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ABSTRACT

Health Promotion is the process of enabling people to increase control
over and to improve their health (W.H.O. 1989). The purposes of this study
were to: 1) investigate the effectiveness of health promotion programs for
older adults from the perspective of program participants, facilitators, and
referring professionals; 2) determine if these programs reflect the W.H.O.
approach to health promotion.

This exploratory case study investigated the effectiveness of health
promotion programs delivered at six sites in Vancouve. in 1989. Programs
were selected according to varying lengths of operation. Methods of
investigation included questionnaires and focused interviews with
participants, questionnaire-based interviews with program facilitators,
questionnaires mailed to referring professionals who were invited to respond
by mail or phone interview, and investigator observation of programs and
related special events.

Findings included: 1) a profile of program participants; their
perceptions of their well-being, self-efficacy and social support; their views of
program effects; 2) the perceptions of facilitators of program effectiveness as
compared to referring professionals and program participants; 3) a range of
factors related to helping individuals achieve control over or improve their
health; 4) the continued influence of the "medical model” and factors that
hindered participants from taking leadership roles in programs.

The conclusions drawn included identification of the educational
needs of program facilitators; the needs of referring professionals for

information about programs; the influence of policy makers and program



administrators on program effectiveness through funding, space allotment
and hiring practices; the community development model as the most
promising approach in health promotion programs for older adults.

The study also identified future research areas. These areas included
assessing factors that enable participants to take control of their health in
relation to their involvement in program planning and delivery, measuring
changes in levels of independence as a result of program involvement,
identifying how beliefs and practises of policymakers and administrators
affect program delivery and effectiveness, exploring ways of reaching ‘hard to

reach’ clients, and identifying men’s needs for health promotion programs.

iv
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Chapter 1

BACKGROUND AND STATEMENT OF THE PROBLEM

“Let us cherish and love old age; for it is full of plezsure,
if one knows how to use it" . Seneca

Rising health care costs and concerns for quality of life in the later
years have stimulated the federal and provincial health ministries to search
for ways to provide health promotion programs to address the needs of older
adults. Two of the key factors central to this situation are the rapidly
increasing number of older adults in the Canadian population, and the fact
that at present a significant portion of health care dollars are spent on a smalil
portion of these older adults each year. It is the challenge of health
promotion programs to assist older adults in maintaining or regaining their
health and independence for as long as possible. Studies are needed to assess
the effectiveness of these programs on Canada’s population of older adults.

Canada’s population of individuals 65 and over was 6% in 1931 and
11% in 1986. This trend is in part the result of increased life expectancy and
reduced birth rates. Current projections based on this trend and the aging
“baby boom” generation, predict that “by the year 2021 the percentage of
persons over 65 will rise to 19% - one out of every five Canadians”.
(Canada’s Seniors: A Dynamic Force, 1988, p. 6)

Aging and poor health are not synonymous; seniors, however, account
for 49% of hospital patient days and 72% of long term care facility occupancy.
Only a small portion, however, of persons over 65 require long term care at
any one time - 2% of the 65-74 age group, and 15% of those 75 and over (Ibid,
p- 19). The 80 plus age group is the fastest growing segment of the senior




population: 20% in 1986. “Twenty-eight per cent of men aged 85 and over
lived in institutions, compared to 40% of women in that group.” (Ibid, p. 11).

The majority of seniors are able to function independently even
though 85% of them have at least one chronic health problem. Despite the
fact that 80% of seniors requiring care are cared for by family and friends,
health care costs for seniors represented 40% of Canada’s health care
expenditures or ten billion dollars in 1981 and seventeen billion dollars in
1987. (Canadian Medical Association, 1987). Therefore, the increasing
number of seniors in the population, especially with the increase in those
aged 80 plus, results in serious increases in health care costs and concerns

about the quality of life for older adults both now and into the foreseeable

future.

Purpose

Health promotion programs for older adults have developed rapidly
throughout North America in the 1980’s. These programs have not usually
assessed their effectiveness on participants. Another undetermined aspect of
these programs is the most efficient way of achieving program aims while
respecting and promoting the participants’ right of choice. Many of these
programs focused on disease contr.l or prevention through life style changes
but research data from two of the most frequently quoted studies showed
minimal long term effects. (Kemper D. et al. 1983, and Hooyman N. 1985)

The definition of health promotion has evolved from the disease
centred approach to self responsibility for healthful lifestyles (LaLonde 1974),
to the current view expressed by the World Health Organization (W.H.O.
1984) as the siow “Process of enabling people to increase their control over



and to improve their health”. This views health as a positive resource and
addresses many aspects of health and well-being. An imporiant aspect of
health and well-being is self efficacy (the individuals perceived expectancy of
obtaining valued outcomes through personal effort) regarding the
individual's health and supporting social networks.

Studies are needed to evaluate the effectiveness of health promotion
programs as they evolve from earlier approaches to today's concept of health
promotion. Another area of investigation needed is to see if a match exists
between W.H.O.’s (1984) definition of health promotion and content and

”

process of these programs. The invitation “....to the research community to
respond to the information needs of health promotion practitioners and
policy makers” (1988, p. 20) was issued in the Health & Welfare discussion
paper. (Sept. 9, 1988).

The purpose of this thesis is to assess the effectiveness of health
promotion programs offered through neighbourhood community or seniors
centres for older adults living in Vancouver. The specific areas it addresses
include perceptions of: 1) participants’ about the program's changes and role
in promoting their self efficacy and supporting social networks; 2) program
facilitators regarding effectiveness of programs on participants and changes
in program content and delivery; and 3) referring professionals regarding
program effectiveness on clients and program change.

The questions this study addresses are: 1) What is the demographic
profile of persons who take part in these programs? 2) What attracts them to
the programs? 3) Why do they stay? 4) Why do they leave? 5) Do
participants perceive changes in their supporting social networks as a result of
their participation? 6) Do they have opportunities for involvement in

decision making during the program? 7) Does the program achieve its



objectives and if so, how? 8) What are the facilitators' and referring

professionals’ perceptions of health promotion and the program and its

effectiveness?

Definition of Terms

Efficacy - the individual's perceived expectancy of obtaining valued outcomes
through personal effort. Fuller et al. (1982)

Health - the complete state of physical, mental and social well being and not
merely the absence of disease or infirmity. (W.H.O. 1984) Health originated
from the old English word "hael” which means health, whole, and hello.
Health encompasses our social relationships and our ability to utilize our
resources and respond effectively to our environment and the stresses that

we encounter.

Health Promotion - the slow process of enabling people to increase their

control over and to improve their health. (based on W.H.O. 1984)

Older Adult - a person aged 55 or over.

Quality of Life - the opportunity to make choices and to gain satisfaction from
living. (Epp 1986 p. 3)

Senior - a person aged 65 or over.



Self-care - those activities individuals undertake in promoting their own
health, preventing their own disease, limiting their own illness and restoring

their own health. (Lewin & Idler 1983 p. 181)

Supporting Social Networks - the relationships that enable the individual to

meet the challenges and stresses in their lives. When these networks are

working effectively they promote independence through interdependence.

Wellness - is a way of life. A lifestyle you design in order to achieve your

highest potential for well-being. (Fisher 1986 p. i)

Wellness Programs - program developed to promote health of participants.

In this study Wellness programs are aimed at those aged 55 or over.

Historical Perspective of Health Promotion

The National Incentive in Health Promotion

In 1974 - Marc Lalonde, the then federal Minister of Health and
Welfare, began the shift from the disease-centred model toward a new
approach to health promotion in his report, “A New Perspective on the
Health of Canadians”. LaLonde acknowledged that health was influenced by
a number of factors. The emphasis at that time was on healthier lifestyles and

responsibility for one’s own health.



The year 1986 was another landmark in the history of health promotion in

Canada for three reasons:

1. The Ottawa Charter of Health Promotion (1986) supported the
World Health Organization’s (1984) definition of health
promotion as “the process of enabling people to increase control
over and to improve their health.” The Charter went on to state
that “to reach a state of complete physical, mental and social
well-being, an individual or group must be able to realize
aspirations, to satisfy needs and to change or cope with the

environment.”
(The Ottawa Charter of Health Promotion, 1986, p.1)

2. The first Canadian Conference on Health Promotion and the
Elderly was held in Hamilton, Ontario (1986) under the
sponsorship of the Canadian Public Health Association.

3. Achieving Health for All: A Framework for Health Promotion
(1986) was released by Hon. Jake Epp, Canada’s Minister for
Health and Welfare.

Achieving Health for All: identified three national health
challenges. These challenges are:

i) reducing inequalities in the health of low versus high
income groups in Canada;

ii)  finding new and more effective ways of preventing
injuries, illness, and chronic conditions and their
resulting disabilities; and

iii)  enhancing people’s ability to manage and cope with

chronic conditions, disabilities, and mental health
problems.

The health promotion mechanisms proposed were self care, mutual
aid, and “healthy” environments. The strategies for implementation were - -
"fostering public participation, strengthening community health services, and

coordinating health public policy.” (Epp, 1986, p. 9)



Subsequently, on February 9, 1988, Hon. Jake Epp, then Minister for
Health and Welfare, announced a thirty million dollar annual contribution
to help improve the quality of life for seniors in Canada. The Seniors
Independence Program received two-thirds of this allocation to support: (1)
community groups whose membership is mainly seniors; (2) groups in which
seniors are actively involved in defining their needs and establishing projects
to promote independence and quality of life for seniors; and (3) special needs
groups such as older women and seniors in remote areas (Epp, 1988). The
development of health promotion programs for older adults has been one of

the approaches to promote the health and independence of Canadian seniors.

Health Promotion Programs for Older Adults in Canada

Since the 1980’s health promotion programs for seniors have sprung
up throughout Canada. These health promotion programs for older adults
include St. John’s Ambulance national program - Healthy Aging (1984);
Living Younger Program for Seniors (Ontario, 1986); Fully Alive (Alberta,
1986); and Choosing Wellness (British Columbia, 1988).

British Columbia Demographics

In 1988 12.5% of British Columbia’s total population was 65 years of age
or older. This figure is higher than the national percentage of 11%, partly

because seniors migrate to the province at the rate of about 3,600 per year.



Men make up only 43% of the province’s seniors. Women outnumber the
men more than 2 to 1 among seniors aged 85 and over.

In British Columbia the majority of persons 65 or over live
independently in the community, while only about 8% live in institutions.
Of the 85 and over population 60% of the women and 70% of the men live in
private accommodation. Despite the larger number of seniors who live in
the community independently, services to seniors account for nearly half of
the B.C. Ministry of Health’s expenditures. These services are most frequently
used by a small number of seniors in the final years or months of their lives.
This trend is clearly demonstrated by the fact that “less than 2% of the 65-74
age group receive facility care, while 36% of those 85 and over are
institutionalized (Toward a Better Age, 1989, p. 41).

The three geographic areas with the highest concentration of British
Columbia’s seniors, (70%), are Greater Vancouver, Greater Victoria and the
Okanagan. In the city of Vancouver, seniors make up 15.5% of the

population, well above the national and provincial ratio.

The Provincial Incentive for Health Promotion for Seniors

Five health promotion programs for older adults have developed over
the last decade in British Columbia. Historically these programs were: "Well
Aware”, "Be Well", "Keeping Well", "Keep Well", and "Choosing

Wellness".



Vancouver health promotion programs
“Well Aware” - 1981 - a health promotion program initiated by seniors

and funded by New Horizons project funds. Thi< program included exercise,
blood pressure checks and health information.

“Be Well” - 1983 - another health promotion program initiated in
another part of Vancouver by seniors with some funding resource and
similar program content.

“Keeping Well” - 1985 - this program was initiated by Vancouver’s

Special Council Committee on Seniors who successfully persuaded city
council that community health programs need to deal with prevention as
well as illness. This led to the formation of the Vancouver Health
Department’s Wellness Program (1984), and the creation of four Seniors
Wellness Coordinator positions in 1985.

The focus of Keeping Well was provision of adequate health
information to seniors along with regular social and physical activity. This
program is based on the belief that people feel better, and have more energy
when they: “are learning about themselves; are physically active; are
involved in activities with other people; and have an opportunity to
participate.” (Keeping Well, Feb. 1988) The Keeping Well brochure defines

“wellness as an attitude. . . . a way of living”. (Ibid.p. 1)

Other health promotion programs

Health promotion programs have been launched in other lower
mainland areas. Keep Well - 1986 - a program modeled after Be Well (1983)
and piloted by Nancy Hall-Nelson (1986) in New Westminster.



Choosing Wellness - 1988 - a province wide wellness program developed
from the Keep Well program piloted in New Westminster. This program is
sponsored by the British Columbia Ministry of Health and is called Choosing
Wellness: An Approach to Healthy Aging (1988).

The Choosing Wellness Program “focuses on people and the
community and on what they can do for themselves and others.” It promotes
“independence by nurturing interdependence” and its facilitator manual
claims it has “the potential of getting the existing system of support working
more efficiently.” (British Columbia Ministry of Health, Choosing Wellness
Facilitators Manual, 1988, pi).

Methodology

This exploratory case study, about the effectiveness of health
promotion programs offered in six neighbourhood drop-in centres in
Vancouver, began in the spring of 1989.  The programs were all located
within a2 health unit catchment area which had 18.2% of its total population
over age 65 and 32.4% of all Vancouver seniors. The criterion for selection of
programs was based on the length of program operation. The sample
included programs that had been in operation various lengths of time: more
than five years, two years, one year and less than one year.

The method of investigation includes questionnaires and individual
focused interviews. All six program facilitators were given questionnaires
and interviewed. Referring professionals were mailed a questionnaire
followed by telephone contact designed to elicit their candid responses and
improve response rates. All program participants were asked to complete the
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questionnaires and information sheet. Participants were also asked to take
part in a individual interview to discuss their involvement in the program.
All interviews were conducted by the investigator. The investigator took part
in the programs during the course of the study by observing program content
and action. Demographic information is reported, along with the rest of the
data, in Chapter 4, and Appendixes D to H. The data collected regarding
participants, facilitators and programs was analyzed, coded, and reported by

the use of portraiture writing (Lightfoot, 1983).

Limitations

Some difficulties inherent in research involving older adults who
participate in health promotion programs identified by Rakowski (1986) and
Arnold et al (1986) are relevant limitations in this case study. Rakowski
(1986) stated that literature on personal health behavior suggests that almost
any well-reasoned health promotion strategy will work for someone.
“Personality characteristics,.....perceived control over health, future outlook -
prior lifestyle health habits, skill level in dealing with health matters, and
strength of informal social supports, all need to be investigated as they
interact with characteristics of health promotion programs” (p. 314). This
interaction produces multi-dimensional effects that are difficult to single out.
It is beyond the scope of this study to measure the multi-dimensional effects.

The fact that participation in this study was optional, coupled with the
small sample size, limited the ability to generalize findings. Because of
history, continuing change of social context, maturation, and attrition of
participants as well as facilitator changes and program evolution, it would be
difficult to replicate the study.
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This study provides some useful information about perceptions by
participants, facilitators and referring professionals of the current
effectiveness of these programs. This information may confirm, correct,
expand, or refute current knowledge and beliefs about the content and process
of programs relative to W.H.O.”s 1984 definition of health promotion. An
example of this is participants’ perceptions and involvement in program
planning and delivery relative to facilitators' perceptions and approach to
planning and delivery. These two groups' perceptions and actions are
compared with enabling approaches suggested by W.H.O.”s definition of
Health Promotion and supported in Achieving Health for All. An important
component of community health education and health promotion programs
is accountability to the clients and their needs.

One purpose of program evaluation in this context is to “enable health
professionals to be responsive, but also to demonstrate that responsiveness to
the needs of the target population.” Dignon et al (1987), p. 153. This case
study will provide information which may validate current practice and/or
lead to further understanding and modelling of the community development
process in health promotion drop-in programs for older adults. The
community development process is supported in the literature by Epp (1986,
1988); Labonte (1987); Martin et al (1988); B.C. Ministry of Health (1988) in
Healthy Communities: The Process; W.H.O. (1984) and Sterling et al (1989).
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Organization of the Thesis

This thesis is organized into five chapters. Chapter 1 outlines the
problem, purpose, definition of terms, historical perspective, methodology,
limitations and organization of this thesis. Chapter II contains the literature
review. Chapter III describes the methodology used in the research. Chapter
IV first reports the data collected on program participants, facilitators and
referring professionals by answering the eight research questions, and
discussing facilitator approaches to program delivery; then it highlights the
findings by presenting portraits of programs, participants and facilitators.

Chapter V contains the conclusions and implications of this research.
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Chapter 11
LITERATURE REVIEW

“I know of no safe depository of the ultimate powers of society but the people
themselves, and if we think them not enlightened enough to exercise their
control with a wholesome discretion, the remedy is not to take it from them,
but to inform their discretion” . Thomas Jefferson

Several underlying and evolving concepts relating to health and health
promotion occur in the literature. These concepts have a significant
influence on health policy, health promotion program development, and the
view of the public and the health care providers of programs' expected
effectiveness. This chapter first addresses the historical perspective of
evolving concepts relating to health and health promotion along with their
evolving strategies. Then it looks at key concepts of health and well-being
including factors in change such as health beliefs, self-efficacy, empowerment
and social support. Finally, it looks at health promotion programs for older
adults and related literature regarding their content, process and evaluation of

effectiveness.

Historical Perspective

Evolving Concepts

According to Harvey (1988) three concepts of health have evolved over
this century. These concepts were the ecological concept, the social ecological

concept and the holistic concept.
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Ecological Concept

The first of these was the ecological concept based on the germ theory.
This view was common around 1900 when infectious diseases were a major
health threat. According to the ecological concept of health at that time, a
state of equilibrium exists among the germ, the host, and the environment.
Once the balance is upset disease is inevitable. In this view there was a single
cause and effect relationship. This concept was helpful at the time, singling
out the causative organisms of infectious diseases but failed to be applicable in

dealing with chronic diseases.

Social Ecological Concept

The second concept of health, identified by Harvey, gained recognition
in the 1920's when it was recognized that many factors influence the health of
individuals. The social ecological concept of health recognized personal
behavior as well as environmental contributing factors in the development of
one or many diseases. In 1948 the World Health Organization (W.H.O.)
proposed an addition of mental well-being to their social ecological concept of
health. W.H.O.'s definition for health was "a state of complete physical,
mental and social well-being and not merely the absence of disease and
infirmity.” (Hoffman,1988 p.19) This heralded the trend toward more

multidimensional concepts of health.
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Holistic Concept

The third health concept Harvey identified was called holistic health.
This concept gained recognition in the 1960's and 1970's. The significant
document which incorporated this multidimensional concept was "A New
Perspective on Health of Canadians” by LalLonde (1974). This document
described the epidemiological evidence for the importance of lifestyle and
environment relative to health and illness. The most popular component of
health promotion at that time focused on individual responsibility for
lifestyle which was translated into behavior changing initiatives to reduce
risk factors.

The evolution of the concept of health in this century reflects the
change in society from a dominantly agrarian one with infectious diseases
such as tuberculosis and acute infections being the major health threats, to a
more industrial society with chronic diseases such as cardiovascular and
respiratory diseases becoming a major ‘threat to health. The strategies used to
promote health from these three conceptual perspectives have evolved from

the prevention and treatment models.

Evolving Strategies
Ecological Concept Strategies

Strategies developed to achieve health promotion goals are based on
the concepts of health and illness care. In the early ecological concept based
on the germ theory the strategies used to achieve health were dependent on

health professionals. Immunization, sanitation, and hygiene education were
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the types of services provided. The role of the health professional at that time

was to pass on their expert knowledge to an uninformed and passive public.

Social Ecological Concept Strategies

In the social ecological concept of health the strategies incorporate the
individual's responsibility for health. Life-style choices of the individual
become a significant factor. The mechanistic perspective was prevalent at this
time. The mechanistic perspective views the human body as a complex
machine which malfunctions at times. When this happens the strategies
used were to fix the malfunctioning part to restore the balance. It is this

perspective that Cannon (1939) supported in The Wisdom of the Body when

he explained his theory of homeostasis.

Medical scientists such as Dr. Hans Selye (1977) found that the human
body responds in a predictable manner producing biochemical changes which
are intended to cope with any type of increase in demands. These non-specific
responses may not be effective if the human machines energy supply is
depleted resulting in ineffective reactions and deficiency diseases which may
become chronic physical diseases or psychosis.

Lamb (1988) observed: "...if Selye's concept of limited individual
energy lies at the base of illness beliefs under the mechanistic perspective, it is
not unusual that cure is thought from without” (p. 5). So the view of lifestyle
as causality supports the role of the individual's thought and behavior
patterns as responsible, in part, for health or illness. The traditional strategies
for treatment of illness are incongruent with individual responsibility. On

the one hand, prevention is the individual’s responsibility, yet treatment is in
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the hands of professionals and healing comes from outside the clients sphere

of power.

Incongruents of medical model strategies

The strategies used in health promotion are a direct outgrowth of the
medical model of treatment. "The underlying theme of the medical model is
that appropriate treatment for disease can be prescribed and administered only
by technically competent specialists - that is the physician” (MacNeil and
Teague, 1987, p. 40). This model views clients as uninformed and passive
recipients of care. While the strategies for lifestyle change in the social
ecological concept of health use the rhetoric of individual responsibility for
healthful lifestyle choices, the actual approach used maintains significant
control by professionals in prevention and treatment. This approach limits
the amount of control and decision making on the part of the individual.

Minkler & Checkoway (1988) report that a barrier to health promotion
for the elderly is "the continued dominance of the medical model, with its
focus on treatment and curing diseases” (p.283). They go on to say that this
model is counter-productive in the effective implementation of approaches
that stress health maintenance and promotion, particularly when these
approaches are directed at the elderly” (p.283). To illustrate this point of view,
one needs only look at the role played by health professionals in health
promotion programs.

Health promotion programs typically include introduction, health
assessment, prescription, intervention and evaluation. The role of the
professional in these programs is often patterned on the medical model

approach. This approach maintains a strong external locus of control even
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though the participants are held responsible for their own health behaviors in
order to reduce the risk factors. Blood pressure monitoring is a common
component of health promotion programs. This activity is typically carried
out by retired nurses who volunteer their time. These expert volunteers tell
the clients how their health status is relative to the curre.it blood pressure
reading. It is a very popular component of programs and is often better
attended than other aspects of the program. Blood pressure reading by expert
volunteers in health promotion programs keeps older adult participants
focused on illness and treatment, rather than hea'th and their influence on it.

Lalonde referred to environmental factors in "Achieving Health for
All Canadians" (1974) but little attention was paid to this aspect until Brown
(1976) published an article entitled "Alternative Approach to Health
Promotion". Brown criticized the victim blaming approach to health
promotion, and emphasized the influence that social forces such as television
and industrial policies played in the healthful behaviors of individuals. He
supported the development of health promotion policies and activities that
would provide healthful environments and social structures rather than the
ineffective counter-productive and conflicting actions that focus on blaming
the sick individual and fail to look at the holistic interactive view. Brown
believed that self-care, self-help and social advocacy were more productive
concepts than placing the sole responsibility for health on the shoulders of the
individual. He also expressed the view that there should be related policies in
health promotion, health protection, and health care which would be
applicable to other areas such as education, agriculture, housing,

transportation, and environments.
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Allen & Allen (1986) reviewed a number of studies which had
evaluated selt-help and support group based health promotion programs.
They found that while people were motivated to attempt life style changes,
more than 80% were unable to sustain these changes. The Allens' attributed
the high drop out rate to the fact that these programs made no effort to change
the norms of the environment in which participants lived. They stated that
"health norms of the various cultures to which we belong

- family, organizations, social groups, neighbourhoods, community - have
strong norms for health risk behaviors: - - creating healthy lifestyles has to be
done in violation of the unwritten rules of our own culture” (Allen & Allen,
1986 P.42) An example of this is the pressure to eat fast foods which are
usually high in fat, salt and sugar. They go on to say that we can make
positive lifestyle changes for a short time but tend to slip back to the cultural
norm over time. They criticized the tendency to practise victim blaming
when participants failed over the long term, and expressed the belief that this
practice is the most serious risk factor of all, that it is a threat to mental health
because of negative self-image.

The Allens' (1986) describe the normative systems model as the basic
strategies for change. This model is based on the action research strategies of
Kurt Lewin (1951). There are four phases of the normative systems model for
organizing change, cultural analysis, and objective setting (analyzing the
existing culture); systems introduction and involvement (experiencing the
culture); systems implementation (modifying the existing culture); and,

systems feedback and education (sustaining the desired culture).
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Success of the normative system depends on strategies which involve:

1)
2)
3)

4)

5)
6)
7)

8)

9)

all the individuals affected
adoption of a no-blame approach
establishing mutually acceptable and beneficial solutions

incorporating tasks and goal clarification of short and long term
goals

clarifying participants’ roles in the process of change
integrating achievement concerns of individuals and the group
developing the program to meet specific client group needs

developing multi-change strategies at the organizational,
community and national level

fostering a sense of community by building
interpersonal connections of the people involved to sustain
change

"Systematic cultural change strategies can reinforce norms for health

enhancement for group empowerment and cooperative change” (Allen &

Allen 1986 p. 49). These normative change strategies were supported by

research and application in Lifegain programs Allen & Linde (1978). Healthy

Communities (1988) is a British Columbia Ministry of Health publication

which supports the normative system model for organizational and

community change proposed by Richard Allen in his book Lifegain (1978).

The normative change strategies could be categorized with those strategies

that reflect a holistic perspective.
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Holistic Concept Strategies

The holistic perspective of health and health promotion incorporates

strategies that are compatible with a synergistic ideology. Synergism "is the
joint action of different substances in producing an effect greater than the sum
of the individual effects of the substance”, -— it is derived from the Greek
word "synergos” which means working together” (Funk & Wagnalls 1980,
p. 820). The holistic perspective incorporates the mind, body and spirit as
interrelated and equally values all aspects of the individual. The holistic
orientated health care approach views the individual as a whole person and
as one who is constantly interacting with others and the environment. The
balance of all aspects of the individual is valued equally.

The wellness movement is a direct result of the holistic concept of
health which became active through the writings of Dunn (1961), Ardell {1977
& 1979) and Travis & Ryan (1981). "...a significant aspect of the wellness
movement was its deemphasis on the treatment model and medical system
dependency” (Harvey 1988, p. 42). Therefore, the evolution of strategies
which incorporate the mind body spirit connection also focused on more
independence on the part of individuals in defining health, finding what they
need to know and taking appropriate action individually and collectively.
This is what McNeil and Teague (1977) refer to as "cooperative control - the
delegation of tasks without relinquishing authority” (p. 41).

The holistic view is of health and illness considered within the context
of the unique individuals and their life situations. Illness is seen as an
opportunity for growth. The role of the health professional is one of the
active partnership with the client. Responsibility for healing, growth, and
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change are shared and learning is experienced by both practitioner and client.
(Becke, Rawlens & Williams, 1988). This calls for new skills, and expertise on
the part of professionals and lay persons, as well, as a pooling of resources to
promote health (Harvey, 1988).

Labonte & Penfold (1981) expressed the view that ill heaith is a
conditioned social phenomenon which required strategies of social change
through collective forms of action. The role of the health professional was to
help individuals become aware of their collective power and regain control
over their health through critical awareness of social, economical, and sex
discriminatory conditions.

In 1984 W.H.O. proposed a new health promotion strategy which
directed the focus of health promotion towards determination of causes of
health rather than the risk factors of illness. W.H.O. supported the views
expressed by Brown (1976),and Labonte & Penfold (1981) that health
promoticn required "close co-operation of sectors beyond health services,
reflecting the diversity of conditions which influence health--- and that
government, at both local and national levels, has a unique responsibility to
act appropriately and in a timely way to ensure that the ‘total’ environment,
which is beyond the control of individuals and groups, is conducive to
health” (Then and Now, 1987, p. 4).

Robinson (1985) incorporated living conditions and psychological
experience as important aspects of health and illness in his vision of a health
paradigm. Robinson envisioned using enabling strategies with self-help
groups. Through consciousness raising activities individuals would be able to
find ways to provide self-help, and mutual aid. They would also bring about
changes in social and physical environments.
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Self-care is supported as a valued and necessary component of holistic
health strategies. Health is seen as a resource to be utilized in the process of
striving to achieve one’s optimal potential of functioning. It achieves a
balance among all aspects of self, relationships to others and the
environment.

Zpp (1986) outlined the health promotion mechanisms as "self care,
mutual aid, and health environments”. He identified the three major
strategies as "fostering public participation, strengthening community health
services and coordinating healthy public policy” (p 9).

Health promotion strategies in the 1980's were designed to achieve the
holistic concept. These strategies included the community health promotion
planning model presented by Labonte (1987) in which communities were to
define their own problems and concerns relative to health. This strategy
empowers communities by allowing individuals to influence their own
community by extending their own health and is supported by the popular
education approach that provides opportunities for collective learning via
strategies such as active participation, and avoids the barriers set up by experts
and the teacher-student power base.

Community development strategies have their roots in two models.
Saul Alinsky of Chicago defined community in the geographic sense of the
word and promoted a confrontational approach which included formation of
groups and developing natural leaders within the group to address single
issue community problems such as poverty.

The second model of community development has its roots in Paulo
Freire's popular education approach. In this context, community is meant to

refer to "affinity of interest”. (Labonte,1987, p 31). This approach "encourages
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the development of skills and powers of critical analysis among those
involved in community-based organizations" and "supports coalition-
building and favors the idea of working simultaneously on many issues”
(Labonte, 1987, p. 32).

Labonte (1987) envisions community development as a strategy that
enables people to take charge of their own health and empowers
communities to control their programs.

While terminology is slightly different, the common theme which
occurs in the recent approaches to health promotion discussed in this chapter
is one that incorporates strategies designed to enable people to take charge of
their own health individually and within social and environmental context.

This public empowering strategy is more effective than the approach
which views the health promotion program as belonging to health agencies.
Strategies for empowerment Minkler and Checkoway (1988) identified are:
consciousness raising activities, mutual aid groups, and various community
approaches. They view health promotion as not merely personal behavior
but as a process of community development that involves other people and
the places where they live, institutional interactions, daily activities, shared
values and social structures, patterns of participation and distribution of
power.

McLeroy et al (1988) outlined what they call an ecological perspective
on health promotion programs. They believe this ecological perspective
provides an all encompassing view which includes environmental
interventions that can support behavior change. Environment, according to
their definition, includes social and physical aspects that are relevant to the

health of individuals such as unemployment, discrimination, genetic and
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toxic physical environments. "The process of using ecological strategies is one
of consensus building” (p. 369). They go on to say that strategies which
involve the target population in problem definition, change choices,
implementation and evaluation are important strategies to reduce
opportunities for "coercion and paternalism” (p. 368).

Health in this context refers to a holistic perspective encompassing the
mind-body-spirit connection, as well as the ecological perspective which
places a strong emphasis on social and physical environmental influences.
The overlap in these concepts is evident in the many similarities in
mechanisms and strategies they use, such as normative systems (Life gain
model), community development models and documents which support
their strategies at international (W.H.O. 1984), national (Epp 1986) and
provincial (Healthy Communities, 1988) levels. As these models evolve,
their accompanying strategies have not always been clarified or taught to

persons working in the field and delivering health promotion programs.

Health & Well-being

Historical Perspective, Health and Well-being

The remainder of this chapter reviews health promotion programs for
older adults and related literature regarding their content, process and
evaluation of effectiveness.

Successful aging is the achievement of the optimal level of functioning
that is possible at each stage of older adulthood rather than the achievement
of the average. Weiler (1988) believes that if we follow "the concepts of health
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promotion and disease prevention, we may be able to support a successful
aging process and increase our active life expectancy” (p.vii). A common aim
of health promotion programs is to enhance the health and well-being of
participants. It is for this reason that the research into subjective well-being
and health are reviewed here. Other key factors that influence change are

health beliefs, self efficacy, empowerment and social support.

Subjective Well-being and Health

There is a significant body of literature regarding subjective well-being
and health. Funk & Wagnalls (1983) define well-being as "a condition of
health, happiness or prosperity” (p.925). Subjective well-being is the
individual's perspective or subjective view of the individual's own state of
health, happiness, prosperity and satisfaction with life,

Past research has shoWn a consistently stable link between health and
well-being (Larson, 1978, Thorne et al, 1986, and Stull 1987). Larson's review
of thirty years of research on subjective well-being of older Americans
revealed that the level of education, occupation status, marital status,
availability of transport, housing and social interaction are also related to
perceptions of subjective well-being. He reported that persons of lower social
economic status tended to have lower subjective well-being.

Maddox (1985) identified "social location"---as a strong predictor of
"health & well-being in later life” (p.1028). He found that "social risk factors
are known to be correlates, if not determinants or mediators of the effects of

personal characteristics on health and well-being” (p. 1028).
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These risk factors include: "being impoverished, ignorant, and
isolated”. Maddox believes those factors are more important risks for older
adults than behavior and lifestyle which frequently tend to be the focus of
health professionals and health promotion programs.

Subjective well-being does not decline with age as supported by Larson
(1978) and Costa et al (1987). Costa et al (1987) found that psychological well-
being in adulthood tends to remain stable and that enduring personality
disposition and process of adaptation in determining levels of well-being are
important considerations.

Levkoff et al (1987) compared aged and middle aged adults’ self
appraisal of health. They found a strong association between perceived poor
health and depressive symptoms among the aged compared to middle aged
adults.

