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’ " ABOUT_THE ALLIANCE_PROJECT ON AGING
- \ ’ ' ’

A Y
-

Model Kducation and Service Approaches in Health, Fitness and Lei-
. \ N N * T M-_P

’ ‘.‘.‘ . s' . . N
syre for the Older American is intended to increase the number and

[

-guality Gf programs preparing students for.ca%eérs in healtﬁ, fitness,
and leisure services fqr the aging. [ts purposes are té:
. [ 'Identify principal roles’of personnel in the provisié of
health, fitnese, and leisu;e services for the aging.
. _Idgntify, document, and promote existing exemplary programs
in U.S. institutions of higher’ learning. -
e Develop modular instruct}onal materials to help prepare
personnel.
® VDeve}op'a manual»for pfactical work-related experiences for
students.
° Develop’a.practica1 Quide]ines manual for initiating and imple-
menting‘student-conducfed projects. .
e C(onduct regional workéhops to help institutions with curricular
and service activities. T

fvaluate, revise, and publish materials developed by the project.

®.,

.ABOUT THE ALLIANCE

‘ )

The American Alliance for Health, Phyqﬁcq] F@ucat?On. Recreatian

and Dance (AAHPERD) is a voluntary professional organization currently

made up of .seven associations offering programs in movement and health-

related fields. The more than 50,000 memhers are teachers, coaches,
il-

recreation leaders, administratars, and students preparing to work in

¢

these areas.
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FOREWORD N\

and Dance is élééiSﬂ to present’ this modular training prograp for work-

~

Through the assistance.of the Administration on Agiﬁg, the A]ﬂiﬁnce
engaged in a two-year prOJect entitled "Model Education and Service Ap-
%poaches in Hea]th Fitness, and Le1sure Needs of the Older American.'
| Through this effbrp the Alliance conducted a series.of regional

- o ..workshops.éntitled “Preparing.Cata1ysts to Work with Older Adults,”

produced the film "Health, Fitness, and Leisure for a Qua]iEX&Life,"

and further enhanced the knoﬁ]edge.of our membership by providing the

"News Kitr on Programs for the Aging" in the AlTliance UPDATE newspaper.
This document is but another means of expressing our commitment

to promote quality educat1on and service de11very to our nat1on s older

population. It js designed to ‘upgrade the quality of instfuction for

those who have

en to pursue a career of providing health education,
fitness, dance ahd/or Teisure programs to the older American.

We yaﬁt to express special thanks to Dan Leviton of the University
of Maryland for servjng as consultant to the seven workshops undertaken
by the Projget on the.Aging and with Linda Campanelli Santoro, for de-

velopment and editing of this document. These are the firszn"mprehensive

2
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1earning/tedching modules integrating the fields of HPERD and

gerontology.

- George F. Anderson
~ Executive Director ‘tf
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INTRODUCT ION f s

A Y

. v
People are living longe}. ‘ﬁp infant born in 1978 Can.eipect to live
73.3 years on the. average. However, an infant bprn at the beginning of
the thh century could expect to live to a ripe old age of 47 years. At
age 65, rema1n1ng life expectancy is 14 years for men and 18 years for
women. In 1900, a 65-year-o1d male cod\d expect to 1ive only 11 more
years, whi]e his female counterpart could expect to live about 12 years
more. Thus, when a11'tpings are consiggped, ‘the average individual who
’11ves to fetipement'age (age 6§-70"years? has become part of a select
popu)ation. By definition he or she has suryived comparee to others of
simjlar or younger age. Furthermore, that person has approximately 20
percent more years of life remaining befbpe death occurs. Not only is
the;older adult part of a select population who have “made it" but they
~ tend to'perceive their health as gold or excellent (8). -
Shanas end Maddox (14) in their insightfu] discussion of aging,
health, and hea]th resources caution us to distinguish between illness

and i]]nees behavior. A person may ar may not go to bed with a complaint

~

or symptom. He or she may or may not go about their usua]daffa{rs. .Thus
one may‘be i11 but hot show illness behavior, or in the case of so-called
"malingering," gne may not be i11 (that {s, not have observab]e symptoms)
and act sick. Put another way, health in the aged has been defined in
“at least‘two ways. One way is to render a judgment on the bas1§ of the
absence or presence of symptoms based upon sé]frpepokt, physician's as--

. sessment, clinical test, etc. This is the so-called medical model.

N
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An 31ternat1ve way of - deflnlng hea]th among the e]der]y is basad

+

nbon level of funét10n1n94 The Noan Hea]th Organizatlon Adv1sory group -

states ". ;~. health\1n ihe e1der1y 1s best meaSured in terms of func-
'\-t1on; - idegree of fltness rather thﬂh extent of patho]ogy mdy be '
used-as a measure of the amount of servl\es the aged W1§§’requ1re from
N the community“ (14 pp. 596 597) There is some ev1dence that the olqgr
‘1'4 31‘ adult adégts—the percept1on of. hls/her hea]th to thaf which s p0551b1e s.-\
'or feas1b1e That s, the o]der.1nd1v1dua1 s health asp1ration,changes
. 'over-time’ A standard whlch was apppaﬁrféte in youth is modified in
"”ﬂ . older age @]5) . o _ .
' h The two models, the ‘medical and functlon%g are ngf 1rreconc11ab1e
Ev1dence ex1sts that the older adult s self-assessment of health corre-
lates we]l with physician's ratlngs of that same 1nd1v1dua1 (8 ):
;~- Thus “how the indav1dua1 perceives his heatth and ab111ty to function ‘
are part and parcel of the same package. We suggest that HPERD can posi-
. o tive]y\mediate an older person's funotioning, perceired heqlth'and,'ih
Some cases, symptomi ] ’
It should come‘as no surprise to HPERD profess1onals that the fore-

most predlctors of 11fe satisfaction are socio-economic status and per-

sonality; however, other strong preqictors are perceived health, gctivity;

and intimate friendships above and hexond‘one's family (3, 4, 7, 10).

" While HPERD programs can dohlitt]e about directly influencing
socioieconomiB'Status, one might suggest that they have the oepacity to
provide the environment where a "happy" personality may flourish. On
the other hénd, a theme rebe:ted throughput this volume is the testable

hypothesis that HPERD programs can directly influence perceived .

‘.\
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‘f;:;-. hanth aet1~1ty 1eveYs and enJoymept and‘prov1de the env1ronment al-
.. .

O wﬁowfng fr1endshtps to develpp and r1pen, R .

) N 5 * ' 4«= -
L - L Recent]y.athe concept uccess?ul ag1ng" has come to be equa ted

-

./ . w1th 11fe siglgfattmon or mora]e. Pa]more, uswng the data from the f1rst
#} -auﬂyke Long1tud1na1~5tudy of Ag1ng, estab11shed ¢riteria for SUCCQSSf01p

7% 3: ag1ngw These.u%re surV1Va1 to age 75 years 1n gobd health and a fee]1ng

< . ™

" of’happ1ness (10f&‘ The best pred1ctors of successfuJ ag1ng were initial

S f /‘heal\h (ﬁhys1cianf?at1ng) amd. happ1ness wh1ch correct]y pred1cted 74.

I S

percent of the §emple.‘ The strongest expianotory Faetors.were secendary
. grouﬁ act1v1ty (def1ned a§’hct1v1ty with friends) and phys1ca1 act1v1- '

Lo« t1es Pa]more .concluded that this and other research §upport the activity
theo of ag1ng.' Parenthet1ca}Py, act1V1ty theory states that the older

person who remains act1ve will age successfully, be happler, etc.

LU e D1sengagement theory 1s often destr1bed as the opposite s1de of the

coin. It states fhat as the }nd1v1dua1 grows older, both the.1nd1v1dua1
»
and SOC1ety mutue11y 1sengaqe from one another. Here, death is the par- -

vasive theme.%ﬁit implies that society must he structured jin such a way
to permit its functioning regardless of the death of its members. Thus
society gradua]]y d1sengages from the individual by means of soc1a1 ex-
pectations, sanctions, respon51b111t1es, and soC1a1_role changes, etc
For example, retirement and 1d;ser expectationg of older persons com-
pared to younges peOple are normatﬁve in. our society. The 1nd1V1dua1

in turn, is socially "excused" from many social tasks or respons1b111t1es
as he/she ages. However, in testing the theory, subsequent research

indicated that disengagement theory is both process and goal or end (9)

By definition, as death.approaches, one d1sengagbs physically and

*
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psycho]og1ca]1y from wor]d]y concernsv. Death is disengagement par ex-
ce]]ence (10 see 5, Ch. 5 for a d1scuss:on of psychosoe1a1 theorres of
"aging) Yet, activity and disengagement theories are ngt 1ndependent of o

~’0ne annther. Apparently, act1v1ty is related to perce1ved sat1sfact1on

.

with life and successfu] aging. Still the time w1T1 come when the in-
dividual and his/her social world must disengage fiom ohe ‘another. - There
-~ .%s no evidence Bf any phye;tal fitness, nealth, or leisure regime ever
-being eb]eltd ward ofFlor prevent deeth Thus the goe] for.HPErp in
*-werk%n§;weeh~the-aged- ~the-seriously. ill, and,the.dylng_ls.not.neQEst-_ .mh_tm;“ﬁ"
- sarily the improvement\oﬁ maintenance of~pnysica1 fitness or health--it ) |
‘ may be to help the persnn enjoy one's rema1n1ng days (for a further dis- T
. cuss1on see the cn;bter oh death and dyind). |
Unfortunate]y, no one has linked together activ1ty and d1sengagement
theories. Activity needs to be viewed on a continuum which is vital to .-:t
the human cnndition but which diminishes with old age and sickness end
uitimate]y ceases’ at death. HPERD needs a pnarrnacopoeiacﬁ'irescribed
activittes désigned to the individual with agingi illness, and other
problems There s1mp1y Comes a time when doing push ups and sit-ups to
"improve phys1ca] eff1c1ency is inappropriate for and éven harmful to
the individual. \ ) e
On the other hand, some sort of act1V1ty may be helpful }o the aged,
the sick, and the dying. Apparently, act1v1ty, intimacy, an Zfense>of g'

o

good 11fe are the sine qua non of successfu] aging (3, 4, 7, 10, 14).

. It may be hypothesized that they are. the prerequisites to a good death.
Successful aging, as a concept of value, needs to be broadened to in-

_clude all of the life span including dying and death




-

Health, activi&y, and providing friendships are the stuff of HPERD.
Qur disc;p1ines have always been coﬁéefned w{ph improving hea]fh and
well-being, andﬂproviding activity for all regérd]ess of level of‘cbm—
petence. The role of aciiviiy, dance, 'and play in stimh]ating.and nur-
turing friéndships and sense of camaraderie has beéﬁ we]] known within,
the professions represented by the Alliance for years.\

For some quixotic reason, HPERD has on]y recent]y discovered aging .

or ge%onto]qgf: Rare]y are the articles of HPERD-oriented acadgp1c1ans

\

,Nand reséarchers.found in the gerdntologica] literature. ~In a similar

fash1on, we are tardy and remiss in developing a body of knowledge wh1ch
1S

~ would a]]gi‘us to.be of service to the ser1ousTy and term1na]1y ill, re-
gard]ess of age. But the path is clear. Contr1but1ng toward life satis-
‘fact1oq. success%u] ag1ng, and a “good“ dying are a "natura]" for us in-
volved in HPERD endeavors. . |
"We will have to prove ourselves to the geronto]og1ca] éstab11shment--
we are the late comers. To this end this book is addressed. It is de-
signed t6 provide a know]e&ge base for those who would teach or develop

-progréhs in geronfo]ogica] HPERD.. To devéﬁop and implement a know1edge

base is an imperative for the fiefid. Without it we may do more ‘harm than

good regardless of laudable intghtions.

Terminol&gx .
Tt ¢ *

The following def1q}tlons shall be used in th1s volume:

Age refers to the number of years accumu]ated beginning from the

individual 's date of birth.

-

Age-associated change refers to those bio]ogicai, social, and/or
. ™~ -

psychological changes where the probability of their occurrence increases

s ) .

16 SR
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1

.

A}

wﬁgg\age. For example,: the probability of contracting cancer, becoming |

depressed, suiciﬂe,;etc., ingreases with age. However, not all aging

. s . ¢ P . . R
* people develop-cancer or become depressed or suicidal.

'“hge-caused change refers to those phenomena which are practically

.universal among older popu]ations €.g.,achange in‘qahlity of collagenous
f

tissuey decremental decreaSe in visual and hearing act1v1ty, arthritis;

and decremental decrease 1n sd;ength powe? fiex1b111ty, endurance, and

Y .-
reaction time. . ' .

A

A?e cghort refers to a population of indigjdua]s bornduring the |

samé'year.' Cohorts differentiated by birth are'éonventiona] in the con-

struction. of Tife tables. Cbhcrfs differentiated by f$¥e-year spans

-

\ .
~are conventional in research where censuys data are used (8a). At any

hY

\\

given point-in time, 4 society can be described as a collection of co-

.horts succeeding ong ahgther as the} move through the 1ife cyé]é (8a).

Agé;egacerbated change refers to that’phenomeﬁoh which is worsened

by increasin§ age; For example, -in geheral,'the child who codtracfs
\ - . .t

W

pneumonia, in our society, generally recovers in a short time with few

aftereffects. However, pneumonia is 'a direct or indirect cause of death -«

among e]der]y persons. An example of penumenia as an 1nd1rect cause of

death 1s frequent]y found among those with cancer. -Apparently, cancer

?

1

may weaken the defense system of the body so” that pnetmonia deve]bps.
Cause of death is really pneumonia, not canqé{T%\Xet, the pneuhonia
would never have developed had it not been for the debilitating effects
of cancer. |

Ag{ng refers to the regular changes that occur in mature humans
. . 1]

living under representative environmental_conditions as they advance in

. 17



. ofd age y | . .

‘“

\ ' 1
chrono]ogica] age. Aging suggests within individual or age cohort

changes oyer time. Aging is a process and jis not to be confused with

. ' N
 Biological age is an eStimate_of the.individual's present position

with respect to his/her potential life span.

HPERD refers to the academic professional areas included under the .

umbrella of the Alliance, that is, health. educat1on phy51ca1 education,

leisure and recreation, and dance. Dance-and creat1ve movement are used

E ]

interchangeably as are leisure and recreat1on Tt

- HPERD programs refer to HPERD act1v1t1es courses programs, and

-

services des1gned to-serve the older pQQ_Jat1on

Le1sure/recreataon ‘refers to any non- work act1v1ty free]y selected

by the 1nd1vidua] and which is associated with fun, enjoyment, and -
S

pleasures a B | 5 |

A : =

- Qlder ad@]t, aged, and elderly are meant to De descr1pt1ve rather

.than definitive. It is recogn1zed that no def1n1t1on of o]d age JS

”without fault and can.lead to stereotype Thus we hesitate to adapt :

b

any demarcatlon year such as age 65 years to conngte the beg1nning of

old age because of w1th1n age cohort variat1on Some peop]e e 65 years .
/

| and older are extremely youthfu] while others are old by any def1n1t10n

For administrative purposes, age.65-70 years is often used to denote the
}eginning of "o]d'age" (e.g., in the case of retirement age) (%9a). In .
d1scuss1ng the increase in the number of 1ife periods over the life
course, Neugarten and Hagestad (9a) cite Neugarten's concept of the
"young-old" and the “E}d—o1d." The "young-old" are generally drawn from

the 55-75 year age group, who are relatively healthy and vigorous,

. |
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relatlvely cdhfortab]e in econom1c terms, and re]at1ve1y free from paren-

tal Snd Nork responsib111t1es. On the other hand,’ the "o]d Q]d" are

) o]der and more vu]nerab]e to the vrc1ss1tudes of life.

o B§ychq1og1ca1 age refers to the adapt1ve capac1t1es of the 1ndi—

V1dua1 that i3, how well one adapts to chang1ng environmehtal demands
1n cpmparison u]th the average Funct1ona1 age related to psycho]og1-
ca1 age, 1s the individual's 1eve1 of capac1t1es re]ative to others of

h1s/her %ge for funct1on1ng.in a given human soc?ety

i e = Oti§1 age-refers~td ‘the- rutes~and socjai"habits of an individuel

4

K SRR

. w1€n respect to other memberé of.a society Compared with the expecta-

RERRNTN

tions of. h1s/her group aHd soc1ety, does an-individual behave' younger or

older than one wou]d expect compared to others of his/her chronologica]

(Y

age? o T T
A | . ., . - ) > s
~Basic Assumptioens “_g‘n,\. T A _
- . ¢ Lt - * N v : . ° f

The fd]]owfng assumptions abp]y ta the“field of gerontofogica]'HPERD;”
L 4

1.. Educat1on de/or progPam deve]opment in HPERD for the older

aduLt onrany other popu]at1on is baskd upoh an ever- accumulat1ng body
'? .
of khowledge. oot -

t

. 2. Physical activity, hea]th énd fr1end§h1ps are- poweﬁfu] pre—

d1c‘9rs of ]1fe satisfaction and successfu] aging, and HPERD can prov1de

<
Al

the meaps a110w1ng the1r attalnment
- Qlder peqp]e are capab]e of andf1nterested 1n activity learning

and may yeap benef1ts throughout the lifespan almost to the point of

death.
4, OTder peop1e, like anyone e]se, differ in their attitudes, needs,
‘deS1res, and behav1or, including need for HPERD programs . &
“

19 D



.

PO SR

,____N,"_that.pr0¥jdes aneappropriaﬁe way of vieuing data is. a variation of stress

\ 5. The teacher/program director is knowledgeable in HPERD anu
geronto]ogy and able to 1ntegrate the two.

* 6. This collection of modules is only a guide designed to moti- -
vate and aid the HP?RD'geacher/program dinectbr towarq the acquisition

of :further knowledge, skills, and understanding.

LN

- ¥ -

Theoret1ca1 Perspect1ve

. .. ) ‘\
‘While there are several b1o\og1ca1 (auto 1mmune cros511nkage etc, )

»a

qnd psychosonJal (disengagement, act1v1ty, etc ) theories of, aging, one

- -O--..

g tom s ek e - g e e

theory’ (12 13). Stress theory syggests that the human condition is one
of adapting to a variety of stresses throughout one's lifetime. The only - ¥
stressTess state i$ death.~ Death occurs due to the inability of the-

human orgarism to adapt to stress Over time due to ravages oé‘pne or’

L many stresses, an organ or sen of organs faw]s to funct1on leadnng to

death? Life is a constant process of attempt1ng to ma1nta1n homeostasis -

or equi]ibrium. Phys1o]og1ca11y the 1nterna1 env1ronment of the body

strives to maihtaingponstancy The internal env1ronment is conservatism

-pan'excellence. It relishes the status two, and shuns the unhpredictable

'and“Spuhious; Body tempenature'is one example. Regardless of the out-

<

side temperature our body temnerature remains constant #& around 98.6

-
rs

degrees Fahrenheit. In the case of extreme cold, the body attempts to

adaz} to the stressor of co’d by shivering, changes in, cardiovasculay

_ fungtioning, etc. Should the body fail to adapt, then collapse or ex- .

haustion, that‘is, death, would occur. If the individual adapts by

donning additional clothes, returning to-a warmer environment, or by

20



increasing body temperature by exercise, then temporary or permanent

<

lsdaptation occurs. Apparently, the body strives to'maintain equilibrium

. -and avofd; disequilibrium. - : )

On the psychosotié] level similar phenomena seem to occur. One

-

either adapts to the stresses of life or becomes exhausted. For J;ample,
the~dea£h of a be]ovgq other person is generally .considered a ;owerful
stressor which increases.the probability.of premature mortality and mor-
bidity among the bereaved (6, 11). Op the other hand Eisenstadt (2)

found that early childhood bereavement over the death of a paﬁent‘Was

_~
B e S

s1gn1Ffﬁéﬁf1ymféT§féH“fﬁmTEfQV"Efé§f3VTfym5hd genius. Why is it that.
some people adapt in "unHealthy” ways while others adapt to the same

‘stressor by apparently growiﬁg and learning? N
b Look at the paradigm:

/]
- . ’ +
. B B ‘ /s‘———av:' - SR

*{

-

>

where S'represents a stressor or set of stressors, SR represents thé

stress response, ;nd the + or - 1nd1cates that the stress response may -
- be either healthy, unhea]thy, deb111tat1ng, or leading to growth and,
" further, that these responses can be e;pected.to fluctuate over time.
The question may be asked, What factbrs determine whether onelresponds
in a positive or negative way? Nhy.is it that Friedrich Nietzsche, the
‘German philosopher, was able to say, "That which does not kill me makes
me stronger," wh;le others suicide over the same set of stressors?

Apparent]y, there are med15t1ng var1ab1es which influence the

stress response so that the paradigm should now read:

21
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MV
Personality
Culture
Social support system (quality and quantity)
Socio-econamic status
Health status
Cognition

Intellect

Beliefs

Attitude : o

Perception : o
HPERD services, programs, and activities

where S, and SR are the same as above, and MV refers to mediating

,variab]e(s) : o

Med1at1ng variables affect1ng the response t0'a stressor or set of
~ stressors include persona]ﬁty of the 1nd1v1duaJ .h1s/her culture, quality
and quantity of soc1a\ support (e.g., friends), soc1o~econom1c status,
hedalth'status, and cogn1t1on, among others. Under cogn$t1on wou]d be
included one's intellect, beliefs, attitudes, and mbst'importantjy, er-
cégtion.. Take the example ot suicide. It is not how the other pers;h,'
friend, or counselor sees‘the potential suicider's situatidn.but'how ths
wqr]d iqrviewed by'thg suicider-to-be- that is of paramodht i@pohtance;
Thus empathy is extrdmely important in working with.older héople, or
anyone else We need to see the world through the1r eyes.

The contention here is that HPERD brograms, serv1ces, and activities

also may serve.to mediate stress. The public health model suggests at

least three ways thig may occur. The first is called preventive inter-
vention and is analogous to education. It is future oriented, that is,
the education is directed to learning to deal with stressors when they

occur in the future.

e 29
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Secondly, "it is hypothesized that HPERD programs, services, ‘and
activities can serve to intervene to affect the response to stress in
the here and now. Act1v1ty, for example, has long been known as a means

of reducing existing anxiety, tension,.and depression.* This is called

intervention and is analogous to counseling/therapy/treatment to medi-.
; .

ate stress occurring -in the present.
) .

Finally, HPERD may serve a postventive "or rehabilitative function.

j
Often HPERD Projgams and” services may be therapeutic after suffering a

coronary, death of a mate, or ampputation. Jt mayabe the means to pro-

- viding meaning to life, iang§sed'mor§1g3 and improved self-concept. :

HPERD can affeci tthEesponse to stressil} teaching people how to
live with the stresses of life. An o]d saying is if one-must live in a
jungle of tigers, Tearn how to Tive with tigers. For example, the HPERD
profess1ona1 can teach the air tower control]er (a stressfu] occupation)

how to reduce stress dur1ng s]ack mcments, the need to rechgrge one's,

»

.batterigs by whatever means are appropriate for the individual, and the

—

need\to'preventﬂoccupational_"burnputr"
The most difficult task, ohe which the country as well as HPERD has
failed to address, is the significant reduction or removal of what might'

be called the deathogenic stresses within society. Deathogenic stresses

are those psychosocial-environmental factors which increase thé proba-

b111ty of death and/or illness for a]] soc1ety including the aged. They

1nc1ude unemp]oyment hunger, poverty, soc1a1 fsqlation, overcrowding,
environmental pollution, crime, and war, to name a few.
a’ .
An example may be helpful. Suicide is age-related (11). That is,

the probability of suicide increases with age. Suicide is almost

. 23
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nén-existent among young children, increases dramatically among adoies-
cents, nears fts peak at age 55 years, and continues to increase slight]y
hﬁflo age 85 yéars. Why do old people suicide? What are the deatho-
genic factbrs'invo1ved?' Some expfanations have included slch concepts
as loss of meaning to 1ife; increased sense of helplessness and*hopeless-

ness; sudden and unwanted change or 1oss in terms of socia] ro]e, resi-

den;e, health, or income; and number and quality of friends and close

relatives, etc.

HPERD can do much to prevent suicide. It can change a bereaved
person’ s morbld adaptat1on to the death of his or her beioved HPERB

can prov1de a mean1ng of 11fe. ﬂPERD may prov1de the means to Joy,

friendships, and enhanced'sense of cqmpetency. Those are lifegenic quali-

tles. ' The HPERD teacher/prqgram director asks, How can my course/program
R

reduce deathogenic stresses while enhancing the 1fe9en1c qualities for,

older people?. To that end this volume is directed.

Y . ‘/
Target Population : %

The ultimate benef10\ary of this volume of modules is the non-insti- . .

tut1ona11zed older person. However, the ‘need for systemat1c planned

HPERD programs for the institutionalized aged and the ser1ously and

_terminally i11 is recognized as ‘a need still unmet. Perhaps with mod1-

fica}ion and consideration given to safety and medical needs this vo]ume.
may be found useful for those who would work with thbse who do not fg]]
in the category of "healthy" older adults. Yet there are differen;es '
between working with the seriously i11 or dying compared to the healthy.

One factor is time. With'those who are not dying, time is of little

24
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--actual or potential HPERD programs. ™.

The Format

14

-

-

concern. One can work toward goals without great worry over time running

. ou%; That is not true for the dying Time is runn1ng out, often rapidly.

Reduct1on of pa1n and suffering are also goa]s with wh1ch the HPERD

-person working with the term1na11y or ser1ous]y il1 person wou]d be con-

~—-.

cerned compared to the hea]thy 1nd1v1dua1 .

Intended Audience

This volume should be useful to the actual or potential teacher of

- HPERD courses concerned with the dging, aged,Aahd dfing person. Simi- .

larly, this volume should a]soJ;E<of value to the director or staff of

\ ¥

< AN *

The volume is divided into three sections. lThe first provides the
foundafion for an understanding of gerontology. It includes. fundamental
concepts within the. areas of sociological, physiological, and psycho-
Lﬁgica] aspects of aging, health prob]eﬁs, and nutritional status of
the older adult.

; The second section presents modules an the content areas of creative
mOVeme%;, general, fitness, health education, and 1eisqre. It serves to
“follow-through" and implement the basic geropto]ogica] education pre-
sented in the first section.

The third section, the appehdix, consists of two parts: The first

’

¥
includes selected resources such as films, journals, organizations, etc.,
. .

‘while the second includes selected syllabi of courses and programs in

- gerontological HPERD, both selected to be helpful to the reader.

The format ef each module includes introduction, purpose and ob-

jectives, major and minor concdpts, appropriate learning activity with

<9 )
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special -emphasis on integrating the concept with HPERD, and suggésted

-

resources. - -

Each module was initially ;dbmitted by someone knowledgeable in the
field. Theyfwere then edfted, mdd%fied,land usually rewrit}en in‘;n'at»’ .
tempt to‘enhénce qua]ity.énd consistency of style and subStance. Thus

the final .Qutcome is rea]iy the result of a collaboration between many f

?

. denerous aﬁd‘knowledgeaﬁle people who gav‘ﬂii their time and talents to

dévé]op this first effort td-integrate gerontology and HPERD. '
v ] s

had »
4

-
-

Implemerting the Méterip]s

J.éTfTh?_Pfﬁi? maperials in thiS'Sook are in mo&g]ar form. By'definiiion
a module is a standard, a measure, ‘Thus the modules are designed w
serve as a systematic standard for educatioh.jn_geronto]ogiéal HPERDl
for the intended target pppu]atioq. ﬂgwever, the modules allow fori _
modification. In fact;.becaﬁse the modules are presenfed in outline
form, they demand e]abération. In short, the modules present a basic
geronto]bgical HPERD curriculum whjch may be adapted and modified in
many ways. For example, the module may -be used: |

1. In its present form as the basis for a formal academic course
for educating students'in gerontological HPERD.

-
2. In one or more "sets" to fashion a curriculum complementing an

Tow

existing course.

3. As a comp]e}e or supplemental curriculum for continuing educa-
tion for agency‘or'orbaniZation staff.

‘In conclusion, this volume is g?:o seen as a possible stimulus for

the development of more traditional texts in gerontological HPERD. To

26
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. » . .
date no such volume or volumes exist which integrate -gerontological and

HPERD concepts, data, and practice. A153 it is hoped that this volume
will be updaEed ahd modified to suit the needs of fhe HPERD professions
and disciplines. Thus your comments and §uggestions would be well re-
. ceived by the Alliance itQEIf or the National Committee on Aging‘chaired
by Rosgbe] S. Koss, Ramapo College of New Jersey, Ramapo Valley Road,

P.0. Box 542, Mahwah, N.J. 07430.
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MODULE 1: THE SOCIOLOGICAL ASPECTS OF AGING

-

. INTRODUCTION .

For our purposes, sociology js'defined as the sdienpific study of .
people in their social context.. I£ is the study of group behavior in
terms of social interaction and inteération and. the processes'invoived.‘
It is not the study-of indjvidua]lbghavior thch faljs updér the purview

_of psychology, although social psychology is the study of_the interac-

‘

tion between an individual and society. Sociologists are concerned
with such gerontological issues as:

1. What social changes occur as people age?

2. How.do social factors such as age, socio-eéonoﬁic status,
ethnicity, and sex affect morbidity, mortaiity. or héaith? How does ,
society help or hinder successful aging? ‘

3. On the basis of social variables, how can the elderly be dis-
tinguishéd from other age groups?

4. How socially integrated are the elderly, and what is the rela-
tionship between social integration and health?

5. wWhat is the effect of agifig on leisure behavior of older adults?

This module and the one on psychological aspects of aging address
some of those questions.

It may be said that each age period from birth to deéth requires
adgptaﬁ?on to (1) stresses common to all age cohorts, (2) stresses shared
by some age cohortst and (3) stresses unique to the particg}ar age cohort.
In this and other modules, special emphasis is given to the domain of

stresses of separation, deprivation, loss, and unwanted change. Such

. 34
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stresses are common to all age cohorts but may change with age iﬁ their
~ type, quality, and effect. Thus in old age the probability increé§es of
suf%ering such losses as death of méte and friends and :;;;;?édigpange |
in health status, physical capacity, incdme, and Socialmrole. The ef-
fect of such stresses upon morbidity, mortality, life satisfaction, and
sufcgssfu] aging of ;]der persons as a social group is being and has
been investigated. The effect of HPERD programs as a mediator of social
stress as a practical and heuristic question i§ only now being }écognized._
Similgrly, little research has been unggrtaken to investigate the effect
of social stress upon choice of igyo]vement in HPERD programs by ol der~
persons. |

Thus a testable hypothesis is that HPERD activities/courses/programs
are an intervention serving to increase the probability of a health re-
sponse to stréss for the older popu]ationQ—é.theme echoed throughout
this book. Further, it is hypothesized that HPERD éctiyities/courses/
programs serve to (1) contribute to the health and well-being of the

older population, (2) improve one's perceived social role and status,.

and (3) reduce the sense of social isolation and abandonment.
. This module wi]l'focus on the\ following major themes:
1~The aged are a distinc 1ation idéntifiable by socio-
demographic characteristics which afedrelated to health and well-being.
2. Social stresses affect the health and well-being of the older
popu]gtion. Such social stresses are often "external," that is, t;Py
are perceived as.beyond the control of the individual for the most¥part.
On the other hand, social stresses are remediable by society since they

are caused by society.
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3. Appropriate HPERD programs may serve to mediate, healthily,
. i
social stress as-well as function as a positive, healthy stressor.
. The learning activities listed under each concept serve te inte-

.* grate sociological concepts with HPERD course/program deve]opment:'

v

OBJECTIVES QF THE MODULE . )
- ~On comp]é%ion of this module the HPERD profesfg;nal should be able
to: ) .
]{ Understand and identify the social and demogfaphic character--
istics which distinguish\older age groups from young age groups.
‘ 2. Understandfand be able to describe the social stresses unique
to the older population.
3. Understand the Chaﬁgiqg leisure patterns and their nature associ-
% ated with aging. L I ' )

4. Integrate aspects of the sociology of agfng into either exist-

" ing or new HPERD courses/programs.

I. Socio-demographic characteristics of the elderly population.
Conéept I: The socio-demographic characteristics of the aged
/ ’/' ? population are related to the social hea]tﬁ';nd well-being of that
/(/ population (2, 12, 13, 18). Besides age, socio-demographic characteris-
/ tics traditionally include socio-economic status, sex, and ethnicity.

A. Aging of a population fs’ due to decline 1n bwrth rate,
decline in death xate, or both. Decline 1n birth rate decreases the num-
ber of young, thus increasing the proportion of the elderly. Decline in
death rates of the elderly increases life expectancy and, consequently,

"
the age of the population (18).

33




24
> B. Relative to other countries, the United States is clas-
sified as "aged" by Unitgd Nations dehographers bgcause.ovef 7 percent
of its population is age 65 Br older. The agéé popufatfbn in the United
States is growing in terﬁs of humbers and in proportién to the "young"
(18). ° *
! C. Morg than. twice the number.df.the "poor" exist among
the elderIx than among the rest of the population. Of non-white e]der]ys
. 50.2 percent are classified as “poor," compared to 17.9 percent of"a11 |
elderly, and 8.0 percent of the total popu;ation-(ls).
\ D. Males have shorter life expectancies than females. Whites
tend to have longer life expectancies than non-whites. " The average life
expectancy for both sexes and all ethnic groups combined is around 74
years (8). White females have the longest, while non-white males have
\the shortest life expectancy, approximately 78 years compared to 65 years,
respectively (8). Such profound differences cannot be attributed to
ethnic-genétic factors alone. The stark 1ife expectancy differential
between white and non-white populations is most likely highly related
to economic status; which in turn relates to quéT?i} ef health care,
" health knowledge, nutritional stakus, and health in general (2, 20, 25).
’In terms of life expectancy alone, it does not pay to
be born non-whi te male, or worse, a non-white male in our society (for
fﬁrther information see the module on psychology of aging). ‘ .

E. Leisure behavior is affected by social demographic fac-

tors (12, 13, 18). P \ Vs

A
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LEARNING ACTIVITIES:
Objective: To understand the population growth patterné of the
elderly, their effect on health and well-being, and the implications for .
HPERD. ! ' P

. o .
1. Identify the demographic char%yteristics of the 65, 75, 85, and
95 year age cohort. What is the proportion of males/females,.incéme
level, proportion of white to non-white American;; education level, and
health sfatus? . _ '
2. ldentify those demographic faétoré which prediét-short versus
long life expectancy. ’

f

3. Understand, discuss, and/or implement the.implications of socio-

-

demographic characteristics of the older population to HPERD course de-

»

velopment and/or program planning.

' II. Aging an& social stress. ’ ‘.

Concept I: Unexpected and unwanted loss, deprivation, separation,
and/or change are stresses which affect the health and well-being of the
older populhtion (2, 4, 6, 19,°22).

A. Age a]oﬁe is not a good predictor of health, sense of
well-being, life satisfaction, or successful aging. However, it is when
combined with socio-economic status, personality, quality of friendships,
and involvement in activity (1, 2, 13, 16, 21-24, 26 see also 2b in
"Psychology of Aging"). The loss of szﬂﬂﬂﬁﬁﬁed change in those fac-
tors is associated with poor health outcome. '

B. Undesired change from social integration to social iso-
lation is related to poor health (16, 19, 21; aiso see 4b in "Psycho]égy

of Aging").
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1. Suici&e.is associated with age. Age combined with

other factdrs sbch as poor health, povert&,'ﬁbnig of hopelessness and

" despair, being a male, alcohol mis@;g, and unwanted docial isolation

‘help predicy suicidal behavior (9,19, 21, 22).

J .
© €. Timing is a factor whiczészects the perception of an

event as a social stress. There is a "t#
»

for choosing one's life's work, for retirement, for children leéving hame ,

" for marriage, for parenthood,

and for death. When events occur "off time" they may be stressful (22).

) D. Loss within the social Gontext‘such'as the death of.a
. Vi

\
significant other (family, colleague, friend, or pet) is related to pre-
mature morbidity and mortality as well as to personal growth (5, 15, 19,
, _ \ ; g

22). N \ * -

. ’ ’
L] . -

E. Loss of employment or forced retirement is assqfiated

-

with poor health outcome (4, 26).

F. Forced or undesired change of riéidehbe«is associated
with poor health outcome (4, 16).
G. Downward change in income level and low economic ,status
are associated with poor heé]th outcome (2, 4, 50, 21, 25). :
~ Concept II: To a large extent, society détermines the array of tpos—
sibT; resﬁonses to social stress (1, 21, 22; see 4b in "Psychology of
Aging"). ’ .
A. Society tends to stratify itself by age. Each age has ’
qits own age status and norms which define expected or preferred behavior .

(1, 21, 25). Aspirations concerning health, activities, and accomplish-
ments tend to change with age. )
B. The behavior of older people is affected by their per-

ception of societal attitudes toward them.(15, 23, see 35 in "Psychology N
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of Aging"). Some societies, like individuals, apparently have the ca-

pacity to foster closeness and high affection within themselves, while

others do not. This capacity seems to be unrelated to ‘available food

supplies or other basic survival needs (15).

1. Unwanted isolatiaon is related to poor health outcome
(21, 22;'see 2b-c and 10a in "Psychology of Aging"). Thirty percent of
those age 65 and older live aione, with non-families, or in institutions.
Seventy percent of 'the elderly live with their families (16).

2. The medic;l care system tends to avoid those older

"patients who are poor, dying, inactive, or unattractive compared to those

who are i11 but not dying; mobile, and have attractive personalities or
physical features (15, 19).
l C. Associated with perceived hopelessness is despair, de-
pression, sufcide, andvother poor health outcomes (]1).
_ Concept III: Generally, older people adapt well to old age, but

the variation is great (1, 21, 25).

| A. With age comes experignce in dealing with social and .,
other stress and tﬁe.aQility to foresee stress (7, 22, 23).

B. HPERD programs may provide a means for helping the

older person adapt to social stress (7, 17).

LEARNING ACTIVITIES:

Objective: To empathize erstand the effect of social stresses

upon the aged and how thiy may be mediated by HPERD activities. .

