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. Preface

The “graying of America” is not a myth, it is a reahty As people )
approach older adulthood, it is important that they be encouraged
to continue to live rich and full lives. Research has shown that a healthy,
active lifestyle can enhance well-being in all stages of life.

" This monograph is written to assist those professionals currently
working with older adults and those students in health, physical educa-
tion, recreation and dance professional preparation programs planning to
work with older adults. The monograph addresses the older adult from -
not just a physical standpoint, but also describes some of the psycholog-
ical and sociological aspects of aging. Thé authors’ major focus is to
identify the needs of older adults and outline the role of the health,
physical education, recreation and dance professional in meeting these
needs. The uniqueness- of this publication is that it looks at the related
flelds of health, physical education, recreation, and dance and offers '
direction to the total profession for _encouraging and providing healthy,
active lifestyles for older adults. .

Healthy Moves for Older Adults will show each of us that our profes-
sion can have a posmve impact or) the quality.of life, throughout life.

—P. Stanley Brassie, Ph.D.
" Chair, Health, Physical Education,
Recreation and Dance Advisory Board
Jor the ERIC Clearinghouse on
Teacher Education and .
Head, Physical Education Department,
. University of Georgia, Athens, Georgia




_ ‘ N 2 ellness programs are a vital component of olr soch\ety for.all age

groups. These programs incorporate the various aspects of health,
physical, recreatienal and leisure activities necessary for the ultimate goal
of a sound mind in a sound body. The concept of a sound mind, sound

~ body constitute the foundation of a happy, productive life. In the United -

States, interestsin the dual goals of sound mind and sound body has
burgeoned, spawning a vast array of “wellness” programs, or programs
concentrating on health, physical education, recreation and dance (HPRD). -
But HPRD programs for adults traditionally have focused on the physical
and psychosociological needs of young or middle-aged adults; older adults—
in some ways the neediest group—have often been ignored. Wellness
programs are important for all ages. These programs are especially impor-
tant for older adults who tend to become deconditioned due to lifestyles
thaj:;e less-active.

The fact is that people of all ages may benefit from HPRD programs.
Indeed, the elderly may derive the same benefits from HPRD experiences
as do younger adults, j.e., increased vitality, better health, improved stam-
ina, heightened self-esteem and increased engagement in life. Pfegrams
must be individualized to meet the needs of the participants and must .
involve the elements which promote a sound mind in a sound body.

Older individuals have some unique needs that effect the type of’
wellness programs planned for them. Aging involves a decrease in a
person’s ability to adapt to his/her environment. It becomes increasingly ’
difficult for the older person to adjust toThe many changes that occur in
life. Through good health management practices and physical activities,
adapting to change becomes easier for the older adult.

- Older adults are often concerned with moving efficiently and with
the least enelﬂ necessary; unfortunately, such a sedentary lifestyle has
had a deconditioning affect in many instances. In the section.entitled

physical needs of the elderly, the functional capacities of the cardiovas- |-

cular and respiratory systems, changes in the skin, bones, and muscles,
and alterations in the nervous system will be discussed.

In addition, older individuals have some unique needs requiring the .
attention of HPRD professionals. Age-related changes in.bodily structures .
and functions, combined with a tendency toward sedentary living, have a
generally deconditioning effect en many older persons. Physical fitness,

. -vif j.,‘
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doﬁm-d for the eldorly person s the ability to perfqrm daily cht)res with

energy left for recreational and qoclal activities (P.C.P.F.S,, 1973), tends

to deteriorate. As will be shown HPBD programs tailored to individual

needs can increase fitness and even forestall some physical declines

associated with aging.

The President’s Council on Physlcal Fltness describes two aspects' _
cof physical fitness: organic fitness and dynamlc fitness. Organic fitness
- refers to a body free of diséase or mﬁrmlty and well-nourished. Dynamic

fitness refers to the ability to move vigorously and live in an energetic
manner. The Sedentary lifestyle of most older adults is_a major cause of
the loss of dynamic fitness. Components of dynamic fitniess would include
cardiovascular composition (P.C.P.F.S,, 1973).-When discussing the mus-

culature, skeleton, ant,\ nervous system of the human body and thgir -
'mvolvement in movement, the ma]or concern of this manuscrlpt will be

the effects of aging on/changes in these systems.

- “This monograph will also discuss the application of HPRD to o(ih :
tt

health considerations of the eldérly, such as stress, nutrition and we
control, smoking, and drug interaction. A variety'of recreatlonal leisure,
“and physichl activities that encourage good health management tech-
niques which will decrease feelings of mental strajn ¢ and provide a socxally,
eruoyable environment will also be discussed.

- The HPRD professipn can also help older, adults manage some of the
psychosocnologxcal aspects of growing oldAd)ustment to declining socio-
economic status, lonel)ness and reduced mobility, for example, may be
eased through carefully desngned HPRD experiences.

‘Thus, the purpose of this document is to describe some of the phys-
ical, sociological, and psychological ¢haracteristics of older adults idepe
tify their needs, and outline the role of the HPRD profession in meeting

" those needs. The monograph will describe several welliess programs that

are helpmg older individuals'live healthier, happier lives. Finally, the

.document suggests ways of initiating and maintaining good health man-

agerient practices, including exercise and diversified leisure activities,

especiallyfor those who have been sedentary for several years or more.

The HPRD profession can play a key role in improving the quality of
the lives of elderly persons. In the past, ignorance and inexperience have

limited the efforts of the profession to extend itself to this growing group:

of citizens. HPRD specialists must now help to correct society’s long

noglect of the elderly by working to understand and reach out to older -

Amemans -
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k. Deﬁnltlon of the- Elderly_.
DR and Theones of Agmg |

' 7o

CLASSIFICATION OF THE ELDERLY

n ordér to define the elderly populatlon it is important to understand

their behavior. The age stratification model is a relatively new approach '

to explaining the behavior of the elderly. '

Age is a variable that dictates the number of roles and options that

are available to an individual. For example, a young girt cannot play the

role of a mother yntil shé is biologically capable. Age is often described
in two manners, by chronological age and cohert age.

Chronological age can influence role performance through legal, SOCia.l
or biological restrictions. Chronological age ‘Separates the population into
age categories and dictates many of the rights, roles, opportunities, and
responsibilities individuals. will experience throughout life. For example,
in the American sogiety when an individual reaches 66 years of age he or
she has the right to collect Social Security. However, at this same age he/
she may be forced to retire by mandatory retirement laws. -

... Cohort age distinguishes individuals by their time of birth. It refers
_to a’group of individualy who were born at about the same time and who -
experienced specific historical events at about the same age. For example,
World War I had long-term effects on the individuals who experienced -
that part of history. However, the effects were different for those who
were b, 16, 20, or 80 years at the time of World War 1. Also, different b

“cohorts affect behavior by producing different expectations of the s :
role. In the past, the role of mother has been to stay within the household
to raise and care for the children; but in recent years that has. changed
and now many mothers also work outside the h _

The elderly population is often divided. s lnbo two categories
according to chronological age: the young-old (55-7,5 years) and the old-
old (76 years and over) (Smith & Gilligan, 1983). But great individual
variations exist within these two groups, detracting from the usefulness
of this means of categorization. Older adults have also been classified by

" . .
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ical function is lmpedod

.phyqi( al ability info the well elderly and the frail elderly. However, here
again, great variation exists within the categories. Rgports of the fitness
levels of older aduilts range from the 65-year-old competitive athlete to

older adults who fall between these two extremes lack clear definition

© (Smith & Gilligan, 1983). For the purposes of this manuscript, the older

" the 66-Year-old invalid. Moreovér, characteristics of the 90 percent of .

adult is defined in relation to the physical, social and psychological ability -

to function in everyday situations. Physical age depends on the informa-
.tion previously discussed; whereas social age tefers to the -observable

social habits of an individual as perceived by other members of society.
For example, does a chronologically aged 656-year-old act as expected by

sogiety or does he/she act like a 40-year-old? Psychological age deals with ’

how well'one adapts to environmental demands in comparison with others
m society. -

In order t§ understand the various reasons for the classiﬂcation of
elderly, it is imperative to address the different aging theories. Theories

" of aging strive to pravide a more comprehensive, coherent understanding

of growing old than is afforded by statistics. Given the paucity of research

_ identifying clearly those factor? that influence the rate of aging, theories
| of aging tend to focus on cauges. Biological theories address the basic

cellular mechanisms of aging; psychosociological theories address the
general welfare of the elderly. -

BIOLOGICAL THEORIES OF AGING

Tological theories of aging are based on three principles: first, that
"the aging phenomenon is universal; it originates within the organism;

. it occurs gradually. In addition, nedrly all biological theories stem from

the idea that genetic information within cells is ultimately responsible for
maintaining cell function. Most biological theories of aging focus on
muscle and nerve cells which are nonreproducing and most cleargy show
the effects of aging. The biological theories include the cross-linkage
theory, wear-and-tear theory, and error theory.

.

' cross-Llnkage Theory , ' , .

Johan Bjorkoten s cross-linkage theory first described in 1942, assocnates
cross-linking with many of the secondary causes of aging (Rockstem &
Sussman, 1979)..Cross-linking refers to the formation of chemical bonds
between chains of polymer-type molecular structures called amino acids.
Some cross-linking is necessary in order to maintain correct biological
function of proteins (mainly collagen) and nucleic acids. However, when

_ cross-linkage reaches extreme levels, cell behgvior is altered, since the

intracellular transport responsible for protein synthesis and immunolog-

-
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One of the primary causes of crpss-linking has been related to a
protein known as eollagen. This protein ajds in building the framework
of the lungs, heart, muscle-and the inner lining of the blood vessels. It is
 believed thiat the abllity of collagen to bind with essential molecules
diminishes with age and results in decreased flexibility and efficiency of
. the heart to pump. Cross-linking has also been related to the precise
amount of free-radicals formed with the cell. Free-radicals arise as a by-
product of normal cell functions ‘lnvolvmg oxygen. They can cause the
Tormation of a protein in jnactive molecules and increase the amount of

unsaturated fats in the cell. The unqaturated fat combines with the inactive

‘protein to form a substance known as “lipofusion” or “age pigment,”
commonly found in aged cardiac and bkeletal'mugcle cells. '

Wear-and Tear 'l‘heory . b

Annlhor biological theory Whl(h is clo~.ély related to cross-linking deals
specifically with cell death or the wearing out of a cell: It suggesty that
cells are destroyed as a result of an accumulation of hemical by-products

of cellular metabolism. The accumulation of these by-products damage
the cell contents with age and inhibits regair of damaged vital cellular
companents; this process can lead to cell death. Organelles such as " the
mitochondria, endoplasmie reticulum, lysomes, and nuclei have showri
these ¢hanges in structure and content over time. The mitochondria and
¢ ytopl.u.m alter in sjze and shape gwhich reduces their functional ¢ apac xty
in the ¢ell. These cellular ¢ hanges which occur with age are sngniﬂcantly‘
“different than those which occur as a result of lmury

Erralf Theory y

Alterations in the chemical structure of molecules has an effect on the
aging process. The molecule of most concern in aging is DNA, deoxyri-
bonueleie acid, sinee it governs the body build, height, eye, hair, and skin
color, and susceptibilities to miiny diseases and aging mechanisms. When

DNA i{ damaged, as a result of incomplete protein synthesis, to an unre-
pairable extent death of the eell may oceur. DNA along with RNA, ribonu-
¢leie acid, are responsible for the production of specifie enzymes which
carry out all the chemical reactions of the body. These protein enzyme's
are composed of amino acids, some of which are manufactured in the
bady. However, there are eight essential amino acids which are not syn-
thesized in the body. Thesé amino acids must be provided from the
environment through the ingestion of carbohydrates, lipids, and vitamins.
The body does have the capacity to manufacture certain nutrients. How-
ever, other raw materials and bodily resources are utilized in the manu-
facturing process. It is imperative thht the body is supplied with the
correet amount of nutrients so the chain of chemical reaction functions

3\
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. properly, and to replenish the chemical structure ‘of ihe cells. 'I‘herefore, :
this theory addresses the question of aging on the basis of time related
failure of protein synthesis.

PSYC 0SOCIOLOGICAL THEORIES
' OF AGING - S

Psychmociological theorie agin{ deal with the general welfare of
the elderly and address nonphysical factors that influence the aging
«process. Included are the influence of society on the elderly and how
oider adults’ perception of themselyes influences their thinking about
* aging. In contrast to biological theorjes, which focus on physical change,
psychosociological theories deal with the elderlys emotional or social )
needs. - _ S : : -

Al >

v ’ . : \

~ Dlsengagemeﬁt Theory !

Disengagemenit is-a process whereby individuals withdraw from society.
For older adults, it may begin as they are phased out of important roles

* in order for sociaty to maintain productivity. The phase-out also protects
soclety from the sudden loss of elderly through death. Disengagement is
believed to bhe incvitable; however, the degree and nature of the disen-
gagement vary with differences in health and personality. '

w Disengagement is believed to be perpefuated by three factors. First, e
with increasing age, the number and societal importance of a person's

roles gradually decline. Examples of such a phenomenon are the decrease

in‘the parental role as children mature and the decline in-the work role-
" after retirement. Such a phenomenon does not take place at one ime,

rather it is a gradual process. '£
~ "Secondly, the current structure of society may encourage disenjgage-
ment by imposing restrictions on the behavior of the elderly. For instance,

, some states require the older person to take a driving test every year in
" order to retain a license. Finally, disengagement may afford mutual sat-
isfaction to society and the elderly When an older individual disengages,
“his or her role is filled by a younger individual; often, the older individual
is happy to escape. the Uemands and pressures of former roles. .