Another study by Kozma and Stone (1987) found that there is a general
tendency of individuals to overrate their psychological well-being. But they
believed that, as long as this tendency is true for all groups, there isn't a major
threat to validity of well-being measures.

The most important fact in subjective well-being according to
Kirchman et al (1982) is how individuals feel about themselves. Kirchman et
al shared Campbell et al's (1976) view that personal interpretation of life
experience most often determines quality of life.

The Encyclopedia of Aging (1987) identified a number of factors in

subjective well-being such as happiness regarding current events, life
satisfaction, moral (optimistic or pessimistic) and emotional state or mood.
Thorne et al (1986) identified three conceptual categories of health and

well-being from analyzing data from interviews with fifteen community-
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dwelling well seniors. The seniors’ "health and well-being" were experienced

at three levels of awareness:
1. comfort and abilities

2. connectedness (social involvement) and competence
(productivity); and

3. sense of meaning (Thorne et al, 1986, p. 16)

These recurring themes appear in the literature and research on health
and well-being in health promotion programs.

Ruffing-Rahal (1989) interviewed community dwelling older adults
attenaing a health promotion program - regarding their well-being experience
in every day life. (Community dwelling means that they live outside
institutions.) A content analysis of the interviews revealed three themes of
well-being which include activity, affirmation - a positive expression of life
meaning and synthesis - the coming together of experience of a lifetime. The
participants were asked several lifestyle questions. These questions included
self-rated: health status; assessment of current state of happiness; life
satisfaction and comparison of self to others. They saw themselves as much
better off 44%, or better off 37%, or about the same as others 19%. They
described themselves as satisfied with life completely 41%, quite satisfied 22%,
satisfied 19% and don't know 19%. Forty-one percent described themselves as
very happy, while 50% were pretty happy. Their self-rated health was very
good 44%, good 33% and fair 22%. None of the 27 participants of this study
rated themselves as worse off than others, dissatisfied with life, unhappy or

rated their health as poor.
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Many health promotion programs for older adults examine subjective
well-being and/or incorporate well-being enhancing activities into their
programs. An example of this is the Alberta program for older adults called
Fully Alive. They found that "Resisting change - looking at aging as a fading
rather than a growing process - can be a barrier to well-being and self esteem”
(Fully Alive - Community Initiative 1988, p. 27). They incorporate program
content that examines this statement and carry out activities which counteract

these barriers.

Factors In Change

A number of factors that influence change have been identified and
relate to changes in thought and behavior of participants of health promotion
programs. These factors include health beliefs, self efficacy, empowerment

and social support.

Health Belief Model

Janz and Becker (1986) reviewed twenty-nine Health Belief Model
(H.B.M.) articles published between 1974-1984 and checked the findings of
seventeen studies conducted prior to 1974. The summarized 46 H.B.M.
studies contained 24 studies that examined preventative health behaviors.
The Health Belief Model is based on the premise that behavior "depends
upon two variables: (1) the value placed by an individual on a particular goal;
and (2) the individual's estimate of likelihood that a given action will achieve
that goal” Janz & Becker 1986, p.2).
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Rosenstock (1974) explored the history of health beliefs. He observed
that the combination levels of susceptibility and severity of disease provided
the incentive to change. The perceptions of benefits minus barriers provided
a likely direction for action. Cues that trigger action include: media
campaigns, advice from others, reminders, illness of family members and
articles in the newspaper and journals. Janz and Becker's findings were that:
H.B.M. dimensions are important contributions to the explanation and
prediction of individual's health-related behaviors, and prospective studies
were as supportive of H.B.M. as retrospective ones. Perceived susceptibility
(to disease) was the most significant factor contributing to an understanding
of preventative health behaviors while perceived severity had the least
significant effect with poor association with preventive health behaviors.
They concluded that there was a lack of "experimental designed research
evaluating the efficacy of different interventions in modifying H.B.M.
dimensions to achieve the desired health behaviors” (Janz & Becker 1986,
p45).

However, Janz and Becker did identify the two strongest barriers to
changing health beliefs, low self-efficacy and lack of social approval - it is to
the concept of self-efficacy that focuses on beliefs about capability to change
behavior that this thesis will explore next.

Self-Efficacy

The concept of self-efficacy is defined by Fuller et al (1982) as "the
individual's perceived expectancy of obtaining valued outcomes through

personal effort” (p.7). Many aspects of well-being and life satisfaction in later

31



years have been linked to good health and lifestyle management. A study by
Bolton helps identify th~ role of efficacy in lifestyle management.

Bolton's (1985) thesis statement is that middle and older aged
individuals who have not discovered the efficacy of education and who have
not assumed a proactive approach to living, have yet to realize the potential
of lifestyle management.

Wellness includes a continual striving to stay healthy and/or become
healthier. Therefore, knowledge of lifestyle management must be preceded by
educational efficacy and a proactive approach. Knox (1977) stated that "A
person with a high sense of educational efficacy believes that through further
education the individual can gain greater mastery over his/her surroundings
and that further education has practical consequences and utility" (p.186).
Bolton (1985) observed that seldom do educational program planners consider
that it is necessary to convince middle aged and older adults that educational
achievement is possible and that barriers to learning can be overcome. This
has significant implications for health promotion programs designed to
promote changes in older adults and may provide some answers for those
who wish to explore further the common belief that programs do not reach
those that need them the most.

Bandura's social learning theory is one approach that predicts and
explains behavior relative to incentives, outcome expectation and self-efficacy
expectations. The efficacy expectations are learned from four sources
according to Bandura (1977). These sources are performance
accomplishments learned through personal experience, vicarious experience
learned through observing life events and the modeling of others, verbal

persuasion and physiological state.
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Bandura (1977 & 1982) suggested that a individual's assessment of
his/her capability to carry out behavior (self-efficacy) was a significant factor in
facilitating behavior change. Changes in self-efficacy are not always related to
performance because differences can exist between actual and self perceptions
of performance (Bandura & Adams, 1977). The assessment of self-efficacy
includes questioning people about what they can do rather than what they
hope to do (Bandura, 1977).

Self-efficacy differs from similar concepts such as health locus of
control and learned helplessness. Health locus of control is a general
expectation about how health is controlled either by individual control over
behavior (internal locus of control) or the degree to which forces external to
the individual (external locus of control) are believed to control behavior and
health related outcomes (Strecher et al, 1986).

The concept of learned helplessness refers to deficits in thought,
emotion and motivation that result from experience with uncontrolable
events. The two types of learned helplessness are personal and universal.
Personal learned helplessness occurs when the individual believes that only
others could control their response to the situation. In the belief of universal
learned helplessness the individual is still failing to provide the effective -
response, while believing that no one else can either (Strecher et al, 1986).
Personal helplessness is comparable to Bandura's view of efficacy while the
concept of universal helplessness is comparable to outcome expectancy.

Strecher et al (1986) reviewed twenty studies into self-efficacy relative to
health practices. The health practices were in the areas of: smoking (12
studies), weight control (2), contraceptive behavior (3), alcohol abuse (1) and

exercise (2). They found that self-efficacy was a consistent predictor of short
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and long-term success for all 20 health related studies they reviewed. They
observed that the Chambliss & Murray study on efficacy attribution, locus of
control and weight loss (1979) found that self-efficacy manipulation was only
effective for individuals with an internal locus of control.

Kaplan et al (1984) found quite different results in a study of specific
efficacy expectations that influenced compliance in patients with Chronic
Obstructive Pulmonary Disease. The changes in self efficacy increased with
walking compliance over three months. Locus of control was not
significantly correlated to walking although self-efficacy shows a significant
correlation.

The Mcintyre et al (1983) and Jeffery et al (1984) studies reviewed by
Strecher and his colleagues support the belief that a high level of self-efficacy
is necessary to maintain behavior change. It was also found that efficacy is
often enhanced through a series of performance accomplishments, which
motivate attempts to take on more difficult tasks” (Stretcher et al, 1986, p 90).

Strecher's findings reinforce the need for health promotion programs
to involve participants in activity which enhance their accomplishments and
motivate them to take on other tasks which continue to enhance their health,
well-being and self-efficacy. This involvement or empowerment is "the
ability to choose”, or "to inciease one's capacity to define, analyze and act

upon one's problems” (Kent, 1988).
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Empowerment

Earlier in this chapter the concept of empowerment as a significant
strategy in health promotion was identified. The basis for this is
empowerment education is sometimes referred to as popular education; it
was developed by the Brazilian educator, Paulo Freire, (1973) in his writings
and programs on literacy for the poor. Empowerment education based on
Freire's ideas is used successfully world wide in a number of programs such as
literacy, English as a second language, health education and community
development (Wallerstein & Bernstein, 1988).

Groups and individuals can only empower themselves. The role of
health professionals/educators is "to nurture this process and remove
obstacles" (Labonte, 1989b).

Labonte, (1989a & b) & Wallerstein & Bernstein (1988) believe that the
power of defining health belongs to the people experiencing it. Wallerstein &
Bernstein (1988) see empowerment characterized by achieving power to act
with others. They see empowerment education as a new approach to health
promotion that uses gaining control as one strategy for health and that
facilitates individual and/or group structural change. Bernard (1988) describes
self-empowerment as a "process of becoming’ where "individuals
increasingly take charge of themselves and their lives,” (p.90). He recognized

that this process is not restricted to any one age group.
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Factors in self-empowerment

Factors which facilitate self-empowerment health behavior were

identified by Bernard (1988). These factors include:

1
2)
3)

4)

5)

6)

7)
8)

9)

10)

11)

awareness of one's own worth and uniqueness
working out goals one is committed to
clarifying personal values

ensuring that they are consistent with the process of
identified goals and plans for action

maintaining an openness to information which aids in
keeping options open

developing health skills which aid in promoting
awareness

setting goals and action plans
identifying values and applying information

access to facilities, services and opportunities to explore
their view regarding maintaining health and well-being

reviewing options

social support to change goals into actions.

Success in this approach to health promotion has been reported by a

number of researchers such as Labonte (1987) with a nutrition program in

Toronto, and a drug and alcohol program in New Mexico. (Wallerstein &

Bernstein, 1988).
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Barriers to empowerment

Barriers to empowerment occur when programs with preset content
have expectations for participants’ compliancy with health practices defined
by professionals. Educators’ expectations of preset outcomes also fails to
recognize the true intent of the word empowerment as outlined by Freire
(1973). Freire describes empowerment in terms of the group's ability to raise
their themes from mutual reflection. Zacharatis-Jutz (1988) supports this
view of empowerment as an event which "occurs when oppressed people
come together and initiate collective action” (p.46). Clearly this process
requires support from the group members and facilitator (educator) and
others to bring about the desired change.

Social support networks play a key role in empowerment. It is the
literature related to social supporting networks that this thesis will now

explore.

Social Support

Several studies relate social network and socdal support to health and
well-being. Social networks are the basis for social support. Social supporting
networks are "that set of personal contacts through which the individual
maintains "is (or her) social identity and receives emotional support,
material aid, services, infornation and new social contacts” (Minkler, 1981,

p- 148).
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Social Support and Health

Berkman & Syme (1979) identified the importance of social support in
mediating health status in a nine year study of residents of Alameda Country
California. Those with fewer social ties were 2.5 times more likely to die
sooner than those with many social and community ties. Social isolation did
not predict mortality. The groups most vulnerable to disease were widows,
people living in environments dominated by social disorganization, poverty
and career mobility, or frequent moving (Berkman 1983).

A 1979 United States national telephone survey of personal health
practices of persons aged 20 to 64, was the basis of analysis for Gottlieb &
Green (1984). They examined the relationship between life events, social
networks, lifestyle and health. A personal correlation for men and women
identified income, education and social support to be positively related and
age and life events to be negatively related to lifestyle and health practices.

"Age and life events were more strongly correlated with health
behavior in women than men----the only significant paths to the number of
lifestyle health practices were the direct effects of education and social
networks and the indirect effects of income and age through social networks"
(Gottlieb & Green, 1984, p. 96).

They believed that social support reduced psychological distress and
physical symptoms from job stress or loss. An exploratory case study by
Hawley & Klauber (1988) tested the hypothesis that an association between
elders’ perceptions of their social support and their health practices could be

found. The sample included sixty-four individuals age 60 to 75. They found
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that those who were satisfied with their relationships with others were
involved in more health practices than those who were dissatisfied.

Health practices had a stronger association with satisfaction and social
support than the number of support persons. Men showed a higher
correlation between health habits and satisfaction with social support through
sharing than women. Elders who were house-bound had a lower correlation
between health practices and social support than more active groups.

Hubbard et al (1984) review of literature on social support identified
several common factors including communication of positive emotions, a
sense of belonging and elements of reciprocity. The purpose of their study
was to explore the relationship between what people do to promote healthy
lifestyles and how they view their level of social support.

The sample consisted of two volunteer groups: - Group one - aged 55-90
N=97 attended a seniors centre. Group two - aged 15-77, N=133 attended a
health fair. The findings showed that social support related to health in both
samples. Group 1 married individuals scored higher on the personal
resources inventory than non-married older adults in that sample. Also
women scored higher on social support and health practices then men (there
were 57 women and 40 men in the sample).

Statistics Canada investigated health and social support of Canadians in
1985. They found most people aged 55 or older living outside of institutions
were able to carry out the activities of daily living without assistance. Three
in ten required some help with yard-work, one in five reported having or
needing assistance with heavy housework. Two out of three persons 65 or
over provided support to organizations or persons outside their household,

while one half of this age group provided financial support to organizations
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and others. One in six babysit or provide transportation for others. Saunders
(1988) reported that older adults contributed as much or more social support
than they receive. "Seniors who have many social activities report being
happier and healthier than those with few activities, even when compared to
those of similar health status" (Statistics Canada Health & Social Support in
1985, 1987, p. 16).

Thorne, Griffin & Adlersberg (1986) interviewed seniors in Vancouver.
The study participants expressed the belief that a sense of connectedness to
others was essential for their sense of well-being. Thompson, 1989, studied 337
people age 56 and older in Victoria B.C. about their supportive social
networking in relation to the caretaker, helper, confidant and advisor roles.
Thompson found only 1/5 of the respondents did not have support in one or
more role areas. People with only fair or poor health expressed the need for
more people in their support network while those who felt they were in good
health felt no need for more people. Thompson found widowed females

over age 74 were the group most in need of social supportive networks.

Supporting social networks and health promotion.

Israel et al (1984) identified functions of social networks that link them
to the concept of social support. The characteristic functions they identified
were effective support, instrumental support (money, food & care)
maintenance of social identity, and social outreach. They found that:

1) different types of supportive social networks are needed at different times
and that 2) increased intensity and provision of emotional support were

significantly related to psychological well-being.
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The implications of these findings for health education programs
outlined by Israel et al included: 1) social network analysis to identify
network characteristics in use and needed; 2) identification of the stage of
crisis or tasks and the individual's need for different functional network
characteristics and receptiveness in using network resources; and 3) the need
for health educators to educate professional and policy makers about
networks and their functions.

Snow & Gordon (1980) reported that network analysis was necessary to
identify appropriate intervention strategies for the elderly. They identified
structural features of social networks. They also identified the relationship of
the individual's perspective of the network, behavior, and effect of significant
life events.

Interventions suggested include friendship groups that can develop as

an outgrowth of well planned seniors' programs.

Hibbard (1985) in a randomly selected sample of 2,603 adults found

....... that having social ties, being more trusting of others and
perceiving control are all related to having better health--while
having a larger social network is more important to those less
able to utilize the resources available in their network
effectively. (p. 23).

Hibbard suggested, in light of her findings, that health education
program aims should include activities which increase participants sense of

control and increase and mobilize their supporting social networks.
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Health Promotion Programs

The literature reveals several underlying conceptual views of health
promotion. These views influence the focus of developing programs and the
way developers and the public health community view and measure the
programs' success.

Taylor (1982) referred to several theories of causality. First, the lifestyle
model that focuses on individuals and personal lifestyle choices as cause of
health or illness. Critics of this approach refer to it as the "victim blaming"
approach. Strategies in the lifestyle model include education, activities
designed to get individuals to take responsibility for and change their self-

destructive habits.

Social environmental model

The second model Taylor identified was the social environmental
model which views the causes of illness in light of environmental threats
such as poverty and pollution. In this social/environmental model strategies
involve people working individually and collectively to bring about social

reconstruction and environmental adaptation.

Measuring program effects
Some issues identified by Weiler (1986) regarding health promotion

programs for older adults include: finding ways to measure program effects;
deciding whether program goals are attained when a high level of wellness
and functional independence in the community are attained or when a delay

or prevention of disease or disability is achieved. Weiler believes that "the
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dilemma in dealing with health promotion outcomes for the elderly is trying
not to expect too much nor hope for too little" (p.77).

The literature on health promotion programs for older adults reviewed
for this thesis provides a variety of objectives and approaches to deal with that
dilemma. There seems to be as many ways of measuring program outcomes
as there are programs. In reviewing this body of literature specific to
programs for older adults, more detail is included for research relevant to this

thesis and reported in the literature.

The SAGE Project

One pioneer program in health promotion for older adults is the SAGE
Project developed in Berkley, California, 1974. SAGE is an acronym for
Seniors Actualization and Growth Exploration. The group formed by Luce,
Dychwald, and Gerrard, developed and staffed by psychologists, physicians,
breathing, movement and art therapists; and, specialists with extensive
training in a variety of human arts. The first group of 12 older adults met
weekly for nine months. The goal of the program was to generate a positive
image of aging by demonstrating that people over age 60 can experience
personal growth and overcome the negative expectations of our culture. The
program content included physical exercise, massage, sensory awareness,
meditation, information sharing, and discussions.

The participants were actively involved in learning exercises,
relaxation skills, and selecting discussion topics. Graduates from the program
went out to be co-leaders after taking a training program. A well known

graduate from that first program was Helen Anseley, a 74-year-old widow.
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Helen went on to team teach with young professionals at a community
college in Bellevue, Washington, give guest lectures around the country, and
write about her SAGE experience (Anseley 1976).

The SAGE project was deemed a success after the first year as a result of
a number of measurable and observable changes in participants. These
changes included: increased mobility and flexibility; reduced blood pressure
and physical complaints, and radical changes in outlook, appearance and
social participation.

The program continued to evolve and expand by incorporating a
number of programs in institutional settings, like nursing homes,
professional training, research, national development and networking
(Dychtwald, 1978). While there were references to research, only qualitative

data was presented in articles available for review here.

The Tenderloin Seniors Qutreach Project

A pioneer health promotion program that focused on the
social/environmental perspective of health promotion was the Tenderloin
Seniors Outreach Project (TSOP), initiated in San Francisco in 1977. TSOP was
a community oriented health promotion program that helped low income
elderly in the inner city identify their own health priorities and develop a
power base around their immediate health needs and interests.

The program focused on social support, individual health,
improvement and community level changes. This expanded perspective is
based on the work of Paulo Freire (1973) and Saul Alinsky. Freire's book

"Education for Critical Consciousness" provided the base for the
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organizational process used to attain the goals of empowerment and social
change at the macro and micro-level through a process of looking at
underlying problems. The project used relevant components of Alinsky's
community development approach. This approach focused on the belief that:
1) there must be an increase in the problem solving ability of the community,
2) that all members of the community must be involved in realizing power to
collectively deal with issues and, 3) that fostering leadership within local
group members is necessary in achieving these goals (Minkler, 1985).

The program outcome reported in case study by Minkler (1985) and
Wechsler & Minkler (1986) describes the increase in social support and
community health promotion efforts undertaken by the groups over a six
year period. The residents of the various hotels within the project formed
groups in an interhotel coalition called the "Tenderloin Tenants for Safe
Streets". Other accomplishments included a Safe House project, and
various nutritional projects including a food advisory service, common
kitchen, roof top gardens, mobile mini-market, and cooperative food
purchase clubs.

An identified number of group members trained as volunteers to co-
facilitate TSOP groups along with trained health students. The program
succeeded in demonstrating ways of involving some formerly isolated elderly
in action organizations.

While these activities helped achieve the goals of the project a number
of problems remained unresolved. The TSOP project had several problems
related to funding, leadership and application of Freire's approach (Minkler,

1985). One problem with funding was the time lag between people identifying
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a problem and having a sense of initiative to deal with it, and approval of
funding.

The second funding problem was asking for funds for a specific project
and finding that the group's perceived needs had changed by the time funds
were received.

A leadership problem was the loss of trained volunteer co-leaders.
Many volunteer co-leaders left their position for a variety of reasons that
included: their involvement on boards, agencies and task forces within the
community; health problems and decreased energy compared to increased
commitment and energy demands of the growing project. Others left because
of opportunities that arose from the project for jobs and improve life
experience that required moving outside of the Tenderloin Community.

Minkler (1985) felt that the Freire approach worked best when it was
applied in a flexible way, addressing the unique cultural and social group

context in conjunction with other organizational approaches.

Longitudinal Studies of Program Effects

Two studies dealing with program effects over time are Growing
Younger (Healthwise, 1983) and the Wallingford Wellness project (Lalonde et
al, 1988). Both of these programs evalucted program effects in relation to
behavior change and health care. Both programs provided information,
content and process utilized in developing and delivering of programs in
Canada. (Growing Younger, Kitchener, Ontario. ; Keep Well, New

Westminster, B.C.; Choosing Wellness, B.C. 1988; Fully Alive, Alberta 1986).
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Growing Younger

Healthwise developed the Growing Younger 1981, a health promotion
program for older adults in Boise, Idaho. Participants were older adults, age
60 or over. They were invited to a neighbourhood party where they were
encouraged to take part in a series of four workshops. The program's aim was
to lower participants health age through a series of four workshops which
focused on fitness, stress management, nutrition and self-care.

A study was conducted from 1981 to 1983 with a non-randomized
sample of 1,468 persons age 60 or over. The average age of participants was
70.3 years and 76.95 % were women. There was no control group. Pre-
program and post-program questionnaires were given to monitor changes in
self-reported behaviors and biometric measures. The questionnaires
addressed health behaviors, relative to exercise, nutrition, stress
management, social/medical care management and dangerous behaviors.
The biometric measures included: blood pressure; weight; percentage of body
fat; flexibility, pulmonary function; cholesterol, triglycerides and H.D.L. levels.

The results of the questionnaire were a significant increase in positive
changes in four of the five behaviors measured. The one area in which no
improvement was reported was in dangerous behaviors such as smoking,
drinking, and seat belt use. A 1 tailed T test showed significantly at .05 level
in relation to nutrition practices such as reduced sugar and salt intake and
increase in water consumption. The biometric measures that improved were
flexibility (T-value 5.79), weight loss (6.73), blood pressure (2.93) and
cholesterol (4.21) (Healthwise Inc., July, 1983).
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While this program failed to demonstrate self-reported changes on
dangerous behaviors, it was proclaimed a success by Healthwise because of
the significant number of the community members who took part in the
program, the continual growth of the program, and the resulting
development of other groups such as the Happy Hoofers (a walking club ) and

a phone support group called ECHO.

Wallingford Wellness Project

The second program that incorporated a follow up assessment of
program participants health practices was the Wallingford Wellness Project
(Lalonde et al, 1985) which measured changes in participants over a two year
period.

The research incorporated a randomized sample of voluntary
participants in the research group (N=90) and control group (N=44). The ages
of both groups were 54 and up with researchers reporting little differences in
demographic characteristics of the two groups. Effectiveness of the program
was measured in health behaviors, information, risk reduction and status and
services utilization.

This health promotion program was 21 weeks long and included
information on nutrition, fitness, stress management and environmental
awareness. The approach was holistic. Lalonde et al (1988), supported by
Fallcreek & Stam (1982), described "a synergetic effect in promoting a whole
greater than the sum of its parts" (p. 97).

The learning model used in this program was participatory while the

behavior change was facilitated by group process. The format included three
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hour sessions over a seven week period regarding health information and
skills. The content on environmental awareness and action ran the full 21
weeks of the program.

A pre- and post-test design, plus evaluation at six months and two
years after graduation, were used to assess effects. The questionnaire addressed
questions such as: demographics; measures of health knowledge; attitudes
toward health; mental social health; risk to heart disease and stroke; behavior
change; number of reported health problems; and number of reported
prescription medications.

Health behaviors included the number of doctor visits over one year
and the number of hospital visits, nursing home admissions days in one year,
and morbidity rates over six months.

The shorter version of the original questionnaire was the Rand Mental
Index - 46 items scale remeasures on anxiety, depression, positive well-being,
emotional ties and emotional stability.

The questionnaire results showed that the experimental group
improved in all lifestyle habits and health information at post-test and six
months. The benefits declined from the six months to two years follow-up
assessment in mental health, responsibility for health and risk factors to heart
attack and stroke.

The experimental group showed improvement in health habits
relative to physical fitness, stress management, nutrition compared to the self
reported pre-program behavior, all behavior changes in life style habits
declined after the six months.

The experimental group sustained health information levels achieved

at post-test and six months in all areas except nutrition, which declined from
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post-test levels (Lalonde et al, 1988). The experimental group demonstrated
greater knowledge on information related to physical fitness, stress
management, nutrition and environmental awareness than the control
group.

Weile the benefits of behavior change were not sustained in the long
term, Lalonde et al (1988) recognized the need for intermittent interventions

to sustain the changes.

Canadian Developed Health Promotion Programs

Keep Well
Keep Well (1984) was a three year pilot project which assessed needs

and developed programs for seniors in New Westminster, British Columbia.
The goal of the project was to help the community develop a supportive
context for aging well and to help independent community dwelling seniors
to maintain their well-being. Keep Well project developers planned to do
this by involving the community and strengthening informal support
networks and services. Activities that grew out of the project were peer
counselling groups, a seniors' resource centre, and personal shopping
program, seniors' column in the newspaper, wellness workshops, heaith fairs
and a weekly health drop-in program.

The participants of the health drop-in program were asked to assess the
programs effects by filling in a self-reporting questionnaire (King, 1987). This
was a non-randomized sample, with 24 program participants out of a

population of 60. Not all respondents attended the program weekly. There
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was no control group. The age range of respondents was 65-85 with a 9-1 ratio
of women to men.

Participants were asked what they liked best about the program. They
stated they liked the social aspect most, then the instruction and finally the
exercises.

Their perceptions of the program benefits were changes in exercise,
diet, blood pressure (11 respondents). Nine respondents did not indicate
change while one said "not yet" and three said "no". Twenty-two
respondents said they came to hear speakers, 16 for exercise, and 12 for
massage, nine for resources and information and 16 for health counselling.

The program was deemed successful because of the continued
participation of seniors and the development and expansion of other related

activities such as peer counselling (Petty & Cusak, 1989).

Fully Alive

Fully Alive is a health promotion program developed in Alberta in
1985. It is based on the holistic concept and claims a synergetic effect. The
program was developed over a three year period for individuals aged 55 and
older. The project and program were developed and organized in a way that
gave ownership of the program to older adults, not professionals or the

government. A number of broad objectives were identified:

® to encourage participants to see the inter-relatedness of body, mind
and spirit

® to help participants learn to use their mental, emotional, physical,
spiritual and social powers to enhance their well-being
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e to help participants identify barriers that interfere with their
well-being and develop plans of action to overcome the
barriers individually or as a group

e to foster a balance between caring for self and caring for others
and our universe

e to plan life activities relative to wishes and current capabilities

In the first year of the project 14 facilitators aged 55 or over (12 female
and 2 male) were trained. They co-facilitated the program in pairs. The
program was presented in a series of ten two hour weekly sessions with a
group of 12 to 16 older adults. The program was offered in one seniors centre,
a senior apartment building, and a lodge which served meals and provided
accommodation.

The content of programs included nutrition, fitness, stress
management, personal and community self-help and other topics identified
by the group as meaningful. The participants played an active collaborative
role in the program by providing feedback or content, and acting in an
advisory capacity throughout the development phase of the project.

The program was evaluated at the end of the first year and again in the
second year of operation.

During the first year the program was offered at three sites with 42
participants aged 55-74. A total of 37 participants completed the ten week
program. Information was collected during the program, and at the end,
from participants and facilitators by means of interviews with the intent to

make necessary changes.
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The revised program was offered at four new test sites in Calgary in the
fall of 1986. A total of 56 participants with average age ranging from 55 - 85
took part in the program. Females made up 86% of participants. An outcome
evaluation was conducted using a non-equivalent control group design. The
experimental group N=56 and the control group N=72 had similar
characteristics with an age range from 55-85 + and a dominantly female
sample (control group males - 20%). Both groups were tested one week before
the program started and three and one half months after the program was
completed. There were 18 from each group who did not complete the follow-
up questionnaire.

The questionnaire covered the following areas:

d demographics

. program procedures and protocol

. nutrition

o fitness

. social activities

. psychological well-being as assessed with a self esteem
scale (Rosenberg , 1985)

° Affect Balance Scale (Bradburn (1969)

° General well-being schedule (Fazio, 1977, Hammelfarb and
Murrell, 1983, McDowell & Newell, 1987)

. Attitude opinions about (older) people scale (Mangen &
Peterson, 1982)

. Control Over Life Events Index (California Department of
Mental Health, 1979)
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Findings in this study reported by Larsen (1986) were a strong evidence
of the programs effects on psychological well-being. However, statistical
findings were more ambiguous about health behavior, physical and social
well-being and on attitude.

The two groups were statistically assessed by means of the Mann-
Witney U two tailed test and compared between initial and 3 1/2 month
program follow-up. All significant only in a positive direction were found in
the experimental group. Participant questionnaire responses showed:
increase in water consumption (. 2.01), deep breathing exercises (P. 2.05),
satisfaction with leisure time (P. 2 .057), self esteem scale (P. 2.05), General
Well-being schedule (P. 2.01).

The participants' views of program success were generally positive
with self reports of increased water consumption, more satisfying use of
leisure, increased companionship and friendship, as well as feelings of self
confidence.

Program facilitators play an important role in program delivery and
participant satisfaction. The evaluation in this study of the facilitators role
was carried out by use of open-ended questions presented in an interview
with all 8 facilitators. In these interviews both facilitators and coordinator
identified characteristics of an effective facilitator. These characteristics were
summarized in three categories which included "interpersonal skills",
"personal resources”, and "practical traits". (Larsen 1988 a, p. 45). Their
findings were that it was helpful for facilitators to have similar backgrounds
and age as that of participants’, although participants ages ranged from 55 to
85. and could provide a significant "generation gap" with different experience

and beliefs. Another finding was that facilitators with professional
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backgrounds tended to "relate to participants in a dictatorial or authoritarian
manner, which is totally contrary to basic principles and objectives of the
Fully Alive program” (Larsen, 1988a, p.46). They alsc preferred to work with
others to co-facilitate.

The project advising committee reviewed the evaluations and research
used in the project in the first two years and recommended that a community
development model be used to implement the Fully Alive program in a
neighbourhood.

The Growing Younger program (Kemper & Giuffre, 1984) had
successfully recruited 10% of the elderly population by the community
development approach. The Fully Alive steering committee was confident
that using this approach would improve recruitment of facilitators and
participants. Contact was made with the formerly hard-to-reach adults in the
community and involvement in maintaining activities beyond the formal

10- week program (Larsen, 1989a, p.58).

Effects of Health Promotion offered in a Seniors Centre

One relevant study by Cox & Monk (1989) assessed effects of health
education on older adults delivered in a seniors' centre in New York City.
Cox & Monk used an experimental and control group approach in evaluating
the effects of the program for older adults. The study was carried out over an
11 month period in 1985 and 86 and used a quasi experimental method.

A post-test was given to a non-randomized sample of participants

(N=104) and to a control group (N=30). Criteria for selection of participants
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was involvement in health promotion programs over the preceding 12
months. The control group attended a seniors centre that did not have a
health education program.

The questionnaires administered to participants and control groups
addressed the following topic areas: health status, health-risk behaviors,
health care practices, health attitudes and beliefs. Program participants of the
health drop-in programs were also asked about level of interest in specific
health education classes, their experience, utilization and satisfaction in use of
health education classes in the seniors centre. Program administrators were
also interviewed.

The findings showed that:

* self perceptions of health differed significantly between
participants and control groups

* the control group felt more in charge of their health than
participants (P<.02)

¢ participants with higher incomes felt more positive about their
health care, ability to control their illness than those
with lower incomes (P<.01)

* both groups had actively sought medical care and preventive care
within the past year

° both groups reported low risk behaviors while participants
believed they got regular exercise
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e participants reported more changes in health behavior over the
past 12 months than controls. Changes in diet (P<.006),

weight (P<.05) and exercise (P<.001). (This change

contributed to participants preference for nutrition and

exercise classes and less interest in blood pressure

assessment, stress management and vision care.)

¢ there was no significant difference between participants beliefs
or attitudes resulting from levels of participation. There

were also no differences between high and low participants

in their perceptions of health status or attitudes toward

health and health care (Cox & Monk, 1989, p.20). The
researchers attributed the lack of differences to the fact that
participation is not necessarily "an accurate indicator

of learning or health knowledge" (p.20).