1. Identify the predictors of high morale, life satisfaction, or

—
happiness among the aged population. Note the influence of sex, socio-

economic, ethnicity, and education factors.
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TR T s and "discuss ‘the predictable and ‘unpredictable socjal
sg;;lses which you have had to face up tq;;oﬂ. To what stressés and
crises must the older person adapt? | ' ///§'
3. Describe the differences.in social expectations for the person
age 15 to the persdn age 75 years and for the dying person; Suppose a
conflict between socjal expectations or "norms" and personal désires
exists. What might be some possible stre§s outcomes? m_uf~.~_v»-
4, Deveiop and/or implement an HPERD course/program which inter-

venes to reduce the stress of loss, separation, deprivation, and/or
change. - Y |
5. Develop and/of implement an HPERD coursé/program which inter-
venes to increase the probability of health, life, satisfaction, or im-
proved morale.
| 6. Assume the military dr&ft has been reinstituted (a social

i stressor). Those men and women between the agéé of 1é and 45 yeafé are

_ being Eonséripted. You receive your draft notice. If you are too young
or too old, assume someone close fo you is drafted. Write down your
emotional reactions. H"the draft "time}{“ for you? Any sense of de-

. spair? Do you wish to run away or to "join up" immediately? Analyze
ﬁhe chain reaction of stress. How does.conscription affect others ia
your 'social network? How might HPERD proérams help you cope with your
feelings? ‘ .

7. Des%gn and/or implement an HPERD course/program for those el-
derly labelled "widowed," "chronica}]y i11," or with "end state" or
"termiha] illness" either in an institutionalized or non-institutipna]ized

~

environment.
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means to deve1oping.1ntimate friendships, improving health, providing a

meaning to existence, and reducing the impact of social stressors.

—

.
| 4

*

8. Analyze and discuss activity, play, and creative movement'as =~
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MODULE 2: THE PHYSIOLOGICAL ASPECTS OF AGING
? . * INTRODUCTION

Aging.procgsses are Studied on many ieve]s, from the microscopic,
cellular level to thé:anatomic,.structural ;éVE]n The gerentology stu-
dent studying the physiology of aging is often.gurprised by the emphasis
on thelcell and its related theories. The understandﬁng of systematic
age changes rééts upon knowledge of age1§$1ated and age-caused ce]]g}ér
changes.( However, -as Shock has noted, é éqmprehensiwe, valid theory of
aging wi}] have to be concerned with the total organism more so/than
with any'one cell, organ, or system (51).

Ggpera]]y épeaking, the Body's physiological systems decline with
age. Yet how many of the changes are due to aging per se or tb environ-
mental and other effects remains unknown. Death, it may be said, 1s the
capitulation oﬁ"tﬁé.biophysiology to stress or a set of stressors. Selye
observed long ago that no one ever dies of old age. One or more oréans.
phen one.or more systems, simply fail to function. One weak link in the -
chain leads to death of the organism by so-called "old age." Why one
'organ compared with another capitulates to stress remains a question of
interest to researchers. . A

For .HPERD gerontologists, the qu;:§ion is how and to what extent can
the theory and methods of our pro?ession'mi;igate the unhealthy and en-
hance the healthy physiological changes associated with aging? Similarly,

how and to what extent can HPERD theory and methods help the individual

adapt to physiq]ogica] changes assotiated with aging and old age?
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In keeping with the AAHPERD tradition of.stressing preventive, in-
terventive, and postventivé measures, this module will k]) present in-
formation necesséry to educate‘fhe student about aging processes, (2)‘pro;.
mote an awareness of bodily changes and suggest alternatives for healthier
living, and (3) address inquiries about on-gofngtphysio]ogical processes
and how to cope with them.

* This module will focus upon the following major themes: o
1. Normal and pathological aging fall on a contiruum of healthy
aging. | |
2. Research on age~-related cellular change is basic tp understand-
ing the physiology of aging and its theories.
3. Phy§io]ogica1 systems change with age.
q, ’It is hypothes%zed that HPERD programs have some healthy effect
.upon the physiology of aging for some duration. No HPERD program can
* prevent the ultimate physio]dgica] dysfunction called death. It is fur- -
ther hypothesf;ed that HPERD programs can serve to help the individual

adapt to physiological age-related or age-caused changes.

The learning activities are designed, by and large, to help the

reader translate each concept into HPERD programs.

OBJECTIVES OF THE MODULE: N

Upon completion of this module, the HPERD professiona] should be
able to:

1. Understand the basic physiological process of aging and some
theoretical perspectives.

2. Be able to distinguish between normal and pathological aging

whenever possible.
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3. Integrate knowledge goncerning the physiology of aging into

HPERD program development.

« I. 'Normal and so-called pathological aging f&]] on a continuum of health

‘aging. o . "[1}

/
Concept I: "Aspects of physiological aging labeled "normal" or'“patho-l

4 n

. 1ogita1" may be obvious in their extreme forms but difficult to distin-
guish otherwise. ~ | . ' | -~
A. .Physio1ogica1 changés in‘aging have been documented in.
the longjtudinal.researéh of such investigators as Shock (51, 52), Birren
(7), and Palmore (45, 46). |
B. In the Duke University Longitudina] Study of.Aging Long-
Lived, pé;ho]ogy—free individuals we;e found: The prehictors of what
Palmore (47) and others like Chebotarev (13) in the Soviet Union call
"successful aging" (e.g., 19ng-1{ved and free of pathology) were (1) be
a non-smoker, (2) have® a positive outlook on life and a positive self- //
concept, (3) have moderately good physical function, and (4) maintain a
“role in society.
‘ C. A major characteristic of pathological change with age
is the shift from acute to chronic disease (1). Often the fine line bg-
tween "normal," "borderline,"” and "diseased" is difficult to discern.-
An exémp]e involves the normal increase in blood pressure with age (1).
Some, but not all older adults deve]pp hypertension, a.chronic diseasg.
If precursor, suBt]e clues were identifiable as aging occurred, then e
interventive actions could be executed. These "clues" are still being

sought through research.
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D. 0 §TfYT/;;:;;s, immunity., arthritis, and osteoporosis
—_— ) _
are some of “the factors and dysfqnctﬂons associated with the pathologies

tS
of aging. Somg of these, such as obesity, have serious -implications for

v

other factors such as diabetes me]]itus,'arteriosterosis, hypertengj%n,

"and varicose veins (62). \ v

»

LEARNING ACTIVITIES:

Objective: To develop an awareneséhof one's predisposition to di-
sease of old age.- | N

1. Have each student fil] ouf thellife expectan;y questionnafre

provided in Can You Live To Be 1002 (63).

2. Once life expectancies are determined,” discuss the various com-
'ponents of the questionna%re.éith an emphasis upon eliciting a change
in ]ifes£y]e.or habit with reggnﬁ to experience, relaxatioh, nutrition,
and chemical intake (cigaretteé,fmarijuana, a]coho];;gté.). |
3. Optional: Discuss the common cau;gsﬁo% déath in middle and
old age (19)1 Hnw_mény of these diseases can be preJented b} "stalled"
by a qhange in lifestyle or habit? .
Suggested audiovisual aid- As]ideVaudio cassétte program, by
'Naymaq Spence, M.D.,'"Leading Killers-of Today," .Spenco Medécal Corp.,
P.0. Box 8113, Waco, Ter A small pnq}'anp post-slide show quiz is in-
cluded in the teaching teifﬁ;)The slide"program is designed to give-in- .
sights and teath attitudeﬁ'ég well as facts.. Permission has been granted

to reproduce the teachingitext for group use. S

age K
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II. Research on age-related.cellular change is basic to understanding
the physiology of aging and‘its theories.
Concept I: The\éradua] 10880 cells is a major characterdstic of
the aging body (51, 58). | §€5 _ ;

A. Few specific cellular changes can be ascribed to aging

+

‘per_se with the exﬁeption of the intragellular accumulation of "age pig-
ments" (1ipofuscin) derived from in vivo studies (58). The limited pro-
liferative capacity of cé]]s (cultured in vitro), however. is an age-
related phenomenon but not' considered a def1nite age change (31).
. ) B. Cell degeneration ultimately 1eads to cell death‘ fo]-
. lowed by necrosis (morphological, changes in the cell). Cellular changes
occurring with age differ from those due to ihjury. In both cases, mor-
phologic changeé dnder]ie the functioﬁa] disturbances. If cell i"j“f%y
is severe enough, or the aging process sufficiently advanced, cell death

. wilyﬁoccur (58 62, 49, 5).

\‘) é. Our body cells are categor1zed as labile, stable, and
permanent. Labile cells reflect a high regenerative capacity (e.g., red
blood and mucosal cells), whereby new cells continually replace ofd,
"worn out" ones. Stable cells do not regenerafe as rapidly (e.qg.,
liver, kidney, and endocrine gland cells). Permanent cells, also the
bbdy's most specialized (e.g., nerve and musc]e‘cells) do not divide to
regeﬁerate themse]ves (2). .

D. Ce]]u]a; organelles such as mitochondria, endoplasmic
" reticulum, lysosomes, and nuclei have demonstrated morphologic centent

. : ¢
or structural changes:over time (22).
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E. The role of age pigments* (lipofusc+n¥~agegars to be -

important in the aging process; however, the exact relationship between
its acéumulation and the phenomenén of blologic aging remains unknéwn. .
Accumdlation of Bi‘é and pieces or mitochondria, endop}asﬁ c reticulum,
Golgi apparatus, a;d ly;osomes within the cé]] are imp1ica;ed.1n the for-
mation of age pigment§ (58, 607722). Lipofuscin does ndl accumulate in
a{l tissues. However, in tissues in which it does appear, its rate of
qeposition is consistent enough to make it a reliable iﬁdex of chrono-
logical age (58, 60). Lipofuscin has an apparent universal occurrence

in phyloggny, and its progressive and irreversibfe acgumulation in post-

mitotic cells has been labeled a "basic law" of cellular aging (10).

s .

LEARNING ACTIVITIES:

Objective: To understand and be able to visualize age-related
cellular changes. ‘ ‘ - . e

1. Invite a physioloegist, cypo]ogisg,‘bathologist, histologist,
or other specialist to give a slide presentation comparing old &el]s
with yohng cells. What are the implications of such changes for HPERD
program developﬁent?

2. Discuss how cellular change might affect and manifest itself
in the aging of selected organs as well- s the total organism.

3. Have slides made from biology books or journa]larticle photo-

graphs that will exhibit structural changes in the cell and its

organelles (49, for normal cell; 22, 58; 51, for aging cell). Overlays |

*One note of caution is warranted: age pigments are NOT the brown spots
that appear with age on hands, arms, etc.

47




-

4

39 . .

-
o

for an overhead projector may be burned on a thermofax machine once a
photograph has been xeroxed. These are as effective as slides.
4. Suggest reading mater1a] for undergraduates (]9), and graduates

(58 Ch. 22).

Concept II: The crosé]inkage theory of aging has inp11cations for
degenerative disease and longevity.

A. Bjorksten's crosslinking theory, first described in
1942, finds cross]1nkage responsib]e for many of the secondary and ter-
tiary causes of aging (8). Cutler (17) 1np]1cated crosslinking as a
primary cduse of many aging processes such as loss of elasticity, sclero-
sis, and failure of the internal syotems. ‘

B. Crosslinkage reactions are.the result of crosslinking
agents found within the human organism or in the surrounding environment
to which the organism is exposed. Examples of crosslinking agents are
1ntermed%ate metébo]ites;of the Kreb's cycle, metals such as copper and
manganese and 1on1z1ng rad1at1on (8). These crosslinkage reactions
‘are likened to the tanning of hides and the vu]can1zat1on of rubberh(B).

C. Collagen, the most abundant of body proteins, has been
the major body protein involved in this theory. Due to collagen's
ubiquity, the obvious manifestations of crosslinkage can be disastrous.

D. Consequences of gradual but progressive crosslinking
appear throughout the body and interfore with such factors as mobility due
to decreased t]exibi]ity of muscle fibers and tissue oxygenation.

The rationale for focusing on crosslinking theory is based on

. (1) its popularity and acceptance in the field of gerontology and
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(2) its implications for intervention. For ‘example, since crosslinking
agents can be free radicals (which are formed by preoxidative reactions),
_~antioxidants can be administered.to deter the crosslinking process (28).
Oxidizing fats, such as polyunsaturates of the cell membrane, are also
crosslinking agents. Simp]y_stated, tpeorists have recommended the in-
take of antioxidants such as selenium and vitamin E an& a reduction in
the ingestion of both saturated and polyunsaturated fats, or complement-
_ 1ng the intake fats with an antioxidant ) ' . L
™ For more 1nformation on prophylaxis and th@?'py regarding cross-
liﬁking, refer directly to Bjorksten (8). Resolving one'§~own belief
.~ or having an opinion about the practice Bjorksten recommends Qi]] ser
to prepare the teacher‘for the often asked question:' Do you't@#e vitamiQ \
. E and/or do you believe that this will heﬁp deter sople process of qg?ng? ~i:i;~\xf
‘Q Be prepared, g ‘

LEARNING ACTIVITIES: - ' .

Objective: To explore the implications of. prevent1ve, interventive,
and postvent1ve hea]th behav1ors .

1. On the bas1s\of the matenma{ presented so far, ask the class -
to fnterpret the theory practically and with re]évance-to themselves,
their parents, and thejr grandparents (30).

2. ‘Dfscuss-gpe ingestion of metals found in foods and water (29),
//ﬁl the effects of solar radiation, and the status of vitamtin E as an anti-

oxidant (32, 25, 6); There are considerable differences of opinion,

especially between the viewpoint of U.S. RDA and proponents of free-

-

radiqp] and corsslinkage theories. .

\\\
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3. As a health educator or other HPERD peressional, discuss the

impfications of crosslinkage theory for your program.

III. Physiological systems change with age.
Concept I: Age-related changes in the cardiovascular system occur.

A. The predominant form of vascular changes associated with

- age is characterized by arteriosclerosis. Because of its universality in

almost all animal species and because of its progressive bns]aught with
advancing age, it is considered an inevitable manifestation of aging (58).

Atherosc¥rosis, the specific name for alferations such

as atheroma or plgques, is a type of arteriosclerosis. However, the terms

often are used interchangeably. The approximate time sequence of the de-
ve]obment of afteriosclerdsis with respect to specific patho]ogi; changes
has generally been established in North America (58, 41).

B. In brief, the functional changes of the cardiovascular
system are listed below. For an in-depth e*p]icatjon of each item, re-
fer to the relevant source;t '

| Functional changes with age appear to inciude the
following:
1. Decreased heart rate in response to.stress.
2. . Decreased efficiency of the heart as a pump.
3. Decreased velocity of contraction and relaxation of isolated
heart muscle.
4. Decreased rate of cardiac hypertrophy.
5. Stiffened and dilated arteries.

6. Diminishing roles for elastic and smooth muscles in determining

e]aﬁtic properties (the 1att§r all determined progressively by co]lagen).'

20
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7. Increased peripheral vascular resistance.

8. Increased d?gan'perfusion, in general.

8. Increased tendency for blood pressure to rise, but not in all
individuals and populations (22, 37). - |

C. An increase in blood pressure is a major concern of aging

adults. Factors that would cause an increase in blood pressure with age
are (58) (1) increasing arteriosclerosis and atherosclerosis and (2) de-
creasing renal blood flow:. .

s/

A Hecreasgd cardiac stroke volume agd?éh increasing vol-
ume of the aorta would tend té decrease bloodgpressure. However, other
factors that change with age may cause blood pressure fo in¢rease (e.g.,
increased salt intake, stres$, or obesity).

| D. Doe$ blood pressure change in progressive and irreversi-
ble ways in every individua]?

. Bender (4) looked at cross-sectional studies of American
and European populations. The results generally showed an increase iq
systolic pressure with age and a slower rate of increase in diastolic ¢«
pressure. Diastolic pressure also showed a leveling off or decrease in
old age, resulting in increased pulse pressure. Longitudinal investiga-
tions by Norris et al. §44) confirmed "an increase in systolic pressure
with age, and an‘increaﬁe in diastolic pressure between 20-29 years and
60 to 69 years but with an equivocal difference between the latter group
and those 80 to'92 years old." They also noted that exercise caused in-

creased systolic and decreased diastolic blood pressures without signifi-

cant age differences.

ol
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F.-iDeV(ies and Adams concluded from their all-male study of
increasing blood preésure at various workloads that the vasomotor response
to exercise was not affected by’age and that differences with age in
blood pressure levels were mani festations of the increased periphe?a]
resistance present at rest (20). Kohn (36, p. 293) states, "These data
suggest an age-related s]uggishness in cardiovascelar reactivity that is
apparent during postural changé and recovery from exercise, but not in
response to exercise.”

F. Kohn (36) organizes cardiovascular disease into three
categories:\ arteriosclerosis, hypertension, and amy}oidosis. It is
assumed that you are familiar with the definitions of the first two cate-
gories; hence only amyloidosis will be defined. |

Amyloid is a mysterious substance which accumulates
within the body and is‘éssociatéd with various diseases. In the.cardio-
vascular system, amyloid is deposited petwee%zgardiac myofibers; beneath
epicardium and endocardium, in hear; va]ves; and"in the walls of arteries,
arterioles, and 2api11aries. It is unclear whether or not amyloid de-
posits are an aging proce:s (36). Some reports(have suggested that a
form of amyloid may be a normal component of connective tissue and.that
diagnosed.individua1s have excessive amounts of this "normally occurring
substance" (36, 64, 59).

G. Morphologic changeé in arteries with age will not be dis-
cussea here. However, the most consistent age changes in arteries will
be;qentioned. They are: (1) the redistribution, thinning, and fragmen-
tati;;—of elastin and (2) the accumulation of collagen, calcium salts,

and lipids (22).

O3
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In brief, the aging of collagen is characterized by
progressive insolubility, increased chemical stabilization, and increased
stiffness. |
' "Changes in the properties:of collagen probably consti-
tute the most definitive_.basic aging process that has been observed in
nammals” (36, p. 311). o
H. Increpsed stiffness of connective tissue may account
for {nefficieney of the heart to pump, the increased peripheral resistance
with age, and the trapping of impdrtant cellular substances.
In summary: .
1. The cardiovascular system was not designed for a'very long 1ife.
2. It contains fixed postmitotic cells.
3. It is rich in co;nective tissue that loses elasticity.

4. There is a poor blood supply to the media of arteries.

5. The system is subjected to continuous stress.

LEARNING ACTIVITIES:'
Objective: To learn of the developmental aspects of cardio?ﬁscu]ar
.¥unctioning: ) | ' . |
7 1. Investigate the developmental changes in the anatomy of the
cardiovascular system. How does.this system change with age? What are
its implications for ‘physical activity and for health education? .
2. Investigate and discuss the developmental aspects of arterig;,—///

sclerosis. View slides of normal and aged arteries. Discuss and describe

the variations. What might be the implications for HPERD programs?
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3. If one is interested in diseases of the cardiovascular system,
use Spenco slide program on diseases ?f the heart. Although the program
comes with_éﬁ audio cassette,vone may adapt the slides to the lecture.

4. Discuss prevenfive action in coronary heart disease? Teacher:

bé prepared to entertain physiological questions concerning the roles of

obesity, diet, exercise, and stress upon longevity.

Concept II: Age-related changes in the nervous systeﬁ occur. .

A. Degeneration of the nerve cell body is reflected by (58)

3

a loss of cells and a chahge in cell size.

. ' The loss of neurons are many thousand per day fhrough-
out.the latter half of life. The surviving neurons are atrophic and may
show chromato]ysis,:fat, ahd lipofuscin accumulation. Certain ganglion
cells increase in size due to-the accumulation of materials su;?/as fat
and lipofuscin. Cells may also increase in size due to swelli g (i.e.,

Perkinje cells (53)). ‘Parenchymtous tissue of the anip is postmitotic;

hence once destroyed, a cell does not replace itself.
S ' ’

-

. B. Glial cells increase with age. This incr%ase is pastu-
lated to represent a compensatory process of the brain to overcome mor-
phologic and functional neuronal loss or neuronal changes due to aging
(58): |

o C. Various forms of vascular degeneration are seen. An @
example of this is the perivascular plaques of Scholz comprised of amy-
loid (53). (See previous sectioﬁ for explanation, of amy]oid'depos%tion.)

D. Macroscopically, the brain atrophies with age. In

summary:
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1. There is a decrease in bra1n we1ght (a brain at age 70 may -
weigh 160 to 200 g less than it did at age 20). -
2.hﬁﬁyri are narrowed.
Sulci are widened. ‘ :

Cortulis is thinned.

3
4
' 5. White matper-is.reducea.
6. Ventricles end subarachnfid.space are dilated.
7 Pia—arachnejd is more adherent than in the young.
8

." Walls of the ventricles may'be studded with granular excrescences
. .

.;//’\\(53)'. e o | ' o,

E. The spinal.cord is.also affected. AtaXia of the aged is
related to loss of nerve fibers.in';he dorsal co]umns:anq‘the spinocere-
bellar tracts. Also, some muscle weakness may, correlate with loss of
anterior horn cells. Other changee involve loss of fiber in spinal nerve
roots and peripheral nerves. Changes in the axons and their mye]inaeion
and thwann cells may also occur. ‘Spinal fluid protein, howeeer, is not
significantly changed in th: e]der{y (58, p. 938).

F. Morphologic changes occurring in the arteries of the
brain are similar to changes occureing in.other arteries of the body.
Degenerating smooth muscle is replaced by collagenous tissue. #ai]ure
of arteries to detract or retract is attributed to the fraying, frag-
menting, and calcification of elastin fibers or to an increasing cross-
linkage between e]aetin and collagen fibers that holds elastin fibers
in a stretched position (10). ;

Changes in overall cerebral blood flow and oxygen con-

sumption suggest rap1d fall in the circulation and utilization of oxygen

"y

1
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in the brain ffqm childhood through early adolescence. This is followed
by a progressive but mbre\gradua] reduction later on (58). Interpreta-
tion of these findings has led scientists to indicate that the fgnctioha].

competence of the brain progressively declines, depending on metabolic

and circulatory changes with age.

Timiras (58) points out that "arteribsclerosis of the
cerebral vessels rarely constitutes an isolated process but is commonly
aséociated with deterioration in other‘ﬁé}ts of the cardiovasculay system."”
Thus the effects of degene}ation of the cardioyasqular system upon the
central nervous system illustrate that age-related changes are complex
in origin. | ‘ | »

Practically speaking, proper nutrition and adequate ac-
Vtivi;y can sefve'as interventive factors to maintain the functional in-
tegrity of the nervous system via the cardiovascular system.

- G. Arteriosclerotic changes and the accumulation of meta-
bolically ihert intracellular pigments impair the respiratory activity
of nerve cells. Thus, in a general sense, the agirig brain can be
viewed as hypoxic.‘ Studies haQe indicated that infermittent hyperoxygena-
tion (hyperbaric treatment) can materially improve cognitive functioning
in the aged, although it does not reverse or slow down basic degenera-
tive processeg (58, 33).

H. Impaired excitation of receptor organs may be somewhat
responsible for a decrease in response to various environmental stimuli
as a result of the aging process.

Changes in the sense organs show variation and are

progressive and gradual.

~ . “
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(
1. The eye: vision.

a, Eyes may be conceptualized as young or aged at any chrono-
logical age. ,

" b. Certain progressive changes are physiologically based, such
as loss of accommodatien, drying aﬁd opacification of the lens, depig-
mentation of the iris, and loss of retinal reflexes.

E. Other changes, although not necessarily pathological, may
begin earlier in life but assume a more malignant aspect with advancing
age. Examp{es are g]aucoﬁa,alens opacffigs, high myopias, and vascular
changes (2%, 58); | .

d. As one ages, eyelids and surrounding skin become thinner,
wrinkled, and more pigmented, exhibiting keratosis (58). Bags may appear
below the lower eyelids. S

‘e. Lacrimation increases due to increased susceptibility to
cold, wind, and dust (58).

f. Characteristic changes of the 1ens; such.as a decredse in
lens metabolism and lessened permgpbi]%ty, iﬁpair transmission of light
(58).

g. Timiras (58) points out that aithough ;ge of onset varies
widely, practically every person will acquire cataragts if they live
long enough. Every lens opacity is a cataract, but its importance ié
critical when it interferes with vision.

h. The elderly have difficulty adapting to the dark and dis-
tinguishing light intensitiés (53). In order to compensate for impaired
transmission of light, a decrease in‘adaptive response, and changes in

degree of elevation of the eyes (53), simple recommendations can. be made.

T~
J(
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Preventive and tnterventive advice would include education

about developmental age changes with emphasis placed on variatidn and

individual differences of the aging human. Ignorance is not glygig_b]iss.
Interventive measures would include eye exercises (14). At work, a rule
of thumb may be to double light intensity every 13 years (12). Preventive
measyres are not always successful at maintaining or preserving func-
tional efficiency once certain staées of deterioration are reached. How-
ever, equcatioq‘aﬁd explanation of certain disorders can mitigate anxiety
‘over impairments, the need for surgery, and the recovery periods. .

J i. The most important nerve changes associated with senility
are those caused by ret1na] and cerebrovascular diseases, accidents, and
glaucoma (58). Resu]ts of the latter may produce pathologic excavation
of nerves with loss oF vision and visual fields.

2. The ear: hearing. ' \
a. Changes in auditory acuity may be due to physiological de-

generation and/or external influences (23).

b. The term presbycusis was coined in- 1891 and refers to the

progressive, bilaterally symmetrical reduction of hearing accompanying
the natural aging process (11).

There are four types of presbycusis, characterized by the
afé&uof the ear which is affe;ted by the disease (15, 35, 38):

i. Sensory presbycusis: atrophy of the organ of corti,
_ which contains the sensor} cells for'hearing. ’
ii. Neuraf presbycusis: loss of neurons along thg audi-

tory pathway from the ear to the brain with corresponding loss in dis-

criminatien of speech. -
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“-iii. Metabblic presbycusis: atrophy of the lining of the
sac that contains the hearing organ and is thought to provide_if_with
nutrition and circulation. This produceg a fairly uniform loss of pure

. tone.
ivw. Mechanical presbycusis: stiffening of part of the
hearinﬁ organ. Hearing loss increases as tones become hfgher.
c. Symptoms of presbycus1s include
i. Difficulty with high tones (h1gh frequency loss).
iq. T1me lag between’ rece1v1ng a signal and actually
understanding it.
“’, : iii. Tinnitus (ringing in the;éar):
iv. Vertigo (dizziness).

V. Recruitment (abnormal sensitivity to Toudness).

-
.

Atrophic changes to the ear.
d. Other faétors which may cause difficulty in understanding

speech are: - *

i. Loudness‘récruitment.

ii.  Auditory fatigue.

iii. Slowing of central reaction time, particularly if it
is fast or loud, or if the background is noisy.

"In terms of intervention, dne would probably want to speak
slower and reduce or omit background noise when addressing a hearing im-

paired adult.

e. A blessing of old age is the lessened tendency toward motion

sickness. This is partially the result of reduced labyrinth in sensitivity

4
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' 3 . T}s te - ,-‘" '
,"\a. The number of taste buds is gradually reduced with*increas-
'?. ing age;/ Approximaie]y 8Q percent of elderly persons have demonstrable
. _hypoglusia. Other changes are: _ \
. R . ”d.""‘w
b. For taste tp be effedtiyg, a higher stimulgtion is needed
in the elderly. -
e c. A reduced flow of saliva is reperied.

- ——

. NI T .
d, Missuring or furring of the tongue occurs.
L}

\
~e. Loss of 31asticity in the mouth occurs.

< -

4. Sensation. o

a. Paresthesias, or ﬁain 16 the hands and feet, occurs often
in the elderly (53). | ) -

b. Decreases in sensitivity may be partially due to degenerat?ve
changes.in the peripheral nervous system and nerve endings.
“¢. Deep sensation is impaired in he lower limbs. Soie hypothe-
ses presented to aécount for phis change are:

i. Inadequacy of b]oéﬁ supp!y to the spinal cord, spinal
nerve roots, and peripheral nerves. ' \ )

ii. Damage to .spinal roots.

iii. Dietary deficiency (thiamine).‘

iv. Cervical spondylosis, which also may account for symp-
toms such as paresthesias,'muscle.wastiqg in the upper limbs, and various
degrees of spasticity and ataxia in the lower limbs (53). .
5. 'Reflexes.

~a. Deep reflexes are commonly impaired in the elderly, or they

may be absent {as in the ankle jerk).

60 '
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b. Studies have demonstrated a loss of functioning motion
units. | |
c. .A slowing of the maximum impulse propagation velocities in
the motor nerve.
6. Speech.
a. Speech/sound production may be affected by lesions of the
central or periphef&] nervous system.
i. Speech intensity and duration are reduced.
_ ii. The vocal range is smaller, and quavering may appear.
. iii. - The tone may be higﬁ'pipphed, nasal, and monotone
(hearing deficiency may also affect speech).
iv. A lack of sufficignt breath due to altered posture
"or obesity may affect voice prbduction.
V. Tone may be affected by loss of elasticity and hyper-
trophy of the laryngeal muscle.

vi. The sluggishness of the oral cavity may help to pro-

%

-

duke muffled sounds.
I. It'would appear that the "global" declines of central
nervous Ssystem (CNS)'functions does not seem to be a necessary prerequi--
site to accelerated aging in general or to a shortened lifespan. Rather,
aging in specifﬁq areas or systems of the CNS is capable of inducing suf-
ficient asynchrpn{city to disturb thé normal function of cells, tissues,

. "
and organs and to lead to precocious senility (58).

LEARNING IES:
Objective: To promote a better understanding of developmental . and
N :

\. .
pathological nervous system and\related changés due to age or other

L4

factors.

o
)
‘__/:
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1. Discuss senile dementia versus p;eudosenility (21). Stress the
implication gf preventive and interventive actions.

2. Describe and discuss patho]gﬁies of the nervous sy§:§?. The
Spenco slide program entitled "Neurological and Related Diseases" by
Wayman Spence, M.D., may be of some relevance.

What are the implication$ of nervous system-related dysfunction
or pathology to HPERD program development? How might HPERD programs
serve to mitigate nervous system-related dysfunction or pathology? How'
might HPERD brograms serve to help the older adult adapt_to nervous

system-related dysfunction or pathology?

Concept III. Age changes in the lung and respiratory system ocecur.
A. Structural changes that may occur include the following:
1. Calcification of costal cartilages. )
é. Increasedﬂiyphosis of the spine.
3/ Degeneration into vertebral discs and increased
spinal curvature méy give appearance of "barrel chest" (58).
| B. Age-related changes in pulmonary function:
1. Age, sex, and height are three factors showingxs?e

N

highest correlation with tung volume, whereas weight and body surface .

area have been shown to be poor predictors in estimating lung volume. i

2. Cross-sectional studies of the general population "”'i(

¢ * o ~
revealed that total lung capacity is less in older individuals. Since
these cross-sectional studies could not separate the effects of (a) in-
creased avefage height of the general population and (b) decline in

height throughout later 1ife, these data showed that measurements of

total lung capacity are best predicted by height alone (43).

1 . 62 -
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3. There is a‘decrease in vital capacity. The mean de-

crease reﬁﬁrted is 26.4 ml/yr for males and 21.6 ml/yr for females (58).

~ Although men have larger vital capacities initially, the rate of decline

; ]
with‘age is the same for both sexes. The normal va&ues reported for .

¢

non-smokers in pollution-free envitynments were greater than those re-
N : .
~
—

-

ported for smqkeré of urban gnviroﬁments.

4. Since vital capacity decreases with age and total
Jung capacity remains constant, residual volume must increase with age..
The ratio of residual volume (RV) to total lung capacity (TLC) increases
ffom about 20 percent at age 20 to 35 percent at age 60. This RV/TLC
increase takes place predominantly after age 40 (9).

5. Expansion of the rib cage accounts for 40 percent
of the change‘in lTung volume %n younger pedp]e, while movement of the
diaphragm is responsible for the rgm;inder (3).

. ®
6. Maximal oxygen uptake in males peaks at age 20 and
{ .

-

then declines with age (18). The proportional decrease in maximal oxygen

~uptake with age in females is ASimilar when their initial exercise capacity

is taken inte consideration {3).
N .
7. Maximal oxygen uptake has been shown to increase in

both middle-aged and older men and women (61, 1).
4

8. Pulmonary diseases are greater in older individuals

than in the general population. One cannot asses& if this is due to

“aging per se, although the inffidence of infections in pulmonary disease

is greater in the elderly. This may be the re of associated debi]i-r
tating diseases. Tubercu]osfs of the el y is %riqari]y the reinfection

type (56). Pulmonary embolism is a frequent cause of death in thengjderly,

4
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which increases with age in a linear fashion (42). Emphysema and pneu-
menia are other pu]ﬂ%nary diseases. Lung neoplasms and chronic obstruc-

“tive pulmonary disease are related to age and cigarette smoking. -

LEARNING ACTIVITIES:

OBje;tive: To reinfokce by visual aid, anatomical and physiological
changes in the Tung and respiratory system due to normal aging and patho-
logical aging processes.

1. Spenco slide p#égram "Diseases of the Respiratory System" has a
good sampie of pathological diseases relative to aging. There is one
“s1ide of the normal lung. These slides may be shown in conjunction with
a discussion on developmental physiology and ensuing pathology due to
age, as with emphyéeﬁa.

2. Provide for the class breathing exercises. Often students are
unaware of their poor pgsture and breathing habits (14).

. _ 3. Discuss the hazards of both first- and second-hand tobacco smoke.
Your local chapter of the American Lung Association can provide you with
materials re}evant to your discussion.

.4. You are working with an aged individual with emphysema. Develop
a systematic plan to help him or her either reduge the effects of this
dysfunction or cope with it in 2 better fashion. First, it may be help-
ful to really understand the debilitating effecté of emphysema. Contact
yout! local American Lung Assoeiation to obtain a film describing the
pathology. Another choice is to have a person with emphysema visit to
talk with the group or class. Is all emphysema caused by overindulgence in

smoking behavior?
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Concept IV: Age changes in the gastrointestinal system occur.

A. There éxists a decrease in acid secretions for both males
and females who showed atrophic gastritis. HoweveE, other studies showed
no difference'in acid output at any age whén results fwere not expressed
against body weight (22). |

B. Atrophic gastritis is a very common form of gastritis
in the elderly. Hiskologically, atrophic gastritis is characterized by
the thinning of the gastric mucosa and muscular wall. The gastric g]ands
are destroyed or lost by infiltration of_thé mucosa with lymphocytes,
gpsinophils, and plasma cells. Gastric atrophy.is characterized by an
apparent loss of normal fundic glands (22). 5

C. Changes in.the gastric physiology in the aged are sum-
marized below: | .

1. Hyposecretion of acid, intrinsic factors, and pepsin.
2.. Increased incidence of atrophic gastrifis leading
to the development of intestiﬁa] metaplasia.
Interestingly, atrophic gastritis increases the risk of
carcinoma of the stomach twenty-fold over age-matched controls (22).

D. There has Séeh no concrete evidence (except for Guth
(26)) to show that diminished absorption of nutrients occurs in normal
elderly pe}sons (58). 'Reports do suggest thét reQuced intake and poor
‘preparation of food are the causes for low serum vitamins anﬁ minerals as
well as 1pcreased body loss and increased utilization.

E. Some common disturbances of the colon in the aging are

diarrhea and diverticulosis. The major cause of diarrhea in the elderly

is laxative abuse (16).

-~ (i;j
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F. Studies abouﬁ gross and morphological changes that
take place in the liver with normal aging have shown conflicting re-
sults. The liver gets smaller in relation to bod}rweight after 50 to
60 years of“ége. There afe changes in hepatic enzymes that have im-
plications for proper drug metabolism and detoxification processes.

" In summary, -there does not seem to be an age-dependent liver function

../

change.
G.° Insofar as .the pancreas is cencerned, there is no sig-
N nificant difference in pancreatic exocrine function in the elderly (58).

H. ého]e]ithias{s is a common occurrence in the elderly.
In the United States, approximately 10 percent of men and 20 percent of

women between the ages of 55 and 65 years have gallstones (23).

LEARNING ACTIVITIES:

®

.Objective: T! develop an awareness of the diverse pathologies .of
the digestive syst:;:\\ | ‘ |

1. One may show the Spenco slide program entitled "Diseases of
the Digest}ve‘System." Permission has been granted to reproducé for
group use th; script of this text.

2. Discuss the ramifications of laxative abuse. Are laxatives

necessary? Can less harmful, natural substances replace the chemically .

based 1éxative?

Concept V. Age-related ghanges in the kidney and bladder occur.

1

A. Changes in rehal physiology associated with aging

include:

-

1. An early decrease in glomerular filtration rate and

renal, blood flow, as well as other renal- functions.

66



~ the tubules are also impaited with aging. .
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2. A general increase in renal functionihg leading
to pathogenesis.

B. Shock (50) showed that between the ages of 20 and 90

renal blood flow is reduced to about half its original value. Glomeru-

lar filtration rate (meagured by insulin clearance) also decreases pro—x

gressﬁvely with advancing age and at practically the same proportional

rate as blood flow (58). The excretory and re-absorptive capacities ofy _

. ”fgp
-

C.. The reduction in the number of nephrons and a progres--

sive degeneration of those remaining nephrons in Gonjunction with a con-

comitant decline in transport mechanisms, membrane permeability, en-
zymatic activity, and responsiveness to hormonal actisn, etc., of the
g]omeru]ar and tubular cells. may be determining factors in the reduction
of renal deficiency in aged individuals -(58).

- *D. In terms of adapti&e response and maintaining equilibrium
of thg acid-bése balance, the older adult is less capable than the younger

' adult in restoring imbalances to normal.

E. In considering treatment and drugs for the older indi-

vidual, one must consider that the metabolic and ®xcretory capacity of

the-kidney is extremely reduced; therefore cumulative toxic effects can

“occur at a dose. level easily tolerated by the young adult (58).

F. Bladder capacity decreases with age without any ap-
parent anatomjcal cause. The frequency and value of residual urine
increases. .

| G. The sensation of needing to urinate changes with age. |

The need to void occurs when the bladder is a little more than half full
) .

-*

6 ] | 4
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in younger adults. In the aged the sensatidn may not occur until the
bladder is almost filled to c&pacity, and in many individuals there is
no sengatién-ét all. ) ;

H. Ur%nany tract.infections increase abruptly with age.
In women over 65 and meh Nyer-?O the incidenc% of infeciion leaps ahead.

Researchers suggest that two mechanisms respoksib]e for the increased

\.ﬁﬁ\\ ~ ’
vulnerability to infections a -0 - T
_ | T |
1. Gross anatomical change leading to retentinn and - i
stasis. - ~ o,
¢ - -
. 2. Yhe bladder, in some way, contributes to the steril- :

ization Of the urine and this effect is lost as a senescent change (22)..

—~—e ]
1 4
[9S

LEARNING ‘AGTIVITIES: ‘ .

w
_ Objective: To sensitize the student to the problems encountered by

-

the ®Tderly due to incontinence.