The disengagement theory became prominent in 1960 with the so-
called Kansas City Studies. These studies were based on a cross-sectional
survey analysis of 276 people ranging in age from 50-90. The results of
these studies (Cumming & Henry, 1961) suggested that older adults became
more sclective in their roles with increasing age and there was a slgnlﬂcant
decline in the number of current roles, current role activity, ego involve-

ment, in current roles and in societal interaction. It was suggested that
these declines were logical, natural, normal and satisfying (Teaff, 1985). o
On the ather hand, some studies suggest that disengagement is largely a '

- . ~
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‘result of lack bf opportunities for the elderly. poor-health, loss of friends,
" or reduced families (Maddox, 1963; Rose, 1864; Carp, 1968).
[ LN

Actlvity Theory

The activity theory was formulated to demonst:rate the weakness of the
~ disengagement theary. The theory is based upon the belief that a decrease
in activity ¢orresponds-with a decrease in life satisfaction. Activity theo-
rists claim that happiness is achieved, by maintaining middle-aged ways
of life, values, and beliefs for as long as possible. This is accomplished by
replac lngﬁoqt roles or relationships, something the, elderly, for a variety
of physical and social reasons, cannot always do.
In oﬂ&[lyosltion to activity theory, some researchers have found that
high morale is not dependent on the number of roles an individual has,
but rather on having stable, endyring relationships (Lcmon, Bengtson,
Peterson, 1972). BN (
‘Subculture Theory , ' k3
A subculture refers to a group within the general society that holds;7 sthe
same cultural characteristics as socjety while exhibiting characterist
unique to the group. The subcultdre theory poses the existence
plder adult subculture, a recent phenomenon that has evolved gdrtly as \,
result of an increase in the elderly population. This increase has led to \q
older adults forming a group with its own ideas, beliefs, values, and
behaviors. In addition, the elderly are often forced to decrease partici-
pation in society due to health problems or retirement laws, thus inten- .
sifying their isolation. Age consciousness is another factor, the elderly
are recognizing that they possess common interests and needs that uhite

them as a subculture.
Subculture theorists believe that the older adult: sub(‘ulture is more

powerful than other subcultures, to which the elderly may belong, such -
as ethnic, religious, or occupational groups (Crandall, 1980). However,
not all elderly persons attach themselves to the older adult subculture in

. the same way. Factors such as health, income, education, and famlly N
responsibilitics affect the imgportance of the subculture to each person.
This creates the possibility of subsubcultures within the older adult sub-

~ culture. For example, wealthy elderly individuals possess different values
and beliefs than do destitute elderly individuals. Each group may form a
subsubculture with thoso in the same category.

Role Theory ' " /

" Role theorists think of “older adult” as a role to which soclety attaches
A« certain ('xpm'wt.inns(()randnll, 1980). To an extent, these theorists believe
the older individual's behavior is determined by the “older adult” role

.. N




with its enjoining norms. However, most norms allow some flexibility.
For exdmple, the role of “mother” may suggest a certain behavior in dur
society, but no two mothers behave' exactly the sgme way.

Rale theory maintains that several factors affect the behavior of older
adults within the “older adult” role. One such factor is the guidance
provided by persons in positions of authority or influence: mother, teacher,
boss, coach, hushiand. These individuals may alter the behavior of others
through the use of reward and punishment.

Another factor in performance or huhuvno!s the roles of those with
‘whom we interact and the ways in which the individuals in those rolc!;
behave. For example, ap elderly person may behave in a certain manner
when in the presence of a coworker; their behavior may change in the
presence of a boss. Also, one may have to change behavior with the same
individual, A person’s apparent mood for example may affect coworkers
- behavior toward that person.

' Feedback is another factor that affects behavior. When feedback
from associates indicates acceptance of an individual's hehavior, the
behavior is reinforced. On'the other hand, if the response is negative, the
behavior will likely change. -
~ The last factor influeneing role behavior is the individual's interpre-.

Station of the role according to his 'or her personality and socialization.
For example, the role of grandparent is interpreted differently by each
individual, rosultmg in infinite variation in the behavior of individuals in
thut role. . ¢ :

Labeling Theory

This theory resembles role theory in its view that society’s labeling of
people can influence their behavior, Labeling theory suggests that once a
label such as “old” is given to an individual, it has a significant impact on
the way in which society perceives and reacts to that individual. Orce

applied, labels resist modificationt and a certain “master status” develops.
This status overrides all other statuses achieved by the individual. Initially,
" the labeled individual may not aceept the connotations assoclated with
the label. However, eventually, the label s incorporated into the behavior
of the individual, as society reinforces him or her for behaving in the
manner it assoclates with the label. Thus, the individual experienices a
reduction in mriumber of role options,

Phenomenological Theory

This theory holds that older persons’ behavior is determined largely by
their individual perceptions of the world, perceptions shaped in part by
socialization and experience. For example, older adults react differently

. to retirement. The differences are viewed not as the result of the phenom-
’, * . ' .
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enon o'f retirement itself, but as the interpretation of the phenomenon by
each individual. ‘ ,

The phenomenological theory actounts for perceptual differences
among individuals from the same age group. For example, two individuals
may have experienced the Depression at the same age. However, forone
of the individuals it may have brought scvere struggle; for the other, only
minor changes in lifestyle.

Each of the preceding theories of aging aids in the understanding of
the elderly. Biological theories explain the physiological changes experi-
enced by most individuals, while the psychosociological theories bring
into focus how and why the clderly differ from other groups and from
cach other. .

Society tends to address only the biological theories, which means
that nature is seen as accounting for most of the changes that take place
in the older adult. This is not true in most cases, since psychosociological
changes play just as much of a role. It is difficult to understand the
developmental changes which take place in the clderly. Many societal
attitudes toward the elderly are based on myths. It is important for the
fitness director to be able to sort fact from fiction when considering the
older adult. - ~

CURRENT STATUS OF THE ELDERLY

l | '0 i gr("at extent, our attitudes about aging are dominated by myths,
stereotypes, and ignorance. As myths color our perception of the

selderly, the elderly alter their perception of themselves (Bchaie & Geiwitz,
1982). Recent research provides a more realistic portrait of the elderly in -

terms of economic status, health, geographic location, ethnic and racial
‘composition. v

One myth is that the older population becomes more and more
dependent on society to fulfill their basic needs. On the contrary, research
indicates that 95 percent of the elderly live independently or with their
immediate families (Ringler, 1982). In regard to marital status, about 79
percent of older males are married and 39 percent of older females are
" married. Due to the fact that many women are widows, older women
are more likely than older men to live alone (Harris, 1978),

The preéent health status of the elderly is a major factor influencing
the behavior and involvement of the elderly within the community. Another

common myth is that most people over 66 years of age gre unhealthy. In .

reality, research indicates that 8 in 10 persons aged 66 or over describe
* their health as “good” or "excellent,” compared with others of their age

(Taeuber, 1983). However, good health is often associated with'higher .

_incomes: Forty pereent of those claiming good health had annual incom

exceeding $26,000, while less than one quarter of those-earning $7,000 or -




. and social factors. Resear

l

less roportod excellent health (U, b Department of Health and Human
~Services, in press). :

Another myth concerning the elderly i3 the belief that older people

‘experience intellectual deterioration and cannot benefit from education.

This assumption cannot be applied to thé nlder population in general. -
hen addressing intellectual gbility, it is important to consider physical
yb ndicates that intellectual abilities dealing
with verbal factors and stofed information decline by a relatively small
amount with increasing age (Crandall, 1980). The small percentage of
decline in intellectual ability is due to cell degeneration and death.

In the past, knowledge was associated with experience; therefore,
the older adult was considered more knowledgeable than a younger -

_ individual. In today’'s society, knowledge is &sgociated with the recent

advances in technology and it is the young indlvidual who has made these
advances. Since the elderly have béen denied the opportunity to engage
in the current educational system, they are often thought of as being
educationally inferior. In 1980, the average years of schoolirng completed
by an older person was 10.2. Of that total populdtion, 41 percent compjeted
high school, while only 9 percent completed college (U.S. Department of
Health and Human Services, 1980-1981). If the elderly population has
support from the general society to pursue their education, they tan
achieve great gains. Older adults are capable of high levels of learning,
given proper incentives. '
In 1982, about 12 percent of whites, 8 pércent of blacks, 6 percent of
Asians and Pacific Islanders, 5 percent of Ametican Indians, and b percent
of Hispanics were 66 years of age and- older. Between 19701980, the

elderly white population grew by about 26 percent and the elderly black
population by 33 percent (U.S. Bureau of the Census, 1983). !

Economic well being is a major concern for all adults, but especially

_for the elderly. For 91.2 percent of this population, the major source of
_income is social security (Taeuber, 1983). It accounts for 37 percent of

the total income of elderly persons; earnings, property income, and pen-
sions are found to be of varying significance (Taeuber, 1983). The income
of the elderly is associated with many factors that the elderly person
cannot control—sex, health of spouse, and their own health. It is esti-
mated that the mgdian income in 1881 of men aged 60 to 64 years was

about $15,000; however, income decreased dramatically to $8,200 for men - [
*aged 66. Women, who tend to earn less than men throughout life, follow

much the same pattern, with the exception that the decline begins at age
0 (Taeuber, 1983). Economic status has an important influence on the
older person’s quality of life, Low income in.old age often means inade-
quate housing and clothing, poor nutrition, lack of recreatlon and neglect
of medical and health needs (Teaff, 1985). ' K
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In the period of 1980-81, doctors' leading diagnoses for the elderly
were hypertension, diabetes, chronic Ischemic heart disease, cataracts,
and osteoarthritis (1.5, Department of Health and Human Services, 1980~

81). Many of these conditions were also leading causes for limitation of .

activity. The improvement of these health factors is imperative to the

elderly population. Improvement of health behaviors can also decrease

the cost of health care. It is estimated that health care expenditures not

N covered by Medicare consume an average of 19.9 percent of all yearly

in(:;;]me for-those 66 and over (Senate Special Committee on Aging Staff,
1977). : ‘

Another factor that influences the lifestyle of the elderly is geograph-.
ical location. Almost half of the eldeﬂy population resides in seven states:

California, New York, Pennsylvania, Texas, lllinois, Ohi'o, and Florida
(Ringler, 1982). In 1981, almost two-thirds of the elderly population lived
in metropolitan areas. However, the size of the eldérly population in small
towns and rural areas has increased about 2.5 percent annually in recent
years (Ringler, 1982). With increasing age, people move less often; most
older persons remain in the same location and most of the elderly who
did relocate between 1975 and 1980 stayed within the same metropolitan
area (Ringler, 1982). ‘ '

. Research shows that the way people age is affected by their economic
status, educationaklevel, health status, and geographical location (Ringler,
1982), The rate of aging may also be affected by the satisfaction of the
basic needs.

———— N
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Needs of the Older Adult > .

Il peoplé have certain physical and emotional needs in common.

Clearly, everyone needs food, water, and shelter, for example, °
as well as companionship, attention, and other forms of emo- |.
tional nourishment. For the older adult, however, thé mosaic of |
needs shifts; eertain _lieeds loom larger or take on new dimensi'b'ns. ' '

Maslow 8 llierarchy f Needs ' '

The basic phyqi( al and sychosociologiéal needs for the elderly popula-
tion can be best exemplified by Maslow’s Hierarchy of Needs. In this
theory, the lowest needs on the hierarchy must be satisfied before higher
needs are attainable. Maslow’s Hierarchical Theory states that physiolog-

_ ical needs are the lowest and most basic needs for an individual, followed

by needs for safety and security, social interaction, esteem, and self-
actualization (Schaie & Geiwitz, 1982). '

Under physiological needs, the older adult is concerned with survival
which includes the need for water, food,,air, and shelter. Safety and

__security needs of an older adult deals with security and protection from,
. physical and emotional harm. Some examples may include freedom from

fear of intruders to their home, fallirig and not being able to get up, and
being battered by their own children upon whom they have become
dependent. To achieve safety, elderly individuals form groups for mutual
security and protection.

* Next in the hierarchy are social needs. Human beings have a basic
need for fricndship and companionship. The need for self-esteem in the
older adult involves the achievement of status within a group, recognition,
and attention. Individuals need the respect of ‘others as well as self-

vqpoct After these four needs are met, the need for ‘#éit-actualization
emerges. The self-actualizing individual is the architect of his own destiny
and self-fulfillment. 1t is the self-actualizing person who tries to reach his/
her fullest potential in all activities he/she undertakes. This is particularly
difflcult for the older adult because of the negative attitude many people
have toward uging (Schaie & Geiwitz, 1082).
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. Physical Needs -~ ¢ K .

As previously mentioned, wellness programs deal with all of Maslow'{s
needs and any physical limitations and/or changes which might take place
in the aging process. Maslow considers the physical needs of an individual -
the most basic in his hierarchy, HPRD programs for older adults must
take into account the physical limitations and changes that can occur as
adults age. Changes in the functional. capacities of the cardiovascular, |
respiratory, skeletal musculature, and nervous systems will be covered. S
"Nutritional neegls will also be discussed. "Aging is a process of change in

- the physical powers and capacities of the human body. Gradual improve-
ment in the physical functions of the body occurs until approximately 17
years of age. From that time until age 26, relatively minor changes occur.
After that, the physical capacities of the body generally decline for the
remainder of the life span (Clark, 1977). Indeed, HPRD programs should
strive to educate the elderly concerning such physical changes and help
them adapt (Leviton & Campanelli, 1980). In addition, HPRD programs
can dovelop individualized programs for the older adult to slow and even
prevont some of these changes.

Cardlovascular System, One factor in thc aging process isa decreasc
in the ability of the cardiovascular system to supply the body with enough
blood for efficient function. A constant blood flow provides the body with
the necessary amounts of oxygen and nutrients while removing waste
products. The heart must be able to pump blood adequately. The rate at |.
which the heart pumps (heart rate) and the.quantity of blood released /
with each stroke (stroke volume) determine cardiac output (McArdle,
Katch & Katch, 1981). Put another way, cardiac output is the amount of
blood puthped by the heart in a unit period of time (Guyton, 1981).