The shortcomings of the study were acknowledged by the authors to be
related to the differences in the two groups in country of origin, education
and income. Other limitations from the non-randomized sample was the fact
that there were no pre-test; therefore, reported changes were difficult to
substantiate. The authors further noted difficulty to assess similarities in
program content and delivery because of non-specific curriculum. Classes
were more spontaneous and groups self determined their interest in content
thus "instructors needed to adapt to day-to-day emerging interests and
concerns of their changing participants groups” (Cox & Monk, 1989, p. 21).
This program approach while not labeled by the authors as "enabling" did
provide opportunities for participants to take part in content that interested

them on a drop-in basis.
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Assessing Who Benefits From Health Promotion Programs

A frequently asked question in health promotion efforts relates to who
benefits most by attending programs. Fitch & Slivinske (1988) did a study in
which they tried to recognize the factors that identified persons who were
most and least likely to benefit from wellness programs for older adults. They
randomly selected 84 participants from a retirement community. The average
age was 77.5 years and they had, on the average, 14.8 years of schooling, 39%
were married, 45% were widowed, 73% were female, with an average income
of $16,485. Fitch and Slivinske's randomly assigned 48 to the experimental
group and 36 to the control group. Married couples were placed in the same
group. Both groups were measured at the beginning and twenty weeks later.
The experimental group took part in the pre- and post-program conference
with a team of professionals and took part in classes in physical fitness three
times per week. Classes also provided information on nutrition, stress
management, environmental awareness, self responsibility and spirituality.
The control group discussed current events and played cards for an equal time
period of the experimental group.

Wellness was measured by an 82-item Wellness Index and perceived
control was assessed by the 35-item Perceived Control Scale. Both these
measures were self administered. The Krause-Weber Fitness Test,
administered by professionals, was used to measure muscular strength and
flexibility. A two group stepwise discrimination analysis was performed to
identify the relationship among variables that identified those (experimental
and control) with above- and below-average wellness scores in the baseline

assessment. Those with above average scores on wellness at the begirning of
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the study were married, younger and had a higher income and level of
perceived control than others in both groups. Those with the lowest levels of
wellness scores were not married, older, poorer and perceived a lack of
control over the environment. The second discriminate analysis conducted
at the end of the program with both groups identified that increase wellness
was associated with higher yearly income, better muscular strength and
flexibility and higher levels of perceived control and participation in the
wellness program. Those in the control group had decreased wellness, had
lower incomes, less muscular strength and flexibility and lower levels of

perceived control.

Current Seniors Wellness Programs in Vancouver

The final study reviewed in the literature was conducted in Keep Weil
programs which were used in data collection for this thesis. Houldson (1989),
selected five seniors wellness - drop in programs in the Vancouver Healtk
Department district to conduct her study. Thirty two participants of the five
programs (3 male and 29 female) volunteered to respond to three questions.
The age range of participants was 55 - 83, and most women were reported as
married, whereas all 3 males were married. The method used to collect data
was observation of program activities and conversations with program
participants that focused on the following questions: 1) "Why do you attend
this program?”, 2) "What difference does attendance make in your life?"

3) "How are these programs organized and run?" The author also identified

who attended the programs.
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The responses to why participants attended programs fit into three
categories of well-being. The response categories in order of frequency were:
1) to maintain physical well-being by exercising, 2) to maintain social well-
being by talking with friends and others, 3) to maintain mental well-being by
learning relaxation techniques and by contributing to doing for others
(Houldson, 1989, p. 61). The response to the question regarding what
difference attendance of programs makes, identified expressed fulfillment
needs such as finding ways of living in harmony with self and "developing a
philosophy and psychology in aging and how to be helpful in volunteer
activity". (Houldson, 1989, p.61)

The program organization and process was described as similar in all
sites and included exercise, discussion and social time. Lecture discussion
covered health promotion topics. Groups were run by community and senior
centre staff, volunteers and the V.H.D. Wellness coordinator. Direction was
usually requested from participants as to content. The author concluded that
programs "promoted the social, mental and physical well-being of older
adults. Also, many educational needs of older adults targeted at the meaning
level (Le Clerc, 1985) are fulfilled" Houldson, 1989, p.62). Two of the program

sites used in Houldson's study were used in the research for this thesis.

Summary of Literature Reviewed

The preceding review of the literature has illustrated the evolving
concepts of health to the current holistic perspective which encompasses the

mind-body-spirit connection, and the ecological perspective that incorporates
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the social and physical environmental influence on health issues of people
individually and collectively.

Health promotion approaches reviewed here demonstrate support
internationally (W.H.O. 1984), nationally (Epp 1986) and provincially (Healthy
Communities 1988) for community development models. Community
development models utilize strategies that promote participants'
empowerment through supporting the process which enables them to define
their health and related issues. A review of studies of programs that support
this approach included Minkler (1985), Labonte (1987), Wallerstein and
Bernstein (1988) and Larsen (1988a). Studies of programs that promote
participants' involvement in selecting program topic content inciuded Cox
and Monk (1989) and Houldson (1989).

The literature reviewed here demonstrated the importance of self-
efficacy and social support in changing health beliefs (Janz and Beck, 1986) and
promoting health and well-being through empowerment (Strecher et al,
1986). Kent (1988) views empowerment as "the ability to choose”, while
Bernstein (1988) describes it as "a process of becoming where individuals
increasingly take charge of themselves and their lives” (p.9‘0) Wallerstein and
Bernstein (1988) describe empowerment as "the ability to act with others".

The role of educators supported in community development models
identified by Labonte (1989b) is "to nurture the process of empowerment and
remove the obstacles”. However, only three studies reviewed here - SAGE
(1974), Minkler (1985) and Larsen(1988), identified the importance of training
facilitators. While several studies refer to the need for trained facilitators, it is
not clear from the literature that community development strategies have

been taught. Health care professionals are traditionally indoctrinated in the
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medical model approach which does not promote the empowerment of
individuals.

The literature demonstrates the trend in health promotion which
promotes the process of people empowering themselves, however, studies
that assess program effectiveness have not fully addressed this. Program
effectiveness as assessed by studies of programs reviewed in the literature
address the issues of participants' improved health status, knowledge level
regarding program content as well as participants' involvement in other
groups as a result of program participation, King (1987), Growing Younger
(1988), and Houldson (1989).

The following chapter will describe the methodology used in this study
to assess the perception of the effectiveness of health promotion programs on
older adults, from the perspective of participants, facilitators and referring

professionals, and determine if these programs reflect W.H.O.'s definition of

health promotion.
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Chapter I11

METHODOLOGY

"A case study is an empirical inquiry that:
Investigates a contemporary phenomenon within its real life
context; when
the boundaries between phenomenon and context are not clearly
evident; and in which
multiple sources of evidence are used.”
(Yin 1981a & 1981b)

The purpose of this exploratory case study was to investigate the

effectiveness of health promotion programs for older adults being delivered

at six sites in Vancouver. It was designed to examine the perceptions of
program effectiveness on participants from the perspective of those
participants, program facilitators and referring professionals. This study
identified the demographic profile of program participants, looked at
programs that had been in operation over different lengths of time, examined
whether approaches were used to "enable" program participants to take
charge of their own health relative to program planning and delivery. This
chapter contains the methodology used to assess programs effectiveness,
described under the following headings: research design, sample, procedures
for administering questionnaires and interview guides, description of
development of instruments (A, B & C), reporting data and the use of

portraiture.
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Research Design

The exploratory case study approach used in this research incorporates
a number of instruments and activities to answer the questions set out in
Chapter I.

Program participants were asked to answer a questionnaire which
includes questions on perceptions of their health, sense of efficacy and
supporting social networks; and to complete an information sheet providing
demographic information. Then program participants were asked to take part
in a focused interview which asked questions about their involvement in the
program.

Program facilitators were asked to answer a questionnaire which deals
with the program history and present program content. Questions about
health, health promotion and the role of facilitator and participants in
program planning, content selection and delivery were also asked.

The referring professionals were asked to respond to a questionnaire
which asked questions about their understanding of health, health promotion
and wellness programs for older adults. It also asks about their knowledge of
persons attending wellness programs, benefits to these individuals and
changes in program content and delivery.

The investigaZor began by sitting in on a number of sessions of each of
the programs throughout the four months of the study. Discussions with
Parks and Recreation staff involved in programs and with several former
participants provided additional information. This provided a more holistic

view of programs included in this research.
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Sample

Program Sites

The sample for this research consists of participants from (Health
Promotion) Wellness programs operating within a Vancouver Health Unit
catchment area. The sites were selected on the basis of the length of operation
of each program. The programs had been in operation for 8 years, 6 years, 1
1/2 years, 10 months, 6 months and 4 months. Five of the programs were
located in community centres and in residential areas of greater Vancouver.
The sixth program was located in a seniors' centre adjacent to a shopping
centre.

All programs in the study were advertised as wellness programs for
seniors. The age for inclusion was 55 years or more. All programs are
available to participants on an ongoing basis. Participants were free to drop in
to each program when they wish. Most programs were in operation weekly
while two programs met every second week. Several of the programs closed
down for two to eight weeks during the summer. One program discontinued

the discussion group part of the program during the study.

Program Participants

All program participants present at the time of the investigation were
asked to take part in the study by filling in questionnaires, information sheets
which provided demographic data, and taking part in the interview.  Fifty-
three program participants filled in the questionnaires and information

sheets. Forty-two of those program participants also agreed to take part in
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personal interviews. Participation in the study was not mandatory, therefore

this represents a sample of convenience.

Program Facilitators

Facilitators of each of the six programs selected were asked to take part
in the study. All program facilitators took part in the study, therefore this is a
non-randomized sample.

Facilitators of programs have various job titles and defined roles. One
was a programmer and coordinator of a seniors centre. Three were fitness
instructors that were responsible for seniors programs at community centres.
One was a volunteer fitness instructor that worked in programs at two
centres. The sixth facilitator was the health promotion coordinator for
seniors programs in the health unit. She advised programmers and
facilitators, and facilitated in five of the six programs in this study from time

to time.

Referring Professionals

Referring professionals in this study were persons who were in a
position to inform and recommend that clients attend wellness programs.
The selection of referring professionals contacted in this study was based on
information obtained from program participants and facilitators on how older
adults hear about and become involved with wellness programs. A list of
names of community support agencies involved with older adulte within the
health unit catchment area provided additional contacts. Therefore, letters

and questionnaires were mailed to ten home support agencies, and four
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special services agencies that provide community service to the Vancouver
Long Term Care Program.

The three Geriatric Short-Stay Assessment units located within the area
where participants of the programs involved in the study lived were
contacted. The supervisors of each of the units gave direction as to which
staff members would be able to appropriately answer the questionnaire.
These staff members were nurses and social workers working on units in the
summer of 1989.

The third group of professionals included in this study were health
unit staff directly involved with older adults living in the community. They
included home care nurses, long term care assessors, a nutritionist and
director of volunteer services for the health unit. The referring professionals
contacted were a non-randomized sample because participation in the study

was not mandatory.

Procedures

Development of Instruments

The questionnaires, and interview guides were developed specifically
for this study by the investigator. A variety of resources were used to develop
the questions including the investigator's personal experience as facilitator of
two groups of older adults taking part in the Choosing Wellness Workshops.
Two seniors' health promotion co-ordinators in Vancouver and three
program facilitators in the greater Vancouver region were consulted in the
process of developing questions. Literature related to wellness programs,

questionnaire development and interview protocol in general and specifically
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with older adults was reviewed and impacted on the design and questions
chosen. Several referring professionals with health and social service
backgrounds were asked for feedback on the questionnaires for referring
professionals. Other health professionals and several seniors not involved in
the programs in this study were also asked to give feedback on questionnaires

and interview format and content.

Program participants letter of transmission, consent forms, questionnaire,

information sheet and interview guide appear in Appendix A.

Program facilitators letter of transmission, consent form, and questionnaire

used as interview guide are located in Appendix B.

Referring professionals letter of transmission, consent form and

questionnaire appear in Appendix C.

Procedures for administration of questionnaires, information sheets
and interview guides for the three groups included in this investigation are

described separately.

Program participants

All program participants present at the time of the investigation were
asked to take part in the study by filling in the questionnaire and information
sheet during a designated time at the program site. The investigator was
present to give directions and answer any questions for the purpose of
clarification. Because of a small number of participants attending programs in

the late spring and summer, all participants were asked to be interviewed.
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Several participants not present at the first session filled out the questionnaire
and information sheet at the time of their interview. Five other program
participants who were physically disabled asked the investigator to assist them
in filling out the questionnaire.

Program participants were interviewed at a time and a place that was
convenient for them. Thirty-five participants were interviewed at the centre
where they attended the program, six in their homes and three by telephone.
Three program participants refused to have the interview recorded by
audiotape. The three telephone interviews were also not recorded on

audiotape.

Program facilitators

All program facilitators were contacted to ask permission to carry out
the research in the program they were facilitating. They were given the letter
of introduction and questionnaires once permission was granted. An
appointment was made at a time and place convenient to them, to conduct an
interview based on the questionnaire. Interviews took approximately one

hour. All were conducted at the program sites and recorded on audiotape.

Referring professionals

Three groups of professionals contacted in this study were given letters
and questionnaires. If they consented to take part in this study they had the
option of returning the questionnaire or answering it by way of a telephone

interview.
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Letters and questionnaires were mailed out to 10 home support agencies and
four special service agencies.. All agencies were contacted by phone and asked
four questions:

1) Had they received the questionnaire?; 2) Were they willing to take part in
the study?; 3) Did they wish to return the questionnaire in the self-addressed
and stamped envelope provided?; 4) Did they prefer to respond per
telephone interview? This approach provided the information that 5
agencies had not received the questionnaire and a second mailing was
necessary. Eight responses were received by mail.

The three Geriatric Assessment units were contacted in order to direct
the introduction letter and questionnaires to the appropriate persons.

Letters and questionnaires were then sent to the nursing and social
service staff that the department supervisors indicated were appropriate.
Four questionnaires were completed and returned.

The third group of professionals were health department staff directly
involved with older adults living in the community. The investigator
attended department meetings and requested participation in the study by
staff who were: 1) aware of clients and their family or curegivers who
attended programs; 2) had informed clients, families or caregivers about
wellness programs. Five home care nurses and five long term care case
managers accepted questionnaires. They were contacted two weeks later if
questionnaires were not returned. One home care nurse, five long term care |
case managers, a nutritionist and director of volunteers returned

questionnaires.
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Reporting Data

Pregram Participants' Data

Data collected rogarding the 53 program participants responses to the
questionnaires and information sheet was summarized and reported in tables
in Appendixes D and E. Data collected from interviews with 42 program

participants was summarized and reported in tables in Appendix F.

Program Facilitators' Data

Data collected from guided interviews with the six program facilitators

was summarized and reported in tables in Appendix G.

Referring Professionals’ Data

Data collected from 20 referring professionals responses to

questionnaires was summarized and reported in tables in Appendix H.

Answers to the Research Questions

The answers to the research questions presented in Chapter I are
reported using descriptive data from the study sample responses to
questionnaires and interviews and appears in Chapter IV. When the data is
reported in numbers and summarized into percentages, the percentage is

rounded to one decimal place so that the total adds up to 100%.
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Portraiture

The data collected regarding participants, facilitators and programs is
analyzed, coded, and reported by the use of portraiture writing (Lightfoot,
1983). The portraits are used to illuminate the data and include anecdotal
comments that were collected from program participants, facilitators and
other staff perceptions. The observations and perceptions of the investigator
during the interviews and attendance at sessions of the six programs is also a
part of analysis.

In her book "The Good Highschool", Lightfoot developed a form of
inquiry "that would embrace many of the descriptive -- and experiential
dimensions -- (1983, p. 6). Portraits are designed to express the essence of
what is being explored. In this thesis the essence of wellness programs and
their participants is captured in the moment of time in which the study took
place via portraiture.

The six program sites identified in this study as site 1 - 6 are presented
in portraiture as Elderberry Centre, Blackberry Centre, Blueberry Centre,
Roseberry Centre, Huckleberry Centre, and Mayberry Centre. The portraitures
are composites of the six sites and do not represent individual programs.
They depict typical and atypical program sites, program activities, program
participants and facilitators. The themes they address and issues they
illuininate help breathe life into the essence of the descriptive data from this

study.
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Chapter IV
CASE STUDY FINDINGS

"Health signifies that one’s life force is intact, and that one is
sufficiently in harmony with the social, physical and
supernatural environment to enjoy what is positively valued
in life”  Bantu African Thought

This exploratory case study has focused on a sample of wellness
programs for older adults in Vancouver. The purposes of this study were to:
1) investigate the effectiveness of health promotion programs for older adults
from the perspective of program participants, facilitators and referring
professionals; 2) determine if these programs reflect the W.H.O. definition of
health promotion. The findings are reported by first answering the eight
questions outlined in Chapter I. Approaches to program delivery are also
reported. The chapter then presents composite portraits of sites and of typicali
and atypical program participants and facilitators. These portraits highlight
the differences among sites, leadership styles and participant roles, as well as
the differences in perceptions between participants and facilitators. A brief

summary of findings completes the chapte.

The Study Questions

The questions that this study initially addressed were:

1) What is the demographic profile of persons who take part in
these programs?

2 What attracts them to the programs?
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3) Why do they stay?
4) Why do they leave?

5) Do participants perceive changes in their supporting social
networks as a result of their participation?

6) Do they have opportunities for involvement in decision raking
during the program?

7) Does the program achieve its objectives and if so, how?

8) What are the facilitators' and referring professionals'
perceptions of health promotion and the program and its
effectiveness?

1. What is the demographic profile of persons who take part in the
program?

Profile of Program Participants
The demographic data provided by 53 program participants from
programs at six sites provides interesting profiles of older adults who attend
wellness programs. A summary of this data is presented here, while a

detailed summary of all sites is presented in Appendix D and E.

Sex, Age, and Ccuntry of Origin

Females made up 92.5% of the study sample while 7.5% were males.
Males in the study were from three of the six program sites. The average age
of all program participants was 71.2 years, with an age range of 59-882 years.
Widows made up 44.3% of the sample, 34.6% listed their marital status as
married, 1.9% described themselves as single and 1.9% divorced. Canadian-

born participants accounted for 77.3% of the sample, while 17% were British
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and 5.7% came from Europe. English was the first language spoken by 84% of
the sample, while 5.6% named German as their first language. A small 1.9%
each identified their first language as either French, Welsh, Polish, Romanian

or Norwegian.

Location and Type of Living Arrangements

A notable 77.7% of the sample lived in the neighbourhood where the
program was offered and 24.5% lived in adjacent neighbourhoods. Only 3.8%
of participants from two sites lived in distant communities. Participants
sampled had lived in their current neighbourhoods for 6 months to 67 years
with an overall average of 27.8 years. Despite an increasing trend toward
living in apartments, only 43.3% of the sample stated that they were living in
apartments and 52.9% lived in houses, while 1.9% reported living in a
townhouse. Slightly more than half, 58.5% of the sample reported living
alone, while 30.2% lived with a spouse, and 7.5% lived with other relatives.
Only 1.9% reported living with a friend, and 1.9% did not respond to this
question. Pet owners made up 37.7% of the sample with dogs, cats, and birds

being the most common pets.

Current Occupation and Activities

The majority of program participants, 92.4%, described thernselves as
retired, while only 2% said they were semi-retired, and 5.6% were working.

When asked what they were currently working at, 38.6% said volunteering,
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15.1% hobbies, 11.3% were enjoying life, 7.5% reported being housewives and
5.7% said they cared for grandchildren. Current interests identified by
program participants included volunteering, 51.8%, involvement in clubs
43.4%, church work, 17%, and recreational activities, 71.2%. Recent
educational experiences within the past 12 months were reported by 20.8% of
the sample. Their activities varied from Fine Arts courses 7.5%, completing
high school 3.8%, elderhostel 3.8%, health 1.9%, photography 1.9%, and

computer courses 1.9%.

Education and QOccupation

Formal education background reported by 88.7% of the sample showed
that 49% had completed high school, while 18.8% had less than grade twelve,
24.5% had attended college or trade school, and 26.4% had completed post-
graduate studies. The most frequently reported occupational backgrounds
were secretarial 17%, teaching 15%, health care 13.2%, sales 13.2% and
housewife 13.2%. Other careers reported by one to three participants included
telephone operators, managers, social workers, and a mechanic, psychologist

and missionary.

Financial Status

When program participants were asked if their current income was
sufficient to meet their needs, 84% said yes, 5.7% said no, and 9.4% chose not

to respond. In response to the question "To what degree do financial
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resources cause you stress?", 30.3% said never, 36% said seldom, 20.6% said
occasionally stressful, while 13.2% of the sample chose not to respond. Fifty-
one participants responded to the question about their current sources of
income. Their responses showed that pensions accounted for 79.2% of
income, followed by money from assets 45.2%, and spouses 5.7%. Twenty-
eight point three percent (28.3%) of the sample chose not to respond to the
question about total household income from all sources before taxes in 1988.
Of those that did, 35.8% said their income ranged from $13,000 - $25,000 in
that year. Only 5.7% said their income was $10,000 or below, while 15.1%
reported an income range of $10,000 - $12,000; 5.7% had incomes from $25,100
- $39,999; and 9.4% reported incomes of more than $40,000.

Perceptions of Program Participants

The Meaning of Health

The most frequently used word to describe what health meant to
participants was "well-being" (15 respondents). This was described as "mental
and physical”, "mind, body and soul” or included "being at peace with

oneself". Other descriptions included:

efeeling well enough to enjoy life, work, hobbies
and social activities (8)

enot having any major problems or freedom from illness
ebalanced lifestyle and "being happy with self and others”
eself care

*being active and being with positive thinking people

eliving longer actively
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Self-rated Health

Participants were asked to rate their health, life satisfaction, self-efficacy
and supporting social networks. They responded with factors known to
contribute to promote health and well-being. Self-rated health reported by
participants was: Excellent 8%; Very Good 46%; Good 34%; and fair 12%.
Participants’ were asked for their views of their personal health compared to
others of the same ages. They responded that their health was: much better
than others - 12.5%, better than most - 66.7%, about the same as others -
20.8%. The majority, 65.3%, said they were usually satisfied with their current
life, while 24.5% were completely satisfied. Only 4.1% stated that they were

seldom satisfied, while 6.1% said they didn't know.

Health Maintenance Activity

Participants stated that the most important things they did to maintain

good health were:

*get a balanced diet (low in calories with plenty of vegetables and fruit)
sexercise regularly

eget adequate rest

emaintain interests for mental stimulation & social contact

ethink positively

*maintain good friendships
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Self-Efficacy

An important aspect of wellness is the individual's perceived
expectancy of obtaining valued outcomes through personal effort. A majority
of program participants in this study, 83%, said they felt in control of their
lives, while 43.4% said they were able to influence others and 71.7%
responded affirmatively to the statement that they felt able to make choices
that positively influenced their well-being. A small 7.5% said they usually
felt unable to influence others, while 11.3% said they felt unable to take
charge of situations that arise in their lives. When participants were asked
what were the most important things they did to improve or maintain good
health they listed the following activities: exercise 77%, dietary practices 75%,
rest 13%, maintaining mental and social interests 9.4%, thinking positively
5.6% and maintaining friendships 3.7%.

In response to an open-ended question, participants reported on what
they valued about their independence. Their comments included "choosing
to follow my own interests" (7); "handling my own problems" (2); "good
health and peace of mind" (2); "having a flexible lifestyle" (1); "not accounting
to anyone" (3); "free of the clock” (4); "privacy” (2).

Participants were asked to identify the things they wished they could

do. They reported the following:

stravel more (8)
ewalking, swimming, skiing or dancing more (6)
o further education (1), learn to drive (2), play the piano (1), read (1)

ehave a garden or volunteer type job (3)
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edo things faster (1)

erest more (1)

eaccept things as they are (2)
eaccept myself as I am (1)
estay the same (1)

ewished I didn't get down (1)

ewished I was more mebile and could garden, and enjoy other outdoor
activities (3)

ehave an escort (2)

Social Support

When participants were asked if they ever worry about being
dependent on others, 47.1% said sometimes, 30.1% occasionally, 16.9% said
never, while 3.8% said frequently, and 1.9% said always. Fifty participants
responded when asked if they knew people who would help them on an
ongoing basis, if it were necessary. A majority of the sample, 73.6% said "yes"
that others would help them, 11.3% were "unsure”, and 9.4% said "no"..
When program participants were asked if they were helped by others 64.1%
said they were helped by neighbours, while 84.9% were helped by family and
81% by friends. Activities reported as helpful included:

esharing entertainment, meals, travel, volunteering, garden produce
and clothes (11)

*always being there for them (8)

ehome care and maintenance (6)
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etransportation (5)
sshopping (5)
ethreading needles or writing letters (2)

eadvising on matters they can't manage (1)

The majority of the sample, 84.9% reported helping neighbours and
friends while 77.4% reported helping family members. Activities they

reported helping others with included:

echild care (16) 10 - grandchildren)

eshopping (11)

stransportation (9)

shousehold chores and maintenance (%)

*doing social activities together - clubs, trips and volunteer work (9)
sbaking (6)

evisiting the sick (5)

echecking on others (5)

echecking on others properties(5)

Participants were asked to identify people important to them. Ninety
point five percent (90.5%) identified family members, 83% mentioned friends
and 70% said neighbours while 5.3% included other significant individuals.
The number of persons important to individual participants ranged from
none to 159. The range for the number of persons identified as closest to

participants was 9 to 156, while the most distant were 0 to 10.
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Frequency of social contact showed that participants had daily contact
with neighbours most often, followed by family and friends. They were most
satisfied with contact of friends 91%, followed by neighbours 84.9%, family
members 81%, physicians 75.4%, program participants 68%, and other

professionals 50.9%.

2. What attracts participants to the program?

A number of questions were asked of participants to see what attracted
them to wellness programs. These questions included how participants heard
about the program, what they do there, and if they come to the program with
anyone. Forty-one participants of wellness programs in this study reported

that they had heard about the program through the following ways:

personal contact 32%
community or seniors' centres 29%
newsletter or advertising 19%
fitness activities 15%
referring professionals 5%

The majority of wellness program participants in this study took part
in the discussion group (93%,) or exercise group (76%), while 81% of that
group took part in both exercises and discussion. A small number reported
coming to have their blood pressure‘ checked while 12% reported taking part
in shoulder and neck massage which was offered at three sites.

Social contact is an important factor in attracting participants to those
programs as reported by facilitators and participants themselves. Participants
reported that 60% came alone, and 33.3% came with friends or neighbours,

while only 5% came with relatives. The majority of the participants in the
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samples (90%) said they had made new friends or acquaintances in the
program.

Facilitators were asked how new members are attracted to programs.
Four of them responded as a result of special events (2), the walking club (1),
word of mouth (3), newsletter or pamphlet (3). The other two groups were
not growing. One was static and the discussion group was discontinued part

way through the study at site number 4.

3. Why'do participants stay in the programs?

Participants ongoing involvement is due to a number of factors. Fifty-
seven percent of respondents to the questionnaire said their lives had
changed since coming to the program. These life changes fit into four
recognized areas of human needs: physical, social, spiritual and intellectual.

Benefits they identified were:

Physical - increased energy, breathing, mobility and reduced
inches

Social - increased social networks, enjoying people and
feeling close to people, social support and feeling
reinforced by action of healthy choices

Spiritual - feeling great with a reason to get up in the morning

Intellectual - learning new things, understanding

The 43% of participants who said their lives had not changed since
coming to the program qualified this with the following comments: they
were always active, had no change in health status, just enjoyed the people or
were unsure.

Fifty-two per cent of participants stated they were involved in wellness

programs as a result of attending other activities, such as exercise groups, -
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other activities at community and seniors’ centres, and other types of clubs or
church groups. Slightly fewer participants, 48% reported becoming involved
in other activities as a result of being members of the wellness program.
These activities include: Nutrition Neighbours, Seniors in Action, Seniors
Strut, Concerned Citizens for Affordable Housing, other wellness programs,
volunteering, weekly supper group, walking clubs, and responding to the
Healthy Aging report. It is clear that whether or not participants become
involved in wellness programs first or as a result of attending other groups or
activities, the opportunities for expanding their social networks and finding
purposeful and pleasurable activity are common results of their

involvement. Program involvement also helps sustain their interest.

4. Why do they leave?

This question resulted in a range of responses from current program
participants who attended sporadically, to those who no longer attend.
Participants were asked about the frequency of their attendance; Thirty-one
percent (31%) from two sites attended the exercise part of the program more
than once a week, while 67% representing 5 sites stated they attended weekly.
One group met only biweekly, therefore 14% of the sample said they attended
biweekly. Another 17% of participants from 5 sites said they attended
occasionally and 2% said they never attended either the discussion group or

the exercise component of the program.
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Currently Attending Participants

Participants of the study currently attending wellness programs stated

that the reasons they were not regular attendees were:

eillness of self or significant other

eother commitments during the program time

enot interested in current topic or already knowledgeable about that
topic

efeeling that one or two people monopolize the discussion

*too many people talking at once which makes it hard to hear
stension within the group and/or the centre

efeeling unwelcome by group members and/or leader

epoor attendance of group for guest speaker was embarrassing

Former Program Participants

Three former wellness program participants from two sites agreed to be
interviewed. They were met by the investigator by chance meetings at the
centres where two programs were located. The reasons they gave were
similar to participants who attended groups sporadically. Both women
attended programs at two different sites. One woman reported leaving
because of health and other commitments. While she intended to return, she
had delayed for several reasons related to tension within the group and centre
as well as the presence of several members who, she felt, were not respectful
of her expressing her opinions in the group discussion. The second woman
attended the exercise class, but not the discussion group. She had received a

poison pen letter that suggested she had an outspoken manner and poor
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English. She was of European origin and had worked as an interpreter,
therefore, felt her English was more than adequate. She further described the
group leadership as controlling by some group members and the facilitator,

and did not feel welcome.

Former Male Participants

The male interviewed, who was a former program participant, left the
group because his wife had moved to a more advanced exercise group. He
found that the discussion group was predominantly female, and that he had
very little in common with the few elderly males who occasionally attended.
His insights into the issue of poor male representation at the program were
that a few women monopolized the discussion, that women tended to expect
the few males who did attend to take on responsibility for various tasks or
organization automatically, that the presence of the opposite sex inhibited the
discussion of some health problems, and that some of the women's
discussion were boring.

Several men in the centre's men's luncheon group had been involved
in the wellness program in the past. They allowed me to speak with them
about their group and the wellness program. All nine males in attendance
were involved in a number of organizations. They preferred to keep their
group informal, and share the tasks in a cooperative manner. They share a
meal weekly at the centre, and occasionally planned a day trip to a museum
or other places of interest. They did not have speakers, but shared their
experiences and whatever interested them at the time. The reasons they gave

for leaving or not attending the wellness program at the centre were:
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sthat wellness groups were attended mostly by women

swomen and program facilitators didn't always talk about topics that

interested them
ssome health-related topics were more easily discussed in just men's

or just women's groups

ethat some women tended to monopolize the discussion

ethey wanted to avoid being organized and have their time committed
for them by women (a common occurrence according to men

both in and out of wellness programs)

ethey enjoy just men's company at times

5. Do participants perceive changes in their supporting social networks as
a result of their participation?

Participants' perceptions of changes in their supporting social networks
were discovered by asking the following questions "With whom do you come
to the program?”, "Have you made new friends in the program?”, and "Do
you see them outside of the program?".

Sixty percent (60%) of participants from all sites reported coming to the
program alone, while 40% come with others, 17.5% with friends, and 17.5%
with neighbours, and 5% with relatives.. The majority of the programs'
participants, 90%, said they made new friends, while only 5% said no, and 5%
didn't respond. Of those who said 'yes' to making new friends and/or
friendly acquaintances, thirty-six percent of participants said they did not see
other participants outside the program, while 44% said they did. The types of
involvement most frequently stated were chance meetings 23.8%, having
lunch 14.3%, meeting with friends in other groups, volunteer activities,

neighbours, sharing garden produce and taking seniors' day trips together.
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The responses to the question "Has your life changed since coming to
the program?", were "just enjoying people", "feeling close to others”,
"increasing social networks”. The comments demonstrated participants'
perceptiors of program effects on their social support systems.

A substantial 68% of the sample said they were usually satisfied with
the frequency of contact with program participants, while only 1.8% said they
were occasionally satisfied, and 1.8% were usually dissatisfied. Slightly more
than a quarter of the participants, 28.3%, chose not to respond to the question

regarding degree of satisfaction with contact of program participants.

6. Do they have opportunity for involvement in decision making during
the program?

Perceptions of program participants

Participants were asked, during a focused interview, about their
involvement in planning or organization of program content or events. One
of the respondents (62% said no to this question) said she was willing to help,
but her offer had not been acted on by the facilitator. Thirty-eight percent
responded 'yes' to this question, and listed suggesting topics (6 sites), phoning
speakers (3 sites), chairing the meeting (2 sites), thanking speakers
(1 site), serving reireshments (2 sites).

A sizeable 60% felt that suggestions they had about the program were
implemented, such as topics to discuss, speakers, day trips and frequency of
meeting times. Thirty-six percent (36%) said suggestions they had were not
implemented, and 4% were unsure or didn't recall. Of those participants who

said that their suggestions weren't implemented, several said they were not
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involved enough or didn't make any suggestions because they hadn't been in
the program long enough or preferred not to be involved.

When participants were asked if there were people in the group who
could take on more or some leadership responsibilities, 69% said 'yes’, and
14% said 'no’, because of age, or they were uneasy about accepting too much
responsibility and didn't know anyone who could. Seventeen percent said
they were 'unsure' because they hadn't been there long enough, didn't know
participants well enough, felt some people were natural doers and others
were not. Only 26% said they could take on more or some of the leadership,
while 74% said 'mo'. Those that didn't choose to take on leadership
responsibilities in the program gave reasons of personal choice, health, being
busy in other activities or caring for family members, and not seeing

themselves as natural leaders.

