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Ageing and transitions
The Seven Ages of Man
All the World’s a Stage
Shakespeare, S.
As You Like It (Act 3, Scene 7)

William Mulready
1786 - 1863

The potential of physical activity
• Summary
• Transitions and
lifestyle change
• Those described as
being “in Transition
• Transition towards..?

• Potential triggers
and moments
• Inequalities – a
heterogenous
population
• Access to support
and services

1. Transitions and lifestyle changes
• Retirement/remaining in work
(by choice or necessity)
• Other “occupations”
• Relationships, becoming single
“We're fed up with boomerang
(through bereavement or
kids... say the parents”
choice)
• Empty nesting or 'boomerang'
• Relocation and downsizing children coming home after
studying
moving home “coast and
country seekers”
• Two million men and a million
women aged 20 to 35 live with
• Move to supported living and
their parents
residential care
• Empty nesting or “Boomerang
kids”

Changing employment patterns
• Retirement and ………
• Significant transition point
• Reduction in physical
activity and increase in
sedentary behaviour
(especially manual labour)
• (accounting for loss of
workplace travel)
(CAB in Press)
• Loss of social connections
(esp. women)
(Sports Council 2006)

• Remaining in (part time)
employment by choice or
necessity
• Gender differences
• Access to occupational
health?
• What is included in preretirement education?

Relocation and “lapse”
For those who are active?
• Break in routine, habits and
networks
• Maintenance depends on
– Confidence to seek out new
opportunities

– Access to opportunities
“places and spaces”

• Lapse (temporary) - starting
again is difficult and becomes
relapse (permanent)

Transition towards loneliness
• Change that causes loss of
personal and social
networks
• In later life the quality of
relationships more
important than number
• Difference between being
lonely and alone

• Emotional/social loneliness
• Physical health (increased
mortality by 26%, CHD and
Stroke, on-set of disability)
• As great as cigarette
smoking
• Physical activity and social
networks as an important
motivator

https://www.campaigntoendloneliness.org/about-loneliness/

Transitioning in Later Life
“To manage change as we age”
• Advice on financial planning but …..
Little resource or knowledge on
how to plan emotionally and
psychologically for this time
• Shift from from firefighting to
prevention and a holistic, personcentred approach
gulbenkian.pt/uk-branch/our-work/transitions-in-later-life/

Increased care giving
• Older people supporting
older relatives
• Informal careers 2.5 times
more likely to experience
psychological distress than
non-carers,
• working carers are two to
three times more likely to
suffer poor health than
those without caregiving
responsibilities.
Foresight report (2015)

• Predominantly women
• Not trained in moving and
handling
• Increased risk of injury
caused by lifting, supporting
movement of others
• Messages and skills related
to function, strength,
balance and posture?
• (Centre for Ageing Better in press)

Supporting carers – Cumbria NHS
• Educational events - self-care
• Providing messages and skills
related to own physical
function and that of care
recipient
• Assessment and awareness
on function, strength,
balance and posture?
• “Fit to care” through a mini
Functional Fitness MOT

Grand-parenting role
“Keeping up with the
grandchildren”
(Finch 1997, Scottish
Government 2012)

“Backward chaining” in
falls exercise classes

Retirement into volunteering
Strong evidence of benefits
• Social health and
connections
• Mental health (depression)
• Physical health (lower
mortality, lessen symptoms
of chronic pain, reduce the
risk of heart disease, lower
blood pressure)

• Variety of volunteering
roles
• (Peer) mentoring
• Buddying
• Befriending
• Organising
• Passing on skills
(leadership and
coaching)

Volunteering and health
• Peer to peer mentoring
• Participant outcomes
after 6 months
• Increased confidence,
vitality and social wellbeing and life satisfaction
• 3 x trips pw out of home
• Significant improvements
in lower limb strength

ACE
ACTIVE CONNECTED ENGAGED
OUT AND ABOUT IN BRISTOL

Volunteering and health
Volunteer mentors reported
• A sense of belonging to the
ACE Activator team
• Increased confidence in
overcoming their own barriers
to engaging
• Increased participation in new
activities
• Sense of achievement and
worth
• Increased vitality and social
well-being and life satisfaction

