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Abstract
Despite the presence o f  a disability, special 
persons have the potential fo r health, safety and 
wellness to the same extent as those without 
disability. The near-normal lifespan o f  many 
people with disabilities and their involvement in 
family and community activities provide strong 
rationale for addressing their long-term health 
and wellness. This paper therefore seeks to 
review the question: “Can Disability, Chronic 
Conditions and Wellness Coexist? ” The need for  
and importance o f  exercise to people with 
disabilities and chronic health conditions 
towards maintaining the highest possible levels 
o f wellness in spite o f  their chronic condition 
a n d  d i s a b i l i t y  s ta t u s  are s t res sed .  
Recommendations were made for people with 
chronic health conditions and disabilities on the 
general guidelines for developing exercises and 
sports.

Introduction
Individuals with disabilities are interested in 
attaining and maintaining a healthy lifestyle. 
Participating in physical exercise and activity, 
maintaining good nutrition, managing stress, 
and creating social supports are important to 
prom ote health and w ellness. Finding 
appropriate activity, wellness, and health 
promotion information that pertains to their 
unique needs can be challenging for individuals 
with disabilities, their families, and service 
providers.
While disability and long-term conditions can 
involve pain or poor health, disability and health 
can and do coexist. Most people with disabilities 
are not sick. They are indeed healthy, when 
health is defined as the absence of illness and 
disease beyond disability. The assumption that 
health, wellness and disability cannot coexist is 
a myth. Providers who understand that people 
with disabilities can be healthy, active, and 
assertive participants and co-managers of their 
health and health care, can be of tremendous

assistance in helping people select and practice 
tailored health promotion behaviors and 
activities directed at increasing a person's level 
of well-being
Over 650 million people across the globe, 
representing 10 percent o f the world's 
population have one form of disability or 
another (United Nations, 2008). Disability is 
more common in developing countries than the 
developed ones, thereby increasing pressures 
and strains on these countries' social structures 
and health services (WHO, 2007). The number 
of people with disabilities is growing rapidly. 
Factors contributing to growth in population of 
people with disabilities include advances in 
health care and technology, survival of children 
and adults with acute and chronic illnesses and 
traumatic injuries including those associated 
with political, religious and ethnic conflicts 
around the world, and aging of the population 
(WHO, 2009). Many individuals with 
disabilities including those with severe 
disabilities are living normal or near-normal life 
spans (Vandenakker & Glass, 2001). It is 
therefore important to ensure that people with 
disabilities have the highest level of health and 
wellness.
Individuals with disabilities are interested in 
attaining and maintaining a healthy lifestyle. 
Participating in physical exercises and 
activities, maintaining good nutrition, managing 
stress, and creating social supports are important 
to promote their health and wellness. Finding 
appropriate activity, wellness, and health 
promotion information that pertains to their 
unique needs can be challenging for individuals 
with disabilities, their families, and service 
(Johnson, 2007).
Parks (2005) defined disability as “any 
restriction  or lack (resulting from an 
impairment) of ability to perform an activity in a 
manner or within the range considered normal 
for a human being”. The term disability reflects 
the consequences of impairment in terms of
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functional performance and activity by the 
individual and disability thus represents 
disturbances at the level of the person. While 
disability and long-term conditions can 
sometimes involve pain or poor health, disability 
and health can and do coexist. Health is defined 
as the absence of illness and disease beyond 
disability. It therefore follows that most people 
with disabilities are not sick; they are indeed 
healthy. The assumption that health, wellness 
and disability cannot coexist is a myth. Providers 
who understand that people with disabilities can 
be healthy, active, and assertive participants and 
co-managers of their health and health care, can 
be of tremendous assistance in helping people 
select and practice tailored health promotion 
behaviours and activities directed at increasing a 
person's level of well-being (Kailes, 2005).
June Kailes (2005), a disability advocate, posed 
an intriguing question: can disability, chronic 
conditions, health and wellness coexist? Newer 
models and definitions, however, view health as 
multidimensional with optimal health located 
within the context o f a person's nique 
circumstances. Thus, the ability to practice 
healthy behaviours even in the presence of a 
disability has led to a recent emphasis on the 
health and wellness of people with disabilities. 
Health and wellness must be recognized as 
important for those with a disability as for those 
without disability. Thus, efforts should focus on 
assisting people with disabilities to meet their 
individual potential for physical, social, 
emotional, and intellectual health. 
Understanding Human Behaviour 
The importance of being in possession of correct 
information relating to health and well being is 
not in doubt. We also know that the possession of 
correct information on health issues will not 
always lead a person to adopt healthful 
behaviours. We as humans are impelled to action 
for a variety of reason. The awareness of the 
reason or motive is of prime importance for the 
health care specialist, especially the health 
educator. It is therefore not enough that health 
educators are knowledgeable about matters that 
influence an individual's level of health at any 
given point in time. One of their primary 
responsibilities is to encourage behaviour 
patterns that will enhance the level of well being 
of an individual as well as discourage those 
patterns of behaviour that are destructive to his