7. Does the program achieve its objectives and hcw?

Frogram Obijectives

The Keeping Well Brochure (Feb., 1988) states that "the program is
based on the belief that people feel better and have more energy when they
are learning more about themselves; are physically active, are involved in
activities with other people and have the opportunity to participate”.
(Vancouver City Health Department, Feb. 1988) The program is specifically
for people 55 years of age or older.

Program objectives are to:
1 Give participants information about health

2) Promote the health of participants
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3) Give participants opportunities to plan and impiement their
programs.
The Keep Well brochure (1988) states that this is achieved through
exercise, discussion of health issues, learning about resources, meeting other
people, supporting each other, reaching out to others, participating in the

community and laughing.

Actual Program Activities

During the four months of the study the researcher observed the
activity within the programs at six sites. All programs had discussion groups
where health information and resources were shared. The topics included
foot and skin care, safety in the home and neighbourhood, and the
importance of laughter, and friendship for health. Speakers informed
participants on the aforementioned topics as well as issues related to
environmental awareness, recycling, the affordable housing crisis and any
other topic participants expressed interest in discussing.

Promotion of participants' health is achieved in these wellness
programs through a variety of activities including exercise at all sites (except
site #3). Health information and resources were shared by the facilitators,
guest speakers, and program participants. The program provides an
opportunity for participants to meet new people. Ninety percent of the
participants who were interviewed said they made new friends or
acquaintances in the program while only 5% said they had not, and 5% chose

not to respond.
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When participants were asked if their lives had changed since coming
to the program, 57% said "yes". They gave examples such as "improved
energy and mobility”, "enjoying people”, "increasing social networks",
"feeling closer to others”, "sharing information with others", and
"reinforcing their action” by group support.

Some participants reached out to help others. A notable 48% of
participants interviewed said "yes" when asked if they were involved in
other activities as a result of attending the program. They listed involvement
in volunteer activities such as Nutrition Neighbours, Friendly Visiting,
Neighbourhood Helpers, Seniors in Action, Red Cross, or seniors' groups or
committees such as Seniors Strut, Live Wires, Concerned Citizens for

Affordable Housing (see Appendix F-6 for details of these activities for each

site).

Perceptions of Participants’ Involvement in Wellness Programs

The one objective related to providing seniors with opportunities to
plan and implement programs showed a difference of views between
facilitators and program participants. While all facilitators said that
participants had opportunities to express their views about, and plan for
program content, they often viewed participants' roles in programs
differently than participants themselves. Facilitators described participants'
roles as mostly involving maintenance tasks such as preparing name tags,
serving juice, looking after attendance records, suggesting discussion topics,
and phoning members to remind them to attend (see Appendix G-14 for
specific roles identified by facilitators from each site).

Participants’ responses to the question about their involvement in the

planning or organization of program content or events indicated that 62%
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were not involved. Thirty-eight percent (38%) that said they were involved
in suggesting topics, serving refreshments, phoning participants. Participants
from sites 3 and 4 referred to arranging speakers while one from site 2
mentioned being chairperson for the group. (see Appendix F-9 for specific site

differences)

8. What are facilitators’ and referring professionals’ perceptions of health
promotion and the program and its effectiveness?

Facilitators' view of health promotion

The six facilitators identified their views on health promotion and
discussed ways in which the definition had changed for them. The summary
of definitions incorporate the concept of helping people change and grow,
encouraging their involvement and interest in current events, awareness of
health factors such as exercise, social contacts and a comfortable environment.
All facilitators said they believed this definition had changed over time
because more information was available and needed. @ One facilitator
described the change from a disease focus to a broader view. Another
facilitator described the community development approach to health
promotion in which people identified their own needs and planned their

own programs to deal with issues important to them currently.

Referring professionals' view of health promotion

The referring professionals who responded to this question identified a
number of health promoting topics in their definitions ranging from

nutrition, exercise, stress reduction to specific disease management. While
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10% of this sample did not respond to this question, and another 10% didn't
know, the 80% who did respond referred to promoting physical, mental ,and
social well-being, responsibility for their own health, and increase in quality
of life. Only one of the respondents described health promotion in relation to
living free from disease. They viewed changes in health promotion as
focussing more on mental health, individual responsibility and choices and

disease prevention.

Facilitators' views of the program and its effectiveness

All facilitators believed in the value of the program in relation to
meeting needs for older adults. This was assessed in their responses to the
question, "What are the needs of participants in relation to what the program
offers?” (see Appendix G-12, Summary of Facilitators' responses to this
question). They identified the need for information about health, housing, as
well as personal contact, sharing, empathy, exercise and fun. All facilitators
said that they saw changes in participants since the program started. These
changes included being more open to talk, increased networks and interests,
improved physical and mental flexibility, more friends, increase in
knowledge, more involvement in other events, and increased awareness of
current community issues.

Facilitators were also asked "What sort of Community outreach does
the program foster?". Facilitators from site 1 and 6 said programs were too
new to reach out to the community. Two other facilitators from sites 2 and 5
said participants did exercises for community events such as fairs. At site 3,

participants were involved in writing City Hall about neighbourhood and
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environmental issues. At site 4 participants were involved as individuals in
other community concerned issues.

Four of the facilitators said the program had an effect on the community.
They described the effect as healthier seniors, better informed people about
seniors' programs, impetus for fund raising for community centres, and
lobbying for a seniors centre. They identified the number of seniors' activities
which program members were involved in, such as Nutrition Neighbours,
Seniors in Action, Seniors Strut, Neighbourhood Helpers, and Concerned
Citizens for Affordable Housing. One other facilitator answered "not yet" and
a second said "yes, and no", because some individual members were

involved in other activities as a result of attending the program but not as a

group.

Referring Professionals Views of the Program and its Effectiveness

When referring professionals were asked what they perceived to be the
benefits to older adults and the community of this type of health promotion
program, 95% of respondents identified the following benefits to older adults::
socialization, networks, feeling in control over their lives, looking forward to
activities, information, awareness of a healthy lifestyle, health benefits such
as fitness and mental stimulation and contact with health professionals.
They identified benefits to the community as reducing acute care admissions,
reducing cost of health care for older adults, and influencing older adults to
remain active in community life.

Only 45% of the referring professionals sample said yes to the question

"Have your client's benefitted from the program?" They identified these
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benefits as the result of a good social match. They also said clients benefitted
most if they were motivated and able to get to the program. A small number
became more active in the community as a result of program participation.
Another 40% were unsure of benefits because of lack of follow-up procedures,
or because it was too soon to tell if clients who had just started were
benefitting. Another 10% did not respond to this question and 5% said no,

without explaining their response.

Approaches to Program Delivery
The perceptions of facilitators and their actual approaches to program

delivery reflect two views. One based on the medical model and the second

based on the community development model.

The Medical Model Approach

Three facilitators seemed to support the medical model approach since
they stated that professionals and trained volunteers with professional
credentials should be the ones to do such activities as lead exercises, give
relaxing massages, and take blood pressures. They identified the need for paid
staff and visiting professicnals to provide information and leadership, "to put
programs on for seniors". Two of the three were in programs that had been
running for more than five years, and the third was in a new program and

new to the specific job.
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They described the participants' role as taking attendance, serving
refreshmentis, and suggesting discussion topics. They frequently referred to
"my seniors", my program", "they have worked hard all their lives, they
should be able to sit back and be pampered for a change”, and "what I say

goes."

Community Development Model Approach

The other three facilitators had various degrees of understanding about
enabling approaches and community development strategies. They described
their role as working with seniors, acting as a resource and planning
programs cooperatively with participants. They were all trying to actively
involve seniors more in program planning and delivery. Two facilitators
talked about utilizing the knowledge and experience of participants by having
them share travel and career expériences.

The youngest facilitator raised the issue of being a paid employee who
felt it was her job "to do it all". She said when she did it all participants
weren't interested in the programs, and there was poor attendance and
participation. "Finally I figured it out. I stepped back. They do it now, and 1
advertise and book the space, and support them in the process."

The most experienced facilitator who practised the community
development model approach was described by program participants as a
good listener, with a good sense of humor, and a knack for getting people to
talk and give input to the program. This facilitator described the need for
participants to "share their wisdom and experience with each other, and by

being active demonstrating the capacity to direct their own life choices. By
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doing so they will explode the myth of aging for themselves and for other
generations”. This facilitator's education and experience had provided her
with knowledge about older adults' needs, community development

strategies, and experience with group process.

Portraits of Wellness Programs

The portraits presented here are a synthesis of data gathered from
viewpoints of the participants, facilitators, referring professionals, as well as
investigators observations of the programs and its people and facilitator
actions. Names of programs and subjects interviewed are fictitious to provide
anonymity for the real subjects and places involved. The key characteristics
and themes that emerge from the analysis of six wellness programs in Greater
Vancouver are reflected in the portraits, but do not provide details of every
interview or questionnaire respondent. The six program sites are not
portrayed individually, but as composites illustrating themes and issues
relative to approaches to program delivery, participants' roles and program
effects. The portraits that illustrate the composites of program 1 - 6 are called
Elderberry Centre, Blackberry Centre, Blueberry Centre, Roseberry Centre,
Huckleberry Centre and Mayberry Centre.

The intent of this portraiture is to describe acknowledged effects and
concerns about this type of health promotion program for older adults.
Lightfoot used portraitures in her 1983 book on "The Good Highschool". 1
hope to create portraits that inspire shock and recognition - and new

understanding and insights ... " p. 6.
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The neighbourhoods which house these programs in senior centres or
community centres are also described. These centres and their staff influence
and reflect the context and ambience in which participating older adults strive

to maintain and/or regain their individual sense of well-being.

Neighbourhood Context

The greater Vancouver area is noted for a unique cluster of
neighbourhoods. A tangle of transportation arteries carry the ebb and flow of
people as they move about the business of living in a picturesque city with
snow capped mountains and salt-water-rimmed beaches. These
neighbourhoods are a kaleidoscope which reflect cultural origins, as well as
the past and present influences on their residents, including their social-

economic circumstances.

PORTRAITS OF PROGRAMS

A New Program

The Program Site

Elderberry Seniors Centre is adjacent to a modern shopping centre
located in a neighbourhood of older homes with a few clusters of apartments
occupied by adults. This upper-middle class neighbourhood with its tree-
lined streets, and manicured lawns is well populated with older adults. One
is aware of the neat and new appearance of the seniors' centre when stepping

in through the glass doors. There is a young man filling up the coffee maker
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and placing freshly baked goods in glass covered trays in order to be ready for

the early morning members.

Attending a New program

The first members enter the centre wearing jogging suits and runners.
They are four women from the walking club. They get their juice or coffee
and sit down at one of the tables to chat about the warm summer weather, the
affordable housing crisis and summer sales. Several other women and a
visiting couple enter cheerfully greeting the earlier arrivals. They also get
coffee and ask what brought the first four members out so early. A discussion
of the Walking Club ensues. Two more women enter and ask if the Wellness
Program is about to start. Two women get up to leave, explaining they can't
stay for the program today. One says her daughter is coming from out of
town this morning The other says she has an appointment and then needs to
be home when a service repairman arrives. The group move away from the
tables and sit on the chairs and couch in readiness for the wellness program to
start.

While the ten wellness group members wait for the facilitator to
arrive, they start to discuss their plans to visit a restored old hotel next
month. Maude, a retired professional woman in her early seventies, starts to
report about her research into the cost of the transportation. The facilitator,
Kate, arrives on the scene cheerfully greeting the members.. She asks them
how they are, and about their discussion. They complete their reporting
about the arrangements for the trip and agree on what the group wants to do.

Several others volunteer to advertise in the centre newsletter or phone
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others who might want to go on the trip. Several reminisce about the last
time they were at the hotel for tea.

A new male member of the group asks about Abbeyfield House, the
topic for today. The facilitator checks with the group to be sure they are all
ready to move on to the housing topic. Then she briefly sketches the history
of Abbeyfield Society and discusses their plans for affordable housing for older
adults in Vancouver. Kate's talk is followed by a lively discussion regarding
housing costs, options, and concerns about Vancouver's current housing
crisis.

Throughout the group's meeting, other members of the centre have
been arriving for coffee, to talk, or play cards at the the other end of the room.
The phone has been frequently answered by a woman who is both a centre
member and volunteer. The centre programmer arrives to briefly talk about
an upcoming event for seniors, and asks for the wellness group members'
advice and support. The hour has passed quickly and some group members
leave swiftly in order to meet other commitments. Several linger to talk with

each other, or Kate.
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Starting a New Program

This wellness group has been added to the Centre's list of activities in
the last six months. The programmer from the Seniors Centre contacted the
Health Unit's Coordinator of Seniors Health Promotion programs a year
before the program started. Initially, the advertising in the newsletter failed
to bring in members to the program. Together the Coordinator and the
Programmer planned a Tea for seniors. Several seniors who attended the Tea
became the first members of the wellness group. Some members came only
when the topics interested them or they came with a friend and/or
neighbour. At least 50% of members of this group are involved in a variety
of programs at other seniors’ or community centres. The group is slowly
growing and is focusing in on learning about each other and topics that
interest them. Both the programmer and the facilitator at this centre agree
that the group has not reached out to the community, although as
individuals they are actively involved in activities in the community. The
event the programmer has asked them to support will be the first outreach
activity that the group has decided to help with. Many have other
commitments so at this stage only the faithful few have committed their time
to the event. As several facilitators of groups have said, programs or special
events aren't likely to succeed unless the group takes ownership of the

activity.

Participants of the Program

The majority of members of this group are female and have had

careers outside the home before retirement. All are English speaking and
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Canadian born except for one born in Britain. Their average age is 69, and
they have lived in their current neighbourhood, on the average of 20 years.
Occasionally, a single male or a husband will come with his wife to the
program. Group members occasionally bring ocut of town visitors to the

discussion.

A helper not a leader

Molly is a sixty-five year old, who attends the Walking Club three days
a week, and all the discussion group sessions. She was successfully treated for
a heart condition and has a new lease on life. Molly lives with her husband
and one grown son. She has dedicated her life to raising her family and now
she plans to take some time for herself. She has enrolled in painting classes
and attends three centres in the course of a week. Her interest in the
discussion group focuses around health information and sharing experiences
and learning about retirement and age related changes. Her husband is
retiring in the fall, and she has some concerns over how they will adjust to
the many changes that will bring.

Molly takes an active part in the group discussion but is not interested
in taking a leadership role. She describes herself as a follower and helper, not

a leader.

A leader who says no

Sarah is another active member of the group. A retired educator who
has spent the fifteen years since retirement involved in arts and professional
associations, she has travelled and done many of the things she wanted to do.
She has decided that she needs to say 'no’ more often regarding leadership

and other tasks in the various organization she is involved with. She is an
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active member of the Walking Club and, as a single woman, enjoys the
discussion group where she can discuss some of her concerns about aging
alone, mental changes her elderly sister is experiencing, and current
community concerns such as housing. Sarah adds a richness to the group's
discussion, but never dominates or criticizes others' views. She, and others
in this group, see themselves as working cooperatively to do the work of the

group, they don't see themselves as group leaders.

The Facilitators' Perceptions

The majority of the members of this group were described by the
programmer and facilitator as active older adults with a positive outlook on
life, and active participants in maintaining their health. Several members
have had serious life-threatening illnesses, but had made a good recovery.
Several others were involved in caring for family or friends who did not
enjoy good health. The questions they asked in the group and the
information they gathered was shared with those other people, concerns they
shared and support they started to provide for each other helped them to
explore topics of mutual interest, such as the procedure for admission to
nursing homes, signs of Alzheimer's Disease, cancer treatment and

euthanasia.
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PORTRAIT #2
An Established Wellness Program

The Program Site

Blackberry Community Centre is the site of one of the oldest health
promotion programs in the city. While the program started out in rented
space in the same neighbourhood, it moved to its present location in the
community centre more than five years ago. The Community Centre is
located on a quiet tree lined street only a few blocks away from a noisy major
thoroughfare in the heart of the city. The centre has a well worn look, like a
comfortable shoe. The pool, gym and meeting rooms are usually busy, filled
with moms and tots, school-aged children, and middle aged men and women
taking classes or just enjoying a leisurely s:7im.

The seniors who meet regularly at the centre share a lounge with other
groups. This same space doubles as a meeting room and office. Like many
other community centres built in the early sixties, its physical space is
inadequate to meet the increase in population demands for recreation
services.

Many of the older homes in this neighbourhood have more than one
family living in them now. Many immigrant families have moved into the
neighbourhood but not'all go to the centre for their recreation. Because of

language and cultural differences many would feel uncomfortable there.
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A Day in the Program

The wellness program discussion follows the fun and fitness exercise
class led by the program facilitator, Jane, a Parks and Recreation Centre
employee. Today there are more than the usual dozen participants for the
discussion part of the program. A city policewoman has come to talk about
being safe in the home and on the street. Several men have joined their
wives for the safety lecture. Several women slip in to the back of the room
just as the speaker is introduced by the program facilitator. These latecomers
slip away as fast as they have arrived with few words for anyone they
encounter.

During the presentation three other women talk to each other in loud
whispers. Several disapproving looks are directed toward the whisperers but
they seem unaware that their talking is disruptive to other group members.
Agnes, one of the whisperers, glares back at one of the women who continues
to send disapproving looks in her direction throughout the lecture. Later,
Agnes confides to the researcher that she feels ostracized by some of the group
members because of her accent. She also admits that she sometimes has
trouble hearing the speaker. Agnes says her friend Millie, who sometimes
gives her a ride to the program in bad weather, tells her what she has missed.
It is this talking during the discussion group which is most irritating to other

group members, a fact that Agnes seems not to be aware of when asked.
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Participants of the Program

Active Program Participants

There is a group of four program participants who seem to be enjoying
themselves and take over the maintenance tasks for the group, such as a
serving juice after the exercises, taking weights, recording attendance, weight
and blood pressure. They also are involved in much of the planning when
the group takes part in exercise demonstrations or other seniors' events in
the city, such as Seniors Strut and Seniors in Action. They have been in the
program and other seniors groups since their inception and are seen by
themselves as the doers, the ones who are always involved in the planning
and activities. They can always be counted on to do the work. During the
years they have built up strong ties with each other, as program members,
neighbours, and friends. They make up a clique that some other members of
the group resent, and feel intimidated by.

Feeling Ostracized

Agnes is a widow who has attended the program for three years. She
has volunteered for some of the program tasks like serving juice, but because
of criticism she received from several of the members of the clique she
refuses to continue to help out. The one woman of the clique who Agnes
said made her feel welcome became ill and moved into a nursing home in a
different part of the city last winter. Agnes says she now just comes, and talks
with a few of the women and to hear the speakers. Agnes, like several other
group members, feels that Jane, the facilitator, is too busy trying to please the
members of the clique and disregards or criticizes anyone who disagrees with

them.
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A Stagnant Group
While all members of the group, including the facilitator, say the group

is not growing, they all have different rationale for why new people are not
getting involved. The facilitator's view of the lack of program growth is
based on a number of factors. Since personal contact is the most common
way that people are drawn into the programs, (32% in this study), the loss of
program participants who have moved, died or become too ill to attend
hinders program growth,in her opinion. The second most common way new
people hear about, and get involved in, programs is through attending
seniors or community centres. Jane says they have tried to attract other
people, but a few, especially men, attend their socials at the centre when food
is served and then they vanish until the next Tea or Barbecue.

The group has several participants born outside of Canada. All group
members are Caucasian despite a large population of Middle-Eastern and Far-
Eastern immigrants in the surrounding community. Jane says they just don't
seem to attract these newcomers to the program. She believes the group
would make them welcome, but that the newcomers just aren't interested.
While Jane encourages group members to hand out newsletters, she says few
new people who read them ever come and stay.

There are several others, who, both in appearance and in interviews
are described as frail, elderly women, in their sixties and seventies. Jane feels
if the centre paid for more of her time she would be able to reach out to more
of the frail elderly living in the community and bring them into the program.
She also feels that to increase the group's size more time has to be given to
facilitators to build the program. Like other facilitators of Parks Board
programs, Jane puts in many more hours than she is paid for in seniors'

programs.
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The Participant Leader

Jewel is an energetic widow, in her mid-seventies, who has been active
in the program since it first started. She is one of the leaders of several
seniors groups and a dominant member of the clique. Jewel is a pleasant
woman who feels satisfied with her life, and the part she plays in helping
others. She feels that this and other groups she leads could not do without
her. She proudly says people are always telling her how the group would fall
apart without her. In Jewel's view, the wellness group isn't growing because
people are not interested in committing their time or are incapable of doing
the tasks because of poor health. She feels the group would welcome
newcomers, including immigrants, but, at the same time, expects them to

conform " - - to the way we have always done things here".

A Participant Observer

Stella is one of the more frail program members in her late seventies.
While she was a career woman for most of her life, her failing health and
several recent stressful life situations have taken their toll on her energy.
Stella has been involved in the program for four years, and has lived in the
neighbourhood for thirty years. She is not interested in being involved in the
work of the group, "I have been involved in working for my professional
association, I've had my day". Stella is concerned about what she sees as
unfair criticism and treatment of Agnes and another immigrant woman who
frequently spoke up in the group, and asked questions. Stella, like several
other group members referred to what they call a 'whisper campaign’ aimed

at women who are not members of the clique who dare express opinions
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counter to the leader's and clique members' views. In Stella's opinion Jane's
leadership style is controlling, while she asks for input and feedback from the

group she only accepts what fits with her views and that of members of the

cliques.

A Frail Participant

Ann is a sixty-nine year old widow who came to the program, as a
result of a referral from a geriatric assessment unit. She had lived in the
neighbourhood for five years, and in her current apartment for one year.
Ann's husband, Gordon, had died about eighteen months ago, and her
children persuaded her to sell her house and move into the apartment. Ann
missed her husband, and neighbours and felt isolated in the apartment. Her
health deteriorated resulting in several hospital admissions. Ann feels better
now, but still easily breaks into tears when she mentions Gordon's name.
Ann attends church with a friend, and goes bowling at one seniors' centre
and attends the Wellness Program at Blackberry Community Centre. This
gentle and petite lady enjoys the group activities. Her face becomes radiant as
she laughs with the group at the completion of a mental aerobics game. Ann
discusses what she learned about home safety with her new neighbour across
the hall. She seems unaware of any tension in the group and all members
who acknowledge her seem to treat her gently. Ann is a timid woman,
unlikely to challenge anyone. She is obviously benefitting from group
participation. Ann says she is making the acquaintance of one woman in the
group. They plan on going on a day trip the centre is sponsoring for seniors

this summer. Jane, the facilitator, has arranged the trip for the group.
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The Facilitators' Perceptions

The facilitator of this group describes the program participants as
mostly women between the ages of 60 and 85 who are moderately active, with
health deficits such as arthritis, vision and hearing losses, as well as some
with heart and lung problems. She sees the benefits the program provides to
participants such as improved mobility, increased social relationships, better
understanding of their health and ways of maintaining it. Jane views her
role in this as a paid employee to facilitate their learning, and to provide
them with experience in making healthy lifestyle choices. Her sense of
responsibility and pride in the participants and the program are reflected in
her frequent reference to 'my seniors’, 'my program' and the sense of
competitiveness to be better than other programs. She feels frustrated by the
lack of growth but feels the content needs to be changed, rather than anything

else.

PORTRAIT #3
A Year Old Program Where Participants Share Tasks
The Centre

Blueberry Community Centre is located in one older residential district
of Vancouver, bordered on the north by a busy street and by quiet tree-lined
streets on the other sides. The Centre is located on a block of land which
houses a playground and playing fields. The Centre, a nondescript two-storey
building, is a beehive of activity. An inter-generational blend and

multicultural mix of people is evident as one approaches the centre.

110



A Day in the Program

Searching for the Wellness Program at Blueberry Centre, the researcher
is met by the sound of music bounding down the hall from an aerobics class.
A smiling young woman with an equally sunny toddler in tow directs me to
the room where seven seniors are exercising. The music here is less frantic.
Women ranging in age from 55 to 80 are on the floor, doing cool-down
stretching exercises at the end of a Red Cross Fun & Fitness Class. One of the
program participants is leading the class cool-down exercises. Once the class is
finished, the women gently ease themselves up and casually chat with one
another. One woman gets orange juice, while another produces disposable
cups from a nearby shelf. Then they each help themselves to the juice and
move toward the corner of the room where chairs stand in a semi-circle.

The health promotion facilitator arrives and cheerfully greets the
women. She skillfully picks up the threads of conversations which revolve
around gardening, summer company and the current housing crisis. This
group of seven participants and the fitness instructor listen to each other.
The conversation flows in a cooperative manner around the group, although
not all opinions expressed are supported by all the members.

Concern is expressed for older adults in a nearby neighbourhood who
have been evicted from their apartn:\ents and who are unable to find
affordable housing in the area where they have lived for many years. Skin
care is another topic of concern. The women share information and
experiences about skin cancer and rashes, treatments and preventative
measures. Humorous reminiscences are shared about sunbathing practices
and weird and wonderful sun protection remedies used in "the good old

days" before the ozone layer became a topic of concern. Once the laughter dies
111



down, the group reflects on the value placed on suntanning and discusses
present views in light of current information and environmental conditions.
They also discuss their children's and grandchildren's skin care practices
compared to their own.

The hour seems to fly by. The woman participant responsible for
arranging the speaker for the next week briefly outlines the speaker's
qualifications and topic for discussion. One woman dashes off to meet her
neighbour's children as they come home from school. Several women
disappear together. Another rides off on a bicycle, two leave in cars, and one
other heads for the bus stop across the street. Hattie, the oldest member of the

group, walks home to her apartment complex a few blocks from the centre.
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Participants of the Program

An active older program participant

Hattie, an eighty year old widow, finds her loneliness and frustrations

are alleviated by participating in two wellness programs. Physical activities
and social contact through these programs make Hattie feel valued and cared
for.

Hattie frankly states that attending the wellness programs helps her
deal with feelings of loneliness. Widowed 44 years ago, Hattie raised her two
children by working as a waitress and social service worker. She retired at 64.
Her daughters and grandchildren live at the other end of the country. Hattie
hopes to move to the community where her daughter will be retiring next
year; she has had her name in for housing in that community for several
years. Hattie wants to be near her daughter but is frustrated with the wait.

Hattie is particularly anxious to move since a new manager arrived at
her apartment complex. Built by a service club, the complex provides
subsidized housing, charging rent of one-third of the income of adult
residents.

"When you live in subsidized housing, they treat you like you should
just be grateful you have a roof over your head. They make changes, and
don't explain why. They treat you like you don't have rights or the sense you
was born with."

Hattie participates in two wellness programs, one at Blueberry
Community Centre and another at a seniors' centre one bus transfer away
from her apartment. Hattie enjoys the diverse activities at the two centres.

Participation gives her an opportunity to meet and talk with others.
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As the oldest member of an exercise group at the Blueberry
Community Centre, Hattie does some of the exercises but opts out of others
that are beyond her ability. Both Hattie and Olivia, the fitness instructor,
remark on how Hattie's balance has improved and how much more easily
she moves since attending the exercise classes for the last four months. Hattie
enjoys the neck and shoulder massage that participants give each other
during the sessions.

Hattie's independence was lessened for a short period last fall after she
broke her arm. She received care from a home support worker and some of
her food came from Meals on Wheels. An occupational therapist came into
her home and showed her where to have grab bars installed in the bathroom.
Hattie confided that she appreciated the services, but didn't want to abuse
them. "It's good when you need it, but I'd rather be able to care for myself --
to be independent.”

The problem with growing older is, states Hattie "lots of your friends
die, move away or end up in nursing homes". The neighbourhood centres
are places to met new people. Although she doesn't see other program
participants outside the centres, Hattie appreciates the contact when she is
away or ill. "When I was away because of my arm, either Olivia or one of the
women in the group would call me. It's nice to know that there are people
out there who care".

Hattie finds the discussion group at Blueberry offers an opportunity to
be listened to and to hear what others have to say. She finds it helpful when
people speak up: "I used to go to Blackberry Centre, but the speakers wouldn't
speak up, and some of the ladies just kept interrupting or talking at the same

time. It was a waste of time".
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Hattie tries to encourage others to take part in a wellness program. She
would like to see one start in her building, because, as she says "the only thing
they do there is play bingo and gossip”. When she first moved into the
complex there was an activity room and lots of equipment, but people seemed
too busy or just started whisper campaigns about the new ones or others who
"aren't their kind". Hattie feels the people in her building form cliques. In
Hattie's opinion, the new manager is too busy being the "resident expert" and
trying to "please the old guard". He doesn't consider the needs of all the
residents.

Hattie is willing to share her ideas with her neighbours but doesn't
want to take on any leadership responsibility. "I've done all that. Let the

younger ones have a turn".

The Program Facilitator

A young program facilitator

Olivia is a slender brunette in her early thirties, a young fun and fitness

instructor and seniors' programmer at the Blueberry Community Centre.
She has been employed by the Parks and Recreation Department for several
years as a fitness instructor but has only been working with seniors' programs

for the past eight months.

Facilitator education

Olivia has never taken any courses in gerontology. She does have

some university courses in business and plans to work toward a teaching
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degree once her children are of school age. This spring Olivia attended one of
a series of workshops sponsored by Parks and Recreation on working with
older adults. She said they were quite good for those who could get there. "I
enjoyed the one I attended. I would have gone to others, but this centre
wasn't prepared to send me. I can't afford to take the time and money to go
on my own as I would like". Many other facilitators at other centres agree
with Olivia - that education of facilitators for seniors' programs is a low

priority in most centres.

Leadership approaches

Olivia is paid for eight hours a week to work with seniors' programs, as
well as extra for the fitness class of all ages that she teaches. Like other
facilitators, she works many more hours than she is paid for to do her job.
She is struggling with her employer's expectations of her role and the
approach to program participants that promotes independence. She
frequently consults with others involved in seniors' programs.

Margo, a young programmer at another centre, discussed how she dealt
with the dilemma of being a paid employee who felt she was paid "to do it all
for them". She realized that when she did all the work, program participants
were not interested. "Finally I figured it out. I stepped back. They do it now,
and I just advertise and book the space and support them in the process.”

The coordinator of seniors' programs from the health unit has come in
at Olivia's request to consult and facilitate the discussion segment of the

Wellness Group, until Olivia and group members are ready to take over.
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Facilitators' perceptions

Olivia describes the women who come to the group as active, and
mostly younger seniors. The group is small, and hasn't grown much in the
first eight months, but the people involved keep coming back. While most of
the women are willing to help out in the group, none of them are willing to
take ongoing leadership responsibilities. Many are involved with helping
out neighbours, family or friends. Several members of this group were in the
helping professions. They still help people, but don't wish to take on the

responsibility of group leadership.

PORTRAIT #4
A Year Old Program where an Expert Volunteer Takes Charge

The Program Site

Roseberry Community Centre is a one story stucco building located in
an old established neighbourhood a block away from quaint old shops. The
centre has just completed a new addition which houses the seniors' exercise
class and mom's and tots activities every day of the week. Young families
and older adults can be seen coming to the centre. The centre is surrounded
by trees that provide welcome shade to the adjacent playground on a hot
summer's day. The neighbourhood has a village-like atmosphere with its old

modest homes and stable resident population.
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A Day in the Program

Entering the centre in the morning, one is greeted by the sound of
children's' voices mingled with the voices of their mothers and centre staff.
The mom's and tot's class has just finished and the seniors' fun and fitness
class is about to begin. The room is slowly filled with active older women
between the ages of 65 and 78. They arrive alone or with one other person.
Several gather together to talk about their gardens, summer company, and
next weeks Neighbourhood Festival.

Peggy, the fitness instructor arrives limping, with tape deck in hand.
She is a large woman in her late sixties who has been leading this group since
it started one year ago. A recent ankle sprain has slowed her down, but she
says "these exercises are designed for older adults and people with various
disabilities. By me continuing to lead classes here, I am showing them that it
can be done".

Peggy welcomes a visitor who comes with a regular member. She tells
the ladies to take their places and starts the music. Peggy leads the group
through the 45 minute exercise class to the strains of music from the 1940's.
She talks throughout the class, and by the time they get to the cool-down
exercises, many of the women are singing with Peggy to the tune of a favorite
war-time ballad.

The women return the chairs to their place, and move to the
discussion room where they get a glass of juice for a quarter. One half of the
women leave, and the remaining eight sit down to talk while waiting for the
discussion group to start. The topic for today is recycling.

Kate, the discussion group facilitator, arrives with Harry, the speaker

from the recycling depot. As is typical in this group, Peggy, the fitness
118



instructor, frequently interrupts the speaker. Group members exchange
glances. Kate tried to redirect the discussion back to the topic. Harry appears
frustrated by the interruptions, but is no match for Peggy. Several women in
the group manage to ask questions after Peggy is called away to answer a

phone call.

The group disbands after planning for next weeks speaker, a retired
lady doctor. Four women leave together for their weekly lunch date. They
have been friends and neighbours for twenty years. Betty, a new member

who is caring for a mentally fragile husband, stays to talk to Kate about her

concerns.

Participants_of the Program

A new member of the program

Betty is a newly retired 65 year old who worked at the local
supermarket for 25 years. Her husband's memory has been deteriorating
rapidly over the last six months, requiring more of her time and attention.
She enjoys the opportunity to get out for a couple of hours to the centre.
Betty says her family is supportive but she enjoys getting out and forgetting
her problems and being with people who don't know about her husband's
changing health. Betty has volunteered to be on the phoning committee,
because it is something she can do from home.

She hasn't made any new friends in the group but knows most of the
women from working in the store. She finds Kate a sympathetic listener and
a source of information about dealing with her husband's changing health
status. Betty also enjoys the exercise class which she has attended twice a

week for the last three months. Massage is another part of the program that
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Betty enjoys. Peggy gives massages to interested participants before exercise

class every second week, while Dorothy, a retired nurse, takes blood pressures.

