarchy with the pipe divider 
rather than modifications to font weight or italicization because the person may assume 
that they are not receiving all information if the treatment of the counterpart type is 
different. However, with the pipe divider and the same text treatment between the 
English and Spanish, the person can be assured that the content is the same and only a 
translation. 
 

 
Figure 15. Fourth iteration of first floor signage. 
 
In Figure 15, I separated each clinic into its own colored panel. I did this to reduce the 
clunkiness of having a single sign. I also created this iteration after I interviewed long-
time staff members of St. Joseph. Each one told me how often clinics change location or 
shut down entirely. I knew then that the signage system had to be flexible and modifiable 
so it could adjust to the unstable nature of the institution. Given how subject to change 
each individual clinic is, a single sign with multiple clinics would be quickly rendered 
defunct—a problem that the existing signage program at St. Joseph struggles with now. 
 

Laboratory | Laboratorio

Radiology | Radiología

WIC | Nutrición Cliníca

Urgent Care | Atención de Urgencias

Lead Education | Centro del Plomo

Pediatric Care | Cliníca de Pediatría 

Immunizations | Centro de Vacunas
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Figure 16. Fourth iteration of signage system, extended to the entire building. 
 
In Figure 16, I extended the graphic language of Figure 15 into the next three 
floors.While satisfied with my color choices, the arrows did not look quite right. Even 
though the arrows were the ones created by the designer of the typeface, they did not suit 
my graphic system. Also, as a whole, Figure 16 felt too dense visually—and so I next 
focused on maximizing the readability of the text against the color panels, and 
standardizing the panels themselves. 

Laboratory | Laboratorio

Radiology | Radiología

WIC | Nutrición Cliníca

Urgent Care | Atención de Urgencias

Lead Education | Centro del Plomo

Pediatric Care | Cliníca de Pediatría 

Immunizations | Centro de Vacunas

Social Services | Servicios Sociales

Diabetes Education | Educación en Diabetes 

Adult Primary Care | Atención Primaria Adultos 

Women’s Health | Salud de la Mujer

Medical Records | Registros Médicos

Family Dental | Odontología de la Familia

Administration | Administración

Prayer Room | Sala de Oración

SNE Rehabilitation Center | Centro de Rehabilitación 
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Figure 17. Final iteration of building signage system. 
 
My leap to my final iteration, Figure 17, was catalyzed by Greg Nemes, a 
multidisciplinary designer in the Design Office. Greg gave me helpful critiques from his 
perspective as someone who struggles with dyslexia. He recommended that I expand the 
panels background color to create more negative space and allow more visual breathing 
room. He also suggested that I increase the tracking, minimally, since my body text is a 
bold font. I increased it by 1. I also increased the size of the pipe divider by 5 points and 
added one spacebar space on each side. 
 
I was also struggling with the varying lengths of text, a problem exacerbated by the 
tendency of Spanish to be frequently longer than its English counterpart. He suggested I 
could try overcoming this by expanding all the panels to be the same length and having 
length tightness between the text and background become the exception and not the 
norm. This was key to solving the problem of visual inconsistency and also an excellent 

Urgent Care  |  Atención de Urgencias

Lead Poisoning Prevention Education

Pediatric Care  |  Cliníca de Pediatría 

Immunizations  |  Centro de Vacunas

Social Services  |  Servicios Sociales

Diabetes Resource Center  |  Centro de Recursos para Diabetes 

Adult Primary Care  |  Atención Primaria Adultos 

Women’s Health  |  Salud de la Mujer

Medical Records  |  Registros Médicos

Family Dental Care  |  Cuidado Dental de la Familia

Administration  |  Administración

Prayer Room  |  Sala de Oración

SNE Rehabilitation Center  |  Centro de Rehabilitación 

Laboratory  |  Laboratorio

Radiology  |  Radiología

WIC Nutrition Clinic  |  Cliníca de Nutrición 

Educación para Prevención del Envenamiento por Plomo
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material solution because it allowed for standarization during fabrication. I also 
standarized the arrowheads so they aesthetically harmonized with the text. 
 
Icons 
 
The majority of my icons came from Universal Symbols in Health Care, a growing set of 
universal symbols for healthcare settings. However, I had to customize icons for the 
Adult Primary Care clinic, the Prayer Room, and the Lead Poisoning Prevention 
Education clinic. 
 

 
Figure 18. Customized icons for St. Joseph Health Center. From left to right: Adult 
Primary Care clinic, Prayer Room, and the Lead Poisoning Prevention Education clinic. 
 
I would like to note that the Lead Poisoning Prevention Education clinic is noted as the 
Lead Center on existing signage. However, after consulting with Christina O’Day, a 
professional Spanish teacher who has taught medical Spanish in Rhode Island for years, 
we decided upon the most explicative name. Since Spanish is quite lengthy anyways, we 
prioritized clarity over brevity in both English and Spanish. 
 
