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ABSTRACT

‘. .A~ great number of patients are. now asking their family practitioner for exercise advice

L

and lifestyle modification services. Physrcxans do not receive preventative health traimng in -
medical school, cannot bill health care for such servrces and cannot spend an adequate amount

oi\time wrth each patient to provrde the necessary counselling

‘The purpose of this study was todetermine the feasxbility of havmg an exercrse'
phvsrologist provide advrsory exercrse and lifestyle modification servrces in a medical family

_ clinrc. Feasibility was assessed by mvestlgatmg changes in physical activity and_lifestyle habit_‘s
“after seeing the exerci'se physiologist, by analysing feedback from doctors, patients and the
eirercise physiologist, by logistically accomplishing the task and by conducting a _cost-.‘benefit
analysis. | ' |
,e;n exercise physrologrst worked in two medical family-clinics for.a six month period

.‘One hundred and f ifty-f our patients were involved in both pre ard post testing Each patients

];vrsrt was comprised of a fitness test counsellrng session and optlonal opportunrty to have a

Health Hazard Appraisal conducted Those who saw the exercise physrologrst made srgmficant R

_ 1mprovements in their ea‘tmg and exercrse habrts and in therr attitude and felt that they were
'fitter than they had been prior to. seerng an exercrse physrologist All patients felt that ,the

" services provrded were useful and- beneficial and wanted to have the exercise physmlogist ‘
» /_eontinue to work at their clrnlc Doctors were mrtially cautious but became. supportive,

/.ref errmg their patients and taking advantage of the services themselves by the enc(/f the study.

’

\ Doctors aIso\ecommended that the project be contmued on a regular ba51s In theory, it

mfo be cost-feasible for a famrly practice to employ an exercrse physrologist

—~

Based on the results of this study, it appears to be both feasible and desireable to have

an exercise physxologist work in a medical f amily clinic.



ACKNOWLEDGEMENT -

S

I'd hke 10 extend my thanks and apprecratlon to my advrsor Dr. Art Qumney who
: always found the time to see me, desprte hlS hectrc schedule HlS support and guldance

throughout my two years at U of Alberta was valued

Smcere thanks to Dr. Jeff Robmson and Dr J ohn Mackel who aliowed me, to work out .
‘of their chmcs Thetr support, encouragement and advrce were essenpal and greatly
gy

' apprec1ated I also apprecnate the assrstance .of the physicians and staff”of the Mlsencordra

Farmily Clinic and Coronatton Medical Cltmc

]
r'

Thanks to Dr Bob Steadward for the ttme spent and advrce offered as a member of my

. commtttee

Fmally a large thanks to my fellow graduate Students Thexr compamonshxp made late .
nights and long weekends in the carrels more tolerable and my stay at U, of Alberta a great

- kY

one. v - T - .



Table of 'Contents

Chapter- . - _ _ _ , Page
I. INTRODUCTION ...ov.core..... S T
© STATEMENT OF PURPOSE ...oroccccorsscor e e e e
LIMITATIONS .coorveoeee e eee oo eee e e 2.
DELIMITATIONS ....ooovovorverinnennnenn, s e 12
DEFINITIONS oo e e 3
I1. REVIEW OF LITERATURE .....cccovivinnnns s e
RELATED LITERATURE ..........cccooo...... Y
PROTOCOL ... ivvveeemeeeeeereseeseeeesseseesteeessess e SRR S 110
1. METHODOLOGY ..eeeovrvvoeers oo BSOSO 15
METHODS ......o.oovnnin. N ©
DATA ANALYSIS wooovvevvvvios i e 18
IV, RESULTS AND DISCUSSION .....ccorovrrreriesccscemeenneessssssssssssnrssere 23
POP_ULATION DEMOGRAPHICS ..........cccouu.. reeeeneeserennene e 23
" HEALTH BEHAVIORS AND VALUES ....ourvriorereearessecineieesenieeiniees 27
| EFFECT OFHAVING AN EXERCISE PHYSIOLOGIST AT THE CLINIC ...27
‘RELIAB‘I.LITYAND VALIDITY ..covvoen b, s 347
PATIENT COMMENTS ........... ........ R 36
PHYSICIANS’ COMMENTS ......0cccoocorre. e S -3
| COST FEASIBILITY «veovvrerreesereressrsesee e 4
V. OBSERVATIONS AND CONCLUSIONS ............... ST e 4
OBSERYATIONS ...rvvvvvrvvvons: SRR e 46
SUMMARY .......c5eeemeenns S ST v 49
CONCLUSIONS ..corteveeenesgenmsssssesierss s i 5
- RECOMMENDATIONS ..o oo oo oo
BIBLIOGRAPHY ....... ;"’ ‘ ‘
- APPENDIX A: Correspondeﬁ‘c'e. frs;n ‘Ex;rcise'.;’hysiblogist at Sacred Heart Hospital ......... 58

vii



APPENDIX B: Canada Ftness SUIVEY “w....ecevieeeiiioreeereeeeereeeveenenns \ ...... 61

APPENDIX C: Ex‘planatibh Of Sty <.orrro.. SO SOOI SO e
 APPENDIX D: Fitness Test Protocols .............. e ST P
APPENDIX E: Eciuipment List ..ooeoonnn) ettt ....... 8
APPENDIX F: Consent Form FOU ST S ..... | e ....'85_
APPENDIX G: Par-Q .oooceversioenereeenn ST 87
APPENDIX H: Telcphbne Qucétionnéire { .......... . .89
APPENDIX 1I: Statistical ARGIYSIS —rrevoeoeooroore o ' ..... oS
" APPENDIX J: Estimated Office_Expenses ....................... ..... 93.
APPENDIX K: Correspondence from Dr. JEff Robinson ................. SRR 95
APPENDIX L: Correspondence from Dr. John Méckel .......... e R 99
APPENDI}_( M: Correspondence from Dr. E.H. Krikkel SUTURURORRS ........ 101

4

viii



. —

'LIST OF TABLES N

TABLE 1 —'Popul.agion demograéhics. ..... ..... '.‘. ..... reeees 23 '
T;‘XBLE 2 -.—“COfnp?ris‘op of fitrigss and lifestyle pa',l'ar'r?aterls:.study;vsl 1981 CES. 28 B
TABLE 3 — Changes in Iif-estyle habits of those .w\ho saw ‘th'.c ex;erc_ise. phy_s_ioldgiis't-.<‘... 30
' TABLE 4 — Changes Iin lif est'ylvei habits of those wh_f: diq ot Se.e the ‘céxe_réjs;-é Pf;ysiélo;i;i,' 31
TABFE 5 — Fitgesg.compared to three rAn‘é.>'n'ths;ago. ...... 33 1

TAﬁLE 6 — Cost assessment for the additjon of.,an‘ex‘er-cise physiologiét to the staff of a

TABLE 7 — Capital COSIS. .....vvvnrvvernirrerir e, e et 45

viii -



* LIST OF FIGURES

v "F-I.GURE 1— Age of subjects in Study VS CFS. ...iveeeeeeeeen, [ N .25

. i o - N - . ' » - " .
il study VS.CFS, oo e e o025

" FIGURE:2 — Sex of sisbjects

a-

. FIGURE 3 - Marital status of subjects in study vs CFS. 26

. FIGURE 4= Education of subjects in'study vs CFS. ................ 26

Cix .



Lo - s
L . A
S . P [ AR
. ,JV,' . 4
- ' S
’ B

Chapterl p ’ - /
INTRODUCI‘ION Y

The Fxtness and healthy llfestyle fad that hrt North Amerxca i the late 1960 S and early K

| , >197O s has 1ncreased in fervor over the last fxfteen years - dlSCOUl’l ing its label as a fad and
placmg it as a genuine change in-. attltude and practrce The quest for physical frtness and a

healthy way of llvmg has had a profound influence on many face] s ofylife today, fashron the '

N [

| medla food entertamment busmess and therefore the economy and socralrzatxon It is not
unreasonable therefore to see that tlns movement must also a/fl/ect the medrcal field. Physrcrans
are seemg more patients who are lookmg for sound advrce on exercise or who want to or must "
modify thelr lifestyle habits. Ph‘ysxcxans would be remlss ?l underestrmatmg the strength of this
health movement It is not unreasonable to expect that/practlces that do not provxde fitness or

llfestyle serv1ces may lose a. .certain portion of Aretr practlce to sportmedlcme clmrcs

commercxal fitness establlshments or other physxcrans that do

{ . ’ :
[ . Lo

Unfortunately, many factors seem to prevent general famrly practmoners provrdmgv'

\

these services even 1f they wanted to One of the reasons 1s that

medical schools generally do not teach th skllls necessary for the practrce of health )

promotion. Concepts of risk -asséssment| behavior change, exetcise physiology and .

nutrition are visibly absent from miedical school cul;_x/cular Even if physicians were

) taught many of these concepts, few clinical models for implementation now exist.- - .

. ‘ . . e / -+ (Dismuke and Millér, 1983)
o :

E R N

Physrcrans are ngen even greater drscouragement from health care programs wh.rch yvrll not pay
" for any fi 1tness llfpstyle Or preventative: medrcme spracticed. Many patrents would lrkely obJect
‘.to a fee-for- servree' b111 from their fannly dpctor when they pay into a health care program An
adequate counselhng session must last at least half an_hour and- a fxtness test an addrtronalv'

_ twenty to thrrty mmutes The maJorrty of doctors do -not have the time, the trammg or the

RS >
- o w0

means of bllhng for lrfestyle setvices. T ,':



An obvious solution is to have the services provided at the medical clinic by an allied. -
" health professional.

[

- STATEMENT OF PURPOSE-

Tﬁe purpese of this study was to:deterrﬁ,ine_the feasibilit»y' of .having an exercise
physiologi;t work int a"medical famii‘y clinic. Feasibiliiy was assessed\by inv.est'i”gatin’g changes in
patients attitudes and pracnces in respect 10 pny51cal flmess and hfestyle behavxors by
analysing feedback from" the. physmlans the patlents and the exerc1se phys1ologxst by

logls{lcally accomphshmg the task .and by conductmg a cost- beneflt analy51s (the latter in

theory, all f ormer in practlce).

LIMITATIONS

The exercise physiologist could not control for the subjects lifestyle behaviors (diet,

activity, smoking, éonsumption of alcohol) outside of times spent at the clinic nor for cultural

- or sdcietal influences. , o 3

Since bétien‘ts were seen over .. six 1. nth period seasonal fluctuations in éetiyity and,
 lifestyle vpatterps could not be controllc 1.
DELIMITATIONS

.
. ”, i

ThIS study was restrxcted t6 patlents of the Mlsencordla Family-Clinic and Coronatlon

Medxcal Cllmc Edmonlon Alberta

The repdrt was based on the observations and experiences of one exércise physiologist.,
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DEFINITIONS -

Exercise physiologist

Medical family clinic

A person who. is 'knowledgeable'in the structure and
‘function of the human body and how it responds to

- exercise and who has expertrse in frtness testing and

«counselling. - ‘

3

' A medical facility whichr houses a number of General

Famrly Practmoners and may also mclude other
medrcal specralrsts and/or alhed health professronals
The family practrtroners share the patrent workload and

hospital 'dutiés Patrents come from the general

: populatron of the surroundmg area

AN



Chapter 11 A

Lo .. - REVIEW OF LITERATURE .

" RELATED LITERATURE

2

It has becn estimated that soon over half the deaths in the United: States will be
~ due to our living habits. For this we have only oursclves to blame. A™ healthy
life-style is within rteach of practically everyone, regardless of economic
circumstance. In fact it would cost less than the way we are living now. -
: o (Sheehan, 1983) .

IOThe modern notion of i)rt;,ventative medicine probably has its ‘rootsy iﬁ the indugtriai AA
rev_o]utio'n. It v;'aé a;ound ihis time that we,sta._r'ted tq realize théit/ ;:hanges_ i our lif estyle-habits ) .
could evqke 'Chéngés to our health. In fhe third worid' ¢oﬁnfries .tdday, mény of the diseases
largely elin'}inated by improved health practices in the _moré'déveloped countries, a:re still é
majror”conéerh. g | | —

}

In developing countries, the inbalance of health resources allocations for hospitals,
in contrast to public health programs, is particularly striking. Yet in these countries
the enormous burden of preventable disease should favor the highest priorities for
prevention and primary care. This policy iS constantly promoted by the World .
Health Organization. And although it is all too seldom followed, the WHO
emphasis... underscores the .worldwide advocacy of prevention in preference to

_medical care.
= ' _ (Roemer, 1984)

In the industrialized nations .the;e ,ﬁas been a definite shift in thé epidemiology o_f' .

' ,d.iseases. In tfle past, leading causes -6f death included pblibmyelitié, tuberculosis, i.nfluenza. and
i)neumonia. Today these : largely eradicated and have been repla‘ced'by héal'"t diseééé, caﬁcer )
and stroke. The "modefn'" causes of death have all been related to srr’ljoking', diet, exeréiée aﬁd

stress and have been termed lifestyle diseases (Bartlett, 1984). = -
In the 1960's the incidence of lifestyle diseases seemed to be reaching 'alérming

4
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proporuons Agresswe campaxgns for 1mproved llfestyle habits as a means of reducing heart

drsease and cancer were carrled on at many levels throughout the 1970's.

In the late 1970's and early 1980's, the strategles for - prevention of chromc
- non-communicable disease began to show an effect. While the precrse explanatlons
. were elusive, ‘certain types of cancer - such as cervical cancer in women and
. stomach cancer in both sexes - had been definitely déclining. When the mortality |
rate from heart disease in the United States was examined on an age-adjusted
basis, it was found that after steady escalation it had begun to decline from 308 per
100,000 in 1950 to 208 in 1978. Death rates from lung cancer, associated with
smoking, .continued to rise, but there was much evidence ‘that thlS lethal practice .-
was lessenmg espemally in adult males.

(Roemer, l984)

- There:.seems to be liftle in the literature describing how preventative health care is best
pr-ovided‘ or whose mandate it should be. At present, it seems that any group that is interested
: _can and. does practrce preventauve medlcme and does so under a number of gurses Surveys‘

have shown that’ famlly practmoners are provndmg lmle in the way of lifestyle counsellmg or
)
'more agresswe prevemptlve measures themselves (Catf ord, Wells, 1984) and yet seem relUctant '

to réfer their patients to other health professionals-who may specialize in this area.

There are a number of p0551ble e);planauons for why prevematlve health care plays L

such a small role in regular family practice..

Some physicians have opposed the introduction of prevention into medical
encounters.- The scénario- goes. something- like this: Keeping people healthy is
_important,. but it is not the business of physicians. Physicians should stick to
" treating illness because that'is what they have always done and what they do ‘best.
Prevention. is important, but the best prevention is publrc health, and this has
nothmg to do w1th practmoners of medxcme

: (Dismuke, 1983~)

‘Sheehian ("1981) suggests -

However lrttle phy51c1ans know about exercise physiology, they know a great deal
" about disease. they treat it dally and study it-constantly. They are suspicious of any
- therapies that arise outside of their orthodoxy. They demand solid scientific proof
of claims for benefits from any new treatment --including exercise .... The effects
of exercxse on dlsease remam speculative’ and medrcme s not a speculative



..profession. Physicians are doubters who know cures are hard to come by. These
potential purveyors of fitness are /a profession of skeptics and cymcs The
optimistic promises of the jogging proponents turn them off.

(Sheehan, 1981)

" While this is undoubtedly true, Dismn.ke and Miller counter this argument somewhat.

The reluctance of physicians to- fully embrace the tenets of prevention is
commendable ‘Many premises of prevention are not supported by incontrovertible
- evidence. This reludtance, however, is also paradoxical , when compared with
- medicines proc11v1ty to accept technological and therapeutic changes. Physicians
seem extremely willing to try a new chemical or surgical therapy on the basis of
- preliminary evidence of its efficacy. Physrc1ans are constantly making therapeutic
' ‘recommendations on the basis of evrdence to date™ with complete un_derstandmg 4
- that the evidence of tomorrow may change ‘conclusions. The "evidence to date”
strongly supports the favorable impact of preventative health behavior on a
persons health and longevity. Is it therefore not appropriate to inform persons “of.
this evrdence and to mdicate and direct how this can be achieved?
: : (Dismuke and Miller, 1983)

A great deal of the reluctance of family practitioners to dispense advice probably arises
from the fact that the) receive very httle or no f ormal training themselves while in medical
‘school Most schools deal only with disease emphasrzmg treatment over preventron Asa result
) when physxcxans give mformation to patients it tends to be vague, 1ncomplete and sometimes
incorrect (Legwold 1983, Clement 1982, Gibson, 1983) Hage (1983) concluded: that "the
conservative advice that is given (to patlents) won't do them any harm But it won't do them 'l
much. good either.” A -great number of professronals have decried the situation and urged
medical schools to expand or alter the Rurncula to mclude -various aspects of preventative health
‘care (Ryan, 1981 Sheehan, 1975) This' may be expecting too much out of the medical schools.
Family practice covers such~a,_broad ar\ray of health eoncerns that the present\educationali
program' is‘already criticized for spending ‘-.to'o little time on each topic. Perhaps eirpeé:ting g
" courses of exercise physiology and exercise management, nutri_tion, stress, health counselling,

etc. to be added to the curriculum is unrealistic.