well being. Incidentally, the health f^-AT.or 
must understand what motivates human 
behaviour. Alcohol, drug addiction, smoking, 
obesity, venereal disease, unwanted pregnancy 
,sedentary life style are just a few of the 
hundreds of the pathological states which result 
from human responses (behaviour), (Udoh, 
2002)
Chronic conditions and disability
Chronic conditions are persistent or recurring 
health consequences lasting for years. They are 
illnesses or impairments that cannot be easily 
cured. Chronic conditions can be major causes of 
illness, disability and even death. Some 
prevalent chronic conditions, such as sinusitis or 
hay fever, are generally not disabling; however, 
others such as heart disease, arthritis and 
poliomyelitis can cause significant limitations in 
people's ability to perform certain basic 
activities of daily living. In addition to medical 
services, people who have chronic conditions 
often need personal, social, or rehabilitative care 
over a prolonged period of time (National 
academy on an aging society, 1999). On the other 
hand, disability is an umbrella term that covers 
im pairm ents, ac tiv ity  lim ita tions, and 
participation restrictions. Impairments are 
problems in body function or structure; activity 
limitations are difficulties encountered by an 
individual in carrying out a task or function 
while participation restrictions are problems 
experienced by an individual in involvement in 
life situations. Disability is a complex 
phenomenon, reflecting an interaction between 
an individual and features of the society in which 
he or she lives (WHO, 2009).
Definitions of Health, Safety and Wellness 

The American Heritage Dictionary defines 
health as the overall condition of an organism at 
a given time. The eleventh edition of Merriam- 
Webster's Collegiate Dictionary defines health 
as "the condition of being sound in body, mind, 
or spirit; especially: freedom from physical 
disease or pain." In 1948, the Constitution of the 
World Health Organization (WHO) defined 
health as "a state of complete physical, mental, 
and social well-being and not merely the absence 
of disease and infirmity." This still widely used 
definition is broader and more positive than 
simply defining health as the absence of illness 
or disability. However, health also may be 
viewed as the active process used by individuals
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and ommurvaes to adapt to ever-changing 
environments. Health, like love or happiness is a 
quaLJI_°f life that is difficult to define and 
virtually impossible to measure. Health is 
defined differently among experts, but all 
definitions have a common theme: self 
responsibility and adopting a healthy life style. 
The ability to practice healthy behaviours, even 
in the presence of disability, has led to newer 
models of health. These newer definitions view 
health as multidimensional and see optimal 
health as defined within a given person's unique 
circumstances. Health is viewed as of one's 
potentials along various dimensions. Health 
includes a dynamic balance of physical, social, 
emotional, spiritual and intellectual factors. 
When this definition is used, disability poses no 
obstacle to maximizing health and one's 
potentials (Baltimore, Williams & Wilkins 
1997). When health is viewed not as the 
absence of disability or chronic conditions, but 
as the ability to function effectively in given 
environments, to fulfill needs and to adapt to 
major stresses, then, by definition, most people 
with disabilities is healthy.
The scope of health and safety of a worker 
includes protection of the worker's well-being, 
social and psychological as well as physical. 
Social well-being may be affected by the 
organization of work, such as space, working 
time patterns, isolation; psychological well­
being (psychosocial hazards). It may also be 
affected by factors such as workload and speed, 
stress at work, monotony, lack of social 
contacts, absence of collective representation 
and unfair remuneration. This definition is 
adaptable for the individual's situation in the 
home and in the community. Invariably, health 
and safety in the home and community can as 
well be defined as “a state of complete psychic, 
mental and social well-being and it does not 
merely consist of an absence of disease or 
infirmity within the home or community.
The International Labour Organization (ILO) 
and the World Health Organization (WHO) view 
health and safety in a working environment as 
the promotion and maintenance of the highest 
degree of physical, mental and social well-being 
of workers in all occupations; the prevention 
among workers of having to leave work as a 
result of health problems caused by their 
working conditions; the protection of workers in 
their employment from risks resulting from 
factors adverse to health; the placing and