" Because it varies with body size, cardiac Sutput may be described in
terms of the cardiac index. The cardiac index is a measure of the cardiac
output per square.meter of body surface area. At 10 years of age, the
cardiac index is slightly greater than 4 liters per minute per square ineter;
at 80 years, the index declines to 2.4 liters per minute per square meter
(Guyton, 1981). In a resting condition, low c¢ardiac output in the elder, e

Aesults from reduced stroke volume and a normal heart rate. During li '
work, cardiac output is much like that of a younger person However, as
work increases, the stroke volume of an elderly person diminishes 10 to s
40 percent compared to a younger adult (Shepard, 1981). There are many ’
(huqvq for decreased cardiac output and cardiac index in an older adult,
résulting in dec reased blood supply to tissues, Hypertension, coronary
hert discase, fabrotic changes in the vascular system, and loss of blood-

; ve¥:\l elasticity all may restrict cardiac output (Guyton, 1981).
Hypertension or high blood pressure is one of the major causes of
‘ (urdmvam ular ‘discase (Millor & Allen, 1979). Blood prossurc may be
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altered if there is a change in the cardiac output of the heart due to an
increase in the rigidity in the vascular walls of the arteries and veins or
an obstruction of blood flow through the vascular system (Guyton, 1981).
At rest, normal blood pressure for a young adult is 120/80 mam Hg (hemo-
globin) (McArdle, Katch, & Katch, 1981). For adults over 60 years of age,
average blood pressure, reported from the Cooper Clinic Coronary Risk
Factor Profile Charts, is 130/80 mm Hg for women and 131/81 mm Hg for
men (Pollack, Wilmore, & Fox, 1978). The first number represents systolic
pressure; the bottom number, the diastolic pressure. Systolic pressure is
a measure of the work of the heart and the strain against arterial walls
during a ventricular contraction. The diastolic pressure is a:measure of
the relaxation phase of the heart during the cardiac cycle. The diastolic
pressure measures the ease with which blood flows from the arterioles
to the capillaries (Pollack, Wilmore, & Fox, 1978). Borderline hypertension
for the older adult, as reported in the 19711974 Health and Nutrition
Examination $urvey, ranges from 140/90 to 160/96 mm Hg. Definite hyper-
tension according to the survey begins at a reading of 160/95 mm Hg (U.S:
- Department’ of Health and Human Services, 1981). As adults age, systolie
pressure may rise by 10 to 40 percent. Diastolic pressure hypertensive
limits may lead to complications of the cardiovascylar system in older
adults due to chronic or continuous stress on the cardiovascular system
(McArdle, Katch, & Katch, 1981). o ' -
Coronary heart disease is caused by degeneration of the inner lining
of the large arteries that supply the heart. These blood vessels may become
lined with lipid or fat filled plaques, fibrous scar tissue, or both. Congested
vessels restrict blood flow to the heart muscle, thereby reducing cardiac
output. When this occurs, the heart (myocardium) becomes ischemic due
to a poor supply of oxygen. The condition of increased cholesterol plaques
or fatty substances causing arterial congestion is called atherosclerosis;
when cafcium joins with these lipids, calcified plaques form causing hard-
ening of the arteries, or arteriosclerosis ((xuyton, 1981). The degenerative
" process of atherosclerosis may cause slow flowing blood to clot (throm-
bus) and plug a coronary blood vessel. When this occurs, a portion of the
»heart muscle dies due to loss of oxygen, and the individual experiences
a heart attack (myocargial infarction). Death from coronary heart disease
usually occurs when several major blood vessels supplying the heart are
severely constricted. When blood is not totally constricted but falls below
requirements, an individual may experience chest pains called angina
pectoris (McArdle, Katch, & Katch, 1981). Other problems assoclated with
atherosclerosis are: a decrease in heart rate in response to stress placed
on the heart; a decrease-in the efficiency of the heart as a pump; a loss of
~ clasticity in the nrgori(-.s and veins; and an increase or decrease in blood
pressure from normal levels in some individuals (a d?aﬂe in blo'od\
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pressure may oceur duv to a decrease §n (.ardiac output) (Leviton &

Campanelli, 1980).
Coronary heart dlsease is the number one cause of death in the
western world. Research indicates that twice as many people die from

coronary heart disease as from cancer. It has also been found that between

the ages of b6 and 65, 13 out of every 100 tnales and 6 out of every 100
females die from coronary heart disease (M¢Ardle, Katch, & Katch, 1981).

Respiratory System, The ability of the lungs to take in oxygen and
exhale carbon dioxide is termed externgl respiration. The ability of the
body to exchange oxygen and carbon di‘dde between the blood supply
and cells of the body is termed internal respiration (Rockstein & Sussman,
1979). The maximum amount of oxygeén that can be used by the body is
the single best measure of changes in the respiratory system (Bruce,
1984).

~,

With advancing age, changes take place in the rib cage and air pas- ‘

éangays that result in a decrease in the ability of the Jody to inhale and
exhale air. Cartilage connecting the ribs to the sp\ln column and the

sternum begins to stiffen from calcification lessening the ability of the rib

cage to expand. The stiffening of the cartilage may also cause kyphosis, -

a forward -curvature of the spine in the thoracic arel. Osteoporoqm or
softening of the bone, may also contribute to kyphosis due to a collapse

of the vertebral column. Kyphosis reduces the area in which the lungs

" can expand making breathing more difficult:(Rockstein & Sussman, 1979),

Calcification of the cartilage in the trachea and bronchi decregses
the ability of the lungs to expand and contract while inhaling and exhgling.
This phenomenon also causes a decrease in the ability of the body to use
oxygen. From ages 26 to 86, the maximum breathing capacity declines 66
to 60 percent as contractability of the rib cage and air passageways
declines (Rockstein & Sussman, 1979). '

The lungs may also lose elasticity. As the amount of collagen in the

lungs decreases, the ability of the air sacs in the lungs to expand declines,

impairing internal respiration. Emphysema is a disease of the lungs that
is related to both the age and lifestyle of the individdal. This degenerative
disease causes collagen in the walls of the aveoli orjair sacs to give way

to fibrous tissue. This reduces thi respiratory surfate of the lungs and

lowers maximum breathing capac}ty (Rockstein & Sussman, 1979).

The average rate of respiration changes little with age. In a waking
rost state, old and young adults both take between 12 and 14 breaths per
minute (Hockstein & Sussman 1979) Tidal volume, or the total amount

of ait moved while inhaling or (xhaling, also changes little as an individual

ages. The minute respiratory volume, a measure of-air moving into and
out of the lungs per minute, is a product of the respiratory rate and tidal
volume and remains fairly conswnt with age. Howe er, thefpfficiency of
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oxygen and carbon dioxide exchange iWthe lungs may decrease because
of & loss of lung elasticity (Guyton, 1981).

The maximum amount of air an individual can forcibly expire is ;
called their vifal capacity (McArdle, Katch, & Katch, 1981). Because of
declining contractibility of the chest cavity and lungs vital cdpacity may
decline by 4Q to 50 percent from age 30 to 70 (Smith & Gilligan, 1983).
With decreased vital capacity comes increased residual air volume, the
amount of air that is not exhaled and remains in the lungs. Residual
volume may increase 30 to 50 percent from age 30 to 70 years (Smith & .
Gilligan, 1983). _

Due to a decreased functional capacity of the lungs and a lower
1mmumty to infection as one grows older, respiratqry infections, such as
chronic bronchitis, tuberculosis, and pneumonia become more common.
Cigarette smoke and air ‘pollution may also contribute to resplratory
problems (Rockstein & Sussman, 1979). '

Skin, Bones, and Muscles. The most readily observable physical changes

associated with aging are those of the skin, bones, and }nuscles Loss or

graying of the hair is common; fingernails may become brittle and stdrt

to turn yellow; the skin may wrinkle, dry, and sag. Of course, alterations
.in the skin may occur in gesponse both to agmg and environmental
- elements (Rockstein & Sussman, 1979).

The epidermis, or outer layer of the skin, decreases in its ability of
cell division with age resulting in slow healing processes. From age 27 to
65, there is an 80 percent decrease in pigment cells (melanocytes) in the
opidermis. Those plgment cells that remain tend to become larger and
some may appear as “age spots.” In the dermis, or deeper layer of the -
skin, supplies of collagen, fat, and water decline and cause elastic fibers
to become cross-linked and calcified. Changes, such as these in the skin, -

. cause sagging and wrinkling- ‘(Rockstein & Sussman, 1979).

I)egeneratlon of the bone isa ma.jor concerri related to aging. Decreases
* of calcium and pho phate as a résult of paor nutrition, may cause bones
" to become porous$ and brittle. Osteoporosis is an extreme condition to
which the incpéased occurrence of bone fractures in older adults may be
related. A décrease in the stabihty of the spinal column may also occur
with age, / Y -

Re/sedrch has shown that bone loss in aging is greater in women than

in mef (Rockstein & Sussman, 1979). In the average, female bone loss
begins around 35 to 40 years of age. By age 70, women have lost as must

as 26 to 30 papcent of their bone mass. Men begin to lose bone mass . |

ound bb years of age with a 15 to 20 percent loss by age 70 (Smith &

rilligan, 1983). : ,
Lessened” mobility in . older adults is associated with a decrease in
muscle mass-—both the size and number of muscle fibers. Muscular strength
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declines with ugv duce t() a docrease in-muscle mass, along with the. speed
at which a musele can contract and relax during movement (Edington &

Edgerton, 1976). Changes that occur in muscles vary according to thelr_.

use in’ physical activities. The ‘length of an individual’s inactivity and the
rate of degeneratlon of the muscles determine the level of deconditioning

~or atrophy, (a decrease in ‘muscle mass) that takes place (Rockst,em &
Sussman, 1979). .

As the 3ize of the muscle decreaqes there may be an increase in the
fat and collagen content, of the muscle and a resulting loss of muscle
elasticity. The elastic component of muscles aid in the mechanical support
of the body. Elastic fibers allow m#scle tissue to yield to external forces
and then return to original shape when the forces are removed (Adnan,

1981). .

..

Flcmblllty is defined as the ability of an md;vidual to move the body

joints through a maXimum range of motion. In aging, o decrease in flexi-
‘bility attends a decrease in muscle elfgtlmty Along with the muscles; the
tendons, digaments, and cartilage surfounding the various joints of the

body also lose elasticity decreasmg the Jomts range of motion (Jensg)n &

Schultz, 1977; Adrian, 1981).

Loss of balance and coordination durmg movement may accomp&ny
~declining strength and flexibility. Older persons may avoid simple daily

| movements such'as walking and climbing stairs for fear of injury. Lifelong

habits of inac tivity, combined with lmpair;ed movement and wgll meant
~admonitions to “slow down and take it ‘easy” may produce hypokinetic
syndrome in a large portion of the. elderly population: Hypokinesis refers
. toa low amount of movement and exercise along with inadequate energy
expenditure due to lack of movement (Munns, 1881). Such a condition
may lead to such problems as poor urculation and obesgity.

Arthritis is a.common ailment of the elderly that may further restrict
movement. It generally consists of inflammation, pain, and stiffness of
one or more joints, often the ankles, knees, hips, shoulders, wrists, or

- fingers (Munns, 1981). Approximately 4 percent of men and 23 percent of

women over-the age of 45 have some form of arthritis.

Arthritis has three common forms: rheumatoid arthritis, osteoarthri-
tis, and gout (Leviton & Campanelli, 1980). Rheumatoid arthritis involves
deteriaration of joints along with the muscles and tendons surrounding
the joints. It is a crippling disease most common between the ages of 20
and H0. Osteoarthritis typically afflicts the elderly population. It is deseribed
as 4 chronic inflammation of the cartilage of the joints resulting in swell-
ing, stiffness, and pain: Gout results from an impaired ability of the body

“to eliminate vric acid during metabolism. Exéess uric acid.in the body
combines with sodium forming urate crystals. These crystals are depos-
ited into soft tissue of the joints causing swelling, inflammatton, and pain,

t
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(.out has been linked to diet and environmental factors such 4s stress

h “and climate (l‘ortoru, 1977). s .
. , .

. Nervous System. Age related changes in the nervous system are impor-
tant in considering the physical needs of the older adult. The nervou$ sys-
tem, central and autonomic, coordinates the activities of all other sys-
tems. The autonomic nervous system functions at a subconscious level
and contsols many functions of the heart, liver, and stomach. The auto-

" nomic: nervous system is composed of parasympathetic and sympathetic

divisions which carry the impulses to the organs. Control of energy expen- -

diture and coping with stressful activities are the major concerns af the
\sympathetic system, while the parasympathetic system controls activities
that store and conserve energy in the body. For example, tHe parasym-
phthetic nervous system may slow or weaken the force of the heartbeat,
while the sympathetic nervous system may quicken or increase the force
of the heartbeat (Rockstein & Sussman, 1979). ~

The central nervous system is comprised of the brain and spinal cord.
The brain can generate thought, retain information, and determine how

the body should respond to specific situations. Appropriate sngnals are
then guided through the motor section of the nervous system to perform -

the  person's desires, Age may also alter the structure and f{mction of

nerve cells, causing some to shrink, others to swell. Nerve cells do not -

- regenerate; therefore, when these cells die as an individual ages, they are

not replaced. One cause of death of a nerve cell is lipofusion'or the. .

accumulation of yellowish*fat pigments which join the outer lining of the

brain. A loss in the amount of nerve fiber with increasing age may be

related to a decrease in the rate of conduction of messages from one
 nerve to another (Rockstein & Sussman, 1979). In men and women between
the ages of 30 and 70, nerve conduction velocity may decrease by 1040
15 percent (Smith & Gilligan, 1983), reducing the speed of reaction to the
environment (Rockstein & Sussman, 1979).  -° ) '
Aging in the central nervous system is related to a decrease in;brain

mass. In extreme cases, the loss of brain mass may be as much as 20 .

pere céit. Some research indicates a 7 to 27 percent reductiori in the verbal

ability, the ability to store information and then recall the informationin

order to speak, of an elderly person ¢ :ompared with verbal abiiity of a,30-

year-old. Motor performance may also decline 26 to 50 perCent (Rockstein '

& Sussman, 1979).
Advancing age can s,i}ao affect an individual’s me;nory ()lder t\dults
- tend to remember events that took place in the relatively distant past

(long-term memory) more clearly than recent events (short-term mem-

ory). Senility is the term often used to describe memory loss in the elderly.
Rescarchers have not discovered the actual cause of memory loss, but
some have suggested that it muy be olated to the motivation and attitudes

-
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‘ | survive'a stroke may. require long term rehabilitation thereby in order to
' reverse an’ associated loss in neuralogical capabilities, particularly in

“ple do. o "hine deoline (Botwinick, 1973)‘ A

_ A bAildup of fatty sibstances in the arteries of the brain reduces the
ability uf the blood to supply oxygen and nutrients to the brain and may
result1ti-a, stroke, a fairly common problent among the elderly. Eighty

percent of aii: $troke9 are taused by the formation of clots or an increase |

" of fatty deposjts'in the arteries af the brain; 20 percent hemorrhaging of -
b]o d veasels in the prain. ‘The degree of neural impairment following a
stm g depend's uponi the severity of the st:roke -‘Many times those who

regard’to mobility and. communication (Rockstein' & Sussman, 1979).