If this is the case, then the obvious solution is to have this aspect of health care be

i



V.. " \ .
delivered by allied health professionals. This sector would include specialists (minimum of four

year degree in the field of specialty) in exercise physxology, nutrmon stress management or -

o

health sc1ence Unf ortunately, too many doctors fail to Tecognize the trarnmg and capabilities

of the allied health professions.
The physician educated in isolation from these colleagues (professionals from the
health science fields) is usually unaware of the contributions these people can
make, and is unwilling to give them authority and autonomy in caring for patients.

I see the family practitionier as the one man who can umte the medical profession

" and the others in the health sciences.
(Sheehan, 1975)

Some inroads have been made in the delivery of preventative health care. Razor commented o

Twenty years ago, even ten years ago, the medical field would have raised hell
- about the current role of -physical educators in encouraging healthful lifestyles. But
as the years have passed, the medical field has recogmzed that one doesn t have to

have a medical degree to da good work.
. (Razor, in Ryan, 1981)

Physicians‘are also reticent to provide fitness and lifestyle ‘counsclling becausg it is not
financially rewarding to do 50. Under the current Alberia Heal‘th Care‘ Plan there is no category
for preventative medicine, exercise prescriptio_n or lifestyle cognsclling :(Alberta Health Care”
Plan, 1983). In‘Britisl‘r Columoia, the Mim’ster‘ of Healtn announced that physicians will nor .be
paid for any typc of preventative medicine or lifestyle counselling they administer- (Mackel,
1985). Dismuke ano Miller lamented the same condition in the United' States (albeit undcr a
vasﬂy different mec_lica] system).-Without-rhe'support of government or he_alﬁr ‘insurance
organizations it is not snrprising that familyvpractitioners are not provi_ding’preventativc healrh
. care. | | o

P

In somewhat of a paradox, the present economic situation may force them to do so in

the near future.

n

Many patients are questioning the profit margins . of physicians. In addition,



corporations, insurance compames and the federal government - who have been:
footing the bill for heatth care - are kicking -aside old policies for new controls over - :
what they see as rampantly rising costs. The results: a health care mdustry in

~upheaval and a growmg competition among physrcrans for business.
. (Rogers 1985)

-

. \
Despite what the general pubhc views as a 'healthy wage', due to stncter cost controls

1mposed upon them doctors will ltkcly have to ‘work harder in the next decade to mamtam thetr
present wage Add to thts the fact that the pattent doctor ratio is dechmng and a need for

expanded services arises. ‘ -

)

There are more phys1c1ans and more healthy people This decline has far- reachlng
. ramifications. Even a one per cent change in market share causes alarm to a soft
drink company. I would say that the physicians' market share has experienced a

five per cent decline in patients in the last ten to fifteen years.
’ ' S - (Rogers, 1985)

It has been estimated that-a surplus of physic_r'ans will exist within five years (by the year

1990).

The health promotion and wellness industry is growing tremendously while
traditional medicine is shrmkmg If you look at all the people involved in the
health field, the b1g losers i in the next ten years are going to be the physicians. They -
stand to lose the mosi{ prestige and the biggest market share. As the publics’ sense
of awe about physicians decreases, people will be more willing to use other health
care. vendors such as hospitals, freestanding surgical and emergency clinics and
. sports medicine clinics that may not be staffed by physxcrans Most of the activity

in health promotlon will be  -'side the medrcal professron
t . ¢ Rogers,. 1985)

S .
At present patients must ¢~ tc shysician for a health check lup,‘ find an exercise
physrologtst for a fi 1tness check up and e 'nodif ication and then go t0 a nhtritionist for
dletary counselhng Likely the patient vill ha .2 -5 .o rthree or more different huifding_s and
pay t.hree or miore different fees. This is the iz=s! efficient method. |
Integrated prevention and medical care are bc =~ to be less expensive then separate

arrangements, if ony because of economics of scale and szvings on transportation. -
~ But most important is the practrcal convenience for people, the administrative
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efficiency, and the greater commimity impact of providing nreventative and
treatment services at the same local facilities often at the” same time. The -
customary separa’ﬂon of prevention and medical care in the free- market countries

- has been due to political, not managerial consideration:
: (Roemer, 1984)

, i

Other potent forces that are beginning to aff ect the role of health education on .
medicine are changing methods of third party reimbursement, growth of new.
systems of health care delivery (including health maintenance organizations),
advances in health; education research, continued rivalries among various medical
specialties and health professions and evolving expectatons of health consumers.
. (Bartlett, 1984)

The last factor, the health Acon‘snrner,‘ is ,mounting increasing pressure upon family
. clinics to _proi/ide 'lifest)de services. In the United States, the "Harris poll found 25>mi:lli0n
‘citizen's running regularly and anefher 50 million doing some kind oi’ systemaiic exercise to
! develop fitness" (Mann 1984) In Canada, the'Canada Fitness Survey f ound that f1f ty-six per
cent of Canadians were active regularly. A great many more are attemptmg to start. These
people are gomg to thelr medlcal clinics for specific-advice and guidance. In most “cases, in -
Canida, such services are not available and they are forced to go elsewhere. All top of ten, they
'end up receivmg poor or madequate adv1ce from- a commermal fitness establishment whose -

staff lack the necessary training and educational background.

No examples of an exercise physiolo'gisvt;'working in a medical clinic could be found in'
Canada.. Three such instances Weie found in the United States.. (There are undoub‘ted'ly other
casee which have simpiy not been cited in the literature). One example of such an arrangement

" is that 'c')f John Schiife, an e)_(ercise physiolegist who has w_orked in a private family physician
practice in Salina, Kansas (an agricuitura] ‘conimunity of 40,000) since 1978 (Schlife, 1982,
Hage, 198f).'His dutiesl inelud_e fitness evaluatiens and exercise prescription, wellnessv nrograms
for businesses, the fire and police departme‘nts, cardiac rehabilitation pfogram,' stress testing -

and lifestyle serni'nars'. He has operated at a profit throughout his employment there. The
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second example is that of Bruce LeFew who works out of Sacred Heart Hospital in

Cumberland, Maryland. His duties include fitness assessments, cardiac rehabilitation (excluding

“N -

~

stress tests), exercise therapy for the chronic pain management program and patient

counselling. He is paid a set salary irrespéctive of revenue produced. A more complete

description of his duties can be found in @ letter in Appendix A. In the third example, the
a
pediatric cardiology department of the Univelsity of Michigan made a half -time appointment
in the school of medicine for Dr. Victor Katch, an established exercise physiologist in the
physical education department at the Univer§ity. There,
L . R ) .
Katch is involved in setting standards for testing equipment and choosing protocols
for the program. He assesses the. effectiveness of various types of exercise for

nonsurgical cardiac patients and provides advice about the effects of body

composition, anthropometrics, and cardiovasuclar fitness on a patient's status.
. (Moore, 1984)

The idea of ‘.integrating the\ﬁ'elds of medicine and exercise physiology is not new. Those
in the area of cardiology, orthopaedics and sportsmedicine have taken advantage of what
exercise science has to offer their fields of specialty. Where it is an innovative ided (and

probably one whose time has come) is in family practice.

PROTOCOL

Evaluating the effectiveness of the exercisé physioloéist in this study was based, in part,
on the responses to the Canada Fitness Survey (CFS). The CFS was designed by the Canada
Fitness Survey organization under contract to Fitness Canada. No papers ha\}e been written
regarding the reliability o? validity 6f the survey (Craig, 1985). The questions on the survey
Qere drawn from a number of other related surveys (list not available) and designed .by the
Cénada Fitness Survey staff. The survey was then tested. in a pilot sfudy, after which further
. ;mo‘difications to the questionnaire were made (Glassford, 1985). An example of the final

survey format can be found in Appendix B. The CFS was used for this research for three

S~

TN
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reasons: the population was Canadian, including randomly selected households from both rural _

and urban areas of all provinces and territories; it had a large data base for comparative
purposes - over -20,000 responses were tabulated;. it provided the same information the
researcher Was secking, specifically pertaining to the pgtieﬁts fitness and lifestyle habitg and
attitudes toward fitness aid lifestyle factors. The Canada Fitness Survey has written 2 number
of books on the information r.etricvea from the study (Canada Fitness Sﬁrvey 1982, 1983,

1984).

The tesvting protocol used was the Canadian Slgndardized Test of Fitness (CSTF) forr
all fitness components except cardiovascular. For this ‘component, a twb stage, eight minute
bicycle ergometer test was used in place pf the step test. Although much has been Written about
the step test portion of the package (Bailey, Bonen, Jette, 1976), the literature is bereft of

information on the CSTF as an entire package. The historical development of the Canadian

Standardized Test of Fitness as described by Fitness and Amateur Sport, Government of

Canada is as follows:

a

The Standardized Test of Fitness evolved from recommendations of the National
Conference on Fitness and Health held in Ottawa in December of 1972. In order to
meet these recommendations, an "Advisory Committee” was formed by Recreation .
Canada. In December of 1976, the Committee agreed upon a number of distinct
elements which, when organized into a battery, would form the theoretical base for
the Standardized Test of Fitness. It was also agreed during this meeting that the
most suitable milieu to evaluate the value of this protocol was the business and
industrial setting. -

. The Canadian Public Health -Association (C.P.H.A), because of its
numerous influential contacts in the occupational health sector, was chosen to
develop and administer this projec. i; the summer of 1977. This was made possible
thfough joint contributions from Loto Canada and the Federal Department of
Manpower and Immigration. o

The original fitness battery proposed by yhe Committee was finalized by
the research advisor in conjuction with the regional directors of the 1977 C.P.H.A.
project. Industries across Canada were asked to cooperate with the project. '

Based on the reports of this project, the Standardized Test of Fitness was
modified and is now available to interested professionals and practitioners in the
field of health and physical education.

-

(Canada STF, 1982).

-
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Another tool designed and made available to fitness'prc;fessionals by the government is
the Evalulife questionairre Wthh was originally titled the Health Hazard Appralsal This

program- was used in this study for counselling patlents on health and hfestyle habits.

’I'he prototype of the Health Hazard Appraisal was designed by Dr. J. Hall and Dr. L.
Robbins of Methodist .Hospital in Indiana. In 1972 the Department of National Health and -
Welfare adapted LherriginaI instrument for use in Canada (using Canadian statistics) and
computerized the program forlease of dcli.very and so that the risk factor énalysis could
continually be updated. Today the program, based in Ottawa, is used in a number of family
practices, universities, public_and employee health units, and various‘bl.iealth centers in Canada

(Hawkins, 1983, Colburn, 1974).

Lauzon étudied the effectiven‘ess of the Evalulife in reducing high risk lifestyle
behaviors. He administered the form to 346 randomly sclected subjects in the Ottawa Hull area.
Subjects were dmded into three groups a) those who did not receive Evalulife; b) those who
received the Evalulife printout but no counselling; c¢) those who received the Evalulife printout
and counselling. The purpose was "to determine the ability of the HHA/EV in stimulating
" risk-reduction behavior" (Lauzon, 1984). He found that the Eyalulif¢ positively affected
alcohol cdnsumption, exercise, weight and diastolic blood pressure (in 30-40 year old patients
only). It did not seem to cause significant changes in s'rnoking‘, se_atbelt usage or systolic blood
pressure. In addition, v\;omen who had'the .Evalulife were more Iikeiy(to havé a breast
self-exam. In all cases, the compliance démonstrated by those who had received the Evalulife

was enhanced when couaselling supplemented the printout.

All batients received fitness and lifestyle counselling, aside from or as an adjunct to,
the Evalulife. The effectiveness of cc')unselling.has been bantered about in many psychological,
social, medical and health science publications.‘ln general, courselling does abpéar to be more
effective than not and is widely used -in a variety of fields. There appears to be some

discrepency between articles found in the literature and subjective reports of the family
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physicians involved in the study. The majority of articles on patient compliance report some
degree of success. Mulder (1981), found that "of individuals presctibed individual home
exercise programs (by their family doctor) 55.2% continued to achieve greater than 75% of their
exercise goal after 32 weeks of participation” I.n a national survey of family doctors,
Townsends (1980) found that "only 38 per cent report that their attempts tit patient 'ﬂgu'idancé
are rarely ar never effective”. These reports seem to contrast-what many medical practitioners
are\s‘atying. In a tound table discussion of family practitioners ptlblished in the Phi§m \ician éld

Sportsmedicine, most of the doctors felt that "in family practice we are often f rustrate&by the .
N,

difficulty of getting people to comply with our treatment regime, but especially in reéard§ to

e_xeréise“ (McKeag, 1983). This sentiment was often echoed by the medical practitionérs the

author was in contact with.

The reasons for the discret)éncy are only speculative. In general practice, lifestyle and
exerSEe counselling is often limited\to less than three minutes ("cut down on sugar and fats,
start walking for fifteen minutes every day"). In the studies cited 'in the literature it is likely
that the patients were subjected to more aggresswe lifestyle counselling to achieve the
modifications clalmed It is also p0351b1e that studies which had no effect on patients were

exther never submitted or not accepted for pubhcatlon.

The rate of compliance will vary considerably from setting to setting. However, it
. s
would appear that doctors and allied health professionals in a medical clinic are under a near

ideal situation for eliciting change should they accept the challenge.

Most health professionals have witnessed the increased health concern evident in
patients who have recently had a minor temporary illness. This sharpened focus is
probably due to the realization that they are vulnerable and that the loss of health,
even temporarily, can have a devastating effect. In fact, patient compliancé with
‘the health professionals advice is usually dependent upon this perception of

vulnerability. ( kins. 1 83)
Hawkins, 19
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During times of crises, people are more amenable to changing unheaithy ways of
life than at more stable times. Because of contact with people during times of
crises, the physician is in a unique position to help patients take advantage of an

illness to modify their.long-term health behavior. : -
< (Dismuke and Miller, 1983)

Bruce et al found that an exercise test alone can provide enough of a motivational

effect to cause patients to modify poor health habits. Using a multistage treadmill protocol;

. they found that

63% of .patients replying indicated they modified one or more risk- factors and
health habits and this change they attributed to the exercise test. This pilot study
raised the possibility that exercise testing may play an important role in
modification of coronary risk factors and health habits.

(Bruce et al., 1980)



Chapter III

METHODOLOGY

METHODS °

Two medical family clinics were approached andﬂag‘reed to participate in the study: the
Misericordia Family Crruc and the Coronation Medical CllnlC The Misericordia Family Clinic

is a University of Alberta family practice teaching unit and is an annex of the Mtsericordia

Hospital located in west Edmonton. The - Coronation Medical Clinic is a partnership of four ‘

family practice physicians located in north central Edmonton. Dr. John Mackel, the Medical

Director oi ...c Misericordia Farﬁiiy Clinic and Dr. Jeff Robinson of Coronation Medjcal Clinic-

. ! "
+ consented to act as liason and to co-ordinate the program in respect to their clinics."

\

It was af;reed that the exercise physiologist would work four days per week (eight hours

per day) for a period of five months starting July 1. The servrces provrded would be limited to, o

fitness testing, exercise prescripuon and lifestyle counselling. Patients would see the exercrse

physrologist by choice, after readmg a posted notice about the prOJect by referral from their

physician or after being included in the random selectlon procedure us_ed for fillmg out the‘ 3

o

. Canada Fitness Survey.

Due to laws prohibiting physicians from advertising their services, only those patients=*'

who came in ’direct:,con‘tact with the exercise physiologist (by being _askedf to ‘fill. out the

questionnaire) or'who happened to read the 8" x 11 "notice (Appendix C) posted on the wall of

the clinic were made aware that the program even existed. As the study progressed word of -

mouth and physrcxan referral also served to promote the. program As the receptionlsts at both-

clinics felt that they were already overworked and would not take on"the additional task of

P o

handmg out surveys, the exercise physiologist spent approxrmately 6 hours per week at each

clinic handing out_copies of the Canada Fitness Survey (CFS) to every fifth patient who‘

entered the clinic.

15
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w .

- Prior to s.eeing the exercise physiologist all pa‘rticipant;were given a form (A\ppendix

C) explaining the study and were asked to fill out a copy of the Canada Fitness Survey. Those

who wished to complete an Evalulife (formerly known as Health Hazard Appraisal)

questionnaire were also given the appropriate form at that time. Appointments for fitness
testing and counselling were generally made for two to three weeks after initial contact with the

_exercise'specialist (due to the number of bookings).

All testing and couﬁselling occured in a room off the gym at the Misericordia Nurses
Residence which is on thg same grounds as the Misericordia Hospital and Farhily Clinic. There
was-neithcr enough equipment nor office space to set up sepa‘rate facilities for each clinic. None
of the participants from the Coronation Clinic complained of haviﬂg to travel to Lﬁe
- Misericordia for a test or counselling séssion.‘ However, a number of patients from both:clinics

P
did Teport difficulty in finding thev,Nurses Residence-within the complex of buildings at.the
Misericordia. In order to alleviate this problem all participants were given a map and, as much
uas possible, the tester tried to méet all partticipants in the ldbby of the Residence to avoid '

5

~ confusion wiihin the bujlding. _

The testing protocol used is as follows:

L. ~Anthropometric data ' .
1) height.
2) . 'w'eight»' | ,*‘
3) skinfolds (Durnin formula) |
2, Cardiovascular | »
1) ~  two stage, 8 min. ergometer test /
3. Flexibility
1) Dillon sit and reach
4, . Muscular strength

1)"' grip dynamometer
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5. Muscular endurance
1) ~ onec minute sit-up
2) continuous push-ups

This is in general compliance with the testing protocol established by Fitness Canada and
encouraged for usc in Canada by CASS (Canadian Associaton of Sports Science, 1982). A more
detailed dgscription of the test protocols and an equipment list can be found in appendices D
and E. Immediately prior to the test all participants were required to sign a consent form

(Appendix F) and 'complete a Par-Q (Appendix G). No one was screened out of the program.

