
Therapeutic Recreation Journal  VOL. XLVI, NO. 4   pp. 245-267   2012

Barbara Wilhite is a recreation therapist at HealthSouth Rehabilitation Hospital of Vineland, NJ.

Gregory Biren is an assistant professsor  in the Department of Health and Exercise Science, Rowan Uni-
versity.

Leslie Spencer is a professor in the Department of Health and Exercise Science, Rowan University.

This research was supported in part by a grant from the New Jersey Council on Developmental Disabili-
ties. This study was conducted while Barbara Wilhite was with The Family Resource Network. The 
authors gratefully acknowledge Chris Lacke, Ph.D., Rowan University for his assistance with statisti-
cal analyses and the many participants and students who have taken part in Get FIT.

Send correspondence to Barbara Wilhite at HealthSouth Rehabilitation Hospital, 1237 W. Sherman Av-
enue, Vineland, NJ 08360, Barbara.Wilhite@healthsouth.com

Fitness Intervention for Adults with 
Developmental Disabilities and their Caregivers

Barbara Wilhite
Gregory Biren
Leslie Spencer

Abstract

Persons with intellectual and developmental disabilities (IDD) and their 
caregivers completed a 12-week fitness intervention. The intervention was a 
collaborative venture between a nonprofit organization serving persons with IDD 
and their families, a state developmental disabilities agency, and a university health 
and exercise science program; trained undergraduate students served as program 
staff. Pre- and postintervention assessments indicated statistically significant 
health improvements in total cholesterol and resting diastolic blood pressure; and 
fitness improvements in flexibility, muscular strength, and cardiovascular fitness. 
Participants reported the benefits of improved muscle tone, more strength, more 
energy, improved mood, less stress, healthier eating habits, more health awareness, 
better sleep patterns, more alertness, greater socialization opportunities, and 
renewed interest in physically active recreation activity. Caregivers reported the 
fitness program gave them an opportunity to do something positive for themselves 
while spending quality time with their adult child or sibling. Student staff reported 
overcoming initial fears to enjoy working with persons with IDD and an increased 
openness to working with this population in their careers. The need to replicate 
studies addressing health and wellness in these populations and to build on 
collaborative, cross-disciplinary interventions that demonstrate positive outcomes 
is validated. Collaborators stated their desire to refine the existing program and 
to seek additional community partners with whom to implement new programs. 
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Maintaining health and wellness 
is important for people with disabili-
ties and their caregivers and is, unfor-
tunately, neglected more frequently 
than average in this population (U.S. 
Department of Health and Human Ser-
vices, 2005). The functional limitations 
that often accompany a primary devel-
opmental disability such as intellectual 
disability, cerebral palsy, epilepsy, or 
autism may reduce capacity to engage 
in health promoting behaviors and re-
sult in a higher frequency of second-
ary complications (e.g., obesity, heart 
disease, diabetes) (Krahn, Hammond,  
& Turner, 2006). Health and fitness 
research with persons who have intel-
lectual and developmental disabilities 
(IDD) demonstrates that, compared to 
persons without a disability, persons 
with IDD are more likely to have poor 
health, be susceptible to illness, have 
limited access to health care, and be 
excluded from health promotion op-
portunities (Krahn et al., 2005; Rim-
mer & Braddock, 2002; Temple, Stan-
ish, & Frey, 2006) They are also at a far 
greater risk for health-compromising 
conditions secondary to their disabil-
ity and generally regarded as prevent-
able (Krahn et al., 2006). Persons with 
a disability have higher cholesterol 
and blood pressure rates, along with 
higher rates of obesity (Rimmer & Ya-
maki, 2006; U.S. Department of Health 
and Human Services, 2005); all three 
have been identified as physiological 
risk factors for cardiovascular disease 
(American Heart Association, 2002). 
Unhealthful eating habits, particularly 
when combined with physical inactiv-
ity, contribute to obesity and cardio-
vascular disease as well as a number of 
chronic diseases, including some can-
cers and diabetes (Centers for Disease 
Control and Prevention, 2010).

Deaths due to cardiovascular dis-
ease are greater for individuals with IDD 
than in the general population (Day, 
Strauss, & Shavelle, 2005). Persons with 
IDD in the community—in small com-
munity residences, with families, or 
living independently—have a high risk 
of cardiovascular disease, likely due to 
elevated risk factors such as low physi-
cal activity levels, high dietary fat in-
take, and low fruit and vegetable intake 
(Draheim, 2006). 

A growing body of knowledge of-
fers evidence that individuals providing 
care for others often neglect their own 
health (Murphy, Christian, Caplin, & 
Young, 2007; Talley & Crews, 2007). 
Caregivers of persons with disabilities 
describe negative physical, emotional, 
and functional health consequences 
of long-term, informal caregiving. 
Caregiver burden refers to a high level 
of stress that may be experienced by 
people who are caring for another per-
son (McManus, Carle, Acevedo-Garcia, 
Ganz, Hauser-Cram, & McCormick, 
2011).

Caregivers have higher levels of 
stress than noncaregivers and may de-
scribe feeling frustrated, angry, drained, 
guilty or helpless as a result of provid-
ing care (Pinquart & Sorensen, 2003). 
Poor caregiver health may also contrib-
ute to recurrent hospitalizations and 
out-of-home placements for individu-
als with chronic conditions and dis-
abilities (Murphy et al., 2007). 

Further, Lennox (2002) suggested 
that caregivers who model health-
enhancing behaviors such as exercise 
encourage those they care for to be 
physically active. In addition, when 
caregivers perceive that exercise will 
benefit the person cared for (e.g., im-
prove health, enhance social connec-
tions), persons with IDD are more likely 
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to be active (Heller, Hsieh, & Rimmer, 
2002).  Rimmer and Yamaki (2006) 
stated that current approaches to cre-
ating healthier communities for people 
with IDD require greater involvement 
on the part of direct service staff and 
family members to facilitate increased 
access to healthier lifestyles, including 
more opportunities for regular physi-
cal activity. Researchers recommend 
that health promotion training and 
education experiences be offered for 
all providers (James & Shireman, 2010; 
Swarbrick, Hutchison, & Gill, 2007).

Health disparities between per-
sons with and without a disability are 
due in part to individual behaviors 
that contribute to secondary condi-
tions because of inadequate knowledge 
about health promoting lifestyles, cog-
nitively inaccessible health promotion 
programs, and residential settings that 
encourage inactivity and poor nutri-
tion (Krahn et al., 2006). The absence 
of preventive care, including wellness 
and fitness programs, for persons with 
IDD has been acknowledged nationally 
in the Centers for Disease Control and 
Prevention’s Healthy People 2010 re-
port (2010) and the Surgeon General’s 
Call to Action to Improve the Health and 
Wellness of Individuals with Disabilities 
(2005). While there is an emerging 
concept that persons with disabilities 
can improve their health in the same 
manner as nondisabled people, health 
promotion opportunities offered in the 
general community often pose barriers 
that limit their participation including 
public attitudes, uninformed and unac-
commodating health providers, and in-
adequate health promotion programs 
for this population (Carter et al., 2004; 
Cluphf, O’Connor, & Vanin, 2001; 
Rimmer, 2005; Wilhite & Shank, 2009). 