“ Aging of the. autonomic nervous system is associated with an inerease
in the period of time it takes for the heart rate and respiratory volume to
Tatm o ‘normal. after physical activityg_éie system’s ability to respond
to environmental stress declines with r example, some older adults
have diﬁiculty maintaining normal body temperature when the tempera-- -

cle tui'é i thejr environment falls below 68 degrees Farenheit. Changes in

bowel and bladder function may ‘also result from age relbfeg alterations,
. in the, amonomm nervous systemi: (Rockstein & Sussman 79)

The Senses. Aging al,so affects the sensory cells and organs responsible
for seeing, hearing, tasting, smeliing and tovching. igormally, for example,
* advancing age brings a decrease in the size of the pupil of the eye (Rockae
stein & Sussman, 1979), impairing the eye's ability'to adapt to darkness
and increasing the intensity of light needed in-order to see. Cataracts are
. common in the elderly population. An individual with cataracts has blurred -
or glared vision caused by the lens of the eye ‘becoming opaque. Surgery
and corrective lenses may enharice vision ini cataract; patients. Presbyopia
(farsightedness) and decreased peripheral vision and depth perception -
may also affect the older individual’s vision (Rockstein & Sussman, 1979).
' ‘Hearing loss, while known to_occut in menand women of all age
groups, is most common between the ages of 65 and 76. In fact, over 27 .
percent of the population over age 74 has impaired hearing. Excessive*
noise, disease, certain drugs, or loss of nerve cells in the inner ear all may
cause hearing logs, generally of high pitches This difficulty causes prob-
lems in word discrimination and in locating the sources of sounds. Hearing
loss is often associated with slurred B8peech, and difficulty in monitoring
speech volume (Rockstein & Sussman, 1979).

Although research concerning age-related changes in physical struc-
tures responsible for tasting and smelling i8 scang, it i8 known that the
number of taste buds diminishes a8 an individual ages, decreasing the -
sensitivity of taste receptors, An additipnal factor that lessens taste sen-
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- sltivity Is a deeline in the flow,of saliva. [p cases of severe loss in the

sense of taste, appetite may be lost (Rockstein & Sussman, 1979)..

Because the sense of smell enhances attraction to food, its loss may -
inhibit appetite in the same way declining sensitivity to taste ‘can. Cers
tainly, the number of nerve cell endings in the nasal cavity that deteot
smieli decreases with age. Inability to detect dangerous gades and smoke
is a major concern (Rockstein & Sussman, 1979).

Sensitivity te touch declines up to approximately 60 years of age as
nerve impulw receptors in the skin decregse in number. However, at
approxlmately 70 or 80 years of age, individuals may begln to experience
heightened tactile sensitivity as loss of skin uncovers nerve endings. In
very old adults, the decline in sensitivity to pain may result in an inability
to feel a cut or burn that requires medical attention. Consejuently, such

. Injuries may become infected and lead to additional health problems

(Rockstein & Susqman 1979).

Nutrition, Proper numtional hablts may forestall some health problems

« associated with age and generally enhance the health of older adults.

Conversely, poor nutrition may precipitate health problems. The types of}.

" foods -consumed by the elderly individual may affect the ability of the
“heart to function efficiently. A diet high in cholesterol and triglycerides

can lead to an increase in the leveld of these fats in the blood stream, a

condition known as hyperlipidemig. Evidence links hyperlipidemia with
an increase in coronary heart diseaies in the adult population. Additional
research-suggests that the substance that carries these fats i in the blood

" stream—a carrier called a lipoprotein—may .have an effect on coronary

*heart disease (Guyton, 1981). Fats are carried by both high-density lipo-
proteing (HDLs) and low- derislty lipoproteins (LDLs). HDLs are excreted
by the body. LDLs, however, cannot be metabolized and may accumulate
on vascular walls. It is believed that if DL levels in the blood are above -
60 percent, lipid deposits in the arteries will benegligib¥ (Miller & Allen,’
1879). The average concentrations of cholesterol, triglycerides, and lipo-
protein per 100 milliliters of blood plasmh is: 180 milligrams percent for
cholesterol, 160 milligrams percent for triglyceride, and 200 milligrams .
pereent for lipoprotein, When the levels of these substances exceed these
average concentrations, the risk of coronary heart disease increases (Guy-
ton, 1981), : -

Salt consumption is another dietary factor that may uffect the health
of the olller person. High salt consumption has been associated Wwith
hypertension and an increased risk of coronary heart disease. Little, if
any, regearch (lalmq that an increase in sodium consumption actually

- produces high blood pressure in-an individual ‘who has normal blood

pressure. However, hyporton:{vo lndlvlduﬂq who reduce their salt intake
often show a decline In blood pressure levels (Williums, 198.3)
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Obesity is another risk factor that may lead to hoart,-zind respiratory
problems such ps atherosclerosis, coronary heart discase, diabetes, and
bronchitis in older adults, Overweight may also cause changes in the skin,

muscles, and bones that can lead to gout and to acc:i(léqtg resultihg from

poor balancé (Rockstein & Sussman, 1979). .

To maintain normal weight, the amount of food consumed by an
individual should include just ¢nough energy (calories) to meet daily
metabolic needs (Pollack, Wilmore, & Fox, 1978). The basal metabolic
rate declines by B percent-every 10 years hetween the ages of 36 and 66

and by 8 percent every 10 years between the agey of 656 and 76. Every 1f) -

years after the age of 75 yedrs, the basal metabolic rate decreases an
additional 10 percent (Rockstein & Sussman, 1979). In addition, physical

.activity generally declings with age. Thas, in order to avoid excessive ’

weight gain most people must cut back their calorie intake.

‘, Psychosoclological Nee(!s : 'y

Once an individual’s physical needs-are satibfled, hc/g-lhé ‘can then deal
with needs for security, law and order, and freedmm fear, ps well as
the need for help with various activities. Many of the individuals who
withdraw from society become stagnant and find it very difficuit to con-

tinue'to the next level'of the hiorar(.'hy,whichistheneed‘forbelongingness IE

and love, At thig level, the individual desires meaningful contact with
friends, lovers, and children. If these needs are not fulfilled, the Individual
will experience loneliness. Stress from {oneliness harmsan individual in
certain ways; for example, long-term emotional streis changes the neu-
rochemical processes of the body (Rodgers, 1982). It has been reported
that bachelors under age (i have twice the death rdte from cancer and
heart distade as married men (Rodgers, 1982). )

" The last two levels of Maslow's hierarchy deal with self-esteem and
selff¢tualization. Roth of thege factors are assoclated 'with psychological
factors of aging. This area of aging is concerned with the understanding
and interpreting o‘bohavior as affected by the aging process. It addresses

- the adaptive changes which occur during the life cycle due to the aging
process and also factors independent of aging. When dealing with the

psychological needs, it is imperative to investigate the clderly’s body

image. This reférs to how one perceives his/her body and its capabilities |

to perform. Factors such as wrinkles, tooth loss, handicaps and changés -
in the tone and texture of the muscle and skin will influence one's body

image. These factors can lead to the inability of the elderly to adapt to

various life situations, and may also contribute to psychiaty Fdisorders.

The most frequent. of these disorders is depression, which is a result of

many subfactors such as common worrles and loneliness. ' .
The success of these levels in the hierarchy is dependent upon how
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the attitudos’f society influence the behavior of the elderly, along with
the various soctological stressors. Aging requires a series of adaptations
to unpredictable and predictable stresses: The major sociological stress-
- ors that increase with age include separation r?om family and friends,

death, and unwanted changes such as retiremerit, a decrease in physical
capacity, or declining income. A person’s ability to adapt to specific-
stresses; whether predicted or unpredicted, can affect the rate of aging.
Predicted stresgors consist of planned events such as planned retirement
or a planned move to a new home. Unpredicted stressors are oftert more
difficult to handle than predicted stressors, since the individual may not
hgve planned for them. Such events include the death of a spouse, unex-
pecwd lass of employment, forced retirement, decline in héalth or Joss
“of income. -~

Retirement, like many of the other’ events, cangproduce either a
positive or negative stress. The key concept in dealing with stress is
perception, since it influences the extent of the response to stress. Retire-
ment can be anticipated as a way to expand and enrich lives in ways one
‘could not while still employed. Retirement can become a negative stress " o
when an individual has no goals in mind for his/her time. -

The following section will explain the implications of these needs
for HPRD programs for the older adult. '
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. I\‘IOW an HPRD Wellness
| [Program Can Meet the |
Needs of the Eldetly

?

ellness programs for the elderly are relatively new. Until the

1970s, when a fitness craze exploded in the United States,

"society in general was ignorant of the benefits of fitness and

~{ndividualized fitness programs. Today, however, profession-

als in health, physical education, recreation, and dance are branching out
into the field of wellness for the elderly population.

Most professionals involved in HPRD frelated fields have the basic -

blological and behavioral science background to conduct activity pro-
grams. However, many of these professionals have been involved only
~with programs devoted to children and young adults. The professional
can apply some of this knowlédge to older adults, but also ‘needs an
understanding of the effects of age on movement patterns and fitness, as
described earlier in this monograph. Some basic prlnclples apply to any
exercise program some of these principles, however, may need to be
maodified in exerc rograms directed toward older adults.

The sociological and psychological aspects of aging fiso help to

determine what sorts of HPRD experiences will benefit older clients.
Sociological factors include education, réligion, economic status, and
friendships. ‘Psychological factors may include-loss of independence,
depression, and loneliness.

One of the most important concerns in asy wellness program is | .
motivation. Young people engaging in physical activity rhay strlve for [’
athletic prowess. Older adults, however, have more to contend with phys- *

_-feally, and their goals are seldom so lofty, which can make motivation a
problem, Many older indiyiduals believe that their need for exercl,se dimin-
ishes and eventually‘dlsappears as they age. They vastly exaggerate the

risks of vigorous exercise after middle age. They also overrate the benefits |

of light and sporadic exercise and underrate their abilities.
To overcome these misperceptions, HPRD professionals should

emphaslzc the emotional beneﬂts of regulm‘ exerclse-—-—a happler, raore
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optimistic outlook; enhanced self-image; better qleep, and Iess need for
stimulants and tranquilizers (Smith & Gilligan, 1983). ‘
It is also essential that the participants determine the goals of the
elderly program participants. Often, the goal is to improve motor skills or
the ability to pursue everyday tasks without fatigue. Another common

. goal is to interact with others with the same interest.

‘ HPRD wellness programs.should be able to adapt their guidelines to
insure that individuals with sensory difficulties can successfully partici-
pate in planned activities. Visual changes will liriit the physical, recre-
ational, leisure, and dance activit )es of an older person. The enjoyment of
reading, watching television, knitting, or playing cards, may decrease with

“vision problems possibly making the older person feel isolated from
soclety. Depression may set in due to the feeling of being incapable of |.
participating in various activities. Perceptual tasks such as identifying '
designs.and patterns may take Iongfr& with older aduits (Shephard, 1978). [
lT’R[) activities that are planned shquld take this into account and provide -
activities that involve large, bright objetts. Also, signs, charts and instruc-
tions should be in large, bold print.

Planned HPRD activities must also take into account hearing diffi-
culties of the older adult. Comimunjcation is a basic need, and spoken

. word is a prime means of communication. Hearing loss may be the most
isolating sense loss that can occur in the older individual (Clark, 1977). A
decrease in the ability to hear may make participation in social gatherings
unenjoyable. Personality and behavior may also be affected by increasing
problems with communication and the senge of soclal inacceptability
from their hearing loss (Rockstein & Sussman, 1979). Face to face com-
munication may be necessary for some individuals when giving directions .
or skill instructions during activities.

When there is a loss in the ability of one or more of the senses, HPRD
activities should be planned to augment the remaining senses. In an
attempt to optimize the remaining capacities of older adults, emphasis of
physical, recreational, and danceé activities should shift from speed to
accuracy of performance. ‘Shephard (1978) states that, “less important

_details of tasks are omitted, and there is an jncreased reliance on previ
ously developed routines of problem solving” (p. 130). A.decline in eye- |
sight and learning may also affect an older ‘adult's ability to balance.
Activities that stress balance and coordinatign should be incorporated
into physical education, recreation, and dance programs for ‘the older
adult. Smith and Gilligan (1983) suggest that the stimulation of muscle
proprioceptors during various hody movements may help to maintain-
hand-eye coordination and total body ¢ rdination in older adults. ,

The older adult needs special care iﬁi’d attention, and it is {mportant
that the director does not take anything for granted. For example, due to
biological reasons, older persons need concrete and clear instructions.
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Also, the older adult, as with any adult,needs to fel that he/she can learn
at hisher own pace. For this reason, it is important for the director to be

patient When conducting formal games, rules and regulations can be .

adapted in order to reduce the chance of injury and ensure successful
performance. For- HPRD programs to serve the elderly effectlvely, well-
ness programs and activities must develop programs that are medically

and physiologically sound, economically feasible and motivationally

attractive. Such programs will possess some of the same objectives as

the wellness programs for the younger populatlon but also address needs

unique to the elderly. -
-(zeneral leadership guidelines will be followed by specific ways

professionals in health,’physical education, recreation and dance can

respond to these unique needs of older adults. - ‘
General Leadership Guidelines

1. Assess the needs in the community for an organized active rec-
reation and-health education program for the elderly. Wil] this
type of program compliment existing programs available for this
age group? Communicate with Golden Age'Groups, AARP Chap-
ters, Area Agency on Aging Service Centers, church groups, nurs-
ing homes, and personal care homes to see if there is an interest
in this type of program.