Folrowiné ‘the test, a counselling seséidn was héla with each batient to explain their test
results and discuss potential changes in lifeétyle beha'viors.bAll-participants were offered a w'ide
variety of reading material to take home with them and'invited to return should they require
further 'c‘onsultation. In four cases, individual exercise prescriptions were designed. Individual

exercise prescription was generally not encouraged since the efficacy is questionable.

Three months after filling out a survey, participants were contact_ed again by telephope
to reanswer CFS questions #10, 11, 12, 18, 19, 20, 2f1 ;md 29"and to answer some additional
questions$ regarding their opinion oi; ‘th-:e'.s'tudy and changés (if any) as a result. :I“he additional
questions can- 'be found 'in Apﬁendix H. The telephbne interview process was adopted for the
following reasons: It was expected that tfxe return rate would be greater by phoning. The survey
takes twenty-fi_\?e miAnutes to fill out and it was assumed people W‘ould_ not take the time.
Secondly, the researcher wanted some general feedback and the phone technique is more
conducive to this. Thiraly is 'éost. 1t would cost $128.00 in stamps alone to send out 200 formis
and a return envelo;lae. While this process facilitatéd the data gather’ing,,.it proved to be very

a

time consuming. ) .
. .

v It was expected that those who had no contact with, the exercise physiologist would
show little or no difference™in their responses while those that had interacted may show some

improvement in either attitude or fitness and lifestyle habits.
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DATA ANALYSIS

AN

!

AN

)

Due to the nature of the data obtained from the Canada Fitness Survey and the
subjective reports of physicians and patients involved in the study, ‘the applied statistical
analysis generally used in ‘sciemifi.c studies could not be used. As the data frorh the CFS 'was
ordinal it could not be analyséd using either parametric or nonparametric statistics. Although
or_dihal data can generally be analysed by nonparametric statistics, basic agsumptifns about the
data must still be made.(Ferguson.. 1981, Kerlinger,ul973.) The data obtained ir this étudy
violates even these assumptions. For instance, nonparametric analysis assumes a ceiling value
ex’ists (Bouffard, 1985). Question #10 of the survéy asks how long a person has been active
.and has a response calcgory with -no ceiling or upper bou__r;_dary; that of "greater than five
years”. Most .nonparametfic tests are based on differences between paired obsérvations and,
unlike parametric statistics, will 'throw out' or disregard any instances of a tie (ibid). As the
‘majority of the second set of responses v‘x’/érg identical to those giveﬁ th;ee months previous,
most of the data in this study would be 'thrown out' ana the few bits that remained from a
nonparametric test would be biased and 'too few in nurhber to be of use. In fact, the sifnilar

responses are irtportant and should not be ‘thrown out'.

This study was descriptive in nature. It was a very applied project and the results are

largely based on the subjective response of the parties involved.
The data was analysed in the following manner:

1. ,. Population demographics were tabulated and compared against those of the 1981

Canada Fitness Survey to determine the representativeness of the sample.

2.~ An SPSSx (descriptive statistical package) prograr'n was run and frequencies, bar

graphs and limited condescriptive statistics obtained.

3. Subjective comments were treated uEipg content analysis.
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Jhe treatment of the data merits further discussion and each of the three stages of data

anlysis will be deécribed independantly.

In any study one must question whether the group under study, is, in fact,
representative of the populatién from which it was drawn. In this particularl case, 'the
population' refers to any‘one in Canada who would have cause to use a fa‘rrAlily doctor at any
time. vIt is assumed that this includes a. significant portion of the entire Canadian population
(ie. likely greater that 80%). The 1981 Canada Fitness Survey tested a total of 21,658 persons
f rc.>m both rural and urban areas of all ten provinces and. two territor;’es. Hou§eholds were
identified by Statistics Canada (Canada Fitness Survey, 1982).. Although self -selection within
the larger group randomly selected could occur, (ie. only those Householdé with occupants W'hO
are conscientous of” thei; lifestyle would agree to pafticipate), the Fitness Survey made every
reasonable cffort to ensure that the samplc' group was large and representative of all Canadians.
"I;he CFS sample was used as a basis for comparing, and therefore checking the validity of, the
group used in this study. |

\

" The most efficient manner of looking at the data f rom the survey wés to determine
freciuenéies, means, and variances and to represent these in graph form. Treatment in this
manner also facilitated comparison with the CFS fihdings which were relcased in a similar
form. The survey data was analyzed using SPSSx. The SPSSx program is a statistical packaige :
designed for complﬁcr uge and encompasses a wide variety of opfions for analysing both

parametric and nonparametric data (Norieses, 1983). -

.

Perhaps the most difficult (and possibly contentious) area of treatment is that of -the
subjective material obtained throughout the study. This is further complicated by the project
design and authors role in it. In traditional scientific research, the researcher controls some

. aspect of the environment and observes the "before and after” effect of the element of control.

~
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Althoirgh the researcher ‘may be the manipulator, they essentially play the role of observer and
ha\}e"objeciive criteri‘on to assess the sitrratien. In most sociological research, the researcher is
again ebserving (qsuarly human behavior) although potentially with less 'objectivity; Although
the sociail scientist often gets closer to, or more involved with, their subjects than do their
counterparts in "pure’ science, it is seldom that they are both the object under scrutiny and the
| .scrunmzer This study represented this rather umque combmatron 'The researcher planned to
evaluate the effect an exercise physxologrst would have on a medxcal family practice, yet the
'researcher was also the exercxse physiologist in question. While all attempts at objective analysis
were made, the situation cannot avoid a certain level of .bizis'. Perhaps greater objectivity (but
less comrol) ‘woul“d have been found had the researcher observed a second exercise physiologist.
- The involvement of the observer with' observed can be caregorized as role
participant and/or affective participation. Rol€é participation is more within the

control of the observer than affective participation, which occurs .when the

observer's emotional responses are evoked during interaction.
- (Gilroy; 1982)

Advantages of thie type of invelvemem irrclude a more in depth understanding of this issue
than eould be gained from less involvement; a greater opportunityv -fo‘r‘ol:.vserving all aspects of
the project ie. patient and phyéician interaction, equipment, time and other logistical concerns,
.community response, etc:; yields more data and a higher response rate than many traditional
methods of collecting data; provrdes the opportunity for direct interpretation of questions and.
comments of others. Disadvantages include the aforementioned issue of objectivity, the time
and emotional committment necessary for this type.of work, the amount of excess and possibly
irrelevant information obtained and the effect of trying to obtain impreseions about the

program from people who are in fact discussing the researcher.

A prolific amount of work is available regarding the analysis of what is generally
regarded to be descrlptlve data (the butk of this coming from the socrocultural area).

Unfortunately, the field 15 not as umted as the pure scrences seem to be in defi mmg the most
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appropriate method of analysis for a given type of research. This pr(rblem is compounded by
‘the fact that eaph of the numerous methods devised seemed to have no clear and sharp
distiﬁctions that enable a researcher to differentiate and choose the most appropriate
methodology. For a study such as this, it. would appear equally viable to use the methods of
grounded theory as described by Turrrér (1981)(data obtained from, or grounded in, the real

world), ‘qualitative analysis (Glaser and Strauss, 1965), content analysis (Babbie, 1979) or a

host of lesser-known but apparently well-suited processes. |

The method of analysxs chosen for this section is content analysis, Coment analysis is

one of the more tlme tested methods of analysing sociological or descriptive mformatlon Its

-
~

use demonstrated an attempt at quamifying nominal or ordinal data. In 1952, Berelson

suggested the researcher using this technique follow four steps:

.

!
1. Identify the communication to be examined ie. patient responses to interview.

2. Sclect the unit of analysis: this unit might be a particular word or theme,
ie. perception of study, attitudes towards physiéal activity.
3. Develop categories ie. positive attitude versus negative attitude.

4, Select representative passages to illustrate discussion.

The process of content analysis is described in a number of sources (Berelson, 1952,
Bowers, 1970, Kerlinger, 1973) but the one f ound to be.most applicable to this project is that
suggested by-Babbie ( 1979) He has broken the process into what he calls manifest content

_— analyms and latent content analysis.

Burton and Dale suggest the difference between the two is that the former
approximates the type of analysis applied to standardized questionnaires,-consisting
of counts of words, phrases and terms that have been judged as central or critical -
to the issue at hand. It reflects a .quest for numerical objectivity in the analysis,
but in so doing.it negates to a considerable extent the richness of detail that is
obtained through the unstructured interview. Latent content analysis, in contrast,
requires the review of an entire paragraph or section of the transcrlpt in order to
identify its major thrust or intent. It is a means of discovering the subtletles and .
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underlying depth of meaning in any communication. Manifest content analysis is
concerned with specificity of understanding and as such it gives high reliability. It
has disadvantages however in terms of validity. In contrast latent content analysis
is concerned with depth of understanding. It emphasizes the desire for validity and
the need to assure that the particular measure that is employed reflects -accurately

the true meaning of the phenomenon under study
(Slack, 1983)

Both latent and manifest content analysis were used in this TEpOrt.

i



- Chapter IV~ ' ’ x

RESULTS AND DISCUSSION

POPULATION DEMOGRAPHICS -
‘A total.of 154 people participated in both the original survey and the follow-up phone

call. Participants are described in table 1.

Table 1. Population Demographics. |
N=154

Distribution:
from Misericordia = 52.6% (81 people)
from Coronation = 47.4% (73 people)

Patients using services of exercise physiologist: 38%

g

v

Reason for using services:
77% offered opportunity to participate
17% by choice : -
6% referred by doctor '

The 17% "by choice” group were at no time épproached by either the researcher or their
physician. Unfortunately, six of the batients who were referred by their 'physician were not
included in- the study as appointm_eﬁis to see the ‘exercise physiologist were made by the
receptionists in the absencevoﬁ\\the exercise physiologist (all other participanfs had to see the

researcher and receive a Canada Fitness Survey before an appointment was made). Therefore,

23
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the first time the exercise physjologist saw the patient was at the actual appointment, at which

point it was too late to have them fill out a survey. These referrals were reached at a later date

for any comments they wanted to make.

In order to ensure that the sample would be indica'tive of the population of patients
seen-at»theﬁ two clinics, subjects were chosen randomly as every fifth person wrro' walked in the
door. Throughout the five month period of sampling, only five pauents declined to answer the

_ survey when asked to do so. Imereslmgly, all five were senior *citizens. Four of the fwe were

not interested and one felt she was too sick to write.

For all parameters studied, no signif icant dif ferences were .f ound between the patients
of the two clinics used in this study, .despite the difference in their location-in the city. As
statistics describing pauents of family practitioners could not be found, no claims can be made
regardmg the representatrveness of the two groups studied here, to the patlems seen by all
general practitioners across Canada. However, there is no evidence to suggest that this sample is
not similar to that of an surban family practice .that inclu.des obstetrics. It is prob‘ably not
comparable to a rural practice due to differences in _urban/rural population demographics:

There is a difference between the population of western, Canada versus eastern Canada versus

the maritimes and these differences would likely be reflected in a family practice.

Comparing the group in this srudy to the Canada Fitness Survey group which included
all provinces and vboth urban and rufal communities revealed that:

1. The study group was sfgnificantly younger»(z:7.107, p<.01),

2. The study group had signif icarrtly ruore females (z=3.19, p<.01)

3. There was no diff erence in marital status (z¥0'.863, p<.05)

. 4. The study group had significantly more education (z=3.232, p<.01)

The data w /ae'analysed for srgrufrcance of difference usmg the .method described by Ferguson
(1981), pg. 185-187. Graphs comparing the Canada Fitness Survey sample and the sample |

under study are presented in Figures 1,2, 3 and 4.
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HEALTH BEHAVIORS AND VALUES

/

In regards to health behaviors .and values, the study gronp was similar to the larger
Canada Fitness Survey group. The main areas of discrepency between the Edmonton gronp and
the CFS data were: 1) the Edmonto'n group felt that controlling stress and maintaining. proper
weight were far more important; 2) the current sample had fewer smokers; 3) they did not feel
that lack of facxhtnes was a hindrance to being active. Comparrsons between the results of this

study (initial survey) to those of the Canada Fitness Survey are presented in Table 2.

EFFECT OF HAVING AN EXERCISE PHYSIOLOGIST AT THE CLINIC

In addition :to the CFS survey, partrcxpants were asked an extra set of questlons

(Appendix H) regardmg the exercise physrologlst when contacted the second time.

Patrents were first asked 1f they were aware that an ‘exercise physiologist had been
workmg at the clinic for the past five months Eighty-one per cent (81%) of those contacted
were aware that the exercise physrologist had been at their clinic (although some were unsure of -
what function she was performing). It is somewhat surprising that as many as 19% claimed
they didn't know the exercise physiologist was at the chnio. Each participant had originally
spoken to the exercrse physrologlst who mtroduced herself as such, brlefly explained her
prescence and then asked them to fill out the CFS. Stapled to the front of each survey was a
_bage describing the study the services offered and an mvrtatron to partlclpate (Appendu C)
On the wall of each wamng room, an additional notice was posted. It was originally believed
that if the exercise physiologist personally spoke to each participant’, awareness of the program
would be high. As advertising a new service or posmon is not permrtted in medical practice,
these numbers may be the best that can be realized. It is also reasonable to. assume that for

many people ‘exercise is of no mterest and having met an exercise specialist three months ago

would not be something worth remembering.
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" Table 2 : ‘Comparison‘ of Fitness and Lifestyle Parameters: Study vs. 1981 CFS

- Parameter ‘ CFS(%) Study( %)

1. Reasons -for Being Active:

Reason for not being active: .

‘time - 25 37
facilities 17 1
lack self discipline ~ ‘ _ 12 13
cost " -7 5
don't want to _ X 14
illness - : : 19 7
other o 20 23
2. Health Behaviors Rated as Very Important
sleep - S 78 | 73
diet . A \ \ 68 B3
low calorie snacks : 27 - 19
proper weight ‘ 57 70
social activities : 27 , 29
controlling stress 49 60
physical activity = : 46 51
moderate alcohol . 45 38
not smoking - 59 64
medical, - dental -care 63 62
positive thinking . 45 44
3. Smoking
Bmoker B o 40 20
4. Self-Ratings of Health
Rate health’ as "very good" a 20 17V

Thirty.-eight per cent (38%) of the patients who filled out a survey'used the services‘

- offered. Those who did not také advantage were asked why they did not. The feasons cited_
were: pregnant (7%), time (20%), meant to but forgot (13%), not interested (12%), didn't
khow about it (32%), varioﬁs other reasdns (16%). It is interesting to note that 32% .of ‘the

people said they didn't use the services because they didri't know about them and yet earlier on,
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only 19% had said that they didn't know the services were of fered. Thxs would appear to 1mply
that approxxmately 13% of the group knew tt‘hat an exercise physmlogxst was at the clxmc but
didn't know in what capacity or why, while 19% nenth‘er knew of the ex\ermse physnolo"gns}tAor. the -
services being -offered.. One possible golution would bé to change the title from ['ex)ercise

physiologist' to 'exercise specialist’ or 'fitness specialist’ or some such label that would suggest

the services offered. : i

Of those who did see the exercise physiologist, all but one rated the expgrience as being
. positive. The one who did not rate it as positive éave it a "medium” rating. Ninety-two per cent
(92%) of respondents indicated that they learned something new which is véry irhportant in
terms of promoting the service. Most of the people who came for a fitness test héck at least\a .
basic knowledge of fitness and lifestyle. This was not surprising since there has been extensive
media coverage for several 'years.'It was felt that too many counsel]prs deliver only that which
is already cofnmorol knowledge (ie."to lower pody fat you should_ eat less and exercise more").

Participants were enthusiastic to' learn more and were capable of handling more detailed

information when it was presented in a clear manner.
S

Seventy-five per cent (75%) ‘of those who saw the exercise physiologist said tﬁey

changed some aspect of th.eir fitness or lifestyle after their consultation. They were asked about

changes in eating, smoking, drinking, exercise habits and attitude, Table 3 describes their R

TeSponses.
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Table 3 : Changes in lifestyle habits of patients who saw the exercise physiologist.

Parameler | . % Improved ' % Worse " % No Change
exercise .82 ‘ 2 46 '
eating 41 | 2 - 57
smoking ' ‘12\‘ , 3 _85 :
drinking - 7 3 90
attitude 40 3 _ 57 -

In general, it can be said that approximately half the people who had been for a test or
. counselling claimed to have improved their eating and exercxse habits and their amtude towards
" fitness and hfestyle while the other half remained the same. In a couple of cases, behavior

actually regressed. For the ma jority, there was no change in smoking or drinking habits.
}

ns . - .
Beﬂore makmg any comments on the effectiveness of the exercise physiologist one
.,"«w

must also look at the changes in the habits of people who did not see the researcher over the

same time period.



31

1
J

Table 4 : Changes in li festyle habits of patients who did not see the exercise physiologist.