1. Discuss the problem of inCO;tinence and the various method§ d

presently beim@explored, to regain controlx(i.e., biégzedback, drugs,
ete. (22)). . _
| 2. When using this unithg; part of a hégnth education lecture, r

consider "the dramafic psycho]ogicaT\bhgnges encountered by the older
adult who has suddenly become incontinent due to i]gness, surgery, 0%

. < l
stroke. Key issues{shou]d be body image, self-esteem, personal hygiene,

and how-otngrs relate to the individual. [

68
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Concebt VI. Age changes of the.reproductive system occur.
A. The female. - ' ' {

1. Estregenﬁleve]s decline significantly in the two .

P

decades” after age 40 and stabilize at low levels thereafter. The de-
cline in estrogen levels has been related to the loss of follicles char-
acteristic of the aging ovary. A decline in progesterone production is

&/ﬂfane of the earliest demonstrable endocrine changes man}fested by the

4 -

1ﬁ¢reas1ng frequency of anovulatory cycles prior to menopause. The ex-

o retion of. gonadotropins increases slightly with age in pre-menopausal -
. A , "
,women~@pd markedly in menopausal and post-menopausdl women.

A ' . 2, Aging of female secondary organs include the

. following: '
Hﬁk?f a. The uterus reaches its magimum weight .at age 30. By age
&\Eﬁ: §50 ithuneergees a 53 percenf weight loss.
o ?ﬁ : : b. Collagen” of the older uterus shows evidence of increased
. eﬁoss]inkage. : .
£ s c.“The vaginaaundergoes,shrinkage and thinning of its walls.
- . d. .The fa1lopien tube diminishes in size and motility.

e. Genera]]y, durlng‘menopause and early post-menopausal years,

)
-

m1]d atrophy of the externa] genitalia is followed by marked atrophy in

_ senescence. | - S
. .« . 2 .
' f. *A loss of subcutaneous fat of the labia majora and minora

av@due to@nona] deficiency.

9. The clitoris diminishes in size.
Y

//J\h. In some casee, sclerotic or atrophic changes of the vulva

ara seen.

69
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3. Changes in secondary sex characteristics.
a. 'Immeaiate]y following menopause, mild thinning of pubic
~and axillary hair and loss of subcutaneous fat occur. Marked changes
occur during senescence.
b. .Estrogen deficiency in post-menopausal women is character-
jzed by flaccid breasts. | .
c. Alveoli gradually disappear and ducts diminish in size.
& d. Size and erectility of the nipples also diminish.

4, "“Menopause is a physiological event associated with
the normal aging of the ovary" (58, p. 531). - The mean-age for menopause
is the late forties. When it does occur in the late forties or early
fif?ies, normal aging of fhe ovary is probably reflected. When meno-

. péhse occur§ earlier, influence of environmental factors such a; malnu-
trition, oVerWOrk; and poor general hea]th are reflected (58).

v 5. Climacteric, or "change of 1ifé," 4s used to de-
scribe thehﬁorpho1ogic and physiologic changes in the body that are a
prbduct of cessation of ovarian function. The climacteric is that
period of time that gives rise to the objective and subjective symptoms
;referred to as thé "menopausal syndrome" (48, 22). These symﬁlnms can
be divided into three categories:

a. Disturbances in autonomic and vasomotor functions (e.g.,n
hot flashes, hypertension, sweat, etc.).
| b. Neurologic, neuropsychologic, and psycho-social symptoms
(e.g., headaches, irrftabi]ity, depression, etc.).

c.- Symptoms of direct somatic origins (hormone deficiency and

imbalance) (e.g., bursitis, diabetes, graying hair, etc.).

()
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6. The reproductive period with the highest frequency

of succeésfu] pregnancies is the third decade, Risks of miscarriage,
.
stillbirth, neonatal death, etc., are highest in mothers in their thir-
ties and forties.
| 'B. The male. ; : ,

1. A decline in the physiologic activity of the testis
is experienced with age. Howé&er, the complete arrest of spermatogenesis
is rare. The decline in spermatogenesis is accompanied by a reduction:

in the number and size of spermatozoa.

v 2. A gradual decline in the secretion of androgens may -

- reflect the diminshing number of Leydig cells and their secretory

capacities.
3. Changes in the sex 6rgans inc]pde:
a. Décrease in weight of seminal*vesicles.
b. Changes in the prostate. Atrophy and fibrbsis are char-
acteristic factors affecting the prostate late in life (50-60 years).

4. There has been some suggestion of a male climacteric
based on a few cases. The subject is hithy debatable. It has been sug-
gested that when males do experience the "climacteric" it is at a later
age (sixties) than women and is experienced to a lesser degree.

5. For post:menopausa1 women, the four phases of sexual
respoﬁse associated with coitus are fully attainable. The intensity and
duration of each response are, however, decreased. In men, reaction
patterns of erection, mounting, and ejaculation gradually decline with
advancing age. Penile erection is more difficult to achieve, but once
an erection is had, it is maintained for a longer period of time than

in younger males (40).

-
i
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LEARNING ACTIVITIES: o | /
Objective: To dispel the myth that one is sexually “"defunct" after
age 50.- ‘ |
" 1. Discuss the practical implications of diverse outlets for sexual
expression that HPERD programs can provide (i.e., the role .of dance,
exercise, etc.).
2. ldentify practical suggestions one might give to older adults
_due to the physiological changes discussed (e.g., an older woman may
- need a lubricant, a change in lovemaking positions may be requgred
duelto impairments, etc.) (34). .
| 3. If appropriate for the audience,‘discuss the implications for
negative attitudes toward masturbation. Consider this topic important

“given the unavailability of a partner for most older women.
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: 'MODULE 3: THE PSYCHOLOGY OF AGING

- - INTRODUCTION !

The psychology of aging is concerned with the unden§tanding and pre-,
diction of behavior as influenced by age @nd agings Traditiona11y, the
psycho]ogy of ag1ng is concerned with such quest1ons as:

' 1. How does behavior change over time from birth to death? What
.is the nature of deve1opmenta1 behavioral changes?.,/ ,

2. What are the behavioral differences between and within d;fferent
age groups (cohorts) 4And how n?aht they be exp1a1ned? y

3. What factors or cluster of factors predicts how well an 1nd1-
visual adapts to aging? Why is it that some people enjoy their ag1ng ’ {
process (call it self-actualization, ego-identitygxTife‘eatisfaction, or

<healthy aging), whglgt%thers fear aging more than dying-or death? /
"4, What is the relationship between aging and leapriing and intelli- /
<.

gence, motivation, peurological systems functioning, life sot1sfact1on,

a

perception, and adaptation to crises and stresses?

The key\questions, of course,(gre (lgwhat beha‘iono1 and adapt%vemu\ﬁ -
changes occur during the life spen due ;&?e1y_to the aging process, |
{2). what changes are due to factors independent of aging, and (3) what
changes are explained by the interaction of aging ;nd other factors? %

In generaff:nearly all behavioral funct}dninqkdec1ines with age ano
ceases at death. Yet the variation in behavior with (individual differ<

r'encee) and between (oge differences) age gkoups or cohorts is significant. j

* -
Ove individual, age 60 years, may be vigorous and able to pafticipate, even

compete, in tennis or dancing with others 30 years }ounger. On the other
( / . S —
O ‘ e ' \
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hand, an individual, of the same age, may be feeble and "old for his or
her age" (an examﬁ]e of individual differences).
One's history makes a difference. A person born 60 years ago com-
pared to one born 40 &ears.ago has experienced a different historical N
period, which may affect behavior. The person born in 1920 weathered a
massive econgmic depression, unlike the person born {n 1940. Certainly,
experiencing that profound stage of our histor& can be predicted to have
g some effec? uponqﬁbehavior_. '
| Aging requires a series of adaptations to. unpredictable and pre-
dictable stredses. The "meaning" and "perception" of the stress are
crucial mediating variables Qﬁich influence the quality and extent of the
response to stress. &~ \ -
.Perh?ps, a role of HPERD actiiities is to serve to favérab]y mediate
the stress response by affecting "meaning” and "perception.” The goal of
HPERD activities is positive health outcome, tmat is, an eﬁgzome that “con-
tributes to the survival and meaning—tozlife of the individual. The ex-
! ception is in working with thg dying person. Here, the major goal remains
.to help prov%?e enjoyment unti] death, but the goal of "survival" becomes
irrelevant. The re]evance of HPERD for the dying and bereaved persons
is discussed in a mo?u]e devoted to that topic. -
Thus HPERD 1is conceptualized as able to provide a eositive‘meaning
to life 91h improve~a dotorous perceptiom of the environment by means of
p]easurab]e,,jpyous activities and,socia] ieteraction (19).
This deg]é w%]] focgg;around tﬁe following major themes:
1. Aging and old age hay be deseribed by a set of.psychological

characteristics; however, the variation is extremely wide. Man}‘ﬁf“fﬁ; .

)" - - v

&
N ' ~7 )
! h = -t - /
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psychological characteristics associated with aging and o]iiggg may be .
beneficially affected by HPERD preventive, intenyentiyéi’and postyﬂ%%ive

programs. '

2. The aging process may be exacerbated by stwess. -
3. The probability of a healthy response to stress may be directly

o or indirectly influenced by HPERD programs.

- The learning activities listed under each concept serve to faci]i; &k,/ '

tate integration of the'psycho1ogica1 concepts into HPERD program devel-

opment.

OBJECTIVES OF THE MODULE: ~ S

On completion of this module, /the HP RD’professiona] should be able

A3

to: ' )
1. Understand and ident{fy se]éctedfpsycho1ogica1 factors which
~ characterize aging. | g
. 2. Understand and be able to discuss the psychological stresses' and
mediating variéb]es of importange to older adults.
3. Integrate aspects of the psychology of aging inﬁo existing HPERD =
programs. - )
N

4. Modify existing HPERD programs' in light of the psychological

nee?s of older peop]e: . | . ,’",,)

I. Th&\psychological characteristics of aging and old age, their varia-
fion, and the influence of HPERD programs. .
Concept I: Central nervous syst;m (CNS) and autonomic nervous system
(ANS) declipe are associated with aging in later life (35{. |
| A.” That decline varies in terms of d:iige ana speed of oc-

ing and at death.

J

) currence but, nonetheless, reaches its nadir durin

O ‘ : : ] /-V 7'() .

.
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The extent which that decline may be lessened by HPERD °

- aciivities remains a heuristic question of great individual and social ®

imBortance. However, all HPERD and other intervéntions or postventions
ultimately bow to death.’ Yet, evidence suggests that HPERD activities
may serve to improve the meaning, perception, and qua]fty of 1i¥e to the

tihe of death (16, 18, 19).

.

T

B. bua]ity of life is fnextricab]y 1fnked to the quality
and quantity of the aging nervous system. The cellular changes of'the
aging nervous system*oth influence behavior and are influenced by beha-
vior.. for example, age-aésociated changes occur in the CNS in terms of
quality of brain tissue, transmission of neurohormones., etc. The ANS
which exedutes CNS“processes through sympaéhetic and parasympathefic path-
ways also changes with age, e.g., structural changes in the hypothalamus,
sympathetic and parasympathetic ganglia, and p‘*ang]iom‘c nerve end-
ings.. Such ch@ngés may affect the individual's adaptive capabilities,
homeostatic reqgulatory mechanisms,.and vulnerability to pathology in old
age, that is, functioning (23; 36, 46, 51). |
' 1. Clearly estab]isgfd is the tendency toward slowness

0 'perceﬁtua1, motor, .and cognitive processes with increased age (33,
35,%&, 37, 40, 46, 54, 56). |

a. Decrease in reaction time (RT).

b. Slowing of electroencephalogram (EEG) with
§pecia1 refereqce to-alpha wave response.

¢. Decline in "fluid intelligence" (thought :to re-
flect neuro]ogiqg] structure functioning) while "crysta]]izeg‘gntelli—

gence" (influenced by cultural learning) increases with age but in smaller

.
A

50
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increments during the later years. Significant intellectual decline be-
gins at around age 70 years, but variation {g great. Up to age 50 years
there is little or no decrement in IQ pgrformance ih the use‘of informa-
tien and skills already achieved. Some decrement in I1Q performance occurs
when tests are speeded (tim%d) or tap non-yerbal skills. Apparentﬂ/,
early intellectual abi]ity,'not chronological aﬁe, is thg/pest bredictor
of the scope of inte]]eg}ua] change in old age.

d.. The conditioned reflexes of the cardiovascular
system, respiration, galvanic skin response .(GSR), and gastric §e¢qétion
are produced mo}e slowly in older bersons and reach lower vatues.

| } R Certain sense modalities decline with age, e.g.,
vision, hearing, and taste. | . | - |
2. Sleep patterns chang? with age. Fewer hours of un-\
interrupted sleep are required., The proportion of REM and slow wave

-

stages of sleep is diminished (51, 53).

-

3. cthere is a general decline in physical fitness param-
\ ;

eters such as strength {intensive work output but not light work output

decreases with age) (2, 56), flexibility (2, 56), complex sensorimotor

coordination (2, 56), and locomotor activity (43).

LEARNING ACTIVITIES:

Objective: To observe, and learn of. the psychological changes as-
sociated with aging and old age.

1. Visit a shopping center, park; or any place where large numbers
of people of varying ages congPegate. " Prepare a 4 x 7 Checklist of Be-
haviors. Arbitrarily establish categories of age: 26-45 (adulthood),

46-65 (middle age), 66-85 (o1d age), and beyond 86 (old, old age).: Don't
\ .
o !
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worry if you are unable to accurately determine the individual's exact

- age since the purpose of this learning activify is to become awang of

gross behavioral age (not aging) differenCes. Try to observe 10 peéble

in each age category'for a tgta1 of 40 people. Place the four age tate-

gories horizontally on the top of your paper. ' ¢

On the left-hand border of your paperslist these seven observable

T
behaviors:

r- 2

1. GAIT (record° quick, médium, slow, or shuffling).
2. REACTION TO SJIMULI, e.g., mov1ng to a.green traff1c 1ight, stopp1ng
at a red traffic Tight (record qu1ck1 medium, s]ow)

3. VISION (record: evidence of diffidulty in seeing or glasse$, or no
. -
d1ff1cu]ty in seeing.or no g]aSses)

4. HEARING (record: ev1dence of d1ff1cu1ty in hearing or_ evidence of .

-

a hearing aid,.or no hearing aid or QJfficu1ty in hearing). \

L}

'5. STRENGTH AND MUSCLE TONE (record: evidence of gooa muscle strength

or tone in upper atys, or poor muscle 5trength or tone in u’.fr'a¥ms).
6. ENDURANCE OR STAMINA (record:Zevidence of good endurance, e.g., no
shoﬂEness of breagh or gasp1ng‘after exercise, or evidence of poor en-
durance after exercise, e. gga shortness of breath or gasping).
7. INTELLIGENCE (record: good ability to carry oft conversation and un-
derstand clearly expresgﬁd Eoncepts, or poor abi]ity to understénd clearly
expressed concepts or carry on conversation.

A, In‘éeneral, can you‘maké any generalizations for tﬁe four .
different ag? categories of those yeu observed? What were they?‘ Was your
40-person sample specidl in any way? What }s the danger in generalizing

from your sample tb'gll_ﬁeople ages 26-45, 56-65, 66-85, and older than

85 years?

“ 8:7,
ny
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B. . Now 1ook-at each of the four age categories. Discuss

Ve
the variation w1th1n each of the categories Were there some people 65
. years and e " who did better than some of the younger people 1n the

& -
N D

various behaf‘ﬁ~ al cateFories? As an HPERD professional, what does th1s
¢ indicate to you in terms of program deve]opment?

2. Now let's try to gain an ‘understanding of behavjora] changes
éssociated with aging. Xéu will have tb use youraimaginatjon. Thing
of an older person you - for mghy years, It may even be your-

T self. Using_the'same Behavioraz QheckTist and the same age categories,
‘recall how that person h;s changed over time. Have thére been decre-

merital chahges over time, generally? Have there been some changes down-

- . "
ward and some upward? "What are the “implications of your findi for

HPERD course/program development?

-

¥ ’.ancept I3 Advanced age *in combination with poor alth increases?

the probability of maladaptation (25, 41, 53, 55).

A. Most frequent psychiatric disorders among the aged are
" depression (usually @pisodic rather than chronic), followed by paranoia

and hypochrondr1as S.

onq@the most frequent worries of older men and women
o

*

- were health "hass]es.““lone1iness, rejection, lack 'of or quality of
P )

_interpersonal relationships, finding a new mate, and sexual pfqplems

.
’ 8

.

T (42,‘53)V Such worr1es Qr anxieties may contribute to poor health.
B. As noted earlier, the 1nc1den§§ of su1c1de increases with
age, espec1a11y among males. [f suicide is related to despair, hope- '
1essness, ‘and absence of meaning to 1ife among “the aged, a role for

- HPERD is‘oQESEUS: to develop theory and methods to relieve despair,’
. & v ’ , . -
[ '

e

8
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depression, and hopelessness and at the same time provide a meaning to
life and Tiving (16).
C. . Pfeiffar (53), Lowenthal (50), and others state that

the élderly need to retain function: physical activity, social contacts, -

%nﬁvnd evaluate an HPERD program to meet the psycho-social neéds

LAY
S

Léviton (16) and Leviton and Santa Maria (19) also sug-
gest that HPERQ attﬁ&ities can serve as both means aﬁd end to reducing
the desire for premature death, e.d., suicidg.h
| -D.” Body*image (how, one pergeives his}her Sody and its capa-
bilities to perform) change§ with time and 'may affect'the meaning given
life and death. The "aged" compared to the "youthful" body is.little
valued or desired in our society: wrink]e§, decreased mobi]ﬁty,‘]oss of
téeth, handicaps, and changes in tone and texture of muéc]e and skin all

may combined to remind the aging individual that he/she is repugnant.
- .

With that knowledge may come fears over diminished control over ohe's

"life (independence) and ability to survive. Is it no wonder that suicide.

and depression are related to age in our society (6, 2?, 16, 24, 4, 3%,
26, 43, 50, 55)? | . )
E. Genefa]]yi older péop]e accommodate themsé]ves to physi-

cal and health changes by a variety of coping techniques.

1.' E:pecta;{ons change with age. 'Tbe former varsity
ath]eté should not expect to compete on that level in old age;

2. Genera]iy, xhe older adult adapts well by compensating =
for dpcfine in physicéi or psychological capabilities. For examplé; older *

adults will take more time on performance tasks such as IQ tests, driving

.
* 3
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a car, aiming, etc. The amputee or paraplegic generally compensates for
loss of a limb or 1imbs by developing graééﬂggrength and abilities in
"the functioning limbs.

/ 3. HbERD actiQities may enhance the compensatory process

and outcome.

LEARNING ACTIVITIES:
Objective: To qnderstipd_ﬁgg\fffathize with age-related dysfunction
and maladaptation. e | ) , -
1. In order to under§tand the psycho]oéica] problems in adapting
associated with hearing loss, stuff your ears with cotfon and function
for a 24-hour pertod. Report you%”emotiona] and coénftive reactions.
2. Literally "hole" yourself in your roém for a 48—houf (weekend)
period.. You‘arg to have no social cbntact except fhe superficial, thap
s, during shopping, to obtain a newspaper, etc. You hay use ‘television
or radio as you wish. In other wérds,‘becgme an iﬁvo]untary social iso-
late. An?]yze_and report your emotional and cognitive statgsl
3. Discuss the development of an HPERD program to rectify the above
sources of stress. How did isolation affect your fuqftionihg? How did .
you.adapt? For how long could you endure isolation? What would be’ the
: emofiona]/cognitive price? .
4. Look a£ piéiures of yourself or your parents when they were "in
the prime of life." What body changg§ have occurred? Do you wish your
body was different? What aspect of your boqy wou]d you change %f ygu

could? Why? Discuss the relationship® betweed body image change and per-

. ception of old age and approaching death. o . v y
. \ - \
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Concept [1l: There is some evidence that‘HPERD activities anglother
types of preventfons, interveetions, and postinventions can'have a posi-
tive effect on some of the.asychq1ogicai characteristics.ef aging and
old aée Nhi]e‘no research has inves&igated the effect df HPERD activi-
t1es on 1mprov1ng the quality of dying, some c\1n1ca1 evidente suggests
that, lndeed this may be she case.

A. Apparently, specific training by older organisms can have
an effect on specific functioning such as electroencepha]ogram (EEG) and:
reaction time (RT). 'Spirduso foupd older- people showed less slowness of
RT than inactive ersons, younger or 6]der. Murrell found practice im-
proved RT. WOoqruf¥<€emonstrdted that biofeedback could serve as a
training mechani;m enabling older adults to control EEG (alpha wave)
‘effects.. Retz]aff and Fontaine showed that old exercised rats showed
histological staining characteristics of spina] motor «ieurons eimilar to
those of younger animals §?6-see also 1\ i' , <

Improvement in one body system may pos1t1ve1y affect
another. Studjes indicate that vital capacity of lungs is related to
sensory, motor, 3nd cognjt}xe processes. J%]avisto, Linéqeist: and MaR;
konen sugges;ed thap large vipaz capacity is relate%vto strong muscu?ar
effort and motivation. On the 6ther hand, reduced vital capacity may
be an indication of mi]d.hypo;ia {oxygen dePriVation) in the brain whieh,
in turn, may be related to impaired neural function. The cause of such
effects remains Qpen‘to further investigation. The effect of less S%F*
cific_aqtivities on CNS and ANS functiagning such as.HPEﬁD provides the [
older adu]t_(e.g., creative movement, gross motor and hgscle activities;
~etc.) remains largely unknown,(35).‘ ’

> »

K »
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4

B. Generally, the Best predictors of life satisfaction,:-
] gucsgzﬁful-aging, etc., are high_sbcio~econ6mic Status (adequate income)
.and.pe;Ceived health. Other significant predictors often mentioned in
) the literature are activity (contrasted with immobility), qu;11ty and
.‘kag quantity of fr*endships-(compared to forced or undesired isolation), .
."and opportgni}y to=enjoy sexua1°activity when desired (4, 7, 8, 22, 26,
53). - |

i \

C. HPERD activities have some significant positive effect

on improving percetved hea]th and sense of we]]-beiﬁg, quality and quan-
« . . )
tity of friendships, etc. The duration-and stability of those effects

. remaih to Eﬁ.deté}mined ne, 19).

LEARNING ACTIYITIES: ‘
. B Objective: To further empathize with the older person by experiencing
. ) . i

unwanted; imposed physital limitations, and note their effect on psycho-

logical functioning.

N

1., The objective of this 1earnipg activity is to learn to empathize

2 . T
- with so&e of the physical changes_ii§ociated_wjth aging and their effect

{on one's sense of well-being. You will need a partner, a‘b1indfold, and.

y . - |
’, a rope (a clothesline will do) cut into a/}wo—foot length with the two
\ ends tied %ntp a knot. This is yaur "hobble." artner is the "guide"

) y

\ .
> while the other’plays the older. adult (PAJ. Place the\rope aroudd the
* . » : \
0A'd feet so that only.a shuff]e is possible. Render thé OA sightless -

by placing the blindfold around his/her eygs. Now the OA becomes depen-
=t . ~ ¥ .

]

"dent upon the help’of the guide. The task is to walk around for 1% min%,
) . ; -

. . . e -
utes. Go up stairs, down stairs,eand ip and out of the residence, class+ -

LA .
. room, o? office. After 1E.minutesf change roles.

— L 1

; . . . ) o}
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A. Report your feelings, frustratigns, experiences both as
OA and guide. Did you feel under stress? How? ﬂﬁ{i/

B. Discuss how you adapted to the loss of vision and re-
striction upon locomotion and range.

C. Discuss the importance of independence and its relevance

to psychological health and integrity.
D.. Discuss the importance of patience in working with the
older adult. Why is it more important.to empathize rather than sxmgathize

with the dlder adult?

E. How might HPERD activities enhance the older person's

[

sense of competency, independence, and adaptation?
L33

¢
II:. The stressors associated with old age. -

Concept I: Aging itself may be viewed as a complex of stressors_or
adaptations to stress (19, 20, 21, 23, 25, 29, 30, 31, 41, 42, 48, 49). 'si\

A. Ultimafe]y, the organism must capitulate to stress as

.4-/

it reaches the stage of "exhaustion” or death. On the other hand, the

“aged person is part of A select -population who has surfvived peers and

those who are younger. Thus.one could conclude that tke aged person, by

definition, has learned how to adapt to certain stressors associated with

survival better than those of similar or younger age who have died. The

" question then becomes, What are some of the stressors which increase

v .
the probabi]ity of prematfire aging, death (mortality), or iJlness and
.““ & .
-disease (gxorbidi ty)? R ,
* \ :

1. The attitude of a society toward its older mem ery. ¥

L4

strongly influences the self-perception of the aged and the behavior o &

yéungef_members toward the aged (34, 41, 47, 50). _

. s 88,
i

A



and altruism seem to do better for the aged compa
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Negative attitudes toward the elderly may be stress-
ful. Attitudes are culturally determined and may vary within and among
cultures. Those societies which have the capacity| for-object relations

those who are

egocéntric and/or self-seeking. Thus Oriental sqcieties generally revere
and Worship their aged and their ancestors, while the Amassalik, the . ¢
Thonga, and Fijians prac¥ice infanticide and 'ge-'nﬂtﬂ:ide\ (killing of\:X
older members-of a society) (47, 49). Such attitudes and practices seem
to be independent of food'supplieS'and other necessities of'sﬁrvival.

_Humans think, perceive, feel, and act in the.context

of shared expectations, that TSy societal expectations. Thus if a society

fails to value old age, ethnic minority groups, females, etc., then those -

_persons may be expected to be under more stress than those who fit within

the idealized or desirable social role (47, 49).

B. Stress-related behavior may be predicted by age, sex,lN
ethnicity, socio-economic staths (SES), and personality. Yet the aged
ére\not a homogeneous group. The aged are often more diverse than younger
agé cohorts (34). _
| - 1. Sex-—re]a_ted’s‘tresses include tghigh"probability

2

that the female more so than the maTe is widowed; Single or formerly ’

"ymarried female has a significantly lower income than her male counter-

b

part; ferdles suffer greater depression and loneliness; and males com-
: : Y

pared to females suicide more frequently, hj;e fewer intimate friends, v

and- have shorter 1ife expectancies.

1)

2. Ethnicity-re}ated stresses include non-whites having

¥

lowered life expectancies compdred to whites (in 1960, average life

~ a

~

| ( :

J
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expectancies (or white Americans were approximately 68 years; 57 years
.

far Kexican—Ameriéans, and 65 yeargvfor non#whites); increased probability

of be1ng poor and unhealthy compared to whites; Mexican- Amer1cans and

non-whites tendhE% perceive themselves as old at a younger cbrono]og1ca1
age than do whites. |
3. Low economic status (poverty) is related. to a variety
. of forms of.physical and psychological illness, and premature death. Low

economic status accelerates the bhysical and psychological decrement%l
N\

~ )
changes assoctated witﬁ aging. One could say with gr€éat validity that

poverty accelerhtes the aging process (25, 42). <
‘. . ) . -~

4. Certain personality types apparently:increase the
- o, . *
probability of contracting coronary heart disease, cancer, etc. (7, 12,

42, 52).

., LEARNING ACTI\?ITJ‘\ES _ e .

3

ObJect1ve To learn to think in analytical terms of how HPERD ac-

_tivities might ameliorate the stress of aging and olg:age. o

v »

1. Develop a HPERD set of activities, course,, or program with the

goal(s) of 1mprov1ng reaction ’time, fr1ena\}9p body 1mage, self- concqbt
- a :

. , . 3
depression, confidence, or perceived hedl th¥ or| sense of well—be1ﬁg. )

- »

2. Interview a group of older adults \ranging in age. Deté?hiné
the HBERD activities most enjoyable for theh dufing thefr twenties and

. - S
thirties, Then determine their favorite HPERD{activities now. Distin-

guish‘ﬁigyeea»whag oldet adults would like to dy (idealized HPERD actiga-

L]

* ties) and what they«aﬁtual]y do§?realized HPERD/ activities). 'Theq deter--

‘mine what social, psychological, or physical-medical fac&ers prevent
R T

them from engaging in. their idealized activities. \\ '
. * ] “ 2
o oo TTTR
EMC * '-r .




. Ask these same peop]e to discuss how chgyges in HPERD activi-

‘e

. ties and. body image oveﬁ@¢1me

\

hat ;s, how one perce1ves the attractive-
(%y of activi-

ness of one's body and its capab1 ities to.perform a varie

-

t1esl affected the1cﬁ$f)-V1ew of ]1fe, aging, and death Ced @) degree ‘

and “extent of depress1on.

-
-~

r: \3. ‘Considering points 1‘and 2 above, conceptua]%ze a developmental

RPERD program for an individual from ages 30 to 85:years. How would, the
8 : o ) ! . - - ~ :
" activities be modified over ‘time to meet the psychological needs of, the
. R . ° , . -~ -
- aging adult? - - . ,J\

~ 4 " * . .‘_“
. . " - : \
2 y * i

» I8 s . . . -
Concept I1: With ‘ge comes the increased probability of those

stresges which fa]i under the doma1n of loss, separation, depr?vat1on,

LN

and unWanted change (11, 12, 13, 16, 19, 21, 30, 49).

# -
Qe

. A. Such stresses may include wenopause, retirement, chﬁdren

moving away from home (“empty nest syndromé“), types of dedth of s
.and others, pe and style gf dying bf self, 1“‘ness and surgery, change

1n appearance,\.g :hange 1n act1v1t1es, and.physical efficiency’ status (38,
‘- D A é
40)’ . S

B.. Unexpected or unpredicted 4tresses are more difficudd

- e e .

/.
for the.o]der'persbn to adapt to than predictable, expected stresses.

. , .
Examples of the former are unexpected loss of employment, forced retire-
ment, upéxpected or unwanted death of a mate, forced or unwanted move to
\ ' -
,a new residence or nursjhg home, severe illness, surgery or amputation,

1os§j;f vision or hearing, loss of health, significant loss of income,

. ///';;wanted changé‘in social role (e.qg., "married“ tbo “widowed person")

(1, 21, 42, ﬂ% 53). Y ' . f
O C. A stress is a stress because it is [erc!hved in some way

{

v as pqtent1a11y harmful, threatenﬁng, damdbtng, unp]eiient or overwhelming

'P' : : / Jq

7
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:

-

to the individual's adapt1ve capac1ty Whethgr aXstimulus is perceived

as stressful is re]ated to the sggial context as well as khe individu-

al's’.capacities. to cope with stress. \}Eapacity" is determined by the
person's past experiences in dealing with 1o§: and deprivation, percep-

A . “ - ' .
.tion of the eventg.inte]]ect::§\capability, persona]itX.(e.g., copers vs.

-

| non-copers, sensitizers vs. vepressers), health status, and educational
level (12). . '

R -y ‘
s noted ‘earlier, the response foistress is a process

.- and may be expected _bha\i:_ove¥ time! The ideal goal for HPERD is -

A ﬁ@ increase the probability‘ef healthy outcome over both the short and -

Tong \haul..

Py

« LEARNING ACTIVRTIES:
. _ . .,
Objective: To assess the impact Of cunwﬂative stresses on overall
o -
health of ?eseh’ and older adults. T

L4

‘Holmes' and his colleagues 0) found that cumulative stresses .

gathered over a one-year pefipd significantly iﬂcrease the p;fbabi]ity
. ' {

of prgmature death or significant illpess. Notice how nearly all of the

h 100 po1nﬁs. It is followed by‘d1vorce (1oss of a mate, SOC1a1

~,

rolé\\iﬁf/status)\ Why deaths of ane's child or pet are not 1istqd

WO

~

remaihs unknown, although it is expected they will be included in re-

]

vised scales. \\\ ' }
VoL .

~ Your task i to: . , _
\ : ) .
" T. Total over a one-yea§f period your Social Readjystment Qating

Scale score. If over 250 psints have accumulated, have you s%ffered

.\)4 « 7 ~ -~ 9 2 \\\

(. :
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“deleterious or unhealthy: physical or psychological effetts? How did(
;you:cope with the crisis or stress? | |
2. Admjnister the Ho]m?s Scale to both older (say, over age 65
years) persons and younger (say, below age 35 years) persons. Ask the
.same questions as in po1nt 1 What havg you learned? Did HPERD activi-

t1e§&p1ay any part in he1p1ng them addpt or cope? In your opinion could

- they have? How? - r .
d | . 3. .Vi;it a propr?etéry (for profit) ané religiongaffiiiated nursing
home. What stresses are the clients under, would you say? Is one envi-'
f} "~ ronment moreﬁstressfu] than ‘the other? How would you improve, the environ-

ment so that.it is less stressful, utilizing HPERD'act1v1t1es?5
) L] LY

Concept III: HPERD ggd'other act{vities may serve as preventive,

interventive, and‘postygntiVe medalities to increase the probability of

an ultim@tefy healthy outcome (19, 35, 5, 1).

A. Preventive intervention is analogous to HPERD and other

educational efforts and is concerned with forewarning and preparing the

individual to be bettpr able to cdpe with stress in the future (16, 17, 18).

o : Jéi HPERD education should be deve]opmenta] and ]1fe10ng
2. An example is death educat1on where one goa] is to
prepare the{dndividual to geal with the consequences of Qeath of a be- °
loved'other, that is, the stéess outcome of grief and bereavément. An-
other goal i§\{g educate the individual 50 that when seribusly or termi-

/na]]y ill, control of the situation may be haintajned as Tong as possible.

' 3. Other examples are Qrgggriﬁg for retirement, yidow-‘
¢ hood, children 7eaving ho&e, change in income status, physical efficiency,
* etc. . "0
- . n

‘\\\\
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LIFE SCORE

3 HOLMES SCALE
- -
u can detect a dangergus sequence of stress- and 33 percent of those with scores between 150 \
. tul events ‘through the Holmes Schedule of Re- and 200. suffered similar illnesses. The ability ot
_cent Experiences. The nymber assigned fo each the Holmes Scale to predict serious illness dem-
event is a measure of the stress it places on you. onsirates that unusual stress may be as much a
Note that many of these events should be happy risk to your health as lgh blood pressure. None .
ohes — but change iiself may be stressful. even it of us can entirely avoid stressful situations. butby  ~
the change is for the better. * recognizing.-the importance. of these change:
Dr. Holmes' research indicated that 80 percent by trying to make them slow!® 7and carstull
of persons with scores greater than 300 suftered - whenever, possible. we will be able to deal wit
¢. a serious illness within .Yeays. Fﬂtylthree per- * them rare oftéctivaly.
cenrof pemonsgwl bem;eeazﬁi?dhd 300 ¢ - !
. ‘ , _ S ‘: »
S Gheek,eq h mm tHat occurrad in your life in the last 22) 1 29 . Change in responsibmue; QL . ° Ty
L PR )year wrile¥the given numerical value tor each work P T
" ’,‘? cRagkertlem to the left of the ftem. Add to obtatn your 23) (1 29 Son or daughter _lecndnqhwe s s
-~ " otal Holmes Score. 24) 1 29 .. Troublewithindaws *.. .~ & | b
LI . 25) (3 28 ... Oulstanding persangt; ' 2 ' o
~ 1) 0 100 . .—. . Death of spouse - ) - achievement =~ , 7 4’9 oo,
2) [0 73 .. . Divorce 26)° 11 26 Spouserbegins Og stpps work' | i)
3) 145 Marital separation 27) 11 26 Begin drschool . - S N
4) M ,63 Jail term 28),.1t 2% Chan living condsfichy . ® ¢ .a v 4
5) OF 63— Peathotciose family member . 299 K 24 .. (hangdp personal hnbnsge SRk
. (excoptspouse) orta ;),
&) X 53 . Major personat injury or illness 30 J %) . Trouble wi boss
. 7y Y 580 Maqrriage KIDEN 0 Change in
8) U1 47 .. .. Fired at work condtfhs
@ 1 45 . ... Marital reconcmanon 32) 1 20 ... .. Change inoresidence st a
10) 1 45 .. Retirement, a3 U g0 . Change in sthool§ « .,
@ 11) (I 44 ..o Change inhealth oﬂ ily (:3) n, e “  Change In fecreation "o
- -+, mémber (notsalf) .o 35) .1 19 .. Change in &hurch activities o N 2
. 12) (1 40 ... Pregnancy ' . : 36) €1 18 Change in social activittes ~ ¥ *
13) 1 39 . .. Sexdifticulties 37y (1~ 17 . Taking on morigage or logn Jess .
14 11 39 Gain ot new family member - : than $10.000 -
715 1 39 Busipess readjustment 8 N 1s Change in sleeping ha :
16) i 38 Change in tinancial state 39) (1% 15 Change in number of tamily
17y 37 Death of close friend . .. get-togethdrs
18) LI 36 . Change to different occupation a0 1 13" . angesin eating habits
19)€li 35 Change in fumber of arguments, 41 M 13 . Vatation
with spouse 42y 1 12 Christrnas N
20) 1 31 Taking on mortgage over 43) 11 1 } Minor violations of the lgw
) $10.000 »
21) 1 30 Foreclosure of Wa or loan Holmes Scale Taotal \
Qriginal Source Tho:l"\as H Holmes. M D. “Soclal Readjustment Rating Scale.” .!nurnalFf Psychosomatic
Research. 1967, Vol 11. pp 213 218 Elmsford, NY. Pergamon Press, inc \
. !, - L~
- {
‘ /
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Aruitoxt provided by Eic:
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Aruitoxt provided by Eic

- I-youthqve.a. parent. grandparem

S~w—" L Score

¥ ‘

Cances of the Breast (women only)
It your mother or a sister has had cancer

ot the breast, score -4 A
Q@lgucoma
Iuaz%gy_g parent! grandparent,

brother. sigter. uncle or aunt with

glmxcoma score
Qout’

. brother, sister

-~ brother. sister. uncle or aunt’ with an-
kyloslng spondymls scqrs ) B

" Pamily mn:;yoicl LS

»

Hubits |
Stroes ¢
Immunity
. Personal History ‘\
Family History 4 —
TOTAL ;
Now Add ao0 -

To Obtain.Your liteScore ... °.

<zgR~

Be sure to get the plus ang-minus stgns right so that you
add or subtract con'ectly i .

