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Activities for the aged in a small rural 
community—the Weddin Day Therapy Program 

Helen Denovan, Occupational Therapist, Co-ordinator 
Weddin Day Therapy Program, Grenfell Community 
Health Centre, Mid Western Area Health Service 

I now find it easier to get my feet into my pants. (Mrs A, aged 89 years) 

I didn’t think attending this group would make any difference, however I feel better after I have 
attended—more positive. (Mrs B, aged 89 years) 

These two unsolicited comments from participants in a weekly exercise group run through the 
Weddin Day Therapy Program are indicators that the objectives of this program are being met.  

This paper will describe the establishment and evaluation of the Weddin Day Therapy Program, 
a program that is aimed at keeping older people active and independent. 

The Weddin Shire and Grenfell Multipurpose Health Service 

The Weddin Shire, with a population of 3903 and an area of 3429 square kilometres is situated 
372 km west of Sydney and 213km north west of Canberra. It is a farming community with 23% 
of the population over 60 years of age. The main town is Grenfell (with a population of 
approximately 2000) and the outlying villages are Quandialla, Greenethorpe and Caragabal (with 
an estimated population of around 100 in each site). The remaining population is farm dwelling. 

There is a Multipurpose Health Service situated at Grenfell, which includes acute, residential and 
community health services. Community health staff provide outreach services to the outlying 
villages. There is a community health centre at Quandialla, with a locally based district nursing 
service and visiting GP, Child and Family and Community Nursing services. 

The Grenfell community health team have always been active in promoting physical activity, 
implementing programs such as gentle exercise, walking groups, aqua fitness and tai chi at 
Grenfell, Quandialla and Greenethorpe. The Leisure Group is one program, initiated by 
community health staff and the Grenfell Uniting Church, which has been run by volunteers for 
over 11 years. This program includes craft, education as well as a gentle exercise program, 
which after recently loosing the physiotherapist is being run by an appropriately experienced 
community member. Another program, the Weddin Wanderers, a bushwalking group, has been 
operating for 7 years and is also being co-ordinated by community members. However without 
appropriate community volunteers, how do we ensure sustainability of other programs? Currently 
we are unable to use local gymnasiums because they don’t exist in Grenfell. 

In 1997 the Active Australia campaign encouraged Australia to become Simply Active Every Day. 
In 1999 there was an emphasis on healthy ageing and physical activity. Increased activity was 
shown to provide health benefits in a range of areas including chronic disease management such 
as arthritis, diabetes, lung conditions as well as cardiovascular disease, depression and falls 
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prevention. The program focused on getting those who don’t exercise involved in 30 minutes of 
moderate activity on most days of the week. At Grenfell community health our dilemma was how 
to involve those who could no longer participate in activities such as the Leisure group or aqua 
fitness or those who were becoming socially isolated. There was a day care service at Grenfell, 
but often the response was “I am not bad enough or old enough to attend that group—no thank 
you”. 

The Weddin Day Therapy Program 

Following a successful submission to the Commonwealth Department of Health and Ageing, the 
Weddin Day Therapy program was commenced in May 2003 to complement existing health and 
community programs and fill some of the gaps in service for the aged population. Part of the 
program was to provide monthly outreach service to Caragabal, Quandialla and Greenethorpe. 

The program employs a full time diversional therapist, supported by an occupational therapist 
and physiotherapist 1 day per week.  

Aims 

The aims of the program are to  

! conduct assessments for physical abilities 

! assist people to set goals for improvement in their activity levels 

! run individual and group programs for recreational, social and physical activities 

! educate about how to reduce the risk of falling in the home or community 

! develop home or community exercise programs to improve strength, balance, confidence 
and general fitness 

! promote healthy ageing 

! assist people to learn new ways of doing activities that have become difficult for them. 

In establishing the service we did not have specific plans for the programs to be provided, but 
instead planned to base them on the needs expressed by prospective participants. Thus 
individual or group programs could be offered with a time range from half an hour to a full day. 
Literature supports that individually tailored programs promote participation and support 
sustainability. 