Parameter % Improved % Worse . % No Change

exercise 5 4, 91

eating P 17 3 80 C oy
" smoking T ’ 2 | .’ ' 91 -

drinking L3 - 2 . 95 )

atitude 1 1 98

The dif ferencee ‘in thetwc'): groups are significant. Althcugh the counselled groups had a
greater numb_er of subjects improve their smoking and drinking hebits, the difference between
the two groups is not significant. (The $tatistical treatment can be found in Appendix 1). It
_ appears then, that in this study, having a fitnessAtes.t and a consultation withl the exercise
physiologist is associated with changes in behavicr, paf;icular]y eating; exercise and attitude,
for at least three months following the visitation. It would seem unlikely that by chance all
those who saw the exercise physmloglst had addmonal outside’ f actors that caused changes while
at the same time all those who did not see the researcher were not exposed to these out51de
factors. % . - o

These results nre encouraging and‘actually somewhat unexpected. Ina feview of f ifteen

SN

fitness and hfestyle promotion programs, Godin and Shephard (1983) found that six groups
saw an 1mprovement after intervention while seven groups f ound no change. The: 1ntervent10ns
used in the reviewed studies were more agressive than those used at the ste_ncordla or -

Coronation Clinics and, therefore, less significant changes were expected in this research.
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It is natural to question the validity of these findings. In discussing a similar study,
although in an occupational rather than clinical setting, Donoghue, (1977) comments
One may argue the validity of a subjectivé questionnaire. This apsect was eximined
with regards to self-reports concerning perceived level of fitness and percieved

effects of the health program. Participants’ reports on their percieved fitness level

corresponded very well with their level of cardiovascular f unctioning. : .
C0 (Donoghue, 1977)

Heinzelmann (1969) found the same.

In general a highly consistent and positive relationship was observed between these
subjective and objective measures, of program effects.
(Heinzelmann, 1969) :

" All articles reviewed seem to support the finding that reported improvements are likely to be

actual. There is no reason to believe that this would be any dif’ ferént for the group under study.

It is doubtful however, that these changes in behavior an‘d attitude are pérmanent. Reid
and Morgan (1973) found that
Addition of a health education programme significantly improved compliance, as

measured at three months. However, after six months the treatment and control

populations had similar exercise patterns. . °
: (Reid and Morgan, 1973)

There is no reason to assume that the patients in t‘his study would retain the behaviour changes
io any greater extent. It is possible that if they were to recieve further reinforcement from the
exercise physiologist or their physician, the process may be slowed or \altered;

In an attempt to further strengthen the validity of the findings, participants‘were asked
if they had experienced an}; major life changes (ie. recently unemployed, returned to sc.:hpolo,
injury, etc.). A large- change in a persons life could algo effect their fitness and lifestyle habits. |

?

It was found that thirteen people had reéently had®a baby, one had moved, one became

’
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unemployed, two had suffered an illness or injury and one had lost a spouse. The remaining
!

136 participants had no major life changes. All but one (the one who had moved) were part of

the control group ie. had not seen the exeréise physiologist. Therefore, the improved habits of

those who saw the exercise physiologist were likely not due to a ma jor outside change.

_ Participants were next asked to judge whether they were more fit, less fit or about the

sime, compared to threc months ago. ‘Again, groups were scparated into control ‘and -

’

experimental.
Table 5 : Fitness compared to three months ago.
% more fit ' % less fit % same

saw exercise . 50 3 ' : 47
physiologist '

- did not see . 16 19 : 65
exercise
physiologist

There was a mgmf:cant (p< 001) improvement in reported fitness level for those who
saw the exercise physiologist. Fxfty percent of those who had a consultation felt their fitness
level improved compared to'a 16% jmprovement in those who didn't have a consultauon. These

findings could not be further substantiated by a pre and post fitness test.

- Lastly, the study looked at changes in attitude or values. Forty percent (40%) of those
who saw the exercise physiologistreported an improved attitude, while only one percent (1%) of
those who did not thought their attitude toward fitness and lifestyle had improved. To confirm

these findings, patients were asked to rate a number of factors as being somewhere on a four
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point scale of importance tonon-importance. It was expected that if a change in attitude had in
fact occurred, then the s\lb\ject would value lifestyle factors as more important than -they

originally had

vt

~
-

Upon' analysis, 'it wz'as found ‘that this was not the case with the single exception of
importance of physical activity. A significant number of people (p<.‘05) who saw the exercise
. vphyAsiologist valued f)hysical activity more than they initially did. Changeé to importance of '
sleep diet, low calorle snacks, mamtammg proper welght social activities, stress, drinking,
smoking, medical care and positive thmkmg were not 51gn1f icant. This was the area of greatest.
_inconsistency. Participants from both groups occasionally had diametrically opposed views
when called thrée months la%gr (ie. they rated something as not important the first time and
very important the second). There was also no consxstency between or among groups for the
direction of change An md1v1dual may improve his attitude on one factor Tegress on another
and stay the same on a third. It would appear that the valuescale'used in the Canada Fitness
Survey ‘fna'y not-be a :reliable’: tool. No data could be found to either support or refute the

reliability of the value scale used in the CFS.

RELIABILITY AND VALIDITY ’

A scale or test is reliable to the extent that repeat measurements made by it under
constant conditions will give the same Tesult (assuming no change in the basic
‘characteristic -e.g. attitude- being measured). Ideally, one would wish to gauge
reliability by repeating the scale (or test) on the same people usmg the same

" methods.
(Moser and Kalton, 1971)

1n order to maximize reliability the procedure described by Moser and Kalton (1971) was
followed for this study. The Canada Fitness Survey was used as a pre and post test to the same

group of people with a three month interval between tests. The method of delivery was
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different for the two tests (the first was written, the second was verbal) although the wording

and the questions remained the same.

One drawbacgk to using the ﬁre and post test format is that the participants could
remember the first set of answers and repeat them the secdnd time. VT_he influence of simply
| completing the survey could also af fect reliability. It is unlikely that‘this was the case with this

study. The Canaaa Fiiness Survéy i.s f ar 160 long to remember the answers andlwith the thrée
“month delay most ﬁéople didn't even realize they weré answering the same questions. Although
it »@ay be possible, the data does not support the idea that people changed their lifestyle habits

“from filling out the survey alone. -

Norris (1981) has suggested that asking the same type of question but in a different
manner could enhance reliability and validity as one set of responses should corroborate the
second. In this study an attempt was made to increase reliability by this technique through
using the written survey on one occasion and an interview technique on the second.

By validity is meant the success of the scale in measuring what it sets out to

measure, so the differences between individuals scores can be taken as representing

true differences in the characteristic under study. "
{Moser and Kalton, 1971)

No validation studies have been ‘completed on the Canada Fipness Survey (Glassford). The only
area of que§tionable validity found as a résult of this research was 'th'e attitude scale (question
#20). Patienis claimed they had 'char;ged their attitude and yet this change was not made
evident by the two sets of respohses to question #20. Howgver, it should be borne i'n mind that
"an attitude is an abstraction and in consequence it is generally impossible to assess its validity

directly."(Moser and.Kaltan, 1971)
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PATIENT COMMENTS

Throughout the study patients a?ig staff were en'couraged to provide feedback on the
project. A 'comments’ diary was maintained and, while many comments were not'recorded, as
many as possible were recalled later or recorded at the end of the convefsation. In addition;
patients were asked for their opinion of the trial and whether or not they would like to have an
exercise physiologist associated with iheir clinic on an ongoing basis at the time of their three

" month follow-up phone call.

Virtually every patient in the study said they .thought it was a good idea and would like
to see it continued. This includes those who had not used the services and some who said they

probably never would but thought it was beneficial and should be continued.

In an attempt to further explain wHy they would like to sée the service offered,
participants could be grouped into three categories. The first \;/ere those’who. wanted the
* services for personal benefit and use. This group tended to inclu.éle those ‘who already exercised
regularly, were generally younger and ’those who had just seemed to notice that they were
'suddenly’ getting fatter and/or less fit. This group either did take advantage of thé services or
v claim?d théy would. Some of the’ patients considering themselves to be athletes expressed some
frustration in trying to obtain exercise advice from their physicians previously and felt that "the
exercise physiologist has more knowledge about this than my dpctor' doe'_"s " and that "she spent a.
lot more time explaining things than my doctor ever did." This second point, regarding the.time
physicians have available per patient, was one of the initial reasons for doing this research. The
general consensus seemed to be that "this is good for athletes because here w‘e can get ‘both
types of “care (medical and fitness) in one place." Another specifié user was the pregnant
woman. While most women were in their last trimester and therefore did not see the exercise
physiologist, a number felt there .wa‘s a need for fitness' advice for prggﬁant and postnatal

women and expressed a desire that they had been off ered the services earlier.
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Another group of people seemed to look on -the services as a concrete fonh of
preventative medicine. Only about one half of this group actually used the services but most
vthought it was a good idea and many said they would have used it had they known about it.
Most felt that "diet and exercisc are an mtegral part of health care and therefore should be a
medical concern” but that "this is a part of health care that's usually overlooked." bne patient
felt that "all average unfit patients shoud oe encouraged to see the person (exercise
physiologist) - it might make them healthier." A cynic edded "it could make the patients
“healthier and then they wouldn't have to go to the physicians so often. So I guess the doctors

will never go for it." In general this group seemed to feel that "I'd rather have some

preventative medicine now than a lot of pills later.”

The last group .was the smallest in number and they.seemed to feel that it was a good
idea but mostly for others They failed to put themselves in the pxcture and appeared to have
the greatest number of misconceptions about fitness. Comments like \"I thmk it's-a great idea
for those who are young and fit" were not unusual. They seemed to have more faith in their
physicians knowledge of fitness than the user group ("l know I'd be getting good
information") and would feel more secure using é medical system for the delivery of fitness
and lifestyle advice ("I'd feel more confident getling adviee from the Misericordia rather thana

commercial fitness center”,"I'd feel safer going to my doctors over a spa.")

Those who did have a test and _counseﬁing seemed to be "Quite impressed with the
overall experience." Appro;(imately si;([y percent asked if the? could have a retest. A number of
participants mentioned that "I thought I knew all about f itness and nutrition but I learned a

few new thi'ngs." Some mentioned that the experience has provided them with motivation to

S

improve. Others sited specific changes ie. "I've lost ten pounds S0 far'" For those who were

already fit it seemed to confirm that they were on the nght track and provide a 'pat on the

bacl\t "

[

One of the more common patient comments related to not being made aware of the
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- program. (Despite the fact that élf comments were from patients that were actually involved in
.it). Several 'séid "my doctor never told me about it." This in fact occured often at the beginning
of the study but was improving towards the end of the study. The nurses at each clinic told
more patients about the services than did the physicians. It appears that mention of the
program by their physician would legitimize the study in the mind of a number of patients. The
patticipants offered a number of suggestions to improve awareness including "advertise"” .
.(illvegal), "you should have a sign up to let patients know" (w’e did) anq "patiehts should be
told about it yvheri they come in" (they were not only told about it, they were also g‘ivenva
_written statement describing it)ﬁ These last comments are somewhat frustratihg in that they
were suggesting exacily what was being done. Due to the restrictions placed on a medical clinic,
there are several limitations in facilitating patient awareness. Word of mOL}[h via phyéic_:ians and

nurses appears to be the most effective means of presenting a new service.

Pa.ticntx concerns were few. One mentioned that "cost would affect any f ﬁfure use”. It
is likely that other patients share this viewpoint although no others expressed it. A
physiotherapist who was also a patient and participant wanted to know "how your services
would conflict with ours.” She was told that the@raining tequired and the services provided are

different and should not conflict.

Lastly patients had some ideas they thought would improve the services. They are:

* hold exercise classes
. offer babysitting
. r}lake the exercise physiologists office more obvious .
* . make the campaign more aggressive -
. provide more sophisticated testing for athletes
o _ provide joint services with the metabolic unit (Misericordia Hospital) because

the two services compliment each other.

The first two suggestions (exercise classes and babysitting) and the suggestion to
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provide more sophisticated testing would likely not be taken. These §crvices are provided
elsewhere and are not totally congruent with the purpose of a family prac&ce. The suggestion to
make the service more obvious does deserve serioﬁs consideration. This point was made
repeatedly by the participants. Although facility layout and useage proﬁibited the exercise
physiologists' office from bein{; located in a>high1y visible location, it would not be unrealistic‘
to have more signs directing patients to-the ;gsting area. \"l"he final suggestion was an interesting
- one. The patient who made :t was referred to the hospitals metabolic unit four months prior to
seeing the exercise physiologist. He f elt that the information given by the exercise physiologist
supported that which was given to him by the métabolic unit but that it was presem‘ed- duite
differently. Of interest, the inf ormation given to the patient by both the metabolic unit and the -
exercise physioloéist was in disagreement with that given by the hd'spital nutritionist. The
patient felt that the metabolic unit would be a most appropriate place for the exercise

physiologist to be situated. This is a good suggestion and one that could be followed up in

future research.

PHYSICIANS' COMMENTS

The two liason physicians (Dr. Jeff Robinson and Dr. kohn Mackel) were enthusiastic
about the project and both involved themselves in its developmém, operation and assessment.
Their partners in practice showed vafying degrees of enthusiasm For the study. In general, the
initial reaction of the seven other physicians involved would probably best be descriﬁed as
'cautious agreement.' Most appeared to have a 'let's-wait-and-see"attitude with ‘respect to any
direct involvement. The residents training for Family Practice showed a much greater degrec of
enthusiasm and were more likely to encourage patients to participate. All physicians were asked
for input and were told all reasonable modifications would be made if they d'isagreed with any

part of the study. A couple of very minor suggestions were offersd and acted upon..

There seemed to be two events that served as major turning points in terms of the
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attitude of the physicians toward ;he study. The first, and the one of greatest, impact, was a
seminar open to all residents énd physicians in family practice who send patients requiring
“hospitalization to the Misericordia Hospital. The first half hour of the seminar was spent on
basic‘exercise principles, the second half hour on exercise prescription, followed by an'open
discussion. The physicians requnded well and th¢ feedback was positive. Three physicians who
were r-lot inv'olvedv -in the study asked .if the'y qduld take part or-if the researcher would accept
their patients on a freelance basis. Unfortunately it was not pdssible to accept their involvement

at that time.

t
Prior to the lecture, Dr. Jeff Robinson had been the only physician referting patients
to the exercise physiologist. Following the lecture all physicians but two (coincidentally the
same two who did not atteﬁd the seminar) began referring patients regularly. Unfortunately the

-
seminar occurred four weeks before the end of the study so the period of referral was not a

long one but offered the opportun_ity {0 observe the effect that such a seminar could have on

. the referral process.

The author can only surmise why one lecture would make a significant dif ference to the
physicians. It may be that the physicians Believed that they possessed the skills and knowledge
necessary to prc;vide the services themselves and therefore felt that they cﬁd not need an exercise
ph‘ysiplogist. Af ter attending the lecture théy realized that exercise physiologi_sts do possess
skills and knovﬂedge that is unique and that they themselves wouldn't be able to duplicate with
a standard medical education.

—

The second event that seemed to affect the attitude and involvement of tie physicians
was participation in a fitness testl and couﬁse’lling session. For the first two or three months of
the study, none of the physicians had ‘come down 1o see the testing facility nor were they -
familiar with the protocol 'being used. Most were eventually convinced to partake. This was
encouraged since it was assumed that if the physicians were familiar with the procedure being

used with the patients then they would feel more comfortable in referring them. It is less likely
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Vo o
that a physician would refer a patient if they were unfamiliar with the service.

Most of the feedback from th'e‘physicians was verbal. Dr. Jeff Robinson submitted a
written evaluation on behalf of himself and his partners at the Coronation Medical Clinic and

Dr.J ohn Mackel also prdvided a written aésessnﬁem (appendices K and L respectively).

The feedback received was generally positive. Those physicians who Had referred their

paticnts reported

The response from the patients was excellent. In particular they were in favor of -
the opportunity to be given well informed mdmdual advice. It was mentioned that
the counselling sessions gave them a realistic view of their fitness and what they
had to do to improve it. They also felt that this format provided excellent
motivation for change. Several patients commented on the appropriateness of

having an exercise physiologist affiliated with a physicia.. s office.
‘ (Robmson 1985)

’

Physicians at the Coronation Medical Clinic expressed concern over the use of the
Health Hazard Appraisai, in particular with the suggestion made on the HHA printout that
women have a yearly Pap smear. This advice differs with that given to their patients (who are.
told to have a Pap smear every three to five years). Physicians at the Misericordia expressed
concern over the len.gth of the CFS questionaire and in particular to patients confusion over |
how to answer questions one to three. In general, the physicians

all agreed that the eiperiénce was a positive one. They felt tvhat this could be a

valuable service to attempt to improve the physical activities of patients. In

practice, the motivation provided by.the counselling sessions with you was of

considerable 1mportance in changmg the attitudes of patients. . .
(Robinson, 1985)

- ~

' Dr. Robinson and his colleagues submitted four recommendatiofs:

1. Give more extenS/ve explanatlon dlrectly to all the physwlans mvolved in the

referral process outlining the services provided to the patlents This should
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include the details of assessment and recommendations with examples.”

2. Provide written direct feedback to the patients attending physician in the form
of a report outlining the findings of the assessment and the recommendations
made to the patient. This would allow the physician to follow and reinforce the .

patients progress.

3. * Have ar easily accessible and central location for referral with well delinéa;ed
~3 . : : ' ‘
Y hours.

4, Affiliate with other health care professionals including a dietician to allow for

coordination of the management of closely related lifestyle problems.