LiteScare 0t 200 1s aboutaverage A LifeScore above
210 indicates a positive iite-style, which gives you an
excellent chance of enjoying heaith beyond the aver-
age life axpectancy ot 69 yeard tfor men and 77 years
for women A LiteScore below 185 means your chance
ot a healthy future is clearly decreased. It your Lite-
JScore is below 170. consider yqur life to be in danger

. Below 150, muke‘out a will and get your atfairs in order

To determine how long youre going to live. make
these simple calculatior}s For men. the formula is

- e 200 ~ 70vyears - -
LiteScore Lite Expectancy
For }Vomen

200 + 75 years
. Lite Expectancy

"
L]

“LiteScore™ istaken from LuePlantor Yoxp‘ Health by Dr.

Donald M. Vickery. president of the Center tor Con--

sumer Health Education. Inc Dr Vickery is co-author o
Take Care of Yourself. a special edition of which is
distributed by Blue Cross and Blue Shield plans '

LY

il

R}

Hetght Small Medium Large
* (with | inch Frame Frame Frame
heels) s,
P
Feot Inches .
5- 2 112.120 118-129 126-141
5 3 115123 121.133 129-144
5 ~4 118-126 124-136 132-148
5 ) 121.129 127139 135-152
- 5 6 - 124-133 * 130-144 138-156
5 ? 128137 134.147 142-164
5 ] 132-141 138-152 ¥47.1466
5 .9 136145 7 142.158 151-170
5 10 140-150 146-160 155-174
5 11 144.154 150-165 159179
6 0 148- 158 154.170 54.184
s 1 152162 158.179% . Peg.180
6 2 156167 142-180 173-194
6 3 160-171 167-185 178-199
6 4 164.175 172:190 182-204
>
A -
»
-~ Women of Ages 25 and Ovex-
(In indoor clothintg, including shoes)
Held Smatl Medium Large
(with Binch Frame @xme i rrame
heels) -
Feet * Inches B N .
4 g Q298 94 107 104 119
4 .. 1l 94 101 © 98110 106-122
5 0 96104 101 113 109125
5 1 99 107 104 1 ¥6 112128
5 2 102 110 107 119 115-131
®5 3 185113 110-122 18134
5 <4 118 13126 121138
5, 5 STNILS 1146 130 125 142
‘5 6 114 123 120.13% 129 146
5 a7 118-127 124 139 133-150
' '8 122 131 128 143 137 154
-Qg 4 126 135 132 147 141 158
ey 10 130 140 136 151 145 163
) o, 134444 140 158, 149.168
6 0 138 148 144 159 153 173

e .

Mo of Ages 25 ung Over B
(In indecor clothing, including shaes)

"

2

For glrls between 18 and 25 subtmd | pound tor each year
unelar 25
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4 'The empathetic teacher/programer knows that stresses

_ are 1nterwoven and 1nteract with one.gnothehv Forexample, hearing Toss
* ¢ \
- 1s related to decreased a5111ty to understand speech which may be related

\

. .3, to depression, w1thdrawa] bursts of anger, and r1g)d behavior, . Pfe1ffe
Y B o \

> (53) reports  that rigidjty in o]der peopie is often a coping behavior. ‘
Thét is, the indjuidua] ﬁeiﬁpnds to a stimulus in rigid behavior, patterns "
because they havejproven themse]ves reliablé. .Thhs an individual may ih:;

sist in driving a certain route, at a - certain speed at only- certa1n times

£y

because the patternghas,been shown to be-less threaten]n% (fewer cars
‘ {

. on the road); that is, the pattern has demonstrated its survival value. )
N ,_;\‘ : B. Intervent1o;'1s ana]ogous to HPERD and other Jtypes of ®
”gse]ang arrd is ¢oncerned w1th he1p1ng the 1nd1v1dua] adapt or cope < v
' “ with styess here/éid now (14,719, 28). ' ) .
< L . 1. For example, the HPERD specialist May serve - as'
friend- cougselor when th®volder adult'rece1ves "bad, news.“ N

¥

' e LSRN
Ka ¢

or ret1nepathy can 1@53 t§b1ntérventlon Glasses may be prescr1bed and

-

111um1nat1on fncreased to help visual performance However, g]are can |

serve to 1mpede v131on oo that the two factors Q111um1n6§1ty and g]are)
. have to be accounted for in the 1ntervent1on process. S1m1]ar]y, hearing

3 : loss may be corrected through prescr1pt1on of a hearing aid!'corrective

surgery, etc. (39’2§5

- 1 L4

then fhe HPERD env1ronmént 1ntervedes to reduce

f\\\\\\ depressipn by the very nature of prov1d1ng Joy€u1 act1;2fy, frﬂendsh1ps,
. §

. ! etg. Too, often over]ooked.1s the n,ed«to follew throu w1th epressed f,_

. -

.or othenwtge.distressed older a

1

V 4
. after the official class o ‘program
. co .
.

- . . ~) . BN
4 ._,§ ) . . '.

2. Early detectton of v1s10n d1§0rder$°such as g]aucoma ,«#f

]



‘new1y widowed).
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™
ends. The value of HPERD activities as intervention may be eﬁhanced‘by
subsequent telephone calls, social visits (including going to a restau-

rant for lunch or dinner), and otherwise kéepfng in touch. Establishing

a pe]ebhone network among the older persons themse]veslisrd%ten helpful

» .

(]9§ ])0
Remember that the cause(é) of the stress response is
often complex. Thus the HPERD pYofess1ona] may find it helpful to work

hand-in-hand with the older person. and h1s/her phys1C1an, c?1n1ca1 psy-

-

_chologist, social worker, etc. ‘ N .

~.

C. Postvention is analogous to HPERD and other reh b111— «

tative "treatment." It serves to ameliorate the crisis or stress after
the fact (1, 19). - -

1. ' For example, many people are referred to recreation,
dance therapy, and other HPERD programs for post surgery rehabilitation;
to regain control of one's body and improve morale as a resu]t of Park1n-
son's d1sease, cerebral pa]sy, sc]eroderma, cancer; and/for to find mean-

1ng to life after the death of a s1gn1f1cant other person (e.g., the

2. HPERD activity may be a\grthwhile end in itself

and may serve as means_to an end.  Concerning the latter; HPERD activi-

"ties may serve as a means to developing friendships, counseling, learning:

of,'1egitimizing, and providinqkrespect for an older person's.pagt life

via the "life review," etc. Often HPERD activities are’an end in them-

'se1ves in that they are joyous, fun, and bring relaxation, pleasure, and

a sense of wei]-being (19). g

.
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LEARNING ACTIVITIES:

Objective: To learn to integrafe HPEnggourses/activities to meet

-

the stress and other psychological needs of the older person.’
. . . ] ¥ -
» 1. Analyze how you and your friend$ cope with crisis or stress.

What -preventive interventions (educational), interventive (formal and

informal counseling)y and postwentive (after the event réhabi]itation)

courses, therapies, interactions were he]ﬁfu]?. Why were they helpful?
How‘importaﬁt was (1) the passing ofitime, (2) activity (doing something),
(3) social support or friendship, and (4) new insights or knowledge?

2. Discuss how HPERD activities might Se used as a means of crisis
intervention. Discuss the HPERD environment as a“meant to (1) listening
tp problems and (2) providing valid and reliable a]térnatives to resolv-
ing a ‘crisis or'stpess. .

3. Develop a referral network of gerontologically orientéd psy-
chiatrists, other physicfﬁns, social workers, and those know]edgeéb]e

. " about available gerontological services within the éommunity.

4. Role play thg sjtuation where a 65-year-old person becomes
severely depressed as a result of forced retirement, the likelihood 6f
mdving to a less expensive dwelling due to a decline in income, a diag-
nosis of hear%ng dysfunction (presbycusis), and vision loss due to de-
veloping cataracts. As an HPERD professional, how would you help yoﬁr
friend/client deal with this complex of problems? Would or could HPERD
activities serve as part of the interQention/bostvention? How?

5. A_70-year-o]d person“is seveke]y depressed because of récent
triple-bypass cardiac surgery. ‘Develop an HbERD program which would
meet, ﬁis/ﬁér postventive physical and psycho{ogical-needs. Kéep in mind

the concept of individualized, systematic programing.

Qo ' 98 _ ’ ‘.
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MODULE 4: THE NEWEST FRONTIER FOR HPERD: DEATH
AND-DEATH-RELATED BEHAVIOR

' -INTRODUCTIO . ~
*”"HEERD programs have generally been ¢verlooked~as helpful tﬁerapeutﬁc
modalities for the dying person and family, the bereaved, and suicidal.
There have been and still are exceptions to the rule. Recreation thera-

. pists, physical and occupational therapists, and to a 1esser‘gggree, move-/)'
ment and danse specialists have. worked with ‘the seriously i11 and dying
person,

H " One reason for this avoidance behavior may be that catastrophic i11-

ness, dying, aﬁd death remind us that we must all die. More important is

the .knowledge that "I" must die. Imp]emént the healthiest regimen includ-
ing good nutrition, exercise, peace of mind, moderation in~a11-things,

and still we must die. A difficu]t'le;son for HPERD professionals is to

acknowlddge that the goal in working with the aged, the sick, and dying

may not be improvement or even maintenance of health or physical efficiency

statug, but rather enjoyment of remaining moments of life. Too eften we

revert to magical, stereotypical thinking of the robust aged persoa jogging
on forever with a.bright sm{1e, taut of skin, and firm of flesh--a sort of
tric Superman or Wonder Woman. It does not work that way.
Onghe other hand, health education was among the-firgt academic
discip]ines‘to inc]ude_fo?ma] death education in its curriulum at the

college level. At educational-scientific meetings of the Forum for Death

e ,
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3
Edugcation gnd Counseling* an ing:easiqg nymber of HPERD-brofessiona]s and
students are participating. Thus, HPERD is s]ow1y coming: to recognize"ﬁ
the possibility of making a major contribu%ion t;.improving the quality
of 1ife for the dying person and his/her family as well as serving to help
- the bereaved adapt to that most profquicﬂ’a11 stressors, death of a be- -

loved person or pet.

From the HPERD perspective this unit might have been entitled Death

P
and Dying: Before, Dgying, and After. The "before" refers to educating
Ve before the event of death of significant others or self. It is analogous

L

to the preventive intervention phase of our model. Operationally, it
refers to formal and infonhé] death education.

The "during" refers to interventign in our mode]i It is hidh]y
recommended that HPERD activities and education may be useful td the dy-
ing person aqd his/her family in fhe here and now. The goal in working
with the dy®™g person is to help that person die well or healthily (1&)
or to use Weisman's terminology, "appropriately" (27). _ The conceﬁt recog-
nizes that the dying-are 1iving’unti1 dead. The dying person possesses
the needs of the living as well as needs unique to his/her términa]ity
(for example, sense of futurity is limited, time is of the essence, and
fears concerned with suffering, inability to tie loose ends together,

future of survivofs, afterlife, etc.). The éoncept also recognizes that

7

*The Forum for Death Education and Counseling, P.0. Box 1226, Arlington,
Va. 22210, is the educational-professional-scientific organization de-
voted to upgrading the quality. of death education and counseling. It is
national in scope with regional ‘thapters, conducts national and regional
training workshops and conferences, publishes a newsletter, sponsors the
journal Omega, provides discounts to others, and welcomes HPERD students
and professionals as members.
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people are complex and individualistic, that is, people live and die

* uniquely. :

‘WAfter" refers to postvention and is concerned with educatign and
counseling for the bereaved and the suicide attempter. The goal with
both is to help the individual (1) fipd valid and sustaining meaning to
life and (2) reconstitute himseTf or herself so as to eventually re-
engage with society, develop social relationships, etc.

The 1np11cations.of the study'of death {thanatology) go beyondlser-./*
vice to the dying, bereaved, and suicidal. Death may serve as & stimulus

. to improve the quality d} civilized 1ife (11, 14, 15). For if we are
*dying premafure]y, before reaching humankind's allotted 110 years, due to
man-made causes such as wars, pogroms, holocausts, s%arm\ﬁ1on pollution,
etc., then, perhaps, confrontat1on with death might do mucn\to improve '

) the quality of c1v111zed 11fe 1f humankind can come. to rea11ze that
it is ourselves and our chi]dren who can-starve or<§qg\nagalmed, and not
only the amorphous child of an amorphous enemy then, perhap$, concerted
worldwide civilizing efforts may be sustained. .

Cons1der1ng the concern for 1nd1v1dua1 and social health and well-_
being ingrained within the fabric of HPERD the death-related palliative
roles recommended would seemingly be a major contribution toward improv-.
ing the quality of civilized 1iving and dying. |

.Tnis module will focus gn the following major ‘themes:

1. Death is more than merely a biological event. It has psycho-
logical, social, and,other implications for health ahd’we11-béing of in-
dividual and community (13).

2. There is an increasing body of know]igge concerning death-related

+ behavior.
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3. Appropriate death education, «ﬁntervent{on, and postvention may

serve to mediate the stress ‘of death and dying.

A

The 1earn1ng activities are deS1gned to help the reader to trans]ate

each concept into HPERD course/act1v1ty deve]opment.

OBgECTIVES OF THE MODULE -
- On the comp]et1on of this module, the HPERD profess1ona1 shouid be
ab]e to: .

1. Understand and discuss the biroad iﬁp]ications of death for human
behavior as well as the specific death concerns of older peopie.
' 2. Understand the fo]e of HPERD course/programs as means to improv-
ing the quality of life for the d;Eng, suicidal, and b@reaved persons.

3. List sE]ectediresourdbs‘gn the field of thanatology (study of
death). | ) |

4, Modif& existing or develop new HPERD course/programs, taking

into consideration the death-related behavior and concerns of older

~—

persons.

+

I. The broad, catholic, pervasive mean1ng of death for. human exper1ence

Concept I: Death is more than me%b]y a biological event: It has
psycho]ogica],.socia]; anq other implications for infividual and com-
munity health and well-being (3):

( A. Denial of the possibility of one's own death may be a
factor which contribufes to war as an acceptable means of conflict reso-
lution, man-made starvation, pogroms, ho]ocausfs, environmental insults,
étc; While averaée‘fife expectancy is increasing, peafle are_sti]] dy-

ing prematurely due to man-made causes (15).

-
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B. The theme of death is ingrained in such phenomena as

child abuse, wife abuse, abuse and avoidange of the a@ed, and terminally
: L

)

i11 (dying) and aged (11).
C. Death and other forms of loss are often the cause of or

contribute to depression, homicidéT and suicidal behavior, bnsgg of can-
_cer, coronary Heart disease, kidney disease, dbmbu1$ive behavigr,_schizo-
phrenia, etc. (5, 6,/}3} 233. * - ' c AN

" D. Fear of death is complex. On the oné_hand, it ﬁéy‘ﬁn-
hibif enjoyment of life and exacerbate the dying process. On the other
hand, fear of d;dth'has survival vafﬁe for deividua1s and sbeciest' It
serveg to preserve the Epecies while avoiding‘dgagqy situations.‘ Féa%
of death is'mu]tid%ménsibna] and includes fea; of death of self, dying
of self, death of beloved others, dying of beloved others, the'deéq,

etc. I - ' .

3

'édmélspecific outcomes of fear of death of self and -be-
loved others inc1ude féar of the unk??wﬁ, afterlife, and eternal punish-

-

o . .
ment: concerns over well-being of survivors; leaving unfinished tasks

’

\\ and projects; and dying "off-time" (either too soon or too late) (7, é).'

1. Some specific outcomes of fear of dying of self

\
include fear of suffering, isolation, having lived a meaningful life

(including not being remembered by future generationsf, being a burden
to others, ‘loss of cgntro] of one's destiny and-life, etc.

2. Some specific outcomes of fear of dying of beloved

others include profound Senée of loss and void, concerns.over sur:iva]
capabilities of self and family, reminder of ope's own limited mortality

and offghe inability to control the time and cause of death, etc. (8).

Qo . . . 10';’
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" E. Contemplating and/or experiencing death of others is

-

assoc1ated with human growth, creativity, and genius. Death may serve

as a stxmu]us to either growth and actua11zat1on or despa1r, inability

to enjoy, and 5u1éﬁde (14).

LEARNING ACTIVITIES: .

Objective: To understaﬁd the ubiquitous, pervasive quality of
death. i -

1. Obtain newspapers for one week. Cut.out all articles, comics,
editorials, and other 'ref.rences. to death in the newspaper.’ What do you
have left? Hold the newspaper up. What does this tell you?. :

2. Interview older and younger people. Using the death—re]a&ed
fears méntioﬁed in the module, determine the specific fears of the two
groups. .Include "fear of qld age" in your suryey. How do the two age
groups‘differé

What are.your own death-related feqrs? Are there other fears gﬁ;t
take prioriéy'oyer fears concerning death? For example, these can he i
fears over disfigurement and mutilation{ being unsuccessful in one's

work, intimate relationships, objects and situations such as snakes,

hijh‘bui]dings, etc..

Concept II: Dying and death are generally considered the most .
prqfound stressors"within the human experieqce (4, 6).
| “A. Dy{ng is a biological and psycho-social process which
usually terminates in permanent cessation of functioning, that is, death.
The biopsychosoéial processes mdy be predicted subject to wide human

variation. Under certain circumstances, and with proper and urgent

i “»
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1ntergent1on, the b1o1og1ca1 process of dy1ng may be reversed There

~

comes a time 1n the‘dy1ng process, however when fntervent1qn techn1ques

EN

are use]éss (20) Death by def1n1t1en,.cannot be reversed Thet 15,

1f one of the character1st1cs of death is permanent cessat1on and ir- .

~

reversib111ty of who]e ut\]n or total sy§$ems funct1en1ng, then "dead

-~

men tell no tales." There are many mOde]s of psycho soc1a] dying. raqg1ng
> ‘

\“-_from;the eariy work of Kub]er—Ross (g) to Wedisman (27) and others (10a)

A Y

N

.
-3

perce1ved in such a way as to contribute- to premature, 1nexp]1cab1e death

en. S - »

o Sdme p&ople-ije "better“ (read, "appropr1ate1y" "health- ;_

i1y "easier" ) than others. Factors mediating:* the style of dy1ng include

' personality, qua11ty of soc1a1 support degree of sat1sfatt1on with 11fe

up to that point, persona] eschatngogy, senge of control of one's dying
(e.g., treatment, 1o§at1on, counter~§pn§rgl, etc.) (2, 3, 4, 27).

D. Suffering the death of a beloved or valued person or
pet increases the probability of vulnerability to morbidity and nor-'

tality (5, 6, 23). The individual suffering the death of a beloved

_other goes through a grief process which is time consuming, painful,

and also varies between individuals. The grief process and outcome are
mediated by age, sex, previoqs health status, degree-of social role °
change, quality of socia]rsupport, quality of interaction with the dy- -
ing person prior to death ("anticipatory grief"), perception of social
ecBnomic status, etc. (5, 6, 23). .Grief as psychological and somatic

ménifestations (4, 5, 18 23) Grteving is seen as an adaptive process

of the 1nde1dua1 to profound 1oss It)may occur immeﬁtate]y following

)

1o

N - - , RN §

' ‘B Prognos1s of syrgery-or serious and m11d 111ness may be

[y
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{,;} ‘ deafh. ft may be delayed or it may ochr before the death ("antici-

LI R

~ - patory gr1ef"¥ It may be* pro]onged that is, undiminished in its in-

~ . - PR ..

tens1ty. ﬂfter‘the pass1ng of years Usua]ly gr1ef is a 1ifelong process.

~

s L
[;;' g&ts dsyeho1og1cal effects are general]y pronounced during the first "“\\‘i
%

' month decreaSe dur1ng ;he pext: six months, but still rémain swggp/;
%T r*.:‘ caat dur1n9 the next two years._ F]areups of the grief &yndrome@ may be
expe:ted dur1ng &1gn1f1cantfdates, e. oy ho]1days ann1versar1es etc
i \‘«?'t S T Gr1ef has descr1bab1e and bred1ctab1e behavioral symp- )
) ‘tomg such as shock and’ dental, anguish paln and despair, yearning and N
"f éearch\ng,caJ:1tory and v1sua1 ha]]ucxnat1ons of the dead person fee]-

o®" e e m RSt P T

.. o~ e g

-a-,-.,nlngs af. guilt and. angew,mlassitude. etc. {5). . Given time, the heal;ng

r

e e i

%7 g process eVO]ves, and the individual, hopefu]]y, psycho]og1ca11y lets
go- his/her ties to the.dead and re-engages with the world of the living.
. ' . E.' Evidence exists that stress hec 3 cumulative effect. ' !
fThat is, suffering mu]tipL; deaths of signfffcanf'others oyer‘a short
é;itod of tihe ($ay three-year period) increases the probahﬁlity of mor-
bidity and mortality (4, 6). 'Howéver,'the rote of age, socio-economic
stetus,”ethnicity, etc., as main or interactive effects upon health
outcome remains undeterm1ned ' ,' |
R AQder people tend gené?a]]y to be less anxious or fear-
ful but more concerned with death. Ihey talk of 1t, scan the obituary
coltmn, attend funera]s, and plan for its eventdaltty more so than
younger peoole-(8). |
G. Suicide increases with age, pqrticulerly among white
males so that even.though persons over the age of 65 make up 9 fpercent
. /

of the population, they account for approximately 25 percent of all sui-

cjdes. The profile of the white:-aged suicider (which must be viewed

/ 110
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with allowance for variat1on) often includes the fo110w1ng characteris=
tlcs (19, 22): Over age 55, se]dom attended church or synagogue, was
°. . not vis1ted by fr1ends or re]at1ves at 1;ast once a week, was experi- - --’ff\\\
encing chronic s]eep1ng prob]ems during the year before his death, had |
. a strong re]iance upon drugs such as a]coho], and may have had a rela- ‘
. t{ve or personal-prob1em with an ehotiona] or.mental i11hess. Note | |
that:%hese cﬁaracteristics are meant to be descriptive rather than
* predi ctive.
a - L Psychologically, suicidal behavior among the el-

der]y is oftén associated wiih sense of despair, hopelessness, and dimiw

!

AR e etk R TL e, PO R o o

:‘ nution of mean1ng to 11fe. It is also associated with poor “health, a]--
coho] depengdence, and inadequate or unsatisfactory human re]aglonsh1ps
(13, 22). Thus suicide hay beuQiewed as a stress reaction to both pay—
chological and social stressors. .Suicide is one wday, of -coping wi%h a
set of problems. Death and suicide are the ultimate adaptation processes

par excellence. Once one dies, regardless of how, he/she no-longer has

S}

- problems to resolve. Death may be perceived as providing the only
stress-free state to the distraught individual.
2. Su1c1de may be prevented to some degree by means
. of education, COunse11ng,.and other interventive and rehab1]1tat1ve
methods. The deéree that HPERD courses/programs may be helpful in this |
regard remains to be tested, although there is ;Bme evidence that the

L

hypothesis is-wo;thy of exploration (16).

LEARNING ACTIVITIES:
Objective: To understand‘death—re1ated phenomena as both stressor

~ and Stress response.

o 11;
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1. Discuss the meaning of the idiom "dying of a proken heart."
Under what circumstances.might death of a beloved other cause-: the ﬁ}éf
mature death of survivors?.

. : ' ‘ L
2. Think through the death of the person extremely c]ose to you. -

Nhat were your fee11ngs7 What wdu]d you do in the event of that per- -

son's 'dying and death? '

3. Fill.out your own death certificate (enclosed). How long did . -
it take Jou to begin 4nd how long to complete the task? What was the
most'd1ff1cu1t part? How did you feel?' Did you feei distressed?

4. Consider in the same way that you are to undergo amputation of >

'an organ, another form of. Toss or “TiftTe Sﬁafh T THINRthvoughs "uver“"ml% """" -

t1me how you wou]d adapt. Nou]d you feel swicidal at any time?

‘5. Consider the ph1losoph1ca1 question; "Why have you not su1c1déd?"

what does your.response have to say about your priorities and values?

6. Develop a death education course for older adults?
7. Discuss how HPERD programs might be designed to serve the older
dyingxpefson and famiiy, the older recently widowed person, qnd the older

persbn who is grieving someone Gther than his/her mate.
II. The study of death (thanatology).
‘ LY

Concept'I: The subject matter or knowledge base of thanatology has

been growing since 1956 whqp Herman Feifel's The Meaning of Death was

published (3). The.thanatological movement gained significant impetus

with the publication of Elizabeth Kubler-Ross' On Death and Dying (9).

Today textbooks in dedth education and specific death-related areas

abound (e.g., 1, 3a, 7, 8, 24, 26).
. Fand
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_Dying, and The American Association of Suicidology.
u. Al ~ 2 A

. 106 '

. :

A. Some journals specifically devoted to the topic of
\

2,

' death include Omega, Journal of Thanatology, Suicide, Essence, and Death

Education. A Research, clinical, and other articles are regularly indexed

in Index Medicus, Psychological Abstracts, Abstracts for Social Workers,

Biotogical Abstracts, Excerpta Medica, etc.

B.. The Forum for Death Education and Counseling is a non-

profit organizatfon devoted to the ideal of upgrading the quality of
dgath education and counseling (see IntroduttionI\E this module). Other
nétiona] organizations‘with either broad or specific pgrposes'include

i .
The Foundation of Thanatology, The International Work Group on Death and

T L e N

e €.~ Self=help groups exist for specific purposes such as’

————

Make Today Count (for cancer patients and their families), Widow to Widow

Programs, The Cand]el{ghters (for parents of dying children), memorial

sociaties (provide inexpensive and dignified funerals), local Ostomy As-
* ) 4

sociations (consult the telephone book or local health or mental health

Y L)

agency for addresses, or write to The Forum).

D. HPERD, with special reference to health education, has

{

a

always been receptive and supportivé to the death- education movement. )
L E. Older adults regularly enroll-in formal college level
death R¥ducation courses and programs which encourage discussion and learn-

ing of death.

LEARNING ACTIVITIES:
Objective: To become knowledgeable of the thanatological resources

available to HPERD students and professiona]g.

114 RS
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1. Visit your local library and review the books listed in the
card catalogue under the ﬁeadings of death, dying, grief, bereavement,
terminal i]]hess; hospice, suicide, euthanasia,‘bioethics, etc. Review
a random samﬁ]e of those books. How many are based on experimental apd
c]tnica] data? Which are based.upon logic? - Which are thoughtful expo-
sitions? What does this 'say ef"the field of thanatology? )

2. Revie@ the various journals.devoted®specifically to the topic
of death. Do any of the articles stimulate ideas concerning courses/
programs salient to HPERD?

3. * If possible, visit one of the organizations or associations

\
particular associgtion? ®

-
.o

e ~ .
III.' Pfeparing for, counseling during, and rehabtlitating after death.

Concept I: Death may be §thdied as any other human behavior may

L3

be studied. Thus death, in a.sense, mey be prepared for but nonetheless -

tends to catch ‘us’ by surpr1se

-

A, Death educat1on was’ born in the United State;‘dur1ng the
* 19605, and the number of death education courses has pro]1ferated through-

“ ; out’ the Un1ted States, especially on the CO]Iege and university 1eve1

. (19, 12). .O1der person§ attend such cou%sesAboth‘in the reguiar univer-

‘sﬂty classroom and thfnuéh doﬁtinuing edycation qofferings.

B. The goals of death education may be specific (e.g.,

learning how to plan one's w111 and funeral; learning to commun1cate and

plan toward personal death, etc.) or global (e.g., study of death as a

means-to prevent war and other man-made forms of death) (12).

.. . \ 1”1;;

ﬂ¥n4wh&t~ways~eoé4é«yeu"ogmether,“L

Sy
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LEARNING ACTIVITIES

Obaect1ve. To St1mulate toward pIann1ng one's own death.

1. Survey neighboring colleges ahd universities to assess the
quantity Bﬁd quality of death'education*cau}ses offered. Request their
course outlines. 'ﬁhat are the course objeétives, texfs, and experienQ
tial exercises (field ‘trips)? How might such COUﬁ§eQ help you or an-
other older person prepare for death.of self or beloved other?

2. Write your own will. What were your feelings? Why had phis
not been done earlier? - ‘

L]

3./ Nr1te down and d1scuss with the person or persons closest to ?

e 194 ety D4 e e I e 2, o o A B Y AT Ak Mk T

~you the c1rcu@§tances under which you “Would like to diemliudle_NﬁJmUStv~~~“"‘““”“‘

Where would you like to die (home, hospital, hospice, nursing home) and

with whom in attendance (no one, friends, very intimate family or friends)?

: \ ' - .
Would you wish to experience your own dying, or would you wish to die in
. . \ .

your sleep or in a drugged, somnabulent state? Under what conditions

r
would you wish to be kept alive by so-called heroic, life-saving methods !

(respirator, intravenous feeding, chemotherapy, etc.) even though death

was imminent? What factors ,would lead to an "appropriate," "good," or

"healthy" death compared to a "terr1fy1ng,“ "miserable," or "unhealthy" - P

death for you? Ask the same question of olger and younger people. How e

do they differ?

Concept II: Research suggests that counseling and other interven-
tions can contribute to the “appropriate dying" of, the individusd._(2, 7,
9, 27).

| A.. If the dying are 11v1ng until dead, then a reasonable

heur1st1c and human1st1c question is, What are the circumstances that

116 -
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make remaining moments and dajs of 1ife~meaningfu1? Gerontological re-
search investigating the predictors of-life satisfaction provides in-
sights for HPERD. Generally, such studies indicate that activity, per-
ceived heé]th, social interaction with.friends, and socio—econonnc status
(SES):predict 1ife satisfaction (21). HPERD can do yQttle to affect SES; .
it may be able to affect perceived health and well-being status; how-
ever, the probability is high that it can provide modified and appropri-
ate activities, the means to expressing friendship, and re]ieve‘a de-

pressing ambience often found wherever dying occurs. . ,

B. A programmatic model which integrates HPERD to improve.

~'~4Ehe~quahty‘of +ife-for-the- hv’mg—and-ﬂymg exists— 6y e

- - C. The hQ_p1ce movement is de51gned to help the dying per-
son die comfortably, pa1n free, and "appropriately" (2 By and 1;5'-’
they‘have;not-exp]ored the use of HPERD within the1rthej:BEutip frame- -
work at this date, although the idea has been expressed (11).

>~ D. FEuthanasia means "good death" and is ‘complex. It re-
fers to variations of (1) hastening death or (2) allowing death to occur
when ‘death is imminent. and prospects of recovery are nil. Most retigious
and medical bodies condone the latter under most circumstances but are

adamantly opposed to the former (1, 25)- Euthanas1? is a form of

intervention. .

LEARNING ACTIVITIES: - | ~

Objective:. To conceptualize phenomena which might he]p-a person

¢ .
. die hea]thi’y or well.

1. Interview several older people about their past life ("life

review"). Find out what their favorite HPERD activities were. If that

117 .
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A

person were dying, how could you modify the activity for thdt~person?
- For example, a 67-year-old male is béﬁboqu and dying of cancer. He,K

enjoyed golf and bridge before his illness. Design a golf game in which

® 2 '
he and his wife could participate. How might golf and bridge serve to

improve quality of the man's dying, communication with his wife, and re-

. Tieve the depression of the environment?

-
‘e

2. If possible, visit or read literaturet on the hospice. How might ¢
HPERD activities be integrated into the hospice conceﬁt?h,
-‘ ¢ v
3. Discuss euthanasia. Under what circumstances would you wish‘

death hastened? Under what circumstances would you wish to be ailowqq

to-die? ~ASk 6lder and younger Persons the saiie question. How are They .

¢

alike? ' How do they.giffer?
Suicide by the terminally i11 is also a form of euthanasia
("hastening death"). When is it ethical énd rational? When is.it not?

" How might HPERD and other interventions affect the desire to die?.
»

Concept IH: Postvention is concerﬁed with helping the bereaved

and/or suicidal individﬁa] reconstitute themselves, find meaning in life,
and. eventually re-engage with society. ¢ ‘ |

_ A. Some predictors of healthy bereavement in adults include .
previoJ; health status, socio-economic stétus, quality of social supporf,
immediate (rather than delayed) working through of grief or mournjﬁg,
participating in the dying process {(e.g., caring well for the dying per-
gon), and finding a purpose in life (5, 17, 18, 22). :
¢ B. In working with the suici&a] person the goal is to help
him/her (1) reduce the complex of préb]ems/styesses which elicit an end

to life, (2) to strengthen coping capabilities, {3) to assure psychological

Q : 118 | .
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support, and (4) to find meaning in life. The suicidology-trained pro-
fﬁssional seeks time above all allowing for attitudinal, perceptual,
social, and phenomeqologﬁca] change to occur (21). .

t

LEARNING ACTIVITIES

0b3ect1ve -To understand\the psycho-social status of "the bereaved
and/or suicidal older person aqd the need for rehabilitative HPERD f
programs. } ‘ ”

1. Interview a group of older gidows and widowers. Categorize them
. . ~ '
by ‘number of years bereaved (recently bereaved versus long term bereaved).

e -G 5 @55 - LhE TP health-status.i“pug " “fair," "nond-" "exce]]ent"). appe-

tite ("poor" . . . "excellent"), quality of slq_g»("poor .. "excel-
lent"), depression ("below my usual average," "about my usual average,

Mabove my usual avérage"), visits to physician ("below my usual average,"

A

;“about ﬁy &sua1 average ;" "above my usual average"), and thoughténof sui-
cide ("rafe]y," "fairly frequently," "very frequently"). Do ‘they differ
on any of the s symptoms on the 9/;15 of sex, years widowed, and sex and
years widowed? Discuss thls in terms of the older widowed person s needs.
Also interview informally to determine (1) the greatest problems associ-
ated with widowhood, (2) factors which were helpful or unhelpful in their
grieving, (3) advice from the widowed fo potential widows and widowers.

2. Develop a rationale for an HPERD course/progrém which would be
helpful in the rehabilftation of_fhe elderly bereaved and/or suicidal
person. Translate the rationale into a plan integrating ihe subject
matter of bereavement and/qr suicide.

3. Discuss "burnout" (see 4, pp. 111-120). Do you think you would

be able to work for any length of time with the elderly dying person and

119
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family, the bereaved, and/or the suicidal? Why or wﬁy not?»‘what are
. the rewards anq liabilities? What kinds of support wou]djyod require
if a client/student/patient/friend died? How would ydq prevent yourself
' from."bugnout," or ﬁow would you re-motivate or recharge yourself? Why
is it that all HPERD people cannof work effectively with the dying,
their fami]ies,'the bereaved, and the suicidal? Why is it necessary to
know your own pers&ha]ity, coping resources, and meaning given éeath and

dy{ﬁé before committing onese]f'to working with this population? .

S T T e e T T PV RSP
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_ MODULE 5:_ CREATIVE MOVEMENT/DANCE

) - INTRODUCTION - | -
bancg‘is hypothesiced to be an effective prescrjption for preven-é

tion and amelioration of physical and psycho-social deterioration in the .
& elderly. The loss of functional capacitiqépand anticipation. of death

-

may create stress and-contribute to depression and anxiety. Serious
psycho- socia] problems cnn Be brought on by ib]é“EBAnges 1n the fnn;i§-m_nnmmm~hM‘
,and at work and by the loss of significant others. Another problem fac-
ing many elderly is’ isolation. Isolation may be social, in that persons
are physically separated from others, or emotiona] 1n.that persons with-
draw from social contact. The expression of feelings in a creative dance
v class‘can avent these problems. Dance promotes group interaction and

sociability. It recognizes each‘senior citizen as a valuable person,
provides a créative outlet, and improves functional capacitfes.

This-module provides a format for training HPERD Qtudents and others
to teach dance to the elderly. It.%s.divided into two sections: (1) con-
ceptual foundations for teaching dance to the elderly and (2) field ex-
perience in teaching dance to the elderly. The module is based on the
following acsumpt1ons: (1) the teacher is experienced in dance or move-
ment education, (2) the teacher has experience in teaching creativc
movement to the elderly and ig involved in his or her own movement growth,
and (3) the teacher is condugting, is iq‘fnested in conducting, or has
conducted c]asses in dance for the elderly.

The salient top1cs‘re1evant to the domain of movement and dance to

be discussed are as follows: ’ L
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1. What is the conceptual foundation for teaching dance to the

elderly? | : C ,
2. What are the physiolﬁgicarfggaects of aging as they pertain to

dance? ‘
3. What ére the psycho-social aspects of aging germane to teaching

dance to the elderly? |

| 4. What are the goals and techn1ques of teaching dance to the ,

FRRP NS it b im hnraet e A it e RSN et as Cot et ra e s arabant 48 - age 8 6 48 8 4TS St s a4 tes baaem aat T LT T TY e Yy SOy pav

elderly?

5. What is adequate field experience for, teaching dance to the
. <

.
.

elderly? _
This module will fo]]ow_a slightly different format'than the others

in this volume. Instead 6f concepts, the body of the module will focus |

on salient topical questions. ‘References will immegiateiy follow the

topic rather than be placed at the end 0%.§he moddle.,

| With that caveat, the teader should know that the danée technique

_providing. the basis for this modw}e is creative movement basedNon Barbara

Lo

Mettler's Matgrials of Dance. Méttler's philosophy‘is that dance is for

everyone and that, given the freedom to explore movement, people will
naturally dance.

They will develop an awareness of their movements which
will lead to gaining control and mastery over their bodies.
The formula simply stated is Freedom leads to Awarenéss which
leads to Control (Mettler, 1960).

r

In order to facilitate this process, the dance teacher must be sen-
sitive and responsive to the needs of each individual senigr citizen.
- >

_Creative dance, as it is used here, is contrasted to social dance

or dance performance. Although some form of dance performance may occur

125
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’
and e]ements of social dance (ballroom, d1sco, ethnic, or fo]k) may be
“incorporated into creative dance c]assé% they W111 not be the main
focus of this module. .i
Thus creative dance, as viewed here, provides a structure for exer-
cise\that makes it pleasurable. It also goes beyond exercise by provid-

ing a mechanism for the expression of feelings, the improvement of self-

esteem through awareness of one!s physical and crqézﬁve potential, and

the improvemenp of body awareness. “CTESE Ve dance-also-entances- sharngy-———-——

3 -~ ?
v

garing, and.the ‘expression of joy in a group.

' Resourcgg' . -
Mettler, B., Materials of Dance as a Creative Art Activity, Tucson, Ar1z

Mettler Stud?os 196€\.