maintenance of worker in an occupational 
environment adapted to his or her physiological 
and psychological capabilities; and in summary, 
the adaptation of work to the worker and of each 
person to his job. Health and safety is given a 
wider definition in the European Union context, 
thus going beyond the avoidance of accidents 
and prevention of diseases to include all aspects 
of the worker's well-being (Euro found 2010). 
Various researches have been conducted in the 
area of health and wellness behaviour of people 
living with disability. Ajala (2005) described 
wellness as any approach to health that focuses 
on balancing the many aspects, or dimensions, 
of a person's life through increasing the 
adaptation of health enhancing conditions and 
behaviours rather than attempting to minimize 
conditions of illness
Wellness has been defined as an approach to 
personal health that emphasizes individual's 
responsibility for well being through the 
practice o f health  prom oting lifestyle 
behaviours (Hurley and Schlaadt, 1992). It is 
many times referred to in a broader context than 
health which sometimes means only physical 
health. Expanding on the WHO (2009) 
definition of health and the commonly 
understood idea of well-being, the concept of 
wellness has been defined by the National 
Wellness Association as "an active process of 
becoming aware of and making choices towards 
a more successful existence." Wellness 
encompasses how people feel about various 
aspects of their lives. Six interrelated aspects of 
human life are commonly known to comprise 
wellness:

- Emotional wellness refers to awareness, 
sensitivity, and acceptance of feelings 
and the ability to successfully express 
and manage one's feelings. Emotional 
wellness enables people to cope with 
stress, maintain satisfying relationships 
with family and friends, and assume 
responsibility for their actions.

- In tellectual w ellness em phasizes 
know ledge, learn ing , creativ ity , 
problem solving, and lifelong interest in 
learning and new ideas.

- Occupational wellness relates to 
preparing for and pursuing work that is 
meaningful, satisfying, and consistent 
with one's interests, aptitudes, and 
personal beliefs.

- Physical wellness is more than simply
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freedom from disease. The physical 
dimension of wellness concentrates on 
prevention of illness and encourages 
e x e r c i s e ,  h e a l th y  d i e t ,  an d  
knowledgeable, appropriate use of the 
health care system. Physical wellness 
requires individuals to take personal 
responsibility for actions and choices 
that affect their health. Examples of 
healthy choices include wearing a 
seatbelt in automobiles, wearing a 
helmet when cycling.

- Social wellness is acting in harmony 
with nature, family, and others in the 
community. The pursuit of social 
wellness may involve actions to protect 
or preserve the environm ent or 
contribute to the health and well-being of 
the community by performing volunteer 
work.

- Spiritual wellness involves finding 
meaning in life and acting purposefully 
in a manner that is consistent with one's 
deeply held values and beliefs.

The concept of wellness is broader and includes 
more facets of human life than the traditional 
definition of health, and the two differ in an 
important way. When defined as the absence of 
disease, health may be measured and assessed 
ob jectively . For exam ple, a physical 
examination and the results of laboratory testing 
enable a physician to determine that a patient is 
free of disease and thereby healthy. In 
comparison, wellness is a more subjective 
quantity and is more difficult to measure. The 
determination of wellness relies on self- 
assessment and self-reports. Furthermore, it is 
not necessarily essential that individuals satisfy 
the traditional definition of good health to rate 
themselves high in terms of wellness. For 
instance, many people with chronic (ongoing or 
long-term) conditions—such as diabetes, heart 
disease, or asthma—or disabilities report high 
levels of satisfaction with each of the six 
dimensions of wellness. Similarly, people in 
apparently good health may not necessarily give 
themselves high scores in all the six aspects of 
wellness.
Can Disability, Chronic Conditions, Health 
and Wellness Coexist?
This question has broad and significant 
implications on the quality of life for people with