~ In summary it appears that the mvolvement of an exercise physiologist in a family
clinic setting was positive from the phy51c1ans viewpoint and, at least subjectively,

it was of benefit to the patients.-
(Robmson, 1985)

COST FEASIBILITY o ' . -

The measures of effectiveness of health practices used in the analysis should be
outcome oriented, with length of life and quality of life as the ulitmate measure

. The tradeoff between present and future health benefits and cost must be
consxdered This consideration is particularly important for screening preventative
programs for Wthh the costs are immediate but the health benefits are in the

f uture
( Weinstein, 1977)

4

A tradmonal cost -effectiveness- analyses as descrlbed in the New England Journal of

Medmme (1b1d) could not be used for this study. Such an analyS1s requlres mformatlon that to
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date has not been investigated, such as morbidity changes due to intervention by an exercise

- physiologist. Instead, an assessment of cost required to have an exercise ‘physiologist work ina_ -

t
N

medical family practice has been developed.

The assessed costs f er office use and supplies are based on the use of a ten by ten f‘;oot
, ) ' ’
office in the Misericordia Family Clinic at prices effective February, 1985. (Appendix J) Costs
would vary considerablv from'practice to practice depending on the number of partrrers irl"the
practice, location of the clinic, etc. For instance, office space in dowmown Edmonton rents for .

approximately $9-12 per square foot plus operating costs (36 per square foot) compared to

$5-6 per square foot for spaceaway from the crty centre. (Currie, 1985).

Appendix J provides a list of monthly expenses for an exercise physiologist a) working
in a medical amily clinic, b) having a one-room office in a professional building and c) ha\;.ing .
a two room office in a downtown leased office building. These costs were determined by the

Office Manager of the Miserjcordia Family Clinic based on 1985 prices.

Under similar conditions to those of this study, it would cost approximately $33,676 per
year for the salary of the exercise physiologist plus office space, maintenance and secretarial_
help. In addition, there would be an initial $4,370 expense for testing equipment and office

furnishings. ~ »

7’

Assumrng the exercise physrologrst worked regular office hours (9:00 - 5:00) and took
three weeks hohday per year 1 960 people could be seen 1n one hour appointments. In order to
cover the yearly expenses, each patient would have to be charged_$17.18 per visit. Tlrrs is -
significantly below competetive (rﬁatesof $30 - $75 per fitness test in commercial establis,hrr'leirts.
Centers that include blood wotk with & fitness assessment have been cﬂarging .up to $150.i If .
petiehts were charged $35 per visit a profit of $34,927 could be realized. This value mavy vary :“
con'siderably depending on the number of patients seen, adrli-tional duties of the exercise

physiologist, fee charged, etc. It does appear- however that an exercise physiolog'vist could at



least generate enough income to cover their expenses, and likely bring in additional monies.

These findings are consistent with the two pracncal cases where an exercxse physmlogxst
1s currently working in a medical practice. One exercise physiologist is under salary at Sacred
Heart. Hospltal in Cumberland, Maryland The hospltal recoups hlS expenses by bnllmg ,
insurance for services he renders and by d1rect fee-for-services charges for fitness assessments.
The second example has an exercise physrologlst workmg in a small family practice clinic in
rural Salina, Kansas. "Larry Muff, clinic business manager, estimates that in a small,
well'-organized | clinic an' -exercise physiologist can easily generate $60.0QO ir\lj charges
annually."(Hage, 1981). It shquld be noted that the exercise physioloéist at the Kansas clinio
assxsts thh stress tests_which brings in greater révenue (they charge $150 per stress test) The

gxercise physmloglst at the hospltal does not conduct stress tests A descrxpuon of his duties

and how billing for his services are arranged is provided in Appendix A.

A true cost analysis must also consider benefit. No work has been done to assess the
cost benef it of using an exercise physiologist in a medical setting to date. For the\purpose of

this analysis; such data has l)een taken f rom research in the field of enﬁployee fitness.

Shephard and Renzland investigated medical care costs for the year preceding, during
and following a year long employee fitness program. They found that, following a year of
intervention by an exercise physiologist,

/

the annual health care savmgs amount to 0.57 hospital days per employee year,
* plus $28.50 in medical fees, an overall sum of about $85 per individual. To this
must be added other savings in tefms of reduced absenteelsm and employee

turnover. A
/ , ' (Shephard and Renzland, 1981)

~

At an approiimate cost of $17 and a benefit of $85 it can be seen that the addition of
an exercise physiologist to a medical family clinic is not only financially sound, it should show

long-term benefit. , o ' N
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bst to Add an Exercise Physiologist to Staff of Medical Family Practice =

. ltem } ‘ $ Per Annum - § Total
1. Salary : | | 29,426
. a. wage 27,000
b. benefits 2,426
2. Office L 3,780
rent, utilities, .
telephone, secretarial
3. Consumable L ' o ‘ 570
supplies o )
a. postage ‘ 60
b. stationery X 110
¢. computer 160
b d. duplicating o 240
‘Grand Total:  $33,776
‘ !
Table 7 : Capital Costs
& Item _ : Cost * Total
1. Office equipmem | 953
. " a. desk and chair . 462
b. filing cabinet - - 160
. c. furniture ' 329
2. Testing ' 3,417
a. 2 bicycle ergometers - 2,154
b. 2 Sportesters : 400
c.'1 sphygmomanometer s
d. 1 stethoscope ' 35
. € 1 pr. fat calipers - 176
. - f. 1 stopwatch C s
t g. 1 metronome : 80
' h. 1 flexibility board 115
*t square : 17
igh scale 85
j ) dynamometer 205

Grand Total: $4,370



Chapter V

OBSERVATIONS AND CONCLUSIONS

OBSERVATIONS

‘ o The initial response of the staff of both clinics to the study seemed to be one of
wariness. Tlhe réCprionists and support staff 'were:copvihced it would rﬁean extra work for
them despite assurances that it would not. The physicians, although agreeing to \have.the
researcher work in [heir ‘clinics; seemed skeptfcal and did not involve themseiyes nor inform
their patients of the new services. The initial response may have been due o a lack of
understanding regarding .what the study was about and how the staff members would be
affected by iiplementation of the project. The researcher repeatedly attempted to meet with
the staff of each clinic to explain .the project in the months preceeding its initiation but -the
meetings were never arranged. As the staff came to know the researcher and realized that the

project would not be an extra burden they became, extremely supportive.

Thé patients responée was enthusiastic at all stages of the program. The exercise
physiologist was kept busy with appointments througho-u’t the study. It would abpear thfi't
patient intf:res.t~ would not be a limitation to having an exercise .physiologist work in a f amily‘-

X ~ ,
practice _setting. The fact that patients were not chafged for services in this study des¢rvés
consideration. This factor may reduce the number of patients wanting to use .the services. Thisy
could be offset by having more than one clinic share the exercise physiologist. Considering the -
fact that no other example of an exercise physiologist working in ;;.farnily practice could be
f ound»in Canada, the market is potentially large. (Thefe are however exercisc physiologists

working in sportsmedicine clinics at the University of British Columbia and at Dalhousie

University'. )

As mentioned earlier, by the last half of the project, the physicians also seerﬁed

convinced of the benefit of the project and became more involved. Many of the physicians
46 oo
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involved approached the researcher about continuing the work independently once the project
was completed. A number of physicians and physiotherapists who were not involved in the

study also expresed interest in the project.

As the patients, the staff, the physicians and the exercise physiologist involved in this

study all seemed to view it positively there is but one question remaining: "Is it feasible? "

To be feastble there must first be'a need for the service to be offered. From the

physrcrans vrewpomt there is a demonstrated need. There are three factors that prevent

physicians from providing the same services td their patients - they don't have the educational

training to duplicate the services, they don't have the time and thgy don't have a means of
billingx health care and therefore recciving payment for their work (Alberta Health Careadoes
not have a category for which testing or‘lifestyle counselling can be claimed) (Alberta Health
Care Plan). From the .patients viewpoint, a number expressed their concern with the fitness
information and advice they had received from commercial establishments and stated that they
felt safer teceiving such information from a medical environment. In a medical clinic patients
: would“be assured that the exercise specialist would have the requisite qualifications, that their
' medical hrstor) ‘would be considered and that their physician would have knowledge of their

{
J
programs.

There would appear to be suf ficient numbers to use the services. In this study, 36% of

those randomly approached took advantage. If only 36% of all patients at the Miscricoudia and

Coronation Medical Clinics took advantage then 2,808 patients from the Misericordia and 3,600 .

4

patients from the Coronation. would see the exercise physiologist. It was previously determined
that 1f an exercise physrologrst did nothing but see patients all day, every. day (one hour

appomtments) then the most he/she could see would be 1,960 patients per year Therefore the

;
“

patients of the two clinics used in this study alone could. keep an exercise physiologist employed

— o

full time.

a

[

)
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The project did accomplish one of ifé' primary goals. Patients who saw the researcher
made signifcant changes to their f itness" and lifes'tqu habits and reported that they felt better

\

because of it. Whether the reported changes will be ’xpaintained beyond three months is not
O .

known. The degree to which the changes are the result of the researchers personality and
] : _ :
interpersonal skills as opposed to her professional capacity is also unknown. Another exercise

physiologist in the same situation may elicit greater or lesser patient responsc.

The final consideration is that of cost. If an exercise physiologist were to work in a

medical family clinic they would have to generate enough income 1o meet wage, rental and

”
- . LR

office éxperisEg_ Cost feasibility v&as discussed earlier. Under economic con‘ditions'similar to
those'o,f Edmonton at the time of this study, it is likely .Lhat a family practice could employ an
exercise physiologist and that the exercise physiologi§.i~-éould‘opfzate at no net expenée to the
clinic. The author was able to find two examples ‘of eXercise‘physiologists working .in family;
practice situatiohs in the United States(Léfew, 19841, Hage, 1981). One worked at a srﬁail
family 'préctice in rural Kansislﬂand' the other worked out of a hospital in Cumberland,
Mvaryland .@oth,generafe an in'come‘ greater than their expenses.. However, one of these exercise

physiologists' perform cardiac stress tests which would bring in a\great deal more than would

fitness evaluations alone.

Froxﬁ' the exercise physiologists point of view, for the job to be rewarding and
motivating, the services provided would have to be expanded (as they are in the examples from
the United States). A technician could be hired (at a lower salary) to .perfdrm fitness
evaluations and provide e,xércise prescriﬁtions. Doctors would be négligent in failing to take f ull.
advantage of any exercise physiologist they hired. In Edmonton, acute cardiac rehabigt‘at;ion is
provided vat two of the hos.pitals and .a cardiac care center. However, there is nothing except a
course at the YMCA for extended cardiac rehabilitation. Patients could benefit greatly from
vsuc»h ‘a service. There are also a number of ﬁatieﬂt grbﬁps ihat, again physicians can't spend

extended time with, and for which community- services are limited or non-existent. Programs,
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seminars, exercise classes and personal counselling could be implem_e_nted for patients with back
problems, chronic pain, asthma, arthritis of‘fo'r pre and post natal women. P‘atients prepariﬁg
for surgery or those requiring extended periods in bed could be given specific programs to
follow. An exercise physiologist could also < assist the physician with pre-participation
screenings. Doctors rbutinely-take only resting blood pressure and heart rate which do not

necessarily indicate how -the patient will respond to participation in some form of activity.

D 1

Employee_ f itngss could bvcrnlefitAthe staff and commgni;y rplations could be strengthened by

‘ talks or participation on committées. An exercise physiologist working in a hospigal setting
could 'provide in service tfaining or seminars for the medical staff. There is a need for more
research in the areas of prgventative and corrective exercise, and lifestyle management and the
~effect of exercise on specific medical ailments that an exercise physic)‘lgist would be we}l-suited

to investigate.

SUMMARY

An exercise physiologist worked in two medical clinics practising family medicine for a

hd

period of five months. The ultimate purpose of the study was to determine the feasibility of
_such an arrangement.. This was-accomplished by éssessing changes in lifestyle habits and
attitudes of patients who saw the exercise .physiologist, by analysing the evaluations of the

physicians and patients involved and by assessing the cost feasibility.

One hundred and fifty-four pétients were involved in the complete study. Patients were

' .compared to the larger Canadian sample used by the Canada Fitness Survey and found to be

younger, bétter'edueated and composed of more females. Lifestyle habits and attitudes were

similar except that- the Edmonton group was composed of fewer smokers and felt that
controlling stfess and maintaining proper weight were more important than-did the national

sample. Those who saw the exercise physiologist did make significant improvements in their

N
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eafing,and eiercise habits and attitude. They felt they were fitter than they had been prior to
seeing the éxericse physiologist. Patients felt that the exercise physiologist brovidéd a useful
service and wduld like to see the arrangemént continued. Doctors, While.‘initially cautlious,
became enthuéiatié and supportive and also recommended that the project become -a reguiar
service. On paper, it is cost f easible for a family practice to employ an“exercise physiologist. In

practice, two American examples were found but none in Canada.
‘ LY

With the exception of charging patients, this study serves as a good example of what an

exercise physiologist would experience in integrating their services in a medical family clinic.

CONCLUSIONS

Based on the results of this study, it is both feasible and desirable to have an exercise
physiologist become an integral part of a medical family practice. The services provided by the
exercise physiologist were unique in this setting and did not duplicate any existing services.

| Patient and C(;operating physician responses were positive and lifestyle behaviour changes were

demonstrated.

'RECOMMENDATIONS

Based on th{: results of this study -the following recommendations could be made to

exercise physiologists or physicians contemplating a similar employment experience:

1) That a second pilot project be initiated to confirm or refute the findings of this
L d \.
study.
2) That patients be charged for services ahd that the exercise physiologist receive a

salary to establish cost-feasiblity.
3)  That the exercise physiologist provide a greater range of services (unless the

physicians are contemplating hiring a technician onﬁl).



4)

5)

6) °
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That medical and clerical staff be b.etter informed of the role of the exercise
physiologist within their clinic. |

That greater efforts to establish and define ihe role of exercise physiologists
within the allied health professions be made. “
That a longitudinal study be conducted to investigate long term patient

compliance to a fitness and lifestyle intervention program.
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SACRED HEART HOSPITAL
CREIAY
, : ‘900 Seton Drive

Cumberland, Maryland 21505

; 301-729-4200

'l. X o e

»"\"J%‘?" ' : . B o /j R S e o . K. TN
T N /f"':’ L S o

- PR P o ' o
Dear Ms. Smith, & - I
W AW ‘.\'\' . p.’ : \
o In resb'dn'."‘ to yQuﬂlctter a job descnptlon 15 enclosed wrth an explanatlon of the

'I‘H 11\' I

% ICSpOD‘ZlbIhthS of the ex&rme physrologrst at Sacred Heart Hosprtal

i """jtm o

, The dutles vary dependmg upon the area of mvo]vement “The exercise physxologrst

works mdependently operatmg the adult fltness program for employees and pubhc All fees for |
{

. the adult fitness are paxd by the individual and not insurance covered. The extra expenses are

covered from the general hospital operating budget. Within ‘the adult fitness program the

exercise physiologist does a physjc'al fitness test battery f or each participant. Then subsequentf?

writes the exercise prescription and discusses the results with the individual. All supervision,
. v o ) . ‘ » . s

Jeadership, and instruction are also perf onnedvby" the exercisé physiologist.

The next responsrblhty of the exercrse physrologxst is the hospttal s out-patient,

hosprtal based Cardrac Rehab1htatron This service is for pos’t )yi I. and post- bypass patlents

3

The duues mclude patxent and physmtan contacts regardmg the servrce assrstmg the low- level u

)

' GXT the exercrse prescrlbmg, supervrsmg and momtormg of patients and all administrative

P

needs Most insurarice compames pay 80% 100% of the f ees; the pauents pick-yp the remammg

. o , _
costs.. . o s

- The hosp1ta1 offers a chromc pam management program on an out- patlent basis. The
exercrse pm'smlogrst drrects and superv1ses the on- going exerc1se therapy portion of the
o - » N [{ . l-l L Q'Y N &
” *rogram Most msurances cover 80%+100% of these costs also. Basrcallly physrcal actmty
- o
i v

i
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programs are developed for each patient consisting of calesthenic and endurance type exercises.

In general, the exercise physiologist perform: otler requests related or unrelated to the
: . ) Al 4 . “
mentior.  .crvices (i.e., GXT's, patients 2g, public talks, committees, etc.). The -~
exercise physiologist is paid one salary independent of revenue ﬁ"roduced. i

"1 hope thivs information has been helpful. If you could send me a summary of .your

findings it would be ap'preciated.

Good luck,

- Bruce LeFew, M.A.

Exercise Physiologist ﬂ{g - o -

r
I
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JOB DESCRIPTION

TITLE: Exercise Physiologist |

DEP ARTMENT Educatlon

SUPERVISOR Director of Education

Purpose of this job:
To provide exercise .'physiolog‘,xy cxpertise for hospi_tal services related to adult flmess

cardiac rehabilitation, and pain management.

Diities: 4 |

a. Develop and direct physical fitness programs for employees andf'public. Y

b. Provide fitness evaluations and ens¥1re medical clearence for all physical fitness
" participants. »

c. Devélop'aﬁd supervise cardiac rehébﬂimﬁé;l, Phase 2. . '*3‘

d. Work on committees as assigned by Administrgtor.ahd Departmémad.

€. Promote physical fitness activities through presentations ‘and lectures for

employ_ee's and public. . O |
f. Develop and direct exerciseviiherapy for pain management.
Supervision Received: S . | s

Works with relatively little or no supervision. Receives some ‘adipinistrative guidan;}e
from Director of Education. | | |
J udgément Exercised in Perf ormance of Duties:
Posmon requires sound prof essional and adnnmstrany; Judgement Reqmres abxhty to

be flemble in scheduhng sessions and testing and must be precise in exercise

N e
;

programming.