\

. ORGANIZATION
The chart.given below represents the format and syllabus followed

in this modu]e;

FORMAT AND SYLLABUSw

. Topic ' Assessment " Field Experience

Heek

1 Orientation : ’ Participate in dance
’ . class for elderly

2 ‘Goals of d Read dance therapy Visit 'sites

with elderly material _
3 Body imag Read and discuss Participate in dance
two resources class with elderly

12¢
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~ Topic Assessment Field Experience
S T .
Week
4 Phys%o]ogica] Participgate in dance
aspects class with elderly
5 Psycho-social Turn in summary on Participate in dance
aspects boqy image ~ class with elderly
6 Techniques of Turn-in lesson Visit sites; ‘set
teaching plan | goals; plan first
class. .. 4
7 On-site supervision Turn in goals, First class: intro-
Group supervision Lesson plan 2 duction and agsessment
seminar
8 On-site supervision* Lesson plan 3 Second class: con-
tinue assessment and
re-evaluate goals
9 Group supervision Lesson plan 4 Third class
seminar
10 . Group supervision Lesson plan 5 Fourth class
seminar
11 Group supervision Lesson plan 6 Fifth class
seminar ' . ]
12  Group supervision Lesson plan 7 Sixth class
' seminar
13 Group supervision Lesson plan 8 Seventh c]as§
seminar '
14 Group supervision Lesson plan 9 Eighth class
seminar (discuss v
termination of
classes)
15  Group supervision Lesson plan 10 Ninth class: pre-
seminar pare for termination
16 Final seminar Turn in evaluation Tenth class

of field experience

127
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Topic . Assessment Field Experience

. Week

» 17  Final exam: crystal-
lization of cognitive
material with field
éxperience

Z

~ *Additional on-site superviéion“shou1d take place throughout the training
as needed, perhaps three additional .times. Group supervision time may

be used to discuss problems, to practice teaching, to exchange 1dea§4

and to support each other’s Work, ~ T

.

LEARNING ACTIVITIES:

Objective: To orient the student to the goals, structure, and

philosophy of the course. ‘

L
1.  Explain how the course is structured--provide a syllabus.

- 2. Discuss philosophy of teaching creative dance to the elderly.

3. Discuss expectations from the students and expectations the

¥

students have for the course. ;
4. Describe the_populations at the sites, site assignments, and

3

schedules.

5. Exp]afn the differences and simi]aritieg_between dance therapy

and creati movemént for the efderly.

a.| Define dance therapy: N@iﬁlding to the American Dance
Therapy\‘ss iation, dance therapy is th; "psychotherapeutic uge of
movement a process which furthers the emotional and physical.inte-
gration of the individual."

§ b. Discuss similarities between dance therapy and creative

movement. For example:

: 123
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i. Both are therapeutic; people gain insights into them-
selves, feel better about themselves, and“integrate body “and psyche.

ii. Both are expressive; people have an opportunity to
express their'feelings.

iii. Both fherapfst and teacher must be sensitive and re-
sponsive to the moods and needs of the individuals.

c. Discuss differences between dance therapy and creative_

movement. For example: ' e e e e e e e

A

i. Therapist has a contract to work through emotional prob-
lems with the client, which the creative movement teacher does not,
7 ii. A dance therapist is more likely to be working in a
clinical setting.
d. Studént compares and contrasts goals for dance therapy with
those of creative movement. |
e. Student demonstrates an understanding that being old is not
analogous to being sick; similarly, just because we dance with the el-

derly, it does not mean that we are doing dance therapy.

Resources:
Dance Therapy:
Garnet,. E., "A movement therapy for older people," Dance -Therapy: ‘Focus

on Dance VII. Washington, D.C.: AAHPERD Publications, pp. 59-61,
1974.

Merritt, M., Dance Therapy Program for Nur31nngomes, Boston, Mass.:
Un1tar1an Universalist Association, 1971.

Samuels, A., "Dance therapy for the aged," Proceedings for Third Annual
Conference, Baltimore, Md.: American Dance Therapy Association,
Pp. 85-87, 1972. _ ’
) L)
Turbow, S., "Geriatric group day care and its effect on nursing home
placement: An 18-month assessment," Gerontologist, 13(3): 97, 1973.

12y
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Effort-Shape:
Bartenieff, 1. and Davis, M., Effort-Shape Analysis of Movement: The
Unity of Eunction and Expression. - Ney York: Albert Einstein Col-
lege of Medicinef 1965. IR

Bartenieff, I., Davis, M., and Paulay, F., Four Adaptations of Effort
{heory in Research and Teaching, New York: Dance Notation Bureau,
970. ]

Laban, R. and Laurence, F. C., Effort, London: MacDonald and Ewans, Ltd.,
1974.

North, M., Personality Assessment Through Movement, London: MacDonald

and Evans, Ltd., 1972.

I. Conceptual foundations for teaéhing dancg to thé elderly.
_+ Topic I: What is the conceptual foundation for feaching dance éo
the elderly?
The conceptual foundation for teaching dance to the elderly is based
upon five major areas?®
1. Goats of creative dance with the elderly.
2. Body image.

3. Physiological aspects'of aging.

4
4. Psycho-social aspects of aging.
5. Techniques of teaching.
I : -
o A. What are the goals of teaching dance to the elderly?

One's goals should include the following points:
1. Physical goals: One should strive to maintain
and enhance functional capacities such as flexibility, endurance, and
cardiovascular functioning.
4 2. Pe;ﬁgptua] motor goals: One should strive to main-

tain and enhance balancé, coordination, (eye-hand, eye-foot), kinesthetic

awareness, and spatial relationships.
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3. Physiological goals: One should strive to

-~

a. Enhance and improve self-esteem and fé%]ings

of well-being. , ' ‘ 4 / )

b. Enhance and develop an awareness of range of

L

movement qualities (effort-shape concepts of strong-light, direct-
/

indirect, and quick-sustained).*
c. Convey a s}nse of joy in movement and to de—l
velop a positive regard toward movement. -
d. tncrease each -individual's awareness of his/her
potential for creatiQity. )
4. Psychb-socia] goals: One should strive to increase
eyé=contact,‘touching, and other forms of non-verba1|commun%cation.

5. Social goals: One should strive to increase social

* interaction and mutual support. . ) .

' 6. Physical/Psychological/Social goals: One should
- )
teach principles of self-monitoring and reinforce, evaluate, and over-

see every individual's self-monitoring capacities.

-~

" B. What is body image?**
1. Body image refers to the constelYation of attitudes

about size, body boundaries, weight, strength, shape, and proportions,

*This goal should be deleted if students are.not trained in effort-shape.

**The rationale for p]abing the section on body ‘image at the beginning
of the course is to provide the students with an opportunity to be com-
fortable in working together. and to become aware of each other's move-

~ment style.
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and feelings about mobility regarding one's body. Obviously, perception
is a profound mediating variahﬂ; af ing body image.

2. Both ::onsai;us‘and nconscious attitudes are in-
volved in body imagéf‘ There is an interaction between body image and
experience. Bod,y.image is‘“'élways cha’rﬁﬁg, depending on o'r.\e's 11’fé (ex—
perience. “Body image is.ggt visual, but internal. Body image is the
bodily representation indicative of the self as it is affected by emo-
tional experience. Each body sector is a§§ociated with a fairly distinct
conflict or tension theme: _ ' -

3.‘ Body image is developed thfough‘mdvement, dreams,
images, pain;~envirqﬁﬁent, ferritory, clothes, hairstyle, and make-up.

How one relates to one's bodf in space or to obﬁectsﬂagih;o space sur-

rounding one's body'or objects are  alse parts of body image.
- - . N
- \

LEARNING ACTIVITY:

pbjective: To aid the studgbt iﬁ'develnping an undérstanding o;
bady image. (Paber and crayons or colored pencils are required.)

1. Discuss the concept of body image. What do you like and dislike
about your body? What would you change? Note that few people are per-
fectly content with their bodies. Some that are, sh;uld not be!

2. Cenduct the following experiential exercise: Instruct students
to draw a person and put aside the drawing when finishgd; Spand with
your eyes closed. Take the time to pay fttention to your breathing,
where.your weight is, and how the f]og: feels. Moving at your own pace,
move each body part, starting with the head and being sure to move each
muscle. If you need to sit down or lie down, do so. Go through the same

process, touching each body part. (During the moving and touching of the

-

“
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2

body parts, guide students' awareness verbalizing texture, colors, sen-

sations, tensions, etc.)

Visualize the room you are in (its size, the people in it, etc.).’
Then, when you are ready, open your eyes. Now yob may begin to move in
your kinesphere, the reach space surrounding your body. Feel the edgés
of the kinesphere with different pafts of your body. What kind of tex- N
ture does the e&ge of your kinesphere have today?- When you are ready, °
move "your kinesphere around the room. Move with awareness of the space
around you and ybur relation to others. You may or may not find yourself
interacting with others.
TaKe another sheet of paper and make another drawing of a person.
3. Ask the students to talk about their experience and to react to

their "before" and "after" Hrawings. §tudents will want to respond to

each others' drawings. Relate their reactions to the concept of "body

image."
Discuss aspects of aging that affect body imabé._

a. There are cultural stereotypes whi§h state that growing old

is a disease or that it means becoming weak, wrinkled, and less mobile.

b. Reduced tbuching and movement, often concomitant with aging,
affect body image.

c. Many eldér]y feel that because they are old, fhey cannot
move or dance. As they experience themselves moving in a dance c]éss
and touching each other, this body image attitude §hou1d change. Did
it? Did it affect body image and a sense of self-esteen and self-worth?

4. The student is a§signed at least two reédings from the starred

(*) resources below. The student is to write a brief summary of two

resources, relating them to working with the elderly.
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-~ e—w--B.  Students write in a personal journal-deseription5~oﬁmtheirnownmmmuu“mw$-
. . o :
body images; a description of the i@ﬁge of one's grandparents' bodies;

and a description of the perception o% older bodies in general. Is there
a negative or positive attitude toward older bodies? Does the perceptiop
-~ change over the duration of the course? Why might one find older bodies I
attractive on the one hand and repu]siye on the other?
) .
\

Resources: '

*Fisher, S., "Experiencing your body: You are what you feel," Saturday
Review, .-July:27-32, 1972,

*Fisher, S. and Cleveland, S. E.’, Body Image and Personality, Princeton,
: N.J.: D. Van Nostrahd, 1958, (Reprint ed., New York: Dover Pub-
lications, 1968.) .

Hunt, V., "The biological organization of man to move," Impulse: .The
Annual of Contemporary Dance, pp. 51-62, 1968.

*Lowen, A., Betrayal of the Body, New York: Machillan, 1967.

May, P. R. A., Wexler, M., Salkin, Jd.., and Schoep, T., "Non-verbal
techniques in the re-establishment of body image and self identity:
A preliminary report," Psych. Res. Rep., 16:68-82, 1963. j

*Schilder, P., The Image énd Appearance of the Human Body, New York:
International Universities Press, 1950.

Topic II: What are ﬁhe physiological aspects of aging as.they per-
tain to dance? | )

A guest Tlecturer proficient in the physiology of aginé presents a
lecture on the physiological aspects of the aging process; including a
discussion of the effect of exercise and relaxation on such diseases as
arthritis and heart disorders. The guest lecfurer shou]d.attend at

Jeast two dance classes for the elderly before prpéenting. Possible

. .
community resources for lecturers are nurses working in nursing homes,

~
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.5653561“aoétd;gméﬁebf51{iiﬁg.iﬁngé;iatrics, or specialists in _the physi-

ology of exercise who work with the elderly. - [

Refer to Modu]é 2, the Physiological Aspeéts of Agifg for further
explanation. ' ,

»

LEARNING ACTIVITIES:

Objective: To apply the’concepgg_of age-related physiological
processes to teaching creative movement. o

1. Stuydent describes the effect of exércise and relaxation on the
physiological aging process and on arthritis and heart disorders.

2. Student identifies four exercises that facilitate flexibility,
circulation, balance, and cbordination. For exgmp]e: )

. a. Flexibility: slow head circles to increase flexibility
at the neck joint. - -~

b. Circulation: slow breathing.

c. Balance: stqnding, weight on one leg, pick up the othgr
leg so foot toucheé ankie (or calf, or knee).

d. .Coordination: sipting, arms and legs open out and close
together; then open and close in opposition to each other.

3. Student identifies an exercise that does not facilitate either
flexibility, circulation, balance, or coordination, yet may appear to
do so. For example, making'ﬁ fist and openiﬁg the fingers suddenly
does not increase circd]apipn in the fingers. ‘

4. S&udenis discuss the need for safety in classes. They should
illustrate (perhaps with ro]e*playing).the application of safety prin-
ciples in their classes. (This section is related to concepts of self-

L]

mohitoring as explained in the section on techniques of teaching.)
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a. The teacher can incorporate supborf*systems into classes,

e.g., ho]ding hands in a circle, holding onto a chair while doing side
bends, or using the back of a chair as support

b. When people have 1im1ted capacities such as 1mpa1red s1ght

hearing, balance, or coord1na;1on, the teacher needs to_work with and not ‘

against the limitations. If someone is in a wheelchair or uses a wa]k?Y,
cane,-or crutch, the teacher can work creatively with the ﬁuéport system
in the dgsign of c]assJéxercise;kanﬁ improvisations. d
c. Special attention needs to be paid to those with heart
problems, arthritis, or diabetes. .

d. Medical or release ?35@5 may be required.

Resource:

Bakerman, S. (ed.), Aging L1fe Processes, Springfield, I11.: Charles C
Thomas, 1969 '

A

Topic III: What are the psych;;soc}a1 aspects of aging which af-
fect teaching creative dance to the elderly? - |

Although there are many psychological and sociological fact;rs af-
febting the elderly person's day-to-day life, the following have been

qhoseh for their pronounced influence (see modules on Psychology of .

Aging and the Sociological Aspects of Aging,for additional comment).
Primary psycho-social factors: - -~
A. Isolation, reduced €ocial interactioq, reduced support
sjstem. e '
B. Resistance to moving and dancing. (Upon introduction ”

to dance classes, senior citizens frequently say, "I'm too old to dance.")

we. » 13¢
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1

C. Cultural differences.’ Such differences should influ-
ence one's choice of movement patterns and ideas. For example, in the’
.Spanish. culture, moving in the far reach'of the kinesphere is not de-

P

sirable; "different cultural groups may respond to specific types of

music and ce.

D.' Death of a participant (see Module 4, The Newest Fron-

i

tier for HPERD: Death and Death-Related Behavior).

LEARNING ACTIVITY: ,Part.i
Objective: To become familiar with terminology, theory, and rele-
lvant psfcho-social im&?*cations for creative movemenf._
. 1. Discuss A, B, and C. Reinforce the concept of chividual dif-
- ferences, especially with regard to cultural differences. Stress }he
role that dance plays indterms of stress prevention, inte}vention, and
i 18

postvention,

o~ f 2. Have students read at least two of the resources listed below.

" Resources:

Maas, H. S. and Kuypers, J. A., From Thirﬁy tofSeventy: A Forty-Year
Longitudinal Study of Adult Life Styles and Personality, San Fran- .
cisco: Jossey-Bass, 1974.

Maddox, G. and Eisdorfer, C., "Some correlates of activity and morale
among the elderly," Social Forces, (40):254-260, 1962. .

. —— e

Néugarten, B. L., "Personality and patterns of. aging," Gawein, .(13):
249-256, 1965.

Polhemus, T. (ed.), The Body Reader, New York: Pantheon Books, 1978.

LEARNING ACTIVITY: Part II-
. b}
Objectives: To expose the students to the concept of death. To
sensitize the students to the reality of a participant's dying (see

Module 4 on death and dying).

.
. 1
13N . -
. - q
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To explore thé implications for creative movement as a vehicle con-
tributing well-being although some participants may be terminally ill.
1. Audiovisual aides such as the film Peege may be useful for . |
stimﬁ]ating diséussion. ~
| 2.. Discussion should 1nc1ude-questions that‘wi11 raise issues Sﬂﬁh
as: Can you accept the death of a particjpant? Will this make you not

want to become close to participants for fear of unexpeaﬂed loss? What

would you do if a participt died in your class?

Reference:

Peege, Phoenix Films, 743 Alexander Road, Princeton, N.J. 88540.

II. - Field experience*in teaching dance to the elder]y:

Topic I: Techniques of teaching dance to the'elqer1y.

.The basic dance technique is creative movement/modern dance. This
aﬁproach to movement is flexible enough to reSpbnd.to the needs and moods
of the elderly and therefore promotes freedom of expression, communica-
tion among participants, and the contribution of each senior citizen.
ther techniques, such as folk dance or massage, may also be used.

A. Arbasic principle uﬁder]ying any course is that of
self-monitoring, e.g., t;kgng responsibility for paying attention to the
signals provided by one's body. The following guidelines are strongly
suggested as means of self—moﬁitorin§ in creative movement class.

1. Avoid exercising if you feel any:
a. Pain or discomfort.

b.. Shbrtnsss‘of breath.

c. Heart pa]pitat%ons.
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d. Dizziness. ‘ !
e.. Nausea.
| f. Clammy skin.
2. Avofd daﬁcg/exercise after eating a heavy.meal. .
' 3.rﬂgvoid wearind clothing that will interfere with cir-
culation or‘jewelry that is heavy or that gets in your way.
| 4. Avoid dange/exercise in air that has a poor air-
quality index. |
5. Avoid dance/exercise in excessively hot weathér.
B. The structure of a dance/creative movemerit class.

1. Preparation: The class is conducted in a circular

seating arrangement, Chairs should be set before the participants arrive
so as not to invite confusion and disruption of the group.

2. Greeting: Teacher greets each senior citizen with
a handshéke or bther éppropriate greeting (preferably a hug). Purpdses:
to recognize and welcome each individual 1nt6 the group separately; to
find out how each person is feeling so that the teacher is aware of
particular circumstances and can attend to ghe.individual accordingly;
to help impaired individuals (blind, lame, etc.) to their seats.

- 3. Warm-up:. Begin each class with a warm-up, sitting
in a circle in chairs (unless standing is‘hmre appropriate), to get the
bodies goiag and to get a sense of the mood of each person in the group.
Warm-up often Begins with'breathing exercises and may be led by the
teacher or by the senior citizens.. Warm-up is a time to focus on*physi-
cal objectives: 1improving flexibility, balance, coordination, and cardio-

vascular functioning.. Encourage participants to do exercises at home.

13y
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4. Dance imprévisation: Enéogfage a positive group
experience in which eacﬁ persdn's own movement preferences are acknowl-
edged. fﬁis_may'be done by passing the leadership of the group arpund'

" the circle, by each person saying his or her name and moving §c§9rding
" to how he or she feels that day. Dance§ may be'created on themes that .
| are of interest to a barticu]ar group, e.g., seasons, spofté? cooking,
etc. Use a wide variety of music and ;ound and also draw upon familiar )
songs. Experiment with. props such as parachutes or sheets, ribbons,
colorful handkerchiefs, etc.

.

5. Group ending: Bring the class to a clear ending b

with somé shared group movement. This serves to prompte group cohesion:

~
\ » . N

Body awareness: . ' ~

¥

Resources:

Bertherat, T. and Bernstein, C., The Body Has Its Reasons: Anti-Eié;cise
and Self Awareness, New York: Random House, 1977. /o -

Fe]denkrais, M., Awareness Through Movement, New York: Harper and Row,
1972.

Creativity:

Lowen, A;, Pleasure, A Creative Approach to Life, New York: Penguin
Books, 1970.

/ May, R., The Courage to Create, New York: Bantam Books, 1976.

Education:
B

Lyon, H., Learning to Feel--Feeling to lLearn, Columbus, Ohio: Charles E.
Merrill Publishing, 1971.

" Rogers, C., Freedom to Lea}n{ Columbus, Ohio: Charles E. Merrill Pub-
lishing, 1967. '
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Non-verbal communication:

Davis, F., Inside Intuition: What We Know About Nonverbal Communication,
New York: McGraw-Hi11 1973.

Léwen, A., The Language of the Body, New York: Macmillan, 1958.

Schutz, W., Joy, New York: Grove Press, 1968. d

Stone, E., "Psychology and the arts," Psych. Today, July:14-16, 1977.

Creativg Movement and Fitness:

Fitness Challenge in the Later Years, Washington, D.C.: U.S. Government

“Printing Office. »

Caplow-Lindner, E., Haycaz, L., and Samberg, S Therapeut1c DancelNove-
ment, New York: Human Sc1ences Press, 1979

+

H'Doubler, M., Dance a Creat1ve Art Experience, Madison, Wisc.: Univer-
sity of w1scons1n Press, 1966.°

Hornbaker, A Preventwe Car)a New York: Drake* Publications, 1974,

-

-Leslie, D. and McLure, J., Exercises for the E1der11, Des Moines, Iowa:

University qof Iowa, 1975 IR

Mettler, B., Materials of Dance -as- a Creative Art Act1v1ty, Tucson,
‘Ariz.: Mettler Studios, :1960. :

Ne\mark P., A Doctor D1scusses Care of the Back,,Ch1cago Budiong .
' Press, 1975.

Rosenberg, M., Sixty-Plus and F1t Again, New York: M. Evans and Com-
pany, 1977 ‘ -

-

Sénders, V., "Shape up!,” Prqgress1ve Fitness«for Practical Peop]e New

v

York: McGraw-Hill Ryerson L1m1ted, 1975.

-

Snidqr, .» A Doctor Discysses Learning How to Live w1th Nervous Tension,
Ch1cago Budlong Press, 1975. -
/ _ J/ :
. ' Y} ‘ —
/’Q‘_ . ” )
‘ : :
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Topic II: What is an adequate field experience jn tething dance
to the elderly? . |
A.',Organizat}on of field experience. - I
1. Supervisor establishes field p]acementé. Suggested
: resources.for placements are senior citizen residences, recreation pro-
grams,.adh senior citizens centers. '
2. Students will work in teams of two, for purposes of
mutual suppért and increased learning., At one site, s udent A is the
~ primary teacher, and studen£ B is the assistant teacher. At the other
" site, they reverse roles. The two sites assigned to one team should dif-
fer in type of population and environment, if possible.
’3. Enroliment Qhou1d be 1imited because of the amount
of supervision requ1rea. Graduate students already trained ih teaching
dance to the elderly may be available as sqperyisors.
4.% A suggested work plan for the field experience is.
{ncluded at the beginning of this module.
B, The objectives of field experience fosztudent teachers.

Objective 1: Student comprehends the structure and

function of the assigned sites.

LEARNING ACTIVITIES:

Objective: To prepare students to teacﬁ independently.

‘1. Student visits each site before beginning teaching, with the
team teacher and tﬁe supervisor to assess the environment vis-a-vis the

-

needs of the elderly. -

2. Student submits to, the supervisor a description of the follows

ing in order to understand the population's make-up and specific problems:
<+
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a. Age range, cultural background, and physical and emotional
health of the population.

b. How the senior citizens travel to the sfte,lhow much time
they spend there, the effort involved, etc.

*

c. Site environment--size, light and glare, noise levels (white

noise),. etc. - .
d. How the site staff is organized.
e. How the site staff views ‘dance.
f. How the site is funded.
g. How dance fits in with other activities.
h. Potential scheduling problems.

Objective 2: To prepare the stuﬂgnt to teach independent]

with the use of lesson plans and set goals.

- .
v .

LEARNING ACTIVITIES: : .

1. . Student sets appropriate goals for the classes after the first
site visit, and re-evaluates these goals during tHe field experience,

2. Stugent prepares and submits weekly lesson pians for ten 45+
minute c]as;;s.

?. Stﬁdent teaches ten classes as a team leader and assists in ten
classes as a team assistant.

4. Students evaluate each lesson in their personal journals.

5. Student develops and evaluates personal goals for the field

. experience.

6. Supervisor meets weekly with each team, 4s indicated in the work

plan.
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7. Student performs the following:
a. Student demonstrates the ability to capture the attention
6f the senior cjtizéns, to'work‘with them appropriately, and to keeE a .,
class going. | ‘
'b. Student.imp1ements the basic approacﬁes to teaching d§QCribed
in the section above, "Techniques of Teaching Dance to the Elderly."

. c. Stddents develop working relationships with their teammates:
assisting in each other's c]hssgs, providing mutual support, and stimu-
lating each other's tﬁinking. |
- d. Student has an understanding of the contributiﬁns and growth
:ﬁyfential of senior citizens. |

e. Student is able to evaluate his or her own teaching during
the supervision sessions and his or her journal; student develops a sense
of personal téaching style. |

f. Student is resppnsive to the supervisor's comments.

g. Student is more confident ﬁbout the ability to share per-

sonal dance experiénce through teaching; student feels- more confident

about his or her own dancing and performing.

Objective 3: Student understands how creative dance
classes for the elderly relate to aging and to the dance profession.
{ (This objective should be addressed at the end of the

field experience if there is time.)

LEARNING ACTIVITIES: ' : "
1. Discuss the aging services network, what the priorities are in

aging services, and where the job opportunities are.

- | 114 L
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2. Discuss the various kinds of dance activities that older Ameri-
cans are involved in.

3. " Discuss the next step for each student's professional development.
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'MODULE 6 GENERAL FITNESS

INTRODUCTION
Fitness as an overa]l'cdhcept for the elderly includes social, in-
tglleéiua], and emotional as well as physical elements. These factors
differ 19 relative importance from one period of life to another depend-
ing on'varying 1nd1vi&ua] roles and responsibilities. This module is
concerried with the part that general fitness p]ays.in preparing the older
adult for gffective 11vfng.

rd

N Our stress and public health models, discussed in the Introductien,
once again provide the framework for this module. The stress model sug-
gests that HPERD programs are mediating variab]eé'infiuencing healthy
outcome. The public health modé] provides preventive, interventive, and
postventive phases of interaction and interventioh to enhance good health
outfbme. The preventive phase deals with formal and informal education
in areas germane to the physical fitness of the total person. The inter-
ventive phase of this module refers to programs that promote physical
fitness in the here and now, while the postventive phase refers to both
programs and education for the adult who has been affected by illness,
disease, or physical impairment. Here, the goal is rehabi]itation.’

In this dynamic age of machines, when science and invention have
supplied us with so many 1abor—%aviﬁg devices, when transportation re-
quires such limited physical effort, when so many types of entertainment
havg made us' spectators more than participants in our leisure~time ac-
tivities, we can no longer expect to develop and~m$intain a state of

fitness as part of thé regular course of daily living. Therefore, we

L 4
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must make every effort possible to encourage our older citizens to adopt
a regimen of positive health practices and to participate in appropriate
exercise and §ct1vity.'

The results of.good general fitness are evidenced in a variety of
ways. Carefully planned exercise programs and other fitness procedures
improve cardiovascular health. It is quite distressing to see the re-
sults on the human body when general fitness practices are neglected.
For examplé, the heart and blood vesselsrbegin fo lose their eff{ciency{
An example of this pheqpmenon can be seen in normal healthy persons con-
fined to a month of bed rest aMi inactivity. These individuals experi-
ence an acceleration in the resting heart rate, which is an indication
that the heart, after a period of bodily inactivity, must work harder
to puﬁp the required amount of blood. Conversely, it has been demon-
strated in numerous physiology laboratories that the efficiency of the
heart to pump blood is 1ﬁcreased with proper traininhg procedures.

As people get older they may experience other chronic and debili-

- tating fitness-related problems. These chronic conditions cause a gregt
deal of discomfort, pain, and disability. Frequently, these conditions
are the result of poor general health habits over a ‘number of years.
These haﬁits, or stressors, take their toll on the body and insidiously
iﬁterfere with the ability of the body to function normally and effec-
;ively. This breakdown of the body's processes accelerates with greater
intensity as the person ages,

The truth is t@at many chronic diseases may be prevented or at
least postponed, resulting in increased opportunities for optimal well-

being and extended longevity. ey
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This module will focus on_Ehe following major themes:

1. Physiological age-re]éted changes affect the performance of older
adults. A

2. Programs of physical activity must be adaptéd tolthe target
population. | |

A The learning activities are deeigned to help the reader translate

each concept into HPERD activity.

OBJECTIVES OF THE MODULE:

Upon completion of this module, the HPERD professional should be
able to:

1. ldentify special activity needs of the elderly as moaified by
the normal and abnormal processes of aging.

2. State factors that are included in a definition of physical
fitness.

3. State specific methodﬁzgp stimulate, motivate, and maintain
fitness in the elderly through activity.

4. Utilize basic evaluative methods in planning and madifying an
exercise program for the elderly.

5. Develop and utilize simple, creative devices to enhance exercise
program participation.by the elderly.

6. Plan a physical activity program to meet the needs of the e]der]y'
and/or handiéagped persons and utilize basic ;afety principles.

7. Train interested persons for leadership roles in activity/

fitneSs programs.
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3. Physiological age;related changes affect the performance of older
adults.
ConcepE.I: Exercise requires the response and integration of func-

tions of many organs and systems.

A. Limitations of exercise performance might be attributed

-~

to limitations of thé response of a single organ system or to the fail-- -
ure of several systems to integrate. ) |
B. éeveral age:related changes of most systems have been

-reviewed in Module 2 on the physiology of aging. Some age changes spe-
cific to the physiology of exércise are summarized below. Refer to -
Module 2 on physiology and Module 7 on health education for more
information.

" C. Muscle.

1. Muscles are basically djfferentiated.into two groups,
fast and slow muscles and muscle fibers, according to their,hefabo]ic
demands for speed and/or endurance. This differentiation is reflected
by different degrees of ATP--an activity (39). Fast and slow muscles
have different enzyme patterns or relations of glycolytic to oxidative
.enzymes. Theré is evidence of a progressivé loss of this differentiation

- with,age. Glycogen and potassium contents are higher in fast than in

slow muscles of old animals (39).

2. Creative phosphate is consid;:ably highgr in fast‘
than in slow muscles; both decrease in old age, but th*s’aéé;ease is '
more pronounced in fast muscles.

3. The above trend is also seen in the changes of gly-

cogen and potassium contents in fast and slow muscles in old age and
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signifies a relative shift from an anaerobic to aerobic type of metabo-

lism (85). This is alsd coupled with a general trend of leveling out

of metabolic differenceﬁ;between fast and slow muscles in old age (39).
D. Strength and aging. )

1. Muscular sffength in males increases until approxi-
mately 30 years of age and then starts to dec]in; gradua]iy. "This de;
cline continues until the sixth decade, at whiéh time there is a sharp
drop in strength (4).

2. When different muscle groups are sfudiedhseparate1y,

it appears that they reach maximum strength and then begin to decline

.corresponding to different ages. For both males and females a maximum

i

,strength for f1ngers and arms is reached at age 20 and remains constant

» {

until age 40, when a decrease beg1ns For trun(/and leg muscles the maxi-,
mum strength 1s reached at age 30 for men and age 25-30 years for women.
Astrand and Rodahl place the dec]ine in strength from 20 to 60 years at
about 10 percent of the strength measurements made at age 20 (4).
3. As with strength, endurance declines with age.

Fatigue rates are also affected with age., Fatigue rétes have been shown
to be greater in old men during isometric contractions (82). N

E. Respiratory capac1ty Blood oxygenation is a prerequa—
site to adequate muscular fupction. Since some of th? iundament&] func-
tions of the lung are impaired with age, the older individual must move
in excess of 50 percent?hore air in and out of the lungs te maintain the
increased activity of*the exerciging muscle (92). .

' F. Physical working capacity (PWC), measured by maximal

‘oxygen CQnsumpt1on gradua]]y declines after reach1ng a .maximum value
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N
-in early adh]thoqd.. For men the maximal valugs were found at a mean age
of 17.4 years, after which the values declined to less than half those
e values at a mean age of 75 (71). 'For women maximum values were found
between 20 and 29 years and dropped by 28 percent between the ages of

* o

50 and 65 (5). _
‘ G. 'Body composition.changes with age. Data on the compo-
: _sitidq of the humanibody as it ages in this particular sample ;;owed
that ﬁhere was a mean increase of 27 pounds of fat from age 20 to age 55,
while fat-free body weight had actually decreased (12, 24). Other studies
_ havéfshown that the body loses active protoplasm at approximately 3 to 5

-

percent per aecade afier age 20-25 (24). %hus even if we maintained Body

weight at our young adu]t value, we would still be getting fatter. »
| ~ H. Cardiovascular changes: ' Cardiac output at rest decreased

by approxim&te]y 1 percenf per year (11), and a loss %n‘strength of the

myocardium is estimated to be about 0.85 percent per year after age 20

(87). Robinsgp's c]q}éic study showed a decrease in heart rate due to

age (77), as well as a decrease in héart rate, which declines from 190

to 195 beats/minute at age 20 to about 160 beats/minute at age 60. DeVries

points out that assum%ng a resting rate of 70, é lowered capacity for

heart rate response would result (approximately 0.56 percent per year

from age 20 to 70 (24).

LEARNING ACTIVITIES:

Objéctive: To enhance the understanding of physié]ogfca] changes
the body experiences duri;g exercise.

1. If the students are not familiar with eva]uafive techniques of

physical fitness, set up a ]aboratd?y period with a step-test or graded
J )

treadmill test.
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2. Discuss differences in results obtained from cross-sectional
: - versus'1ongitudina1 data. What jmp]igations do these sometimes contra-
dictory'results have for the HPEﬁD professional?
3; Discuss proceduré% used to collect qata in studies assessing
. the fitness level of older adults. Also, if studﬁesitompare younger and
older subjects, note the baseline fitness 1eve1s'and homogeneity of the

independent samples.

- -—) "
Concept II: It helps to be in relatively good condition in order to

enjoy physical activity.

" A. Terms with which the studeat should be familiar regard-
ing physical activity include s%rength, muscu]ér enduranc:, cafdiovascu]ar
endurance, flexibility, bé]ance, kinesthetic awareness, reaction time, ,
movement time, response time, speed, agi]ity, power, and eye-hand/eye-
foot coordination. Since most activities demand sﬁecific skill use,~aé
accurate understanding of the above terms is necessary for proper exer-
cise prescription. | -

B. One will note that cﬁanges occur in one's ability to
perform the above skills..” This is”partia]]y due to aging processes, as
with the loss of flexibility, and partially due to the lack of practice
.of certain tasks. Age-related changes relevant to physical activity in-
clude both the physiological and psychological realms. For example, a
decrement in sight surely would affect reaction time in a badminton game,
just as inner ear problems may affect balance and, thus, eye-foot ordi-

nation. The changes one experiences in the physical fitness components

mentioned in point A may be delayed with continued use of the body;

\‘1“ 130
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however, one cannot forestall eventual decline in most of the areas men-
tioned (71).

. C. Some disorders, common to the older adult, have beeﬁ
described in the health education module (e.g.,.arthritis, rheumatism,
éiabetes): _These disorders must be fully understood in order for one
t6 effectively preséribe activity for the elderly. It is strongly recom-
mended that disorders of the cardiovascular system (hypertension, heart
disease, etc.) and thqlrespiratory system {emphysema, etc.) be\under—
stood in light of the ]imifﬁtidns they place upon the body. Contrain-

. dicafion for exercise should be thoroughly discussed in terms of affect-
ing health and safety of the individual (9, 89, 76, 19). Note that‘al-
though backaches are. not among the disorders mentioned, they are common
among older adults. Do not neglect the role of exercise and the contra-
indications of specific exercises (i.e., toe touches, double leg scissors,

etc.) for individuals suffering from lower back pain.

LEARNING ACTIVITIES: ‘

Objecti&es: To list specific and common ﬁhysica] disorders that
occur in the elderly. - |

To stcuss commun%ty resources available for research, detection,
and dissemination of information.regérding health disorders commonly af-
fecting .the elderly. j

1. List and describe at least three specific and common disorders
that may occur fin the elderly person in each of the following systems:

* a. Cardiovascular,

b. Respiratory.

c. Musculo-skeletal.

®
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d. Gastrs-intestinél (alimentary tract){
e. Sbecia] senses (vision,‘hearing; touch, téste, smell).

2. Discuss various community resources and agéncies.that partici-
< pate in the research, detection, and/or dissemination of information re-
garding any three of the disorders described.. Include name of fhe re-
source or agency, purpose, funding, and methods of referral or how to

help the person better utilize the resource.

Objectives: Ta describe six components of physical fitness.
’To describe changes in those components of fitness that occur ag a
result of the .normal aging process. .
. To list activities whjch contribute to each component of fitness,
the body system affected, ahd modifications necessary to accommodate’
the éhanges of age. '
3. Define each of the foliowing comﬁonents and list a minimum of
J five activities that promote the development of each Cempgnggf of physi-
cal fitness:
a. Cardiovascular endurance.
b. Muscular endurance.
c. Flexibility.
d. Strength.
e. Agility.
f.. Balance.
4. Dascribe the normal changes seen in each component of physical
fitness throughout the aging process.
5. Modify, if necessary, the list of activities presented in point'3
-to meet the spec{al needs of ihe elderly. For\each activity presented; 5

describe:

o : I_Ssz
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a- The body system most affected.

b. The condition proposed to be preventéd_through the selected
.activity. : ¢ | |

c. MWhat modifiéations have been made to meet the special needs
of the efﬁ@?]y (e.g., holding on to a chair to maintain balance while

pérforming an activity, etc.).

II. Programs of physig§1 activity must be adapted to the target population.
Concept Iﬁ Deve]obment of 'the variou$ components of physical fitness

can be accomplished through.the use of different types of exercise.

N A. Components of physicg] fitness usué]Ty are grouped into
the areas of (1) muscular strength ‘and endurance, (2) flexibility, and
(3) cardiorespiratory endurance (33). Different types of exercises pro-
mote fitness in each category. A review of the various types of éxercise
would include definitions of the following terms: isometric, isotonﬁc,
weight training, aerobic, and anaerobic exercise.

1. For example, isotonic exercises (involving muscular
contraction and movement of a joint) increase stréngth, promote circula-
tibn and cardiovascufér endurance, and maintain joint flexibility (33).
Isometric exercises (involving muscular contraction but not movement of

. the joint) increase strength and economize in the time spent in exercis-
ing but contribute 11£t1e to cardiovascular fitness and to joint fléxia
bility (2). Isometric exeréises are contraindicated for older adults,
primarily due to the ramifications of the Valsalva maneuver, where the
glottis is closed upon expiratory effort. Intrathoracic pressure in-
creases, impairing both the venous return and the cardiac output. Hyper-

LY

ventilation following Valsalva's maneuver may cause fainting (4).
v “ -

15,
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2:“!Fiexiﬁi1fty is maintained with normal use and is
decreased with disease. Body efficiency and graqe‘are reduced as flexi-

bility decreases Inmobilized or restricted joint action results in a
: i

loss of flgx1b111ty. ‘

S~ |

- . Since stretch1ng exencises gre among the most favored
with sen1or c1t1zens, it may be relevant here to d1spe1 the myth of the

"bountce" techn1que. Sudden rapfa>m0t1ons performed to induce Stretch
T""
fBouncing or jerking against the muscles to be stretched) induce the
b
"stretch reflex," causing the affectedAmusc1e to tighten, and so are less

-

effective (2%;5 Slow stretching motions aided by the pull of gravity are

most effective. !