ACE
ACTIVE CONNECTED ENGAGED
OUT AND ABOUT IN BRISTOL

Coping with change and inequalities in later life
Health (income and SES) •
Eg Planning ahead for care

Financial security
Eg women

Social connections
Eg, people to turn to

•
•
•
•
•

Attitudes
Thriving Boomers
Downbeat Boomers
Can Do and Connected
Worried and
Disconnected
Squeezed Middle Aged
Struggling and Alone

(Centre for Ageing Better
2015)

2. Those “in transitions” (DH 2001)
• Those transitioning
from
• Good to poor health
(Long term conditions)

• Independence to
dependence (Functional
Health)
•

Wellness to frailty
(including cognition)

Potential to reverse loss and
decline

From good health to poor health
• Major events (MI, Stroke,
Fall)
• Longer gradual journey into
disease
• Involve physical,
psychological and cognitive
health
• Prevention, treatment and
care
“Living well with”
“Exercise is Medicine”

• Referral pathways from
health services into
exercise programmes
• Major interventions
(education, support
groups) by medical
charities
• Increase in skills and
knowledge amongst
exercise specialists
• Appropriate dose tailored
to the individual

Insights – perceptions and barriers
Perceptions
Not for people like me!”
• Associations
Exercise = pain
physical activity =
housework
• Intrapersonal/intrinsic
barriers are greatest
• Pain not addressed
through potential to
improve symptoms

Barriers
• Pain (before, during, after) 59%
• Tired (before, during, after) 40%
• Breathlessness (before,
during, after) - 36%
• Lack of motivation - 33%
• What sort/type to do - 33%
• Fear of hurting themselves 28%

(Britain Thinks – on behalf of the Richmond Group 2015)

Insights - messages and language
• Strong - non-intimidating
and inclusive

• Speak to everybody
• Aspirational
• Credible – achievable
but realistic
• Active, mobile, moving

• Weak unrealistic challenge the reality of
my life
• Get fit?
• Make friends, have fun?
• Physical activity a pain
killer?

Consistent with other qualitative research
across the older population?

From independence to dependence
“Functional Fitness
performance is having the
physiological capacity to
perform normal everyday
activities, safely and
independently without
undue fatigue”.
(Rikli @ Jones 1999)

• After 30 – 35, loss of
strength, power,
balance and
coordination @ 10% per
decade
• Function halved by 80!
• Accelerated by
inactivity and sedentary
behaviour
• Can be reversed

Loss of normal everyday activities
Independence and mobility
“Doing what I choose to do”
“Getting out and about” to
visit friends
Go to a place of worship
Cinema, theatre
Using public transport
Cross the road when the
lights are red

Activities of Daily Living
• Cutting toe nails
• Shopping
• Walking 400 yards
• Using steps
• Rising from a chair

Transitional moments - Life Curve ™

Research and practice into function and decline in ADLs

Then from wellness to frailty
• Sarcopenia (“Flesh Poverty”)
• Decrease in strength, power
and lean body muscle mass
• Concomitant with increase in
fat mass
• Total body weight may not
change
Is not inevitable and is
reverseable!

Three dimensions of Human Frailty
Time

HUMAN
FRAILTY
Disease
(Long term
conditions)

Disuse
(Spirduso W 1995)

Towards cognitive impairment and dementia
• Physical activity and the brain
• Increased blood flow (oxygen and
glucose) to the brain
• Enhancement of growth factors and
neuronal plasticity
• Increase/improve neuronal
connections
• Plaques, Tau and Telemeres

What is good for the heart is good for the brain !