Relationships With Other People: . :
Establish and maintains good »‘}orking relationship with internal contacts

’
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(administration, hospital depa{)mient and employees);, external comntacts (physicians.,‘

community members and agencies), and patients (catdiac rehab, pain management,
and psychiatric). | | |

" Training of Others:

Plan and develop programs and )inservices related' to health promotion topics

(i.e.,exercise, hypertension, weight control, étc.)

Physical Requirements:
Good physical condition required for this position. Must derﬁonstmte activities (i.e.,
walking/jogging, rowing, biking, weights) and participate with members when needed
for instructional purposes.

Qualifications/Requirements:

Masters Degree in: Exercise Physiology with some experience in fitness and cardiac

programming or Bachelors Degreee in related discipline with 1-2 years experience in
. fitness and cardjAc programming.
The follwing certif’ icatioﬂs énsur;: proper qualifications of personnel: ACSM Program

' Director, Exercise Specialist, Exercise Test Technologist.
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PHYSICAL ACTIVlTIES

WHAT YOU DO AT WORK OR AT SCHOOL OR IN THE HOME, PLUS YOUR ACTIVITY
IN YOUR LEISURE TIME ALL CONTRIBUTE TO YOUR CURRENT LEVEL OF FITNESS.
THE FOLLOWING QUESTIONS WILL PROVIDE A COMPLETE PICTURE OF ALL YOUR
ACTIVITIES. '

TC HELP YOU DESCRIBE YOUR ACTIVITIES, \WE HAVE DESIGNED FOUR
QUESTIONS — ONE FOR THOSE YOU DO DAILY, ONE FOR THOSE YOU DO EACH
WEEK, ONE FOR THOSE YOU HAVE DONE IN THE LAST MONTH, AND THE FOURTH
FOR"THOSE. AC'[IVJTIES YOU HAVE DONE IN THE LAST YEAR.

1. pAILY ACTIVITIES K :
For those activities whlch you do most days of the week (such as work school and -
housework), how much time doyou spend. : ‘ .

Sitting - - ‘ ol [ L] L &
/ Standing ] m[ﬂ B E . B Q
Walkings ' L LI - O O
: Walking up :tmm . MB o [Z] E:] EJ E 4
Uhmgorcan'ymg heavy objoctn' “E]‘ ' m G ‘ ) E] —n
. L ER :

-

- ‘2. WEEKLY ACTIVITLES ; . o
Piease refer to-the féference card for a list of ac,mhn' AnsWer the followmg for the phyﬁ' cal
actlvmes you do each week. R : )

p(

_Ught hounowork and hnndywork washing dishes, ironing, making beds, mowing lawn, etc

Iintenslty
Light Medium  Hesvy

AW . Somepars:  Heavy

o . ) time Silght piration pers-

Number of occasions : sctusly  chenge Above paration

" . each month spenton’ from normal Heavy

S ‘E M- oochucudon normal breathing ‘tn-qu
m[,J,l.ll IL_L_LJL_L_L_JULJD & G

‘Heavy houuwork and hnndywork washnng and waxing floors, paummg etc

“Intensltty
I . Light Medium Heavy -

= R . : C— o Average . Some pers- Heavy
e . . : tme Sight piration pers-
. Number of occasions actusity change Above piration
. sach month ' apent on from normel Nuvy
each occasion  normal breathing
J F M A Hrs  Mims
Ll I L;.L.L;J L‘_l_LJ_.J L_l LJ D (] E]

13

. Namoofnctlvlty L - : . J I_u_x_.'

Number of occasions, Average  Intensity - nlevelsor 1Ty
' sach month : time Light | Medium  Heavy inaisegue ' Competitive
J F M AM J J A S o N D H' Mine Yes No Yes No
Ll bl bbb b Ll Uied 0 8 0 O O4
z n E - ® 7. a k] )
Name of activity L : - : ] ) n[._; 1 |'l
. n . . RN .
occasi ’ Y ] ]
Num::é::nomh o : :;'“I.Oﬂ Lighln ‘h:o:»ur: ‘Hyuvy Organired Competitive
A ~n  He M N Yes No Yes No
Llll lL_LJ.J_._H._l.J_LLJL_J J 0 & L OUE OO
» . . © wlar
Name oflctivlty l : . ] oL_;_;_;_J
Q o
Number of occasions Aversge Intenaity ' -
uch month T time Light  Medium  Heavy Organized Competitive
Hre M . . Yes No Yes . No

wwww o mn 8 @ Ot O
Namo oflctlvlty I . - I 1t ]

Number of occasions . Average Intensity N
uch monm time Light Medium - Heevy Organired Competitive
Hrs  Mins " Yes No Yes No

\ LL_I_L_L_IL_L_LJ_JL_L_LL_JL_LL_LJ 000 B o 00 06)



/ '

listed in Weekly Activities.)

'
. N \

3. ACTIVITIES IN THE LAST MONTH :
Please refer to the referance card for a list of activities. Answer the following for the physical
activities you have done- at least once in the last month. (Do not include activities already

* Gardening and cultivating such as spading, digging, weeding

Intensity

0 o o

N e S Light Some Heavy
Skoht pornper- Heavy
CW ation porapw:
Aversge time from Above amon
' in the lest sctusity soent _ normsl normel < Heevy .
month on eech occamon - amre bresthing Dreettung .
) Hrs  Ming" T .
L] I N e O (] ()
e o -] [ o4
Shovel o
ovelling snow Intensity
Medium
Light Some Heavy
. Porspe- Heavy
Change ston Perepi-
Occasions Aversge time from Above avon « 2
in the lsst : f‘ | actualy spant normel normel Hoavy  °
month on eech occason sun .. breathing bresthang Y
Hrs Mins
P
L. (] & - O
o o [ o
Mowing the lawn {pushing a power mower) ‘ -
. . Intenslity
Medium
t Uight Some Hearvy
Skght parspe . Heevy
. . - Chenge stion porspr-
. Occasions " Average time from Above . ation
in the last ctuslly spent normel normel Heovy
month on each occasion st bresthing bresthing
L] O O @ O
o 04N 12
* Nameof activity | 1
11 1
in the lest . Intensity in levels o R
. month Average tims Light Medium Hesvy in 8 league Competitive © e
- Yeos No Yes No e

L]

Name of iqﬂvlty zll =
Occasions
in the lest b Intensity
month Average bme Light ' -Medium Heavy Or Comp
Hrs Mins . ‘ Yos No You No
) nip=ic ool gla
a = tg R .
¢ Name of activity Dl; :!4_1 .
~ in the lest Iintensity _
month Average time Light Medium Heavy Orp: d [ etit
Hrs Mins o . Yos No You No
L. L L O @ o O (]
n n 0 ) » »
Name of activity l o I LJ
n »
Occasions
in the lest Intensity .
month Averags time Light  Mediurm Heevy . . "Organized Competitive
. Hrs Mins . Yes No Yeos No
L] Lo OO O O
» « a Q Q o
Name of activity I [ NN ]
- . -
Occasions . i
inthe lest  © ) thrensity Jf/ »
month Aversge time Light "' Medium . Heevy Oy o ) .
Hrs  Mins S Yes  No Yee
L] O O o4& o :
Ly - . - 0 k4 n [+ s
Name of activity I . [
9 D
“ Occasons I &
in the lest . Intensity .
e month . HAV"'OO’;"N Light Medium Hesvy Yc.“.. 4 Y:. D e
rs ng o .
L - - L) L o & O & O .
\ = et - E2 L] - L] 5 o

D
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( 4. ACTIVITIES IN THE LAST YEAR
Please refer to the reference card for a list of activities. Answer the followmg for the physical - -

~

activities.you have done in the last 12 months. Aversge number of

(Do not include activities you have alro:gnul:::‘ghlcww m"a:' ) ":w::wo:‘:;"m )

Walkingforsxercis 00000000000 'u'0"00D

sogaing wingshonaises IO 000000000 L) OO0 0O

rumingwinglongicess IO 000000000 L OO O O

Bicyciing . 0D0000000000 L) 0000

Home exarcie pusnupn, sieapt 1)) )1 I EI0) A58 ruoDoD

Excrciss classes DO0E0O0000000 LU 0000

Welght rining 000000000000 LU 0000

" Yoga 000000000000 LI DO00Q

g(w,.king.ndwmc.ub., éééémmmmmmméﬁrmm’a‘m

Rcquetsall 000000000000 Ly 00 oQ

Squesh 000000000000 L 0000

Tois | 000000000D00 LI 0000

@, GOO08A5A0808 LU DD TT
Sofusal - 000000000000 L) 0000

1os hockey .. 000DOODOoOOo LW o000 o

Curing . 000DODO0oooo Ly 0oog

Swimming at 2 oo DﬁﬁDDDDDDDDE"J Wknknknbs

Cross countrysking O0O000000o00DO L oocoO

Alpine/Bownhil sking 000000000000 (U 00D00O0

— 000000000000 LW 00 g/g

Namoaofacuvmo: J FM A M J J A 8 0 N D l-ma)'m

Lot  OOO000000000 CuOTTrD

L]l 1000000000000 L) 0000

Tl | D00000000000.L,0000

{ L] | - 1000000000000 L) 0000

L)l 0000000000009 Ly Dogo

Lol  OO00000008068 Corororom

|l 000000000000 L) 0000

(| | 000000000000 L1 0000

L)l | OoO0o0O0oo00Cco L oooo
(L] | 100000000000 LU 000 0)
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B. Here is a list of reasons why some people do physical activities during their leisure time. Ho(&

important is each of these to you? v ot ot of
‘ . oy some tte no
Nt importance  Importancs  importance

o1

To feel bettar mentally and physically (] L] [J
To be with other people L B O CJ
For pieasure, fun or excitement mE) E] [I} E]
T contrl weight o 0 lookbatar O @B o o
To move better or to improvs fiexibility wl O O L]
As a challangs to my abiliies() wl] N | o (J
Torsixorroducostoms - L @ O
To learn nevw thinga L OO
Bacause of fitnees specialist’s advice for improving haalth in general alt) GJ R o
Because of doctor's orders for therapy of rehabilitation o o] ‘ & L] L]
- 0 8 0 O

6. With-whom do you usually do your physical activities in your leisure time?

- uD No one ,,D Fﬁum “ Lm“h’"‘v :
“D Co-workers " at schoot ‘,D Othens
N

7. When do you usually do your physical activities? (In?"ﬁf;gte one only.)

8. At what time do you usually do your physical activities? (idicate more than'oné if you dsually
do activities more than once a day.) ' .

',D In the morming . ,,D At lunchtime ,,D |nm.w

,,'D inteevening DD At o special time

9._ Where do you usually do your physical activities? {indicate one or more.)

;.D Home nD Work | » univvn:rv'-cimym
.D Pack _ ,D n.aumud«y = ,,L__] Other
Commercisl taciity Outside using no ‘

1 . » or private club - iE special tacility

10. How long have you béen doi’r,\)g'éome" physical activity in your leisure time at least ofice a week?

D i don'tdoan For lems then From'3 months to From 6 monthe to ‘DJ 4
n activity sach week 3 3 monthe » just under 8 months.. » fustunder 1 yser '

From 1 yeer 10 just D From Jyeersto. D Frve or more ) : . ¢ %}3
» ur\dov:!.ynn n jstunder G yeers. - » yesrs . .

2

11. Comparing yourself to others of your awn age and sex, would you say youare. . . .

,E] Morefit . . % - [I] L.nim B Asfit .
K ‘.‘"'f_‘. T~ . .

\67
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»

12. you want to participate more in phyéii:al activities than you do now, whyaren’t you able to?
{Check at most 3 reasons.)

o L."&f'éfp'.'?."r'n‘i. ,D No facilities nesrby

mD N health ,D Avaiiabie faciities are inadeq

al) iniyorendcap , o] Noleaders svaiatie

o[ Lack of enacgy "D'Roqulvutoomchnﬂ-dbcbl&n

sl oo iscnea o0 o
meﬂmﬁﬁu ,,D Other L . J

O comwomen ™ | L DI

9

s
[

X . . - - ‘
13. If you wanted§ participate more in physical activities, which of the following would increase
the amount of physical activity you do? {(Check at most 3.). )

" Nothing ' 2 program avalieble

’ 3 K
wl Betser or cioser taciities ) ’ ,,D Poople with whom to participate

* ;.D Diftersnt tacitities % ,.D> Common intersst of family
.7D Less expensive facilities \ ,,D . Common interest of friends

D More information on the bensfits : .

" of doing physical activity ‘D More leisurs time RO o

. Employer o union sponeored . v ‘ i
wl] actvives svaiabie ,,D Other J- L

-a;',: ] . L
mD Organized sports available [ ‘T‘,: \ . |
D Organized fitness classes . u )
n available "ol I b i - ] \
S w
Ty : :
14. which of the following have you heard of?
i - .
;,D Canadisn Home Fitness Test i i M D Standerdized Test of Fitness B T
aD Canads Games ,D Fitnéss and Amateur Spon
5 ,,D Canada Fitness Awsrde » D Fitness Canada

,,D ATKIT . e ,,D 5BX/108X - -
,D INFORMsction ¢ :D Exercies Braak
nD PARTICIPaction ,D Can_om Fitness Facts

15. ‘What s the name of your provincial fitness program?

‘,D No provincial progmm

.,D Don‘tknow . 3
) ° . 5 ) . . .
Name of program: | . - . Office Use
. AR 5 ] L)
' B - = At o o
o : e LR i . . "
Lo
» P
¥si ‘?; B . : ) .
- . \ R
- s .
, . »

&Y
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. PaRmIcIPaLTION
16. Havq you eyer seen this symboi? - N

,,E]_.v..‘f% . an No—Gomqu.;bn!;“

..

Where have yoL heard of or seen the PARTICIPaction symbol or message? lindicate ail applicable. )

al] On teievison . o] onnae

va In magezines ..D In booklets or pemphiets
,,.D Onw | .D On buses o subwavs R
i pe— i - |
[T i e The Fcar T Sestentromsvocts

17. Have you previously taken a physical fitness test?

,,[D Yoo ' ’ m No — Go to question 18

What type of cardio-vascular (aefo.f)ié) exercise did this test use?

L] Stepping P E—

E_NO(SW—GOMWW

HD !"m

’d
.,D On billbosrde

On milk cortors.

Don't know

W«
,,D lA:rmr-m
o

\69

[3 Don‘tknow — Go to quastion 18

[a W.l/..loglﬂun

O sere « ) ome L

Whaere did you take this fithess test?

Commercisl ciub or
n[:] YMCA/YWCA ) E] tecikity E] Untiversity \
D Work or schoot . B Other L
. .
When did you take this test? .
From 6 monthe to
,[:J In the last 6§ months E] 1 yser sgo E Over 1 yesr ago
Were you utBﬁod with the way the test was explained and administered?
EC S e B “
i ;‘D \}'uyuag.u o Setiafied [:] Not a1 ol satistied
* Has taking the fitness test increased the amount of physical activity you do?
¢ ., n‘B e i E] No E} Don‘t know
18 In the past year, what physical activities have you stopped doing?Z ’
{Do not include those stopped due to a change in the season.) ¢
o Sk Office Use

Z,E]N;:mor"','z! -

B o

P

Why did ypu stop doing ths activity?» *
L 2
»

—

= "
BN B nyd-dvoumdomq!hhxﬂwtv?