Not surprisingly, “people with dis-
abilities remain one of the most physi-
cally inactive groups in society” (Rim-
mer, 2005, p. 327). People with IDD 
tend to be more sedentary than their 
nondisabled counterparts. In 2005, the 
U.S. Department of Health and Human 
Services reported that 56% of adults 
with disabilities ages 18 and older par-
ticipated in no leisure time physical 
activity vs. 36% of adults without dis-
abilities. According to the U. S. Depart-
ment of Health and Human Services’ 
2008 Physical Activity Guidelines for 
Americans, adults need two types of 
physical activity each week to im-
prove their health: aerobic and muscle-
strengthening. Guidelines recommend 
30+ minutes of moderate physical ac-
tivity 5 or more days per week, or vig-
orous physical activity for 20+ minutes 
3 or more days per week to achieve 
important health benefits and muscle-
strengthening activities on 2 or more 
days a week that work all major muscle 
groups. In 2006, the proportions of per-
sons with IDD who achieved the rec-
ommended criteria ranged from 17.5 to 
33% (Temple et al., 2006).

For the general population, bar-
riers to adopting a physically active 
lifestyle are perceived largely as intrin-
sic to the individual. For persons with 
IDD, however, external barriers exist 
that limit the choice to be physically 
active (Frey, Buchanan, & Sandt, 2005; 
Heller et al., 2002). Persons with IDD 
often express a preference for inactiv-
ity, but it is not clear if this choice is 
based on a true preference or due to 
limited opportunity for appealing alter-
native activities (Frey et al., 2005; Rim-
mer, 2005). Frey et al. (2005) stated that 
an important barrier unique to adults 
with IDD was that those who should be 
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most invested in and promoting their 
health (e.g., health promotion profes-
sionals, caregivers, physicians) were 
actually enabling, reinforcing, and 
even rationalizing sedentary behavior. 
While negative physical activity mes-
sages may have been well intentioned, 
the outcomes were that persons with 
IDD may have developed perceptions 
of disempowerment, physical fragility, 
over reliance on supports, and incom-
petence with regard to physical activity 
participation (Frey et al., 2005).   

Many persons with IDD and their 
caregivers have not established a per-
sonal history of participation in health 
promotion activities, or have given up 
such participation (Rimmer & Row-
land, 2008). Therefore, Rimmer (2005) 
proposed a supportive transitional 
model to enhance the potential of 
these two groups to take part in com-
munity-based health promotion. The 
long-term goal of the model is to em-
power these individuals to take greater 
control of their own health through 
access to friendly and accommodating 
community environments. Empow-
ering people with disabilities to take 
more control of their own health will 
be more cost-effective, and certainly 
more humane, than watching these 
groups decline in function from a lack 
of good health maintenance (Rim-
mer, 2005; Rimmer & Rowland, 2008; 
Seekins et al., 2006).

While health promotion experts 
generally agree that physical activity 
is important for persons with physical 
and intellectual disabilities to achieve 
and maintain good health, physical ac-
tivity/exercise interventions targeting 
these populations have received lim-
ited attention in the research literature, 
including therapeutic recreation. Ac-
cording to Sherrill, the missing element 

in committing to physical activity is 
fun and enjoyment (Sherrill, 2007). 
Interestingly, in research reported by 
Fogarty, Hodges, and Wilhite (2007), 
sample members did not list exercise 
or fitness type activities as activities 
they do for fun. The majority of ac-
tivities reported as done for fun by this 
sample of youth with spina bifida were 
sedentary activities. Therapeutic recre-
ation may be uniquely suited to help 
persons with IDD “develop positive be-
liefs and attitudes that lead to lifespan 
active and healthy lifestyles” (Sherrill, 
2004, 118). Fogarty et al. (2007) sug-
gested that leisure education intended 
to promote active lifestyles should be 
pursued with community partnerships 
in environments that are accommodat-
ing and accepting of persons with dis-
abilities. Carter and her colleagues con-
cluded that group fitness interventions 
led by certified therapeutic recreation 
specialists offered the dual benefits of 
improved health and enhanced com-
munity inclusion (Carter et al., 2004).  
Therapeutic recreation expertise is 
needed to enable persons with chronic 
health conditions and disabilities to 
make sustainable healthy life choices 
(Dixon, 2011; Sherrill, 2007).  

Further, research on interven-
tions that include caregivers as col-
laborators is rare (Rimmer et al., 2010; 
Temple & Walkley, 2007; U.S. Depart-
ment of Health and Human Services, 
2010). “There is an urgent need to 
identify effective physical activity/ex-
ercise interventions for people with 
disabilities” (Rimmer et al., 2010, p. 
250). In their study, Temple and Walk-
ley (2007) reported that caregivers felt 
the “disability” field lacked interest in 
promoting physical activity and that 
caregivers lacked knowledge, skill, and 
confidence, while professionals from 
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the “physical activity” field lacked un-
derstanding and skill in working with 
persons with IDD. 

Program Background

In response to these needs and with 
funding support from the NJ Council 
on Developmental Disabilities, The 
Family Resource Network (FRN) initiat-
ed Get FIT (Fitness, Integration, Train-
ing) in collaboration with the Depart-
ment of Health and Exercise Science at 
Rowan University, Glassboro, NJ. FRN 
is a comprehensive family-focused hu-
man service organization designed to 
meet the need for community-based 
programs and services to individuals 
with disabilities and their families. FRN 
is comprised of four statewide affiliates: 
Autism Family Services of NJ, Caregiv-
ers of NJ, the Epilepsy Foundation of 
NJ, and Family Support Center of NJ. 
Goals of the Get FIT program include 
improving the health and wellness 
of persons with disabilities and their 
caregivers through access to health 
promotion and fitness activities, early 
detection of secondary conditions and 
their risk factors, increased capacity of 
health promotion and fitness manage-
ment professionals to serve individu-
als with disabilities, and establishing 
evidence-based best practices for deliv-
ering health and wellness programs to 
persons with IDD. Since the program’s 
inception, Get FIT has provided health 
screenings, health promotion work-
shops, and individualized fitness and 
nutrition sessions to persons with IDD 
and their caregivers across NJ. 

In this paper, the development and 
evaluation of the Get FIT pilot fitness 
intervention is reported. The interven-
tion was developed using current best 
evidence and incorporating the per-

spectives of persons with IDD and their 
caregivers. The primary goal of this 
study was to pilot and refine a fitness 
intervention focusing primarily on 
exercise, with supplemental nutrition 
and health education, for persons with 
IDD and their caregivers. A second goal 
of the study was to increase the capac-
ity of health promotion professionals 
who work with this population. The 
pilot program was implemented in an 
academic department at a university 
using trained undergraduate students 
as program staff. 