2. Select and train leadership. It js imporwnt that the leaders know
basic anatomy and physiology of the human body as well as the

biomechanical needs of this special population In addltion they

should be familiar with normal changes caused by aging and
deconditioning. Retired individuals who have been trained in
. health education, physical education, recreation and dance would
be ideal for the leadership of this type of a program. The leader

of the recreation program ghould have current knowledge of -

cardiopulmonary resuscitatiod\( CPR) techniques.

3. Discuss the proposed program Vith local health service person-
nel. Ask for their assistance iff\the development of a medical
screening form. The physicians will be involved in signing forms,

. 80 their input is important.

4. Establish an advisory- committec compoqed of the leaders of

various senior citizens groups in the community. They will be
" valuable when planning times to meet, dctivities, aggd best ways

to publicize the program. The advisory committee can establish

the initial goals of thé program. The goals could be mbdified later
‘by the participants in the prggram.

6. Develop a program that will meet 2-3 times a week with alternate

activities suggested for "off” days. If the program is to end after
agiven number of weeks, plan a culminating event. If the program
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is on-going, plan several "big events” such as a health fair or
senior games. Pre-assess the level of knowledge and abilities of
the group and plan periodic eyaluation sessions to see If the
objectives (goals) of the prograt are being met.

¢ - .the same hectic schedule most professional people have and they

usually will Be in place and waiting for the program"to begin at

the designated time,

* 7. The leader ‘should dress appropriately for the setting and the
activity. Older people generally do not appreciate short shorts
and tight bluejeans. Neat, clean professional looking warm ups

are appropriate in most settings

8. The leader-should becomg acquainted with the partlclpants as

. quickly as possible If the group is large, use name tags so all can
' be called by name. Some older people prefer to be called by their~
last name so let them fill out the name tag with preferred name.
f. Communicate with all elderly—well and frail—as adults. Use
- professional terrns, explainmg the meaning as the program pro-

gresses, .

10. Every senior citizen program should have a well-defined emer-" | °

gency plan for the leaders to follow in the event of a cardiac -
arrest or other accidents. ' r

Health Education Programming 5 - " .
Physical Needs. Well planned healt.h-management programs will enhance
the individual physical needs of older adults as well as provide an outlet
for paychological stress and tensions. Wellness programs for the” older
adult should seek to educate this population as to the causes of physical
deconditioning and its refatlonship to the physical needs of the elderly.
Physicians and ekercise specialists have recommended physical exercise
as a preventive and rehabilitative health measure, especially forthe seden-
tary adult.
Health prograims should particularly stress the cardlovascular sys-
tem. The bulk of the research has indicated that regular physical activity
“and good health practices may reduce the risk of coronary heart disease.
As discussed earlier, exercise may improve the circulation of blood through

. the vascular.system and improve metabolism This may protect the heart .

from the stress of ischemia and increase cardiac glycogen stores and
metabolic capabilities. Physical activity will enhance the mechanical and
contractile properties of the heart, maintaining or increaing the heart's

ability to pump blood to body tissues. A decrease In blood pressure may

oceur, thus réducing the amount of work for the heart (McArdle, Kabch,
& Katch, 1981 Pollack Wilmore, & Fox, 1978).

6. Always begin the program on time. Older aduits do not follow . |
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Good nutritional and exercise habits have beer( found to normalize
the blood-lipid profile and establish 4 more favorable blood clotting meche
anism (McArdle, Katch, & Katch, 19819. Research has also indicated that
the level of high-density lipoproteins (HDL) in the bloodstream increases

‘with regular participation in exercise programs. High levels of HDLs have
been related to decreased risk of coronary heart disease. Research indi-
cates levels of low-density lipoproteins (LDL) in the bloodstream are not
affected by exercise (U.S. Department of Health and Human Services,
1981).

Overw¢ight individuals gre prone to elevated lipid levels in the blood-
stream, hypertension, and diabetes. Exercise and good health habits may
result in weight loss and'fat reduction, helping to lower cholesterol and

_triglyceride levels as well as blodd pressure (McArdle, Katch, & Katch,
1981). For diabetes, exercise may decrcase the need for insulin (Guyton,

[ S ’ 1981) *

As mentioned.in part two, the basal mewbolic raté generally declines
in old age and people become léss active. To avoid Weight gain, the older .
person must consume no more calories than he or she éxpends. Health
instructors should encotirage more activity for all older adults and advise
shorter recuperation periods in bed following illness whenever possible.
The average caloric intake recommended for people 76 years and older
is 2,050 calories per day for men and 1600 calories per day for women
(Whitney & Hamilton, 1981).- '

" Twelve to 20 percent of the calories consumed in the older adults
diet should consist of protein. Fat jntake should account for no more than
30 percent of calories consumed and the remainder of the diet should
cohsist of complex carbohydrates (Whitney & Hamilton, 1981)..Fat con-
sumption should consist of foods high in unsaturated fat and low in
cholesterol to aid in decreasing cholesterol, triglyceride, and LDL levels
in the blood (McArdle, Katch, & Katch, 1981; Miller & Allen, 1979).

Salt consumption should also be moderated. Researchers have noted
that hypertensive individuals who reduce their salt intake may lower their

“blood pressure, The estimated safe and adequate intake of sodium is 1.1
to 3.3 grams per day (Whitney & Hamilton, 1981). In order to decrease
salt consumption; older adults should lower their intake of high-sodium

i | foods and should not add salt to food in the kitchen or at the table (Roe,'

’ 1983).

0 A bmad selection of foods from different food );roupq will assure a
quality diet for an older adult. Carbohydrate, fat, protein, vitamin, and °
mineral irtake may be regulated by consuming foods from the four basic
food groups: dairy products; meat and other protein gources; vegetables
and fruits; and breads and cereals. It 'has been indicated that foods from

« these four groups complement one another in supplying needed nutrients
for older adults. A daily diet for elderly people should include two servings
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fouw (-rvlngﬂ h‘om th(- vog(-tabl(' and h'ult group, and four servmgs from
the reag and cereal group. :
f the recommended number of servings fmm the four food groups

. I8 not, consumed, individuals risk deficiencies of specific nutrients. An

overabundance of choline can cause B6' eficiency, which may in turn’

load;to w reduced amount of iron absorptjon (Mindell 1979). A lack of

dairy pxlodu( 'ts, for example, may- lead to d ﬁcxencies in calcium, vitamin

"D, and riboflavin. A deficiency in vitamin C cin also occur from inadequate

consumption of fruits, vegetables, and whole grain cereals ddds bulk and
fiber t¢ the diet of older adults, Fiber is im t in maintaining the.

ealth; of the muscles of the intestinal tract, decreasing the occurrence of
¢ ()nstlpatmn It has also been found that some fibers bind cholesterol and
cany it out of the body (Whitney & Hamilton, 1981).

RD wellness programs should also improve undersuyldmg of the
respiratory system and health-management practices that enhance the
functional capacity of the lungs Smoking, stress management, and drug-
awareness classes educate the elderly as to proper breathing techniques
and chemical agerits, mcludmg prescription and over-the-counter drugs

consumption of vegetables or fruits (Roe, 1983). Moreover, appropriate:
po

-that affect ;he reqpirat(hy system. Health programs should’ emphasizgp that

articipation in physical, recreational, and dance activities helps decrease
stiffening and calcification in- the chest cavity and lungs that may‘occur
with advancing age. Conversely, lack of exercise will decrease the inten-
sity of lung contractions needed for breathlng, reducing the functional
capabilities of the respiratory system (Leviton & Campanelli, 1980)."
Health programs should also address the value of flexibility exercises

.- and the types of exercises which enhance range of motion. Static stretch-
ing, or a holding position, are most effective because they present the -

least. risk of injury and require less energy. Ballistic stretching, or a’
bouncing motion, may also be effective if the bouncing motion is very
slight. Forceful, rapid bouncing however, activates the muscles’ stretch
reflex, causing muscular contraction and increasing the chance of miury

It has® been recommended that some of the most important flexibility
exercises for older adults are ones that involve neck and shoulder flexion,

- back extension, hip flexion, and ankle flexion (Miller & Allen, 1979).

.Many older adults need information oh muscle str¢gngthening tech- «
niques and exercises. Three types of muscle contractions are known to
increase the strength of a muscle: wncentric, eceentric, and isometric
contractions. Concentric contractions require a muscle to shorten in

length while a constant tension is appéli}d.—“t;l‘( with weights and sit-ups-

involve concentric contractions. Eccgfitric tractions involve gradual
lengthening of a muscle from a shértened position, Slow movement of
welghts against the pull of gravlty induces a muscle to remain at a constant
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length during a contrac tion as occurs when pushing or pulling ugamst a
stationary object (M'llvr & Allen, 1979). .

quc\r( ises combiking concentbic and eccéntric contractions are rec-
ommended by exercist specialists bécause thcy contribute to joint flexi-
bility. The\dynamlc exdrcise involved in concentric and eccentric con-
tractions increases muscle strength and endurance while enhancing mus-
cles’ aerobic capacity. Tt
Stroke volume of the heart Bruce, 1984; A.C.S.M,, 1980).

By contrast, isometric exercjses are not reu)mmended for the elderly
because they may strain the cardiovascular system. Increased blood pres-
* sure during this type of contriction impairs the venous return-of blood
to the lungs and decreases cardjac output. )

Four types of exercise increase both flexibility and strength: passive,

move a specific body part of anothéy individual through a range of motion.
Assistive exercise involves an individual who helps move 4 body part

assistive, active, and resistive. l’A{{:vc exercise requires an assistant to .

through a range of motion to the exté(\t of the '{individual’s need. Exercise

in which an individual moves the bodg part against the force of gravity

without assistance is termed active re \qtanca In-resistive exercises, an -

*individual works against some form of re\snstance (Leviton & Campanelli,
1980). ’ \

Health educators have indicated that! bone mineral de( line in older

adults, called osteoporosis, may be avoided\through proper nutrition and
regular physical activity (Smith, 1981; Whitney & Hamilton, 1981). Physical
activity affects b(\m‘ in two ways. First, physi al activity places increased
stress on the skt'lom]\qystom creating an inc aso in cellular activity in
the bone and in the a,rﬁ«umt of hone mifioral;;
increases the metabolic demands of working musgle, which also increases
circulation in the bone, providing valuable nutrien for bone maintenance
{Smith, 1981).

-

Researchers stress that middle-aged individugls and older adults

should be educated to prevent the occurrence of ostesporosis.by incor-
porating regular physical activity into their lives. Bone loss may be slowed,
prevented, or even reversed by physical exercise (Whitney & Hanilton,
1081).

Low calcium intake in the dlot contributes to ostedpo
~.1(lults a8 does-reduced ahqorptlon or increased excretion,of calcium, For
men, the minimum g\laily caleium requirement is above 400 milligrams;
women aftef menopanse need 1,000 milligrams a day. It has been rec-
ommended that women take in 1 to 1.6 grams of calcium a day, which is
. equal to approximately five cups of milk. For older women, reduqtio’n
of estrogen secretion in the body accelerates bane loss,

Older, adults also need.information about age related changes in tho

nervous system. 'I‘hww changes are extremely important bevause the
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nervous system (fi)(')r(lillat(es the activities of all other systems of the body.
“The most common change iy related to the cell itself. For example, the

~ cell number decreases with age, while the remaining cells may drastically - |

alter in structural characteristics (Shephard, 1978). McArdlé, Katchzand
~ Katch (1981) stated, “It's tempting to speculate that the biological aging
of certain neuromuscular functions can be somewhat retarded by regular - .
participation in physical activities” (p. 428). It has been found that mové-
ment times for simple and complex tasks : are significantly faster for active
older adults than for older adults who are. less active (McArdle Katch, &
Katch, 1981).

-

Psychdogical Needs. The older adult needs to be educated on various
health topics, such as nutrition, first aid, and stress management. Lectures
on héalth education for the elderly are one means of mformmg older
individuals about these topics. They can be provided by HPRD profes- ,
sionals and af%o infused within programs and activities. ) .

Nutntkm education—an examination of the types and amounts of

food required as one ages—may aid indirectly in the prevention of two
of the major health problems in the United States: heart disease and
stroke. The severity and frequency of these conditions may be alleViated_'
by improving nutritional habits. Overweight, a major contributor tb these
conditions, may be controlled through sound nutritional practice.

Lectures on nutrition should be developed so that the participants
interact and learn from one another. One idea is to have one participant
plan a well-balanced menu for another participant based on his or her
lifestyle. This technique enables participants to interact wnth each other
and creates a sense of social support within the group.,

First aid is another important area to be included in health lectures"_
and should address prevention of household accidents. Older individuals
- who find it difficult. to react quickly must take measures to be prepared
in case of an accident. First aid supplies should be in a safe, convenient
place: Elderly clients should understand common bodily injuries guch as -
sprains, strains, simple fractures, burns, and lesions. Taping pfocsdures
and proper moving techniques should be emphasized. ' _

This type of lecture is an opportunity to build a social network among
the participants. In simulated accident situations, for example, partici-
pants learn to depend on each other. For example, twe participants play
- the roles of victims in a car accident (makeup and plastic costuming add
credibility). The remaining members of the group, who were taken out of
the room, then return. They must first assess the situation and then treat
the “victims.” A special amount of trust muft be present in ‘order for the

I participants to properly adhere to the situation..This type of ¢xercise .

helps the elderly learn about themselves ‘and- stlmulatcs inferest in the
' imp()rwn( e of social support,

B

\J

28

- ',"38




Lv( tures (lealing wwwq management can help participants iden-
tify sources and symptom stress in their lives. As discussed earlier, a
stress is any development perceived by an individual as potentlally harm-
ful, unpleasant, or damaging in relatton to the individual's abllity to adapt.
Common sources of stress in old age are separation, deprivation loss
(death), and unwanted changes such as retlrement a decrease in, physical
capacity, or a declining income. p

-Stress is not always negative; indeed, it is essentfal- to life and health 4
Positive events, such as job promotion, childbirth, and marriage’ are ‘also .
considered stressors, Stress keeps one alert, enables one to experignce
life with depth and to learn from experience. Without a certain amount
of stress, a person would not be motivated to carry out even routine tasks. °
The key to streqs management is to balance useful streéss and harmful
- stress. '

Some of the common approaches to managing stress are exercise-
relaxation meditation, nutrition, and social activities. Through regular“_
exercise, older adults gain confidence in their ability without fear of injury.
The latter consideration is extremely. important, since the risk of injury
.increases with: age. Relaxation meditation reheves\tension and increases
one's awareness of the body's reactions to various stimuli. If one
observe and identify reactions to stimuli, one deals with the spgcific
stresses more easily. Finally, associating with others may aid in the elim-
ination of common stress, whether one discusses a specific prolflem or -
_Simply socializes. Nutrition’s relation to stress is discussed in
section of this manuscript.