»
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19. what physicat activities would you like to start in order to improve your fitness and health? -

MD None  or AC!M(YI i ‘ ’ L
mwnnhmorﬁdnnuonyouhw-notwuumdmh?, ) gme.u..
y g
l - ] l R ]
o4 . o
Acﬁviwl . J Lu_A_j
o

What is the main resson you have not yet started this?

l

i

E<

o o
Offics Use
Activity “l) _ : _l l l
Mnlhn’nulnnnonvwf?lwnmnlmn.dmil ) " (‘)‘f'f.e.u,.
1 L v . ; .
20. How importantare each of the following to you in gaining a feeling of well being?. (:v - :
‘ Very - Ofsome Of litte Ofno-
important Importance Importance Imporance |
Adoqul' te rest and sleep 1 D El ’ B B
. (R ) )
N | O B B 9O
Low cad n manla ,.D ] A L] A
Mnmnn- ‘:' propuwdchl ,,[] B 4 E] B
' Particpation in socisl snd cultursl activites : .,E] Gl G ]
oomictins s S vy R R vy
Regular physicel sctivity such ss exsrciss, sports Of games - . nD B Y B E]
. Wwdoohdmndvubdnonnm-dri?kff ,,[:} B ’ ' B B
Adequate medical snd dental care ) ;,D [Z] . E] [I]
Positive m»ng/nudmuon _ ,.‘B Gl G J
. 21. What d¢-you l.ISUB//Y. eat for breakfast? (Usually ma&ns at least four days a week. ) Check all
that apply. : .
,,D |oo:{';mm'm ) ,,D Fruit or fruit juice
;D Egos nD Al“llwnc*dn&
17[] Bacon of other meat, fish of poultry » nD Chesse "
3 ’ . . ’ o o
,[:] 8resd, denish or donut ,.D Yogurt -
g g
:G » D Tea or coties

Granola

. ,,G WMI-

A

. Ea

i 22, Inthe last year, have you been eating . . .

sweet foods and candies [ Mo SN Y PR Y S.Z’L':&“’"_‘
g D e e O SRE
fats and fried foods ' . ,B More ] Lo QE] Z'L'«LT“"" ’
" saitend sahy food ,E Mors Gl Lows , E] :;;mm
mulsonl-mu;ubuh o[ Mors, 4 G e Ei"&‘.‘.&'!‘“'“‘ .
: m..-.m.mmouloou&qnor;a ' L No.mos (2] Nowes (3] oyt ’
o | - J




Y,

Y . . : .
23. Abouthow often do you usually drink alcohol? N
N ~
mm More than once a day D 1 to 3 times a month
' [I] 410 7 tmes & week E L—Mo’;almomh‘
[l 110 3 tmes a week (2] 1 sontiarink siconal ~ Go to queevon 24 -
) bl
, N
. About how many drinks do you usually have at a time? N
RSN : . '
! -Where one drink is: '~ one pint of beer — 12 ounces
— one small glass of wine
— one shot of liquor or spirits
¢ ne. 1 - 1 1/2 ounces with or without mix.
PN N\
m[:} One E] Six or seven ‘ : : 4
E] Two or three [D Bgmgrmon P
[I] Four"orﬁv. \ . '
24. Which of the foliowing best describes your experience with tobacco. Chatk all that apply.
- Iheven't : ’ .
@b smoked | currentty amoka: | stopped smoking:
‘ T, - -~
um cigarsttes occasionsily " .B cigersttes recently e
n tess then 1/2 pack of . m .
. cigaretaes dally . anmm e
E about s pack of ! [I] 8 pipe, Cigers or cigeriios
' Cigaretes dedly recently
4 Y - E‘mumpodu m 2 pide, cigers or cigarillos "
, - of cigerettes deily - OVer 8 Yesr 890
® pips, ciger or Cigeriio -
o ' §
T e oo B
A . FXe
. . . . “\ - _a' :

L

71.

i

2B, Here is a list that describes some of the ways people feel at different umes Dunng tha pasf 4

few weeks, how often have you felt . e, A

¥ On top of the wortd? ° ,[] PRI Y
vﬁwum@nmm‘? ,,,E] G- 2 [:!-] ‘ 1
O i B i vy B S
it , e PR vy R 1 C
SRR RPP S S s v I 1 B rv .\
Borwd? ’ ..E] S Y nj .
dona? ouensomenno v W & (FT ' .,(
Sommmmm:qwmuun u[] D B E
memmvo:vm7 o i uD E] B .
Uu-xm-onmmauaami B " ’ . ' [3 & '

~ .



. 26. About hiow many holirs of sleep do you usualiy get esch day? -
. MD Six hours or lese R (], Nine ‘ I % i
N N . ' . o L N
. " E] Eight v\:‘\ X v v [I] Ehyonhouriefnm o
. ‘. ’ ot < i L B > : : ! 17
'r' . s : R . 1 . . Wyt
27 Are you limited i in the type or amount of ‘work you can do (or school you can attend) because . s
~ of afiillness, injury or handlcap? L . , A » = ’
o~ ) e . " Yes, becsuss of s ‘ : ' ot ’
A 1 g [ et .
[z] Yes, because ofa , ) Lo . -Yos, becsuse ofa - .
temporary iiness - o P iyjury of hendicep.
: V-,bocauuohchmnk: ) ) !
4 [Z] or long-term Hiéises. . L - “
14 . ,\‘_ /‘ e
28 _ Are you Iu?med in the type or amount of physlcal actuvnty‘v‘bu can do durmg your leisure tnme
because of aniliness, i m;ury or handlcap? B . . :
b . e~ - Yq,b.c.uaeoh *
m[] No K s wmporaryinjury . . -
.Yei,t;oawoh : P - ' Yes, boaunohpomnem o “ \’
B. ‘temporary iness ] o Cot hurvo'h.ndgp o : Y -
Yes, because of 8 chronic . R ' ) : ¥
E + Or long-term Hiness o ~ ) B ‘. a : ,\«"‘ :
A N . “ o * - c \‘.\. S -
:’,' . - s . N .
d 29. In general how would you descrfbe your state of health? ! ' CE
. .o, . . ‘o . P v
o[ g T &
- “ N v g ‘1)
2 E]’ Good v « v
- v . . u - -~
E] » i 2 . \ s LR
Averpge S L Ras ;
. PO ’ ’ N - '
. . . : "
. . hnd - : | . . 9 ‘o, <
y . . \"; . ’ . ...‘:,‘ R -
N . v ‘ rh.. .
) SOME FACTS ABOUT YOUv S
30 Were you bornin Canada? “‘q v ¢ R
. : - 1
fnps e B y ~
31. What landuage dd_ you use all or most.of}he—time? Check one only. e o '
o NB Engieh | - o . E] ttakan e . ’ . B . .
. . — _ : D -
) ' B Franch T ) E] Ukrainian : ' " B e ;
. . - N 4L - o BN £ .
o ’E Germnan . m Othov [ : i - J - . -
. » , - . \ .
: ¢ : - o S '
32. Is there another language that you arein the habit ofusing? . - B _
- . : R - s - . R # B ] . . Lo " !
WE] None ) : ) E lnhhn . o X ' ‘P’ P
- 4 ER - W ' -
E] English ] o ET Ukrsinien "‘;) Lo ’ . ’
"Bhwich‘ - . ) "OIMI N . J .
) D Germen o ’ . B
- P g . . - . -



33. Areyou . .. o o o .

2 %, PR Sl

L] : ]
B O . v
34 How old are vou? . i\ ml_;...l‘ Yourllf .
L -5 - N U s

A"ns 14 YEARS OF AGE OR YOUNGER,
YOU HAVE FINISHED THE QUESTIONNAIRE,

THANKYOU! ~ -

E WOULD BE GRATEFUL FOR YOUR COMM NS,
PACE FOR THIS HAS BEEN LEFT o~ THE LA T PAGE

:IF YOU: ARE ‘l§ YEARS OF AGE OR OLDER

.,

. ‘( 'y :
% Whatis your present mgﬁtal status? Are you presently PR
R . N E

. o Married : o . B Su-ng,A .
iy | - . . v : =

’ A ,[I] Widowed - . o @ W(NMMM)QQ )
o EAR N o ' g . e
L~ P

5
Léc
T
o
~» -
&
N=2
=3
[+
=
Q
=4
2
~
)

< .
o
-0
=4
[+ ]
[«
c
Y
-4
)
3
<
[o]
e
T
-]
<
[
-
@
o
(2]
=2
3
-~
&

.v_:,.j‘
\l )

“.’ L_l] Sormmy \ ) :, . E] uCEGEPdnym j'

o sy - L f

4 . N A One or more 5
e ¥ IR 3 h

¥ ‘3 o diploma 7 9 A.UMM’Q o

F TR
t : e
P 2 s
' 4

37. Are you . . ._»(Checi; all ihatapp!y;.) B . o SO o

i Retired ’ ’ D Homemakar/Housewits full-tine

Wmﬂ-h'- - . E] Unemployed or on strike
. . .

aNalalaks

e

é:vgp;w-dmwm - . D HWMMM:A.T.' - o 5:}; ‘

Student tull-time . [I] «Other L‘ - R A 4. h‘a-]
Studentpert-tme , : . . Nl -
. . ) . . . ¥ %»
38 -How many hours a week do you spend doing your main actlwty? (work gomg ‘to sé’hool
‘ housework) - K w
E ‘ T Ty 7 SR R
ts . L.L_J “hours . ’ . A".' - . N = . "_j} - o
o . N B N ‘ S, ) . ,.‘w;‘-_;‘:,
-39, How'rnany hours a week do ybu :_spénh ‘doihg.‘jo‘her chores? oo
o - L_._] houu o o R . ) BT : o L B

- 40, Howmany hoursa weekdoyou havefordomu .ansureac@nes‘? L ' e

<@ i ‘.. -
> I L
N el 3 o3 e
NI AR A
I & :
¢ -




iy N g .
4 LR o ; . \ %
T A ’ ,"L-’. . ' i : . .
. "' - i ° . , R
41 Havp Yyou worked orhad a ;ob in the past 2 weeks? : e R N
3 . . N . ) o ' .
. E] Yc- 3 . E] No - Go to question 43 !
I .. - .. .
‘:‘1‘_;- ) w\ i o b
' . What kind of work do you do? (og pdsung |nvoucos mllﬁ\g shoes, e(c) Phuo provudo as much detail as
possible, \
. . . 4
For: whom do you work? {Namg:-2of
employed?) i .
' 9‘ Yo o
‘ 1 .
7
; o \ 1‘\ ' B B : ) "..
o What kind of buaanm mdustry or abrvnce na thls? (eg; paper box manutactunng, rsﬁll lhoe ltore/rmunk:lpal N ",
Com board of oduczmon b B 0 - T j‘?
: RN Ay‘ . /3 5
R v ) O o . » _(d;; @ i
" & D
oo
ol ! . ‘:.l‘ B .‘:
w . B
B A : o
EI Yu.;lllunet' e @ - . lﬁo W ‘ ‘o . " N [;fd)
" - .- g SRR v
e - " | e a &}&
- ! Yo, atconnbvg.rk ‘{‘: T i
E]: Yeos, lfltvwork . ; » g i .
g R e -
= o ' i : N Lo :
e o - o
[ 7 I’ K S ! c;d
im .
Approxlmately wha ; our famlly-s total incomslast year, before taxes? . -
TR . , o . .
s 1 L_-ulrunOS,(!X} E 425,000 10 429,509 - .
T o ¥ e
) E] $5,000 10 49,999 [Z] 430,000 1o 435,000 . -
&) 410.00010 14,999 ! 8 Qyer 435,000 : 2
[3 #15,000 to $24,999 [I] Don’t know N
~ - \ ° ’ .
- . .
. . ‘ v ,"‘
s, R g ) ' “a -
¥ ' .
. © M L I -
. P -
- ‘L :
“ o A
1
. ' L]
. . .
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\“2
N o , -
" The Misericordia Family Clinic will be partakir{g in a study in which an exercise

physiologist will be spending two ilays per week at the clinic on a trial bagis for a six month

period.

o

Servrces offered ta;; patlents mclude fitness and® hfestlye counselhng, fitness testmg,

, eXercrse prescnptron and a@nes of seminars on fitness and hfestyle toprcs These servrces are.

prov1ded at no charge to ‘patients of the clinics. Apporntments to see Karen can be made w1thf

‘.,'(xi » -

her in rot‘fr'n FP-106. Fitness tests wrll be conducted at the Mlsencordra nurses residence gym.

(Immedlately north of the Family Chmc) Counselhng, seminars, etc. will be Reld at the

Mrser cordra Famxl Chmc - . , ‘ e
1 =y ‘y T . ) ¢'§"’f- \ﬁ;,‘ )
7 »‘ ‘ f. - . 4 N . . N
Dunng *Lﬁrs trme a study will be con% to detfrrmne patrents present physrcal
A K e s
_ acuvrty and hfestyle patterns and fo mvestrgate any changes in these,as a result of mteractron
. &

%

thh the exercrse physrologrst "‘This wfﬁ be accomphshed by analyzmg responses to the frtness

and llfestyle survey All reSponses are stnctly confrdentlal and anonymrty 1s guaranteed Those

-3

who do not wish to see the exercise physrolgrst are strll encouraged to parucrpate by f 1lhng out a’

survey. The completed questronnarre is then returned to r00 CQP 106. Yourtco operatlon in

filling this- or}rt 1s\,appi‘ecrated ¢

i

1 wrll be happy to answer any questron you may have regardrng the study br the

oh
-

-+, Services offered 1 look forward to meetmg you'

N s
o ny

Sincerely, .

-~

Karen Smith, Exercise Physiologist .

-

o3
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Fitness Testing Information Sheet -
r-‘ . da“
s e : )
i % - ' “3
. - ) .
& You have been scheduled for a physrcal assessment On ................. e eraianeeren at
T Y e, e Please be sure you have read the follwing information before you come er your ..
A test. - , , "o, -

) oY
: [

A} - " N AR
N . . o ¢
. . . »

If there is any medrcal or other reason why it is not safe for*’you to partxcipate in the
“test you will not be permitted to do so (1e recent: Ml medrcauon Lhat alters your Iesponse to .
[ B
exercise, etc “ v AR S
/. . ) : ‘ ' ) {"‘X?”J < ‘3 ey 'gx;.‘ o : ‘-.5','
- ‘ Do not £at (heaxgéy) smok ém éngage m.“physmal aftivity 2 hrs. prror to the test. Do . T
e not consume alchohol 6 hfs. prior to the test. Thése ali negauvely affest test results.
Wear t-shirt, shorts or sweats and runmng shoes Women should not wear leotards
or sumlar one plece outfrts : TP L : - LN,

§ _ “ -ylx)

T T

" . youartive). . _ S

, s .
it ;
w . p «‘:7

L (Results are run Lhrough the computer T da "‘- to, the ICSUW ihey w1l] ’be ready when
' e

‘ C"' -
. If for any Teason you afe not able to make your appoinfment, please call and let 'us
“know. . ‘ oy v ,

/- -
v B . -

Remember: This is not a try-out for the Olympics!. This is an assessment to
determine your strengths and weaknesses for your personal knowledge and so that we are
better able to counsel you and prescribe exercise.

.
] . : B 4

I GOTTA LOSE i

[FrvoanvTING 7]

1L WANT‘fdeOGOONA DIET...
sToP DRNKING AND 6ET MORE
- EXERCISE

W/,
ki

L,
ll"‘A’

o.r

. ..u\m

g e Rpndhaons bax P et Lnard P
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_ F lemblhty

~ Muscular Endurance.

: @
FITNESS TEST PROTOCOLS -

Standard height and weight.,
Body fat. | o

e "',

. T
o &" = As per CSTF Operations Manual (foHOng pages)

Cardlovascula_r
a. resr.mg heart rate and blood pressure taken

b. seat lﬁexght adjusted, workload es 9@50@
TR

c. ' peda.l ergometer at first worqua / 0 rpﬁn, for 4 minutes -

o
¢f

'd. . exercise BP and HR taken . R S

e - if no contrai\)ndlcatxor}i second workload, same rate, for 4 minutes
f. éxemse BP and HR taken at 7:30 minutes - |
g . stop: exermsmg . v{‘;.'}

h. post - exercxse BP and HR Laken at 0 30 and 2 30 mmutcs :

J

an Strength

As per CSTF Operauons Manual (followmg pages)

As per CSTF Operatlons ManuaJ (f ollowing pages) —

As per CSTF Opera;ions Mamial ”(f ollowing pages).
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S|undn:rd‘|zud Tost of Fiiness v / Testing Procedures . .
7 7 . N 80
% Ya
Skln;old Measurements ; Procédure
Equipment: - Select the prescribed site. Grasp the
. , , . skinfold between the thumb and index
Harpenden caliper K -finger 1 cm above the site and apply
’ pressure ‘
“\S . -
'x")' B
’ e "‘; ";'%N'.‘I
A e N Va
s e
’ Q ""} «r:'; b
k;;, Q:J,‘ - .'.‘i":" l{y ) ’ ]
o The skinfold is raised and maintained -
I _— with the thumb and forefinger with the
Bt , crest of the fold following the specified
T v . alignment. Apply the caliper jaws at
Vo R right angles to the prescribed site..

. K : C Release the spring handies fuily. Read
B S the measurements after the full pressure
’ of the caliper jaws has beeh applied, .
. and the drift of the needle has ceased.

i e ‘/f/ - Record to the nearest “0.2 mm".

. Repeat measurements twice. If the .

. Lo T difference-is greater than 1 mm, takea |~
- ' A third measure and record the mean of
Y ’ R : the closest pair in the space provided:

eg. [16. 4

F
)

O " [Triceps: skinfold : .
I ' % .. Measured onthebackoftheunclothed

. pendant rightarm at a fevel mldway o
between the tip of the acramion (see
" »arrow—) and the’ t|p of the elbow

With the forearm flexed at an angle of
. . 90°, establish the midpoint. This can bé
' approximated with the thumbs by placmg
/the fifth finger of the left hand on
EN the subject's right shoulder and the fifth ~
flnger of the right hand on the tip of the
) : ) subject’s elbow. Ljft.the skinfold paralléi
- ‘ ‘ tothe long axis of thearm. Ask the
‘ , : subject to lower the forearm and then -
/ - S apply the caliper jaws to the site.
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Standardized Test of Fitness -

Testing Procedures .

1

R "Measured on the front of the rlght
pendant upper arm over the biceps at a
level midway between the acromion and
the tip of the elbow as described for the
triceps. The skinfold is’ litted parallel

‘to the Iong axis of the upper ar%

,Subsz:ap'ularsklnlold“& N

Wlth the subject stahding, @éasured =
- about 1 cm below the. tower angle of the
- right scapula.The crease of the skinfold
that is lifted should run at an angle of
about 45" downwards from the spine,

Supra-illac skinfold

Measured 3 cm above the iliac crest,
with the foid running parallel to the
crest. The fold. should be taken ‘at the
midline of thebody o ’

g T

* Note:

Remember that the accuracy of your

measurerhent depends on:

the skinfold:

of the sklnfold crest; and

: handles of the caliper.