>

4. Flexibility is important because strength is basi-

cally wasted if proper muscle, fascia, and joint flexibility is not
maintained.
B. A review of kinesiology at this point may be helpful to

A

the student. L —

&

1. The articulation of two or more bones allows various
types of movement. The extent and kindlof moyEmént determine the names
applied to joints (i.e.,ghinge, condyloid, arthrodial amphiarthrosis,
and ball and socket j;ints).

"2. Joints and prober muscle kone are responsible for a
widé range of ‘movements. Thesé movements of the body include ftexion;
extension; elevation} depression; rotation outward, inward, upward, and

downward; promotion, supenation; abduction; adduction; circumduction;

and hyperextension (61).

15¢
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C. Exercises for preventive, interventive, or postventive
measures must be scientifically derived'and'accd}ate1y taught and
| learned. Thus a student must understand simpie ppdy mechanics'in order
to presgribe exercises. In order to be effeé%ive for the individual per-
forming them, exércises must be practiced regularly (2).
9. The following points should be considered in the devel-
opment and cH;}ce of any exercise (2).
| 1. What is the purpose of the exercise?
2. Does-jt accomplish ‘that purpose?
3. Does it violate any principles of sound body
mechanics?
4. Whdt are the main joAnts involved?
5. What are the main muscle -groups involved?
6. Is the exercise primarily for flexibility or for
strength or endurancé?o ' ' v
7. Is the intensggy of the exercise mild, moderate, or K
vigorous?
. 8. What elements of danger are involved? What cautjoﬁs
should be rémembered in its assignment and its execution? |
9. Is the exercise good for.more than one specific
area nflthe body? )

10. Can one measure progress through this exercise? . .

E. When selecting exercise for, the individual, principles

1
hY

of progression should-be followed. One classification of exercise,
which grades them from easy to difficult, lists them as passive, assist-

ive, active, and resistive (2).
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1. A passive exerc1se is one in which the body part

#is put through a range of motion for the individual.
2. An assistive exercise is ogg in which the body part

is moved for the individual, bgt in which_one assists in the movement to
the extent of the indi¥idual's ability. | ‘ - ‘
. . {
3. An active exercise is one in which thewdpdividua]

\
moves the body part alone and usually works against the counter forces

L]

of gravity.

4. A resistive exercise is.one in which the individual

——
a .

exercises against some form of resistance.

LEARNING ACTIVITIES:

Objective: To identify five types of exercise including the pur-

LS

pose and advantages of eéch.
f. Descr1be each of the following types of exerc1ses, include
{1) d 1n1t1on of the term, (2) purpose of the exerclse (3) ‘advantages

”rﬂ

of each, (4) d1sadvnntages of each, and (5) an example of each.

-

< a. ISometric.
b. Isotonic.
C. weight training.
d. Aerobic.
e. Anaerdbic.
2. Describe to an elderly person three of the above types of exer-
cise. Include in the description the purpose of the ekercise, method of
perform1ng, and the appropr1ate number of repet1t1ons X

3. Contrast and compare various q}ercise programs -(i.e., Cooper vs.

Morehouse).

155
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4. Films available to aid discussion are referenged in theappendix.

3 :
.Concept II: The optimum training regimen for an elderly peé&%n is
¢ ) - Vo
marked by,safety, effectiveness, strong motivational appeal, and low
unit cost (79). . - A

- ”
AT Sometexercise programs for middle-aged and older citi-//cf

.

r

zens have had a more than 50 percent injury rate withip the ffrst few
weeks of conditioning. Faciors contributing to a high injury rate include
(79): .

1. Clumsiness associated with lack of recent practice

of a skill and deterioration of balance.

. ) 2. Obesity, increasing the strain per unit section of
tendon. K
’ . . ' 3. Sﬁortening of tendons associated with mény years

of inactivity. .

41/ Faiﬁure\so take an adequate "wafmup."

;5. Vio]eﬁt calisthenics, especia]]y rapid twisting
movements and éxfessive stretching.

b | : 6. Too rapid é progressioﬁ of training, with exercise

continuing when the subject is more than pleasantly fatigued.

7. Exercise on a hard, uneven, or icy sufface.‘

8. The use of shoes with inadequate heels anJ’Sggr
ankle support. « >

B. Catastrophe, in t cardiac arrest, s less likely

if a safe level of exercise jhs beep defined by a careful g&ress test

(79). Also, if the subjects monitor themselves by taking their heart
.

-

4
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rate at des%gnated intervals and refrain from sustained isometric exer-
cise, {hen the risk factors are at a minimum.
. C. Warning signs of overexertion are generally as follows:
1. Breathlessness.
, " % 2. Rapid pulse.
3. Pounding of the heart.
4. Dizziness.
5. Tightness or pain. in the chest.
6. Nausea.’
7. Loss of muscle control.
D. Shephard states that often our concern with safety may
interfere w1th\\hg effect1veness of the exercise program. “There is
some danger that caution in the exercise prescription may preclude the
development of an effective training programme; a nice Jjudgement must
be made b&tween necessary prudence and timid incompetence" (79, p. T#g).
Examples of where one should place emphasis to devise
effective exercise programs are:
1, To improve cardiorespiratory endurance, one must
focus on the intensity of trainihg.and the initial fitness of the subject.
2. To improve overweight problems, individuals must
exercise for a su?ficient duration -so ds fo expend an adequate number
of calories. )
E.~ Shephard (79) also notes expectations of ﬁpe elderly
with regard to exercise programs. In brief, they 1iké\, a class tailored

o their specific 'needs, where they can obtain safe insgr ction and an
fective regimen. There is also a desire for well-qualiflied leadership,

ERIC . 16y ‘
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and "it is critical to find an instructor with a warm, outgoing per-
sona]iéy—-a person who appreciates not only the strengths, but also
the weaknesses of the elderly" (79, p. 179). |

F. Since a majority of elderly are restricted in income,
one's exercise program should not demand the‘purchase of addit{onal
equipment. Resourcefulness and creatizity are tﬁe keys .to a successful
program. Ideas for equipment and ?ctivities are often taken from ele-

mentary school manuals and modified to suit the adult populatioh. Also,

magazines for the general public offer ideas regularly (48).

G. Psychological benefits associated wi e afhphysical

. . . . \‘ . ] R

activity are generally reported as an incrggsed sense -being (62,
18). Improvement of self-image and self-concept due to training is not

always reported (62). Howeyer, findings from studies have important

“implications for programing. Shephard summarizes results of such studies

as follows (79, p. 201): .

Improvements of body image undoubtedly encourage a subject
to persist with an exercise program. On the other hand, it
would appear that over-zealous encouragement of a low frequency/
low intensity exerciser can have the negative effect of weaken-
ing body image. A nice judgement is then needed to provide ef- _
fective conditioning without excessive persuasion. Individual
exercise prescriptions must be reviewed by a class leader who
is not only enthusiastic, but is sensitive te the physical limi-
tations of an aging population. )

LEARNING ACTIVITIES: :
Objectives: To incorporate safety in the planning, organization,
presentation, and evaluation of physical activities for the elderly.
To describé an exercise prescription, how it is derived, and its

purpose. -

16
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To list precautions necessary in presenfﬁtfbn of exercise programs
for the elderly.

To list possible warning signa]!when the exercise session has been
too demanding.

To identify common and normal conditions thaf may occur as a result
of mild exercise in an unconditioned individual and the suggested method
of treatment. . ’

+ 1. For each of the following positions, demonstrate ten physical
activities which utilize a wide variety of muscle groups and can be per-
formed safely:

a. In bed with assistance.

b. In bed without assistance.

c. On a chair,

d. Standing, holding on\td support.

e. Standing in one place wi thout support.

f. Moving freely in an ordinary room. (

2. Discuss physical conditioﬁs that might necessitate activities

. from the positions described in a, b, ¢\ d, and e above, Include a de-
scription of the hazards being avoided through each of these modified
positibns. : ‘ \

3. Describe the components of exercise prescriptions. Include:

- a. Definition of an exefcise prescription.
b. Purpose.
c. Assessment areas.
d. Methods of assessment.
e. Monitoring of résponse to exercise,

‘ f. The need to re-evaluate.

Q . ) 162
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4, Present a list of precautions forean unsupervised physical ac-
~ tivity program to an elderly person. Insu}e that the precautions are
understandable and not frightening or discouxgéing to the elderly person.
5. Describe common conditions (e.g., leg c;amps) which occﬁr at the
beginning of a physical activity!prggram by a phys{pa11y\unfit éerson.
Include interventive or preventive measurés which may be used to re--
lieve or prevent the conditions safely. .
| 6. Respond to an-elderly person”s quest?n, "Do I haQe\go get my
physician's permission to exercise?" )
7. Describe how a physically fit pefson of gny‘age is dif}grenl
than a physica]ly'unfit'person of comparable age in terms of .\ |
a. Physio]ogica].differences. | 1
b. Psychological differences.

c. Societal differences. =

4 8. Cite from at least three professional and scientific sources=
positive responses to exercise/physical activity as seen in the elderly.
Include: | |

a. Soﬁrce.

b. Number of subjects Tacluded in study.

c. Type of program testéd. ’

d. Responses seen in population.

e. Implications of the study on the development of physical
activity programs for the.elderfy.

{

f. Your evaluation of the importance of the study. ,

Objectives: To design simple devices which can be utilized in ex-
ercise prodramg for the elderly.

3

\
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To evaluate commercially produced exercise equipment as to cost and

‘effectiveness. ¢

N - ’

9. Most exercises should be simple with a minimum of extra equip- -

L3

“ment to reduce costs and’time spent in giving directions.}mHoWever.'a )
program'méy often be enhanced by de§igning low—cost, simple devices.

|
a. Modify a selected dctivity by designing and utilizing a
o x -~ - . ' e ‘
T "simple, low-cost device. o \ :
e .

‘b. Describe cost; const?hétjoﬁ (if apprppriate), purpose, and
use pf the selected device.: -

. C. Evaluate the effectiVeness of the device in_enhqpcing.the .

" 1 Y
— activity.

e

(P8 R

d. Ifpossible, show how the device may also be used to modify
. . . 3 \~_ - "' 3 .
at least two other physical activitigs. e ' i
) 3 (2 .
10. Demonstrate or illustrate the use of cbmmercially produced de-
-~ . g
' vice.or equipment for physical activity. oo

“
[

a. Describe cost, construction, purpose, and use of the
@ »
;ghiment.’

v b. Eva]yﬁte the effecg%veness of the device in enhanci

8

. 9.
activity selected, .. i ' 4 -
. e, If po§é¥b1e, show or tell how the device may also be used
b ~
. eas ~
. to modify at 1eas£ two other physicalfactivities. ’ :

.

¢ d. Compare the value di the commercial device in enhancing the

~. physical activity to the actual nfonetary cost.. WouJd a "home-made" de-

vice produce the same result with less cost? ) ‘ .
e. Eva]uate the activity recommended by the'producer of the

equipment in light of the physical dctivity needs of the elderly.’

: | ’
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APPENDIX

Additional Resources

1.

National Association for Human Development
1750 Pennsylvania Ave., N.W.
Washington, D.C. 20066

S®¥bport materials can be ordered from NAHD for use in exercise and &
activity programs for older persons.

.';Educationa1 Record Sales
157 Chambers Street

New York, N.Y. 10007

Records, filmstrips, t}ansparencies, and books are available for

purchase and may be used for physical exercise sessions.

Agency for Instructional Television
Main Office '
Box A .

Bloomington, Ind. 47401

~

Films and videocassette available for rent or purchase for use in

physical ﬁcise program planning or implementation.

Sunblrst unications :

Room 273 ° -

41 Washington Avenue

Pleasantville, N.Y. 10570 .
« *

"The Physiology of Exercise," filmstrip. ~

“"Your Exercise Program,” filmstri

Basic, sound information, excellent presentation, interesting.

Ramsgate Films
704 Santa Monica Boulevard .
Santa.Monica, Calif. 90401 (213) 394-8819

"Run, Don't Walk," 17-min. color film, 1977..

Graphically demonstrates the benefits of physical fitness for adults.
Men and women, ranging in age from 40-80 years, enthusiastically
describes the mental and physical bepefits they derive from swimming,
jogging, paddle tennis, and gymnastissu
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\
Encyclopedia Britannica Educational Corporation ° ‘l
425 N. Michigan Ave.
Chicago, I11. 60611 -

"Exercise and Physical Fitness," 16 mm colon, 17 min. film.

Examines the nature of physical fitness and discusses how exercise .

_can contribute to a state of general good health.

Phonotape : . r
Sandoz Pharmaceuticals
East Hanover, N.J.

"Diagnosis Aging . . . Prescription: Activity."

A panel d1scuss1on on helping the aged patient rema1n phys1c5ﬁ]y and
socially active.

McGraw-Hi1l Films
Crm Productions, 1973 _ <

I!Aging.ll .

Discusses two ‘major theories on the aged, the activity theory, and
the d1sengagement theory.

Brigham Young University
Audio-Visual Services’ 3
Provo, q;ah ' .

"Run Dick, Run Jane," 16 mm, 20 min. film. Y

Il1lustrates through laboratory statistics and case studies, the bene-
fits of a personal fitness program, includes views of Larry Lewis,
a 104 year old runner and Peter Strudwick, who jogs with no feet.

Miss. Authority for Education Television

Public Television Library

475 L'Enfant Plaza, S.W. : :
Washington, D.C. 20024 ‘ . @
"Food and Exercise for Older Adults," Living Better Series, 2 inch
videotape, 14 min. color, produced by Maetel Dist. Pub. Tel.
Adults Health and Deve]opmenta] Program

University of Maryland ‘ .
College Park, Md. 2074Q “ . °

“Smiles: The Adults Hea]th and Devélopmental Program," 16 mm,
30 min. film, 1977.
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12. Health, Fitness and Leisure for a Quality Life. AAHPERD's fourth
pubTic information film promotes lifelong acyivity and shows the
various settings in which health, physical education, dance, and
recreation personnel serve in programs for older adults. It is
aimed at motivating decision-makers to incorporate health, fitness,

. and leisure services into programs designed for adults, particularly -

the elderly. 1979. 16 mm, 20 min., color, sound. Purchase, :
$350.00 (240-26478); rental (applicable to purchase price), $18

(240-26476). Order frqm AAHPERD, c/o NEA Sound Studios, 1980 As- £?N\\‘
sociation Drive, Reston, Va., 22091. - y :
. _
W
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INNOVATIVE ACTIVITY SUGGESTIONS FOR OLDER PERSONS

(Submitted by Dr. Michael W. Tichy, Professor, Portland State University,
and consultant to the President's Council on Physical Fitness and Sports.)

1. BALL EXERCISES

Bounce and Catch

Passing and Catching

Hand Dribbling

Soccer Dribble Drills
Newcombe

Circle Keep Up

Volleyball Lead Ups
Medicine Ball Activities
Pushball .

. .- 9 . ° »
,

O 00 ~NO U —

~ 10. Gymnastic Ba]] Drills

11. Relays
12. Bowling-Type Act1v1t1es ' .//’/,,__

2. BAR EXERCISES (Stationary and Loose)
§

1" Stretching and Turning

2. " Companion Atunts (rowing) .

3. Weight Lifting Type Activities

4. Hanging (horizontal bar)

5. Stretching _ K
6. Rowing Activities Alone .

7. Pull-up§ from Lying Position Cheld/g; two partners)

3. BARBELL EXERCISES .

e
e - .

Lighfs Wood Barbells
Weight Lifting Activities
Arm Movements Separately
‘Leg Movements Separately
. Combinations

" Stretching Positions oL NN

Wy —
. ¢ o v e

4. QLANBAG EXERCISES '

Toss and Catch

Passing and HandYing

Toss at Targets (both vertical and horizontal)
Balancing Activities

Stoop and Stretch

Hgnd Rotation Activities

Finger Manipulation Exercises
Bopling Like~Tosses at Targets, for Distance
- » - \.‘.V /'/

O ~NOY VP oMY =
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5. CALISTHENIC EXERCISES 3
Ve s - ' et )
;: Individual ) //f*' _4/7

: Dual
3. Small Group

: 4. Large GPoup . .

6. CARRYING EXERCISES . =

. Carrying and Balancing Objects

Flap Jack Relay

Spoon Carry '

Shopping Bag :
Buckets ‘ S
.* Carrying Logs (hollow rug tubes) in a Group Situation

7. CHAIR EXERCISES

O U1 B WPy —
y e o e o

-

.~ Musical Chairs

Assuming Various Positions
Chair Calisthenics

Rocking Chairs Vg
Action Stories

Rhythms

Foot Writing

Passing the Ring

Parachute Activiti®s
Proper Methods of Getting Up“and Sitting Down

-y

$
OO 00~ DU B PO
) > [ L] . [ [ . » .

?

!

a—

8. COMPANION EXERCISES \

Performer and Assistant
Sittingd on Floor and Rowing
Bent Knee Situps

Range of Motion -
Passive Exercises f“
Mirror Mimétics “

. Partner Exercises .

9. CLUB EXERCISES //}
{ , a

Indian Club Drills

A11 Up Relay

Pendulum Motions

Large Circles

Small Circles

Block Bowh'ngk

Push Relay

Smittles

Log Rolling (use large rug tubesk

- a
. .
B
M
. ‘ .

v €
/ - -
1\70

¥
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13.

14,
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- 10. DRAMATIC EXERCISES
1. Dramatic Gesturing
2. Pantomimic Postures
3. Story Plays
4. Body Movements Pantomiming Home Chores
5. Make-Believe Sports Activities
6. Swimming Strokes _ .
o \
11. ELASTIC EXERCISES e
1. Elastic Exerciser
2. Arms Above Head
3. Pull Across Chest
4. Leg Extension (bicycle innertube)
5. Single Arm Flexing (alternate)
6. Alternate Pulls with Partner

EDUCATIONAL EXERCISES

O ~NOCY U1 Lo N —

Siniple to Complex Sequences (arms and legs)
Arm Exercises .

Leg Exercises 4

Combination Exercises (jumping jacks, etc.)
Simon Seys

Man-Gun-Rabbit A

Stone-Paper-Scissors .‘ )
Patte™ning in Walking

.EXPRESSION EXERCISES

. L]

Doy —
P

Facial and Body Expressions

Mood and Movements--Walking, Lazy, etc.
A Visit to My Fr1end

Mime

Posturing Depi cU ng Emotions

FLAG- EXERCISES

AOT PR WM —

Small Flag Exercises

Arm Circling (individually--in unison with group)
Flag Waving .to a Rhythmic Cadence

Pattern Drills

Semaphore Drills (communicating positive messages)

. ~Passing Flags (circle formation--1ine formation)

FIELD EXERCISES

H o —
[ . » .

Cross-Country Activities

Bird-Watching Activities ¥'|
Walking Through High Grass (high stepping)
Make-Believe Stonestepping (balance exercises)

a

17¢
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15. FIELD EXERCISES (Continued)

5. Following Footprints
6. Cross-Country Skiing ?make‘be1ieve4

16. HOOP EXERCISES

: = R
- 1. Hula Hoop - e
2. Arm Movements (circles, stepping throug )
3. Propelling Hoop with Hands . -
4. ‘Tossing and Spinning Hoop -(forward and reverse turns)
5. Balancing Hoop on Hands o
6. Metal Hoops with Wire Guide--Cross-Country .
s 7. Hoop.in Fixed Position, Executing Trunk and leg Movements
8. - Wheel and Broom Handle Agility Activities
9. Balance Drills .
.17. LOCOMOTOR EXERCISES.. : -
1. .Walking Programs
. 2. Heel-Toe Relay ‘e

3. Tag the Wall Relay
4.. Walk-Jog Combinations R
5. Galloping . ~
6. Skipping :
7. Side Stepping
8. .Heel-Toe Walking
9, Partner Combinations: .

18. LOG EXERCISES
1. Rug Tubes (small 2" diameters and 8" diameters)
2. Rolling Logs from Sitting Position
3. Arm Exercises (team activities)
4, Chair Exercises with Tube .
5. Log Pushing with Broom Handle
6. Arm Exercises--Above Head
7. Arm Swinging While Walking

19. MARCHING EXERCISE§

t

NN ™M~
. L) L] » L) . L) »

Facing Movements

Stepping in Place

Line or Column Formation

Arm Movements While Marching
Marching to Music .
Special Drills _ S
Follo®® the Leader .
Cross~-Country

\ l ‘;‘

&
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20. MEDICINE BALL EXERCISES

&

Circle Formation (pass1ng ball around) ‘g

1.
_2. Double Lines (passing and rolling across to each other) =
- 3. Working in Pairs
- 4. Sit on Chair and Push Ball Across to Partner
5. Have Group Sit on Floor in Circle Formation Mbve Ball
. Around with Hands and Raise Legs as Ball Comes Around
6. Tunnel Relay .
21. MIMETIC.EXERCISES ~ L.
' : .
1. Group in Open Formation 7
* 2. Imitating Human Activities, e.g., Washing C]othes, Sweep1nthhe
Floor, Baking Bread, etc.
3. Animal Activities, e.g., Flying Like a Bird, wa]k1ng Like an% .’y
., + Efephant, Stork Stand (one ]eg? .,
. 4. Machine Movements, e.g., Steéam Engine, Rock1hg Chair, A1rp]ane, s "-}
. etc. -
§. Automobile Relay ) ' a2
6. ‘Combination Arm Movement and Locpmotibn_ h -
. C e . 4 .
22. NATURAL EXERCISES . . ' >
1. Human Work Act1v1t1es (chopping wood, cutting hay, f1sh1ng)
2. Lifting and’ €arrying Stones
3. Throwing a Lardlat ’ N .
4. Picking and Carkying -Fruit X _ .
5. Husking- Corn - .
~ 23. OBSTACLE "EXERCISES : - s
Pd [ . '}
1. Walking Arodhd Obstacles
2. Stepping Over Make-Believe Objects
~~3. HWalking in Make-Believe Water
4., Slidi as if on Ice ,
‘5. waTk1§g on Hot Sand gy
6. Agility Walk (based on I]]1no1s ag1]1ty run)
7. Runn1ng Mazes _

[

24, POLE EXERCISES

Pole is. 6 to 8 Feet Long, 2 Inches in Diameter (paper tube)

. Combination Movements in Cadence

Raising Pole Above Head with Partner

Light Pulling and Pushing Movements : .
Rhythm Movements .

. Partner Drills

P

QYU wh —
L] . * *

{
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25. PULLEY WEIGHT EXERCISES

1. Standard Pulley Nelght Machine

2.  Arm Movements {do not hold breath)
3. Leg Pulley Movements .
4 Rge]ing'as if Fishing

QUICK REACTION EXERCISES -

1. Open Formatlon
. 2. Assume Various Body Positions (such as arms overhead, bring
right knee up, etc.) 3 ) :
3. Respond Only te Ih§truct1on
T F 4. Simon Says N
5. N ange .
6." Dual Coldes o
7. Ocean Is Jtormy

27. RHYTHM EXERCISES

Leg Exercises (hopp1ng, bouncing, marching
Trunk Exercisgs (weaving side to side)
‘Arm Swinging %o Music

Rhythm Calling

Square Dancing

Circle Dancing

Marghing ,

Hand Clapping Exercises

H

O~ B —
[ » » [ L] » [ [

3

28. RING EXERCISES

. Rope and Rings .
String and Finger Ring
Ring Toss Activities
. Combination Movements
Hold the ‘Turkey (ring)

(3 I — OIS

+

29. ROPE EXERCISES
il

Short Rope (3 feet long) Arm’Exercises

1..
2. Tying and Untyingg Knots
A 3. Holding Rope in Fixed Position .
_ 4. Combination Arm and Leg Exercises
. 5. Logg Rope (6 feet to 8 feet long) Jumping
6. *Arm Pulling Exércises with Partner
7. ‘Rope Skipping Drills
. : 3
30. RUNNING EXERCISES .
) : ; 1. Running at Differént Pacés

2. Running in Place
3.. Combination of:Jog-Waik
L3 . » .

ERIC * o 1y
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RUNNING EXERCISES (Continued)

4.

© 5
-
.

Boy Scout Conditioning Program
Running on Different Surfaces (make-believe)

STALL BAR EXERCISES

.
2.
3.
4.
5.
6.

.

tall Bar and Bench

olding Bar and Balancing on One Foot
Walking Hands Up and Down Bars

Reach as High up the Bars as Possible
Bent Leg Situps (toes hooked under bar)
Side Bending Exercises
Stretching Drills

3Z. STRETCHING EXERCISES

1.

Stretching from Sitting Positien

2. “Stand and Stretch ,

SNOOVE W
* - * » »

Mad Cat

Lateral Stretching

Twist ‘and Stretch

Static and Ballistic Stretching
Various Positions '

WAND EXERCISES

2wy =
» * * »

Wooden Dowel (about 40 inches long)

Exercise to Given Cadence

Two-Hand Raise Above Head--Twist Rifht; Twist Left
Extend Both Hands in Front of Body, Rotate Right Hand Down,

Left Hand Up (perpendicular, return to starting position)

.

150
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'MODULE 7: HEALTH EDUCATION

\M“‘
INTRODUCTION

‘The process of aging is the underlying theme of this module. If the

HPERD practit{oner has an accurate understanding of the developmental
concepts of aging, this should facilitate the establishment of a curricu-
- Tum tﬁat uses-preventive, interventive, and postventive health care tac-

tics. True, mﬁﬁ?*%tugspts will visualize an "aging" course in health

- v

education as one.that stresses diabetes, arthritis, and degeneration,
not to mention disabilities and death. For many students, deVeTopmenta]

aspects of "getting older" become re]evant only when they start .finding

At .
' .gray hairs on their heads. Evep then, the number of gray hairs set)e

¢

»

as the "getting old"-gauge.

My experience with~this course has led me to believe that if a

LD

student is not future or1ented the information presented is often per-

ceived as irrelevant ("It's too early for me to consider that"). Thdg‘
‘upon _leaving the classroom, the student is often prone to disregard the

interventive and preventive suggestions. Also, it is not uncommon for
: -

some students to drop a course such as.this because they are threatened
) «

by the subject matter. Death is not necessarily the precipitating'factor

1

which_undefmines their interest.  The culprit is often fear of physical

change (loss of youthfu1 appéarances)-due to degenerative processes.

-~

This is not to say thab gerophobla is pandemic, bpt rather:that it may

be present in degrees in your «lassroom. , N

4

e S
Health education classes often focus on the aging body. Thus this

. - 4 .
. particular module emphasizes bio1ogica1-and{phy§701ogicaf ging and 7

A
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touches briefly upon various psycho-social aspects. Another reason for *

2>
our 'emphasis is that many colleges and universities deal with the psycho-

social realm of, aging under various disciplines (sociology, human devel-
< - .

opment, family studies, Esycho]bgy). ) : : ﬁ\\

The role of health educator is seen as an integrative one, stressZ
\. N

fng the healtR sciences within the'zontext of interventive, preventive,

“and postventive health practices. The ultimate goal always .is improve-

ment or maintenance of heatth and well-being. ’
This module will focus on the following major themes: s

Integration of the physiological, psychological, and sociologi-

-cal cohg?hents may lead to a better understanding of the complexities of

“ » . B
- )

the aging process. .
2. Aging begins at the cellular level. A tomplete theory of agirg

must consider this functional unit, the cell.

3.4 Phyé%alagica] age oQanges caq’be deterred by preventive and
int%rventive heaith practices. Postventive measures m&}‘he]p‘to main-
tain or restore fupctioping capacity in the older adult. &

| 4. There are choices one can make to défer early ons;i of patholo-

gie$ associaféd with ah aging b;dy.‘_Th§§e choices will be pkesented and
'discusséd whenevér/appropriatez: | '
By and gargé, the learning actigities are designed to help the

£

reader to tréns]ate.eachacontept into HPERD program development.

OBJECTIVES OF THE MODULE: ) « ! ' ) ’
. M .
' Once you have finished reading this.module, the HPERD professional

“should be able to: . : -
y 7. ‘)

- | 1 53‘7 >' > . .
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1. Explain physiological, psychological, and soéiq]ogica} processes

Y
:

of aging from a health education perspective.

o~

¢
M . . . . .
2. Suggest preventive, interventive, and postventive factors which

will enhance the aging process.

. 3. Explore positive aspects of aging.

I. fﬁtegration_of the physjologica], psychological, and sociological
componeﬁts may lead ta a better understanding of the complexities
of the aging process. .
-, ‘Concept I2 We are all aging individuals.
‘ A. Stereotyping of the older individual is not difficult
‘I to establish. The gerontological literature is filled with countless
rexamp]es of sych‘misconceptions. The media, especially television, per-

‘petuates myths of old age through the characterization of older adults

' »
(1, 2, 3) as well as through literature, drama, and poetry.

S B. Aging is a process, not, a state. Shakespeare described

the seven ages of man ih As You Like It (act 2, scene 5) with a great

- Y
( - deal of foresight. Although varlous classTf1cat1ons of old age have

been developed to faC{{1tate differentiating stages of grow1ng old, the

- ‘ oo : e

following appears to be most useful (58):

v 1. Middle age is the §ézond half of a person's working career
' : AN

' (Q,g , ages 40- 65 years). 3\
.. . !
' N2, 01d 01d age is the 1mmed1ate ®ost-re

'y

rement poﬂlod when there is

usually no gross 1mpa1rment of function or homeosta51s (e.g., ages 63 75 _

!

yearsg, somet1mes described as younq old age). : ~
3 . - e ", . » \
‘ib
* ' s ' ol -
& L
- ’,
v -, ’ ~
1 8 ¥ a
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3. Very old age is a stagaggnan there is usually some functional

hN
impairment but the individual can stiT{ live a relatively independent
life (e.g:, ages 75-85 years, sometimes\déscribed as middle old age).
4. Extreme old age is a stage where institutional and/or nursing

care is usually needed (e.g., ages 85 years and over, sometimes describé

as;old, old age).

'LEARNING ACTIVITY:
Objectives: To examine the degree of future orientation of the

students #n your classroom.

.

To sensitize the students to their vq]nerabi]ity to pathologies.
To intrpduce the concepts of "making appropr{ate decisions that
will preclude healthful aging."
:/,1. Distribute a li%q\expectancy test (67).
2. Have the students fill the test out at home. OJZE fﬂi{ have
calculated-their approximate 1ife-expectancy, have them tabuiaie'their

Q[pjkctions about how they will age in the physical, psychological, and

social areas._ a

3. If.they report their projections\using each decade as a unit,

starting with the most relevant decade, their charts should be easity

¢

organized.

1
1

4, Specific Boints to cover under each area may be as follows:

Physica Psychological Social
» . . : -+ T
~ a‘E)pear nce & crises marriage
o weight \ losses 4 qmi1y
activity level sexuality children
hobbijes: depression charch ﬁ\
occupation nizations -

“inc
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5. When students have completed the assignment, divide the class
into gmall groups. Have each group chose a recorder to take notes. Let
each member of the group share their respective projections. The record-
cers will summarize the group's dialogue. Once all groups have finished

their dialogues (about 30 minutes per group of six), let each recorder

report to the class. Dialogue may follow with each report.‘
' 4 C— &, » *
II. Aging begins at the cellular level. A complete theory of aging

must consider this functional unit, the gell. _
1N

Concepf I: Theories on aging may_ekemp]ifx how various scientists
\

define the aging process. = : ‘]

A. Some theories are more widely accepted than others. One -
such .theory is the crosslinking t%eory (see‘the physiology of aging
module). The formation of crosslinking agents can be reduced by adding
antioxidants to the diet in proper amounts and under thefappropriate o
“conditions. ) | - s

B. . A11 polyvalent metal ions are potential crosslinking
agents (8). Unnecessary exposure'to a]uminum.compounds, found in ant-
acids, coagulants,, and baking powdertﬁés been advocated (aluminum con-
tent increases, with age, in the brain). |

C. Oxidation of unsaturated fats is another céntro]]ab]e
Sl | ‘F source of crosslinking. The formation of crosglinking agents can be N
minimized by the use of an antioxidant. Vitqmin £ and sklenium are
the most thoroughly known (8{) "

D. Reducing or omitting the intake of unsaturated fats is +

Jooo . s :
another means oﬂ.m1n1m1z1ng'the formation of crosslinking agents.

__ Bjorksten summarizes thg alternatives as follows (10, p. 73):
. ™~

') . { ﬁ\. \ ‘ \
- 185 | Lo
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. . Since saturated fats are contraindicated in circulatory
N\disease, alternatives would be to cut out virtually all fat,
3 except a moderate_amount d¢f linoleic acid and lecitfin, and
to use carbohydrates as the principal energy source in the
diet, or td use unsaturated fats with concurrent adm1nistra—
f\,t1on of vitamin E and lecithin in adequate dosages.

Refer to BJorksten (10), d}scussfun’on ox1c1tx and suggested dos.agd_of -

‘s

vitamin E.
E: Harman's free-radical theory (2?, 30) has been.supported.

‘ by others (27). Agehts of the free—FEdjcd] theory are also agents impli-

Eated in Qhe crosslinking th?ory. i; ’ .

, ! F. Other theoriés, such ‘as the autoimmune theory (12}7‘Ehe”

.mutation theory (6, 13), the collagen theory, and thé biological clock
theory (14); are also of interedt and'importéhce.' The effects of radia-
tion upon'tgg bod& (6, 8, 12, 13) and the resultéaof hormonal 1hba]ance5”

2(14) are implicated.. .

A i\ . G. Radiation effectss implicated in both the crogslinking,
autoimmune, and mutation theories may be discussed in a practical panner. ¥
For example, the long ultraviolet rays Qf the sun are reSpons1bIe for )
sunburns Wearing sunscreen conta1mng para-aminobenzoic acid QABA

LY
reported]y‘most effective fo;\iz} care. The damage done &y sunburn,

-
'S Y 3
peeling, and, finally, skir? helli g is irreversib}e:hnd cumulative.
PABA (5 percent) will block ol the\long rays but sE?lJ'a11ow tanning
’ via the shart rays of the sun.{ Su rastpré most dangerous between ‘the @
‘ .!;
' hours of 10 a.m. and 2 p.m. standqrd time and 11 a.m. and 3 p.m: daylight
_—5avings time. ' | : v L.y
v o r{ »
o . AW excellent overyiew of various theor1es ofwaging cdn
be found in Neg s Nutrition and the Later Ye@rs 6§ ' )
{
. - ‘_‘
T ‘ " 2, 18() .
LS L .

e g
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LEARNING ACTIVITY: @ ) | 3

-'_,'

Objeﬁﬁive: To synthesize the theory presented and apply suggestions
.made by theor1sts ‘ (;\

jaw’D1séﬁ§§’fﬁe/;:fferences between T: v1JB'and in vitro studies %f

. . you present data that could be chaltenged ye to ekperimenta] procedurex.
. . . [} .

' 2. Discdsé_the role of vitamin E (36) as an antioxidant.
. Co 3. Describe 1ecfthin and its source (36). .

- ~

N 4, D1scuss where commonly imgested metals 1mp11cated in cross-
. .

- 11nk1ng and free-radical reactions may be encgdntered in our da11y rou-
- k) -,

tines (e e,g., hard vs. soft water air po]lut1on é& . L

5. Ask the students_wh1ch of the theories seems most plausible.

>
'S *

. © . 2
They should be able to defend tpeir choices.

. L. _ } &
' Concept II: ' An understanding-of biological and physiological aging

- ‘ »
i .1s crucial. -

\\\q A, AgingLis not expressed by individua] cells but by cell
;}eages Hayf11ck (32) eﬁamined ih,vitro the"pEOCees of aging at the
cePlular 1evel usiqg humgn fig;oblasts. _These cells demowstrateé char-
aeteristics of being innate]x/erogramedhfo'stob dividigg~at a fixed
lﬁoeeling, approximately (50%10). Recent studies on cultural fibroblasts
~ obtained from human skin b1ops1es suggested that the number oi‘popula-
.7 tion doublings undergone by normal human fibroblasts in culture Js
inversely_proportiona] to the age of the donor (32). For a moﬁe\ge*
tailed discussion, please refer_to thg physiology of.gging module.

o B\\hﬁgi/ghéﬁaeg“Tﬁ cell organelles, tissues, and systems
» .

§ﬁou1d be pre%ented with enough deta11 sd that dtudents may de11neate,

‘N

to the best of the1r ab111ty, the normal g!eceqses of ag1ng versus the \

o e
Y ; ~ _ by




;’ . ) iy
patho]og1ca1 The Spenco slide progréms are recommended only as an
aud10v1sua1 aid™in describing body organs ol as a means of clearly de-

f:n1ng pathologles the\human body.

C. Preventive, 1q:ervent1ve, and postventive measures may

‘ o .
) be discussed i;ﬂzhnjunction with each unit of the physiology of aging.
t . The health educator's role should be to provide "action suggestions"

ameliorate or influence'the health or lifestyle of the student via

acchrate and appropriate informationyg Ultimately, the students make the -

choices
. . Ry N
Areas of prevention (via education), interventjpn

-

bht-i;\]east you Rave presented the facts. .

(action now), and postvention. {rehabilitation or change ‘of routine) may~

~include:

. ». 1. Diet (.ff;;ts of poor\XEtrition on dentition,

and overall body response). /
2. \

*f '_\\ 2. Exercises (i.e., role of exercise not only in

weight tontrol, mental health)

cardiovascular Mdisease)\ but also in diabetes and stress and tension .

3 AN -

/’ release). ' ' /f
~ Ls

! 3. Epvironment {e.g., noise level, air pollution, sun-
: B '
> light, and drug exposufe). \‘
/F__;/ E. Non-soiewfe students may become anxious by detailed,

(( soph1st1c5ted presentat1ons of body systems. Their focus should be

\ . .
e uﬁQC the health aspects of daily living so as to promote a healthy life,
-_—_ If your students are required fto learn the anatomy and physiology of

t - v
each system, perhaps you should re-examine your goals of this pargicu-

secti&h\ {
. \ . ,
A I
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LEARNING’ ACTIVITY:
Objectites: ~To expose students to developmental preeesses of the _
< aging body. ,
To expose students to the effects -of negative habits upon tee body.
» To initiate change in the students' lifestyles (nene of us‘is
perfect!). ’ )
$: ‘ 1. Use several .overlays burned fr xeroXled* pictures from physiology
or anatdmy text to illustrate lecture djgtfiptiens.
| 2.‘ Have the students log, for one week oniy, their daily habits
-~ (try not to ctoese midterm break, rush, homecoming, or midterm exam "-
weeks). Habits may include leisure activity, d}yt, hobby , exer‘cisefm‘kw2
church, .community-related activities, inte:action with peer;, etc. "The
purpose Of'§L15 activity is to put into perspective how unhealthy habits
® may be perpetuated later in life. The students may evaluate their own
logs ‘and answer the questions: )
a. What are your worst habits and why?
\ \b. What are your best habits?