Y [y

Health Education Guidelines
l Plan programs with as much participatlon as possible.

agenueq ln the (ommumty For example

Alcoholics Anonymous o . ¢
American Health Assocjation '
American Cancer Society

W American Lung Association
American Red Cross
Arthritis Foundation
Asthma zuul Allergy Foundation
Health Education Services
Mental Health Association
National Council ore Alcoholism
National Health Couneil
National Safety Council -
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The: following are governmentai agencies that provide informa-

~ tion in the health fleld:

poz ]

| .
10.
11
12.
13.
14.

15.

16‘ and ample reinforcement f; r the older adult.

17.

'High Blood Pressure Informition Centers. .
Natiohal Clearinghouse on Drug Abuse lnformatlon s
National Heglth Information Clearinghouse ‘ )
National Heatt, Lung apd Blood Institufe . .

National Institute on Alcohol Abuse and Alcoholism

. National Institute of Mental Health

“U.S. Department of Health, Education, and Welfare

U.S. Department-of Health Promotion and Education . .

" U.8. Office of Health Information and Health Promotion

. Select visual aids that minimjze the need for visual acuity or
preciqe discrimination. For example, dont use slides or trans- '

parencies with small print.
Place yourself so that you can be seen and heard easily.

. Talk slowly and clearly.

Determine the medium that facilitates learning for older adults,
i.¢., auditory, visual, tactile or some combination. _

Seek feedback from the older adult regarding such things aspace,
speech intelligibility, and meaningfulness of the subject content.
The Instructor may want to utilize evaluation sheets. a
Select a time for teaching when the person is not preoccupied
with other concerns, Le., recovery from an illness, grief, or finances.
Relate new learning to the past and present experience of the
older adult.

Integrate new behaviors with established and on-going. behavior
activities so as to enham e Mmemory.

Estahiish goals for ,learning that are mutually agreed upon by the
Establish achievable short-term goals and relate them to long :
term goals. . '

Determine what constitutes positive reinforcement for each indi- I DR

vidual.
Provide opportunities for successful learning, prompt feedback,

Encourage the older adult to help decide when, how, and what |

they will learn.
Utilize terminology and- examples familiar to the individual.

Physical Education Programming

Physical Needs. Physical needs that involve movement help keep oider :
adults-active and help prevent hypokinesis. As previously discussed, phys-
* ical fitness for the older adult is definéd as the ability to carry out daily
activities easily with ample energy left to meet emergency situations-and
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~ and overall work. capacjty through regular physical acttvity” (p. 101).

e adults show greater adaptability to stress less neuromuscular tension, -
' uml more énergy. '

(Ioaran('e should intlude medical history, physical examination, and if

' lip\d analyses; as well as an exercise tolerance test.

o
I
-l e

b -"and respiratory systems should be administered (Amerlcan College.of
| . Sperts Medicine (ACSM.), 1980. This test should be conducted by a

* physician and an’exercise test technician. The test usually consists\of
_.-"qupmg. wal ng walk-running, running, or bicycling. Smith and (nllig,a .
, Iggested the Balke treadinill test and the bicycle ergorjeter ,” I
" test; hy P()llmk ct al. 45" good exercise tolerance tests for the older 7adult. .
.:-melth dnd. Gilligan have also suggested the administration of a sitting- *
o hair ﬂwp-tmt when use of a treadmill or bicycle ergomcwrls not possible. -

1€ 1983) huve s

""lmart rate and changes i

hry ,(genwﬂngmowbulivrute Thwmro g ine
pxygen cousu [3] ¢ |#

to enjoy lviqur(- activities (P.C.P.F.S,, 1973). Smith and G illigan®(1983)
stated, “by par tivlputlng in a total physical’activity program, the older
adult cart improve all aspects of ‘hody function. Reseaych has demon-
«;Lratod improvements of the cardiovascular system; muscles, bone, lungs,

“Clark (1977) indicated that a lack of adequate' physical activity is
related-to 80 peréent of the incidences of lower back pain in older adults.
“He noted that active adults tend to age more slowly, have IOWer blood
pro'wure are stronger and more flexible, have greater bregthmg capacity,
“and. fuaintain proper weight. Clark also reported a link between Jack of |
-.exercise and emotional difficulties and suggested that physically active

" Before, an older adult begmq a physical fitness program, medical
clearance from a dgctor must be obtained (see Appendix B). The doctor’s

" possible, a laboratory evaluation. A ‘comprehensive medical history con-
“sists of mfngnatmn about a person’s medical and surgical history, family
htstory. and habits, including cigarette smoking, diet, afeohol consump-
. tlon, previous physical activnty,environmont and daily stresses, A physical
- examination performed by the physician’ should emphasize the cardio-
-vascular and respiratory gystems, which are heavily affected by exercise. .
'l‘hc laboratory evaluation can follow, which may include blood gnd blood:
After uppmpriaw medical ¢ledrance has been obtamed a maximal -
or «ﬂrbmaxmml exeréise tolerance test that stresses the cardi(yascularo

By tneans of ancexercise tolerance, test, the individual's maximum. -
blood présguge are determined. Also esiablished
2 t?_.w the indivitiual's MET (A (»ﬂ' M. 1-1980). A MET is & multiple
rmtmﬂ m(-tahnli( ratd. Oné MF"F i Muivalent to the restitig mefa _
oxygou-“( onemmption A ME’I‘ can #lso be bxpressed in terms of "
gei e 'ﬁsumptfon per umt pfbody wc‘ight wtth IMET oguafw approx-

s 'I_fwtmﬂdmﬂ by dlvldlng the exeerclse mmbolic raw_ .
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* during a static or isometyic contra

resting metabolic rate is the maximum oxygen ‘consumption (VO2) of an
individual at rest. The MET ratings are utilized to classify the difficulty of
sustained physical activity in terms of its strenuousness (McArdle, Katch,
& Katchw 1981). Thus, the maximal exercise tolerance test provides the -
information necessary to establish a spécific, ‘mdnvldualized exercise pre-
scription for. an elderly adult. That prescription should specify physical
activities of appropriate type, duratlon, intensity, and fret]uency for the
individual (A.C.S.M,, 1980). '

The exercige prescription should also qeek m improve thehdlvidual’
performance in the five basic components of p’hyslcal fitness: cardiovas-
cular endurance; muscular endurance; muscular. strength; flexibility; and
body composition (Smith & Gilligan, 1983; A.C.8M., 1880). Each partici-
pant in a fitness program should be pretested to determine which of these
areas necds; omphash

Cardi®respiratory endurance is the functional efficiency of the heart .

I',and lungs measured by a maximal exercise tolerance, test. Submaximal
‘exercise tests, which estimate the maximal capability of the heart and

Mgy, are measured in specific performance criteria either related to heart .

rate or work performance, and have also been devised to measure car-
diorespiratory endurance. ‘Individual cardiorespiratory endurance levels
are established by comparing maximal and submaximal test resuits with
norms for males and females in speclﬂc age categorieé (bmith & (xilligan,
1983; McArdle, Katch, & Katch, 1981).

Muscular endurance is a measure of‘ ability to peysist in a localized |
muscular efforf. Muscular endurance tests measure thg ability of an indi- !
vidual to perform a specific activity and low-resistance activity continu-
ously over a specific amount of time. Examples of tests to.measure -
muscular endurgnee’ are a two minute sit-up test or repetltive liftingof a
specific weight in a specific amount of time (Miller & Allen, 1979). The

- step test measures muscular end‘ance of the lower extremities (bmith ,
‘& Gillijan,, 1883).

Mu cular strength is a measure of the maximum force br tension
generated by a muscle or’ muscle'“groupq There are four ways of measuring
muscular strength, 'l‘('nslometry meagures the: pulling foxce of a muscle

cﬁ These tests are used for evaluating
strength impairment In specific muscles weakened as a result of disease

_ [{{mury Dynamometry measures strength on the ‘principle of compres-

. These devices measure the amount of external static force which
can be applied. One repetitive maximum refers t(ymaximal amount

“of weight lifted  oné time during the performance o standard weight-

llftlng exgrcise. The fourth way of measuring muscufar st.rength is through-
the use of sensitive, instruments whlch meagure force, "acceleration, and
vvtm ity ofxbody segments in various movement patterns. Ong ‘test for

o x;qw( ular qt.ren@th in older adults includes use of a hand grip dynamom- .
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eter, which pruvldvs an indi( auon of the strength of the hand and forearm
- museles (McArdle, Kateh, & Kutch, 1981). - ' '
Flexibility is- the abllity of an indlvidual to ‘move the body joi
through a maximum range of motion and is related to body size, sex, a:f
and movement habits. Agtive individuals tend Lo be more flexible than
inactive individuals because soft tissues and: joints thmk when main-
tained in a shortened position (McArdle, Katch, & Katch, 198); Miller &

Allen, 1979). For the older adult, inc reased flexibility. aids in stooping,

~ bending, and reaching in everyday activities' (Smith. & (:llligan 1983).

Floxlbility.thts designed to measure movement in relation to an absolute .

performance goal, include the sit n’ reach test; @9 shoulder liﬁ test and
the trunk extension test. '

" Body composition, the fifth component of physical ﬂtm'qs, is an

evaluation of the structural components of the body-—muscle, skin, bone,
and fat. Indirect techniques such as hydrostatic weighing, skinfold mea-
-surements, and circumference measurements are used to assess individ-
uals’ fat/lean composition (McArgle, Katch, & Katch, 1981).

Walking, running, bicycling, swimming, and aerobic dance are all
_physical activities older adults can participate in to improve cardiores- -
piratary endurdhee, muscular endurance, and body composition. The
maximum heart rate and MET level determined from the exerc ise toler-
ance’test must be known in order to determine the intensity at which an
individual will porform a physical activity.

The maximum heart rate and MET level of an individual are Iinearly
related. Smith and Gilligan (1983) stated, “. .. a subject performing at 50
percent of maximum MET level will rea(h a heart rate approximately
~ halfway between resting and maximum.” For the older adult, the intensityr.
- of exercise should be between 40-and 70 percent of the individual's

. | ‘maximum MET level. Exercise at an in fensity above 86 percent of the

maximum MET level will place excessive stress on the body and might
- be hazardous to mdividuah with exercise limitations (Bruee, 1984).

Note that an ingividual's heart rate is approkimately 20 beats per
. minute lower in physical activities performed in water as compared to
- activities porforuu-d on land. For example, lf an individual's 70 percent
maximum heart rate is 150 boatsﬁ-\- minute, a water activity should be
performed at no Hreater’ than 130 beats per minute. The average maximum.
MET level for a young-old adult (56-76 years) ranges from b to 7 METs
and for the old-old (76 year$ and ovor) maximum MEMevel is 2.6 METs
(Smith & (nlligmn 1983). .

Before exercise, muscele groups around.the major joints of the body
shauild be properly stretched and warmed for at least 10 minutes. Warm-
up exegeises will help to increase the range pf motion of body joints,
minimize the possibility of joint or muscle injury, prepare the heart for
ne tM.ty, and help to minimize soreness after exer('yao Examples of flexi-
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bility exorclses which miay be utilized as warm-upsare listed at the end |
" of this section (McArdle, Katch; & Katch, 1981; Miller & Allen, 1979). '

. The total exercise duration foréactivities like walking, running, bicy-
cling, swimming, and aerobic dance should be at least 20 to 30 minutes.
The frequency of the physical activity should be at least three times a

week (Bruce, 1084; Smith & (xllllgan 1983; Miller & Allen, 1979). The

duration of exercise for the older adult may last longer than for younger
ddults because the older adult exercises at a lower intensity. Calories
burned during exercise should be around 10 percent of an infividual’s

daily caloric intake (Smith & Gilligan, 1983).

It is also important that the klderly understand how to monitor their
heart rate before, during, and after exercise. The resting heart rate should
be taken before exercise while seated. Then, during exercise, the heart
rate sHould be $aken two or three times. Heart rates during exerclse show
whether an individual is vorking between 40 and 70 percent of the max-
imum heart rate. If below 40 percent, exercise intensity should be increased.
If reater than 70 percent, exercise intensity should be decreased (Smith
& Gilligan, 1983; Miller & Allen, 1979).

Approximately two minutes after completing the prescrlbed exercise,
the Individual should take his or her heart rate again, compﬂrlng it to the

rate before exercise, This last heart rate is called the recovery heart rate - :

(Miller & Allen, 1979). o

At the end of the 20 to 30 minute exercise perlo cool-down exerclaes
lasting 10 minutes or longer should be performed incorporating the same
type of flexibility exercises used durlng warm-up. Cool-down allbws an
individual to stretch muscles that may have tightened during exercise,
asslqt in bringing the heart rate back to normal, and helps to mlnlmlze
muscle soreness.

As previously mentloned, a complete physical ﬂmess program should

- include activities that will improve muscular strength. An older-adult can

increase muscular strength by stréssing specific muscle groups two or

three times a veek. For older adults, strengthening programs for the

quadriceps, buck, abdominal, and arm ‘muscles should be emphasjzed. A

. sampling of muscular strength activities appears at the end of this section;
these activities also improve muscular endurance (Smith & Gilligan, 1983), .

Many fitness programs, such as the, increasingly popular outdoor
fitness trails, are'designed to promdje all five components of physical

fitness as well as balance and coordingtion (Smith & Gilligan, 1983).

