The Disability-First Blue Zone

Access as the Baseline, Not the Accommodation
by Riya Komath

THE PREMISE

The Blue Zones Project model is built around a resident whose body and circumstances let them use the new
options it creates. They can walk the new path, reach the new cafeteria, absorb the extra effort the nudges
require. Disability is treated as something the design accommodates afterward. This framework presents
what the design looks like when the user it starts from is the one whose access needs are currently treated as

exceptions.

WALKABILITY AND THE
BUILT ENVIRONMENT

Current default. Walking paths
and transit infrastructure
designed for the able-bodied
pedestrian, with curb cuts,
ramps, and accessible signals
added where budgets allow.

Disability-first redesign.

« Continuous accessible
routes engineered as the
primary network: smooth
surface, level grade,
predictable curb transitions,
regular rest seating.

Audible and tactile
wayfinding integrated into
all public signage, not
concentrated at major
stops.

Distance standards
measured for a person
using a mobility device on a
fatigued day, not an able-
bodied adult on a clear
morning.

Walking infrastructure is built
once, for the person whose
walk is hardest, and used by
everyone.

MOVEMENT AND NATURAL ACTIVITY

Current default. Movement framed as walking,
gardening, and incidental daily activity, assuming
the resident's body can do these without

modification.

Disability-first redesign.

FOOD ACCESS AND THE
HEALTHIER CHOICE

Current default. Healthier
options offered in cafeterias,
restaurants, and grocery
stores, accessible to people
who can reach the space, read
the menu, lift the produce, and
prepare the meal.

Disability-first redesign.

« Menu and shelf design
legible across vision,
dexterity, and cognitive
disability, with photographs,
plain language, and
consistent placement as
standard.

Pre-prepared healthy
options available alongside
ingredient-based options,
assuming some users
cannot stand at a stove.

Grocery and meal-delivery
services treated as core
infrastructure, with routing
optimized for disabled-led
households.

The easier choice is built for the
person with the least energy
and access, not only for the
person with neither limit.

SOCIAL CONNECTION
AND GATHERING SPACES

Current default. Gathering
spaces and social events
designed around the
assumption that participants
can travel to them, sit upright
through them, and tolerate
their sensory environment.

Disability-first redesign.

« Gathering spaces designed
with predictable sound
levels, dimmable lighting,
quiet rooms, and seating
ranges for mobility devices
and chronic pain.

Hybrid participation built in
from the start. Every
gathering has a remote-
participation equivalent
that is not a downgrade.

Events scheduled across
the full week and times of
day, recognizing that
disability does not align with
the standard social
calendar.

The community gathering is
built to be attended, not
aspired to from home.

HEALTHCARE AND PREVENTION

Current default. Preventive healthcare designed
around an able-bodied adult engaging
episodically, with disability-specific care routed

through specialty silos.

Disability-first redesign.

« Movement understood broadly: seated, water- « Primary care integrated with disability-specific

based, and adaptive forms treated as daily
activity, not medical interventions.

Public infrastructure for adaptive movement,
including accessible pools and adaptive
equipment libraries, treated as community

amenities on par with parks.

Energy budgeting recognized as a feature of
daily life, with the design acknowledging that
"more movement" is not always the right goal.

care, with practitioners trained to treat the

disabled resident as the standard patient, not

the complex case.

Preventive, dental, mental health, and
reproductive care delivered in accessible

facilities by default, with home-based and

telehealth options as primary channels.

Coordination across providers built into the
system, recognizing the disabled patient is

currently doing that work unpaid.

Movement is what a body can do today, not a

single template the body is asked to meet.

Health systems are designed for the patient who

navigates them most, not the one who navigates

them least.

(® WHAT THIS FRAMEWORK IS NOT

This framework does not argue that disability-first design replaces the Blue Zones Project model. It

argues that the model's "more options" approach has a built-in design choice about whom the default

option is built for, and that choice is reversible. The non-disabled resident does not lose anything in
the redesign. The disabled resident gains a community that was designed for their presence rather

than their accommodation.