chronic conditions and disabilities. Depending 
on personal beliefs, values and current 
experience, people often emphasize one aspect 
over another in their own perceptions of health. 
Traditional definitions describe health and 
disability at opposite ends of a single health 
continuum. Such definitions lead many people 
to view health and disability as mutually 
exclusive of each other, an either/or proposition. 
This view must be examined, as it has damaging 
and lasting effects on people who live with 
disability and chronic conditions. Many people 
with disabilities have unfortunately learned to be 
passive, if not completely disengaged, where 
questions of their own health and well being are 
concerned. Many see health as just one more 
thing beyond their control, something they 
cannot change or influence ( Kailes, 2005).
The assumption that persons with chronic health 
conditions or disabilities cannot “function well” 
within the community or are unhealthy, leads to 
feelings of despondency and resignation to 
“cruel fate” not only on the part of the persons 
living with the disabilities but more on the parts 
of their immediate family members as well as 
people in their communities. Experience has 
shown that this is largely responsible for parents 
of children living with disabilities or other 
chronic health conditions resigning to fate, 
hopelessly abandoning the children and 
therefore denying them the opportunities 
available for their physical, psychological and 
intellectual development. This condition is 
further helplessly accepted by persons living 
with disabilities and chronic health conditions 
not because they are comfortable with it but 
because they have been conditioned by their 
environment to believe that is their lot.
Health care providers, like many others, are not 
free of the common disability stereotypes which 
.cause discrimination and environmental and 
attitudinal barriers that people with disabilities 
encounter daily. Health providers, like society at 
large, have the same, if  not stronger, 
misunderstandings about the health of people 
with disabilities. People working in medical 
settings constantly have these stereotypes 
reinforced, often because they are only exposed 
to people with disabilities and chronic 
conditions who are indeed sick. People with 
disabilities often get asked by health providers 
or curious new acquaintances, "when did you
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lirsfgefsicM^'fnstead of, "how are you doing?" 
Even in those situations where people are 
experiencing poor health, chronic fatigue or 
pain, they don't want to be asked how they feel 
all the time as often asked people with 
disabilities (Nosek, 1992).
Physical exercise, good nutrition, stress- 
management and social support are important 
for everyone, but they are actually more critical 
for people with disabilities who sometimes have 
been described as having "thinner margin of 
health" (Becker and Mauro, 1994). This does not 
imply that people with disabilities are sick. It 
means that people with disabilities are more 
vulnerable and more susceptible to certain 
health and secondary conditions depending on 
their disability. For instance, some people with 
spinal cord injuries are more likely to have to 
deal with pressure sores, urinary tract infections 
and kidney conditions.
Health promotion activities are critical for 
people with disabilities who are prone to have a 
more sedentary lifestyle and have a tendency for 
under, over, or misuse of various muscle groups. 
Although we cannot yet replace the cells we lose 
as we age, research shows us that we can 
improve the efficiency of the remaining cells by 
staying as flexible as possible and by 
challenging our heart, lungs, and muscles to 
maximize in strength and endurance through 
exercise (Ontario federation for cerebral 
palsy,2011)
Healthcare workers and other professionals 
supporting persons with disabilities need to 
tailor exercises and sports to the specific needs 
of their clients rather than employing a one-size - 
fits-all approach for all clients with disabilities. 
Whatever resistance training programmes are 
being developed for persons with disabilities, 
there is the need to identify the specific and 
general needs of the beneficiaries of such 
program m e. P eop le w ith  d isa b ili tie s  
particularly need exercises and sports.
Planning Exercises and Sports for Special 
People
Maintaining a high level of fitness among 
persons with physical disabilities has even 
greater importance than in the general 
population, because a loss in strength could 
erode a person's ability to care for himself, work, 
recreate or engage in community events (i.e,