Walking or running on these trails enhances catdiorespiratory endurance,
muscular endurance, and body composition. Muscular strength activities
include stations along the trail with puiley welghts or other lifting equip-
ment. Other stations require the participant to perform flexibility exer-
ciscse Walking a balance beam and walking or running through tires
strengthen the individual's sense of balance and coordination.

'
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Dance is another excellent physical activity that develops balance,
coordination, cardiorespiratory endurance, muscular endurance, flexibil--
ity, and body composition. Dance incorporates a wide variety of move-
ments including bending, stretching, twisting, aid turning to the beat of
" music. Serfass (1981) studied the effects of dance-related movement exer- ~

cise on the flexibility level of elderly subjects with a mean age of 72 years.
Elderly subjects who participated three times a week for 12 weeks increased
their range of motion in six major points.
' Leyiton and Campanelli (1980) indicated two goals of teaching dance
_ to elderly\subjects—to maintain and enhance functional capacities such

Of coursd, dance may be considered either a physical fitness activity
incorporating the flve components of fitness or a recreational activity
depending upon the intensity of activity (Appendix A). Even recreational
ddance, however, improves flexibility, muscular endurance; balance, and
coordination.

Fitness instructors for older adults should plan mdlvldualiZed pro-
grams to meet the needs of each person. Physical fitness activities should
- be conducted so that participants can see improvements, and have fun.

The following is a list, but not all-inclusive, of exercise/activities for

the older adult that may be used to improve the five fitness parameters
.and enhance the psychological well-being of the older aduit:

Lardloresplratory Endurance (CR)/Muscular Endurance (ME)
Aerobic Dance (CR £ ME)
Basketball (CR & ) ' . ‘
Bicycling (CR & ME) "
Circuit Training (CR & ME)
Fitness Trails (CR & ME) '
Country Western Dancing (CR & ME)
Cross-country Skiing (CR & ME)
"Exercises performed in a chair (CR & ME)
Folk Dance (CR & ME)
- Racquetball (CR & ME)
C Running (CR & ME)
Swimming (CR & ME)
Tennis (CR & MJ) _—
Therapeutic Dance (CR-& ME) A
~Walking (CR & ME)
‘Walking/running (CR & ME) g
Calisthenle Exercise (ME) : R
Push-ups (ME) ' -

36

v




" Sit-ups (ME). ; | .' o
- Wall Push-ups (ME)

Flexlblllty
Static stretching exercises involving all joints of the l;ody should
be used. For example:
. ~ Lateral neck stretches
1_ o Hhoulder and pectoral stretches
- - Back extensor stretches .. - ‘.
} Upper trunk stretches ' '
. - Lower trunk stretches e : B
Lateral’abdominal stretches ' :
Trunk twisters ' o
Lower back stretches
Hamstring stretches
_Lower leg stretches
Foot and ankle stretches

. Muscular Strength ,

The best muscular strength programs involve the use of exercise
* equipment such ps: '

(,ybex——inqtrumentatlon system for testing and evaluation of

muscular strength
Free Weights—barbells, dumbbells
. Nautilus—instrumentation system for strength development:. '

. Resistance throtighout the range of motion
K Universal Gym—instrumentation system used for strength
. ' develépment
. Circuit training and somg calisthenic exercises are also effective
in building strength in older §dults

Body Composition
The addition of exertise to a program may favorably modlfy the
{  composition of the body. However, the exercise needs to be aerobic -
in order to aid in weight l¢ss.dfor example:
Running :
Calisthenic Exerclses
: Swimming ' |
N | Walking T
Cross-country Skiing . _ .

Psychological Needs. Physical educatlion activities can provide psycho-

logical benefits to the ederly by helping them to establish and achieve

personal goals, Wellness programs should be developed with the intention

' of meeting the specific needs that will aid in the completion of goals. In’
36 " e ’
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addition, HPRD programs, particularly those thdt require more than one
© person, erficourage a spirit.of support and cooperation. In well- -designed
‘activities, the elderly develop interpcrsonab relationships that lead to
feelings of acceptance.

Wellness programs may also help the eldériy gain insight int their
physical capabilities. Often, once a person reaches his or her poteiitial in
relation.to a new skill, that person will increase in their emotional stabiiity
which can lead to increased self-esteem.

- Physical education programs should be fun. Designing a program
acc ording to the desires of the participants helps to ensure that it will be
a source of enjoyment for all.

i

Exercise Guidelines
Note: The active recreation guidelines should also be followed for a
successful exercise program.

1. Be consistent in teaching an exercise program. Begin with a
general warm-up which should become routine for the partici-
pants. Add new elements to the main activities while maintaining
a few familiar ones. The cool-down after éxercise should also
become routine for the genior citizens. They will enjoy leading

. = the warm-up and cool-down portions of the exercise program,

2. Keep arecord of the activities and the intensity level so progres-
sion can be built into the, program.and to show the senior citizens
how much they have improved.

-3. Tell participants how they will benefit from each activity This
‘will help them to develop a base of knowledge to plan their own

¢ . activities when they are not participating with the organized
group, e.g.; sitting with legs extended and touching toes will
stretch-the hamstring muscles in the back of the leg which will

allow freer movement at the hip joint. .

* 4. Avold competition in the fitness program. Everyone should pro-

y  Mress at his/her own pace. '

h. Establish long-term goals in the exercise program that are mutpally

" agreed upon by the older adult<ind the instructor. Also establish
‘short-term goals that are achievable and related to long-term
goalq

6. Do all excreises slowly.

7. Do not hold, a position more than 3 to 6 secords (isometric
¢ ()nﬁa( ition). » '

8. Br(-athe normally when exercising. Avoid holding breath, espe- ~
cially on isometric exercise.

9. Usea hand support on standing oxérclses. ,
/ . ' '
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all parts of the body. Even though recreation and leisure programs do not

e

10. Encourage the use-of good, erect posture while performing exer-’
cises.

11, Have the senior citizen use the following procedure to get down
on the floor safely:sHold pnto a chair or table. Bend knees, and-
go down on knegs one at a time. Put hands on floor. Finally,
stretch out on thé flaor. When ready to get up, reverse the process.

+ 12. In all balanc ti/:tlvmes, keep eyes focused ,on a non-moving
' object.

13. For individuals with arthritis, emphasize activiti

ming and cycling and avoid jogging or
» more pain to arthritic lower extremities.

14. Perform sit-up exercise yvith legs berit at least 60

will lessen the probability of increasing the curvature
“back (lordosis) and wilf require more work on the
abdominal muscles.

16. Stretching movements should be done slowly without a\Jerky or -
bouncing motion. -,

16. Avoid deep knee bends. Flexion of the knee to the level ofsitting

sueh as swhni-

grees. 'I‘his :
of the

ning which will cause

the lower

in a chair will provide sufficient exercise to strengthen the\quad-

riceps muscle group on the anterior surface of the thigh.

' Recreatlon/Lelsure Progmmmlng - \

Physical Needs. The purpose of recreational and leisure activities \(or
older adults, in terms of physical fitness, is to improve movement. Pto-
grams should incorporate muscular endurance activities and flexibili
exercises. These actlvities ' may also enhance neural functions nece
for movement and increase balance and coordination: In
recreational or leisure activity involving movement will help in keepln
older adults active and ayoid hypokinesis. Therefore, instructors shoul
plan recreation programg that provide active games and exercises using

alwb.ys stress the cardiovascular and respiratory system to the extent.of |
physical fitness activities, it is suggested by the authors that medical
approval from a participant's physlclan be required before any involve-
ment in the program.

" Leviton and Campanelli (1880) made Lnnovative actlvity suggestions
for older adults that may ¥ incorporated into recreational and leisire
programs. Each of the following categories includes a variety of activities
that may be used by instructors: ball exercises, bar exercises, bean-bag

exercises, carrying exercises, chair exercises, companion exercises, club

exercises, dramatic exercises, elastic ekercises, educational exercises,
expression exercises, flag exercises, field exercises, hoop exercises, loco-

" motor eéxgrcises, log exercises, marching exercisés, mimetic -exerciseb,

e -
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natural exercises, obstacle exercises, pole exercises, rhyfhmic exetcises,
rope exerclses, stretching exercises, and wand exercises.

The following is a list-of recreational and lelsure activities that resgvnd
to both the physical and psychosocial needs of the older aduit:

Badminton._ :
Bailroom darfcing
Bowling '
Canoeing
Golf
Hiking \ .
Horseback riding
_ Skiing
Slow walking
Softball _
" Table tennis
Therapeutic dance ‘
‘Therapeutic recreational activities—-—(rhythm games wlth muysi-
cal instruments, use of objects for manipulation—soft
~ ture wire, elastic tubes, small scarves, streamers, puppe )
Volleyball

Psychosocial Needs. Recreation has been defined as “selective gctivities
. in which gratification of present needs, wants, desires, or objectives takes
precedence over practical preparation for later gratification” (Gordon &
Guitz, 1976). Both recreation and leisure activities are assotiated with
pleasure and immediate rather than delayed gratification. :

" Recreation programs should emphasize the emotiongl benefits of
activities, including a feeling of acceptance among peers,

image impmved outlook, better sleep, .and less psychol gical need for
stimulants or tranquilizers,

By masterin? specific action, the elderly gain a sense of achievement
‘ahd self-worth. Often, learning a new task will divert/ attention from
personal problems, Success iff recreational and leisure agtivities may also
restore confldence and a sense of security. Recreation rograms should
strive to increase socialization by promoting interpersqnal relationships.

Since many older adults e:;perlence an increase in the amount of
lelwr({ time in their life, it is important to provide variety of leisure
activities. One of the best and most common recreational activities for
older adults is: work. Thropgh community involvemeént in projects and
organizations, bored or isolated individuals become involved in life, gain
social contacts, and build feelings of self-worth. Older adults are av&lual?le ‘
community resource which should not be wasted; lﬁeh‘ edperience and

skills are sorely needed by the com'mpnity.
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'+ One way of serving the community is as a volunteer, enabling one

person to provide a direct service to another. Volunteer work\may range
from helping a sick neighbor to working every day in a professlonal
setting, such as a hospital-or art center. Indeed, older adults can serve'the |
community in a variety of ways, volunteering as an aide in the public
schools, libraries, or programs for handicapped people. Being involved in
the community does not always require the older adult to provide a work
service. Joining the community theater or church chojr is another way to
become involved. This type of volunteering will aid in personal satisfac-
tion, since it is persbnally enjoyable for the participant.

A well designed HPRD wellness program can help place older adults
in volungeer positions. .Programs can also prepare older adults for work
in professional organizations that require trained people.

Travel is another excellent recreational activity for older people.
Traveling may range from commupity tours to long term vacation resorts.
Among the most popular form of travel are cultural tours to surrounding -

" areas, plays, movies, and sporting events.

Camping is increasingly popular with older adults. It can help older
adults realize their potential for self-sufficiency. Camping gives partici-
pants an opportunity to depend on others, along with the responsibility
of caring for others. Thorough planning i$ vital to the success of a camping
trip. The instructor must remember that older adults have different needs
and desires than younger adults and safety is often the foremost concern.
The campsite should be close to a phone or some type of civilized area.
First aid kits should be well stocked. The instructor must know partici-
pants’ physical condition and be prepared to handle any situation that
may arise. Ideally, camping trips should be led by more than one person. . ’

- Preparing the campsite can be strenuous and many older adults may find

it difficult to secure tents or prepare a campsite.
Recrcational and leisure activities can also include arts and crafts
classes and exhibitions. Such activity allows the older adult tq experiment

‘with their artistic ability. In addition, arts and crafts programs provide

the older adult with the opportunity to socialize and-establish relation-
ships gradually.
(;ames such as chess, shuffleboard, or bingo can offer simflar benefits.

1 They also present an opportunity to improve physical skills which in turn

may boost self-esteem.

In all recreation and leisure activities, older adults should be allowed
to set their own goals; no activity should be performed without a purpose.
Older adults, like other people, are highly individual in their choices of

. goals and purpose. For some individuals, the competition_inherent in
certain games is purpose enough; competition enables these individuals

to explore their mental and physical capabilities. ‘They feel better about
themselves by knowing that they wntrol their own destiny
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“It should be noted, however, that not everyone enjoys competition.
For mary, the main goal of recreational activities is to socialize. These
individuals need a chance to meet new peOple and learn a new skill .
without competition.

[ 4

Recreation/Leisure Guidelines o ’

1. Plan a program that will allow some level of participation by all
individuals for all of the schedule time. Some will be ready for a
- high level of physical activity, while others will need less stressful
activities . _

2. For active recreation programs, plan a program of active games -

- and exercises that use all parts of the body before the activity
program is completed. *

3. Speak clearly and slowly. Avoid yelling; older people have diffi-
culty hearing high pitched sounds. Use “expanded spe&h" b/
putting space between words rather than running all of the words
in a sentence together.

4. Present the instruction with a slow pace and clear demonstration,

" allowing the older person time to process the information,

6. Plan activities that do not réquire fast reaction time and explosive

power as these skills become increasingly more difficult for the
"older person. Response time generally declines with age presenb—

. ing a safety hazard in some activities. -

6. In active reereation programs, watch the indivnduals in groups
clmely for signs of stress; such as extremely red or pale face,
nausea, heavy breathing, or difficulty in maintaining the pace of

_ the activity. This is particularly important in hot, humid weather.
" If most individuals in the group are deconditioned, plan activities
S0 that there is recovery time after more strenuous activities.
. 7. Maintain good eye contact with the participants. Individuals with
a hearing loss will be able to watch your lips.and follow the
- directions for the activity.

8. Have fun!If the leader is not enjoying the program the participants

will probably not enjoy it either.

Dance Programming

Physical Needs. The use of dance to respond to older adults’ physical
needs was addressed in the sections pertaining to physical education and
recreation. Many of the activities ingprporated in these two areas involveq
dance, therefore, the physical needs are extremely similar. .

Psychosocial Needs. Dance is considered an effective prescription against
, physical and psychos()cial deterloration in the elderly (Leviton & Cam-
panelli 1980) More speclﬂcally, expression of feelings through creative
) :
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dance.ean ease prublems reeulbing from isolation, depression stress, or |

' anxiety.