Methods

Procedures

A 12-week pilot intervention was 
conducted from January to May 2010. 
The Institutional Review Board at the 
authors’ university approved the study.  
Inclusion criteria included community-
dwelling adults with IDD (ages 18 years 
of age or older) and their caregivers; there 
was no upper age limit. Additionally, 
study participants were required to be 
ambulatory or wheelchair users with 
independent mobility, able to provide 
informed consent or assent, able to 
engage in reciprocal communication 
with or without an assistive device, and 
able to obtain a physician’s clearance 
to participate in the specified exercise 
program. 

Sample Characteristics

A written request for participation 
was distributed in the authors’ geo-
graphical area in person and through 
various consumer organizations/net-
works. A convenience sample of 25 
participants, 15 persons with IDD and 
10 caregivers, participated. Not all care-
givers chose to participate in fitness 
activities. Additionally, in some cases, 
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sample members were served by the 
same caregiver—direct service staff. 
Only 16 participants completed the 12-
week intervention and pre-/post-assess-
ments; 10 with IDD and six caregivers. 
Schedule conflicts and illness were the 
primary reasons reported for dropping 
out of the program. Data from these 
16 participants, persons with IDD and 
caregivers, were combined in all analy-
ses.

The majority of these 16 sample 
members were female (75%) and Cau-
casian (75%); the sample included 
three African Americans and one Asian 
American. The average age of sample 
members was 40.4 with a range of 22-
69 years of age. The majority of partici-
pants reported that they were in good 
to excellent health (81.2%), rarely or 
never restricted from usual activities 
because of poor health (81.3%), and 
moderately active (62.5%). Nine of the 
10 participants with IDD had an intel-
lectual disability and one participant 
had autism. Only one of these 10 par-
ticipants had a significant mobility lim-
itation due to hemiplegic cerebral pal-
sy. None of the six caregivers reported 
any disability.  Eight of the 10 partici-
pants with IDD lived with a parent(s) or 
grandparent(s) in the community; two 
participants with IDD lived indepen-
dently in the community. 

Three parent and child dyads 
participated in the program together 
—two mother-daughter pairs and one 
father-daughter pair. One sister began 
the program with her brother with an 
IDD. Although he dropped out toward 
the end of the program, she continued 
and completed the intervention. Three 
persons with IDD who attended a local 
Arc participated in the program along 
with a staff member from the Arc. Four 
persons with IDD who were members 

of a social club sponsored by FRN 
participated in the program along with 
one of the club’s supervisors. All ten 
participants with IDD and one caregiver 
required transportation assistance—
either provided by a family caregiver 
or one of the two staff members/
organizations described above—to get 
to the program. 

Fitness Protocol

The foci of the fitness component 
included cardiovascular endurance, 
muscular strength and endurance, and 
flexibility. Following the recommen-
dations of the Physical Activity Guide-
lines for Americans (U.S. Department 
of Health and Human Services, 2008) 
and established best practices (see, for 
example, Carter et al., 2004; Rimmer 
et al., 2010; Temple et al., 2006) exer-
cise sessions were held three times per 
week for 12 weeks during the academic 
semester and scheduled at participants’ 
convenience; morning, afternoon, and 
evening sessions were offered. Each ses-
sion lasted 60 minutes and included a 
warm-up period (5 minutes on a tread-
mill, recumbent bicycle, or elliptical 
trainer at 25-40% of heart rate reserve); 
20-minute cardiovascular condition-
ing on a treadmill at 50-60% of heart 
rate reserve (moderate intensity); re-
sistance/weight training (2-3 sets, 8-12 
repetitions, 8-10 exercises); and cool 
down (5 minutes on a treadmill at 25-
40% of heart rate reserve). Warm-up 
and cool-down flexibility training (dy-
namic and static stretches held for 15-
30 seconds) were also included in each 
session. Individual goals and plans 
were developed for each participant 
(persons with IDD and caregivers alike) 
that took into account fitness readiness 
and that would achieve a desired train-
ing effect. Contraindicated activities 
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and exercise modifications were noted 
as necessary. Each participant had his 
or her own student trainer and partici-
pated in an individually tailored fitness 
session.

Nutrition Protocol 

Undergraduate students enrolled 
in the advanced nutrition course were 
trained to provide three individual 
1-hour nutrition consultations with 
participants as a major course project. 
Three 75-minute class periods were 
devoted to instruction about persons 
with IDD and their caregivers, includ-
ing an overview, specific health and 
nutrition needs, and strategies for effec-
tive counseling. When possible, teams 
of two or three students worked with 
the person with an IDD and his or her 
caregivers (usually parents or siblings) 
together. It was expected that dietary 
changes would most likely be adopted 
and maintained when family members 
were working together to analyze their 
eating habits and set dietary goals. The 
course instructor monitored the coun-
seling sessions through written logs 
submitted by students after each ses-
sion, providing guidance as needed.  
The development of the nutrition as-
pect of the intervention was influenced 
by the overall goal of the Get FIT pro-
gram and goals of the advanced nutri-
tion course, within the framework of 
an academic semester.

In the first session, student coun-
selors performed a dietary intake inter-
view with their clients and asked them 
to complete a three-day food log. Logs 
were delivered to the student counsel-
ors prior to the second session, either 
in person at the fitness session or via 
email. Between the first and second ses-
sion, the student counselor performed 
a computerized diet analysis using the 

Diet Analysis Plus 8.1 software program 
from Cengage Learning. The student 
counselor prepared a summary and 
recommendations report for the client, 
shared it with the course instructor for 
feedback, and presented it to the client 
at the second meeting. During the sec-
ond meeting, counselors guided clients 
through a process of identifying one to 
three specific, behavioral dietary goals 
based on their interests and the diet 
analysis report. At the third meeting, 
each student counselor provided two 
reading-level appropriate nutrition ar-
ticles to his or her client and discussed 
strategies for maintaining nutrition 
goals with the client. 

Motivational Strategies 

Several motivational/behavioral 
reinforcement strategies to motivate 
and retain program participants were 
used. Periodic reminder/coaching tele-
phone calls from student fitness train-
ers, special “theme” weeks (e.g., local 
sports, healthy snacks, holidays), par-
ticipant selected music, member of the 
week posters, convenient scheduling, 
daily performance record keeping, and 
discussion of goals and progress were 
all used. Midway through the program, 
each participant was given a pedom-
eter to encourage walking on days they 
were not participating in Get FIT train-
ing. 

It was also important to motivate 
the undergraduate student volunteers 
who provided most of the staff for Get 
FIT fitness training and nutrition coun-
seling. This motivation was provided in 
two primary ways. One, the nutrition 
counseling component was designed to 
be the major course project for an ad-
vanced nutrition course for upper-class 
health promotion majors, ensuring that 
approximately 30 counselors would be 
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trained and available. Two, students 
in the health promotion major at the 
authors’ university are required to earn 
80 professional contact hours prior to 
entering their final semester. Serving as 
a Get FIT volunteer was offered as a way 
to earn these hours.