An active participant volunteer

Dorothy is a retired nurse who takes pride in her volunteer activities
both here in the program and at the Red Cross. She attends the exercise part
of the program occasionally, and the discussion group every second week
when she comes to take blood pressures. Taking blood pressures and offering
participants related health counselling is an important part of the program in
Dorothy's view.

Like several other women in wellness programs in this study, Dorothy
takes care of her grandchildren after school. She has been a caregiver all her
life and continues in this role after retirement. The program provides her
with further opportunities to maintain this role which is important in

maintaining her self esteem and sense of purpose.

The Fitness Instructor

Expert volunteer

Peggy, a round and jovial red-headed woman in her late sixties leads
the Fun and Fitness exercise classes held in conjunction with three wellness
programs. Five years ago she took an instructors’ certificate program through
the Red Cross, which qualified her to lead their seniors' Fun and Fitness
program. Then Peggy instructed wellness programs all over the city. Peggy
shares some interesting reflections on the differences in activity level,

behavior and cultural norms of the various groups she had led. In the past
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two years she has confined her activities to leading programs five days a week
at three community centres. "By me continuing to lead classes here, I am
showing them that it can be done.”

Participants of Roseberry Community Centre Fun & Fitness programs
are described by their instructor Peggy, as an unusually active group of
women ranging in age from 64 to 97. Peggy describes effects of the program
on participants as "improvement in mental and physical flexibility". She
estimates that between 20% and 30% of participants have been involved in
exercises before coming to the program and many others are involved in her
program several times a week or do other exercises such as walking, Tai Chi,
and/or swimming.

Peggy describes herself as a dedicated caregiver who continues to lead
the one program here at Roseberry in spite of a recent ankle injury. Her need
for involvement in the program is evident in her comments - "When they
stop, I stop. I do it for myself, not them".

Program participants enjoy her cheerful banter and encouraging, yet
challenging approach to exercises. Her presence dominates any room she
enters. She is well known and well liked by many participants and other
fitness instructors for the interest she shows in them. Peggy phones them
when they are away, sends them birthday and get well cards, and crochets
items for them. Peggy says "most people who come to my class stay, they
know I love them.” Some people find her approach overbearing.

Peggy's need to be in charge inside and outside the fitness class is
evident in her tendency to try to dominate the discussion group, she
frequently interrupts others including the discussion leader, and tries to make
decisions for the group. This is further illustrated by her response to the

question regarding program planning: "What I say goes", and "There isn't
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one, probably not two people in any of my groups who would have planned
something like this field trip". When talking about the program and
participants, Peggy shows a sense of pride and ownership by her frequent
reference to "My seniors”, and "My program”. She is not open to program
change. and her response to this question was, "if they try to change it, I'll
leave. I don't have time for any more - - 1 can't think of anything in this area
that will go as well."

While she says "without them there wouldn't be a program", she
holds strong views on the roles and duties of leaders and participants. An
example of this is her view on massage, a frequent component of wellness
programs. While she has professional training in this area, she is very critical
of program leaders and participants who do relaxing massage for each other.
No one who has experienced her shoulder and neck massages would
question her skill. However, those well versed in health promotion as an
enabling activity find her strong need to "do for others", to be the "expert
volunteer”, a hindrance to nurturing independence in participants.

Her definition of health is to "be interested and active", and health
promotion is "encouraging people to get out, be involved, be interested in
everything." Peggy says her view has changed on types of activities seniors
should be involved in, from bridge and bingo to a more active role in current
events and other people. She describes participants’ roles in the program as
volunteers for taking attendance, serving juice, suggesting topics, keeping
track of each other and taking blood pressure twice a month. The blood
pressure is taken by a retired nurse, who like Peggy, is one of the founding
members of the wellness group at Roseberry.

Peggy feels that the wellness group which has grown from three to

twenty in the first year of operation "is not a thing we want to grow - we only
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have limited space - although everyone is welcome". The seniors in this
program aren't interested in a seniors' centre or wing. She relates the story of
cuts to the original building expansion which limited the space planned for
seniors' programs. ". .. any money that comes in goes for young people's
services. This place is not specifically for seniors.” Despite the low priority
for seniors wellness programs, Peggy feels the program "does have an effect

on the community”. That effect is "healthier seniors".

PORTRAIT #5
An Established Program in Trouble

The Program Site

Huckleberry Community Centre is a grey stucco two-storey building set
in a park-like setting. It is located in a neighbourhood of quaint older homes
and two storey apartments. The neighbourhood landscape is gradually
changing as many single family dwellings and old apartments are demolished
to make room for luxurious and expensive high-rises. The neighbourhood is
becoming too expensive to live in, a concern shared by many of the old-time
residents who can't afford the inflated rents.

People of all ages attend a variety of events at this community centre.
There are children playing on the swings and cars are parked in the centre
parking lot from early in the morning until late at night. The centre serves
lunch and coffee six days a week, with the help of many seniors who
volunteer. This meal service has made the centre a popular meeting place for

seniors.
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The Program

Conflict affects the program

The Wellness Program at Huckleberry has been in operation for more
than four years. The participants of this program have the option of coming
three times a week for exercises and once a week for the discussion group.
Recent friction, both at the centre and in the program, has caused a strain and
resulted in a number of participants leaving or finding themselves in
opposing camps with other seniors at the centre or in the group. The
resulting strain has caused a reduction in attendance. This drop in attendance

is greater than one would expect when fine weather and holiday time arrives.

Participants in the Program

The oldest program participant

One of the oldest program participants at Huckleberry is Ada, an eighty-
six year old widow with poor vision. Ada's social activities have been greatly
reduced over the last few years. She enjoys coming to the centre with her
neighbour and friend, Myrtle. They have been attending the program at the
Centre for three years. Myrtle comes to the exercise part of the program twice
a week, and often brings Ada with her. While Ada only occasionally takes
part in the exercises, she does enjoy the opportunity to talk with others, and
usually stays for lunch. Myrtle occasionally will stay for the discussion if the
topic interests her. Then she rushes home after the discussion to make her

husband's lunch, leaving Ada to find her way home across the park.
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Ada says she used to enjoy the discussion group, but finds that the
tension and frequency of more than one persen talking at once tends to
confuse and frustrate her. Myrtle finds it inconvenient that the group is late
in starting and finishing the discussion. Ada and Myrtle, like most other
members of the wellness program feel they haven't made new friends here,
but just acquaintances. They, like most of the others, did not respond to the
question that asked about their degree of satisfaction with their contact with
program members. While many are dissatisfied at Huckleberry, some

members have succeeded in meeting their needs through involvement in

the program.

Harriet, a program success story

Harriet is a petite and well groomed lady in her early seventies who
has regularly attended the exercise and discussion group since moving into
the neighbourhood two years ago. While she only sees other program
members occasionally outside the program, when shopping or having lunch
at the centre, several members phoned her when she was ill last winter.
Harriet says she often feels unable to influence situations that arise in her life
and frequently seeks the help of others. Her son is the person she turns to
most for financial advice.

As a result of the Wellness program involvement, Harriet heard about
a group of citizens who are concerned with the problem of finding affordable
housing. This gentle lady had never been a member of a group that focused
in on a current community issue. She was encouraged by both the Wellness
Program facilitator and several other members to express her views on this

issue which was affecting her and her neighbours.
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Harriet lives in one of the apartment buildings that has had large rent
increases and is threatened to be sold and demolished. She, like many other
seniors on incomes below the poverty line, is required to pay more than 70%
of her income on rent. Staying in the neighbourhood is important to Harriet.
Her son and grandchildren live near, and the community centre and both
shopping and medical services are within a five-block radius from her
apartment.

Involvement with the affordable housing group resulted in a number
of new activities for Harriet, such as marching in a parade, carrying a placard,
blocking a bulldozer at a demolition site, and appearing on national
television and in newspapers.

Since becoming involved in the Concerned Citizens group, Harriet
doesn't have the time or the energy to deal with the Wellness Program
discussion group. However, she still attends the exercise class whenever it
doesn't interfere with the Concerned Citizens Group activities.

Harriet reported that her family was supportive and delighted in her
new found activism. She said, that "My grandchildren saw me for the first
time as a real person”. Her sense of purpose and pride in belonging to an
intergenerational group of neighbours enhanced her quality of life by giving
her an opportunity to talk about and take action on her fears regarding
affordable housing issues. Clearly, program involvement provided her with
encouragement and information which lead to involvement in the
affordable housing group, and opportunities to improve her sense of

influence, social support and, therefore, the quality of her life.
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PORTRAIT #6

A Program that has been functioning for less than a year

The Program Site

Mayberry Community Centre is a small building located on a quiet
tree-lined street a few blocks away from a busy shopping centre. The
playground and playing field are full of children and young adults involved
in their favorite recreation activity, baseball. The centre is well-used and in
need of a coat of paint. Walking inside the centre I hear the voices of adults
in the gym and children in the activity room. The noise level makes it
difficult to hear the answer to the inquiry of directions to the Seniors’

Wellness Program room. The staff are friendly, and seem accustomed to

shouting above the noise.

A Day in the Program

The program that attracts male participants

The seniors meet in a room that is used as an office, storage room for
craft supplies, a meeting room and to serve weekly dinners. There are two
over stuffed old couches and matching chairs along two walls. Several
mismatched dining room chairs face the couches. Martha, a woman in her
early seventies, is serving tea in pottery mugs to the three other Wellness
Program members gathered for the discussion. The group facilitator is
running around in a frenzy setting the table for the supper that follows, and
checking on the pot of stew cooking on the stove in the adjoining kitchen.

The noise from the playground comes in from the open window. The smell
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of the food cooking in the kitchen mingles with the fragrance of lilacs outside
the window, and homemade peanut butter cookies served with the tea. The
atmosphere seems homey.

The early arrivals are an elderly man and woman in their eighties,
Martha, who is serving tea, and a visually impaired man about sixty. Soon
several other women enter, two sisters and a woman in her late sixties called
Helen. Helen announces that her husband, Stan, will be a few minutes late
because he is taking a neighbour home from a doctor's appointment, and
picking up Marie, the oldest member of the group. The discussion today is on

humor and healing.

Program Participants

A Male Program Participant

Hector is an eighty-three year old bachelor that attends the Wellness
Program weekly at Mayberry. He has been coming to the program since it
started last fall. Hector is one of three males who regularly attends this
program. Unlike the other men in the program he is not uncomfortable
when he finds himself the only man in attendance. He is treated differently
by the women in the group. While he never helps out with any activities, his
gentlemanly manner, humor and willingness to listen make him a welcome

group member.

Married Program Participants

Stan and Helen are a couple in their late sixtir3 who are active

members of the Wellness Program when they are not away on trips or
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involved in other activities of their various inierest groups. Stan enjoys the
discussion and often redirects it to topics he is interested in, such as health
food and computers.

Helen and Stan are natural helpers beth with group members and with
their neighbours. Helen is capable of taking on the leadership in the group,
but doesn't want to be tied down to that responsibility. They both do things in
the group and for the group, such as type letters, provide transportation and
check in on members who are away and ill. If either one of them is involved
in some other activity, the other one will attend the group alone. In this and
any other program in this study, where couples attended, it was the wife who
would come alone, never the husband.

When Stan is asked about what it is like for a man to attend a
predominantly female group, he shares his insights and experience. Stan
feels that women in this group tend to expect him to do things, such as set up
tables and organize activities. He says "I like to decide when I'll help out and
not be told or expected to always do wkat they want. It's the same in other
groups I'm involved in, the women are always eager to volunteer my time
without asking me. But I set them straight pretty quickly." Stan's experience
is typical of what other men in, and former members of, these programs

report about their role and women members' expectations.

The Facilitator

The Facilitator, Pam, loves waiting on the program members. She feels
they have worked hard all of their lives and deserve to rest. Some members
seem to enjoy the attention, especially Marie, the oldest member who says she

does as little as possible for herself. Other members who would prefer to do
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more for themselves say they don't want to hurt Pam'’s feelings, because they
know she enjoys helping others. While Pam asks program participants for
input for topics and believes she involves them in the program, most of the
participants say they aren't involvad or their offer to help is not acted on.
Pam phones program participants to remind them of the discussion group.
She also arranges for others to bring them if they need a ride. Pam refers to
the program participants as "my seniors" and calls them "Lovey" and "Dear"

more often than she uses their names.

Summary of Study Findings

This chapter has reported the findings of the case study by answering
the eight questions about the wellness programs, describing approaches to
these pi'ograms and reporting typical and atypical characteristics and issues by
the use of portraiture writing. The following chapter will deal with the issues
arising out of the study findings, implications for practise and make

suggestions for future research directions and approaches to data collection.
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Chapter V

CONCLUSIONS AND IMPLICATIONS

"The purpose of life, after all, is to live it, to taste it, to experience it to the
utmost, to reach out eagerly and without fear for new:: and richer
experiences” . Eleancr Rooseveit.

This chapter will discuss the conclusions irawn from the research
findings relevant to the two major purposes of this exploratory case study.
The two major purposes were to: 1) investigate the effectiveness of wellness
programs for older adults from the perspective of program participants,
facilitators and referring professionals; 2) see if these programs reflect new
approaches to health promotion that enable participants to increase control
over and improve their health.

This chapter then outlines issues identified during the study. Finally,
it discusses implications of these findings for practise and future research

needs in the area of health promotion programs for older adults.

Conclusions

Program Effectiveness

The program participants
The profile of program participants in this study showed that 77.3%

were Canadian born, 92.4% were female, 44.3% were widowed and 58.5% were
living alone. The age range of these participants was 59 - 88 years with a
mean of 71.2 years. The majority of program participants, 81%, had
completed high school while 26.4% had completed post graduate studies.

Most of the sample, 92%, described themselves as currently retired, while
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86.7% said they had worked outside the home prior to retirement. A further
84.9% of participants in this study felt their income was sufficient to meet
their needs.

Clearly the older adults in this study were mostly in the young - old age
category, well educated and not below the poverty line. Fitch and Slivinske
(1988) found those who scored above average on wellness were married,
younger, had a higher income and perceived control while those who scored
less were not married, older, poor and perceived lack of control. In the
current study there were insufficient numbers of common characteristics to
draw any conclusions about the older, poorer, and less educated program
participants.

The majority of program participants who took part in this study stated
they maintained good health, knew about and practised health maintenance
activities to various degrees, and gave and received social support. Slightly
more than half of participants (57%) believed that program benefits to them

were:

e improved physical fitness;

¢ increased social networks and opportunities for social support;

e providing them with a sense of purpose in life;

¢ giving information and providing, through discussion, opportunities

for deeper understanding of aging and health-related issues;

The remaining 43% felt they had always been active, had experienced

no health change, just enjoyed the people contact or were unsure of benefits.
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Clearly, from the perspective of the majority of participants in this
study program, involvement helped them maintain or enhance their sense
of well-being.

The majority of program participants (83%) felt in control of their lives
and 71.7% felt able to make choices that positively influenced their well-
being. Program participants did not directly say program involvement
changed their sense of control. The fact that many participants were active in
many activities, and often attended several programs showed that they
exercised a degree of control over activities they felt helped promote their
well-being. These findings concur with Houldson (1989) who found
participants attended programs to enhance their well-being through exercise
and social contact with others.

Less than half of the participants (43.4%) felt able to influence others
and 11.3% felt unable to take charge of situations that arose in their lives.
What some participants reported in questionnaires, what they said in
interviews, and what the investigator observed were not, however, always
congruent.

The portrait of Harriet illustrates a woman who said she did not feel
able to influence people or situations. However, she demonstrated that her
involvement in the secondary group on housing helped her gain some sense
of influence over a situation (affordable housing) that affected her sense of
well-being.

While some other participants stated they felt they could influence
others, and situations, they did not apply this in relationship to control issues
in programs. This was demonstrated in the portraits of programs at
Roseberry Centre, Blackberry Centre, Huckleberry Centre and Mayberry

Centre. Other program participants dealt with control issues and tension in
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programs by leaving or going to programs at other centres. Participants left
the troubled program until the tension subsided, or they felt better able to
cope, or they left this type of program indefinitely.

It seems that the issue of self-efficacy may be different for individuals
regarding different situations and at different points in time. This makes it
difficult to establish a relationship to program involvement and change in
self-efficacy. Empirical evidence of this relationship was beyond the scope of

this study.

The Facilitators’ Perspective

Facilitator perception of program effectiveness matched with objectives
outlined in the Keep Well brochure. The facilitators said participants in these
programs become: more flexible, both mentally and physically; more
informed about a wide variety of health, aging and community related issues;
less lonely and more open to talk; more active in other activities. They also
said the general quality of life was improved for most participants.

While facilitators felt participants benefited from program
involvément they were the first to admit that many program participants
were highly motivated and active in health maintenance prior to program

entry. This perception was shared by participants.

Older adults at risk

Facilitators all expressed concerns that the programs were reaching
very few of the older adults who needed programs the most. These people

were described as the frail elderly, or at risk group for serious health
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problems. Many facilitators expressed concerns about the need for more time
to build programs through networking and by taking some programs tb
apartment complexes where these frail older adults lived. Many facilitators
felt they could do this if the centre administrators were prepared to pay them
for the time it would take to establish the networks and start the programs.
While participants said they encouraged others who could benefit from
the program they just weren't motivated to attend. Not all older adults who
could benefit from program participation are interested in attending
programs. Clearly, other avenues need to be explored to provide health

promotion information and support to these individuals.

Administrative and space barriers

Several facilitators said centre administrators and policy makers lacked
understanding regarding seniors' needs and placed program space and staff
time as a low priority. Examples they gave included: limited funds for
programs which resulted in paying staff only for hours of the program; little
time for program preparation, and building networks with seniors and other
facilitators in other centres; inadequate or inappropriate space for programs.

At some sites both facilitators and program participants complained
about noise and location. Several programs were located on the second floor
which is not easily reached by some older adults with limited mobility.
Program members at one centre were lobbying for a seniors centre because
they felt they needed a space of their own that was quiet and more frequently

available.
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Educational barriers

Facilitators also expressed a need to know more about working with
older adults. While the Parks and Recreation Board supported this in
principle, they only recently had provided workshops for staff working with
seniors. Senior facilitators' attendance at these workshops was dependent on
individual centre administrators’ willingness to give them the time and to
pay for their attendance. The need for more information about special needs
of older adults was recognized by facilitators, and some programmers and

administrators.

Referring professionals perspective

Referring professionals had limited knowledge about actual programs
and their effectiveness on referred clients. Forty percent (40%) of referring
professional respondents were unsure if their clients benefitted from wellness
programs, because there is no mechanism for follow-up feedback. Five
percent said no, and ten percent did not respond. Several persons in nursing
professions did not choose to respond to the questionnaire because they felt
their clients were "too frail for wellness". Several referring professional
respondents were confused about the difference between adult daycare
programs and health promotion programs. These responses support the need
for information sharing with health professionals and other service
professionals about wellness programs as an option for their clients or their
clients caregivers. The referring professionals are an untapped resource for
getting information about programs to the frail and at risk groups of older

adults.
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Clients who benefit

Another (45%) of referring professional respondents said their clients
benefitted when there was a good social match among clients, other program
participants, and facilitator, and if the client was interested and took part in
the program. They noted that a small number of clients became very active
in the community as a result of wellness program attendance. Referring
professionals' perception of clients’ involvement in other activities as a
result of program attendance was shared by participants and facilitators.

Participants reported becoming involved in other activities, as a result
of program attendance (48%), or becoming involved in the wellness program
as a result of attending other activities (52%). All facilitators and the
researcher noted that many program participants were involved in other
activities as a result of attending wellness programs. This ripple effect was
evident and substantiates the effectiveness of programs in expanding
participants social networks, as well as providing opportunities for
meaningful activities where the relationships are often inter-dependent.

When referring professionals responded to the question about the
benefits of this type of health promotion program, twenty-five percent
mentioned that participants would likely feel more in control of their lives.
This control issue was mentioned by only two of the program facilitators.
Sixty-two percent participants stated they valued their independence and
many others referred to the importance of feeling free to make choices and
exercise some control over their activities. Clearly independence and the
ability to feel in control is recognized as important to most older adults who

took part in wellness programs in this study.

Barriers to effectiveness
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Referring professionals described the disadvantages of wellness
programs in general as: not appropriate for people who are not well
motivated; not accessible to people who have mobility and/or transportation
problems; having the potential of creating dependence or at least supporting
it. This dependence factor was illustrated in the portrait of the Mayberry
Wellness Program. Clearly, approaches to program delivery influence
programs’' effectiveness in promoting independence of participants and
attracting people to programs. The next section will address the relationship

of approach to program delivery and effectiveness.

Approaches to Program Delivery

One of the purposes of this study was to determine if programs reflect
the change in definition of health promotion from the disease-centred
approach of self-responsibility for healthful lifestyles (Lalonde, 1974), to the
current view expressed by the World Health Organization, as the slow
“process of enabling people to increase their control over and to improve
their health.”

Facilitators of programs defined health promotion in terms of
increasing people's awareness of health factors, including social as well as
physical needs, helping people to grow and providing more information to
enable them to deal with changes. When they were asked "has this definition
changed?", one mentioned the change from a disease focus to a broader view
and one other referred to the independence philosophy and community
development approach to health promotion as one "which has people

identifying their own needs and planning their own programs to deal with
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issues important to them currently”. The other facilitators felt the only
change was in more information, awareness and different interests such as
current events, instead of bingo.

The perceptions of facilitators in this study and their actual approaches
to program planning and delivery reflect two views. One based on the
medical model, a noted barrier approach to health promotion for older adults
(Minkler & Checkaway, 1988), the second is the community development

model supported in the literature by Minkler (1985), Labonte (1987), and
Minkler and Checkaway (1988).

The Medical Model Approach

View 1
sexpert professionals facilitate programs
efacilitators role is putting programs on for seniors
ereferences to "my seniors”, "my program", "What I say goes".
The medical model approach was supported by three facilitators in this
study to varying degrees. It was supported by two facilitators in programs that
had been in operation for more than five years and by a new facilitator in a

program that had been in operation less than one year.

Community Development Model Approach

View II
® lets program participants define their own needs

* views facilitator's role as working with seniors.
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This approach was supported by three facilitators to varying degrees.
Facilitator education and openness to learning were common factors rather
than length of program operations.

Larsen (1988) reported three characteristics of facilitators effectiveness
were interpersonal skills, personal resources and practical traits. He also
noted that the facilitators age relative to the program participants, leadership
styles and co-facilitating were important factors in effectiveness. In Larsen's
study, facilitators were trained in facilitating using enabling approaches. In
the current study, only one facilitator was trained in the community
development approach and group process. The literature reviewed supported
the community development model and identified the facilitator's role as:
nurturing empowerment and removing obstacles, Labonte (1987b). This
training was not available to the majority of facilitators in this study.

Personality characteristics, coupled with knowledge about aging,
community development and group process, are important factors in the
facilitators' ability to enhance the effectiveness of these programs for older
adults. Participants' perceptions of their opportunities and interest in
program planning and implementation are other significant factors to

consider in program outcomes.

Impinging Factors in Program Delivery

Different perceptions of participants’ involvement

An interesting finding in the study was the difference between
perceptions of facilitators and program participants regarding the participants

opportunity for input to program planning and delivery. All six facilitators
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said participants were involved in program planning and implementation to
various degrees. However, one senior's comment was that they were limited
to the role of kindergarten children "to show and tell", but not encouraged or
allowed to take care of their own needs.

While all facilitators believed program participants were involved,
62% of participants in this study said they were not involved in planning or
organizing program content or events, and only 38% said they were involved.
A few program participants were seen by others and themselves as very active
in all aspects of the program. Still others chose not to be active in these
programs because they were already very active in many other activities or
were caregivers to spouses, other family members, or friends. Some other
participants stated they chose to be passive observers, because they were too
new to make suggestions, had health problems or expressed attitudes on
aging that supported a passive role. Clearly, programs in this study did not
fully utilize community development approaches, or promote empowerment

in relation to participants' involvement in program planning and delivery.

Participants' interests and beliefs in group leadership

A significant 74% of program participants in this study said they could
not take on a leadership role. The reasons they gave included health,
demands of their role as caregiver or other group activities, or personal
choice. Approximately one quarter of program participants described
themselves as workers, or doers, not leaders. Several others believed they
were too shy, not knowledgeable enough, or not effective in a leadership role.

Clearly, participants’ beliefs about their ability and other interests and

responsibilities strongly influence their perceived and actual roles in wellness

141



programs. While enabling approaches may increase participants' ability to
influence their own sense of well-being, it may not bring many more into
group leadership roles. Also, leadership styles which fail to empower
participants do not nurture leadership skills or confidence in participants
who may be potential leaders or co-facilitators of programs. More
discriminating questions need to be asked regarding the role of participants in
these programs.

In this study several participants' at three sites felt the group
cooperatively made decisions, but often named several participants or a
facilitator as persons taking leadership roles. Participants who were involved
in phoning others and arranging for speakers, or taking responsibility for
various activities did not see this as leadership activities. There was no clear
pattern between participants responses to questions on leadership and
program planning or facilitator approach.

Further studies need to ask more discriminating questions, and clarify
definitions before the relationship of participants involved in program

activities as workers and/or leaders can be clarified.

ISSUES

Several issues became evident during this study. The key issues were:
1. The educational needs of policy makers and centre
administrators regarding the needs of older adults and
appropriate ways to meet those needs.

2. Educational needs and training of facilitators.
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3. Facilitators' leadership styles and the degree of participant
involvement in the program planning and delivery.

4. A commonly held belief is that programs are not reaching the
older adults who need them the most.

5. Older men's needs for health promotion have not been fully
assessed or addressed.

6. Needs of older adults to accept the value of their experience and
the value of sharing this with others.

7. Needs of referring professionals for information about wellness
programs and their possible benefits to clients and client
caregivers.

IMPLICATIONS

Implications For Practice

The influence of policy makers and program administrators impacts on
program effectiveness through funding and space allocation. An example of
this relationship is the best location for programs. Many program participants
stated they enjoyed meeting in community centres, where there was an
intergenerational mix of people. Community Centres where there was low
priority given for seniors' programs, and/or space for seniors activities, that
were crowded and noisy, were sites where seniors lobbied for more space or a
separate seniors centre.

Clearly, poiicy makers and administrators need to consider the needs of
their community of older adults, and consult with them regarding their
needs and program environment. Policy makers and centre administrators
also need education about older adults’ needs, understanding of trends in the

aging population and awareness of enabling strategies that could guide their
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allocation of funds and improve their selection and support of staff to
implement these programs.

Leadership styles and philosophy played a key role in program delivery
and participants interest in attending. Where participants felt they were
having fun, and believed their contribution was valued, they were more
likely to come back. Several participants and former program participants
expressed their frustration when individuals monopolized discussion, or
talked at the same time. Facilitators with knowledge and experience in
facilitating group process were more able to effectively deal with these
problems. Where effective facilitators were able to see their own role as that
of enabling, rather than doing for seniors, fewer participants felt excluded.
There is a need for education of program facilitators about aging, teaching and
facilitating groups of older adults, understanding group process and enabling
strategies of community development, the model in health promotion that
promotes empowerment of individuals. A training program needs to be
developed for facilitators that also prepares willing older adults as co-
facilitators.

Program participants need to have more opportunities to be involved
in designing the framework, as well as the content, and in participating in the
delivery of these programs. As supported in the community development
model by nurturing empowerment, the program participants need to be able
to define their own roles and the role of the facilitator, in order to truly take
ownership of their programs. It is the challenge of administrators and
facilitators to take the time to provide patience and support for this process.

Clearly programs in this study provided opportunities for improving
or maintaining physical fitness, and expanding social networks with possible

increased social support. While the predominantly female program
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population enjoyed programs and the social interactions, the majority were
already considered active. Program planners and facilitators need to look for
and implement ways of reaching men, the frail elderly, and other at risk
groups.

While the frail and at risk groups may not be able to change of their
conditions, programs can offer information and social support that could add
quality to their lives. These programs need to be easily accessible and not too
physically demanding. They would provide opportunities for the sharing of
concerns and respecting the value of individual contributions.

Similarly, program planners and facilitators need to consult with
potential male program participants, as well as those who presently attend, to
determine how their needs for health promotion could best be addressed.
Possibly having the option of male facilitators or co-facilitators in programs
for men, or even in women's or mixed groups, could enhance group
dynamics.

Programmers need to look for ways they can reach out to the more frail
and isolated older adults. They also need to explore ways to involve inter-
generational and multicultural groups, with older adult participants if they
choose. This could provide opportunities to share their experiences, and
explore the issues which promote quality of life for all groups. Certainly the
future group of seniors from the "baby boom" generation will demand
nothing less.

There is a need for referring professionals to have more information
about wellness programs and what they offer clients and client caregivers.
Mechanisms need to be developed to see how these program affect the

referred clients and their caregivers. The majority of referring professionals
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have been indoctrinated in the medical model approach, they could benefit

from developing skills that promote empowerment of individuals.

FUTURE _RESEARCH

As is common, this exploratory case study raised many questions while
answering several others. Future research needs to address some of these
unanswered questions. The study showed that programs which had been in
operation longer were more prone to have problems because of cliques and
power issues in leadership styles. Many factors influence this however, the
sample was not large enough to generalize these findings to other programs.

The literature reviewed for this study supported the community
development model as the approach that promotes participants
empowerment W.H.O. (1984); Epp (1986); Health Communities (1988).
Several studies reviewed in the literature demonstrated support for the
community development approach, Minkler (1985); Labonte (1987);
Wallterstein & Bernstein (1988) and Larsen (1988a). This study demonstrates
that the community development model has not been fully utilized and that
many program facilitators have not been trained to facilitate community
development strategies that promote empowerment.

Further studies are needed to assess strategies to promote
independence and changes in levels of independence as a result of program
involvement. Another area for future research is assessing participants’
involvement in program activities, leadership and changes in their self-

efficacy as a result of program involvement.
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A further area of study is identifying how beliefs and practices of policy
makers and administrators affect program delivery and effectiveness.

A fourth area for future research would be exploring ways of reaching
and motivating the 'hard-to-reach clients' to be involved in some type of
health promotion program to meet their needs, and respect their choices.

Finally, while this study has briefly explored men’s perceptions of
health promotion programs, further research is needed regarding men's
interests and issues regarding health and appropriate strategies for program

planning and delivery.
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Appendix A.01
I P Participant

Simon Fraser University
Burnaby, British Columbia
June 1989

Dear

As a student with the Faculty of Education at Simon Fraser University
under the direction of Dr. Michael Manley-Casimir, Dr. Marvin Wideen, and Dr.
Jack Altman, | am doing a study of health promotion programs for older adults.

| am particularly interested in the effects of health promotion programs to
older adults from the perspective of participants and program facilitators. | hope
to be able to compile useful information on what happens in programs and how
these programs function for participants like you and as a community resource.

In this study | intend to ask participants like you to fill out an information
questionnaire about yourself. This activity will take about one half hour and |
will be present to give guided instruction on how to fill out the questionnaire.
Then | will interview a sample of participants from this program at a time and
place that is convenient for each person. This interview about your involvement
in the program will take approximately one half hour. Your opinions,
experience, and suggestions are a valuable source of information. Your
individual responses are held in strict confidence.

| will also be interviewing the program facilitator about program content
and her view of its effects on participants. Ail comments will be held in strict
confidence.

| would be very grateful if you would take part in this study.

Patricia E. Campbell

Master of Arts in Education Candidate
464-4831
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A.02

Particioants’ C Form for Questionnai

I am willing to fill out a questionnaire. | understand that the information |
give will be kept strictly confidential, that | do not have to answer any questions i
choose to leave out and that i am free to discontinue filling out the questionnaire
at any time. i understand that | may register any complaint 1 might have about
this study with the chief investigator Patricia E. Campbell or with Associate

Dean of Education Stan Shapson -- 291-4517.

Signature

Date
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A.03
Participant's Consent for the Facilitator

I am willing to have the facilitator of the health promotion program | am
attending discuss with the interviewer the effects of the program on participants
such as myself. | am aware that these general comments of the facilitator's
perceptions will be held in strict confidence and that in no way will | be identified
in the report. { am aware that this study will be available for me to read if | so
choose. | understand that | may register any complaint | might have about this
study with the chief investigator Patiicia E. Campbell or with Associate Dean of

Education Stan Shkapson -- 291-4517.

Signature
Date
A.04

I am willing to take part in an audio tape recorded interview about the
health promotion program | currently attend. | understand that the information |
give will be kept strictly confidential, that | do not have to answer any questions |
do not wish to answer, and that ! am free to end the interview at any time. |
understand that | may register any complaint | might have about this study with
the chief investigator Patricia E. Campbell or with Associate Dean of Education

Stan Shapson -- 291-4517.

Signature

Date
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A.05
Partici ' Questi ,
To be filled out by individual program participants in a group setting with
investigator guidance.

1.  What does the word "health” mean to you?

PLACE A CHECK MARK BESIDE THE ANSWER THAT IS MOST LIKE
YOU IN THE FOLLOWING QUESTIONS.
2.  How would you rate your health?
1) Excellent __
2) Verygood
3) Good ___
4) Fair _____
5 Poor___

3. Compared to others of your age, how would you rate your health?
1) Much better than others
2) Betterthanmost
3) About the same as others
4) Worse than others ___

5) Much worse than others
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What are the most important things you do to improve or maintain good

health?