Transitioning towards dementia
• Practice guidelines
American Academy of
Neurology (2018)
• Exercise slows and reverses
Mild Cognitive Impairment
(Peterson et al 2017)
• Better than cognitive
training and
pharmacological
interventions
• Delays onset of dementia
(Forbes et al 2015)

• Physical activity and
exercise
• 2 x per week for 6 months
• Increased blood flow
(oxygen and glucose) to
the brain so ……
• Aerobic activity and
strength activities in
particular
• Multimodal physical
activity

Cognition and movement
• MCI and dementia
research from Japan
• Programme of
movement skills,
cognitive stimulation
therapy, social
interaction activities
• Bilaterally asymmetrical
movement patterns
• Left and right hand sides
of brain separately
process information

Implications - social care costs
• £100 billion pa = NHS annual costs
(including formal self funded £10.5 B+ and
informal caring £6 B+)
• Mean care needs of a person almost double
between age 65 and 75, and triple between
age 65 and 85.
• Centre for Ageing Better (2017)

Ageing and transitions?
• “The sixth age shifts Into the lean and
slippered Pantaloon, with spectacles on
nose, and pouch on side, his youthful hose,
well saved, a world too wide for his shrunk
shank; and his big manly voice, turning
again toward childish treble, pipes and
whistles in his sound.”
• “Last scene of all that ends this strange
eventful history, is second childishness, and
mere oblivion, sans teeth, sans eyes, sans
taste, sans everything.”

3. Transition towards independence?
• The same “dose” affects
health, physical and
cognitive function
• Clarity – what’s required
“Disability, dementia and
frailty can be prevented or
delayed”.
• UK Institute for Health and Care
Excellence (NICE 2015)

Potential to reverse
loss and decline

Sedentary Behaviour


No standing activity leads to active loss of
bone and muscle
– 1 wk bed rest  leg strength 20% & spine bone
mineral density 1%
– 3 wks bed rest  aerobic capacity equivalent to
30 years of ageing





Nursing home residents and spend 80-90%
of their time seated or lying down
Hospital rehabilitation wards, bed rest and
deconditioning

Krolner 1983; McGuire 1966, 2001;
Tinetti 1988; Skelton 2001; Beyer 2002

Sedentary behaviour health risks
• In older adults (>60 years old),
• increased sitting time has been found to be
significantly associated with:
– Reduced muscle strength
Reduced function (eg. chair rise ability, TUG)
– Reduced bone strength
– Increased falls and fear of falling
– Lower quality of life
– Cognitive decline over 8 years
– Reduced white matter integrity in the brain
(Chastin et al. Bone, 2014, Copeland et al. BJSM, 2017)

Self reported sitting
compared to < 2hrs,
> 4hrs TV viewing
= 46%  risk of all
cause mortality
= 80%  increased
risk with
cardiovascular
disease mortality
(Dunstan, et al., 2010).

Harvey J, Chastin SFM, Skelton DA. IJERPH, 2013

Focus – from sedentary behaviour,
strength and balance
Older adults (65+)
• should minimise the amount of time spent
being sedentary (sitting) for extended
periods.
• Older adults should also undertake physical
activity to improve muscle strength on at
least two days a week.
• Older adults … should incorporate physical
activity to improve balance and coordination on at least two days a week.
Start Active Stay Active,
(DH 2011)

How important are strength and balance?
Key transition stages
when engagement with
strength and balance
activity become
important

• Diagnosis of disease or
following disease
“events”
• On retirement
• Becoming a carer
• Following hospitalisation
(Centre for Ageing Better in
Press)

How important? - mobility
“…… it is logical and possibly
safer to suggest that older
adults whose mobility is
compromised start by
increasing their strength
and improving their balance
before embarking on
aerobic training”.
WHO World Report on Ageing
and Health (Oct 2015)

Author,
year

Effect
size (95% CI)

