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ABSTRACT 

Shutt, M. A comparison of physical education content priorities of teachers and varents 
of children with Down syndrome. MS in Exercise and Sport Science-Physical Education 
Teaching, Adapted Physical Education Concentration, December, 201 0,96 pp. (G. 
Tymeson) 

Students with Down sylldrolne (DS) have unique education and health needs that often 
require specially designed instructio~~ such as adapted physical education. To ensure that 
students with DS receive appropriate and quality physical education services there must 
be adequate communication and agreement of curriculun~ content between general and 
adapted physical educators and parents of these students. This study examined the 
frequency of com~nu~lication and agreement of physical education curriculum content 
between general (n = 16) and adapted (n = 93) physical educators and the parents (n = 53) 
of students with DS. Online surveys were sent via email to parents of' children with DS, 
general and adapted physical educators. Results indicated that parents felt they are 
communicating less frequently with their child's APE teacher than the com~~~unication 
frequency that APE teachers reported. Social skills in physical education was rated the 
highest priority of all 12 content areas by all three groups. Disagreement between the 
parents and teachers was found on two content areas, transitioning fi.0111 school-based to 
community-based programming and team spo~.ts. This study found high agreement 
anlong parents, APE, and GPE teachers on most physical education curriculum content 
areas for students with DS. 
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INTRODUCTION 

''Down syndrome (DS) is the most common chromosomal disorder with an 

estimated 5,400 infants with DS born each year in the United States" (Shin, Besser, Kucik, 

Lu, Siffel, & Correa, 2009). Given this high prevalence of DS and since the Individuals 

with Disabilities Education Act (IDEA) encourages participation in regular education 

programs to the maximum extent possible, students with DS attend public schools and are 

included in classes with nondisabled peers. With advances in technology and medical 

treatments, life spans among individuals with DS are increasingly longer (Carmelli, 

Barchad, Masharawi, & Coleman, 2004). However, the health status of adults with 

cognitive disabilities, including those with DS, is relatively poor and the rates of early 

morbidity and mortality are extremely high for this population (Fernhall & Pitetti, 2001). 

School aged children with DS often have m Individualized Education Program 

(IEP) since many demonstrate specific learning traits and characteristics &at qualify them 

for special education. It is also common for students with DS to qualify for adapted or 

specially designed physical education due to deficits in physical fitness and motor skill 

functioning. Shields, Dodd, and Abblitt (2009) found health concerns that linked 

congenital heart defects, muscle hypotonicity, joint hypermobility, low cardiovascular 

endurance, and decreased muscular strength to individuals with DS. Jobling and Cuskelly 

(2006) found that adults with DS have a range of significant health problems, including 

chronic medical conditions such as cardiovascular diseases, osteoporosis, obesity, 



diabetes, musculo-skeletal problems, and respiratory disorders. "Increased physical 

fitness helps reduce the probability of a host of physical illnesses and conditions, fiom 

heart disease to diabetes" (Anderson & Heyne, 2010). Therefore, physical education 

teachers need to be aware of specific characteristics that are prevalent among students 

with DS and choose appropriate curriculum content based on individual needs. 

"While physical activity is vital for all people, it is especially important for 

children and adults with disabilities, not only for improving physical health but also in 

temls of emotional and psychological benefits, social benefits, and even community and 

societal benefits" (Anderson & Heyne, 2010). Shields et al. (2009) found that individuals 

with DS develop skills and motor patterns in the same sequence but not at the same rate or 

extent as their nondisabled peers. In most cases the movement strategies of individuals 

with DS are not as efficient which often leads to less physical activity. With medical, 

cognitive, and developmental limitations hindering participation in physical activity, 

individuals with DS are more likely to be overweight or obese (Shields et a]., 2009). 

"Furthermore, obesity is negatively correlated with motor performance, and is likely to 

decrease participation in physical activities" (Luke, Roizen, Sutton, & Sehoelier, 1994). A 

noteworthy statistic from Shields et al. (2009) revealed that 45% of male subjects and 56% 

of female subjects with DS are overweight. These statistics compare to the overall self- 

reported national obesity prevalence in the U.S. which is currently 27% of the nation's 

population (CDC, 2010). Because of high prevalence rates of obesity and physical 

inactivity, it is especially important to teach children with DS the functional slulls 

necessary to engage in recommended daily amounts of physical activity (Shields et a]., 

2009). When persons with DS are significantly overweight they are likely to be less 



active which may affect their ability to participate in physical education and other health 

enhancing physical activities. "Once a person with DS has become overweight, he or she 

will have a difficult time losing the excess weight" (Pueschel, 2006, p. 12). Thus, it is 

imperative to teach students with DS how to be physically active, eat healthy, and manage 

their weight at early ages. 

