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• ⇓ Muscle mass  
• 50% ⇓ in muscle strength  
• 75% ⇓ in muscle power 
Contributing to: 

•  ⇓ aerobic capacity 
•  ⇓ metabolic rate  
•  ⇓ total blood volume 
•  ⇑ body fat 
•  ⇓ bone mineral density 
•  ⇓ quality of life  

Leading to: 
• ⇑ Sedentary behaviour 
• Post-surgery compilations 
• ⇑ Risk of dementia 
• ⇓ balance confidence  
• ⇑ incidence of falls 
• ⇓ functional ability 
• Frailty/Sarcopenia  

Culminating in => Dependent care needs 

 

Disability  

McLeod et al Biogerontology. 2016 Jun;17(3):497-510. 

Presenter
Presentation Notes
The declining capacity to care fro oneself is multifactorial, with big players such as lifestyle and genetic factors, increase in chronic disease and reduced immunocompetancy having key roles However……..Many frailty markers , h/w physical ability, BW, lung function, cognitive decline, depression, sense of mastery all assoc to loss of mm.Falls like a viscous circle. 90% hip fractures cased by falls. Hip fract inc by 300% 1970-2000 (USA). 1/3 adults< 65  will fall   each year, and 1/2 of these will fall multiple timesLoss FP = Falls, disability, institutionalisation & deathMcLeod Live strong and prosper: Review – Concluded - increasing muscle protein synthesis via exercise or protein-based nutrition maintains a strong, healthy muscle mass, which in turn leads to improved health, independence and functionality. 



Low Normal Sarcopenic 

Normal 

Sarcopenia: In the Australian context 

Community dwelling older adults 
– ≥ 80 years - 31.6% women and 17.4% males (Volpato et al 2013) 
– In-patient acute care – 25.3% (Smoliner et al 2014) 
– In-patient acute care – 1 in 4 (Rossi et al 2014) 

 
Residential aged care 
– Geriatric nursing hospital - 32.8% (Landi et al 2011) 

 
 
 

Presenter
Presentation Notes
Of the total group 40 % had low muscle mass, 87% low muscle mass and 97% low physical performance40/102 (39%) meet diagnosis of sarcopenia by A or BMore men(45.2%) than women (36.7%) (p>.05). High GDS and more sitting time 38 (95%) have severe sarcopenia (both low muscle strength and low function)1 participant has normal strength and normal physical performance



Pushing back on disability 
Exercise and physical activity 
 
 
 
 
 
 
 
 
 
Physical and mental health benefits  
 

Level of disability 

Disease Status 

Age 



• Muscle mass & strength 
• Bone mineral density 
• Sleep profile 
• Capacity in ADL’s 

 
• Symptoms of disease 

• physical  
• mental  

•  Falls risk 
 

• Residual impact of training 
       => Reduced dependant care needs 
       => Prolonged independence 

However, some exercise is better than other in battling disability 
Progressive resistance and weight bearing exercise 



Sherrington C, et al. New South Wales public health bulletin. 2011;22:78-83. 

Falls prevention 

Recommendations 
1. Moderate to high balance challenge 
2. Sufficient dose to have and effect 
3. Ongoing 
4. General community and those at greater 

risk 
5. Group or home based 
6. Not walking alone 
7. Inclusive of strength training 
8. Beware of (other) risk factors 
 

Presenter
Presentation Notes
16  One hour long sessions in male and female adults very old adults (78 yrs) accessing respite care



Community-dwelling,  
healthy adults 

Presenter
Presentation Notes
Accompanied by a 1.5 kg inc in muscle mass and 0.7 kg Decr in fat massNo difference between Rt groups but significant differences to controlsSignificanceMuscle strength increased significantly ( p < .001) and similarly in the training groups compared to controls (HV, 51.0 ± 9.0%; ST, 48.3 ± 6.8%; CO, 1.2 ± 5.1%). Peak muscle power also increased with training ( p < .05), with no difference between training groups. The change in peak power was 50.5 ± 4.1%, 33.8 ± 3.8%, and 2.5 ± 3.9% in the HV, ST, and CO groups, respectively. Training also improved selected functional performance tasks in the HV and ST groups compared to controls ( p < .05), and the HV group reported improved quality of life ( p = .018).