Health and Fitness Assessments

Pre- and post-intervention assess-
ments were collected on a number of 
health and fitness variables. Health 
variables included height and weight 
(used to calculate body mass index), 
body fat (measured using bioelectrical 
analysis), blood pressure, heart rate, 
and non-fasting cholesterol. The blood 
sample used to measure cholesterol was 
obtained using the finger stick method. 

Fitness assessments included the sit 
and reach test for flexibility, crunch test 
for muscular endurance of the abdomi-
nals, submaximal two-arm curl, chest 
press, and 8-minute submaximal tread-
mill test for cardiovascular endurance. 
Participants’ physicians were given a 
detailed description of the fitness pro-
tocol and asked to indicate their per-
mission for participants’ involvement. 
In addition, during pre-intervention 
assessments, participants were admin-
istered the Physical Readiness Activity 
Questionnaire (American College of 
Sports Medicine [ACSM], 1997). 

The sit and reach flexibility test 
(ACSM, 2006) was used to measure low-
er back and hamstring flexibility using 
a sit and reach testing box. After warm-
ing up the hamstrings and lower back 
with gentle stretching, participants 
were instructed to remove their shoes 
and sit on the floor with legs stretched 
out, knees straight, and feet flat against 
the front end of the test box. Placing 
one hand over the other with the tips 
of the two middle fingers on top of one 

another, participants leaned forward 
at the hips in a slow, steady move-
ment keeping knees straight. With-
out bouncing or jerking, participants 
slid their fingertips up the ruler as far 
as they could go and held the stretch. 
The result was measured to the nearest 
centimeter. Participants rested briefly 
and then repeated the test two more 
times. The best of the three scores was 
recorded. 

The ACSM partial curl-up test 
(ASCM, 2006) was used to measure 
muscular strength and endurance of 
the abdominals. Participants lay su-
pine on the mat with knees bent at 90°. 
Arms were extended to the sides, palms 
down, with fingers touching a piece of 
masking tape; a second piece of tape 
was placed 3.5” from the first piece. 
A metronome was set at 40 beats per 
minute. At the first beep, participants 
slowly lifted their shoulder blades off 
the mat by flexing the spine until the 
finger tips reached the second piece 
of tape. At the next beep, participants 
slowly returned shoulder blades to the 
mat; heads did not need to touch. Par-
ticipants were instructed to breathe 
easily during the test. Participants prac-
ticed a few repetitions before the test 
began. Participants performed as many 
curl-ups as possible without stopping. 
One repetition was counted each time 
the curl-up was performed in keeping 
with the cadence, with shoulder blades 
coming off the mat, and with finger-
tips of both hands reaching the second 
piece of tape. 

The submaximal two-arm curl 
and chest press were used to measure 
muscular strength and endurance in 
the upper extremities (Adams, 2002). 
Participants used hand weights for per-
forming the two-arm curl and a weight 
machine for performing the chest press. 
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In each test, participants first practiced 
using the equipment. Trainers provided 
instruction on how to safely perform 
the tests including areas such as grip, 
body alignment, and breathing. Par-
ticipants were instructed to perform 
the tests using a weight that they could 
comfortably move about 10 times. If it 
was apparent that the subject was go-
ing to exceed 20 repetitions, the test 
was stopped, the performer rested for 
5-10 minutes, and the test was repeated 
using a heavier weight. 

In the 8-minute submaximal tread-
mill test (Ebbeling et al., 1991), partici-
pants maintained a pace that elicited 
a heart rate within 50-70% of age-pre-
dicted maximum during a 4-minute 
warm-up at 0% grade. Participants were 
told that the warm-up should feel like 
a nice walk. The 4-minute segment was 
followed by a second 4-minute stage in 
which the speed remained the same, 
but the treadmill was raised to a 5% 
grade. The ending heart rate was mea-
sured using the radial pulse, counting 
heartbeats for 15 seconds and then 
multiplying by four. This measurement 
was used to estimate maximum VO2.  

Data analyses. Health variables 
were described using means and stan-
dard deviations. Male and female par-
ticipant values were reported separately 
when normative gender data existed. 

The Shapiro-Wilk test of normality 
was used to determine if the normal-
ity assumption was reasonable for each 
health and fitness variable assessed. 
When the normality assumption was 
found to be reasonable, a t-test was per-
formed to determine changes in both 
the health and fitness level for all sub-
jects before and after the Get FIT inter-
vention. Parameters that met the stan-
dard for normality and therefore were 

assessed using the t-test included: dia-
stolic blood pressure, the sit and reach 
test, weight, and chest press. When the 
normality assumption was not found 
to be reasonable, the Wilcoxon signed-
rank test was used to determine changes 
in both the health and fitness level for 
all subjects before and after the Get FIT 
intervention. Parameters in which the 
normality assumption was not found 
to be reasonable and therefore were as-
sessed using the Wilcoxon signed-rank 
test included: total cholesterol, HDL, 
systolic blood pressure, VO2, body mass 
index (BMI), abdominal curl ups, and 
arm curls. For these parameters the Wil-
coxon signed-rank test assessed the me-
dian not the mean. 

Program Evaluation

Information about study par-
ticipants’ perceptions were obtained 
through personal interviews and writ-
ten program evaluations. Administra-
tive staff conducted semi-structured 
interviews with persons with IDD and 
caregivers during the course of the 
intervention. In these interviews, re-
spondents were asked to share their 
thoughts on what they liked best and 
least about the program; what positive/
good things they were getting out of 
the program; and how, or if, their ac-
tivities had changed since they began 
taking part in Get FIT.  At the end of the 
intervention, student staff conducted 
written program evaluations with all 
participants. The program evaluation 
was developed by administrative staff 
and tailored to the specific goals and 
desired outcomes of the program. The 
program evaluation was comprised of 
10 statements to which participants 
could choose one of three responses: 
1) disagree, 2) neither agree or disagree, 
or 3) agree. Respondents were also giv-



254 Fitness and Developmental Disabilities

en the opportunity to add comments 
or explanations after each statement. 
Sample statements include, “It is im-
portant to be physically fit;” I liked the 
type of activities that I participated in 
during the Get FIT program;” “Since 
the Get FIT program began, I am more 
knowledgeable about nutrition;” and “I 
will continue to eat well, exercise, and 
be physically active after the Get FIT 
program ends.”  Caregivers were avail-
able to provide assistance as needed to 
persons with IDD as they completed 
the evaluation. 

Student fitness trainers and nutri-
tion counselors also completed written 
program evaluations. The evaluation 
consisted of six open-ended questions 
pertaining to initial perceptions they 
held about persons with IDD and how, 
or if, these perceptions changed; how 
working in the Get FIT program had 
influenced them personally and profes-
sionally; and what recommendations 
for improving the program they might 
include. At the end of the program, 
student staff and agency collaborators 
met to identify specific strategies for 

sustaining and improving the program. 