*
c. Do you like your lifestyle (given the constraints of

stgﬁﬁnt 1ife)?
*d. What would you consider changiwﬁg .
e. What will you change? | |
B \\\5erhaps'this exercise wi]] gi@e students aschance to prioritize their

heaith beliefs and behaviors. N , ¢

' II. Phy ological age changes can be deterred by.preventive and inter-
\ee\\\\ vght}ve heaith practices. Postventive measures may help to main-
tdin or restore functioning capacities to the older aduitf L.
' . \ !. ﬁo
18y
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7 These’ﬁisorders, if not corrected or cmai]ed, may interact or lead to

184

- Concept I: Disorders, diseases, and limitations of the middle-aged
\ .
and otder adu]t may .be due to pher health habits

B

A. Obesity, gallbladder diseases, and anemia often become

-

apparent in middle age and are ‘then carried over into o]d'age {64).

¢ [
otheyr disorders sych as diabetes mellitus, arteriosclerosis, varic
veins, hernia, ostecarthritis, cardiovaseular disease, peptic.ulcer,

=

and hyper‘tehsion A pefr‘son who- is overweight when enteri the? hospital

.. fori?ea];,h« carewﬁas af‘hxgher Nsk for- resptratory d1ff1cu] ies, height-
: ;‘ P

*
,,P:

ened frequ‘engyzof thi‘omboembohsm, infection, and nervous breakdown fmm — ‘.e.?_

-

- - M . . L) , 4 . a . )
» C e 4. R . LN . N
R surgef‘y (64). : P \,” I .
LI B R ) -
..;.;-i‘ ) ! .‘6.&. ’ . e
' . B. -Some frequent age-related disorders:¥ ™™ - SN LN

N Yy -\a S & s 2 LN R .

S S .o

-

‘1. Arthritis. - R .
LN en ,')\‘ K : .‘l:_ 4

a. Arthritis affegts| approximatedy 14 pefens of, Ll
¥ : R
men and 23 percent o%women 0 945 and-is the- seconp,, - % .
limited activity for an 1nd1v1dua] Osteoaﬁhm : (

we1ght beamng Jomts (knees, h1ps, and sp1ne) Rheumatmd arthmus
is the most destructive and djsabling form of arthmt;} Unlike osteo—'
arthri t1s, it may spread through ‘the bedy by causmg disease in the
lungs, musc]es, heart eyes sp];en, and blood vegsels. /Rheumatoid
arthmtm”&used by infection, Whereas osteoarthritis is attmbuted

to the "waar and tear" that occurs in the joints of older adults.

L , .
e . b.” Warning signs of arfthm‘tis are (4):

? v Y.
i. Persistent phin and stiffness"{;eﬁﬁ'msmg.
0

ii. Pain 8r tenderness in one or.more joints.
5o I'
{ 1 o (‘ ! ) i
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7 - st - « \
S c . Swelling in one or more joiﬁf:p%&\

’"' T e iv. Recurrence of theée symptoms. .
PR ; T | v. Pain and st]ffnes;\\n the neck, lower

i Wback knees, and other JO]HT\&

) vi. T1ng]1ng sgnsations in f1ngert1ps, hands
¥

F and feet.

f“' There are five major fonns of arthritis./ Osteo-

| ' \;d,;adf"’/" ' viit Unexpected we1ght loss, fever and ﬁﬁakne§s.
/ T
C . .

\ anthrjtis and rheumatoid arthritis, the most common, have been discussed.
. ‘ . ' .

Jhe others include gput,-rheumatié'feVer, and anky]bsing'spindylitia;

]

‘// ' d.  Treatment for these conditions includes rest .'.

-

exercise, intake of iron and vitamins, spas, hormdhes linaments and 'nt—.-

A ) '
mehts, drugs, and local applications of heat (17). Drugs prescribed are

‘usually diwided into three categories: ,anti~fnf]ammatory, anti-infection,
and analgesic. |
‘ - 2. Diabetes. \ o .

$ . a. Presently, diabetes is the’third leading cause
. g Y

o ! ' -

of death in the UniteJuStatgs. Abeut 75 percent of q]t cases occur in
persons over 50. . o o N |

| b. Diabetes me]]ipus is a chronic aiSOYdér of
carbohydrate metabolism :;sultihg from, a deficiehcy of insulin (secreted

by the pancreas) It {s characﬁerized by increased blood sugar content
(hyperg1ycem1a) and the, presence of sugar (glucose) in the urine. (g]ycos—
uria). A d1sturbance of fat and prote1n metabo]wsm a}so exists .

Diabetes insipidus is caused by-an inadequate secretion of vasopressin.

} Vasopregsin is an antidiuretic hormone secretéa"&ia the pituitary gland.
. — R

. =

~

K “
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c. The normal 1eve4ﬂbf glucose usually does not .’

exceed 160 mg sugar pgg 100 Np b%boqe In diabetics, This Tgvel rises

\ - . -

above 200 Mg per 100 mg b]ood

.

o

. d. One may be.preg1sposed to d1abetes. :That is,
s diabetes may 1te dormémt only to emerge in clinical form.at a certain

point in €he individual's 1ife. Obesity, infections, trauma, and emo-

| ]
¥1?na1ﬁstress are other contr1but1hg factqrs ‘ A ' -,
r . .\ ' it
e. Comp11cat1ons of d1abetes mell1tus may 1nc1ude

> ]

the fe11oﬁing- retina] lgsions or cataracts (retf pathy appears.to be
% J
s1gn1f1cant]y 1nf1uenced by both the duration and degree of d$ebet1c
4 o .
. control) (37) gangrene atheroscleros1s, hypertens1on, cerebral vascular

&y
- d1sease, osteoporo§1s gout, and impotency. <

~ 2 K

* . - f. N8 cure is known for d1abetes, but’ 1t can be?

. contro]]ed by diet dlone,. oral medication, or 1nsu11n. -

4 ' ~, 9. Can a d1abet1c-exerc1se? Exercise by d1abet1cs

. Ed
5 [N -

! has heen“most effect1ve/1n reduc1ng insulin requirements (8).
<

L SN \ Y e
.

. y ﬁﬁi- “- 3’\ Hypertension, hearﬁ\d1sease, and stroke.

- a. Coronary risk factdr$ have been'identified by
& v, ! : . v ] )

several investigators. Out of nine facters, four ¢an be controlled,| ///'
Ve can ‘ | L A
two can be treated by a physitian, and the.remaining three are left/to '

mother nature's discretion. . . L
L4 - 3 .
s ‘ ~ _
W, i b. Four controllable factors are prevent1on of

obe51§¥, smok1ng, 1nadequate exerc1se, and too much emotional stress

»,

. Two treatab]e factors are hyperken51on :2d high cholesterol. The “thfee
LY ' a

-~

factors beyond cont__] ‘are susceptibility due %5 age,‘fami]y&history,

//' ‘and dlabete;tmei “‘i'(zﬁ, 24). . . ) . - & . "

L. ro2- oy
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c. The implications for interventive, preventive,

and postventive suggestions may be discussed in light of diet, exercise,

. work habits, re]axatwon techniques, etc.

))' \

d. Hypertension is found in ch11dren and is common
in m:dd]e -aged and young adults. In younger age groups, hypertens1on is

more common in men. -Nomen surpass men most marked]y after menopause.

.In older peop]e, women have a higher 1nc1de1ie of high blogd pressure

than men--28.3 percent versus 26.7 percent a¥fter the age of 75. Ninety-

five percent of all hypertension is "essential” or "primary," since it

doesn't stem from a known cause. The other 5 percent of the izgulation '
may have "secondary" hypertension, because it is a side reaction to a
known abnormality. When the abnormality is cured, blood pressure re-
turns to normal (22). |
The levél of capacity available at 70 and 80.is a conse-
quence of all that has gone before--one's hered1t} the inter-
action with human and physical env1ronments, nutrition, ex-
ercise, intellectual and affective pursuits--in the tofal
life style to date. (63, p. 250)
e. Continued use of one's body and vigorous exer-
éise can prolong physical capacities and reduce the risk of cardiovascu-
lar disease (63). ' \ “
f. Modifying one's diet by reducing overall caloric -
intake, decreasing fat and cholesterol intake, and 11m1ting one's desire
for sugar may also diminish thg risk of coronary ﬁ@&rt d1sease In-

creased intake of minerals and vitamins has been effective in combating

osteoporosis and "senility" (acute senile dementia) (63).

g. To cut down or quit smoking could reverse the

excess morbidity and mortality related to lung and oral cancer, pulmohary

*
-

< | - 193
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diseases, and cardiovascular disease. A twofold increase in the overall

death rate of smoéers to'non-smqyers presently exists and is at its °
peak from ages 45 to 55 (63).
h. The pace of American life--high achievemen®
orienfed, compulsive, and constantly pre;su}ed ny deadlines—-dbes_
not lend ifself to a stress-free environment. .The effects of stress
*upon the onyP&re numerous , an; so it is Jmportant to relieve tension
through exercise or relaxation techniques in order to rid the body of

negative pent-up emotion. . ' ~-

!

LEARNING ACTIVITIES:
Objective: To enhance the students' underst&ndinﬁ of disorders

dSSOC1dted with aging. . ' _ . .

1. Invite guest speakers from local foundatwons or chapters to

‘discuss interventive and preventiVe measures regarding arthrit1s, dia-

©

betes, heart disease, cancer, etc. E . '

2. If possible, obtain slides demonstrating structura] changes |
relevant to your~lecture. Slides may be obtained from various local |
chapters or a nearby med1ca1 school, .

3. Often the Amer1can Cancer Association and the Heart Assoc1at1on

.

have “éames“ which may be used to help students determine their vul-

nerability to such diseases.’

Concept II: Special nutritional- needs of the older adult and. how
they differ from the needs of others. L
A. Being overweight, rather than underfed, is believed to

be the greatest problem among older persons. Obesity, although related

194
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in the beginning to genetjé individuality, develops later in 1ife as a
re§u1t.of caloric intake being greater than caloric expenditure (63).
. Contrary to earlier beliefs, the number of adipose cells iﬁ aduli-onset
obesity is not fixed and may increase (52).
. B. Obese'persons are prediéposed to a’number of aff]igtions.
- Among these are diabetes me]Titus, arthritfs, heart disease, gout, hyper-
tension, kidney disease, hypercholesteremia, hernia, thyroid disease,
colitis, peptic ulcer, and cancer (60).
’ ' C. The contribution of refined carbohydrates to merbidity
| and mortality among older persons is well defined. For examp]é, sucrbse:
'rr'lncrease§ the level of serum cholesterol, thereby
' adding to the vulnerability to cardiovascular attack.
| ‘ 2. Exhausts the pancreas, leading to maturity-onsgt
djabeteg in a percentage of older persons.™
' | . 3. Contributes to the metabolic patterns for obesity
{63). Some researchers have suggested adiposity, and not caloric sources,
as thelfqurit responsible for the prevalence of maturity-onset.diabetes.
; D. Modified eating patterns (e.g., smaller meals more
fréquent]y as opposed<§6 two or three large ﬁea]s) have been shown to
_make significant differences in intermediary metabolism and eventual
body composition (63).
> ' E. Undernutrition and malnutrition are legitimate concerns
for older adults. -Government and private surveys in the United States
have revealed high frequencies of low.calcium, iron, and ascorbic acig

intake as well as a lack of essential trace elemehts and bulk from

vegetables. Although few older persons exhibit primary or frank
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malnutrition (e.g., as evidenced by scurvy, beri-beri, etc.), milder
symptoms such as loss of appetite, general malaise, listlessness, in-

somnia, headache, and irritability are often exhibited. Often these

-

L] -
symptoms are considered signs of aging or the result of non-nutritional

8

causes (63). g . ) " —

F. Living conditions of many older adults as well as en-

Ay

vironmenta],féctors may contribute to an inadequate d{?t.’ Some of these
are (63): ’ ) , -

| 1. Poor dentition (1e§ding to the-elimination of
salads and meats).

i 2. Inability or >§1uctance to shop for a variety of |

. ) '
foods .(e.y., due to transportation, income, and physical disabilities).

3. Death or divorce of a partner (leading to loss of

‘motivation to cook a balanced meal ahd the overuse of sugar-rich foods

.

and beverages). .

- 4. Institutional and/or gestaurant cooking (providing

meals with significant loss of heat-labile vi@amins).

5. Stresses of living.

G. .For akeview of functional changes of the digestive
systep, refer to the physiology module on aging and to Weg {(63). (Note
that Weg's writing style does not lend itself to’clear and stpa?ghtfor:
ward séntences, but the organization of the materials and literature

search are excellent.)

H. The role of nutrition with respect .to atherosclerosis,

cardiovascular disease, cancer, diverticulosis, diabetes, anemia, and

osteoporosis .has Been discussed and well documented by Weg (63).

i

~  19¢
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. I. Behavioral changes in the older adult hgve been at-

tributed to gignificant changes in the physiology of the person. Data
suggest that a decline in'Paste and smell receptors, especially after
age 60, 1eads to a progfessivé elevation ih taste threshold:* Although
.fhe health behavior of older adults is not easily summarized, Weg cites
"some peé%uasive notions" that appear in the literature (63):

1. 0lder persons tend to increase carbohydrate intake,
with a Significant increase of refined sugars at ihe expense of mare
nutritioué cargohydrates. (Carbohydrates are easier to chew, more palat-
able, and cost less, than proteins, fats, or fruits.)

2. ®Generally, the research indicates that malnutrition

- ~

among older persons exisfs in different forms: gjggg (diagnosed from
subclinical biochemical fes%s) and ﬁargina] (observgdadﬁ;}ng or affer a
period of étress).; )
, 3. A high proportion of subje&ts eat a diet deficiént
in one or more nutrients. g
4. Calcium and iron are the deficient miderals most
fredueht]y noted. Vitamins C and B~comp4ex'are most friigsptly found‘
to be low or deficjent in amount.
5. Diets of homemakers who were 55 to 74 years old
were more adequate thanhfhose of'bﬁder women.
; 6. Although large numbers of older persdn§ in studies
examined know about balanced diets, knowledge of basic food sources and

functions is limited. Dietary practices were frequently not related to

“dietary knowledge.
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7. Most older pefsons walk to the store and shop at a
particular store because of” proximity.

8. Social isolation, especially for lhe poor, older
adult, contributes to the lack of interest in foods and to dietary |
inadequacy: ’

| J. This section on nutrition was written to distinguish
specifica]iy those factors re1ﬁtive to the 6Téer adult from those other

factors re]aged to ‘the general. public. If your desire as a teacher is

‘to expound upon the "basic-four'," etc., Guthrie (28) ‘and Kirschmann (36) |

are recommended references. However, many older adults- have heard
"basic-four" lectures ad nauseum. )

K. The general éub1ic is constantly exposed to a variety
of diets, with the Prit%kirf diet and Atkins ot among the mostppopu-
lar. A récent diet specifically directed to aging has been Dr. Franks®
"No Agizg Diet" (?3). keeping up with what is being recommended to the
general public is an importan} task of‘any.edutator, so read magazines

that promote diets for older adults.

See the appendix to this module for sample lesson materials.

]

LEARNING ACTIVITY: ‘ .

Objective: To give stﬁdents the opportunity to log thgir nutri-
tional intake and ca]cuiate their caloric expenditure.

1. Distribute a log sheet to your students. The sheet shown in the
appendix is a suggested examb]e (54).

2. Once students have logged their assignments, review the logs
thoroughly and cqnsider making a private appointment with those stu-

dents who may neeg nutritional counseling.

. 19y
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3, Use movies whenever applicable. Discuss the movies in light of

developmental processes.

IV. Psychological aspeots of aging--A héa]thywmind 1iving in an aging
*"""gody. .
Concept 1: Senility is a m§sunderstood words which even physicians
are too eager to use. Misdiagnosis of outward symptoms indicative of
. senile tendenc1es is'not uncommon (3, 7). ‘ /)"
A. S1mp1y stated, senility may be def1ned as the deter1ora-
tion of the mind and “normal" behavior functions as a result of physio-
logical, pé&céo]ogica], and sociological changes. .
B; The majér causes or factors associated withﬁsenil{ty
may be divided into three categories: .Siological, ﬁsycho]ogica], and
sociological. Some biological factors include brain diseasésiﬁr disorders
such as senile dementia, cerebral arteriosclerosis, Alzheimer's disease,
and Peck's d1sed§e. Psycho]og1ca1 factors include stress,: hypertens1on,
fear, depression, and apathy. Sociological factors inelude non-activity

or dpcreased community or family involvement, jsolation, and loss of .

spouse. Other factors include alcoholism, malnutrition, tumors, trauma,

’

-

viruses, and drugs. .
C. Alcoholism is common in the elderly, and one-third of
olger Matients cqpsidéred for commjtment to state psychiatric Hospita]s
have a background of excegsive drinking (41). Malnutritignal states
reflect simultaneous deficieﬁéies of three or.four important vitamins
(vitamin A, ascorbic acid, riboflavin, and thiamine) (41). Ef?brs by

the elderly in the self-administration of medications are common and

¥
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(\> often Tead tP senile dementia (40). Diuretics may lead to dehydratio®

and mental confhsion, and CNS drugs (i.e., phenothiazines, barbituratesﬂlb

_ v
etc.) may cause confusion, disorientation, or wandering.

D. ‘Results of the above facfors intlude short—term'hemory
- 1055, a reduction in the rate of new leaiping, an inability to do.rou--
tine”tasks, strong emgtional outbursts, unusual behavior, confusion,

]

and death.
&

A

+ E, Treatment for thronic disdrders include .institutionali-
//\f zation, psychotrophic drugs, activity {mobilizatien),, and "tender loving

«

care." The elderly with.acute disorders may receive dietary treatment,
) ..

medication, rehabilitation, psychiatric care, and activity (stimulation)

(65).

?

F. _Recent research has concluded that senility is becoming
one of the worst public hea]th problgms in the United States (34) and
that choline 6§>iec1th1n treatments have been cited as major break-

throughs in the search for a cure (34).

-
>

G. In summary:
One way to ensure "senility" is to misdiagnose a case

’ of reversible cognitive disorders and consequently treat the
patient as a case of chronic organic brain syndrome. The
medications and the milieu experienced by patients with the
diagnosis of chronic organic brain syndrome will certainly
combine to fulfill the prophecy. The clinical rule is
to seek out and diagnose the pseudosenilities with the ex-
pectation that effective therapy will follow. (41, p. 87)

. .

Other concepts dea]1ng with memory, learning, and psychomotor skills

are covered in the psychology of aging module. Please refer to the ap-
propfiate sections for further guidance. ‘ -
Some suggestions may be included here regarding "older students" in

the classroom (50):

- S0
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1. If-older adults are attending your class,fyou'are advised to
disfribute to thém class outlines with adequate spacing betwgen sentgnces.~

2. Allow the older students as much time as they need to write
exams.

3. Most older adults are better at recognition questions (i.e.,
multiple choice) than recall guesfions (i.qf; essay or short answer).’
In order to give the o]der‘studenf an appropriate éxam, you may wish
to consider these suggestions.

1S

4. Older students do not react readily to questions posed to them.

Allow time for processing.

L]

Concept 'II: Sociological aspects of aging may include as many rele-

vant issues as one chooses. This unit will focus briefly on retirement,

economics, crime, the battered elderly; stress and tension, death and

dying, and sexualfity. : ‘ .
' ) A'\ -

S —

A. Retirement,

y 1. The definition of retirement depends upon wh% is
‘ugfhg it. It may describe an event, a crisis period, or a étage of life.
2.‘ Adjugtment to retirement depends upon one's dbrson—.
ality expressed throughout 1ife (49). Five personajitj types are defined,
out of which, two groups were .formed: those who adjusted relatively well
and those who adjusted rather poorly. The "well-adjusted" group included:

a. The "“hature" men, who have been realistic about

and accepting of their limitations and potentialities.

»

. b; The "rﬁcking chair" men, who have been passive

throughout their lives and welcomed retirement as freedom from

responsibilities. . . ‘

' ?201
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> c. The "armored men, who:havq_maintained'a well-

devloped de?ense‘system against ahxieties. They have worked off anxie;
ties through intense physical acti&ity\and involvement with life. ,
The "folTowing personality types repﬁgsent "poor}y ad-

1

Justed" retirees:

Y

. _ d.\ The "angry“ men, who are bitter at having failed
to achieve‘their person%l goals ih earlier life. They blame others for
their predicament and are angry about becoming old.
e. The "self-haters," who express disappointments,
" as ao\the angry men, bu£ blame themselves instead of others. Growing
old emphasi;es their fee]ings“bf inadequacy and worthlessness. The'
p}ospect of aging depresses them. |
3. S%me aspects of adjustment to retirement.
a. Positive, . ot
i. Freedom from ; long-term career aétivity.

if. Relief from stresses of a job.

iii. Opportunity to develop new interests and

activities. —
" b. Negative. al v
i. Loss of routine.
ii.  Reduction of income.
iii. Reduced challenge to one's psychological
performance: \
. iv.  Loss of status as a contributor to the
’ economy. \\
/} i' vf Brokén contacts with associates.
~
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4, Factors which may causé poor adjustment to retirement:
Reduced income Kmost prontinent).
. ‘ b. Miési;g one's job. "

c. Dec]1n1ng health, or death of shouse, etc.

5. Factors contv1but1ng to a good adJus ment

a. Sufficient income.

b Ability to gracefully give up one’s joh.

¥, <

.
c. Good health. - '
"d. Situational change at a m1n1mum.
6. Activity theory, subst1tyt1on theory, accommbdat1on

theory, and d1sengagement theory may all be apphe? to retwement topics
Ve

»

9. _ . .

A

7. Retirément income may be briefly discussed in this

4.

unit with options divided as follows:

N , .
. a. Government pension plans.
. i. Social Se&urity.
] . .
) ii.  Civil Service. '
\\ iii. Military.

b. Industrial pension.
i. ‘Participating.
ii. Non-participating.
F- Privatg pension.
" _ 4.  Individual retirement account (IRA).

ii.  Keough plan. ¥

s 4
d. Se]f—emp]oymgg;/6¢/part-time employment.

.
Ve

) . l ‘ 20" l
v . ' 'y ) “
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e. Other.
. - i. Savings. ,: ’
. - ¥ ii. Investments.a

¢ s :
iii. InsSurance.

B. Ecofiomics.

1. Retirement brings a reduction in income for Tost
older adults. The reduced income has a direct effect upon housipg, meei-
ca]_cere, tranéportation; groceries, clbthing, etc.

-

. 2. The official 1970 poverty index states .that over
25 percent of older coup]gz and 40 percent of older adults 1ivingrg1one
have incomes below poverty level (1, 15). Although in 1970, e1der adults
in the United States comprised 10 percent of the population, they repre-
sented 20 percent of the poverty stricken (1). |

3. The economic status of the e]éer]y affects their health
care. In 1973, personi 65 and older accounted for 28 percent of tha#
$80 billion bill for personal health care (9). Personal health costs s
of .older adults in the United States are, between two and three timeé
higher than the amount that might be exJ;cted on the basis of chance
alone (older persons had an average annual medical bill of $1,052 as |
compared with & bi]]hof $384 for persons aged 19 to 64, and $]67_fqr
persons under the age of 19) (9). The older ‘individual insured under -
Medﬁcare in 1973 cou]d expect to have only 40 percent of the hea]th
b111 paid by Med1care sources and could expect to pay $311 ‘(on the
average) from personal fe;ds

4. Health care prov1ders, under the stress of in-

creased demand tend to change the character of the services they pro- -

vide by offering tess preventive and more acute care.

..ot “
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= . . C. Crlme and the elderly. ‘ '
. - &

o _“'_ 1“ The e]derly are the 1east 11ke1y age group to be : :

\.- v1ct1m1zed Hnwever. they are more 11ke1y to be v1ct1ms of predatory

-
N .

crimes, where the 1ntent\ls to 1n3une.7§3he economiG,. phy51ca1 sac1a1

A .’

' cr1me, where’ the 1ntent is to obtatn property, tather than v1o]ent . f.

, and psycho1og1ca1 cansequences of cr?m1na1 vzct1m1zat1on are much more -
S . * . :
« traumat1c for the- e]den]y than for younger age groups (39 46) . .

.

E Coe ) ’ \’. “ 2. Factors 1nherent in the ag1ng process wh1ch increase
.,' ) the e]derly S, vu]nerab111ty to v1ct1m1zat1on
e I T T e StatuST Abproxrmate}y onEtat e of"“““** """"""""" -

" persons over age 65 are, ret1@§d and 11v1ng on f1xed incories . )

RS A N b. Phys1ca] well-being: Cend1t1on§’pred1sposed

* . to an aged populat1on make the elder]y more yu]nerab]e to cr1me., Fur-

* thermore, the general pub11c is aware of these cond1t1ons makipg the .

R

’ elderly pasy targets for cr1me, . /,J" ‘e

I

L

c. Environmental factors: Sixty percent of the

elderly live in metropolitan areas, and most of these 60 percent live
in the central city, where crime rates are high. The unemployed and
_ teenage dropouts are the victimizers. ' #

d. Social factors: The elderly are often isolated *

and Tive alone (16). '
3. A significan psycho-social effect of victimiza-
’ tion of the elderly is- feating crime. Women, blacks, persons of lower

sécio- econ2n1c 1evels, and persons who live in large cities tehd to be

~
- 2 most fearful of crime. A major consequence of fear of cr1me ameng the

™ / plderly is called "house arrest.” According to Goldsmith and Tomas,




‘ "Hgyse 4rrest i3 a fOHﬂ of se]f-1mpose¢ 1ncarcerat1on where the ter-

§ e

_\Q. f ror1zed'remain behind 1ocked doors refu51ng to venture out unless ab-
;f." '.sg1utely necessary“ (25) ﬂouse ?rrest can 1eag to 1so]atio; and - - \
& néﬁ#ness. '.i L .' ‘ “l" -t _ v f*\\‘\\‘
. ,{' \j,ht; ,f:;}i; ; Cpime_ prevent1on in the forum of commun1txggppgrams.
et _:~des1gned Po,educate and’tra1n the e]derly to reduCe criminal victimiza- .
Lo ) E;;: qre\both vo]unteer and self-help programs (12)’ Vo]unteer programs,

,’ recognﬁze the t1me, knowTedge, and’ experience the e]der]y have, which,

LR

méke them: efﬁect1ve in crime prevent1on. Séﬁf—he]p programs are com-
t"‘

mqp1ty programs 1n which the elder]y are act1ve]y 1nvo]ved in ma1ntain-

. . .ing the1r own secdrity .

’ -

»-. D. The‘battered elderly.

“ ]."Agyse of the elderly by adult children is only re-

4,

. cently being decumented ih the literature. Fear pf retaliation, shame,
-~ or fear of expu]s1on from the fami]y are some of'the reasons why the

- alderly refuse ¥o report phys1ca1 or psycho]og1ca1 abuse. More cases
Fic
of elderly abuse (60 years of age) actua]]y exist than are reported.

"Oh1o Attorney General William J. Brown, whe appo1nted a task force

*

.« . . to study domest1c violence, sa1d he believes victims of such .
abuse number in, the ten; of thousands"“(42) )
2; As more parents live into old ege, a greater number
of'thildren wi]] be required to care for their parents. A positive past
relationship is not a necessary condition for an adult child to accept
the caretaking role (11). Other reaspons given, for assumiqg the care-
taking roTe inelude:_ reciprocating ;or past help, sense of perfsonal
satis}action, filling an existing void in life, and avoidance Qf'nureing

I

hoﬁe placement at all costs. -

206 e
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g 3. Character1st1cs of the abused elderly.

-

a. Elderly persons with some ‘form of 1mpa1rment may

-

be more Tikely to be abused. e o R .
i b.. The battered elderly is S1m11ar to the battered
wife syndrome in that the older person often rema1ns in a known (secure)
- yet abusing situation rather then-choosing an unknown (1nsecure) situa-
tidn (21). - o

L .. 4, " Characteristics of.the‘abusers.

-, Coa. Adult chderen who abuse their parents were most

likely abused as children (4 )

*

“ . . . » b. Any def1nitive deScription of both the' qbuser

. and abused is dependent upon more_research efforte (TT)

-

5. The propositions be]ow offer a systemat1c approach
in account1ng for the causes of family violence (53):
a. The causes of violence betgeen fami]y members
are diverse, ranging from persona11ty traits such as aggression and
frustration due bo role-blockage to internal and external conflicts.

A b. The actual occurrence of elderly abuse is ex-

tremely high. - -

N ' ' -~ ¢. The stereotypes of fémily violence are reaf-
firmed continuously for adults and children through setial interaction
and the media. )

d. Reinforcement_for violent acts (i.e., if acts

produce the desi red results) increases the probabTTity that violence

be used again.

. . . o
. . . .
N
\
) ’
. .
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e. Use of violence, when vio]eﬁge;is contrary to

family norms, creates a conflitt in itself. This secondéry conf]icf

tends to produce further violence. . o o : .
. . ) ~
v ! : '§. Some examples of mowre frequent types of abuse (11):-
‘a. Physical ‘abuse: bruises, welts, lack of per- .

sonal care, lack of supervision, skull fractures, direct beating, tied

-

‘to bed, tied to chair, and others. ' _ S St

. Eé‘(’ , - bl Psychological abuse: ihﬁeat, fear, verbal

A}

assault, and isolation. . 3 ' _ " -

‘ Cc. .Materfa] abuse: ;Hiff:er misuse of mbney or
I prbperty. ' .
- 7. Criminal prosecution requfhés evidence of ibuse.
. An unsuccessfu] prosecut1og may endanger the v1cf1m further. Further-.)

s nl . ﬁ\- [

;more, the fundamenta] cause of the abu51ve behav1or is not altered due
to pr053cut1on.(21). \ : .
E. Stress and tension. .
.1. Stress may Hg defined as a non-specific response .
of the ‘body to any demand on it (55). A stressor, then, is an agent '

that—tr1ggers stress.(56, 3).

-

[N *‘
- 2. Stressors significant to the elderly are retire-

i nent: failing hea]th,'lack of mobif?ty, financial difficulties, and
social isolaéion. Social isolation is the greatest stressor. .All
other stressors servé to compound and_fncrease the gffects isolation.

é. Some physical effects of stress }n ude premature .

aging (cartisol released during stress accelerates the aging process) -

and an exacerbation of health problems. °

..,

. ~
o _0S

.,
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4. Some coping techniques which may -be.effective:

a. Socia]agngineering: minimize one's contact

L3

witﬁ stressors without affecting other things in life. | . )
| » " b. Coghitive reappraisa1: Redefjne, examine, ahd .
confront stressors.. - ‘

¥ .. _V . I Sy§tematic relaxation techniques ma§ be used to

reduce mental and physical stress reactivity wipbout hindering

performance. ' .

. _ 5. Types of systemaf1c re]axat1on tra1ning
a. Centra] relaxation techniques (re]ax the m1nd
‘and the bdd} will follow) -include medftation, hypnosis,. and autohypnosis.
b. Peripheral'relaxation techniques (relax speci%ic
po1nts in the body, and then other systems, and the m1nd will follow) in-
clude biofeedback, progressive neurcmuscu]ar re]axation, and outgoing
training (v1sua11zat1on and imagery are used heré) (47)

" 6. Impljcations: Coping with stress may help tﬁe
younger pohu]ation begin ear'lier to 1éarn to p}évent the deleterious
effect thch stress has upoh the body. The e?de%]y‘may be able to
reduce the pressures of old age by learning to deal effectively with

_stress (57). \ | ‘ ‘ .
F. 6eath and dying: The topics dealing with widowhood (5) s
life after’death, euthanasia, appropriate death, healthy dying (35),
and grief and bereavement may be dfawn from in order to present a unit

relevant to health edugation. See module 3 for guidance.

{

G. Sexuality. | ~

1. 'Sexua]‘activity for' the sake of proCFeation no

/

*“,/} longer becomes relevant for the post-menopausal woman.

S 209




2. The taboos aésqciated with human sexuality are es-
pecially djrected to adults in old ag;. Although physiological age-
related changes fre responsib]e for some lack pf interesé (e.g., pain
upon intercourse due to a lessening of 1qb}ication for women), the
]ibido is apt to continue functioning in the way it always has (48, 51).‘

3. Loss ogfséxual response in older males is attributed
« - to the fof]owing five factors determined by Masters and Johnson (44, 45):

monqtony of a repetitious sexual relationship, preoccupation with ¢areer

or economig Qursuits, physitql or meﬁiﬁjw¥;£;§ﬁ;:mgﬂ;géhg1 or. mental in-
firmity of either spouge, or fear of f{i]ure associated with or result-
ing from any of the former categories. | ’

) 4, .Interest in séxual expression was well documented
by the Duke Longitudinal Studies (1954-1978). The study reported that
Boopercént of .al1 males ageq 60 and over weré interested in sex and

70 pércent of those interes d‘;EPe7actjve. Only 33 percent of all fe-
males over age 60 were interested in sexual activity,.and 20 percent of
those interested were stii] active. The lowér percentage of interest |
for women may reflect the lack of availability of a partner._  Inter-

- viewing .the same squects ten yéars'later, 80 percent of_thé males

.were sti]] interested in sex, but only 25 percent were still function- -
ing, whefeas the figures for women remained unchanged. The second fig-
ures fepresenting male interest could refiect_the cu]tutal double
standard that expects men to be interested regardless of activity iéve].

5. Circumstances interfering with interest in sékua]

activity specific to the elder population are a depressive state dug to

medication, a diminished self-image and.self-esteem due to an aging

»

\ " ./
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body, .and a lowered sex drive in the male. Situationa;éfnd interpersonal

relationship disturbances may be considered common to arl age groups.

LEARNING ACTIVITIES: “ ‘
Objective: To provide studenfs with as much "hands-on" material
as possib]e: | .
T f 1. Invite speakers from other disciplines in your college to
“speak .to ;he class (i.e., law enforcemént, ;sytho1ogy, human' develop-
-¥7w~ ------- hent?mﬁam44sttudies,mministnyl.. Often the experiences had by people
working in a pairticular area stir interest. . . .

2. Obtain psychometric tests used in cognitive studies. Ask stu- \\ Y

~

,,v“13‘~QEnts toparticipate in problem-solving, memory, or other learning ex-
periments. Discuss the relevance of such experiments.

.3, Refer to modules 3 and 4 for further suggéstion%,/’ '

- " ¢
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APPENDIX

A

_ HEALTH SCIENCE . .
, Bio P.E. 4314 Dr. Sellers

- Ay
) . R
»

For the next two weeks starting tomorrow, you are to record on the

,

DY

sheets prov1ded for you, as accurately as poss1ble,/the foodstuff that -
you eat and record the Kcals. In order to detetmxnewthe Kcals, you will
have to use one of the many Kcal coarts-indicatino.toe caloric value of
foodstuff, Soch a chaet;?an be ourchased in paperback. form at many
bookstores if you do not already have one.- Also you are to record as’
accurate]y as poss1bTe your da11y act1v1t;es and use, the. accompany1ng
sheets to est1mate the Kcals expended . It is important-that you 11st .
the foodstuff and da11y activities so that your eat1ng habits and ac-
tivity habits will be revealed. Try not to alter gour habits during

" this experiment.\ Live a normal type of life, eating what you.usually
eat and be active in your usual way. Later, if you wish, you can alter
your dietary and aetivity habits if a weight 1oss gr a we{ght gain is
desired. I think that the activity chart indicatind the energy exbendf—
ture for daily tasks is the better of the two_to use. .However, if you
do participate in the actixities.listed in the other sheet it might
-help you keep a more accurate record of yod% expenditure. Keep in mind
that the energy expenditure sheet for daily tasks inc]uges basal metabo-
lism, where the sheet listing the energy expenditure for specific ac- §1§6

tivities does not. However, note that BMR can be determined from the

daily tasks sheet. o .
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3 . HEALTH SCIENCE -
i BIO P.E., 431A Dr. Sellers
Body Wb, Day 1 ____lbs. g o
Desired Wt, Loss or Gain _ 1bs. . ST
S ' " WEEK .
Day 14 s, . . - BEER __»
o CALORIC INPUT/QUTPUT, DATA SHEET, .
Pay 1 Day 2 ' - Day 3 . Day 4 Day 5 Day 6 L. Day?
Foodstuff | K | Foodstuff K JFoodstuff | K | Foodstuff | K Foodstuff | K |Foodstuff | K {Foodstuff
Breakfast | o . '
et )
tunch h
a’ -
Dinner ' - a '
‘ .
Snacks
> T ' Ny Total -
» Total Total . Total otal . TL?%F . ota Total -
Activity * |K Activity [K lActivity |K JActivity K Activity X Acti.vitl K "JActivity
N N . «1 .
“ e 2 Al
o p ] ¢
»
wdi 2 .
s, T, R
Total’ Total Total - Total Total - |Total Total
>
+(Gain) + f + + + +
-(Loss) - - - : - . . -
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HEALTH SCIENCE B
BIO. P.E. 431A Dr. Sellers

. L. o
ENERGY . EXPENDITURE FOR- DAILY TASKS
7 . .
Activity* i ! | Kcals
. - . q? cj“

Sleeping/lying 1
Sitting 2
Standing 3
4
5

3
.

1.0 1.1

1.1 1.5

1.5 " 2.5 "
Walking 2.5 3.0

Other 3.0 4.5

‘ .

1. essentially basal metabolism rate plus some allowance for turning

over or getting up and down. .

. includes normal activity carried on while sitting, e.g., reading,
+ . . driving an automobile, eating, playing cards, and desk or bench
work. .

3. includes normal indoor activities w%i]e standing and walking spas-
modicalTy in limited areas,’e.g., personal toilet, moving from one
room to another,

. 4. includes pﬂrposefh] walking, largelylgdtdoors, e.g., home to commut-
; " ing station to work site, and other comparable activities, -

5. includes spasmodic activities in occasional sports exerciser, limited

*  stair climbing, or occupational activities involving light physical
work. This category may include weekend swimming, golf, tennis, or
picnic, -using 5 to 20 Kcal/min. for limited time.