+166%         +360%        +219%   

Outcomes 
Exercise: 
• SPPB 8.6 - 9.7; <.001 
• Isometric Leg Ext 67.8 – 90.5 kg; <.001 
• Sarc-F 2.6 - 2.0; <.05 
• EQ 5D 3L .79 - .83; <.05 
• GDS 2.8 – 2.4; < .05 
• MNA 13.2 – 12.9; <.05 
• MMSE 28.4 – 28.7; <.05 
• ABC 65.4 - 68.6; <.05 

Program – 26 weeks of twice weekly Resistance training + balance exercise for 
adults with aged care needs.  

Presenter
Presentation Notes
50% required transport30 did not start and 47 started but did not finish. Total 69%, and 78% retention once exercise startedGDS 0-9 normal, MNA 12-14 normal, MMSE >24 normal.



 
16 RAC facilities  
221 participants 
86.04 ± 6.77 years, 26.07 ± 24.60 months in care       
 
Adverse events:  
•Nil serious, 
•Minor muscle aches/pains only 
 

Adherence: 
•High 
 

Falls 
• 55% less falls at 12 month follow-up  
•Multiple falls  

•  2 – 4: 27% Con v 16% Ex 
•  >5: 19% Con v 8% Ex  

• Incident ratio: 2.91 Con v 1.31 Ex person yrs 

Residential aged care: The SUNBEAM Project 



Active@Home 
Personal care worker led in-home exercise program  



Prehabilitation 

Exercise undertaken by older adults prior to 
extended hospitalisation: 

 

⇒  Shortened recovery time and hospital 
stay 

⇒  Increased quality of life during recovery 
⇒  Decreased post-operative 

complications 
⇒  Increased functional ability post-

departure from hospital 
(Carli & Zarosky 2005) 

 

Silver J. 2014 Oncology Nurse Advisor 

Presenter
Presentation Notes
Reviewed a sparsity of researcher available in 2005 (N=7) to investigate the impact of exercise undertaken prior to surgical admission (prehab) with a specific target benefit of increasing the functional capacity of older individuals with the intention of reduce the associated loss of mobility and capacity post surgery and accelerating surgical recovery.  While showing no great benefit with orthopedic surgeries, in abdominal and cardiac surgeries patients presented with……..



Community Wellness & Lifestyle model of care 
 

Entry referral 

M-D Planning &  referrals  

Continued wellbeing &  
Stimulating activities 

 

Engagement options 

Social options  

Customer Support 

Educational options  10 Health Assessment 





Why SCC kept offering services 
• Replacing activity, exercise and therapy with sedentary behaviour can lead to accelerated losses in 

function, strength and balance (>10% per week) 
• Increased sedentary behaviour reduces functional reserves and increases the risk of infection and 

the escalation of new and existing disease markers 
• Self-isolation and the removal of social contacts can have significant mental health implications 
• Isolation and withdrawal among older adults is directly related to loneliness, depression, anxiety 

and a reduced quality of life.  
• That 4 months of self isolation, as is being advised by some GP’s, where people are sedentary for 

this period would significantly compromised physical, social and cognitive health and wellbeing.  
 
 



What CH&W service looked/look like 
 

• Community Health & Wellness Clinics are open 
• On-site - One 2 one services continue as per normal, 
• On-site – Group exercise sessions changed to: 

• 1 to 2 clients ratio in-doors, and 1– 4 clients outdoors 
• Then increased slowly. 

• Off-site - Allied health & therapy services were offered at a 
reduced rate 

• Our on-site social activities continued with no more than 10 
including the clinicians. 

• Offered a telehealth options 
 
 



What we need to do 
 
• Embrace the new normal and roll with the punches 
• Be resilient and focused 
• Look for opportunity (fund/CHSP relaxation) 
• Work together  
• Embrace innovation and new practice 
• Accept things may never be the same 

 
 



Thank you 
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