Results

Health and Fitness Outcomes 

Health variables. Data from 
persons with IDD and caregivers were 
combined in all analyses and results. 
Table 1 combines both male and fe-
male participants for health factors 
that are unaffected by gender including 
cholesterol and blood pressure. Table 2 
separates male and female participants 
because the factors, such as BMI and 
body fat, are affected by gender. BMI 
was 30.3 ± 6.1 and 32.3 ± 10.5 for males 
and females, respectively; both scores 
fell into the category of stage 1 obesity. 
There was a wide variety in BMI with 
scores ranging from optimal (21.3) to 
extreme obesity (55.2). Bioelectrical 
analysis revealed a percent body fat 
of 30.6 ± 12.3 and 34 ± 8.5 for males 
and females, respectively. Both values 
again fell into an obese category. The 
sample’s average total cholesterol score 
across genders was in the ideal range, 
178.4 ± 36 mg·dl-1, while the average 

______________________________________________________________________________ 

Characteristic             Value 

______________________________________________________________________________ 

Total Cholesterol (mg·dl-1)           178.4 ± 36 

HDL Cholesterol (mg·dl-1)           45.3 ± 10 

Total/HDL Cholesterol Ratio (mg·dl-1)         4.0 ± 1.2 

Resting Systolic BP (mg·dl-1)           128 ± 13 

Resting Diastolic BP (mg·dl-1)           81 ± 14 

______________________________________________________________________________ 

Table 1

Health Variables—Combining Male and Female Values Representing Mean 
and Standard Deviation
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HDL cholesterol score was 45.3 ± 10 
mg·dl-1. The ratio of total cholesterol to 
HDL was calculated to be 4:1. All cho-
lesterol values fell within an acceptable 
level (ACSM, 2006). Average resting 
systolic and diastolic blood pressures 
across males and females were 128 ± 13 
and 81 ± 14 mmhg, respectively. These 
values place the participants into a pre-
hypertensive category (ACSM, 2006).  

Fitness variables. Table 3 reveals 
the fitness level of the participants 
prior to the start of the Get FIT inter-
vention program for both males and 
females. The sit and reach test dem-
onstrated that participants, both male 
and female, had poor lower extremity 
flexibility (below 20th percentile) with 
values of 9.8 ± 4.4 and 11.1 ± 4.7 inch-

es for males and females, respectively. 
Muscle endurance of the abdominals 
was assessed through the partial curl up 
test. The participants’ scores fell in the 
“fair” category: 8.5 ± 4.5 and 5.8 ± 5.4 
for males and females, respectively. Par-
ticipants also performed the bicep curl 
and chest press assessments which were 
used to assess muscular strength and 
endurance in the upper extremities. 
Participants’ scores fell in the below 
average category, 6.4 ± 2.3 and 11.3 ± 
1.5 for males and females, respectively 
in the bicep curl. Participants’ scores 
also fell in the below average category, 
32 ± 11.8 and 46.3 ± 7.5 for males and 
females, respectively in the chest press. 
Finally, all participants were assessed 
for cardio-respiratory fitness through 

____________________________________________________________________________    

Characteristic            Value 

_____________________________________________________________________________ 

Height (in.) 

 Female         62 ± 3.9 

 Male         68 ± 3.5 

Weight (lbs.) 

 Female         176.5 ± 58 

 Male         199 ± 52 

BMI 

 Female         32.3 ± 10.5 

 Male         30.3 ± 6.1 

% Body Fat 

 Female         34 ± 8.5 

 Male         30.6 ± 12.3 

______________________________________________________________________________ 

 

Table 2

Health Variables—Separating Male and Female Values Representing Mean 
and Standard Deviation
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treadmill walking. Results revealed 
an average VO2max of 38.6 ± 5.5 and 
27.6 ± 9.7 ml·kg·min-1 for males and 
females, respectively. These values are 
slightly below average for males (40th 
percentile) and significantly below av-
erage for females (20th percentile).            

Table 4 shows pre and post results 
along with the percent change in the 
measured health variables. All changes 
were assessed across gender. There were 
no significant changes in body weight, 
percent body fat, and resting systolic 
blood pressure after the intervention 
program. Total cholesterol across 
genders prior to the intervention 

averaged 178.4 ± 36 mg·dl-1.  After the 
intervention, total cholesterol levels 
decreased to 163.3 ± 27 mg·dl-1, an 
8% decrease which was significant at 
the p<.05 level. HDL values showed a 
decline after the intervention program 
from 45.3 ± 10 to 42 ± 8.5 mg·dl-1, a 
7% decrease significant at the p<.05 
level.  Resting diastolic pressure prior to 
the intervention program averaged 81 
± 14 mmHg and 76 ± 9.6 mmHg after 
the intervention.  This was a decline of 
6% which was significant at the p<.05 
level. 

Table 5 shows changes in fitness 
variables across genders after the in-

____________________________________________________________________________    

Assessment            Result 

_____________________________________________________________________________ 

Sit & Reach (cm.) 

 Female         11.1 ± 4.7  

 Male         9.8 ± 4.4 

 Combined        10.45 ± 4.3   

Abdominal Curl Ups 

 Female         5.8 ± 5.4  

 Male         8.5 ± 4.5 

 Combined        7.2 ± 8   

Arm Curls (lbs.) 

 Female         6.4 ± 2.3    

 Male         11.3 ± 1.5 

 Combined        8.9 ± 3    

Chest Press (lbs.) 

 Female         32 ± 11.8   

 Male         46.3 ± 7.5 

 Combined        39 ± 12 

VO2 Max (ml·kg·min-1) 

 Female         27.6 ± 9.7 

 Male         38.6 ± 5.5 

 Combined        33.1 ± 9   

______________________________________________________________________________ 

 
 
 

Table 3

Initial Fitness Assessment Results. Values Represent Mean and Standard Deviation
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____________________________________________________________________________    

Characteristic        Pre           Post      Significance 

_____________________________________________________________________________ 

Weight     187.8 ± 57      186.9 ± 55        None 

% Body Fat    32.3 ± 9.7      32.2 ± 9.2        None 

Total Cholesterol (mg·dl-1)  178.4 ± 36      163.3 ± 27        8%  p < .05 

HDL Cholesterol (mg·dl-1)  45.3 ± 10      42 ± 8.5        7%  p < .05 

Resting Systolic BP (mg·dl-1)  128 ± 13      126 ± 18        None 

Resting Diastolic BP (mg·dl-1) 81 ± 14      76 ± 9.6        6%  P < .05 

______________________________________________________________________________ 

Table 4

Changes in Health Parameters Pre- to Postintervention across Gender. Values Represent 
Mean and Standard Deviation

tervention program. Of the fitness re-
lated values assessed, all parameters 
measured were significantly improved 
at the p<.01 level. Subjects averaged 
a 13% increase in VO2 max and a 7% 
increase in lower extremity flexibility. 
Subjects also demonstrated improve-
ments in measures used to assess mus-
cle endurance: an average 17% increase 
in crunches, 9% increase in bicep curl, 
and 32% increase in chest press.