attend worship services, socialize with friends). 
Persons with physical disability would benefit 
greatly from participation in resistance training 
programmes and would have a greater 
likelihood of maintaining their physical 
function and independence (Ferketish,Kirby,& 
Alaways, 1998)
As persons with physical disabilities age, the 
interaction between the natural aging process 
and the disability creates a demanding physical 
environment. Tasks that could be accomplished 
in younger adulthood become major barriers in 
middle and later adulthood. Climbing stairs, 
walking with a cane or walker, carrying 
packages, transferring from a wheelchair to a 
bed, commode, chair or car, pushing a 
wheelchair up a ramp or over a curb cut, 
standing for long periods of time, become 
difficult or impossible tasks.
Many persons with physical disabilities are de- 
conditioned and lack adequate muscular 
strength and endurance (Rimmer, 1994; 
Rimmer, Rubin, Braddock, and Hedman, 1999). 
Fitness professionals can play an important role 
in improving the health of persons with physical 
disabilities by developing resistance training 
programmes that will assist them in maintaining 
adequate levels of muscular strength and 
endurance (Rimmer, Pitetti, & Braddock, 1996). 
The physical challenges that many people with 
disabilities are faced with on a daily basis are 
exacerbated by poor strength levels. If persons 
with physical disabilities are unable to transfer 
from their wheelchair to their car, or walk from 
their home to the bus stop or train station, they 
will have difficulty working and participating in 
social and community events. This will impose a 
substantial physical and psychological hardship 
and will reduce the person's overall quality of 
life (Rimmer, Braddock, & Pitetti, 1996). 
Improving strength levels in persons with 
physical disabilities is, to some extent, even 
more important than in the general population. A 
comprehensive strength training programme 
could provide persons with physical disabilities 
greater confidence in accomplishing more 
physically demanding tasks, and greatly 
improve their ability to overcome physical 
barriers in their environment. Strength 
improvements will ultimately result in greater 
freedom and physical independence.
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Healthcare workers need to develop resistance 
training guidelines for persons with physical 
disabilities. Apart from focusing on associated 
conditions and general resistance training 
guidelines, they also need to develop guidelines 
for specific disability groups. There are five 
main disabilities that need to be addressed - 
spinal cord injury, multiple sclerosis, post-polio 
syndrome, cerebral palsy, and stroke - the 
guidelines may also be useful for other types of 
physical disabilities that have similar movement 
limitations (spina bifida, amputations and brain 
injury).
There are several factors that must be considered 
when prescribing resistance exercise to persons 
with physical disabilities. Resistance exercise is 
designed to achieve maximum muscular 
involvement. Inherent in the effectiveness of 
resistance exercise, is the relationship between 
the intensity required of the athlete and the 
volume of resistance work involved. Resistance 
exercises are typically carried out through the 
use of specialized machines that are designed to 
permit control of the entire force-generating 
movement. Most importantly, the resistance 
training programme will depend on the severity 
of the disability and its associated conditions. 
Some clients will be able to train at very high 
intensity levels, while others will only be able to 
perform at minimal levels of resistance (i.e., 
lifting a body part against gravity). The training 
load (number of sets and repetitions, frequency, 
rest interval between sets) will also vary in 
persons with similar and different types of 
physical disabilities. For example, two 
individuals with multiple sclerosis may require a 
completely different training regimen because of 
the type of multiple sclerosis, length of time they 
have had the condition, and their age. On the 
contrary, two individuals with stroke and 
cerebral palsy may have a similar programme, 
because they exhibit the same associated 
conditions (i.e, non-progressive hemiplegia, 
spasticity) and are at the same baseline level of 
strength.
A major determinant of training volume is the 
amount of muscle mass that is still functional. 
Persons with paralysis, hemiplegia, impaired 
motor control, or limited joint mobility have less 
functional muscle mass and will therefore 
require a lower training volume. For individuals 
who cannot lift the minimal weight, certain