Barnett, 2003
Bunout, 2005
Buchner, 1997
Campbell, 1997
Campbell, 1999
Campbell, 2005
Carter, 2002
Cerny, 1998
Day, 2002
Ebrahim, 1997
Faber, Functional walking, 2006
Faber, Tai Chi, 2006
Green, 2002
Hauer, 2001
Korpelainen, 2006
Latham, 2003
Li, 2005
Lin, 2007
Lord, 1995
Lord, 2003
Liu-Ambrose, Resistance, 2004
Liu-Ambrose, Agility, 2004
Luukinen, 2007
McMurdo, 1997
Madureira, 2007
Means, 2005
Morgan, 2004
Mulrow, 1994
Nowalk, Resist./Endurance, 2001
Nowalk, Tai Chi, 2001
Protas, 2006
Reinsch, 1992
Resnick, 2002
Robertson, 2001
Rubenstein, 2000
Sakamoto, 2006
Schoenfelder, 2000
Schnelle, 2003
Sihvonen, 2004
Skelton, 2005
Steinberg, 2000
Suzuki, 2004
Toulotte, 2003
Voukelatos, 2007
Wolf, Tai Chi, 1996
Wolf, Balance, 1996
Wolf, 2003
Woo, Tai Chi, 2007
Woo, Resistance, 2007
Overall (I-squared = 61.5%, p = 0.000)

0.60 (0.36, 0.99) 1.88
1.22 (0.70, 2.14) 1.67
0.61 (0.40, 0.94) 2.21
0.68 (0.52, 0.89) 3.13
0.87 (0.36, 2.10) 0.88
1.15 (0.82, 1.61) 2.74
0.88 (0.32, 2.41) 0.70
0.87 (0.17, 4.29) 0.31
0.82 (0.70, 0.97) 3.80
1.29 (0.90, 1.83) 2.64
1.32 (1.03, 1.69) 3.31
0.96 (0.76, 1.22) 3.34
1.34 (0.87, 2.07) 2.21
0.75 (0.46, 1.25) 1.89
0.79 (0.59, 1.05) 3.05
1.08 (0.87, 1.35) 3.46
0.45 (0.33, 0.62) 2.87
0.67 (0.32, 1.41) 1.13
0.85 (0.57, 1.27) 2.38
0.78 (0.62, 0.99) 3.38
1.80 (0.67, 4.85) 0.72
1.03 (0.36, 2.98) 0.65
0.93 (0.80, 1.09) 3.85
0.53 (0.28, 0.98) 1.48
0.48 (0.25, 0.93) 1.34
0.41 (0.21, 0.77) 1.40
1.05 (0.66, 1.68) 2.04
1.26 (0.90, 1.76) 2.75
0.96 (0.63, 1.46) 2.27
0.77 (0.46, 1.28) 1.88
0.62 (0.26, 1.48) 0.88
1.24 (0.77, 1.98) 2.04
0.71 (0.04, 11.58)0.11
0.54 (0.32, 0.91) 1.84
0.90 (0.42, 1.91) 1.11
0.82 (0.64, 1.04) 3.34
3.06 (1.61, 5.82) 1.40
0.62 (0.38, 1.00) 1.98
0.38 (0.17, 0.87) 0.98
0.69 (0.50, 0.96) 2.81
0.90 (0.79, 1.03) 3.97
0.35 (0.14, 0.90) 0.80
0.08 (0.00, 1.37) 0.10
0.67 (0.46, 0.97) 2.56
0.51 (0.36, 0.72) 2.67
0.98 (0.71, 1.34) 2.86
0.75 (0.52, 1.08) 2.58
0.49 (0.24, 0.99) 1.22
0.78 (0.41, 1.48) 1.41
0.83 (0.75, 0.91) 100.00
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Supportive social environments
• Physical activity and age “friendly”
• Services – especially those in contact with
older people (home care, sheltered housing
and residential care) but mostly without a
physical activity background
• Individuals - significant others, peers, families,
friends

Supportive “active environments” (PHE 2015)
• “Walkable” environments and Active
Transport increase physical activity (TFL 2015)
• Perceptions of community and
neighbourhood safety (JAPA 2005)
• Even pavements, open spaces, tables and
seating/benches in public places, safe cycle
lanes, restrictions on car use. Healthy Design
(2014), Transport for London (2017

• Built environment and well being in residential
care (McIntyre, L.J et al 2017)

Ageing and transitions
Thank you for listening
(references
available on request)

Bob.laventure@laterlifetraining.co.uk