Program Evaluation Outcomes

Participant outcomes. Partici-
pants in the fitness intervention report-
ed receiving the benefits of improved 
muscle tone, feeling stronger, more 
energy, losing weight, improved mood, 
less stress, healthier eating habits, more 
health awareness, more self-confidence, 
better sleep patterns, having fun, more 
alertness, more self-discipline, social-
ization, better overall well-being, and 
a renewed interest in physically active 
recreation activity. Participants also 
reported that since taking part in Get 
FIT, they had started doing things like 
walking the dog, walking on the beach, 

playing sports, and going bowling. 
Caregivers also reported that Get FIT 
gave them an opportunity to do some-
thing positive for themselves while 
spending quality time with their adult 
child or sibling. Participant quotes that 
highlight some of these benefits are in-
cluded in Figure 1.

Comments by participants during 
semistructured interviews provided 
rich data regarding the impact of the 
program. For example, Frank (all names 
are pseudonyms), a participant with 
IDD, stated:

What I like best about Get FIT is 
meeting new people, stretching, 
and exercising. I’m not too crazy 
about the elliptical, though!  I’ve 
learned that when I feel stressed, 
I take deep breaths, count to 10 
slowly, walk, or lie down to rest. 
My advice for staying healthy?  
Don’t eat too much junk food with 
sugar or salt, eat lots of fruits and 
vegetables, and drink plenty of wa-
ter.
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____________________________________________________________________________    

Characteristic        Pre           Post      Significance 

_____________________________________________________________________________ 

VO2 Max (ml·kg·min-1)  33.1 ± 9      37.5 ± 7.1      13%  p<.01 

Sit & Reach (cm.)   10.45 ± 4.3      11.2 ± 5.4      7%  p<.01 

Abdominal Curl Ups   7.2 ± 8       8.4 ± 5      17%  p<.05 

Arm Curls (lbs.)   8.9 ± 3       9.7 ± 2      9%  p<.01 

Chest Press (lbs.)   39 ± 12      57 ± 17      32%  p<.01 

______________________________________________________________________________ 

 
 
 

Table 5

Changes in Fitness Parameters Pre- to Postintervention across Gender. Values Represent 
Mean and Standard Deviation.

Lucinda, a participant with IDD, shared:

I think that the whole program is 
good and that everyone is really 
helpful. I like walking on the 
treadmill best, but enjoy using the 
weights and doing floor exercises, 
too.  I like it all! I also like wearing 
my pedometer and getting lots of 
steps. I have more energy since 

Get FIT is helping me have more energy and also feel calmer and more relaxed 

I am sleeping much better at night and can stay awake longer during the day 

I am feeling more fit every day

Get FIT has helped me be more aware of getting fit and healthy

My stamina is better and the stairs aren’t as steep to our 2nd floor apartment

I love the way I am now

I had fun working out

Gave me a chance to work out with my daughter and spend quality time together

A good feeling that I took the time to do something for myself

Taught me what was needed to get fit and how to discipline myself to work out

Figure 1. Persons with intellectual and developmental disabilities and caregiver 
quotes about benefits received through the Get FIT intervention.

starting the program. I’ve learned 
about food options that I like and 
that are healthy. I’ve already lost 
five pounds and want to lose five 
more. If I can do it, you can do it. 
Apply yourself to learn how to do 
something and you’re going to feel 
really good. Never say can’t. I love 
the way I am now. 
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Christina, a caregiver, explained:

Sometimes it is a little difficult for 
me to get motivated to work out, 
but I always feel good afterwards. 
I particularly enjoy working with 
the dedicated, interested students. 
They are a nice group of students 
who are alert to our needs and 
always respectful. Being a part of 
Get Fit has helped me be more 
aware of getting fit and healthy. 
I’m trying to increase my daily 
steps and anticipate I’ll be walking 
more outside as the weather gets 
nice.

In a final example, Brad, a caregiver, 
discussed:

I started the program because 
I wanted to get in shape. I feel 
stronger every week and believe I 
am well on my way to this goal. 
I’ve enjoyed learning about the 
weights—both the machines and 
the free weights—and enjoy push-
ing myself. Get FIT has inspired 
me to start bicycling and playing 
tennis again. I’m also thinking 
about joining a gym when Get FIT 
ends for the spring. In any case, I 
am going to keep exercising and 
eating well.

Written program evaluations com-
pleted by fitness intervention partici-
pants revealed overwhelming support 
for the goals, processes, and outcomes 
of the intervention. All participants 
(100%) agreed with the two primary 
goals of the program as stated in these 
questions: 1) It is important to be healthy 
and physically fit, and 2) It is important 
for university students studying health 
and exercise to learn more about helping 
me achieve my health and fitness goals. 
Participants liked Get FIT activities 

(100%), enjoyed working with the stu-
dent trainers (100%), and liked how 
they were treated (100%). Likewise, 
participants gained knowledge about 
health and fitness (100%), noticed pos-
itive changes in fitness level (100%), in-
tended to continue exercising (100%), 
and planned to make dietary changes 
(93.3%) as a result of Get FIT. Recom-
mendations for how Get FIT could be 
improved included a desire to have the 
same student trainer for each session, 
more emphasis on weight loss, more 
time using the weight machines, and 
more sessions per week. 

Student outcomes. Student fit-
ness trainers and nutrition counselors 
also provided evaluations that identi-
fied program benefits, strengths, and 
weaknesses. Without exception, Get 
FIT was perceived by students as a posi-
tive experience. Student trainers and 
counselors reported overcoming initial 
fears to enjoy working with this popu-
lation and an increased openness to 
working with persons with IDD in their 
careers. They also valued the hands-on 
training and experience afforded by 
Get FIT; they were given an opportuni-
ty to apply what they were learning in 
their courses. Initially, some students 
perceived that exercise would be too 
difficult for participants with IDD, the 
exercise machines would be too com-
plex, communication would be com-
plicated, and participants would not 
be motivated. They discovered, how-
ever, that participants with IDD were 
able to exercise, use the machines, and 
improve their fitness; that they were 
motivated to exercise and enjoyed do-
ing so; and that communication was 
not as big a barrier as feared. Several of 
the students expressed that they had 
learned that persons with IDD “were 
not so different than persons without 
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IDD.” Student trainers found the fit-
ness sessions to be positive and fun and 
enjoyed watching the progress made 
by their clients. Quotes that highlight 
additional benefits reported by student 
staff are included in Figure 2. Areas to 
improve suggested by students were 
largely related to scheduling. They rec-
ommended longer fitness sessions as 
this population needed additional time 
to complete their training programs. 
Students also recommended more than 
three sessions for nutrition counseling 
as this was not enough time to observe 
and track dietary changes. Finally, stu-
dent trainers desired more time devot-
ed to staff training.