resistance machines, resistance bands or cuff 
weights are recommended. If bands and cuff 
weights are too difficult, use the person's own 
body weight as the initial resistance. For 
example, lifting an arm or leg for 5 to 10 seconds 
may be the initial starting point for clients with 
very low levels of strength. The training load 
will also depend on the 'type of disability. In 
general, individuals who do not have a 
progressive disorder (i.e., spinal cord injury, 
cerebral palsy) will be able to work at higher 
intensity levels than persons with progressive 
disorders (i.e., multiple sclerosis, post polio). 
Training volume will also depend on the person's 
health status. For example, a person with stroke 
and hypertension should not perform high 
intensity exercise. Individuals who are seizure- 
prone or fatigue easily require a reduction in 
training volume. Many individuals with physical 
disabilities who have been inactive for much of 
their lives need only a small amount of resistance 
exercise during the initial stage of the 
programme to obtain a training effect. How 
quickly a person is able to progress during the 
conditioning stage will depend on the person's 
health status. For individuals who start out at 
very low levels o f strength, significant 
improvements can be made with very light 
resistance.
Modes of resistance exercise
Modes of resistance exercise consist of three 
general categories: free weights, portable 
equipment (i.e., elastic bands, tubing), and 
machines. Any of these modalities is acceptable 
for improving strength levels except in cases 
where the individual is at risk of injury. For 
example, persons with multiple sclerosis and 
cerebral palsy often have impaired motor control 
and may have a higher risk of dropping a free 
weight or having an elastic band snap back too 
quickly. When an instructor feels that the 
resistance mode presents a danger to the client, 
the exercise routine should be either adapted (i.e, 
securing the weight to the hand, changing the 
movement) or substituted with a safer piece of 
equipment.
Some experts argue that free-weight exercises 
have greater value for persons with physical 
disabilities because the resistance can be tailored 
to resemble a functional daily activity (Lockette, 
1994). Free weights also require the action of 
stabilizing muscles around the torso and joints
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while lifting and lowering the resistance, which 
are muscle groups that need strengthening in 
persons with physical disabilities in order to 
maintain the ability to perform ADL and IADL. 
However, free weights require good trunk 
stability and may be difficult to perform in 
individuals who have severe limitations in motor 
control and coordination.
In clients with very low strength levels, gravity- 
resistance exercise may be all that the person is 
capable of doing. Performing 8-12 repetitions of 
a certain movement, such as abducting an arm or 
extending a leg, may be a good entry point. These 
exercises can be used with extremely weak 
musculature while other modes of resistance 
exercise can be used with stronger muscle 
groups. Once an individual is able to complete 8- 
12 reps of a gravity-resistance exercise, the 
person could progress to free weight, bands or 
machines. If a client is unable to move a limb 
against gravity because of extreme weakness 
(often seen in the late stages of multiple sclerosis 
or in person with high-level quadriplegia), the 
instructor could place the limb in a certain 
position (i.e., should abduction) and have the 
client hold the position isometrically for a few 
seconds or longer.
Active-Assistive exercise may be required for 
certain individuals who do not have enough 
strength to overcome the force of gravity. The 
instructor can assist the client in performing the 
movement by providing as much physical 
assistance as necessary to complete the 
repetition. At various points in the concentric 
phase (against gravity), the instructor may have 
to help the client maintain the resistance. During 
the eccentric phase (with gravity), the instructor 
controls the movement so that the weight is not 
lowered too quickly. In many instances, active- 
assistive exercise can be used with severely 
weak musculature while active resistance 
exercise (performed without assistance) can be 
used with stronger muscle groups.
Finally, it is important to summarize major 
components of Resistance Training Guidelines 
for Persons with Physical disabilities thus:

- Know and understand the pathology of 
each condition and how it may interact 
with a resistance training program (i.e., 
progressive disorders often result in 
increased weakness and high levels of 
fatigue).

- Determine which muscle groups are still 
functional (neurological innervations)

and which muscle groups are weak 
(paresis) or paralyzed (paralysis). 
Determine the progression of resistance 
exercise through consultation with the 
client's physician, physical therapist or 
qualified health provider. With certain 
individuals, the progression may vary 
regularly because of exacerbations that 
occur throughout the person's lifetime. 
Periods of exacerbation may require the 
instructor to return to baseline or below 
baseline levels of strength.
Focus on muscle groups that are essential 
for performing activities of daily living 
(ADL) (i.e., dressing, showering) and 
instrumental activities of daily living 
(IADL) (i.e., ambulation, doing laundry, 
and grocery shopping) at a much earlier 
rate than the general population 
(Freedman and Martin, 1999; Sherwood, 
1999). For ADL (i.e., shoulder 
abductors for combing hair and dressing) 
and IADL (i.e., triceps and forearm and 
shoulder stabilizers for wheelchair 
transfer).
Make sure that blood pressure and heart 
rate responses remain in a safe zone.

- Make sure that associated conditions 
( i . e . ,  a u t o n o m i c  d y s r e f l e x i a ,  
hypertension) are dealt with properly.