Are you satisfied with your life these days?
1) Completely satisfied ______

2) Usually satisfied

3) Don'tknow ___

4) Seldom satisfied

5) Completely dissatisfied

Do you ever worry about being dependent on someone else?
Circle the number that is most appropriate for you.
Never Sometimes Always

1 2 3 4 5

Do you know people who would help you on an ongoing basis if it were
necessary?

1) Yes__

2) Unsure

3) No_____
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Do you help out your:
always sometimes never

1) neighbours - B—

2) friends I _—

3) family
if you help out your neighbours, friends and/or family please give an

example of the things you do for them.

Do others help you in any way?

Yes No
1) neighbours - -
2) friends - -

3) tamily

If yes, please give an example of what others do for you.
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10. Place a checkmark beside the following statement(s) that are most like the
way you feel.
1) lfeelin control of my life __
2) |am able to influence others ______
3) | am usually unable to influence others
4) |feel unable to take charge of situations that arise in my life

5) |feel able to make choices that positively influence my wellbeing

11. The things | value most about my independence are

12. The things | need most assistance with are

13. The things | wish | could do are
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14. On the following diagram place the initials of the persons you feel are
important to you. For example, a family that you feel is close to you would go
just above the word "Me".

FAMILY
4

Neighbours Friends

4 3 2 1 ME 1 2 3 4

4
OTHER SIGNIFICANT INDIVIDUALS
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15. Frequency of Social Contacts.

16.

Piace an "O" for Personal Contact and a "T" for Telephone Contact in the
appropriate square.
DALY  WEEKLY MONTHLY  SELDOM  NEVER

1. Neighbour(s)

2. Friend(s)

3. Family

4. Program Participant

5. Physician

6. Other Professional

Please place a checkmark in the appropriate box to identify your degree
of satisfaction with the frequency of contact with the following persons.

USUALLY OCCASIONALLY USUALLY
SATISFIED SATISFIED DISSATISFIED

1. Neighbour(s)

2. Friend(s)

3. Family

4. Program Participant

5. Physician

6. Other Profassionail(s)
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A .06

Participant Information S|

To be filled out by individual program participants in a group setting with
investigator guidance.

Please fill in the information below. Fill in the blanks or place a checkmark
the appropriate place.

1. Place of birth

2. First language spoken
1) English
2) French ___
3) German
4) ltalian
5) Russian

6) Chinese

7) Other, please specify

3. Area of the city in which you are currently living.

in

4. How long have you been living in this area?
1) Years

2) If less than a year state in months
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£.  Are you currentiy living in an:
apartment
house

other Please specify:

6. Do you live:
alone
with a spouse
with a relative

other Please specify:

7. Do you have a pet?

No

Yes

If yes, please specify

8. Are you currently:
Retired
Semi-retired

Working

9. Whatis or was your occupation?

10. What do you work at now?
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11. Are you involved in any:

Clubs or Volunteer Activity

If yes, please specify

12. Are you invoived in any recreation programs:

No
Yes If yes, please name
Name of Program Year Month

EDUCATION INFORMATION
13. Education:
1) Grade 8 or less
2) High school incomplete
3) High school complete
4) College _
5) Trade School
6) Post Graduate Studies
If you checked #4, 5 or 6 please specify
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14.

15.
16.

17.

18.

19.

Recent experience with the education system.

Name of Program  Program Dates Year Month

Age

Sex:

Male

Female

Marital Status:

Single

Married

Divorced

Widowed _

Is your current income sufficient to meet your needs?

No

Yes

To what degree do you find your financial resources cause you stress?
1) Very stressful _

2) Occasionally stressful __

3) Seldom stressful

4) Never stressful
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A.07

E | Interview Guide for Individual Partic

This interview will be conducted with individual participants using audiotapes to

record responses.

1. How did you hear about the program?

2. How long have you been attending this program?

3. How often do you attend this program?

4. What do you do there?

5 1)

2)

3)

Has your life changed since you started coming to the program?

No Yes

If yes, please comment.
If no, please comment.
Are you involved in any other activities as a result of participating in this

program?

No Yes

if yes, please name:
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10.

11.

With whom do you come to the program?

By myself With friend With Neighbour

Relative Other

1)
2)

3)

1)

2)

2)

1)

2)

3)

Have you made new friends in the program?

If yes, name them.

Do vou see them outside the program?

Are you involved in the planning or organizing of program content and

events?

No Yes

If yes, name the activities and role you play or give examples.

Do you feel suggestions that you have about the program are

implemented? No Yes

Please give examples.

Who takes the leadership for your group?

Name some of the leaders.

Has any of this changed since you became involved in the group?

If so how has it changed?

170



Appendix B.01

and Consent Form

Simon Fraser University
Burnaby, British Columbia
June 1989

Dear

I am a student with the Faculty of Education at Simon Fraser University
and am doing a study of health promotion programs for older adults under the
direction of Dr. Michael Manley-Casimir, Dr. Marvin Wideen and Dr. Jack
Altman.

| am particularly interested in the effects of health promotion of older
adults delivered on a drop-in basis from the perspective of program participants
and facilitators. | hope to be able to compile useful information on what
happens in programs and how these programs function for older adult
participants and as a community resource.

in this study | intend to ask participants information about themselves in a
questionnaire and then interview some of them individually about their
involvement in the program. This should take about one half hour for each
activity. | would also like to sit in on several program sessions and interview
you, at your convenience, about the program, using the attached questionnaire
guide. This interview will take approximately one hour.

I would be very grateful if you would take part in this study.

Patricia E. Campbell
Master of Arts in Education Candidate
464-4831
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Appendix B.02
Eacili Xo E

| am willing to be part in an audio-taped interview about the health
promotion program | facilitate. | understand that the information | give will be
kept strictly confidential, that | do not have to answer any questions | do not wish
to answer, and that | am free to end the interview at any time. | am aware that a
summary of this study will be available for me to read if | so choose. |
understand that | may register any complaint | might have about this study with
the chief investigator Patricia E. Campbell or with Associate Dean of Education

Stan Shapson -- 291-4517.

Signature

Date
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Appendix B.03
Eacili I iew Guid

Please read over the following questions and answer the ones you recall. | will

arrange a time convenient for you to conduct an audiotaped interview to discuss

the questions.

History

1.  How did this neighbourhood health program come into being?

2. How many peopie were involved at first?

3. Who was responsible for the program:

1) planning?

2) implementation?

4. What were the program goals and objectives in the beginning?
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5. What activities were carried out then?

The Present

1. If you were asked to define health, how would you define it given your

current knowledge?

2. 1) If you were asked to give a complete and current definition of health

promotion, what would you need to include?

2) Has this definition changed? No Yes

If yes, how has it changed?
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3)

4)

1)
2)

3)

Is this the operational definition you use in this program?

No Yes

i e

Please explain the reason for your answer in question #2, part 3).

How many attend the drop in program?
Do you attract new members? No Yes

It yes, please explain how.

Why do participants leave the program? (Please explain and quote

examples).
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4. 1) How would you describe the patticipants of this program?

a) Average age Age range

b) Activity level

¢) Health deficits
d) Other

2) Do you see changes in participants since the program started?

No Yes

If yes please describe the changes.

5. 1) What are the needs of participants in relation to what the program offers?
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2) How do you adjust the program to meet the changing knowledge of older

adults’ needs in your community?

1) What is your role in the program?

2) What are the participants' roles in the program?

3) Do you see changes in these roles since the program started?

No Yes

If yes, please explain.
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4) In what way do you involve seniors in the overall design and

implementation of the program?

What sort of community outreach does the program foster?

1) Does the program have an effect on the community?

No Unsure Yes

2) How do you know?

Please give an example.
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9. How often do you meet with other community agencies to exchange ideas?

10. How do you measure the program's effectiveness?

The Future
1. What, if any, are your current plans for change in program content, delivery,

and organization?
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2. Who would you consult and involve in those changes?

180



Appendix C.01
Letter to Professionals

Simon Fraser University
Burnaby, British Columbia
June 1989

Dear

As a student with the Faculty of Education at Simon Fraser University
under the direction of Dr. Michael Manley-Casimir, Dr. Marvin Wideen, and Dr.
Jack Altman, | am doing a study of health promotion programs for older adults.

Your perception is sought as to the value to your clients of health
promotion programs delivered in drop-in centers. This study is specifically
concerned with perceptions of older adult participants, facilitators, and referring
professionals on the programs' effect on participants' well-being,
independence, and supporting social networks as it relates to program goals,
and objectives.

The results of this study will help to provide information on what happens
in these programs and how these programs function for older adult participants
and as a community resource.

| would welcome any comments that you may have concerning any
aspects of health promotion programs’ effects on clients not covered in this
instrument. Your individual responses will be held in strict confidence.

Thank you for your cooperation.

Patricia E. Campbell
Master of Arts in Education Candidate
464-4831
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Appendix C.02
Professional's Consent Form

I am willing to fill out the attached questionnaire and/or be interviewed by
telephone. | understand that | do not have to answer any questions | do not
wish to answer and that | am free to discontinue answering questions at any
time. | understand that my comments will be held in strict confidence and that in
no way will | be identified in the report. | am aware that a summary of this study
will be available for me to read if | so choose. | understand that | may register
any complaint | might have about this study with the chief investigator Patricia E.

Campbell or with Associate Dean of Education Stan Shapson -- 291-4517.

Signature

Date
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Appendix C.03

You will be contacted by telephone in the next week to arrange a convenient
time for a telephone interview to answer these questions, cr if you prefer, to fill
out this questionnaire and return in the stamped and self-addressed envelope
enclosed with this questionnaire.

1.  What is your role in working with older adults?

2. Are you aware of neighbourhood health promotion programs for older
adults?
1) No__
2) Yes

3) If yes, please name the ones with which you are familiar.

3. Have you referred older adult clients to these programs?
1) No_
2) ldontrecall
3) Yes__

If the answer to #2 was no, go to question #8.

4. If the answer to question # was yes, please identify the approximate number

of referrals in the last year
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Have you found these programs accessible to your clients?
1) No
2) Unsure

3) Yes

What criteria do you use to refer clients to these programs? For example:

program philosophy, location, personality of facilitator, activities, etc.

Have your clients benefitted from the program?
1) No

2) Unsure

3) Yes

Please give reasons for your answer

In your opinion what are the benefits to older aduits and the community of

this type of health promotion program?
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10.

11.

12.

In your opinion what are the disadvantages of this type of program?

If you were asked to give a compliete and current definition of health

promotion, what would you include?

If you were asked to define health, how would you define it given your

current level of knowledge?

Has your view of health, well-being, and health promotion changed over the
years?

1) No

2) Yes

3) If yes, please explain
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13. Are you aware of any changes in these neighbourhood health promotion
programs' content or approach?
1) No
2) Yes _

3) a) lf yes, please state what they are

b) In your opinion how do you view these changes?

14. If the answer to question #13 was no, how do you view the absence of

change?

186



(uapuodsaz 1) adoad Sunyurys sansod yim aanoe Suraqe
(quapuodsair 1) A[aan0e 198uo] Suiatje
(siuapuodsai g) ssaurddeye

(sjuapuodsai ¢) purm
ays 1] Aep ay y3noay 3zaa1q ‘[[am ool ‘[lam daays ‘a1| pinom nok s3uryy op o3 a[qe 3uiaqe

(Siuapuodsal G) aIed j[ase

(s3uapuodsal ) ejrdsoy jo 1no ‘ssaufqr jo 3a1y ‘aa1y ured ‘swaqoid 1ofewr oue
(syudpuodsax 6) Apoq Sunonduny [[om e Suiseye

(sSuapuodsal G) s1ayjo pue jias yim Addey Suraq pue asoiaxs 4sa1 ‘Gunea 3upuereqe

(stuapuodsar 11) ajy1q
JO ssaxs 3y} yim Suldod ‘sanTALDE [0S pue $AIqqOY “YIom ‘a1 Kofua 03 ySnoua [[om Burpesye

(stuapuodsar G[) ‘Jjesauo yum aoead
ye Zuraq ![nos pue Apoq ‘purw 1o/ [epueuly ‘[edsAyd ‘qejusw :Burpnpur 3urag-[[am jJo asuas ve

(sa11s [[e woyy sasuodsar yo Arewrwns)

(NOA 0 Ueawr ,Yi[eay], pIom oy} So0p TeUyM

sasuodsay arreuuonsany syuedpnieg

10°'d xrpuaddy

‘I-d °l1qelL

187



0S

y XAt

BYe

% 9%

%8

€9

%

[ei0L

TITEaY Paver 3195

uonoejsyes 9] pue Yifesy paiey J1asg

sasuodsay]
[eiI0L

1004
1req

pooD
poo3 A1ap

IEHER G |

‘¢-dorqelL

188



%001 8V 9 L1 ¢l ) L L
0 0 0 0 0 0 0 0
%80¢ 0L L 14 1 [4 L 1
%L99 Tt 14 L 6 € 14 )
%SCcL 9 L 0 [4 0 [4 L
39 9-N C¢1-N SI-N S-N LN 8-N
%  Te0L 9 ) 14 € [4 L #9315

sasuodsay]
[e10L

sI1ay3o
uey} asiop

SIaY}0
se awes ay) noqy

jsoux
uey3 1a13ag

SI3YI0 ueyy
19399 Yon

"€-d 91qeL

189



%001 6 9 11 1 i 9 L sasuodsay [eloL
DLy 14 0 I [ 0 0 0 patysies wopiag
L9 € 0 < 1 0 0 0 mouwy juoQ
%ee9 € [4 9 1 14 14 g paysues Ajensn
%S¥T TL 14 ¢ [/ 0 [/ I/ paysnes Aa391dwo)
€S 9-N CI-N SI-N &N N 8-N
% TeI0L 9 g ¥ € Z I F oG

TuonoeJSHeg oJI] JUalin,)
(quapuodsai 1) sdin [eos aye; ‘(Juspuodsai 1) sdryspuary pood urejureure

(uapuodsaz 1)
9SU3s UOWWOD asn (syrapuodsazx g) Apanisod sunyy ‘(juspuodsal [) s3saIdjul [BIUSW UTEJUTEW @

(syuapuodsal ¢) J193em MULIpe
(Siusapuodsal G) S1SaIdUT UTRIUTRW e
(syuapuodsaz z) 1sa1e

(quapuodsai 1) 3urmoq
‘(syuapuodsai z) 3uruapared ‘(suapuodsar g1) Supjem ‘(syuspuodsal 6z) 9SDIIXIe

(Sluapuodsal o) 3N1y pue S3[qRIIB3A JO SIO[ YHM ‘S3LIO[ED UI MO] JIIP © UIRJUIEW e

1049383 U0 UBY] 20wl 0] Popuodsal

‘§-dolqelL

‘¥-dalqel

190



1N
S
S
—

%SG € 0 ! 0 I 0 1 asuodsar oN
05 9 11 G1 v L L sasuodsay [el0]
%2 1 0 1 0 0 0 0 ' shempy
%¥ 4 0 I ! 0 0 0 b
%Sy T z 9 L 4 € z '€ sawnawog
%0E 91 z z i 0 i i ‘T
%Ll 6 z I € 4 0 I ‘T I9AIN
€S 9-N CI'N SI'N &N Z-N g-N
% Te0L 9 S v € 4 I F g

Z35[3 oU0IWOS U0 JUIpUadop Juraq JMOqe AIIOM I9Ad TTOA O(1

9-d °lqeL

191



|
.l

%001

%9C € 0 L 0 I 0 I asuodsal oN
0S 9 IL 0 14 L Y/ sasiuodsay [eI0L

%¥6 S 0 4 0 0 0 € ON

%BY'iL 9 4 I 0 0 ré 0 ainsun

%9EL 6L 14 L Gl 14 S 14 Sax
€9 9-N ¢I-N GI-N S-N LN 8-N

% 18j0L 9 g 12 € 4 L # 9H1S

JAISSa00U a1aM 11 J1 SIseq SUToguo0 Ue U0 NOA d[oy PinoMm ogMm ajdoad mous noA og /- ?qel

192



%001
%V6 S 0 I z 1 I 0 asuodsaz oN
8y 9 14 €1 i 9 8 sasuodsay [eioL,
%LS T € 0 C 0 I 0 0 I9A3N
%YEY  €C € 9 9 z I g SIWAWOS
%Sy T € € L I S € skemy
SpuaLg

%001
%SL ¥ 0 I I I I 0 asuodsaz oN
6% 9 I it i 9 8 sasuodsay [e10L
%St T ¥ 0 r/ I I 0 0 I3A3N
¢09 C¢ 14 L 6 € € 9 S9WIaWOg
%S¥T €1 z z 4 0 € z skemiy
‘SINOqUJION

€S 9-N ¢I'N  GI'N &N Z-N
%  18i0L 9 g i € Z

8- °1qeL

193



%001
%TEL £ Z 1 I ré 1 0 asuodsar oN
9% 1’4 II 14} € 9 8 asuodsay [e10]
%¥v6 ¢ 0 4 4 0 0 I 19A3N
%BLL 6 1 4 1 [4 0 € SaWI}aWog
%Y09  T€ € L I 1 9 i skem[y
TAaeg
€< 9-N ¢l-N SI-N o-N LN 8-N
%  1ei0] 9 ) 14 € 4 1 # 9

:INOAINO d[34 oA 0 (panunuod) ‘g-(1 IqeL

194



(syuapuodsal z) way} uo IurpPayd

(s3uapuodsar ) MO1s ayy Junisia

(syudpuodsal ¢) dUBUIUTEW PUE SAIOYD PIOYISNOY
(syuapuodsazx /) suonpuny repos ueid dpy
(syuapuodsar g) way} 1roddns o3 axayy Suraq
(syuapuodsal ¢) uornjeirodsuer; urpaoid

(iuapuodsaz 1) Surddoys

(uarpopuesd yim o1 - sypuapuodsalr 91) a1edpliyd

‘6-d 2Iqel

195



%001
%LL 6 Z 4 0 L 0 rd sasuodsay oN
44 14 8 S1 4 Z 9 sasuodsay [e10],
%61 I 0 0 I 0 0 0 ON
%118 €¥ 14 8 14} 14 L 9 SaX
Spuatig
%001
%80C Il ré L ré Z 1 € sasuodsar oN
474 14 Il €1l € 9 S sasuodsay [0
BLL 6 c c € I I 0 ON
%TT9 €€ c 6 o1 c S 1) S9X
'SINOQUIIPON
39 9-N CI-N SI-N S-N N 8-N
%  TeioL 9 ¢ 14 € 4 4 # 9N

0L-dsiqelL

196



%001
%ST 8 I I I Z I Z sasuodsai oN
9 LI p1 € 9 9 asuodsay 1ejoL
% I 1 0 0 0 0 0 ON
%ES ¥ i 11 2! € 9 9 SaK
€S 9-N CI°N SI-N &N N 8-N
% T8I0l 9 S 7 ¢ Z I #o5

PUSHWO 00 (PanuRuod) 0[-( dlqeL

197



(uapuodsai 1) s1a13a] Sunime

(stuapuodsar g) aoiape SuiaiSe

(sjuapuodsai g) sonpouid uapied ‘(sjuspuodsaz z) sayiop ‘(ssuspuodsar g) seaw Surreyse
(stuapuodsar §) Surddoyse

(stuspuodsai 9) adueuajurew pue siredal pjoyasnoye

(stuapuodsaz g) s1ad pue uonejiodsuer; ‘awoy 105 Surrede

(stuapuodsar 6) uoneyrodsuen Suipiaoide

(stuapuodsaz ¢) Juawureyszjud Sureyse

,OW 10§ a1y Buraq sAemre, (sjuapuodsas /) poddns Surpraoxde

(spuauyy pue Aqurey ‘sinoqy8eu £q padiay are oym syuedonied JO Isquunu a3y} I0j /# J[qe} 3Is)
31¢ Wo) 10] Op 1930 Sjuedpnred JeUm joO sojduaexy

‘T1-d 91qel

198



sjuedpnred Jo IdqUINN=N

JuawIaje)s auo uey} aiow o} puodsal 03 QY =,

%81l 1 0 0 0 I 0 0 asuodsaz oN
%ELL 9 g L € I 0 L a1 Awr uy asure
yey} suonenyis jo adreyd
aye) 03 djqeun we [,
%SL ¥ L z 0 L 0 0 SIaYI0 duIN[FUL
0} 3[qeun A[[ensn we [,
%L1L 8 ' L 01 b S g 3umpq-fam Aw aduanpjur
A12an1sod yeyy sadioyo
oyeur O} a[qe [93J I
%Y€Y €T € € 8 z € 2 SI13Y10
IJouUanyulI 0] I[qe we |,
%0'€8 ¥ 9 6 Gl v € L aj Aw
JO [OUO0D Ul [339] |,
€S 9-N CI'N  GI'N &N N 8-N
% 1eI0L 9 S 7 € T I Fong

ASESTTH J195

Z1-d 3lqel

199



swa[qold umo Aw afpuey o3 L1[iqe e

(syuapuodsai 7) Aoeaude

(stuapuodsai ¢) [epuUeRUe

(stuapuodsai ¢) JL1sajl] AqrXayse

(Suapuodsai ¢) s1930 J0j Suued UsyMm 10j JuIr pey J9A3U A3y} JeYyM Ope
(sruapuodsai §) auoAue 03 junodoe 0} SurAey Jou pue XPOP Y JO WOPIYe
(ssuapuodsai 6) purnu jo adead 1 yireay pooe

(stuapuodsar ) suoIsIp uUMo 1Y} Sunyeule

(sjuapuodsal /) S3SaIauUT UMO I3} MO[[0] 0} JuISOOoPDe

Ie dUspuadapul ey} Joqe snjea suedpnied sauigl a4l '€1-d dqel

200



(3uapuodsaz 1) uarpyopuesd 3uisiele

(3uapuodsaz 1) safpaau Surpeany; ‘(Guapuodsal 1) s19133] Sulilime
(uapuocdsai 1) Aes ajdoad yeym Burresaye

(Juapuodsal [) ad1Ape [eDURUYe

(2) 10 133 01 JudWISeINOdUIe

(syuapuodsas ¢) dnjsuoruedwode

(syuapuodsax ¢) Surddoyse

(syuapuodsai ¢) 1xoddns reuonowde

(stuapuodsal §) Suruea[d pjoyasnoye

(siuapuodsai G) uoneyrodsuene

(siuapuodsai §) a1ed pied pue (sjuspuodsal z) adurUUTEW AR e

‘¥1-d 31qeL

201



(tuapuodsai 1) r1e> e aaup ‘(yuapuodsaz 1) ouerd ay; Aed
‘(sjuspuodsai z) uspied ‘(yuspuodsai 1) 3sa1 ‘(Juspuodsai ) peale

Juapuodsar 1) umop Surasj 158 03 J0ue

(juapuodsal 1) mou are £ayj se awres ayy jjas dooye

(stuapuodsai ) are Aay; se sSuryy 3dadoe ‘Ajsnowas os s3uny; axe; 03 Joue
(Yuapuodsai [) axI[ A3y} UM Ope

(syuapuodsar g) uonesnpa 13y} 19YHNje

(stuapuodsaz z) usip[nppueid pue SpusLy yjm 10Ul Ope

(ssuspuodsar 7) 13)sej s3uny} ope

(Juapuodsai 1) s100pino sanianoe SuroSuoe

(duapuodsar 1) Suruurims
‘Quapuodsar 1) pis ‘(syuapuodsai z) aduep ‘(s;uapuodsai z) arow AeMe

(8) 210W [9ARL}e

UL

‘SI-g aiqel

202



SIYO0 =0

smoqy3LN = N

SpuaLL] = ¥q
Ay = vq
€50, €8 606  23ruddIyg
€S 8TLE Wb 8F
9 €9 9 9 02-9 9-0 91 61 61
A 9 6 0L OL 11-0 -0 9-0 -0 9-0
SL L6 €L ¥l Al 9-0 S1-0 91-0 €1-0
g A 2 T 06-Z 9-0 9-0 £e-1 £1-0
L SV 9 9 651-9 ol 8-1 ol 961-C
8 v S ¢ 8 8-C +01-1 0Z-0 92-0 1
sjuedodnied O N od vd
[BI0],  diysuonesy oduey [ej0L 7 3 4 (500 O} 0P

PpoD

9 ayg
G aNg
b oS
€ S

rACA

L3S

'91-d dlqel

203



ST} JO uonoas yoea Jamsue 3,uprp [[e 4oy ySnoys usas ¢g Jo 9]

"alreuuonsanb

dures uo paseq %,

L pue g yioq 03 puodsar pinoo sjuedmpnreg
PeIU auoydafay =]

Jorjuod [euosIdJ =4 9pPoD
sjuapuodsal [2303

1574 0 0 0 %81 %81 %S, %9S %69T %S/ Sa}1s [{e adejuaotag
9-N

S 0 0 0 0 0 L L 0 9 a1S
CI-N

6 0 0 0 1 0 0 I L G 9IS
SI-N

4! 0 0 0 0 0 L € [4 A
9-N

14 0 0 0 0 0 0 0 0 € NS
L-N

b 0 0 0 0 I 0 I I (AL
8-N

6 0 0 0 0 0 L € 0 L 3lS
(G)IMOY3BN

L d L d L d L d L
8301, FEYETNG WOP[3S  A[IUON AD9oM ATeqd

1 Z1-golqel

204



sjuapuodsai [e103

-alreuuonsanb

STY3 JO UOWD3IS Yoea Iamsue LupIp [[e L9yl y3noys u2aa ¢g jo ardures uo paseq %,

L pue J y30q o3 puodsal pnod sjuedonite]

Peju0d auoydsal =1
JORJUOD [PUOSISJ =]

Ly 0 0 0 0 %8L %SL BST %EST %EIL %99T
9 0 0 0 0 0 I I < [ I
41 0 0 0 0 I I € < I 14
0L 0 0 0 0 0 0 < € € €
14 0 0 0 0 0 0 0 I 0 €
S 0 0 0 0 0 I 0 < 0 <
01 0 0 0 0 0 I < S I I
I d I a I d I d I d
2101, T9ASN TIop[9g  A[JUON INSEEITN AT

:3p0D)

$91S [[e 33eIua0Ia]

9 IS

G 9Ns

¥ oS

€ IS

¢ 9IS

[ NS

TJOBJUO.) 100G JO Aouonbaiy

9-N

¢I-N

SI-N

8-N
(S)pustiy

'81-d 91qEL

ud
2



syuopuodsai [ejo3

‘aIreuuoijsanb

SIU} JO UORDas Yoea Jomsue JupIp (e 43y} ySnoyy uasaa ¢c Jo apdures uo paseq %,

L pue 4 y1oq 03 puodsai pmod sjuedpnre

e duoydery =L
JORIUOD [RUOSID =]

LS 0 0 0 0 %LE %SL %TEL %BY9C %L0T %HSE

g 0 0 0 0 d L 0 0 0 €

4 ©o o o o0 ©0 I T § 0 ¥
€1 0 0 0 0 0 0 < 4 14 g

) 4 0 0 0 0 0 4 L L 0 0

0t 0 0 0 0 L 0 < L 4 14
€1l 0 0 0 0 0 0 0 S S €

L d L d L d L d L d

[ejol, I9AIN] Wop[og ATUIUOWN AP M Al

:9p0D

S91S [[e 93'IUadId]

9 9NS

G IS

¥ aus

€ 9IS

¢ 9MS

[ 1S

9-N

CI-N

SI-N

‘61-d 31qelL

206



-a1reuuonsanb
STY} JO UORIIS YPea Jamsue Lupip [[e L3y} y3noys uaad ¢¢ jo ajdwes uo paseq %.
L pue d yioq o} puodsaz pnod sjuedonred
preIucd duoyds[al =L

JORIUOD [RUOSId] =d :9poD
syuapuodsal [e303
1,4 0 0 0 %I 0 %99 %BSL %BULY %81 %Il S3YS [[e 33eIU0Id]
9-N
< 0 0 0 0 0 I I € 0 0 9 S
¢I-N
8 0 0 0 0 0 L L € 0 € ¢ IS
SI-N
1) 0 0 0 1 0 0 0 8 I L ¥ 91S
S-N
€ 0 0 0 0 0 0 0 € 0 0 € 9IS
4-N
9 0 0 0 I 0 0 L [4 0 [4 [ACA
8-N
8 0 0 0 0 0 I I 9 0 0 L 93§
Sjuedonie] Weldolg
L d L d L d L d L d
TeI01. T9AIN WOoP[9S  A[\JUON INEEEIY Areq

TPeIUO,) [EDO0G JO AdUanibaly "0z~ dlqel

207



-dareuuorisanb
ST} JO UOWDIS UYDed Jamsue JupIp [je 4311 y3noy; uaaa ¢g Jo ajdures uo paseq %,
L pue 4 y3oq 03 puodsax pmco sjuedoyred
Peuod auoydaayr =1

JORJUOD [RUOSId] =] :23p0D
sjuapuodsal [ej0}
0¥ 0 0 %LE %Sy %SL%SYC 0 0 %81 0 sayIs [[e aBejuadiag
9-N
14 0 0 0 4 1 1 0 0 0 0 9 9115
ZI-N
1) 0 0 0 € 4 g 0 0 0 0 ¢ 9IS
GI-N
8 0 0 [4 9 0 4 0 0 0 0 ¥ 3s
a-N
1 4 0 0 0 14 0 0 0 0 0 0 € 9G
LN
9 0 0 0 € I 1 0 0 I 0 ¢ °NS
8-N
8 0 0 0 14 0 1 4 0 0 0 0 [ 3315
SueDISAY4
L I 4 I 4 T 4 I 4 I 4
1101 T9AON Wop[ag  AYITUON Ao M Area

"12-d d1qel

208



sjuapucdsal [eio}

‘aareuuonsanb
ST} JO UONIAS YOed JaMsue JLUpIp [fe Loy3 YSnoys uaaa ¢¢ jo aidures uo paseq %,
L pue 4 yioq o} puodsar pnod sjuedpnreq
prejuco duoydapL =1
JO'IUOD [RUOSId] =] :9po)D

7/ 0 %9S %81 %SL %81 %691 %81 0 %81 0
€ 0 ¢ 0 0 0 o0 0 0 0 0

8 o o 1 T 1 ¥ 0 0 0 0

€ o o o0 O0 0 € o0 0 o0 O

€ o o o0 T o0 I 0 0 0 O

4 o o o0 I 0 L L 0 L 0

€ 6 o o € 0 0 0 0 0 0

I d I d I d T d I d

[e10]. J9AIN WOop[oS AT\[FUON INEEEJY Afreq

TPeIUO,) [eD0G JO AdUanbaiy

S3)Is [[e a3euadIa]

9-N

9 3S
¢I-N

G S
SI-N

¥ a4S
S-N

€ IS
L~N

(A1)
8-N

[ oS

S[eUOISSaJOI] IdYIQ

"¢Z-d dlqelL

209



8ls

¢l

SL

N

%001

xolﬁ

<l

Il

§asuodsay
[e30],

%EEL 0 %81 %6¥8
L 0 I Sy
0 T 0 0 9

0 0 0 A

14 0 0 8
L 0 0 i

4 0 L ¥

0 0 0 8
asuodsayg PaUsTESsIq paTjSHES pansTEs
ON Afrensn A[reuotssenn Arensny

S3)IS [[e
adejuadiag

[e10L
9 IS

S NS

¥ 9US

£ oHS

(AR

[ NS

'SINOQUITON

"€¢-d °lqeL

210



¢l

Sl

%001
6V

9

Al

Al

v

L

8
sesuodsay
reloL

%E L 0 %81

v 0 ﬁ

0 0 0

0 0 4

€ 0 0

L 0 0

0 0 0

0 0 0
sasuodsay pangsnessi(y ponsneg
ON “ATrensy ATeuorssesn0

%16 SajIs [®
a8vjuadiag
8y [ei10L
9 9 A5
It G NS
[4% VAL )
14 € Mg
L A
8 [ 1S
Spuatly
Palysies
ATrens

ITA J9EIU0D JO ASUdNDaL) \TM UOTDejSes JO 9013ap sjuedbnled - $2-d 9198l

211



€9

90

4!

Sl

N

%001

o
S

[4!