Discussion 

 As noted earlier, the efficacy of 
physical activity and exercise interven-
tions targeting persons with IDD and 
their caregivers has received limited 
attention, especially in the therapeu-
tic recreation literature (Carter et al., 
2004; Rimmer et al., 2010; Temple & 
Walkley, 2007). Thus, several aspects 
of the study have important implica-
tions for researchers, practitioners, and 
policy makers. Statistically significant 

improvements were observed in the 
health measures of total cholesterol and 
resting diastolic blood pressure. The de-
crease in resting diastolic blood pres-
sure, accompanied by the significant 
improvement in cardiovascular fitness, 
are particularly important as persons 
with IDD have been shown to  have a 
high risk of cardiovascular disease (Dra-
heim, 2006) and a higher rate of death 
due to cardiovascular disease than the 
general population (Day et al., 2005). 
High cholesterol is another physiologi-
cal risk factor for cardiovascular disease; 
higher cholesterol has been reported in 
persons with IDD than in the general 
population (Rimmer & Yamaki, 2006). 
Therefore, the significant reduction 
in cholesterol obtained in the study is 
noteworthy. Significant gains in flex-
ibility and muscular strength achieved 
by study participants are also notable. 
In addition, participants articulated a 
variety of health and fitness benefits 
(e.g., feeling stronger, more energy, 
better nutrition, less stress) that they 
attributed to their participation in the 
program. 

Studies cited in this paper have 
reported that while persons with IDD 

Learned how to interact with a wider variety of people 
Got out of my comfort zone and met our clients where they are
Working with this population is now something I may consider in the future
Taught me to adjust my teaching/training style based on my client
Motivated me to learn new things and be open to possibilities
Made me more comfortable and eager to help people
Gave me more confidence in working with others
Made me more confident in my abilities to educate others about nutrition
Taught me that establishing a personal relationship is an important factor in 
reaching client goals

Figure 2. Student staff quotes about benefits received through the Get FIT 
intervention.
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are one of the most physically inactive 
groups in society, lack of knowledge 
and opportunity may be a greater bar-
rier to the achievement of health and 
fitness outcomes than lack of interest 
or ability. These study findings sup-
port that competent and enthusias-
tic instruction, environmental access, 
and support may play a greater role 
in successful participation in health 
promotion activities than cognitive or 
psychosocial barriers. In this study, per-
sons with IDD demonstrated that not 
only were they capable of making sig-
nificant fitness gains, thus promoting 
their own health, they enjoyed doing 
so. The health and fitness outcomes 
achieved by study participants should 
prove motivating for others consider-
ing similar health promotion interven-
tions. 

As noted in previous fitness re-
search with persons with IDD (e.g., Bal-
ic, Mateos, Blasco, & Fernahall, 2000; 
Carter et al., 2004), familiarization was 
an important concept in participants’ 
success. For example, it was impera-
tive for study participants to learn to 
use the exercise equipment, learn how 
to perform specific movements with 
proper body alignment, and become 
familiar with assessment and fitness 
session protocols. An experience curve 
was noted in which initial learning 
challenges gave way to vast improve-
ments in performance and confidence 
as participants became more familiar 
and comfortable with fitness equip-
ment and routines. It was gratifying 
to see participants who initially took 
small shuffling steps on the treadmill 
progress to their normal stride. Em-
phasis on familiarization is particularly 
important before collecting pre-assess-
ment fitness data. 

Familiarization was also important 
to participants, especially those with 
IDD, when learning how to accurately 
assess their level of physical exertion 
and capabilities. Upon beginning the 
intervention, many study participants 
were in a deconditioned state due 
to general inactivity and overweight 
status. Some participants expressed 
concern or distress when they began 
sweating or breathing hard, or when 
muscles felt tired or sore. In other cas-
es, participants desired to push them-
selves to a potentially unsafe level of 
exertion. Initially, heart rate monitors 
were to be worn by participants during 
the cardiovascular portion of the fit-
ness session. However, this strategy was 
dropped after it was determined that 
wearing heart rate monitors was time 
consuming and personally intrusive. 
Heart rate was measured by trainers us-
ing a radial (wrist) pulse. Additionally, 
the heart rate monitor contained in the 
cardiovascular exercise equipment was 
used to monitor heart rate. The most 
meaningful strategies for monitoring 
heart rate and achieving a training ef-
fect used, however, were the Borg Rat-
ing of Perceived Exertion Scale (RPE) 
(Borg, 1970) and the “talk test.” Partici-
pants learned that if they could carry 
on a normal conversation with train-
ers while exercising without finding it 
too difficult to talk, they were exercis-
ing at an acceptable intensity without 
overexertion, in the “somewhat hard” 
range on the RPE scale. Trainers com-
pared measured heart rate with partici-
pants’ perceived exertion and talk test 
to teach participants how to stay in 
their target heart range. Likewise, par-
ticipants learned to distinguish delayed 
onset muscle soreness due to exertion 
from muscle injury. Participants also 
learned strategies (e.g., warm-up and 
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cool-down periods, stretching, keeping 
hydrated) to help mollify sore muscles. 
This type of information is particularly 
relevant for therapeutic recreation spe-
cialists who may have limited or no 
formal preparation in fitness program-
ming. 

The question of the most effective 
way of promoting physical activity 
and healthy nutrition among persons 
with IDD is multilayered and thus 
challenging to answer. Researchers 
have suggested that most persons 
with IDD are unlikely to achieve or 
sustain adequate physical activity and 
healthy diets without the assistance of 
others. (Frey et al., 2005; Melville et 
al., 2009; Rimmer & Rowland, 2008; 
Temple & Walkley, 2007).  Rimmer and 
Yamaki (2006) stated that approaches 
to creating healthier communities 
for people with IDD require greater 
involvement on the part of direct service 
staff and family members to facilitate 
increased access to healthier lifestyles,  
In this study, caregivers, both family 
members and staff, were a key factor 
in the engagement and motivation 
of participants with IDD. Caregivers, 
too, had training and education needs 
concerning how to promote healthy 
diets and physical activity levels 
that they were able to address on a 
personal level. Caregivers also provided 
assistance with practical concerns 
such as keeping up with scheduled 
activities, facilitating transportation, 
and assisting with keeping food and 
pedometer (steps) diaries. By example, 
caregivers encouraged participants with 
IDD to adopt healthy lifestyle choices 
and behaviors. For example, the social 
club supervisor who participated in the 
program and transported participants 
to Get FIT sessions reported that she 
was now providing healthier snack 

choices to participants and helping 
participants make healthier decisions 
when eating out.  In another example, 
upon receiving their pedometers, 
participants with IDD were very 
motivated to log more steps than their 
caregivers in a friendly competition that 
benefitted all. In a final example, the 
Arc staff member who was participating 
in the program later arranged for a 
comprehensive health screening to be 
conducted at her facility. 