Hardware 
 
With my hardware system, I sought to embody the following qualities from my priority 
list: 

— Flexible 

— Modular 

— Modifiable 

— Relatively inexpensive to produce and install 

— Tactile and playful  

For hardware ideas, You Are Here by Victionary proved to be an invaluable resource. A 
gorgeous survey of international wayfinding projects, the book provided excellent 
examples of creative installation possibilities. I drew the most inspiration from L2M3’s 
wonderful signage system for SIMTECH Research Centre in Stuttgart, Germany 
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(Viction:ary 2013). Although modifiable and distinctly lo-fi, the precise and excellent 
implementation of these qualities results in a system that conveys a strong sense of care 
and thoughtfulness to the viewer. 
 

 
Figure 19. SIMTECH Research Centre in Stuttgart, Germany. 

 
For St. Joseph, I decided upon the use of print, vinyl and 1/8 inch PVC for fabrication. 
For adhesion methods, I considered vinyl magnets, Velcro, double-sided tape, and clips. 
I ultimately chose double-sided tape due to its simplicity and longevity. 
 
After consulting with Cory Ellison of Cornerstone Sign and Design, a specialty signage 
shop in Providence, Rhode Island, the signs were produced by printing each one on 
adhesive vinyl and then matte laminated. I chose matte laminate because it is easier to 
read inside and more subtle than glossy laminate. Laminate provides UV and sun 
protection, and it can be easily cleaned. 
 
After lamination, the vinyl was hand-applied to PVC. It was necessary to print the signs 
on vinyl, instead of plotter cutting them out of vinyl rolls, because the color swatches I 
chose were so specific and needed to be retained. These swatches can be viewed below in 
Figure 20. 
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Figure 20. Final background color swatches. The left column shows background color 
swatches for text and the right column shows background color swatches for icons. 
 
Finally, I considered using 1/8 inch composite PVC-aluminum, either Alupanel or 
Dibond, but decided against the extra expense.  
 
Test Installation 
 
Given the aforementioned unresponsiveness of the clinic manager and general 
instituitional apathy, Dr. Snyder and I took the initiative to install five identification 
signs on the fourth floor (the original empty wall is shown in Figure 4). While we were 
installing, several staff members and long-time patients commented very positively. 
 



 

	 35 

Figure 21. Vinyl symbols and one PVC floor sign. 
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Figure 22. Six PVC directory signs. 
 



 

	 37 

 
Figure 23. Installation view of identification signage on the fourth floor of St. Joseph 
Health Center. 
 
Future Directions 
 
During our installation, Dr. Snyder expressed her ambition to take a more active role in 
management at St. Joseph. She also shared her interest in implementating my system 
throughout the entire building. After seeing my installation, long-time St. Joseph staff 
expressed positive feedback and a hope to see the rest of the system installed. I will 
continue to follow up on this possiblity. I am also submitting my research, system, and 
new icons to the annual conference for the Society of Experiential Graphic Designers in 
June 2018. 
  
This project has sparked my desire to continue collaborating directly with doctors and 
nurses to create responsive research-based solutions in the context of healthcare—
whether in the form of graphics, products, systems, or services. I am particularly 
invested in projects pertaining to female health, vulnerable populations, and cross-
cultural health literacy and education. I anticipate that the starting point of my MA 
degree project will be researching existing educational materials about contraception 
and family planning. In particular, I am curious whether any existing materials are 
comprehensive, design-driven, and function cross-culturally. 
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Conclusion 
 
In many ways, St. Joseph Health Center embodies the conflicted history of American 
healthcare—the variability that occurs when the provision of medical services evolves 
within a capitalist framework. Historically, hospitals were non-profit institutions 
affiliated with religious organizations. However, the American healthcare industry 
underwent continuous privatization throughout the twentieth century, with extreme 
shifts towards privatization in the 1980s. Today, St. Joseph is owned by CharterCARE, a 
private medical network in the region. In recent years, CharterCARE has tried to close 
the entire operation and sell the building, but the Rhode Island Department of Health 
explicitly intervened each time because St. Joseph Health Center is a crucial medical 
resource for a vulnerable neighborhood. Because CharterCARE cannot legally close St. 
Joseph, it has consciously neglected to properly manage the clinic. 
 
Thus, to my delight, installing this project felt like a subversive act while functioning as 
design for social good. Beautifully put by Dr. Amy Snyder, it is “sheer muscle memory” of 
the Southside community that has kept the operation functioning. And while this 
cognitive muscle memory may carry St. Joseph for now, it is my hope that this thesis 
project highlights the use of design for social good and demographic sensitivity. And 
importantly, that it demonstrates that design does not have to be prohibitively expensive 
to accomplish these goals. 
 
Design hinges upon consciously caring about details. Often, and unfortunately, the 
communities that need to be cared for the most are the ones that are the most neglected. 
The extent to which inclusive designs for users of all needs and backgrounds are 
implemented, ones that do not segregate or stigmatize one subset of the population, 
impacts how well we may experientially improve healthcare systems to positively impact 
health outcomes and promote emotional wellbeing. 
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