Target population 

Our target group are people: 

! over 60 years of age. It was decided to make this age limit relatively low so as not to exclude 
potential participants, particularly in the outlying villages. This would increase the possibility 
of making group work viable 

! motivated to remain independent 
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! interested in becoming more active 

! would like more involvement in community, social or physical activities 

! at risk of loosing their independence due to a medical condition 

! recently discharged from a rehabilitation service. Prior to establishment of this program 
follow up of rehabilitation clients was minimal, as there was limited access to allied health 
staff 

! residents of the Multipurpose Health Service. Initially we were planning to see both low and 
high level care clients, however due to cost recovery issues we only provide a service to low 
level care clients. High level care clients are provided with physiotherapy, occupational 
therapy and day care through NSW health. 

A priority list was established based on recency of medical condition, falls and degree of social 
isolation. The Commonwealth Day Therapy Guidelines state that younger people with disabilities 
can be provided with a service if there is no other more appropriate service available. In 
recognition of the limited services available in Grenfell, we have included young people with 
disabilities as a lower priority and have had 2 referrals in the 12-month period in which we have 
been running.  

Assessments 

Following reviews of literature, other programs and existing assessments used throughout Mid 
Western Area Health Service the following assessment battery was chosen. 

! medical conditions 

! activities of daily living—CNMDSA V2 

! falls history 

! activity questionnaire 

! quality of life scale—2 point 

! chair sit to stand 

! four test balance scale 

! six minute walk test 

! Geriatric Depression Scale 

! full Mini Mental State Examination 

If other health workers have recently completed any of these assessments and there is no 
change in client status they are not repeated, however results are recorded on the assessment 
form. 
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Establishing the program 

A steering committee comprising health, aged care, community services and a community 
representative was established to oversee the development of the program. This committee 
continues to monitor the ongoing management of the program. 

Positions were advertised and eventually filled. 

A community focus group was held in Grenfell. Publicity was placed in the local paper, 
information was sent to local GPs and community agencies and invitations were also sent to 
prospective clients. Similarly focus groups were planned for each of the outlying villages. 

Policies and procedures were documented and promoted where needed. The Commonwealth 
Day Therapy Guidelines have a fee expectation. It was decided that all clients would be expected 
to pay a nominal fee, to assist with determining motivation and commitment to becoming more 
active. Our fee structure is 50cents up to 1 hour, $2.00 2–4 hours and $5.00 for over 4 hours. 
Meals and transport incur additional costs. Setting our costs at a nominal rate does not exclude 
people due to cost and is affordable if people wish to attend more than once per week.  

Equipment was purchased. This include a recumbent bicycle, a treadmill, a flexi bench and 
weights. 

Referrals were taken, recorded and prioritised. We accept self-referral. A medical clearance form 
is required. 

Assessments were commenced; goals set and groups were established—we were on our way. 

What we have found 

Our clients 

! We have had over 100 referrals in the 18 month period. Our current caseload is 35. 

! Excluding the 2 younger aged participants our age range of clients is 63–90. The average 
age is 83. 

! Diagnosis: Musculoskeletal problems are the main diagnostic category. We have also 
recently had several referrals for assistance with weight loss and management of diabetes. 

Assessments: Our database for assessments is not yet complete, however of the results of those 
we have compiled show the following 

! sit to stand: 56% able to complete On reassessment improvement in the time taken to 
complete the test was noted in all but 1 case 

! balance postures: This is a test with 4 components were feet are positioned in 4 different 
ways. Very few of our participants are able to complete all 4 positions. Minor improvement 
was noted on a few reassessments 

! six minute walk test: only 4 participants have been reassessed on this assessment, however 
all have shown minor improvement. 
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! Geriatric Depression Scale: only 3 of 20 people assessed indicated they had feelings of 
depression. This did not correlate at all with the scores on the GDS  

! Groups: We have been able to establish exercise groups, however have found the 
participants to not really be interested in other activities. We run 6 exercise groups per week, 
with 3–6 participants per group. Indoor bowls, walking and gardening have been offered but 
not established as groups. This may be partly attributed to the variety of activities already 
available in the community or it may be that the participants are motivated by the health 
gains that can made through exercise. 