€l

ssuodsay
€101

%S°L 0 %S°11 %18
7 0 9 &
1 0 L b4

0 0 < 01

4 0 I [41

1 0 [4 4

0 0 0 L

0 0 0 8
ssuodsay PoTHESSIq OIS PaTyeIeS
ON “Arensy] A[feuotssen) Arensyy

SaIs [[e
a8ejuaoiag

[ejol
9 S
S aMS
¥ 9NS
€ Mg

¢S

L 9HS

TATTey

212



%001 %¥'8¢ %81 %81 %89 soNs [fe
adejuadiag
€5 8 S I 1 9 [eloL
9 14 4 0 0 14 9 ayg
41 6 € 1 0 8 ¢ g
¢l 8 L 0 I L ¥ a1
Q 14 I 0 0 14 € g
L 9 1 0 0 9 C 9NS
8 L 1 0 0 L [ 934G
Sjuedpijae] Wels0]

N &osuodssy Ssuodsay patjsSpessi(y patjsneg patysnieg

[e1oL ON A[rensy A[Teuoissesny Afensn

"9¢-d d1qel

213



0|3

¢l

Sl

2

%001

ol X

I1

¢l

sasuodsay
elof

%ES1 %81

1 L

Isuodssy P3USHEsSI(]
ON Arensy

%S'L Y SL

paysyueg paysyeg
A[feuosseny ATrenspy

S3}IS [[e
a8ejuadiag

[ejoL
9 9IS
S IS
¥ 9ns

€ 9IS

¢ IS
L ansg
SUCDISATJ

‘Le-adolqel

214



%001 BeSy 0 %8¢ %6°05 SaIs [re
advjuadiag

€5 A (4 0 z Al [el0L
9 € € 0 0 € 9 AS
cl L S 0 0 L g 318
Gl 8 L 0 0 8 ¥ alg
S € [4 0 [4 I € 9IS
L S < 0 0 S [ACLS
8 € S 0 0 € L 3axg

'S[eUO1SSaJ01g Joi0)

N 3osuodssy Sesuodsay PaSTessI(y paysnes potjsiieg
[eiol ON A[Tenspy A[Teuoissessg) A[fensn)

'8¢-d slqel

215



%001 :S81JuNoY ||e |ejo)
%L S € r4 - - L - adoing |elo0)
A - c - - - - Aueunen)
S - - - - 3 - puejod
% LL 6 8 c € 4 3 - uiellg
%€ LL (84 ] 8 <¢I € ] 8 EPEUEB) [BlO]
%8’ | 1 1 - - - - - sewnenw
%¥'6 ] 4 - 3 - - é oueluQ
%9°6€ (4 c 9 S 3 4 G 80UulA0lg suleld
%t 92 Vi - c 9 c € 3 0d
yuig jo eode|d

%001 £t SN CIN GIN SN N 8N

SOETUZOI8d IS 9 & v € ¢ T #F oIs

€G-N
198yg uonewsoju| juedionied

10’3 xipuaddy

QUG 10 8%e[d -3 e|qel

216



7000 | £S5
%8¢ c - - L - L - ANUNWWod souelsip
%S ¥T €l 9 2 L g 2  pooynoqubisu juadelpe
%l 1L 8¢ 9 9 2L v v 9 paiayo weiboid youm
ur poousnoqubieN
%001 €S 9N C¢IN SIN SN N 8N
BOEIUE0I5d [e1o] ] S i £ 4 I # 9IS
-DUIAITATUSIING ST TUeddNIed UoIgM Ul AlD JO B3Iy "€-3 9|qe]
%00F €6 9 2L GI G . 8 sesuodsals |ejo)
%6 | F - I - - - = ueibamioN
%6’ | b - ! - - - - uejuewoy
%6 | b - - - - I - ysijod
%9°'G € - c - - b - ueuen
%6 | 8 - - - I - - ysiam
%6 | b - = k- - - - youai4
%68 S¥* 9 8 v+ v § 8 ystbug
%001 £t ON CIN GIN SN ZN @8N
BOBTUSOIS [elo] 9 G v £ c F # 8lIS

eDenpbuel 1§ "g-3 ejqel

217



siesk g'/¢ sals (e ‘sbelsay
siesk /9 - sywuow g9 salis ||e ‘ebfuey
sieak 99z ebeieay

sieshk Gy - || abuey

sieah g9 ofeioay

sieak /9 - siedh ¢ ebuey
sieah g'gL ebeieAy

sieak oG - siesh 2 ebuey
sieah p'gg  obeieay

sieak z9 - G2 ebuey

sieak g/, ebeieay

sieah G¢ - syjuow 9 obuey
siead g'gl obeisAy

sieak Qv 0} sieeh g'| ebuey

‘lelo)

9 8ls

S 8ls

¥ elS

g els

¢ 8lS

I 8US

‘-3 ejqel

218



%00F €5
%6 T - - - L - - asuodsas ou
puels}

%6 | b - . - b - - laylo
%S L 14 - b - L 4 - aAlje|al Jaylo
%2 0€ 9l > 1% 1% | 2 2 esnods yum
%S85 le € L L b e 9 auole (q
%001 [}
%o | T - - - L - - esuodsas ou
%6 | b - - - -yl ot - ayjo
%6°2S gz € L € € ¥ ¥ esnoy e ul
%E eV €2 > L 21 b 2 v wawuede ue u (e
%00 ¢ G ON ¢IN GIN GN ZN 8N

SDEJUSSISd e’y 9 6 v € ¢ ! # oIS

'G-3 e|qe]

219



Gop 9 8us
uysy ‘paiq ‘Gop ‘sjeo G 8ls
1ed ¥ °liS
sjeo ‘Gop € oliS
sjaunbs ‘aibpng ‘sieo ‘Gop 2 9ls
lqqes ‘Gop | e)s
BOAT
%00T (3]
%9G [ - ! - ! - ! asuodse: ON
%L LE 0¢ 4 L I e G € S9A
%l 99 o€ 1% vy v 4 e 14 ON
led yum (o
%001 tG 9N ¢IN SIN SN /N 8N
ity o TeT0 ] 9 S 7 e c b #Folg

(panuyuod) ‘G-3 eigey

220



%001 (4
T T 1 - - - 2 - Bunjiom
%’C I - - - ! - - paillal-lwes
%' 26 6 G ¢ 6GI 14 S 8 paliley
%001 €& ON c¢IN SGIN 6N IN 8N

SOETISOISd e/l 9 & ¥ € ¢ F ¥ ons

STiels Juslng -g-3 e|qe)

221



%00T €S8
%6 B | []8 - G g - - - asuodsas ou
%6’ | I - - - ! - - a|qissod
se 8l se
%L'S € - b I - s - uasp|iyopuelsb
JO 8Jed
%E L1 9 - 3 I I i r4 o)l Buiholue
%L'SL 8 £ 3 - L b c $81qQqoH
%9°6€ (4 £ 14 L 4 € c 1891un|oA
%S L 15 - - L - - 2 9}IMASNOH
%001 £t 9N C¢IN SIN &8N ZN 8N
BORIUBISg [e10] 9 S ¥ [ C - # 9lIS

[-3 9|qel

222



%00% €%

%6 L T - - - { - - olueyOdW
%c €l L - 4 e - 4 - uosiad sajes
%c el L c 3 c - - c ajimasnoy
%L'S € 3 - - - I ! Jabeuew
%/.'S € - ! - L L - iojeiado euoydasis)
%SG, 14 : 4 I I - - loyiom 8olj0
%0 L} 6 c G - - 2 Kieysi109s
%6° | I - - ! - - - Aleuolssiw
%6° | I - - - - ! - 1siBojoyoAsd
%8'E c I - I - - - le)Jom |eloos
%cEl L I 4 I 8 4 - ieyiomesed Uyiesy
%0°G1 8 I 4 I I - € Jayoes}
%001 £ 9N ¢IN GIN SN LN 8N

BOETUEO15d TeTo L 9 g 1 € 4 ¥ ¥ oNg

'8-3 e|qel

223



"B 8U0 UBUT oJ0W O] puodsal pnos -

14" € 4 14 I c 4 seipnjs
aenpeib 1sod.
9 - c L L L L |O0YOS apeijs
L 3 L 4 - ! 2 a8b698}j00.

92 £ v 6 4 £ G o1e|dwod |ooyss ybiye

L - 14 ! ! - ! a}a|dwooui
jooyos ybiye
€ - L - ! ! - - SS8| J0 g 8peiD).
76001 £S5 ON ¢IN GSIN SN N B8N
BOETUS0I5 jeiol 9 S v [ C ! # OlS

'6-3 e|qel

224



ATIATIO® 8U0 Ueql a10wW 0] puodssl pinod .

%00T 4]
% 6 47 vy ¢t ¢t ¢ L S asuodse. ou
%6’ | b - - - b - - sieindwo9.
%6’ | b - - - L - - Aydeiboioyd.
%8'€ c 3 - - ! - - |8lsoy Jepj|o.
%S L 14 - - 4 - - rA slie ouije
%8°€ c b - 3 - - - jooyos ybiy
paje|dwooe.
%6 | ! - - - - - I yljeaye.

SDEIUE0Id IS 9 & ¢ ¢© ¢ 1T Fans

‘0-3 ejqel

225



€S
5V 9 bt Gl € L L afewsa4
% 0 L 0 2 0 1 alen
X8
2'LL €89 G99 S LL 2'S. 5'69 Wi abe uesw
88-6S 8/-v9 6L-¥9 98-29 88-59 8.-S9 98-66 abues aby
€8
9N GLN GIN SN LN 8N
[ejo | 9 G v [ 2 ! # 9lIS

X35 pue by ‘¢i-3 °lqey

%< 6. cy _m L Vi b A A uol}eelool.
%0 L1 6 b 4 € - 3 c yainyo-.
%8'2cS 8¢ € JA JA r4 14 G  AlIAIJOB  186JUN|OA.
%V EY £¢ c 4 S 14 4 8 SQn|J.
%001 t5 ON ¢IN GIN SN /N 8N

SOETUBII5d Bl61 "8~ & v £ ¢ F F oIS

"L1-3 ejqel

226



%00T (4]
T - - - L - - esuodsal ON
2s 9 2t SGI 14 L 8 esuodses |ejo}
%t vV €2 ¢ 9 7 2 G [ pemopim
%6’ b 0 0 0 0 0 b Pe2IoAIp
%86’ - | 0 0 0 0 0 b pejeledas
%9’ € 81 € S ¥ b 4 € peliiew
%E L1 6 L N | 0 2 e|buls
snjejs |ejuep
%007 €5 ON CIN GIN SN N B8N
BOBIUSIIS] 101 9 g 17 3 c I # oNS

‘€l-3 e|qelL

227



%00T (3]
%E EF VA I € ! b ! - asuodsai ou
%E£°0¢ 91 e b e 4 14 S [N}SS841S i8AdU
%9€ 61l 4 14 8 b b € njssadis wopj|es
%9°02 L1 L v v L L - jryssalls Ajjeuoissesdo
0 0 - - - - - - Injssai}s AlsA
SS8J)s wey) sesneo
S90JN0S8J |BIOURUI} DUl)
sjuedoied jey) eeibe(

%00F (]
%6 g - 4 - I b - asuodses ON
%5 V8 Sv 9 0FL ¢¥i 4 S 8 SOA
%L'S € - - ! ! ! . ON

%004 tS ON ZIN SIN SN N ©®N
SOEIURDIRd 1oL 9 & % ¢ ¢ ¥ # ans

vi-3 e|qe]

228



%00F €5

%E 8¢ St b € L4 € 4 c asuodsas ou
%Y 6 S - 4 c - 3 - 000°0¢ ueyl ason
%L'S € - - - - 3 ¢ 666'6£-001'GZ usamiag
%8°GE 6t ¥ 14 S 4 4 2 000'62-000'cl uasmiag
%L'St 8 3 € £ - - I 666°CL-100'01 usamisg
%L'S £ - - ! - b 8 Japun R 0000t

1 91 - J e|qe}

Aio6ajed auo uey} aiow 0} puodsal pjnoo .
%L'S € - - b - 4 - asuodses Ou.
- - - - - - - - eswAo|dwe

uanung woi; Asuoule
%L'S € 8 - b - - ! sesnods.
%2C Sy 144 £ vy 0l b b G slesse woi} Asuouws.
%C 6L ctv g9 ¢! 6 S S S uoisued.
:8WOooU! JO ©24N0S
usuno sjuedioiued

%001 €S ON C¢IN GIN GN ZN B8N

SOETUSIIBd el 9 & +©v & ¢ 2 ¥ ong

‘Si-3 e|qel

229



%00T (4 € 0L 01 14 L L SISNOJS3IH TW.IOL
%S
S{euoISSe}0id
Buniiejey 2 - 2 - - - - sjeuolssajold Buisjey
%S |
sellIAnoY
sseull4 9 - - - - 2 ¥ S8I1IAIJOY SSaull4
%€ (spusuy ¥ Anwe; ‘inoqubieN)
10BlUO0D
|euosied el L b b 2 Z - JOBlUCOD |euoslad
¢l
%62 c - - - - - 2 Jsjusn Joiuss
sielen 0l - £ G - 2 - ajua) Anunwwo)
8
T - - - - | - Buisilieapy
%6 L L 4 b b 4 - b 19]]18|SMaN
Buisiuzapy
BOBITISg [ejo] 9 S ¥ 5 c b # 9ilS

¢WeID0IT 80T Noqe Jeay oA PIP MOH “L-4 o|qel

¢y - N

sjuediolied yum meialelul pesnoo4 o Alewwng

10’4 Xxipuaddy

230



%001 A4 € 0oF LI 14 L L S3SNOJS3IH
40 H3gNN
Yoclt ) - ¥ b - - - sieehk g - /
%2 | S - € 2 - - - sieed g - ¢
%62 A - € ¥ - g - sieed g - |
%L 9 c - > - | - Syjuow || - 8
%ol. € - - - | - c syjuow / - ¥
%92 bl F - L € L S §S8| 40 syuow ¢
‘ow QL J4Ag uAQ9 'owg cow | ‘owp uonelado
weiboud jo yibue

k:Jo) (V=T e [e1o1 9 S 1Z € ¢ F # 981S

'¢-4 e|qe

231



gnip bunjiem =,
asiolexy = 3
uoissnosiq = q
%007 Qzv %00F 3S€ € 0L Lt v L L SIN3IANOJS3H V101
VAREL = - - - -
% Qb - - Q- - - 18ASN
% 3l - - - T -
%LL AL - Qg av - - at AjjeuoiseooQ
m- - - - - - -
%Pl Q9 - - - - - Q9 Alyuowig
%€9 322 € 3I2  3IJ9 - 49 -
%9 08¢ Q¢ a8 a9 av a: - Aijeem
%€ JiLt - 32 3¢ - - 3.t  %99miad 8ouo ueyl ason
uoissnasiq (el ses|diexy
SOETUSOIBd Bl § & ¥ ¢ @ [ #FoNs

‘90UEPUdNE JO ASUBNDBI] '£-4 6|9e|

232



0 0 0 asuodsas ON
Xo8yo jybiem,
%L} L b 14 € ainssald pooijg
%cl G - 2 e ebessep
%8 Ve 6 0l L uoissnosiq
® 8s|oi8x]
%€6 6¢€ 8 01 L uoissnosiqg
%9L A 6 I L asiolexgy

k-0 kP TeT0] G 7 4 # olS

ZOIoUT Op NOA Op TeUM “v-4 elqel

233



%00F cv € 0L LI 1% L L ‘SIN3IANOJS3H V101

. uoijoe S82J0jUIB
%JOM]SU |BID0S 8SEBaIOU|
. a|doad Aofug
. SJayjo 0} 8sojo |99

. . . SI19YI0 Yim
uonjeuloju} aleys
. . UOIJBWIOUI MBN

R . . SSNISIp 0}
sbuiyy Bunsaialug

. . Ayyeay Aeig

. . aAljoe dady

. . . Jeasb oo

. . Ajjigow peaoiduw
. Sayoul peonpay

. ssajyjeadq ssa

. . ABisua panoiduij

STUeWWo7
%.SG ve I 8 9 I € S §94

. yyesy u1 abueyodo oN
. ajdoad Aolua jisnp
. ains JON
. 910j0q 8AloB Ao

Sjuswiwio?)

%tV 81t 4 4 S > ¥ 4 ON

SOETITE TeToT 9§ v €& ¢ 1T Fous

‘'S-4 °el|qe|

234



%CS
¢¢c

%8y FOVINIOHId
02 SISNOJSH
W10l

1S4l S8JIM AT

weisbosd siyl o1 psjes.s jou
S8I}IAIJOB 18YJ0 Ul PBA|OAU|
Allwey yum paajoAu|
SJ8JUSD JBYJO Ul PBA|OAU|
1S1l} 8SI018X8 UM DBAIOAU|

uoIssnosip
SSU||OM By} ISy gniy Buiiem

S

Uonoy Ul siousg
sinoqubileu uonuINN
NS sioeg
188JUNjOA

J9Jua)) SIOIUSS JO UOIB8IOaY

198JUNIOA HUuN yljesH
sinoqybieu uolNN
siadjey pooysnoqubiaN
IN}S Joluss

uoioy Ul sioiuss
S8IIM BAIT

siaxeadg aounouuy
Buiisin  Ajpuaii4
29IWwoo auoyd
BuisnoH s|qeployy

10§ SU8Z}ID PBUIadUO)
siaddns Apoapm

Buibe Ayyesy o} ssuodssey
sinoqybieu uoiINN
sdnoir) sioluag
sinoqublaN uonuINN
A}81008  siIYLY
SS0J)) Py 10} 188JUN|OA
oy} Bunjem

S10lUSBS 10§} MOYS UuOoIyse
saiwwos auoyd
811U8d Je 188JuUN|oA

4 |

urejaxy

ON

arejaxy

S,  FoIs

'9-4 8iqel

235



A %001 ey € 0L b ¥ 'SISNOJS3H V101

- - = 18410

%0  19UI0 UM %G9 L | L2 - inoquBteu yum

%S9l L L e L pualy uynm

%L € -l -2 aAlB|8s YUM

%09 8uoly %09 se + L 9 g auoly
SDETUSI18d el 9 & v ¢ ¥ ons

¢WeID0Id 3UT O 8Wod NOA Op WouM UNAR /-4 eige)

236



%06

%S

91

81

8¢

esuodses ON
saouejuienboy
spuali4

CE)

ON

IDETUSOI5d

elo1

# OUS

‘8-4 eiqe)

237



8A0Qe 8y} J0 auo uey] aJow 0} puodsas Aew,

I R - - - Sdil}e
I - - - - - aonpoid uspieb eseyse.
14 -« L€ - - sdnoib Jeyjo.
4 - - 8 i - J88lun|oAe.
14 3 4 3 - - puelilje
4 ! - L inoqybieu.
9 - € . c - younje
0l I ! - c € eoueys Aq Ajuo.
wesboid epiSino paAjoAu]
%00T cy
%9 V4 € 9 9 S 14 §94
%9¢€ Gl 0 G S c 4 ON
SOETUSIRg e1oT 9

'6-4 9|qeL

238



soidoy 31sabfins, g9 8us

sjuawysalel aalaes,
Buiuueid, G 9US

SMaIA 3dlels,
oido} 1sebbns,
layeads yueyl,

layeads oabuelle, ¥ 8lNS
1991unjoA,
sioyeads abuele, € 8ls

uosiadiieyo,
Buiuoyd,
Guiuueid, 2 9Ns

aouo Ajuo,
Jusjuod @ oidoy, I eNs
-utejdx3
%00 ¢ 2V
%8¢ or b vy v ¢ € c SaA
b diay o} Bunpm
‘Sjuswwon
%29 92 ¢ 9 L ¢ v s ON
SOEIUSI18d 2 H1 9 S v € ¢ P ¥ oNg

‘0L-4 e|qel

239



%00T ey
D75 b L L - - - - lednsun ‘|jedes }juoQ
ybnoua Buo| aiay jou. g9 als
suoljsebbns ayew j.uop. 2 oS
ybnous peAjoAul j0Us
%€ St L 2z 2 2 € s T oN
sioyeads. 9 8lS
sloxeads.
sdi} Buluue|de. G 8us
9S10J8X8 10} S8WIil JO JoQWNU.
siayeads.
o1doje. v 8lg
sioyeads. € ols
sioyeods.
so1do}. 2 els
$01d0].
sdu} Aep. I eNs
SO[Auexy
%09 G¢ 0 L 8 ¢ 14 c §3A
SDETUSIBd WL 9§ & ¥ ¢ ¢ [ # oIS

‘ti-4 ejqeL

240



0 0 0 0 0 0 ISNOJSIHON

"8WeU 8uo uey) aiow 0} papuodsey,

09
T - - L - - - mouy LuoQd
| - - - L - - 1stuoljiinN
€ - &€ - - - - Siequen
¥ - L - - .8 - o8 oAlesadoo)
G - - > - 2 Jowweiboid
o€ «£€ 8 46 € .,€ G 10}eulploo)d
9l « € - .01 R - JoponJisul  sseujl4
SWeN
elo] 9 Y 1 € ¢ ! # oliS

‘¢l-4 8jqel

241



lepes|e. oS
paaosduiie
ewes ey st Jepes} Inq abueyo sjdosd.
sebueyd ssqunu.
Aljlqisuodsas esow Buiye)} jou. a|sg
iapjo ate ) Bujuuns sjdoad.
l8|jews ‘souepusape ur abueyos. ag
lswwns ui ajdoad iomoj.
lepes| jo abueyo. ols
Jswuwns ui pseddosp sduepusye. IS
SIS wey
%V 12 6 3 L4 I - 4 I §94
SOEIISI™d I’ 9§ % © ¢ F LS

‘tl-4 e|qey

242



%00T cvy € 0L LI 14 L L S3ISNOJS3H V101
aINs }OU.
aleMe ]0U. G 8lg
Guipuale swiy 3541y I eus
SIOSWmoy
%<C'L € - 4 - - - b Mou) jJuoQ
Aj|jeas 10u. 9 elis
8WeS. S els
JUBLIWOD OU. y 8lg
JUBWIWOD OU. € els
(g) sWWOD ou.
(2) wope eaneiadooo. 2 eus
8uO0AIaA® SBA|OAUI INQ SPES| JOJeuipJ00D.
sebueyo dnoib B ebueyd soidol. L els
ML)
%V LL 0€ c ¥y Ol ¥ S G ON
SOEJUSIIad Bl 98 § v & ¢ ! Fols

"(penunuod) g(-4 elqel

243



%00T
%Vt 9 - c £ - - X ainsun
Ajuepje AiaA.
wayj o} dne 8lis
dnoib uoissnosip ui
diysiepes| yonw sesinbas jeyr Buiyjou.
[lem soop Jopea| ‘A1esseosu ]0ue
(2) seuanoe umo Jieyy ur peajoaul. eI
TSTUsuIo?)
%9¢€ G - c 3 € S 14 ON
pinoys. 9Us
pinoyse. olis
P{NOD.
0] 8sooyd jou Aews. ous
TUsWmoy
%08 le € 9 L b c c S§94
SOEIUSSISg TeToT o) S ¥ [ c 3 LU

vi-4 eiqel

244



cv € 0L 11 14 L L S3ASNOJS3H 40
H38WNN V101

lejjiwe} alow oale Jey] aWOS UlIMe
Lede jjej pjnom I 10 uosiad |enusd B pasu.
p|N0D 8Me. 9 als

dnoib ebenbue| jusiayip yoes) siaquew dnoib.
PolliWUIOD 10Ue
189JUN|OA 18pRY| B poaus
Al} om.
uossaed 1896unok sasnnbau. G eMNS

dnoib uoissnosip |rewse

[ewJojute
S8S[019X8 pPB8| 0] Ulel] P|NOJ.
ybnous jjem siayjo mouy }uop. ¥ 8lS

pInoys. £ 9lis

SSauj|l 89npao..
wesboid Ul Joquinu pasesiouls 2 °ls

0] 9S00yo Jou Aeuwe

op Apealje. I 8ls
cuaddey y pinom moy

‘(Penuiuod) H1-4 e|qeL

245



() pInoo am.

[enusjod sey auoAkiaAde

laquisw 8auo Ylm »ons |Im 8m }ng p|N0d BWOS.
(2) pinoo siayjoe

8|geded pue 8Aloe |e.

0} way} 186 pinoo em Jl.

abteyo eye} 0} a8yl |eloAss.

judujuasal pioAe 0} J8pISINO yum Jsllaqg yiom Aew Ing ejqeded.
seop Apee.je.

(2) osioiaxe pes) pinod ¢ 10 Ze

ybnous |jlom mouy },uop INg PINOD BWOS.
SONlIAIIOR JBUJ0 Ul PBA|OAUl PINOD ey} S,8U0s
P|N0De

PINOD %02-

(1) uonoesp yum pjnooe.

(1) swn eaey Aeyr ye

(2) esooyd Aeyy yie

(€) Apeeusje siy} Buiop.

JUOD 8WOS ¥ 188JUN|OA BWIOS.

uoljeanow %2 swiy Buiaey suonsenb.

(e) ejqedeo.

lexeads 10} %00| 0} aiaym Mouy %3 aouselledxe pesu.

%69 6¢ £ 9 L4 4 L S

30EIUSOISg TeTo 1 2] g v t ¢ !

21

S

8lis

21

elis

8lS

S94

‘'Sl-4 e|qe]

246



%001

%Lt

(A4 € 0F it % L L

alnsun.

(2) ubnoua ||lam mouy juop.
S180p 8l BWOS.

(L) mouy juop.

(2) mouy juop.

mouy 0} ybnoua Buo| eiay Jous

L - 14 c - - }
p|N0d oym auoAue MOUY 1,Uope

uoissnosip Buunp sjdoad eiow

BA|0AUI S8OP Jspes| ‘BuoAue 0 Yuiyl },Uueds.

Aupqisuodsar yanw oo} Bupdeooe jnoqe Aseauns

%V

Ajieple Ao

9 - b é ¢ - 3

S3ISNOJS3H W10l

G als
¥ QS

TS
SUBWWo)

ainsuf

G elS

¥ 8lS

€ 8IS

ON

BOETUS0I5d

[ei0l 9 S v t ¢ }

# OIS

'(penunuod) GL-4 ejqel

247



Buippe jou ‘sbuiyy Buiddosp w,
sdnoib Auew u) aaoe AieAa Apealle.
(2) iepes) e jou iadjaye

(1) uoseas yjesys.

(v) o1 esooyd jusaop. I eus
HIUETTITeg)
%00
%ovl L€ 4 L 8 c S L ON
Jl8s ysnd 0} eAey pjnom
- 84| jo ebejs siyl 1e o} Juem },usaop. 9 8lS
Uo dn pamoj|o} Jusem 3 INQg paisy0.
(1) seop.
(1) pinoo. G 8ls
sigxesads aonpoJjul p|No0Je.
POYSE Jle
(e) mou 1ybu jou Ing. v eus
Asng 00]. g 8ls
Apealje op. 2 8lus
S VT 1V [V e T
%92 L b g 14 c c - CEVY
SDETURIISd [eT0] 8 & v £ ¢ [ # oS

‘9i-4 e|qe]

248



%001 ¢ € O0F LI 1% L L S3ISNOJS3H V101

Aujiqisuodsas sieys p|nooe
lapes| B j0u. g9 8lis

(1) Asnq o00}.
(€) peisetsiul lou.
() ispes| jou ‘i8xiOM. G &l

(1) ued aye} juop ‘usisie
(t) ¥ ye poob jou.
(1) Ayse
(2) uyeay.
(2) Asnq o0} v 8)s

(uoisia Jood) yjjeaye.
(pjo sieak g/) Aze| 00}. € 98)Ig

paleys S| 8j0l.
(1) Ayunwwoo isyjoue 0] PSAOW.
(1) ybnous s|qeabpejmouy 10u.
(1) esnods |1 Joj Buikires.

(1) o1 esooyd },usaop. 2 ous

80T JO oWOS 10 8I0W U0 oyey NoA pinoy  (penunuod) 'gL-4 ejqel

249



8-9 0e-0¢ 0€-01 cL-01 GL-6 GL-0} Pepusye jey

# ebeieay

"ow gl sieak g sieak g ‘ow "ow ¥4 ow 9 uonesedo
jo yibuen

9 8lig g 9lIS ¥ olS g 8lis ¢ 9lis U

id '¢-O 8Iqe]l

'8Jjued Ajunwwoo e Je Jojonssui ssaully ¥ wesboud SiOluU8g JO J0}e}i|IoBe
'8J1u8d Ajunwwod B Je ssauji4 B ung SS0I) pay pue sweiboid siowas jo Jojejljioee

"8JjJus8d Ajlunwwod
B Ul ‘synpe Joj Jojonnsul e60A pue sseuyy pue swesboid SJOIUBS 4O JOjeyl|ioee.

'Sweiboid ssauly pue unj sesjusd AHUNWILWIOD OM} Ul JOJONJISUIe

‘85ju8) siolussg uni Ajereaud e jo Jewwelb0old pue JOJBUIPIOO ).

Hun ylesH UleiN-1sep eyl
Aq psasas Ajunwwos ey ur sweiboid uonowold yiesH sIolUBS }O 10}euIpJo0e.

-5 8jqel
MITAISI] papms) 03 asuodsay s10jeinoE] Jo Arewrumg

L0'D Xxipuaddy

250



‘SSOUSJEME |[BJUSWIUOJIAUS pue [enjds

‘8l UO OOjINO aaoidwi ‘spusiy }osw ‘aseasip j0 oe; Isni jou Buiag-||lom |jeI8AO.

"U01}0141S8!

10 uted jnoylm 8y [iNy B BAlj 0} Aljige 8yl AHuwulijul pue SSauj|l WOl Wopaside

‘'sAes } leym pue Apog JNOA jO aieME ‘©SI0J9X8 ‘PO0} ‘JIE YSdi{e

‘8AlOR pue palsasaiul Buiege

"S9OUBISWNDIID [euossad Jiayl 1oaye ueo Aayl jey) adoy Buiney sidoad
‘Bureg-jlem jenmiids pue jeioos/ielusw/edisAyg Buiall Aep A1oA8 10) 80IN0SSL Ve

sjuedionsed

- - Aiyeom

Apjoom A)oam

(Heem x mv
ses|0Jexe sseully ® unj,

joloniisul
- - SSOUll}

Apoem

O/a/hpieem

sseull} ® unj

YlfeeH sulis( v-D Slgel

‘poIBIS BSIMIBYIO SSajUN Apjeam Sinodo ANAIOY,

4010NnJisul
.- sseull4 - - obessew
- - Aiyiuowiq - - Buipeay
ainssaid pooig
Aiyuounqg Aiyeem  (Ajyiuownq) uoissnoasiq
(Apjeemiq)
-- sseullj ® unj, qnp mc_x_m;. es1018x3

9 8lis G oS

¥ 8liS

£ oS ¢ 9IS I 8liS

id '€-D 8|qelL

251



M3IAIBAO 138peB0IJg 0} SNOO0j aseasip woly pabueyd.
aleme alow ajdoad.

seljianoe swiny ybiu suow
PUB SJUBA8 luslind ul }sassjul o} ‘es} pue abpug ‘obuig ul sisassjul woiy pabueyos

"8a)l| Jo abeys
1xeu 8y} Joj uoiewuojut asow pasu isnf jooyss ybiy wouy Buiyenpesb 81 She

"Ajluauind weyy o} juenpodwl sanssi yum jesp 0} swesboud
umo a8y} Buiuueld pue spasu umo eyl Buihjnuepl eidoad sey yoiym Aydosojiyd
aouspuedapu; ue yum syi4 ‘Juswdodrep Alunwiwod pajied ‘d'H 01 yoeoidde.

H '9-OD 38iqel

‘JUSWUOJIAUS ©|qElIOJIOD ‘SIOBIUOD [B100S ‘8S1018X8 |BOISAUds

‘Buyed pue Huueys jo souenodwi
8yl jo aieme aq 0] Guipaau Ajje1oos 1nq ‘AjjedisAyd isnl JoN aseme sjdoad Buiyews.

"19)s1bas juseop M
8SIMIBYJ0 - suesw uolewWIOUl BY} Jeym lnoge yel °SJ0joe} Y)eay jO SSauadleme.

SJUBA8 Juauino Ul palsasalul ‘paAjoaul 8q pue no 18b o} sjdoad Buibeinooul.

'sabueyd yim |eap 0} uonewlojul siow
pasu - uotjeonpy |88y NoA moy ssnosiq ‘ebueyo ‘uaddey pinod jeum Buizijeays

moi6 o} anunuoo sidoad sdioHe

'S-O 9|qeL

252



‘paJeys
SMaIA sjuedioiued 'sdnosb uoissnasig  '1oejuoD |eios saziseydw3]

oisijoy 01 uwusel
feoipaw woly abueyo o} pasu (ssauijpuo jo aip) ajdoad Ajsuo| Auew

‘welboisd ssaujjom se
llem se Jojonisul eBoA pue ssaully B Se SISUI0 YHM UOIIBWIOIUI 8Jeys

‘'sloyeads 8yl - Seapl 8yl yim
dn aweo Asyj -du} jeoq Aw psuueld aaey pjnom dnolb Aw ui 8uo oN

‘julod ou s,818}
‘pajsalslul Jou ashay) j| "mou sweibosd |le ueid | Moy Sleyl
oeq dels | "seAjasway) 10y Op SIOlUSS ey} Ssi paules| | Buiyi ey

‘moJ6 0} anunuod sidoad diay sweiboid
‘Jybisul pue wopsim ‘Aljige ‘siii¥s ul ainjew pue moib e|doayd

§9A. 9 alS

SOA- G 9l

S34A- € 9ls

S§38A- ¥ % ¢ 81S

S94- L eNs

SOA «
‘9% € ‘2L als

253



"yinow jo piom Ag ‘sjuere snouea je sjejydwed no puey
siuediogsed wesboid -esusd eyl ul sdnoib siouss Jayjo Bulwiosul Ag SO~ 9 8lS

'SjusAe |e1oeds 0} awod 0} ejdoad abeinoou]y 'SI8Y10 YlIm auleys
Pue sienajsmau jo saidod Aueo 0} siouss 186 0} A1y ‘Onjels si dnoto ON- G elg

'Slequew swos Aq uoneslteauod y¢ Buizijodouow pue s|enpiAipul
swos jo ued ey: uo abueyo o} 8ouE)SISEI PUB B1)USD By} ul ei6bnJys
iemod JO esneseq uMop Pasold jusuodwod uoISSNoOSIp ‘lalls|smau
PUB yinow jo piom Aq Jusuodwod esioiexe penuiuoo sey wesbold ON- ¥ 8IS

layigismau ul Buisiueape

Ueyl 8Aloeye aiow ynow jo plom ‘sjuediojued spulwel pue sauoyd S§OA- £ 8lg
Ajsou: yinow jo piom ‘sainyooig SOL- 2 8us
[BID0S B8} B ‘YinOW JO PIOM "SI8GWSW Mau Ll sGuug gnio Bunjiep SOA L 8ls

'8-O e|qe]

254



sjuawliwwod JOo sisalslul Jaylo ‘sAepljoy ‘ssaul|le
siselsjul Jaylo pulj pue paiog }1eb ‘eip ‘sseu|il ‘SAOU.