- Make sure that exercise facility is 
accessib le for w heelchair users. 
Guidelines can be obtained from the 
Americans with Disabilities Act.

Health and Safety Issues to Consider 
Certain health and safety issues must be 
addressed in all exercise activities.

- Participants should drink plenty of water 
before, during, and after exercise. The 
exact amount will depend upon a number 
of factors including temperature, 
humidity, and length of the workout.

- Clothing and footwear appropriate for 
each specific exercise program should be 
worn at all times. Apparel that could 
cause an accident and/or injury should be 
avoided (e.g.: loose gowns or trousers 
that could get caught in the chain of a 
bicycle). Head gear and knee and elbow 
pads may be needed in some activities. 
Extra precautions should be taken for 
strenuous outdoor activity during times 
of extreme heat or cold. The amount of 
time exercising often must be adjusted
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for extremes of heat, cold and high 
humidity. The length and intensity of the 
workout should decrease as the 
temperature and humidity increase.

- If exercising outdoors, care should be 
taken to wear the appropriate clothing 
depending upon the weather. Clothing 
should be layered so that items1 can be 
removed or replaced if the participant 
becomes too warm or too cold.

- If exercising outdoors at night or in poor 
visibility, use brightly colored clothing 
and/or reflectors on shoes, bicycles or 
wheelchairs.

- Medications can alter the body's 
response to an exercise programme. 
Individuals should be familiar with how 
the i r  m e d ic a t i o n  a f fec t s  the i r  
participation in an exercise program or 
they need to consult their physician or 
health care provider about this.

- Weight bearing and joint flexing 
exercises must be done with caution by 
persons with significant contractures 
and/or loss of bone density.

Conclusion
When health care providers take the time to 
e x p l o r e  an d  u n d e r s t a n d  n e g a t i v e  
misconceptions and stereotypes surrounding 
disability, many will be discarded. Providers 
who invest time in understanding issues related 
to the health, wellness, and health care needs of 
people with disabilities can be strong supporters 
and advocates. Providers need to encourage 
people with disabilities to be healthy and active, 
as well as ensure participants and co-managers 
of their health and health care. The ability to 
practice healthy behaviours, even in the 
presence of disability, has led to the conclusion 
that Disability, Chronic Condition and Wellness 
can actually co-exist.
Unfortunately health promotion and preventive 
health care has received little attention, in part 
due to the strong perception that health and 
disability are mutually exclusive. As a person 
with disability puts it, "The lack of knowledge 
and understanding on the part of health care 
professionals concerning my disability and how 
it is affecting me as I age is extremely 
frightening to me. We are tired of reacting to pain 
and stiffness rather than preventing them."
The inability of people with disabilities to get

helpful information regarding what types of 
exercises is best suited to their specific 
limitations is exasperating. This information gap 
is extremely troubling given the vast amount of 
existing evidence that indicates that many 
physical difficulties which accompany aging in 
people without disabilities can be prevented or 
lessened by exercise. Although good health 
habits, including exercise, do not guarantee a 
long life, they do greatly increase chances for a 
good quality of life.
Everyone agrees that exercise and good 
nutrition is important, but helpful and specific 
information for people with disabilities is 
difficult to find. Although scarce, scientific and 
practical information does exist, it is poorly 
organized and spread over a wide range of 
disciplines. Answers that will help people with 
disabilities deal with these issues are needed. It's 
up to you to help fill these research, service and 
information gaps! The ball is in our court! 
Recommendations
The following recommendations were made:

a) Physical activity guidelines apply to all 
people although those with disabilities 
may need to work with their health care 
providers to understand the types and 
amounts of physical activity appropriate 
for them.

b) Healthcare providers should determine 
adaptations needed to ensure safe 
participation in activities and use of 
exercise equipment.

c) If fitness centers, formal exercise 
programme, or formal physical activity 
programme for people with disabilities 
do not exist or are not available, 
alternative approaches can be used 
successfully.

d) Importance of healthy food intake and 
need for adequate fluid intake should be 
stressed.

e) In monitoring of weight, blood glucose 
and lipid levels should be encouraged.

f) Health information in accessible formats 
preferred by the individual with a 
disability should be provided.

g) People with disabilities to identify, 
locate, and evaluate accessibility of 
screening sites or imaging centers 
should be assisted.
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