G

.3

81

— precise |dentmcat|on of the site of

. — farming the skinfold priorto the
application of the caliperjaWS" -

- — complete refease of the spring

‘— the standardlzatlon of the al;gnment

H
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.. Standardized Test of Fitriess R ‘%h&ling Procedures
' »
M lar Strength s . ' ’ : 82
uscular reng .. o
53 .
:‘“_ e
. .
Hand grip strength U A
- o ; ‘ B}
Equipment: : . :

Stoelting harid grip dynamometer : . v L

ey

) Procedure

Adjust the gn;fﬁ? the dynamometer to
the most,comfortable setting for the

- hand size of the subject. Lock in place.
The second joint of the fingers should
fit snugly under the handle and take the
weught of the instrument.

b

Have the subject take the dynamometer
in the appropriate hand, holding it in line
withhe forearnfland letting it down by
the thigh. The grip is taken Between the L -
fingers and the im at the base of the = -, -
thumb. wnen‘!s&w gnpped the instru- *
ment is held away from the body and ~ ~
squeezed vrgorously', exerting maximum
“force. During the test neither the hand
nor the dynamometer should be aliowed-
to touch the body or any other object.
Measure both,hands alternatively giving,
two trials’per hand. Add the Best score
for each hand and record as a single
score to,the nearest “kg"in the
“highlighted area as follows;

Y
- b
- ~y
N . N
PR S
[T
. s"ﬁ_
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Standardized Tegt of Fitness

Testing Procedures '

83

“Trunk Forward Flexion .«
(Sitting)

Equipmenf." 7

."e'lls and Dillon sit and reach

’ Procedus {'

Have the,subject warm-up for this test by

¢ perfp ng slow stretching movements

befot

“kmg actual measurements, The.

subjé' '.‘ barefoot, sits with the legs fully
exte fd with the sojes of the feet placed
flat &&dinst the horizontal crossboard of .

the apbaratus, with the inneredge of the
so,lawlaced 2 cm from the scale. Keeplng
thbaknees fully extended, arms evenly
stretcued ‘palms down, the subject’

" bends and reaches forward (without

jerking) pushlng the sliding marker along.

the scale with the fingertips as far for-
‘ward as possmle.jhe position of

| maximrym, leXl%ﬂUS‘ be held.for
approximately two seconds. The test is
repeated twice. Do not allow jerking
movements. If the knees flex, the trial is
not counted. DO NOT ATTEMPT TO
HOLD THE KNEES DOWN. Record the
maximum distance ieacheéd to the near-
est 0“5 cmin-the highlighted area, as ’
follows:

16 .5

@

e P
g /,%31
. . ;

Ll
/

Note \ T

The sub]ect should not attempt,thls test

if botheregybis low back pain orother °
. ailments.

Advise the subject that lowering the head
will maximize the distance reached.

e

’ posmon for the whole duration of the

60-Second Sit-Ups (Opﬂohal)

If the subject does not want to perform
this test, is over the age of 50, or in _poor
_physical condition'as assessed in the . )
“previous tests and measurements, omit "
this test and leave the recording space
blank.

Equipment: -

‘M.at‘ (optional), timer

Completing the Testmg

. Session

fnform the subject that the testing _
session is over. Complete and provide
the subject with the Assessment Report
booklet. If this is not feasnble arrange

an appointment for this purpose

2]

Procedure B
.The subject lies in a supine position,
knees bent at a right angle, and feet
about 30 cm apart. The hands with

- fingers interlocked are, placed behind
athe head apd must be maintained in this

test.

”

-

. Hold the ankles of the subject and
ensure that the heels are in constant
contact with the mat. When ready, give
the command "Begm The subject is
_-required to sit up and touch the knees g
" with the elbows and retlirnto the starting
position. The subject will perform as
many-repetitions as possible’ w1th|n one
minute. The subject may pause when-
ever‘neeessary ~

“

Nore:

Ensure that the subject’ s back returns
to its initial pos:tio,n, thatihe lnterlocked
fingers make contact wuth the mat.of ..

. floor and that the subject exhales when -

sitting up. Record the number of sit-ups
.compieted in 60 seconds in'the high-

<

: -Ilghted area as follows:

L,

g

T



Standardized Test of Fitness ' Testing Procedures

- v 84
Push-Ups (Optional) S
« “ - v
(
!f the b;ect does not want to perform Procedure
RS te8t, is over the age of 50, or in poor
§j” ~ phys(cal cgndition as assessed inthe Mates :
previous tésts and measurements, omit ‘ ) b :
this test and leave the recording space - . The subject Irgs on his stomach, legs
blank. . together. Hands pointing forward, are
7 . . © . pgsitioned under the shoulders. (Tl
"Equipment: P " . subject pushes up from the mat b .
v : . R . straightening the elbows and u5|ng he .
;Mat (optional) "~ < ;L,p “3‘ .:;Q;T‘_._ toes a%ﬁ‘ plvotal point. ' B
PR L : "’;’_@m S - s
Yo T W ; s Sy e
. P RPN, =
. N O:“..._ S . S I
. B S " The- upper body must be kept in & straight -
S Co P T « . line. The subject retgrns to th_e starting
v RO ’ : < position, chin'to the mat,  *
‘s
RS i ;o : bject Iles on her stomach legs M
St : B togethr Hanql,s pointing forward, are’
ae x .. positioned under the shoulders. The ?
‘ o ' * subject plighes upfrom the mat I
. . ;o stralghtemng the elbows and usmgt
. ‘ o : knees as the plvotal point®
) L . “, . -
* '.‘U
%
&
‘ S ;
-” . N 3 - ~
.. : R ‘ Note: - - i : - ; B -
Sﬁr . AN . : o C s . t_ N ;\ 3 . N , P ) 3 ‘
L . ~ The push~ups areto be performed i
. . . consecutively and without a time Ilmlt :
B The test will be discontinued-as soon as e
: S . , the subject :&seento strain:fgreibly to e _
- : e <~ . complete a push-up. Mthesubjectsfeet . - ; Lo e
’ Wy - o slip, assist by placmg’*xour feet-behind " -
: ,_ff;N: s - . and perbendlcularto the subjectsfeet
. { - . . 1 . . . .
ORI Count the initial movement ‘and eich : e ,
AN ] o _ repetition successfully completed. -, . & T .
ol L o, , Record in the highlighted area as follows: o N :
. »

, "._.-_’ " . ﬁ . " loais - o “ ;, . » ) }
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EQIIPMENT LIST

Mop;rk bicycle ergometer
Sphygni‘dm:.mometer and stethoséqpe ,
. Sportester (heankrate monitor)

Metronome
Lange f:at calipers
) Weigpt scale |
Mmsﬁﬁné tape
Grip dynamometer <&
_ Flexibility bo%rd
. Gym mat \

Stopwatch |

™
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Consent for Fitness Test

D ST , authorize the exercise physiologist to conduct a physical fitness assessment.

The assessment is comprised of tests ._to determine -my cardiovascular function,
flexibility, body fatness muscular strength and muscular endurance. During the cardiovascular
test I wrll be ndmg a bicycle ergometer at two specrfled workloads for a total of eight minutes.
These workloads.are designed to.elevate my heart rate to within a specified target zone. Blood

pressure and heart rate will be monitored during this test.

The test follows standard protocol and is consxdered very safe If at any trme I
expenence any unusual discomfort I am f ree to discontinue the test The exercise physmlogrst

may also ask me to dlscontmue the test at any pomt in trme

I acknowledge that I have read the above and understand the procedures involved. I
agree to participate at my own risk and waive legal recourse against the tester, Coronation
Medical Center, Misgricordia Family Clinic, Misericordia Hospital and the University of

~ Alberta.
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Standardized Test of Fitness . . Appendices . . . . 90

Physical Activity Readiness
Questlonnaire (PAR- Q)

PARTICIPANT IDENTIFICATION

. PAR-Q is designed to help you help yourself Many health benefits are assomaled with regular
. exercise, and the completion of PAR-Q is a sensible first step to-take it you are planning to
increase the amount of physmal activity in your life.-

For most people physical activity should not pose any problem or hazard. PAR-Q has been T
designed,to identity the small number of adults for whom physical activity might be inappropriate
or those who should have medical advuce concernmg the type of activity most suitable for them.

'Common sense is your best gu:de in answering these lew questions. Please read them
carefully and check (+/) the O YES or O NO opposite the question if it applies to you.

YES NO
-
O [ 1. Has your doctor ever said you have heart trouble?
2. Do you frequently have pains in your heart and chest?. .
3. Do you often feel faint or have spells of severe dizziness?

. Has a doctor ever said your blood pressure was too high?

0Oo0a0aQ
OQaan

5. Has your doctor ever told you that you have a bone or joint problem such
" as arthritis that has been aggravated by exerctse or might be made
warse with exercise? .

6. Isthere a good- physncal'reason nhot mentioned here why you should not
follow an activity program even if you wanted to? -

. Are you over age 65 and not accustomed to v:gorous exercxse?

YES to one or more questions NO to all questions

If you answered- PAR-Q accurately, you have
reasonable assurance of your present suitability
for:

.e A GRADUATED EXERCISE PROGRAM - A
‘gradual increase in proper exercise pro-
motes good fitness development while

_ minimizing or eliminating discomfort. ;
e AN EXERCISE TEST - Simple tests of fitness
(such as the Canadian Home Fitness Test)
programs or more complex types may be undertaken
if you so desire.

postpone

Answered

It you havg not recently done so, consult with
your personat physician by telephone orin person
BEFRORE increasing your physical activity and/or
taking a fitness test. Tell him what questioris you
answered YES on PAR-Q, or show him your copy.

After medical evaluation, seek advice from your
physician as to your sunablhty for:

® unrestricte physncal activity, probably on a

" gradually increasing basis.

e restricted or supervised activity to meet your
specific needs, at least on an initial basis.
Check in your community for spec-al programs or
_services.

N -~
If you have a temporary minor illness, such as a
common colid.

* Developed by the British Columbia Ministry of Health, Conceptualized and critiqued by the Muiltidisciplinary Advisory Board on Exercise (MABE).
* Translation, reproduction and use in its entirety is ercouraged Modlhcallons by written permiswion only. Not to be used for commercial
advertising in order 1o solicit business from the public. ; ~
Reference: PAR-Q Validation Report. British Columbia Mjnistry of Health, 1978.
* Produced by the-British Columbia Ministry of Health and the Department of National Health & Weifare.
B

‘-~
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10.
11.

i2.

TELEPHONE QUESTIONNAIRE

Were you aware that an exercise physiologist has been working at the Medical Clinic

| during the last half year?

*

If so,v did you také advantage of aﬁy of the services offered by the exercise
physiologist? |

If no, why not'? -

If yes, how would you describe your experience with the exercise bhysiologist? Did yofx,
léam anything new?

Do you feel that as a result of your experience with the exércisg physiologist you made
any chanlges in your fitness or ljfesiyle habits? Please elabOIe;te. ‘

Do you feel that as a result of your experience with the exercise physiologist you made

’ any changes in your attitude towards fitness and lifestyle? Please elaboraté.

What physical aétivities have you.been doing in the last three months?

Have ydu altered your eating, sm,oking‘ or drinking habits in the last three mc'mths?‘ If
S0, hoﬁ;? ‘ |

Would you sday you ére more, fit, less fit, or about »the same compared with three
months ago? : o s . |
Ha;ve you had any major life changes in the last three months?

Do you think the exercise physiologist shbuld rémain associated with your medical -
clinic? Please elaborate. '
Are there any additional‘comniqnts you wish to make regarding the-st.udy'? -

»
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APPENDIX I ‘ \

Analy51s of the significance| of the difference betveen two
independent prop%rtions S

z= P1 T Py o Pp 7 Py /

ST _ , /
Spl -, JpqL(l/Nl) + (1/N25; . /
A \ B
. . | )
where: p= f1 + fz \
N+ N, |
q=1-p v
S = (1/N, = 1/N,.)
P; = P, [pati/ny 2
)

From: Statistical Analysis in Psychology and Education by George Ferguson

a
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FITNESS TESTING

Scenarrior#l
Cost: $315/month
Includes: ., |
10' x 10' room ne(you prow)ide fitness equipment, furniture)
Receptionist 08:30 - 17:00 hr (make appointments, checké in clients)
"Central wajting room and washrooms | |
Free parking
_ Cleaning provided

Copying: pay as you go

Scenario #2
Cost: $1,135/month
Includes: .
10' x 10" room in a professional bﬁilding (you provide furnishings')
Telephone answering service (make appointments)
Beeper
| Central washrooms
No waiting area

No cleaning services

S"cenario #3_
Cost: $2,740/month
Includes:
Two 10' x 10' rooms: receptionist/ﬁaiting robm and testing room in'. professional

building



) Half-time receﬁ;ionist
Telephone and book listing

. Utilities

Central washrooms

Free parking :

No cleaning services

97
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Coronation Medical Clinic
£ 200-14310 111 Ave
Edmonton, Alberta

January 31, 1985. 452-8091

' Dear Karen,

I am wntmg to relate some of the comments made by the physicians at the Coronation
Medical Clinic regarding your research. I will also cover the feedback from the patients and my

own suggestions.

Drs. Ausford, Gardener and Woodman all agreed that the experience was a positive
one. They felt that this could be a valuable service to attempt to improve the physical activities

of patients. In ‘practice, the motivation provided by the counselling sessions with you was of

considerable importance in changing tt : atu.:des of patients.

Initially the doctoir‘sw wcre not sure of the service you were providing, however,
. t.hroughm.lt ﬁhe course of ’;{ou—r time 'at'thc clinic this changed as cvidcnwd by the increasing
number of referrals at’ the end. \}Ic all wguld have liked more direct feedback regarding the
patient assessments. As well there was sorﬁ; concern regarding the msulis and recommendations
of the Hm.lth Hawd Appraisal. We already discussed the Pap Smear recommendations
- contradicting commonly accepted medical practice. This particular tool should be looked at

more closely to see if ;hc recommendations differ from most physicians advice to patients.

Retrospectively, we all felt we could ha;/c made more..referralhs and would do so in the

future.
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In general, the Tesponse from thé patierits was excellent. In paiticular they were in
favor of the opportunity to be given well ipf ormed individual advice. It was mentioned that the
counselling sessmns gave them a realistic view of their fitness and what they had to do to
1mprove it. They also felt that this format provided excellent motivation for change Several

~ patients commented on the appropriateness of having an exercise physiologist affiliated w1th a
physicians office. The negative commenis from patiehts related only to logistical -problems.
These included difficulties schéduling appointments, the location of testing :and contacting you

on.short notice.

-

My own comments are consistent with those above and based on those I would make
several recommendanons for an exercise physiolgist undertakmg a similar pro;ect in the future
These are listed below.

1. Give more extensive explanzi‘tion directly tb all the physicians involved in the referral
process ouﬁining the services provided to the patients. This should include the details of
assessment and recommendaﬁons with examples.

2. Provide writtep direct fwdbapk to the _paiients attehding physician in the form of a
report outlining the findings of the assessment and the recommendations made to the
patieni. This wquld allow the doctor to f ollow and reinforce the patients progress.

3, . Have an easily accessable and central location for referral with well delineated hours.

4. Affiliate with other health care professionals including a dietician.

In summary it appears that the involvement of an exercise physiologist in a family
clinic setting was positivé from the physicians viewpoint and, at least subjectively, it was of

» | benefit to the patients. : T

Yours sincerely, | : ‘ : . ~

“

J.M: Robinson, M.D.; C.C.F.P. ‘ —
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Misericordia Family Clinic

v

Febryary 1 1985

Re: Exercise Physiologist in the Family Clinic

The Exercise Physiologist, Ms. Karen Smith, was available to the natients and staff of -
the Misericordia Family Clinic for approximately a six month period‘ ~The purpose of this
project. was to determine if there was a need for the type of services offered by an exercise
physiologist in a primary care settmg Serv1ces bffered included advxce and fitness testing.
Questionnaires were dis_tnbuted both by the exercise physiologist and members of the staff of
the clinic‘._ FRne‘ss testing equipment wﬁs available within the hospital complex so that patients

could be tested ‘by appointment.

. The progranlme ‘appeard to be well received by all-concerned. A few patients declined
| ~on the basis of age and/or pre-existing disease. Sq_me felt they were too busy nnd did not have
the ;ime tof 111 out what_ theS' perceived as a raf.her long and involved questionnaire, and some

- were not interested. These seemed to be in a minority. An ei(planation of the\purpose of the
project Vwas generally followed by an expression of interest and enthusiasm by most patients.

. Certain sub-grouﬁs were particularly interested, e.g. pregnant patieqts.

T~

Thei only improvement [ could suggest would involve a critical look dt the questionnaire

in order to shorten the time required to complete it. In addition, some of the questions,

particularly the first 1 -2 pages, were, on first examination, difficult to answer. These
L4

criticisms, of course, are only minor, and any shortening of the questionnaire would likely
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L
produce less information for the investigator.

Generally speaking, it is my opinion that the presence of an exercise physiologist was
beneficial to patient care. If such a function is to be .incorporated into a general practice
setting, some attempt to produce budgetary information would need to be included in the

study.

Yours truly,

J.V. Mackel, M.B., C.C.F.E.

Director, Misericardia Family Medicine Programme



,IAPPENDIX M: Correspondence from Dr. E.H. Krikke
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* Misericordia Family Clinic

J anuary18, 1985

N

Dear Karen:

Thank you very much for the copy of the results of an adapted fest on Genice Kuhn.

Thank you for arranging to see her again in four months from the first visit.

During your project involving the Misericordia Family Clinic I greatly appreciated the '
opportunity to refer patients to you for assessment and advice in fitness and exercise matters. I

aslo picked up a few pointers from your presentation to the mediml staff.

Wishing you all the best of success in your present and future endeavours.

\

Yours truly,

N

E.H. Krikke, M.D.