’ \

*Astrand and Rodahl, Textbeok of Work Physiology, McGraw-Hill Book Com-
pany, p. 448, 1970, :

According to Passmore and Durnin univérsity students use on the average
, 2930 Kcal/day. The range in their study was from 2270 to 4410.

*Passmore, R. and Durnin, J., "Human Energy Expenditure,"” Physiol. Rev.
35:80],51955. L4 - ,




.,‘. -

209 y

ENERGY EXPENDITURE OF SPORTS AND RECREATIONAL ACTIVITIES

o

Badminton ¢
Boxing .
Baseball . ¢
Basketball )
Boating, rowing slowly
Boating, rowing fast .
‘Boating, motor
Bowling v
Calisthenics i

laying
Cycling, slowly.

- Cycling, strenuously ®

Croquet

Dancing, slow step

Dancing, fast step .

Field hockey - &

Fishing, from boat or pier

Football *

Gardening, leisurely _

Gardening, much lifting and stooping

Golfing : ’

Handball

Horseback riding

" Hunting .

Jogging

Karate

. Miscellaneous activities requiring 1ittle or no arm

_ movement done while sitting

Miscellaneous activities requiring some arm movement
done while standing ' .

Miscellaneous activities that are most strenuous
done while sitting

Motorcycling

Motorscooting ' ‘

Piano playing, leisurely

Piano playing, rapidly with much arm Mlovement

Pipe organ playing, with much arm and 1eg movement

Reading

Running, fast pace

Singing

Shuffleboard playing

Skating, leisurely

Skating, rapidly

Skiing

~ Squash

Soccer

_.Swimming, leisurely

Calories per Hour

el

. Above Baseline Expenditure

« 400

700
350
550
400
800
150
250
500
25
300
600
250

350

.600-
500
150

. 600

250

. 400

250
550
250
400 -
600
600

30

- 150

150
150
100

75.
125
150

25
900

50
250
400
600
450
550
650
400



Softball
Swinming rapidly, competitively
Tennis, singles
Tennis, doubles -
Volleyball
Walking, leisurely
Walking, moderately fast
Watching movies
Watching television
Wrestling

1

210

&

Calories per Hour
Above Baseline Expenditure

: 350
| 800
450

350

- 350

200

300

25

* 25

800

.
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'EODULE 8: LEISURE
Y
. INTRODUCTION
Leisure may be conceptualized as "selective activity in which
gratfkication'of present needs, wants, desires, or objectives fakes
precedence over bractica] preparation for later gratification” (6,.p. 311).
Thus 1§isu;; is.éssociated with pleasure and 5mmedi;z; rather than de-
1§yed gratif{ca!ion. Conceptually, work is thé~opposite of leisure.
ﬂprk is practicai preparatioq for delayed gratification. Humap beings
o, need to e\n'joy both work and )leisure. When Freud wasfohce asked by a )
colleague what it.takes to be healthy, the Master responded, "arbeiten
und leiben,” that is, work and Tove. Iffone is happy in his/her work
and human relationships, A‘géglthy.persona1ity cah be predicted. We
.~ -would include leisure in_the context of leiben. It is a love, for it
;s~voldnt9éy, p1ea§urabT;:\:;E§r the control of the individual, and
leads to instant gratification. '?
Historically, the gongepts of pleasure and gratification were not
always Qelcomed as factors enhancing the quality-of civilized life.
Aristotle took the posijive view that leisure was both theﬁstaﬁe of )
ffégdom from the necess}ty of being occupied in work gF any wother typg
of obligation and the wide range of intrinsically rewarding creative
,activities such as coﬁposing and reading poegry, dancing,, singing, and
good conversation with fine companions (6, 1#). Leisure was the q]ti- .
mate goal of all work. Seneca, the great Stoic philosopher, emphasized
that leisure was the means to the noble end of unrestricted contempla-

tion. Disraeli, the erudite British prime minister, saw increased means

e
(wealth) and increased leisure as the two great civilizers of man (6).

-
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On-the other hand, early churchjdoctrine saw work as preparafion
for entrance into heaven, while lgjshre was, at best, preparation for
tomorrow.s labor, or, at worst the devil's temptation by which evil
desires could be expresséd. In short, b]easure was only permissible
as a means to continuation of labor, which was Godly. geigqre for
pleasure was the temptation and work of the devil.’

With increased secularism and the.rise of urban centers, Teisure
as pleasure became increasingly accéepted and legitimized as'é human
behavior. In the 5th and 6th decadesiof~the 20th century, leisure was

7
conceptualized as time spent in non-work activities. Research was con-.

-~ [

~cerned with assessing the quantity of activities (e.g., frequency of

involvement in varied activities) using time-budget methodologies (6).

The time-budget method suffered a variety of flaws: (1) the lists of ~

.activities were neither mutually exclusive or exhaustive, (2) impor-

tant forms of‘]eisure activity such as sexual activity wize not in-

cluded;, (3) no theoretical framework determined the inclusion or ex-

clusion of categories, and (4) the time spent in activities may be

" theoretically unimportant because the resources to engage in higher-

order activities may be lacking (6). o

It was with the work of Havighurst and his colleaques (7, 9) that
important theoretical and empirical contributions were made. For the
first time, leisure was seen as a mediator of stress. Recently, Gor-
don and Gaitz wrote of leisure as both mediator of stress and means to
se]f-actua]ization-—conceptua1 themes elaborated in this monograph (6).

Following the lead of Dumazedier's Toward a Society of Leisure (3),

Gordon and Gaitz listed five major objectives of leisure: relaxation,

diversion, development, creativity, and sensual transcendence (6).

-

~ 225"



o /_\“' 219

Existing research suggests that while ours is a work-oriented

society almost regardless of age, work'its;}f is often perceived as the
means to leisure. E;rjzxample, many people work for the social inte#ﬁ

action and friendships which the worknsetting provideé (18, 23). These
data reinforce the "lTife satisfaction" model. Here activity and ffiend-

IS

siips were two of thg powerful e;edictors of life  satisfaction in later
. years. Many elderly complain of having too much leisure time on their
hands. Yet, the Duke Longitudinal Study of Aging found that the majority
of healthy older people felt they were satisfied with the amodnt.of lei- _
sure time available to fhem'(23). In that study, men in the 66-71 years
. of age category had }he most difficulty with unwanted 1éisure; while /
women ages 46-55 years expressed difficulty in adapting to the dack of
leisure time. Other studies support the notion that too much leisure*
time is unwanted just as‘its Tack is® ffial (7, 9).
The implications for HPERD are both compliex and challenging: com- é;
plex, in that more people are 1iv%ng 1oﬁger but at the same time Edme
to HPE&Q~programs wiFh a host of problems not fo;nd in younger popula-
tions, and challenging, in that HPERD activities have the potential to
"sigﬁ}ficantly'contribute to the older adults' meaning given to life until
the” momentywhen deafh occyrs. !

As Pfeiffer and Davis (23) found,‘work remains the primary activity:

of the\bld r adult even after retirement. Many older people abhor "lei-

sure time™] The inescapable conclusion is that greater preparation for
1eisu§g needs to be made available to the aging population if they are
to be satisfied with later 1i# or reach that final stage which Erick-

son calls, "ego integrity."

\, : 29,
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Anéther challenge to HPERD professionals/students is to develop a
theoretical framework which seés leisure programs as a catalyst integrat-
ing the factors predicting life satisfaction or we]]-bei%g of individual
and/or society. Such a theory\;ould conc2Bpualize leisure as a means of
helping individuals, groups, ahd societies revitalize and re-cregte them-
selves during individual and"social crisis or stress. Concerniﬁg the
latter, would it not be grand to have the power brokgrs of nations ét
the brink of war or other‘catastrophe come to negotiate, not at a table
of Qork, but rather, in an environment of leisure and play? Would such

.an environment not increase the probability of hgélthy outcome? Has it

| ever.been tried? Apparently, the value of HPERD as a powerful, socially
useful tool to improve the health and well-being of older adults and a

shaky world community has been only minimally explored,
This module focuses on thé following major themes: \ .
1. Leisure activities may. contribute significantly to the older
person's life satisfaction and meaning given to life.
2. Leisure activities may serve as "healthy" stressor, mediator
of streds, or response to stress.
3. Empirical and scientﬁ%ic.data offer a firm basis for the de- -

velopment of gerontologically oriented leisure services. -

The Ieafning activities listed under each concept help the learner

integrate“content into HPERD course/program development.

OBJECTIVES OF THE MODULE:

On completion of this module, the HPERD professional should be able

to: , ) 4
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. 1. Understand and discuss the role of leisure in providing mean-
ing to life and contributing to life satisfaction.

2. Unde?stand‘the role of -leisure time activities as a mediator

of stress.

3. Understand the role of leisure time activities as postvéntion"
or rehabilitation. . ' N N
4. Understand the social-political process in imp]emént?%g leisure

time HPERD courses/programs for the older adult. e
R .

I. Activity is-sine qua non of existence.™ts total absence is death.

To perceive oneself as inactive or to be perceived as inactivesiS
re]atgd to poor health and well-being, specifically, approaching
death (15, 16, 27). '
Concept I: In many studies, leisure activity participation is a
significant:predictor of life satisfaction among older persons (12, 21).
A. Other predictofs are socio-economic sta?us, perceived'
health, friendships (quality more so than quantity), and outlet for sex-
ual expression (5, 1§i 21, 25). Meaning given:to life and death would
seem to-be predictors, but the hypothesis remains to be tested.
B. Patients who are either terminally or seriously i1l
tend to receive more respopsive treatment from the medical care Feam
when they are active and mobile .more so than patients who are inactive

and immobile (27).

LEARNING ACTIVITIES:

? . .
Objective: To e{gérience the need for activity and its relation-

ship to health'égg/weil-being.

2322()
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\1. This exercise may be done with or without a partner. The tpsk
is t9'remain comg]ete]x’immobile for ggg.mindtes and to reportizﬁe‘ ’/ :Lf
physicé] and psychological reaction. Now; choose any posture,.sitting,//.
standing, or lying down. Close your eyes. Concentrate on your physical
and psychological reactions. Have your partrier time you for the two
minutes and theﬁ reverse.roles. Reborg your reactions. If you wish

’ try'thg same exaercise for»a.loﬁgér speriod of time,.say 5 to 10 minutes. '
Were you comp]eﬁely immqbi]e; that %s,‘devoidlbf"movemént? Did your
~  body twitch? Did you feeg anxious? Did ybu.wish to §quirm? -
2. Make an activities  diary for yourself for one week. On the
basis of that diary reduce ‘your aétivities by 50 percent for one week.

-

Discuss your psychological reactions in terms of personal sense of
’ we]]-ﬁeing. . e )
3. Interview older adults confined to bed or wheel chair. Let

your independent variable of-interest be length of time immobilized,

that is, within the past two weéks to more than three months. Interview
to Hetermine‘how these individuals are adapting to enforced immobility

' (dependent’variabfé). Is the recently immobilized group or the long-
term immobi]%zed group better adjusted? What are the p;ychological'
reactions (e.g., emotions; frustrations, etc.) associated with recent.
and long-term immobility?

.47 Interview older peopfe at the other end of the activity con-
tinuum, that is, the very active} These may be habitual joggers, tenm‘;
players, etc. Intefview to determine their ﬁercgption of the importance
of activity to their sense of health and well-being. Ask, "How would

you cope if you were denied your favorite activity or activities?"
¢

Q 22""’
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What have you learned from thes; exercises? What are the implications

for HPERD pfogram dgve]opm%nt?

-~
R

Concept II: Letsure services (e.g., activ%ties, courses, programs)
may provide the environment where otbeffﬁ?edictors of 1ife‘satisfaé§10n
may occur, such ag'&evelo%’hg or enhancing friendships and improving

perceived health (17, 18).

L4

LEARNING ACTIVITIES: - .

Objective: To become sensitive to the psycho-social correlates of
P
leisure activities.

- ~ K
~

1. Gordoi and Gaitz categorized leisure actiyities under five

. \ ,
headings on the basis of the intensity of expressive behavior (6, pp.
314, 325). The list and examples are bElow: "

- \

I. Relaxation -

1. Solitude ' ‘ !
- F haad
II. Diversion

2. Television viewing

3. Cultural conshmption ‘ ) -
4. Reading t
. 5. Movies
*
‘ 6. Spectagr sports (/w _
- 7. Entertaining >
III. Developmental .

8. OQutdoor activities
9. Travel ~

10. Organizations

A
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IV. Creativity
11. Cooking
12. Home embellishment
13. Discussion
14. Cultural production

’ V. Sensual Transcendence

> 15. Guns
16.. Participation in sports or exercise
17. Dancing and drinking -
18. Intjmate sexual behavior (included by editor of

~ . this monograph)

The task is to determine the relationship between involvement in
leisure-time‘activities requiring expreé;ive.behavior and perceived
health and opportunity for meaningful social interaction. Thus you are
to interview older adults and inquire how meaningful the abbve list of :
activities is to the individual, the extent and usefu]neﬁs of. the ac-
tivity in deQe]oping and/or enhancing meaningfui;friendships, and the
degree to whiéh participétion in the aqtivity cont}ibutes to perceived
health and we]T-being.‘

* ~ On the basis of this exercise, yéur reading, and experience, how

'

would you develop a leisure activities program to enhance the older
individual's health and life satisfaction and opportunity to develop
@eaningfu] friendships? What is the value to o]der:people of leisurely
solitude? Discuss the d{fference and consequent health effects of soli-
tude versus isolation. What are the-factors that distinguish one from
another? .

\ 2245 ,
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2. Analyze your own leisure activities in the way suggésted above.
What are some of the healthy psycho soc1a1 payoffs of .the particular ac-
tivity which you enjoy? D1SCuSS the concept that "leisure involves a

>~complex of psycho-social meaning."

v II. Activity may be a healthy or unhqa]thy stressor, it may be a re- .
sponse to stress, or it may serve to mediate the stress response:é
Concept I: Leisure activities may be a healthy stressor because of
their characteristics of intrinsic motivation, imnmediate gratifiéation,
and pleasure.
./ . ) . -y
Concept II: Leisure activities may serve to mediate stress, in-
creasing the probability of a healthy stress response.

Concept III: Leisure activities may be an appropriate beneficial.
: i

. /
response to stress.
LEARNING ACTIVITIES}
: |
. Objectived To!understand leisure activities as healthy stresJor,
mediating var1ab1e,‘or response to stress
1. Select an act1v§R1e1sure activity such as jogging, exercise, »

walking, or darncing. Ip order to determine a physiological response to
the selected activit&, take your rest}ng pulse rate for ond minute.
Then engage in the é%tivity until you are pleasantly tired. Take your
pulse rate after activity. Has there been an increasg? If there has
been a decrease, cqnsider yourself a physiological anomaly. How do you
feel? Discuss'how activity may serve as a healthy stressor. Under
what circumstances may a healthy stressor become an unhe&lthy one?

2. Consider any of the stresses which people, particu]ar]y‘o1der

people, endure such as social isolation, perception and interpretation

234
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of digappointment, frustration, threat to security, f&rced change to a
new situétion, etc. How might leisure activities serve to mediate or
“take the sting" out of an unhealthy stress:re;ponse sucﬁmﬁs depression
or ego defenses such as denidl, repression, projection, gr assuming‘f
sick role? Is it concéivab]e that activity might reduce the depression
resulting from the stressor of socialgisolation, frustration, or |
disappointment? ‘ ‘ .

3. In a sense, leisure activities may be viewed as stress media-
tor or stress response. For example, an older person might respond to
the stressor of socidl isolation (feeling a1ong, abaﬁdpned, or rejected)

by joining a leisure-oriented club or organization. One could argue

whether joining_the club was a mediating variable affecting the sfreSS«

response {e.g., depression, insomnia, despair) or whether it was a re-
~

sponse to stress in itself. From a purist's view, joining the cfhb is

>

Jreally a mediating Variab]e or defensive reaction that reduces symp?oms
of psychosom&tic disequilibrium. The point is that leisure activitiés
may well serve to enhance healthy outcome. |
Make a iist of all of the stresses Qith which you must genera]iy

cope. Under each, list a negative stressor and a stress response which
includes leisure or recreational activity. For example, a seressor for
many students is taking fina] exams. A worse stressor is receiving an
"F." Such an uhfortunate student may respond in one or several ways:

A.. PTeéd with the instructor for a better grade.

B. Ask the instructor for an opportunity to raise one's grade.

C. Indenture oneself for a limited term of servitude.

D. Explore means of annihilating the instructor.

23;
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E. 'Recognize the exam was blown and go drinking.

F. Recognize the exam was blown and go jogging, take a trip
to the.CaEibbean or Mediterranean Sea, watch TV, 1lift
' weights. write a poem, etc., etc.
How do you general]y reSpond to stresses? Do you ut111ze activity?

Do. you prefer fantasy? Do you tend to respond intellectually, emot1onY'

A

al]y, phys1ca11y, or all in some combination?
o

4. Use the same éXeYcase ;%-1ﬁ No. 3 but substitute older rson§

for yourself and his/her boss instead of "the instructor.” Instea{ of
fai1ing a course, the stressor is involuntary retirement. Intervi
..several older males and females‘gﬁﬁgétermine the varieties of respondin
.to this particular t}pe of stress. Are there noticeable sex &ifferenges?
Do older people react differently emotionally or physically to stréés in

terms of type or depth of response?

> * 1II. Empirical and scientific data in the gerontological leisure area ‘

.is increasing, which provides a basis for ‘students and workers in
. {

the field (see references).

-

Concept I: Leisure activity is a predictor, although not the most

powerful predictor, of 1ife satisfaction. Apparently, perceived health

and economic status are the two most powerful predictors of life satis-

faction (5, 21, 25). B ~
Concept I1: Personality and socﬁal varwables 1nf]uence choice of
and meaning given to Jeisure act1v1t1es (6 7, 20).

A. Generally, the higher one is in terms of socio-economi¢’

<h

status (SES), the healthier and longer he/she is able to work (6, 7, 23).

SES is related to leisure activities: Older adults Tow in SES generally
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‘choose relaxing, diverting, or sensually transcendent leisure activi-
ties. Older people higher in SES generally choose more developmental’
. ) .

and creative activities as well as the less risky forms of sensual
transcendence (e.g., plays, parties, leadership, roles in 6rganizations,
w [}

etc.) (6). .

B. Personality seems to be a factor influencing choice

&

of 1eisure'act§vities; however,’ the influence of leisure activity on
" change in persona]1ty patterns has yet to be carefully ana]yzed Havig-

“hurst suggests that f]ex1b1]1ty through diverse\leisure patterns may

‘Brepj;p’tﬁéfTﬁaTVTdual\for psycho]ogica] health in old age (6, 9).
' Age influences choice of leisure activities. Gen-.
era]]y, the ‘older the 1nd1v1dua] the greater the amount of time de-
voted to leisure. The range of leisure act1v1t1es narrows; lesséned
act1v1ty and a tende?cy to remain at home influence the style of lei-

~ sure (6). Frequency of participation changes with age. Some activ1ties
seem to remain the same (e.g., TV viewing, discussion, spectator sports,
éu]turai consumption, entertaining,.etc.); some activities decrease with

: age (e.g., going out dancing and drinkiné, atfending movies, participat-
-gng in sports or physical exercise, using guns for hunting or target,
shooting, outdoor act1v1t1es, traveling, reading, and part1c1pat1ng in
cultural product1ons) and some seem to intrease with age (e.g., re-

- 1axat1on and solitude types of leisure and cook1ng for men more so than
women) (6).

5 D. -Sex ro]F influences freguency of participation in

leisure activity. Men participate more frequently regardless of age

category (6).
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E: Among‘healthy older people, sex remains of importance
;as leisure and recreational activity even_ though sexual activity itself
declines. To what degree the sexual decline is due to biological or
psychq-sociél %actors'remai;;’to be determined (22, 24). Sexual decline
is oftén associa}ed with+lack oﬁ'én avai]ébfe 0} interested mate, pg&r

health, social class, past enjoyment of sex, etc. (22, 24). The impli-

cations for sexual behavior as a leisure time activity,and correlate

)

"of health need to be more™ully explored (6, 15, 16, 24).

’

LEARNING ACTIVITIES:
i .
Objettive: To learn to analyze possiblq factors predicting the

preferred .leisure activities of older people.

]

1. The task is to determine the predictors of preferred leisure

activities. You need to interview and observe a wide variety of older

v -

N \
people in this exercise. They should bé varied in terms of sex (male/

female), health {poor/good), educational status (high school or less, -
some college or college graduate, graduate or professional school ex-
perience); age (60-70, 71-80, 81+ years), and ethnicity (black, other

non-white, and white). Estimate their personality in terms of extro-

version/introversion,

Intervidw the par;?éipants to determine their leisure activity
preferences. How iong have they been invo]vgd with these activities?
Determine their past leisure preferences. How long were they involved
with these activities? What are the best pr;dictors of present day,

preferred activitiest sex, health, educational status, age, ethnicity,

pgrsonality, or past leisure activities and length of involvement?

23
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What combinations of factors seem to predict leisure activities? What

'dpes this -imply fér HPERD program development? ’
2. You may wish to interview young people in the same manner ;nd
cbmpére the two age gfoups t6 determine differences. Do you think age
. itself is the 1mpo;;;nt variab]e pred1ct1ng leisure act1V1ty choice and
frequency of part1C1patlon or ;>e other variables involved? For ex-
amp]e,'how'mwght~poor1y percg1ved or poor actual health status 1nf1uence
choice and'freduency of partici%ation in leishre activities?
3. - Design a leisuéé activities progrﬁm for a 70-year-old wh?te R
male who is a double amputee (legs). How might it differ for a black
. female double amputee? Would you expecf differenées? Defend your argu-
ment. Describe other older people you have known or worked with who are
" handicapped. On the basis of what has been learned, design an individu-
a]ized leisure activities program for that person.' Choose your own time

~

frame, e.g., a week, a year, étc.

.

(/7 IV. Leisure activities program development includes the components of

leadership, program planning, activity analysis, and agency-
—
colleague cooperation and interaction (1, 2, 2a, 9a, 14, 26). . ‘\Jf:f

Concept I: Leadership involves being able to motivate others
toward mutually agreed upbn goals. Leadarship fs both process and event.
Greatgleaders are born'and made; however, leadership skills may be
learned by anyone (13, 4 26).

A. Inc]uded under leadership skills would be know]edge of
interpersonal and group processes, communication (including listening)

ski]]s, knowledge of styles of leadership (authoritarian, democratic,
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laissez-faire, etc.), motivatibn, insight into and understanding of ﬁhe‘

social environment including the political environment, etc.

¥

. “ B. “Such skills must be practiced and implemented.

LS

LEARNING ACTIVITIES:

Objectide: To practice leadership skills.

o
1. Learn to listen and comunicate.. Within an even-numbered

grduﬂ, choose a partner. 'Your task will be to introduce your partner | )
to the rest of the group remember1ng all the salient facts which he/she =
communlcates to you in a five minute period. Also include your insights
of that person in your 1ntr0duct1on Reverse ro]es. What did you 1ear%
of that person through both h1s/her “verbal and non-verbal commun1cat1on ‘fﬁ
. After the exercise, ask one another how ;ach communicated non-verbally. .
Were there any behaviors such as pulling at your eyelid that made the/ —
audience edgy? Is there anyone.you wished you could emulate in theij
3 inﬁroduction? Why? Why-are some leaders like Martin Luther King an
Franklin Delano Roosevelt called "charismatic"? Discuss the factors
involved in leadership. Can you learn from thein? -

2. Observe a group of older adults in an environment such as 5
senior citizens center, nursing home, etc. How would you motivate se-
lected individuals fo engage in activities? How wou]g‘you motivate '

the group as a whole? Basically, people are motivated by a feeling of

reward. Reward may either be in the form of pleasure ox may be the ab-
v sence or removal of some form of pain. It may be intrinsic such as‘f
feeling good or elated over some event or circumstance. For example,

a stroke victim who is able to move -his or her hand to a slight degree

for the first time while engaged in one of your specially designed
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c

. )

activities probably would make the HPERD person feel highly rewarded
. , v
(motivated) to continue his/her work. What motivatesjyou? Discuss how

i leisure actj@itiesﬂnight in-themse1ves serve to motivate. Discuss the

, 'array of possible motivations whigh cause people to pkay'poker or b}idge,
garden, go to the racetrack, vacation, cook, engabe in sex, p]ay chess,
.play a musical instrument in a band, weight train, etc.

3. Discuss the relationship between altruism and motivation.

. 4. With your group, role-play leadership styles. One person may
act-out an authoritarianfleadership role, another may take the role of

a laissez-faire 1eader,-and the third may adopt a democratic role. Be- -
fore engaging in the activity, select a task or goal. The role of the
legder is to sipply accomp]i;h f;eﬂtask. Non-leaders must cooperate in
realistic ways. . ’ '

Which styl€ did you enjoy? Which s;ylé accompjished the task
fastest? S]oweét? " Is it worthwhile sometime to sacrifice speed®of,
qgfomplishment for group caﬁéraderie?J_Is it possibie that thg authori-
tarian-style would be preferred by certain pérsohaTities and under cer-
tain circumstances?‘ Analyze ‘and discuss. What are the assets.and lia-
bilities of each le;de‘rship‘ style? -

5. Within ‘the gréup, everyone is to pd?r up. Determine a leader
witpin each pair. Théaifaders afe to make the "non-leader" feel goed

Iabbut himse]f!herse]f. Rofate uﬁti] all have had a Ehénce. What did
you ]eérn of your own skill o% insight? What lessons did you learn? -
What was perc&ived as "phoney" or "contrived?* JLat way perégzbed as
gepuine? What strategy did:you, as leaders, use?

P
_6. ~You have been se]ected_to.deve]op an activity program for a’

“am P

drop-in neighborhood center frequenteb by older adults. List the '
- 3 Y
. ) " , .

’
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skills you will need in beginning this task. How will you ugilize the
skills and e;periences of your members? How wou]d‘you engender the
good will of the social-politdcal community? | ~ h
' 7. As Léisure Services Director of a large senior citizens center,

you recéive word that the county or city executive officer is planning

to close down your center even though it serves a large and needy popu- )

- lation. Plan your strategy for preventing the event. How might you

plan to reduce such probabilities in the future?
8. Bra1nstorm the qualities of leadership you like and d1s11ke
For example, exploiting a program for personal gain and using "I" lan-

guage are generally perceived as negative leadership traits.

)

Concept II: Providing successful leisure opportunities for older
adults is a function of program planning (1, 2, 2a, 14, 26).

The process‘of program planning 1pc1udes:

1. Identification of the needs, interests, and abilities of thg
térget older population by means of existing knowledge \ use of Eurveys
and observation; use of older adults as advisors, consultants, and col-
leagues, etc. ®

2. ldentification of the environmental factors which complement
the programing process. .

3. Establishment of realistic goals translated into behdvioral
objectives. This is a function of the population's needs, interests,
and abilities, and the reality and potential of the physical-social
environment.'

4. Developing a conceptual or theoretical framework to provide

an order or "fit" for one's program. For example, a combination of
4
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-
stress theory and meaning to 1ife theory provides the framework for this
monograph's approach to aging programing. A theoretical or conceptual
ffamework is very much related to philosophy. Thus the essential pHi]osb- A
phy expressed in this monograph is that HPERD activities may serve to
mediate stress toward healthy outcome and~ﬁay be a means and end to pro-
“viding a meaning te: life. | |

‘5. Knowledge and sophistication in dealing,with the political
realities which affect all programs responsive and.responsible to the
public sector. ‘

6. Integrating ehpirica] and scienfific data into program
development.

7. Pilot testing the program whenever possible.

8. Modifying the pilot program on the basis of empirical anq sci-
entific data.- _ .

9_. Implementing the program per sea. ) ' \

10. 'Evaluating the program.

11. Modifying the program on the basis of evaluation by clientele,
staff, and outside resources.

12. Repeat steps 9-11. /,

LEARNING ACTIVITIES:

Objective: To gain skill in program planning.

1. Inspect a recreation or senior citizens center in your neigh--
borhood. List thg ;rchitegtual and environmental strengths and weak-
nesses relative to the purpose of the center. Are the acoustics, light-
ing, flooring, swimming pool ladder and bottom, restrooms, etc., designed

with the needs of the older person in mind? What changes would you make? -
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What safety considerations have been made? What safety precautions need
to be included in any modification of exiﬁs%pg facilities?

2. By inspecting the.facil§ties, deﬁﬂ%e the needs and prefer??ces
of the target popu]ation:' Does the environment rginférce activities
relevant to older adults? Afe they more relevant for younger -age groups
of people?

3. On the basis of the content of this monograph, your own ex-

perience and knowledge, and 'other empirical-and scientific gerontological

data, plan a leisure activities program for older adults in a setting
FY . . .

familiar to you. Do you have a philosophy? Upon what is it based?

What goals are derived from it? What behavioraf objectives? How would
you assess the outcome of your program? How would you assure that older
adults would be receptive to your program? What {ndividuals in the com-

\ :
munity could be most helpful to you in actualizing the program? Who

.coq1d do you the most harm? . How would you go about increasing the proba-

bility of support from community leaders and influential individuals?
How would you reduce the possibility of harm by those same individuals?
To whom would you ddlegate autho}ity? Ask yourself the question,

"How can 1 motivate staff, clients, and the community to work with me

" toward that which is good for the community?” Name five people who do

\
or might work with you in such an endeavor. What motivates each person?

Is it altruism, recognition and praise, money, responsibility, power,
desire to build something worthwhile, and/or a combination of these?
How.wou]d you meet the motivational needs of your colleagues and
collabgrators?

4. Design or find an evaluation instrument which would assess

the outcome of your program in terms of the perception of clients, staff;

N
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and community members. How wod]d you use evaluation to modify your

program? )

5. You duly establish. your program based upon valid goals and a
tenable, logical philosophy. However, because of the newness of the
prograﬁ; no one, attends (a)ways a debilitgting experience?). How would

you rectify the situation

How could,that catastrophic situation have

n -

been averted?

L3

6. Discuss the con€gpt, "When-the 1eadersﬁip is doing its job, no

staffep should fail in his or hers."

7. You take over an established leisure activities program. Sud-
deniy 90 percent of your 1ien£e1e stop coming. Your significant other
assures you that you have ngither bad breath nok pgrspiration.odor. What
do you do to remediate the problem? Nhé}e did you go wrong?"Hdw ban

¢

; :
the situation be prevented from re-occurring?

Concept III: A successful Teisure'progﬁam imp]ies.meaningful ac-
tivities. Such activities need tb-be analyzed for and in collaboration
with the o]deruadu1t.(11 2, 14).

A. Activity analysis has at least three components. . One
needs to consider the:
1. bognitive, affective, psychomotor, and ps?tho—‘
social demands of the activity upon the individual.
2. Needs and desires of the older adult and how the.
- activity will §atisfy them, \

3. Health risks and safety requirements involved in

barticipation.,

24
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B. The ACAEM acronym may be helpful in integrating activity
analysis into a meaningful plan of programatic action (17). The letters
represent:

Assessment of the individual, total health stafus and functioning,
and thé activities which may be meaningful and contrfguteﬂto improving
health and well-being. |

Créativitx in dés%gning an individualized buffet of activities
which will be acceptable to the older adult.

Actionein putting the plan to work., Do it!

Evaluation of the outcome. Did it work or not work? Why and why

not?

Modification of the action cohponent based upon the evaluation.

v
r

LEARNING ACTIVITIES:
'  ‘0bjective: To learn to analyze activities so that they miaht im-
prove health and wé]]-being. '

1. List the major cognitive, affective, psychomstor, and psycho-
sdcia] demands of at least one activity from each of tﬁe fo]loﬁ%ng
categories: drama, vocal, instrumental, craft, art, sport, low or-
ganizational physical activity, paper and pencil game, social recrea-
tional activity, dance.

2. List your favorite activities. Why are they your favoriges?
Analyze in terms of the activity "payoff" to you in terms of cognitive,
affedtivé, and/or psycho-social aspects. Do the same analysis for those
activities for which you do not care. . |

3. Pair up with a colleague or older person. Your task is to
épp]y the Ag&gﬂ_panadlgm. Reverse roles if appropriate. Is the para-

digm helpful? How? If it is not helpful, how might it be improved?

2495 :
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4. You are working with an obese older man suffering from dia-
betes and vision impairment. He is isolated from friends and fami]y‘ff

-_On the basis of your assessment, you "create" some mild group activi-

, ties in the dance and creative movement area with both older and younger
-people invelved. In meeting the gentleman for the firgt time you com-~
ment, "My, we will have to lose some weight, won't we?" He stops,

Tooks you in the eye, and says in a not too gentle voice, "Butt out,
Buster." He turns on his heel and shuffles off to the pool room.
| After you consi?er your own suicide, mpaf do you do? Where did you

go wrong? Discuss the differenge between offering and prescribing

versus proscribing activities.

Qoncept IV: The success of any leisure program which serves the
public depends upon positive agency-colleague cooperation and interac-

tion (1, 2, 2a, 9a, '14).
L J

The quality 0? agency-colleague cooperation and interaction de—:

pends upon:

| A. Identification of the_power structure both forma] and-
informal within g,pommunity. The power structure includes the politi-
ca] syéteT, the media, labor, business—commerce—indu;try, religious
inﬁtitutions, and advocacy and/orrsingle-issue groups, etc.
B. Knowledge of tﬁe conmunication~cooperation-coordination
continuum. ‘

C. KnoWﬁedge of the characteristics of the community from

the perspective of ekhnicity, geography, socio-economic status, demo-

graphic characteristics, etc.

s,

u -
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D. Developing and improving working relationships among
and between all people who directly and indirectly are involved in the

- delibery of leisure programs to the older adult.

_LEARNING ACTIVITIES:

Objective: To become sensitive to the need for agency-colleague

! cooperation and interagtion. ¢

1. Detgrmine the . "power brokers" within your community who would
have an effect on the quality of your leisure services program. One
way is to talk with a local newspaper gditor. Now determine who are

' the "key" peop]g within a particular institution or agency. Interview
one or several. Ask them the following questions: |

A. What has that individual learned in implementing his/

her favorite projects? Are there basic points to remember? Are there
secrets or "tricks of the trade?" ‘

‘ B. In his/her opjaﬁ?n, who are the sfgnificant people to
be enlisted in developing a ]eisUré program for older adults? In this
case, the program per se is unimportant. We are concerned with the
process of implementation.

C. How does one best communicate and interact with the
persons listed in the above? What are their views, biases, experiences,
and perception of aging? Do they prefer direct matter-of-fact-or in-

“direct communication?

2. How would you enlist the "power brokers" or key people t? sup-
-

port your program? For example, one mutually beneficial way is to in-

clude them on Ainsory Boards of Directors.
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% 3. What did you learn in communicating with each of the individu-
als involved? Did you have any preconéeived stereotypes of the person
before the interview? Did it affect your communication with that indi-
vidual? Howé

4. Now that you are familiar with the power structure of the com-
munity, disEuSs or analyze how you wou}d utilize and coordinate their
expgrtise tb either develop a new program or enhance an existing'one.

5. One member of the“communication-éooperation-coordination con-
tinuum is obstreperous, contrary, and generally reacts unfavorably to
anything that smacks of the new or creative. _Due to state and federal
laws, homicide is out o% the question. How would you andlyze the cause
of his/her behavior? What could be done to neutralize or change the

- , . &
destructive behavior into more constructive patterns?

’

&
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REIFICATION

£

»

~ The temptation was to title this last chapter, "Conclusion" or
“Disehgagemeﬁt," but it would betie or obfuscate our Qggg fo;hthe fu-
ture. The obvious Fope is that this volume would first serve as a h
stimulus to interest HPERD professionals and studentshin‘the tremendous
potential and satisfaction in applying their particular skills and
know]edge to the elderly regardless of their health status. Yet, stimu- -

1at10n without act1on or 1mp1ementat1on really does not fu]]y accomp11sh

'the purpose of e1ther this volume or the seed from which it grew, the

¢

Project on Ag1ng Thus " the title "Reification" was chosen. It means

the 1mp1ementat1on of theory, concepts, and data contained.- in th1s vol-
ume into pnact1ce. HPERD professionals and students are action-oriented
and "do-ers." The Alliance for Health,.Physical Education, Recreation
aﬁdrﬁance and its NStiona].memittee on Aging-havd little doubt that '_Ea
the potentia] qu the chai]enge will be joyfully/met. Yet both strongly |
feel the need.to deve]ép HPERB programs, always integrating theory and

dafa, seeking new approaches, and investigating heuristic q;estions of
interest.

_ However, there is a note of urge;cy which directly influenced® the
publication of this volume. It has to do with the possibility that the
strésses upon.a11 members of society, But particularly the vulnerable

such as the'poor, the aged, the impoverished, and children, may increase
[

.in the 1980s. As this is.being_wkitten, the Doomsday Clock of the Bul-

letin of Atomic Scieﬁtists has advanced from twelye minutes to seven

minutes to midnight, thus indicating a significant step toward worldwide

214
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nuclear holocaust. As this is written, there is talk of reconstitut-
ing national ¢onscription, and the possibility of World War III looms
large. Inflation, unemployment, and astronomical'fbod, medical, and
gasoline and 0il costs addsto the stressors taxing our adaptive éapa—
bilities. Now it is well known that one reaction to intq]erabie stress
is variation of aggression: fighting, homici?e, intra- and inter-class
rivalry and bloodshed. It .is also well known that the vulnerable suf-
fer the most. On the one hand,f?éarfu] of being labeled “despgiring;"
6;elgo;ries over the possible d?érggard or devaluing of:vhlnerable
'populations such as the aged and th&\dyi as competition for survival
increases. On the other hand, is it pollyannish, even olympian, to
hope that HPERD can serve b°t“~23 a means to'enhance individual we]lr
being and social integration and solidarity intthe face of a host of
debjljtatfng stressors? Of course, aﬁother variation of the aggressive
reaction is to determinatively fight.to fashion a better world for old . .
and young, rich and poor alike. HPERD is seen as a means to this end.

If Freud said that the child-is father to the man, then it may
ilso Be said that the man always retains a bit of the child. For when
the young and old play and learn togethershthey have mutual respect and
affection. Let the leadgrs of armies, corporations, nations, and re-
ligions gather together in the arenas of playful dance, fun, léisure,
and sport rather than boardrooms and war rooﬁg’and a better society
will evolve. .

That 1% the ultimate hope of this volume.
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STROKES AND STROKES: AN INSTRUCTOR'S MANUAL FOR
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