Dance also promotm group inberaction and sociability. It may enhance—
caring within the group. - .

To discuss the benefits of dance more fully, it is importani to identify
the purpose of dance in wellness programs. In this monograph, three -
types of dance vylll be addressed "creative movement, therapeutic move-
ment, and the art of dance. _

_ Creative dance incorporates exercige with pleasure by encouraging
expression of feelings. It can also improve gelf-esteem by increasing °
participants’ awareness of their creative capabihties and improving body
awureness. In addition, creative dance may be used tg increase eye con-
tact, touchihg, and other farms of nonverbal communjcation (Leviton &
(,ampdnelh, 1880), thus developing nmutual support. among participants.

Creative dance can play a critical role in addressing the i issue of body
image, a cothmon cohcern among the elderiy Body image compnses all
of an lndivfdyal s attitudes about size, weight, strength, shape propor-
tions, and mobility (Leviton & Lampanelli 1980), thus developing mutuai
support among participanfs. =
' Creative ‘dance aims to provide the elderly with the opportunity to
express feelings while improving physical conditioning. Thistype of dance
must always be degigned for the individual participant m the wellness’
program. "The instructor must thoroughly assess each individual s physical ’
limitations and needs. For examplé, two -of the most commen health
prdblems of the elderly, arthritis and heart disorders, critically affect

. mability‘But, properly deveioped a‘therapeutic dance program can use -

- exércise and relaxation to facilitate flexibility, circulation, balance, and
coordinatiof. Improvement in these areas prevents or rElieves many of .
the physical problemq of the elderly:

Wellness leaders must work with cliepts’. physical limitations. A per-
son in a wheelchair, br with a walker, cane, or crutch, can work creatiVeiy,
using variou o,ments for support (Leviton & Caimpanelli, 1980). More-
vver, exercise 3Hould be performed without stresr ortension; flexjbility
and relaxation activities can help here. The art ofldance, the last area of
dance considered here includes ballroom, folk, aerobics, square, and'

" cultural dance. These types of activities increase suppért since each

participant must depend on othersto complete the dance successfully.
A\ The elderly also improve thelir perception of themselVes by learning anew’
‘kill,

\ - HPRD wellneqq programa for the oider adult can achieve remarkable
HORls if (ieQigne(inroperly ‘and implemehted correctly. A comprehensive .
_program’embraces eleménts of health, physical education, recreation/
leisure, and dance-and {4 developed with the physical and psychosocial
needs ‘of tiw eideriy i.n mind 'I‘he program must be presented in an

[
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atmospfere that is relaxed and comfortable, contributing to an enjoyable ‘
experignge for each participant. Many such programs are appearing all
over thefeountry. Three exemplary programs are outlined in Appendix C.
Each pgbgram is specifically designed for elderly participants. Locale and

~ other gocial factors vary for each of the programs; therefore, there is a

notigéable variation in program design. Programs in dance, dépending on’
the activity level, should follow the guidelines described for either the
exercise or recreation/leisure guldelines :

v
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i\ppendxxA B

;@ i Guldelmes for Exercise
rograms for-Older
rsons-(Age 50 and |

Older) as Developed by v
. the American Alliance =
* . for Health, Physical
| Education, Recreatlon
“and Dance

P

hefe can be rlsk' in sudden, unregulated and ln]udicious use of
exercise. However the risk can be minimized through proper
prellmlnary screening and individualized prescribing of exercise

programs. It is important for older persons entering an exercise.
program to have a medical evaluation by a physician knowledgeable about |

physical exercise and its implications. .
\ For programs involving vigorous exercjses (l.e., exercises that exceed

the level of intensity encountered in_normal dally activities, 5uch as

walking and climbing stairs),'the medical evaluation should insure that
- the individual can participate in vigorous exercise without any undue risk
to the cardiovascular and other bodily systems. Normally, a test that
“hscertalns an individual's cardlorespiratory adjustment to the stress of
exercise 18 an advisable part of the examination, Minimally, it' would
ascertain if the cardiovascular sysfem, by such appropriate indicators as
“heart rate and blood pressure, can adequately adjust to vigorous exercise.
. For exercise programs involving low intensity exercise (l.e., exerciges
that 'do not exceed the level of intensjty encountered in normal daily
activities), participants should have th peisonal physiclan's approval.
Regardless of whether or not a program of exercise is vigorous or of
low intensity, the followlng guidelines to lnsure the safety 9f the partlcl-
pants are offered: L .

. . _ ) o
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L.

In that each person a response to the dlress of exercise Is speclﬂc
to that individual, it Is important that each person's response to.
exergise be monitored periodically for signs of undue stress (unduly
high heart rate, nausea, dyspnea, pallor, pain). Participants should
be taught to monitor thell own heart rate and to recdgnize these
indicators of stress. Unusyal responses shduld be reported to the
exercise leader lmmediately Exercise leaders, also, should be
vigilant of these warning sighs.

. Every exercige program must have a well-defined emergency pl

for exercise leaders to follow in the event of cardiac arregt”or
other accidents. | '

. 'Exercise pragrams must have adequate supervision: Exercisellea

erfshould be trained in Cardiopulmonary Resuscitation ( )

- techniques. At the very minimum, CPR trained persognel should
‘be present during every exercise sesslon or ln closo proximity to

the exercise program

Approved: Alllapce (‘ommittee on Aging, 4/14/81, Boston, MA; Alliance

Board of Governors, 10/4/81, Restotg VA, | «.
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Ap'pendix B, '. ‘

+

Medical Cleargmce Form '

[ :

v

Your patient 4 . has applted to pamclpabe ln the .
HPRD Weliness Program. The program will require your patient to partic-
ipate in moderate physical, recreational, and leisure activities. Participa
tion in the program requires your medical clearance. Please complete the
following form, indicating any contradictions which may alter or prevent
the ‘patient from engaging in specific actlvltles

Resting Heart ng
Blood Pressure

Heart Attack ' _ Within Iast year 1-2 years
' 2-byears..___. b or more years

Chest Pain
At Rest .
During Sleep e
" With Moderate Exerclse —_—

Heart Surgery _— . :

Recent Operations (include dates): L TR,

-

Muscle Weakness
‘hramps in Legs -

At Rest

Shortness of Breath .
With Moderate Exercise- —_—

i?espl.mwry Disorders;

Arthritis —
Joint Stiffness : et
1

Neck or Back Disorders’ \
Any other medical problems: _. .

-




Medications currently used:

~ Possible slde effects;
Does the patient smoke cigarettes, cigars, or a pipe?

Comments:

'Physician's Signature

Address
Phone
o . Date
Patient’s Signature ' d
Address !
Phone
Date _ .
[ )
]
, ! "
. )
! ', . .
) '\.\ “HJ'




Appendix C |

Exemplary Programs .

. v .
here are various types of programs offered for the elderly dealing
with the areas of Health, Physical Education, Regfeation, and
Dance. Each program possesses individual goals based on the
seeds of the participants, location of the program, the socio-

cconomic status of participants, and the educational level of the partici-
pants. .
' The three programs illustrated in this monograph were selected as
examples based on the goals of the programs, Three goals were identified -
for the first program. First, to provide the elderly with the opportunity to
learn new skills. The second goal was to emphasize rhysical fitness and
well-being. The third goal was to provide the elderly with the opportunity
to have fun. The first program is afflliated with the University of Missourl
and takes place in a suburb approximately 12 miles from St, Loyis. The
second and third programs are in rural settings; however, the third pro-
gram is more of a camp setting. , ' .

The first program is directed by Mr. Bruce Clark. The program has
been in existence for ten years, which indicates the success of the pro-
gram. There are ten employees involved in the program. The coordinator
is paid as part of his teaching instruction. There are also four older adults .
teaching square. dance and one older adult teaching yoga. There is also
one part-time employee and one student part-time employee. During the.
mmrs:'nf the semester, there are het‘«eeh six and twenty students to'aid
48 part of a requirement for their college coupse.

The program Is affiliated with the University of Missouri; for this
reason, the facilities are shared by the college students and the elderly
participating in the program. The prograng utilizes one gymnagium and
balcony area which consists of ag much space as two'normal classrooms.
They also have use of two dance studios, one 26 meter sudrymlng pool,
and one racketball court. In the spring, the outdoor practice,‘;¢h as
tennys and golf are utilized. 0 ' n

Transportation is not provided for the participants. It was noted that -
. mbst participants resided within 10 miles of the campus. It was also noted

. » -~
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that the majority ‘of partivigants have a high school education and are
from the low modeggte socio-economic status.

When describing the activities involved in the program, itls important
to mention that the participants do have input in the types of activities
which are offered. In ofder to determine the interest of the elderly, the
program committee has developed an advisory board consisting of six
people involved in the program. They meet at'least once a semester to
discuss the needs, concerns, and attitudes of the participants, as well as
accepting any suggestions for new activities. A list of some of the activities
utilized in the program i as follows: :

»

Health Physlcd Education Dance Recreation/Lelsure

" Health & Aquatics . Square: Same as Physical
Fitness Yogo/Relaxation 20-30 Education
Lectures -+ . Lifetime Sports people :

" Clinic (1 hr. health
. lecture, 20 min, "Tap: 46

warm-up) people
Choose actlvity: N

) basketball, Soclal:
volleyball, 20-30 ' *
swimming, golf, people :
tennis, walk/jog

‘ Aerobic: -
" # varies

Before entering the program, each participant must have a physician's
upproval The participant must also sign a release form.

Mr. Clark commented -on quggeqtlonq for an institution starting a
Health, Physical Education, Recreation, and Dance program for the older
adult. He feels the program must be enjoyable and provide the elderly
with the opportgnity to socialize. Also, he feels the elderly must have
input into activity selection.

The second program is located in a rural setting in Western Pennqyl

vania. The age range of the people participating in the program is from ‘

60 to H6 years of age. )

Theé goals of the program are to develop and implement a complete
system of social services for the 60 + population. The program has been
in existence for eight years and employees are pald staff. There are five
volunteegs as well ag'the aid of the Mercer County Arda Agency on Aging,
Inc.

The program takes place in a staff center which has a large recre-
ational/dining room, stage, classroom, kitchen, and an office. |

Transportation is provided for the participants, since it is a rural
setting and not within walking distance for most participants, The edu-
cational level of the partic ipanw range from the eighth grqd(- through tho




college level. Mont of the. participants are' reported to, be of the middle
socio-economic status. ' o '

* Whendescribing the actlvities involved in the program, as with the
first pro;fram, it is important to mention that the participants are encour- -
aged to make suggestions and comments, A list of some of the activities
utilized in the prograin is provided below.

\ .

Health : ) Physical Education-
Health Screenings: —Bowling League 1/wk.
Blood Pressure~Monthly : —Exercise Class 3/wk.
Hearing-Yearly . ~~ —Over 50 Fitness 1/wk.
Visual/Glaucoma-Yearly .} —YMCA ‘
Glucose-Yearly ' :

- Informative Programs: Monthly Dance
Greenville Hospital . Not encouraged because of
United Community Hospital : church policy where we medt.
Pharmacists - .
Nutrition Programs: Monthly
Recreation/Lelsure ! ‘ :

_~—Bus Trips (day trips up to 10 days) -~~Table Games ' !
—Cards —Art Classes -
—Puzzles R .—Life Skill Education Classes in

—Music - . " avariety of areas :

Prior to entering the program, each participant must have a physiciaq
complete a medical clearance form. , '

The program is designed to accommodate all areas of Health, Physical
Education, Recreation, and Dance. The following is an illustration of a
" typical exercise session. Muslic is provided throughout the entire class. .
The participants are guided through a warm-up, beginning in a chair, -
walking, and flexibility and strength. They then assume a standing position
and engage in aerobic exercise including jogging in place, knee lifts, and
leg kicks. After the aerobic portion, the class proceeds through a cool-
down, - _ ' '

The following is a list of suggestions for an ‘institution starting a °
Health, Physical Education, Recreation and Dance program for the older
“adult. : ' ‘

I. Use medical clearance form. _
2. File card with general information, ¢.§., who-to contact in case of
emergency and phone numbers.
3. Offer wide variety of programs to include everyone. Individualize,
Ex. a. chair ' :
b. floor -

¢. standing—with or without chair

t

. 53 &l _ . Tk
‘\ . .

. 63

-




d. aerobic--dance, use of bikes, treadmills, etc.
¢. walking program
+ 4. Monitor HR and BP before and after.
. B. Choose music they will enjoy. -
6. ()ffm*\a‘variety of exerclsos to keep classes interesting

The third pl‘ogram is also lo( ated in a rural setting in a location
known as Camp Kon-O-Kwee. The -age of the participants is b years of
age and older. The goals of the program are to prc(wde the older adult
‘with the upportunlty to gain companionship and qtrengthen existing rela-
tionships with the young as well as old. Also, they will develop new skills
and interests in activities that can be pursued after the camping experi-
ance. One other goal for the older adult is to participate ir riew outdoor
experiences that would not be available in any other\environment This

particular program has been in existence for seven ye?rs and employeés

,are pajd staff. It was noted that there is always at least one nurse on duty
for the residence py ograms

The facilities which are utilized lnclude a pool, dmh]g hall, lodge, and-

recreation flelds. Transportation is not provldqd for the participants since
it is a camp setting. The following is a list of activitieq offered for the
older adult. :

Health Phy ical Educatlon

Drug Interaction Swimming

Nutrition Workshop Qandelng/Boatmg

Recreation/Lelisure ‘ 0:{!(:32‘;:1 |

Crafts :

Nature Hikes . o Exercise Class

Skit«q . ' . : " Dance

Bingo ; Square
Ballroom

These activities are selected upon the results of a written evaluation by

participants. Prior to entering the program, the participants are requifed.

to have a physical examination by a physician, .who must then sign a
medjcal clearance form. \

The staff at Camp Kon-O-Kwee recommend that any new’program
needs to educate the older adult on the benefits of wellness and to cite
examples of how a program tan help to incrwsy;he life span angl also
improve the quality of life.

M. B
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