Study findings also indicate that 
health promotion efforts should in-
clude ways to make activities enjoy-
able. Cluphf et al. (2001) concluded 
that enjoyable activities, coupled with 
enthusiastic instruction, encouraged 
individuals with IDD to participate 
in and benefit from an exercise pro-
gram. Heller, Ying, Rimmer, and Marks 
(2002) stressed that efforts to educate 
direct service staff and family caregiv-
ers should include ways to make physi-
cal activity enjoyable—that is, efforts 
to increase physical activity will have 
more success because persons with 
IDD and caregivers will want to partici-
pate. Participants with IDD repeatedly 
stated that they liked the social envi-
ronment of Get FIT (e.g., meeting new 
people, making new friends) and being 
in the same environment with others 
who were exercising. Perhaps the big-
gest motivator for many study partici-
pants was the interaction with student 
trainers who genuinely cared for them, 
listened to them, had fun with them, 
and treated them with respect. The 
younger clients with IDD were par-
ticularly excited to interact with non-
disabled young adults their same age, 
an experience that they rarely have in 
other settings. These findings should 
be instructive to therapeutic recreation 
professionals who can effectively pro-
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mote health and fitness activities based 
on positive experiences in supportive, 
enjoyable, and inclusive environments. 
Therapeutic recreation specialists have 
many opportunities to include physical 
activity and emphasize healthy eating 
as they plan and implement commu-
nity involvement.  

A final area worth discussing is 
the impact of collaboration. Get FIT 
underscored the value of combining 
the resources of universities and com-
munity agencies and of working across 
disciplines (e.g., exercise science, nutri-
tion, therapeutic recreation, disability) 
to collaboratively promote health; in-
creasing health and wellness is a shared 
responsibility. Get FIT provided a focus 
around which a variety of stakeholders 
came together with clear goals, target 
outcomes, intervention ideas, and re-
sources. The NJ Council on Develop-
mental Disabilities reaffirmed its com-
mitment to making sure that people 
with IDD and their families are part 
of the conversation regarding the best 
ways to promote their health. Since 
the pilot intervention, the Council 
provided funding to expand Get FIT 
by collaborating with new community 
partners. The Family Resource Network 
initiated a statewide coalition to ensure 
that persons with IDD have access to a 
variety of opportunities and resources 
for health and fitness. They are also 
initiating a number of in-house strate-
gies that encourage and support health 
and fitness among staff. Faculty in the 
Department of Health and Exercise Sci-
ence at Rowan University have infused 
content related to persons with IDD 
into various courses in their curricu-
lum. Plans to expand Get FIT activities 
on and off campus are underway. 

Benefits reported by student train-

ers further affirmed the value of collab-
oration. The presence of uninformed 
and unaccommodating health promo-
tion and fitness professionals is often 
cited as a barrier to physical activity 
participation among persons with dis-
abilities (Rimmer, 2005; Wilhite & 
Shank, 2009). A frequently cited reason 
for the reluctance of persons with IDD 
to use fitness facilities is the perception 
that these facilities are unfriendly en-
vironments. Specifically, persons with 
disabilities and their families have re-
ported negative attitudes and behav-
iors of professionals working in these 
facilities as well as nondisabled indi-
viduals who use the facility (Rimmer et 
al., 2004),  lack of skill in working with 
persons with IDD (Temple & Walkley, 
2007) and lack of appropriate physi-
cal activity performance expectations 
for this population (Frey et al., 2005). 
As demonstrated, the intervention 
provided valuable learning and posi-
tive hands-on experience for health 
promotion and fitness management 
students; perceptions of their ability 
to work with this population were en-
hanced. Therapeutic recreation profes-
sionals may be uniquely suited to train 
and support students, and others with 
limited backgrounds in disability and 
behavioral reinforcement, who will be 
interacting with persons with IDD in 
fitness interventions. 

Study Limitations and 
Recommendations

Several practical challenges, led 
to the pilot study being implemented 
without a control or comparison group 
with which to compare study partici-
pants. These challenges included ob-
taining and maintaining an adequate 
sample size; recruiting participants for 
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participation in a control or compari-
son group, only; and participants’ need 
for transportation, which required ad-
ditional staff support and financial re-
sources. Recruitment and attrition may 
have been influenced by the time of 
year as the study was conducted from 
January to May; during January and 
February the weather was particularly 
harsh with freezing temperatures and 
snow. Temple et al. (2006) pointed out 
that recognizing seasonal variation in 
participation may help identify indi-
vidual and environmental factors that 
can be targeted by strategies to enhance 
participation. Additionally, study par-
ticipants were ambulatory and could 
be characterized as having a mild or 
moderate disability. Persons with more 
severe or profound disabilities may 
be more likely to have more difficulty 
achieving and maintaining a level of 
physical activity sufficient to achieve 
health benefits. 

Despite these limitations, the posi-
tive outcomes reported in the study are 
promising and justify the implementa-
tion of more rigorously designed stud-
ies in the future. Rimmer and his col-
leagues (2010) emphasized the need to 
replicate studies, building on interven-
tions, such as this one, that demon-
strate positive outcomes. Refining this 
protocol and expanding the Get FIT 
concept and its implementation appear 
to be worthy pursuits for persons with 
IDD and their caregivers, agencies serv-
ing these populations, and emerging 
health and fitness management profes-
sionals. In addition, follow-up and/or 
longer term studies are recommended 
to provide more information on the 

sustainability of program outcomes. A 
need for developing or enhancing uni-
versity curricula pertaining to health 
promotion and fitness management 
and persons with IDD is warranted. 
As suggested by this study, curricular 
enhancements may be most effective 
when responsibility for improving 
health and fitness is shared across a 
variety of disciplines. The importance 
of collaborative practices in addressing 
the physical activity needs of persons 
with disabilities is underscored. In the 
end, Get FIT not only provided benefits 
for participants in the fitness interven-
tion, but also positively changed the 
culture of the collaborating partners.

Finally, researchers have called for 
increased participation of therapeutic 
recreation professionals in the area of 
health and fitness citing the need for 
their expertise in helping persons with 
IDD and caregivers enhance physically 
active leisure time choices and hab-
its and develop the knowledge, confi-
dence, and commitment to use com-
munity resources (Carter et al., 2004; 
Dixon, Aufsser, & Jung, 2010; Sherrill, 
2007). As noted by Van Andel (1998), 
recreation and leisure is an activity/
place where health-promoting behav-
iors are typically practiced. As thera-
peutic recreation specialists consider 
the spectrum of services related to the 
health and fitness needs of their cli-
ents, they may increasingly choose to 
gain additional expertise in this area 
through continuing education, elective 
coursework, and fitness/health certifi-
cations; and to seek collaborations with 
students and professionals in relevant 
disciplines. 
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