}seiolul 8s0| ‘Aeme
8AOW ‘ssau|jl ‘sdnoJb ui senblo ‘siaquew swos AQ SWOJBM |98} 1,UOpPs

eJow Aue mouy 0} juem juop ‘ssau| ‘Buinow ‘esjused sioluss meu Jo} OABS|e
1salejul ‘AJiAnoe Jeyjoue punoj ‘peAOLU.

‘Bumebio) Jo sseu| ‘Aepioy jo asneoeq eAes|.

9 &ls

G 8ls

¥ els
€ 8ls
¢ 8lS
I 8liS

'6-D o|qeL

255



SJUSAS JBYJO Ul PBAJOAUI 8I0W ‘UOlBUIPJIO0D paacsduwi) STA
ebpejmouy
Ul eseeloul pue sdiyspusiy |eB10CS aJow ‘uonow jo sbues isyseg STA~

‘SI98JUN|OA }jels
e4]u8d pue anbi2 |esjued 8y} 0} Jsjunod uoiuido ue Buissesdxe
1o} siequwiaw dnoib AQ pezioessO usaq 8AeY JO 10U 8ABY SI8YlD
‘Buisnoy ejqepsoye 1o} sueziyo peulsaduod Buiuiol ‘e  “sisalejul
pue syiomieu Jiey) pepusixe pue spusuy Buiyew uy |nyssedons
ueeq 8ABY OWO0S ‘Spusl) eyew pue sl 8|qeuojwod |es)
0} A1) oym ejdoed jo 1equnu e AQ Aipusl) Se USeS Jou eJe 8Jusd
ey} pue dnoib ey} pusje Jey) sjdoed ayj °Spusly punoy pue

paAoidw eAey ewos dnoib uoisSSNISIp Ul SesInIexe 10} 8|qIX8|} 8O SO
Bumeyo ‘saioe siow mou ‘AjBud] uew eup $34.

AjjeoisAyd pue Ajejusw ‘ajqixa)} IO\ S3L «

Amols BuimosB st dnoiB ‘sBuiy) jnoge el o} usdo slop S3Ae

9 Qs

S °lS

v 8lS
£ els
‘¢ °8lis

I 8ls
SUswwo)

‘01-O eiqey

256



Joeads e Jeay 0] A||lBUOISBID0 0} 8WOD puB 8S51019X8
sejew moe4 -ajdoad 19816 0] Si88JUNIOA BABH "S18WOOMaU
0} 1IN0 yoeas JL,Uo(d SPuUdly YlIIM SBABS| pue Sawod
snuype ‘Buuesy ‘uoisia

‘@s10J8xa 10} dnosB pexiw ‘sanoe Ajsow

06-GS

0L

sanss!
[eJuBWUOIIAUS Ul palsalsiul sdnolb 18yjo se Jejnsul se

jou ‘siseq Jeinbas B U0 8WOD A|BUO| 81 OYM ‘US| Heeam Jad
sewl ¢ 10 g sawod si1ayjo ‘ weisboid ay) 0} swod Ajuo Auew
‘'Slawsyz|y ‘eseasip uesy ‘uoisiA

"JOU BWOS ‘BAI0B AldA BWOS

86-GG

89

818y awWoo sajew ON ‘J8ylo yoea pue SeAjasway)
dieH ‘seAjasway} awod spusiy p|o pue uswom Auew
Mo}

eAljoe Ajensnun

L6-%9

G L

slayeads

leay 01 Jo gnjo Bupjjem 0} awod usw AjjBUOISEIO0
‘uswom Apsow ‘yoojno saiusod ‘buiob Ases
Ayiesy Ay

aAloe  Ajisow

0.-09

0L

18y10
sioyep  yjiesH
|ons]  ApAnoy
abue. aby

abe abeieay $ 9l

18410
SHolep yjesH
|8aA8]  ANAllOY
ebues aby

obe ebeiony £ 8ls

18y10
sydlep yieeH
1eA8]  AjAlOy
obue. eby

obe ebeleny Z 9ls

Lle)
slidljep yieeH
|8A8]  AlAnOY
obues eby

obe efesony L 8IS

M MOH  "LL-D e|qeL

257



swajgoJd 100§ ‘sijyle
aAnoe Alea

8.-GS

G9

8q 0} asooyo Aay) Aem a8yl ul Asng ‘jeaqdn ‘onsiwido
aAlsuapedAy ‘silliylie

aAloe Ajelelspoul

G8-09

0L

8ylo
syouep yijeeH
{one} ANANOY
ebue.s eby

oabe obeseny 9 8ls

J8ylo
sjoyep yiljeeH
{8A8| AjAnoy
ebue.s aby

obe abeiany G els

(penunuod) “11-H 8|qe)

258



‘ssaooid siyy ul Buipysxwoeq si ¢ ang "Bumolb Jou eie g ‘p ‘g aus Ay sweiboiq -Ajeuoneussiul JO uoieu ‘sduinoid
pue Aunwwoo SaAaswWay) Joaye Jeyl SaNss! ul pajsaldiul - ¢ abelg "ino yoeas o} Buiuels pue aaydesal ‘Apunwiwiod

ui Jsasslul - £ abeig "19yloue auo ul isalsiul - g abelg -aaissed si Juswdojaaap sdnoib Jo | abelg -B6uimolb pue Ayleay
ale Aay) JI sabels snouea ybnoiys asow ob oi paau sdnoiry -wayl o} sueaw ayy 10 Awenb jeym alojdxa 0} soeid e paau.

"SWEINOId UIESH SIoUsS Jo JOTetIpIoo)

‘sotdo) pue 6uiuued
weiboud ut siojuds jo uonedioiied 8i0wi JUBM SAL “ISOW Y} S8SIDIOXD
oIl A8yt -uoIssNasIp pue 8s101axa Buipiebal spaau eyl Buljjy a1e oM. 9 alg

Ayledwa ‘Buijjasunod ‘Buiieys ‘6unnguUIuOd ‘unj ‘jRI00S. S 8lig

"9AB9| 10 a10ubi 0s ssass ay) spuey 1,ued Aay) |98} BWOS "Japjnoys

ploo 8y} uaaib ase pienb pio, ayl woyy uoiuido JudiayIp B Spjoy oym suoAue

pue ‘siawoomau Jo spaeN ‘spusuj swil Buoj Jiey) ideoxe sieyjo o} Jno

yoesas Juop Aoyt ‘sjuaidioss aaissed ase dnoib ay) jo isop ‘esey) uo Bujob

9)66nu)s Jamod pue anbyo Jo asneoaq J8wW 10U SIBWOIMBU JO A{BUO)| JO SPeaN

"UO pajiem aq o} Joadxa Asyl ‘juswuieuslua Joj ino ob Aay] -inoqubieu
100p 1x8u eyl mouy Juop Aay) ‘eidoed Ao 84,8y ‘1ow SpPesdU 8SI016X e v 8ls

*SaIlAIIOR Jusleyip ‘ededs esow
‘sawoy 119y} jo 1no way} Bumab piey s} -ul uiof 0} ajdoad eiow pesus. £ elus

*19pjo Buisq jJo YlAw 8y} sepojdxs

siyy -uonsod swes ey} ui ajdoad Jaylo aas Aay) os suoneywi feaisAyd

umo 118y} puelsiapun way) djaH °1aylo yoes o xoel} desy °Jjesinoh Aq
uey) dnoib e up 8si019xa 0] J8ISES S} "8SI0IaX8 PUB UOHBONPS |BUWIO) PaaUs 2 oIS

"MIOM JO JO| B 8)E)} Jorjuod [euosied pue Buiuoyd ‘sleAilow pue yoees o) piey eie
a|doad Ajau0 “sabueyo pue seaow Buisnoy ajpuey 0} MOY MOUY| O} Pasu. | als

¢l-D el|qel

259



adusliedxs uo spuey way} aAIb o}
uilesy Jieyi Joj Aujiqisuodses Jsieyr jnoge Bujuies| SIOIUSS B1E}I|IOB)e
I0IOTUISUT SS8UNJ 3 Uo[ssnosi(g jO JOTeHoeq G eus

sjuana |eloads abuelse.
sabessew oAib.
Ses|0Jexe pes|.
SpJed puss.
Buissiw ese jey) sjdoed uo dn 3o8Yo.
woos abueuse.
(¢ oIS SE oWes,] IOPNISU] ssauly Joaunjon ¥ eus

Buisies punj ul JueweajoAul Jiey} 86BINCOUS.
way} Joj saipoob pue e8] 8yelw.

ueisl] pue ‘weyl yim Hels

eboA pue sesioiexs pes)

saijiAlloe  uejde.

18]18|SMBU N0 pusSe

€ 8lS

sljuane (eloeds ebuelse.

sebessew oAIb.

S8S|018X8 pes|.

SpJeD puses.

Buissiw ese jey; ejdoed uo dn yoeyo.
/ woos ebueles

\ TOTONIISUT SS8UNd 1951UNOA 2 els

Buisies puny ‘Buisiieapes
salep ‘ewi bBuibuene ‘Guiwwesboids

TOTeuTpI00) | 8ls
'€L-D 8|qel

260



‘Buinow s1 } euns exew 0) pue dnoib ey

uiyum sfenpiaipul jo pue ejdoad jo dnosb e jo ebps Buimoib eyl jo sleme eq O)e
uosiad eo.inosel.

iolesoueb seepis

J0lBll|I0B).

lojeonpe yjjeeye.

Aunwwoo Jeble)

pue eJjued ul sjusAs pue sweiboisd Jayio Buipsebes uonewsolll sreyse
SUOISSNJSIP pue ses|oJaxe Ulm }sisse ‘epinbe.

JOIoNIIST]

9 els

(penunuod) 'gL-9 e|qel

261



pusuy B 8q 0.

ainssaid poojq pue aouepuslie oxels
eoIn[ 8Al8s.

saljloeded JuaJayip Ul 188JUNjOA Ol.
abpajmouy Jley} e.seys.

1deou0D sseujjem UJes|.

sieyesds yuey} pue 8oNpoJiuls

(8sunu paines) sinssesd poojq exer pue spJed einssaid poo|q.
aoIn[ eAles.

SpJ008J edouepusie deeye

Jusjuoo weiboisd 1sebbns.

wesbosd Buiuueld JON Inq seniAnoe }sabbns.
UOI}eID0SSE Ul PBA|OAUIe

Jeuuip dn jles.

sjuewysaljes aAl1es d|eye

(8sinu peunsJ) einsseid poojq exe} pue spied einsseid poojge
&oIn[ eAles.

SpJ0O8. 8duBpuUs)IE.

juajuoo weiboid 1sebbns.

sbe; sweu 1no puey pue esedsid.
siexeeds }oeju0D
‘soido} 1sebbns ‘pulwal 0} Sleqwiaw }0BJU0D ‘IS|| euoyd exews

G aus

¥ els

€ oS

¢ 8ls

I S

719 el|qel

262



wey) 0} juepodwi eJe jeyl sanss! yum |[eep pue eouepuedepul 8jowo.d
0} e|gissod se weiboid Ino Aueo pue Bujuueld oy Ajjiqisuodses yonw se eyel.

SJ8p|N0!S pue 308U SIaylo yoee ebessew.
sieyeeds sbuelse.

soldo} uoissnosip 1osjes pue }sebbns.
sesioiexe Buipes| jo ejqeded swos.

aoinl Buinies pue BuiAng.

(penunuod)

9 els

Y1-O ejqel

263



‘Aeme pajieo w,j Ji siy} op ‘esioiexe Buipes
JO e|qeded eJe |eisA3S “9|qe 8iem KByl esneosq Buisiolexe

leoisAyd eiow peppy ‘eAljoe 0s eq 0} wey} 10edxe Luplp

sek

Buisiespuny

pue Buliealunjoa ‘HJom 8e)IWWoo ‘AoeooAape ‘ebpaimouy
ut pajiis ‘dnosb papunos jjem e 0} dnoib pejuswbel; e woly

‘wesbosd sy}

UMO Jusaop dnoi) -Aeme ewos 8Jeds sAejd Jemod Inq esow
Buiop ui pejsessiur siow ese ejdoad swos - dnosb SUO|ISSNOSIp
pelosye sey siyl ‘(esued e pied pue Jeejunjoa) ‘suolisod
ul 10JJu0d Jley} pue Aem pjo ey} urejurew o} Buikil psenb

PIO JO @snedaq e|66n.s e uoissnosiq -esioiexe Buipiebes suou

810j8q 1noge ey jupjnom Aeyy sbuiyy inoge yjey ‘Buiobino esow

Buiobino pue
1USpPlU0J-j|6S 8i0W ‘S|BNPIAIPUI JO SBWEBU UM Jeljiwe; esow

mau 00} si wesboisd ‘Aes 0} piey

sshk

seh

sek

sk

eJnsun

9 e8lis

G 8ls

v elsg

£ 8lsS

¢ els

I el

'G1-D e|qel

264



sieyeads ebuesie pue )sebbns ‘siedeads suoyd ‘edinl Anqe.

sieyeads )sebbns pue
soie ul bunug o} wey) Bumeb ‘Buiwioisulelq ‘esreuucnsenb jenuue ue AQ.

seljiAnoe bBuluueid ‘siexyeeds bBulysebbns.
puiwals pue euoyd ‘eAnoe Buieq ‘weiboid
swll Bujuue|de.

aJjued 10} bBuisies pun} pue Buluueld weiboid ‘Jeejun|oA.

9 els

S 8ls
¥ els
€ ells
¢ els

I 8lS

'91-D e|qel

265



‘weyl o} juenodwl
8ie 1By} senssi 8y} yim jeep o} ulol 10 ajessd 0) Juem Asyy puy sjuedioned
wesboid yeyy dnosb ssyjo Aue pue Buisnoy ejqepioye 4oy susziio peusesuo) ‘€

‘'suojjesedo e)ued AJunwwod ‘seeliwwoo
- 48ANOOUBA JBAO |iB wol} siolues Aq psuueld Jusas Aep euo e - uoyoy ul siolues 2

‘@9lwwoy [euoneied esnus) Anunwwon
Wun yyesy o) Aiosiape epis jsep ‘IleH KD O} @epIWWO) AIOSIADY UO IS |

wesbosd sy} 0] swod JoAe 8ssulyy ewos jl jesdioul 0} Buljm
188}UNIOA "'8s8uly) s)eads jey) uosiad B 8ABH "Y2INYD BYjl| eoe|d Jeyjo
10 esu-ybly siowes e u; wesboisd sseujem e ElS 0] 8] PINOAM 194 j0Uu. 9 8l

Slle} yjjeey pue ssaujjem e o|qe}

dnosb e eaey pue Ajunwwoo Ul uonjeJisuowep ‘sseully 0Q SIOIUBS JBYJO
0} uonew.ojui weibosd pue siepe|smsu N0 puey o} sjuedioiped ebeinoouss G els
dnoi6 e se jou jng seniAnoe Jeylo Ul PBAJOAUI S|EBNPIAIPUI BWOSe y eis

pooysnogqybieu eyl Bunoeye senssi
|BjuswuoJiAue Jeyio pue ‘parow Buteq doys snq eJ ey Ao o} Buium

‘Siesjun|oA [eydsoy pue ssos) pey Se yons suoneziuebio Jeyjo ul peAjoAuls £ els
sdnoib 1o sesioiexe op ‘sjueae Aunwwoo Buipuene Aq esiueApe. 2 els
swn ul M U ‘meu 00} s weisboids L 8ls

Nﬂﬁgquaﬂﬂggﬂg ‘L1-9 8e|qe]

266



‘INJIS SIOIUBS pue ‘UoidY Ul
SI0IUSS °'SJBUJ0 pue }|8S Ul SSOUBIEME UB 8]B8i)
"uonNQUILoD Jajeq e sayew uosied ssiyijesy

‘@Jjued siolues e
10} BuiAqqo] u1 paAjoAul sisqueaw awog dnoib
SJOIUBS B PUB S8ajlILWOD SNOLBA UO B8AI8S pue

a,udd Ajlunwwoo |eodo| Jo} sasteipuny dnoib ino

‘'sjadjeH pooyinoquybiaN

pue uoiloy Ul SIOIUBS ‘SUBZiIIDH PeuIsduo) Se
yons saniAnoe Jeyio pue Buiuueld ‘esjusd JoiueS
ul paAjoAul aje weuboid jo sisquew awos

siolues Joj swesboid jo eseme s|doed
siojues Jsiyjesy

"‘8wo09
0} eoe|d 80U B S| }I pue spusll} aiow eAey s|dosd
‘paiiles ueym sbuiyy Buiop jo epnuye eyl uoddns

‘dnosb 1oddns ‘1e8jun|oA 0} edejd e ‘uoijesioel pue

sweibosd ssaujam 10} eoeid e Buipinoid Ag seop
@JJued siolues ey} Ing useddey 0} ewi} eye} |[Im I

ngﬂm NoA GU ﬁdﬂ

ZAUNWWOS 84y Uuo D8)jo Ue SAB] WelboId 8yl 300(]

A11oa41pul  ‘soA

soA

ou » soh
soA

soA

194 jou

a35u0usay

9 els

G 8ls

¥ 8lUS
€ 6ls

¢ 6l

I 8ls

‘8L-D e|qe)

267



‘weiboud
8l Sjlomjeu pue ssspiwod uoneledo pue AJOSIApE JO Jaqwinu B yum AJyluopw

esuoyd 8y} uo Jo Ajyiuows. 9 els
uonesasdsy pue syied yum Ajyiuows. G els
SJ0jeulpJood uoyjowoud yjeey Jeyio pue
8Jjued je eseplwwod jeuojessdo Jolues yum Ajyuow - (JOJe}ijioe} UOISSNOSIP)e ¥ els
neainqg sieyeads |e)idSOH |eJeusc) JOANOOUBA
OS[e pue ‘jsiuonjuinu pue uonowWold YHESH SIOIUSS JO JOJeuUIpIO0,) SB
Yons jjels juswyedep yyeey 0) ssed0e SeH 'SesuUSd AHuUNWWOD Je sweiboid
Siolues jJo siojeulpiood Jeyjo yim suoyd uo SHE} INQ jesW },useops g€ 6lS
uoljewlojul pue seep! Buibueyoxe sesjued Auew UM }iOMe ‘2 OlS
Ayo 10} dnoub Buisies puny e pue ‘AiosiApy seJjuan
lolueg “yiomieu ejodiepy ‘pieog Syied ayl Yum yluow Jed eduo. | 8ls
‘61-D o|qej
‘Buibe uo
SWAw ey} sepojdxe pue Op ueo siojuas Jeym JO SI8yl0o pue ‘siolues JO SSeusieme sesiey 1
SIOIUSY JO JOTBUIpIG0?)
Mﬂﬁgggﬂgg (penunuoo) gL-o e|qey

268



sseuaieme

ue pajealsd saey oM "AlUNWWOD 8yl Jysuaq |Im Aeyl ‘uosied peoue|™q

Ayllesy B 8ABY NOA j| "pPaAoAu; ‘sebueido uonuinu ‘esow Bupjem ‘e’
episino Buiop ase A8yl Jeuyp  ‘uoONeAIasqo pue sjuediniied wol) HOoeqpes). g9 8IS

Auunwwod eyl ui AlAnoe
eyl Ag -seAjesway] 40 1deouod ayl ebueyd 0] 9|qe aie SI0UBS UBUMs G el

wey) 0] suesw ey jo Aljenb
Jeym ysijqeise pue Jayjoue auo jeew o0} e|doad o} sI sweiboid sseujem
j0 jeob (sweibosd sseujjem SIOIUBS }O JOJBUIPJIOOD) SIOJB}|IOB} UOISSNOSIe ¥ elsS

1eyl seop wesboid eyl ‘seniAnoe
[euoleaIO8) pue [BID0S 8Je 8.ludd JO S8AIoelgD yoeqpes; oAb ejdoede € eug

SSe0ONS B S| 1] ‘eAloe

106 pue 1no 186 Asy] ‘unj eq ued 8si0Iexe uies| e|doed ‘piepUR]S 186 2 ols
} lnoge
oidoad Buijje] ase Aey] -ouseisnyjue pue psalseselul uewse.s sejdoed jeyi. L eus

ZSSOUDANDDIo S,WBIN0IT 8yl oINSeolWl NOA Op MOH ‘02-9 e|qey

269



ajeqep 10}
$8.injo9| pue soldo} Mau ‘sielejsmau [Bo0| Ul Alolqnd aJow ‘Base ey} punole
SIa8|SMauU aiow ‘sioluas Ajauo| pue sul-jnys 0} YOESeJJNO 8UO UO BUO B8JOWe

1senbe.

Uo }jnsuod saop Ing ) Buneyjioe} ur peAjoAur A|8AllOE JOu SI JOJEUIPIO0D
siolues ey] "3deouod juewdojersp Apunwuwoo ey} suoddns dnosb siy|

‘Aep Jayjoue dnoib jjews e pauels Sey 6J1usd ey} JO Jequiew JOJUas layjouy

‘penuijuodsip dnosb uoissnasiq ‘pepueqsip

sey dnoi6 uoissnosip jey) 1odes oym S|ENPIAIPUI BWOS JO BIUBIB}IelUI

ey} pue abueyo 0} eouelsisel s|y] ‘9.048q SEB SWeS oy} ABIS O} }l JUBM |OJJUOD
oym ‘pienb pjo pue sieyjo Ing sanssi 8yl jo Ajjent esies 0} wey} SMO|E
Yolym uoissnosip Aofue swog -Bujuueid weiboid Ul SIOIUGS JO JUBLIBA|OAUL
eiow ‘Buirjone Ajjenunuoo ese swesboid uoissnosiq -pebueyoun ‘9s1010Xe.

sieyle| ejum pue

USIA 0} siedisy pooyinoqybieu g |'N'D se yons ejdoed 82inose. yljeey ‘jeAes}
‘0ISNW eJow 88s 0} oyl pPINOM | Neem Jed SInoy gg-02 SHIOM Alleey “yuow
B 80U0 sinoy ¢ Jeyjoue pue A1) Aq sinoy § pue pieog syied Aq sinoy

8 10} pled ‘selinp Jeyjo pue juswiojle ewi jo esneoeq ebueyd Pelilije

unb | } ebueyo o) Ai} Aeyl y - eoeds pajiWil| ‘Jusluod - S| )l SB BABY|.
op 0

em Asy) jeym op o} sjuelb Jo; Aldde way) sdiay - }Jo SHoBQq 8YS POA|OAUl SI
dnoi6 e eouQ ‘yey) ul ued 6iq e SBY JOJBUIPIO0) SsJolueg juswiuede( YijeoHs

3ynLnd

G 8ls

¥ ells

£ 8ls

¢ els

I 8lS

1¢-9O ejqel

270



'SI0IUBS YlIm 3Iom O} jels esedeld ‘eAnoeds.ed
[eas eAey siolueg ‘juedsejope ‘sdnosb juesed yum ‘xiw jeuoneseusbielul
aJow ‘uojjewuoju; epinosd yeis pue swesbosd umo Jieyy Buiuuns pue ubisep SiOlUBSe

SUreIbold SI0lUsS JO JOTeuIpIoty

eouepuadepul sejowoid siy} asneoceq seaesweyl weiboid eyy Buiuuns sioues 106 0 els

—WeIoId U 8buEUD J0] SUe[d TUSIINS TNoA 518 AUE T TeU/M (penunuod) 12-5 e|qel

271



sdnolf Aiosiape
slolues pue Jels sajued Ajunwwod pue juswuedsep yyesy ‘swesbosd ul siolues.

‘yyesH oliqnd jo Jewweiboid ‘eijusd ANunwuwiod ‘SiOlu8Ss g9 8ls
luswyedap yjesy pue dnoif siolues ‘Jewweifoid ©4ju8de G als

ebueyo ey} uo Buipuedep ‘eljued JO 88}IWWOD

leuonesedo pue seAj9swWey} SJOIUSS ‘JOjJe}i|loB} UOISSNOSI(] ‘2# Se eLes. ¥ 8ls
Ole ‘siexeads ‘siseq [euosied uo seiousbe Jusieyip wol 8jdoed 10w SAJOAUle € els
aAloe Apeesje ese dn Bujwod sioluss 186un0s  "@ABS| PINOM | LUPINOM | Z ells

aAey pijnoys equsd ay) weiboid jo puy sy} sy |ee) Aeyy ji Ajuo ‘Aressedsu
10U B8AIINOSX8 B8JJUBD SIOIUSS pue ‘I0JeUIPJOCD SIOIUSS ‘juswiEedsp Yjjeeys I eus

'2e-D e|qel

272



%001 feiol
%0F aleME JON
%06 SOA

-"SWeIooId JO BIEmY ‘2-H o|qel

0c {el0 ]l

g sbeuepy asen aien wis] Buo
b 1siuoilinN
L 8sINu 8led sWoH
L SI88JUN|OA }O 10)08IQ
L 10]euIpi00D AJIAIOY
L slosialadng woddns swoH
¥ siojesisiviwpy uoddns ewoH
L HUN JuBwssSassy J0 NY
G SI8%I0M |BID0S

"I-H 9|qel

0¢-N
M8IAIBJU| B alieuuolisany) o1
sesuodsay [euoissejoid Bulisjey jo Alewwng
L0'H Xxipuaddy

273



%001 eroj

%01 asuodsal opn
%S - ON
%GE alnsun
%0S SOA

V 'G-H 8iqel

aseasip oyoeds yum synpe Joj wesboid "d'H [eoads 0} pasises |
puodsal jou pip g
S|ellaje1 ou pies g

14t ‘fejot
1siuonuinu -1
SJ0}euipiood - g
uoddns swoy - |
S9SINU 81D BWOH - o
S10SSassyY 'D°1"1 - §

HUN JUBWISSASSE Ul 8SINN | “M'S - G
syjuow g} ised syl ul sjusio pg| paiisjes sjuspuodsas p|

WnN "v-H 8|qel

%001 jejo}

%S asuodsal oN
%St ON
%08 SOA

‘€-H °lqe}

274



wesboid jo ynsses B se abie| e Aunwwod

aul ul aAnoe AJeA asnedaq Jaquinu [jews %007
‘alayy 186 eyl esoyl Joj ‘joeqpes) poob

‘palsalaul Jusio J ‘yorew jeos poob - %G¥
(2) 118 0} ucos oo}

‘(9) dn-mojjo; ou jo asneodaq - %01

%S

%01

! aled
Aep jnpe o} pasedwod }S00 MO|
2 lojeuipiood jo Aujiqixe|

ssauuado dnoib

alaydsowie j0 yjwiem

uoleAllow %@ S1S8JdjuUl juald
Ajiqe  jusio

spaau uaio

G - Ajaioe jo adA}
G - Aydsoijyd wesboiy
LI - uo!}eo0

JaquinN

|ejol

SOA
ainsun

ON
asuodsas ON

ABH "/-H ®8|qe]

0¢ [elo]1

81- sasuodsay
Z - 9suodsal oN

‘9-H °iqelL

275



%00} jejot
LA weiboid jo aieme 0N
%G6 aJreuuonsenb siy} o} ssuodsay
b s}npe Jep|o
10} a1ed yjesy jo 1s0o 8onpal
2 suoissiWwpe 8Jed ajnoe aonpal

8yl AJunwwos ul aAnoe

-~

So0uoIS)oTl JO # Alunwwod 0} sjyeusg

jeuolssajoid yjjesy yym 1oeIU0D
uone|NWIS jejusw pue
Ssaully se yons sjaueq yjesy

[Q VIR o

L 8jA1s 8ylj Aujeay j0 ssausaieme
¥ uoijew.ojui
€ Alianoe o3 psemio} Buiyooj
S 8}l 418y} JBA0 |o4u0d ul Buyesy
e jyd0M}au
el uoijezijeloog

390UdI9jal JO #

sjinpe Jap|0 0} Syjousyg

‘8-H 8|qeL

276



c
14
S80US15[01 JO #

yels pue sjuedoiued jo
suofneloadxs usamiaq deb e si 8layl SaWIBOWOS.

. slaquew mau
apnjoxa Aew sdnoib ui sanbio.

, yijesy jo [S8A9|
lewndo 18y} jo suoielosdxe disijealun
yHm w#cmn_o_tma 1o} swa|qoid a1e8.ID.

(yoeosdde iaalb aied
uo Buipuadap) Aouspuadsp sjowoid Aews.

sdnoib abue|
Ui [|@m uolounj Juop leyl 8soyl JOj 10U

pajeajow Ajjood aJe jeuy} 8sou} Joj 10Ue
AlJapje |1ely 10j }OU.
SiOlU8S pa|gesip 0} 8|qiSSeJoe 10U.

uolleliodsuelie

%00F leiol

%08 pepuodsey
%01 MOUY 1,uoQg
%01 asuodsai ON

¢WBIDOIT™]0 SUAT SIUT JO SODEIUBAPESID 8y} o8 Jeym UOIUIdo JNoA U] '6-H elqel

277



$80UBI9j0] JO #

Buiay

aseas|p O 988l

0} uonejal ul suoncwoid yyesy peqloSspe

ajl| jo Ayenb ur aseaioul.

yijesy

18A0 |0JJUOD pue aduapuadapul O} pelisjdle

yijesy

umo Joj A)jiqisuodsal 0} 8oUBI8}81 SpEBl.

Buiagjjem eioos pue jeyusw ‘jesisAyd
Bunnowoid o3 pejejas uoniuyep 8yesodiodule

%00F

%08
%01
%01

aseasip jo juswabeuew
ol10ads 0} uoponpal SSa8l)s ‘eslolaxe
‘uouinu woyy Buibues soidoy Bunowoud
yjesy jo Jaqwinu B U0 UOIBWIOUI
papnjoul jey} uoiiuyap B payesodiodul.

ejoL

papuodsay
MOUY },u0(
asuodsal ON

‘OL-H siqel

278



SHOjep JO 88lje

Ssoualeme.

2 uosied e Jo sjoedse || yum Ss|esp Jey} UOIIEONPS Yljeey.

595UdI5j0] JO #

S|eNpIAIpUl 10} 82IN0S8l Be

sebeinoous ey} Buiyihue.

uolouNn} 3s8q.

8| sauo ul abueydo einpue 0} AjIqixs|je
Buieqjiom |eioos pue |edisAyde

Buieqjiem |euonowe pue [edisAyde
Buleqjiem |enmuids pue ‘jedisAyd ‘jejuswe

Buiegiiem jedisAyd pue |ejuewe

%001 e1oL

%56 papuodsay
%G asuodsals oN

"Li-H ejqel

279



595091051 JO #

ssauj|! J0 sesned pue yjesy Bujurejurew ur uosiad e 4o
Sjoadse jueiayip jO SSeupsolejalialul elow dlelosidde.

yijeay 40 uoiiuiyep Ssiusljd 1o} 108dsas 8.0We
SOAl| [enpiAlpul 8ieym

luswuoJiAUe 84U} 0] pajejas mou - uonjowoud
yijeay sem uotjeonpa 8jA1saji| Nuiyl O] oSne
yljeay |ejuaw uo siseydwos 80w

SaoI0yd pue Ajiqisuodsal 8.0We

Buueo jo seousnbesuod
pue Aujiqisuodsal JO 8ieMe 8i0Ule

sebe je 10} AujIqejieAe UuOilew.lojul 8.0l
uoljusAeid esessip uo siseydwe peseaiduls
MBIA OlISIjOY ©J0We
:paule|dxa SaA

%001 felol

%06 SOA
%01 ebueyo oN

‘¢l-H °lqel

280



yoeoudde 2lisijeas 8ioule

aAllisod.

poob AieA.

-~ S3DUeYd JO MaIA

Buiyiomiau o4 sioluss jo uoddns siow.

JUBWBA|OAUl JjelS
R sjoeuoo ul weibosd ur sieydwe eiowe

ssou||l jo uonuaasid uo siseydwe 8i0We
sweiboid jo Jequnu ul 8seaidul.

sweiboid 9 sainyooiq ui BuisiueApe eiows.

%001 jejo}
%0t SOA
%01 aijemeun
%SS ON
%G asuodsas ON

Z4oeoidqde 10 Juajuod sweiboid
-_ o DUE U 10 2JEME NOA )

‘EL-H eI1qe]

281



sdnosb esay} 0} Bupyeseds usym sbueyo

8|}l seas Inq yoeoisdde psbueyo sey Ajeuossad.

ul eye} o0} Auepje

10} yonw 00} uoilew.lojul AI010IpeIIUOD

Inq sebueyo jo jseeiqe deey 0] posu.

eapl poob e jou Ing ui ejdoad s}ab J/ge

2 AlJepia paje|os! 0} aAlsuodsel aio0w 8q O} padue
S50UBI8I8] JO # :POSSOIOXS SMBIA
%00 F
7T MOIA J18y} pessaldx]
%9€ (e4e0 Aep }inpe 0} ISOW Follsjel %G)
luswwod o} ybnous jjem mouy },upig
%31 €LD Ol ON pies oym 8soy} jo asuodsas ON

"TTN SDUEUDJO S5USSUE JO MOIA "vL-H e|qey

282