Other issues 

Goal setting: in many cases we have found it difficult to get clients involved in realistic goal 
setting. Most often general goals have been set, for example, participate in gentle exercise. This 
is an area we need to develop and any feedback would be appreciated. 

Home programs: basic exercises for home programs are provided either verbally or in writing. 
We use the Geriatric Exercise Resource Library to assist in designing home programs. Many of 
our participants state they do some exercise at home and just having someone ask has been a 
proven method of sustaining participation in exercise. 

Providing a group leader and the social interaction of others assists people to maintain 
motivation, this is supported by literature. 

Engaging smaller communities: we have found the easiest way to do this is by individual contact. 
Focus groups have not worked, but utilisation of pre-existing knowledge of individual’s needs has 
proved a valuable means of engaging people. Personal contact is successful. 

Being able to offer individual diversional therapy programs in clients’ homes has assisted in 
reaching those who are socially isolated or at a low functional level. This has also proved to be a 
useful contribution to case management of the complex client. 

What do you do when you don’t have a physiotherapist? Since loosing our physiotherapist in 
February this year we have relied more on medical guidance and increased our reassessment 
time from 6 monthly to 12 monthly. We have contracted a private physiotherapist when we have 
needed specific assessment. This has given us valuable intervention ideas. 

What our clients reported 

As part of our evaluation we completed a client a client satisfaction questionnaire. Due to the age 
of our clients, to ensure anonymity and to get a comprehensive response we contracted out a 
worker not involved in the program to conduct face to face evaluations. Evaluation included 
subjective evaluation of likes, dislikes and suggested improvement as well as falls data and a 3 
point rating scale on anticipated areas of improvement or benefit (for example: walking, ADL, 
confidence). Questions were worded differently for those participating in individual or group 
programs. Where appropriate carers were asked to respond. 

At the time of writing this paper we had completed 14 group participant evaluations and 5 
individual participant evaluations. 
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! Individual evaluations 

– As is expected positive feedback was given, with no suggestions for change. In the 
anticipated areas of benefit exercising alone with the therapist and feeling happier had 
the most frequent positive ratings. 

! Group evaluations 

– keeping me moving and the company were the most frequent likes 

– when asked about health improvements over half felt their health had improved in some 
way including breathing and walking straighter 

– anticipated benefits: Enjoyment from exercising with others and feeling happier were the 
highest scoring benefits (both 100%). Surprisingly increased confidence was the next 
highest score (71%) Improvements in ADL was the lowest scoring benefit (35%) 

– three people interviewed had stopped attending the groups, two due to physical reasons 
and one due to other activities. 

– suggestions for improvement included additional equipment and additional classes. 

– only 1 person indicated they had fallen since attending the group. 

It will be interesting to see whether the reassessment of participants is consistent with or 
enhances these subjective evaluations.  

Future plans 

Goal Setting: achievement of goals was thought to be one way of providing evidence that the 
program was working. Further consideration of goal setting with an aged, community population 
is required. 

Alternate activities: to assist with prevention of burnout for the diversional therapist and to assist 
with continued motivation of the participants it is felt alternate activity groups are required, such 
as walking or falls prevention. One model currently being considered is running groups based on 
terms. 

Recruit and utilise volunteers, to assist with transport and activities. This is considered essential 
for sustainability. 

Continue with measuring outcomes, including review of what we are measuring and adding 
additional measures such as weight loss and readmission to hospitals. 

Conclusion 

In conclusion it has been exciting to develop an alternative model for day therapy. I feel the 
strength of the program is that the service can be tailored to the individual. They can choose to 
be involved in a group or an individual program, they can choose to be seen at home or come 
into a centre. We can provide an outreach service to small, isolated rural communities and if we 
don’t have a physiotherapist the program will not necessarily fold. Over time the relationship 
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between the client and the diversional therapist develops which is valuable in contributing to case 
management of the client. We have been able to keep the aged active, simply. 

Program funded by the Commonwealth Department of Health and Ageing. 
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