Physical education, adapted if necessary, is crucial for the development of motor 

skills, physical fitness, and sport related skills for all students including those with DS. 

Physical educators should teach individuals with DS to be physically active to maintain a 

healthy lifestyle during and after the school years. Individuals with DS ofien need more 

motivation to regularly engage in physical activity than their nondisabled peers. Research 

by Peterson et al. (2007) found that participation in leisure activities for individuals with 

intellectual disabilities, including DS, can be highly motivating for participants and can 

facilitate skill development, social benefits, and improved adaptive behaviors. Several 

studies (Fernhall & Petetti, 2001; Jobling & Cuskelly, 2006; Shields eta]., 2009) indicate 

that individuals with DS have specific areas of need related to physical education 

curriculum content. Since each child has unique needs, the focus to individualize physical 

education should be a priority. 

Adapted (APE) and general physical education (GPE) teachers need to carefully 

review and prioritize curriculum content to meet the needs of students with DS. These 

teachers determine the least restrictive environment in physical education for students with 

DS, whether in a segregated setting or an inclusive environment with their nondisabled 

peers. Lytlc and Collier (2002) found that over the past few decades a trend has occurred 

from teaching students with disabilities in segregated environments to teaching these 



students in more inclusive settings. Thus, inclusion practices have resulted in a shift that 

encourages the physical education team to move away from segregated APE classes to 

continuously consulting and communicating in order to properly educate students with and 

without disabilities in inclusive classrooms where appropriate. Regardless of whether 

physical education for students with DS is in a segregated or an inclusive setting, the 

content should meet the specific needs of individuals and much communication is 

necessary among the IEP team and other education professionals. "Many professionals 

are involved in the development and implementation of a student's IEP. In fact, IDEA 

mandates that a student's IEP be developed by a team that includes the student (when 

appropriate), student's parents, student's teachers, student's therapists, and a 

representative from the local education agency" (Block, 2007, p. 30). 

"To develop appropriate educational and service plans that achieve educational 

objectives, teachers, physicians, therapists, and families must collaborate. Cooperation 

from home, community, and school is necessary to ensure informed decisions are made 

according to the child's educational needs" (Horvat, Kalakian, Croce, & Dahlstmm, 201 1, 

p. 53). This is true for all academic subjects including physical education. Parents should 

be made aware of the curriculum content in physical education for their child with DS. 

Parents should also convey their opinions on the perceived importance of each content 

area to the physical education teacher. Effective communication anlong IEP team 

members results in better physical education programs for students (Lytle & Collier, 

2002). 

Columna et al. (2008) found that "...parents deemed it important for professionals 

who provide adapted physical education services to be qualified, to possess the training 



necessary to work with children with disabilities, to have high expectations for their 

children, and to continually communicate with the parents." Wisconsin's State 

Performance Plan reported the desired percentage for "parents with a child receiving 

special education services who report that schools facilitated parent involvement as a 

means of improving sewices and results for children with disabilities" was not met for 

2008 (U.S. Department of Education, 2008). These schools and teachers within them need 

to constantly communicate with one another and parents to ensure that students with 

disabilities are receiving the most appropriate education for their specific needs. A study 

by Hodge, Ammah, Casebolt, Lamaster, and O'Sullivan (2004) reported that "teachers 

believed that communication between them, the IEP team, and school administration was 

needed to enhance their efficacy. Lack of such effective communication was viewed as 

adversely impacting their efficacy in teaching students with disabilities." This 

communication includes physical education and its curriculum content. 

Sharing expertise and resources among professionals assists with problem-solving 

and allows all individuals involved in the student's educational plan to make use of best 

teaching practices (Block, 2007, p. 30). A variety of methods for communication between 

parents o r  adolescents with DS and physical education teachers are used in schools. 

Teachers and parents may have face to face parent-teacher meetings, phone conversations, 

or notes through email or letters. However, the actual amount and type of communication 

between the parents of students with disabilities and physical education teachers is 

unknown. 

Although current research has identified multiple social, health, and pl~ysical 

fitness needs for individuals with DS, there are no specific data to determine whether 



those needs are being discussed and prioritized for physical education. Furthennore, there 

are no specific data to determine whether there is agreement among APE, GPE, and 

parents on the physical education curriculum content that best prepares persons with DS 

for physically active lifestyles during and after their school years. The purpose of this 

study was to compare the physical education program content priorities of APE, GPE, and 

parents of children with DS. 



METHODS 

Pilot Study 

A pilot study was conducted on the teacher and parent surveys to refine study 

procedures and the surveys. The teacher survey was sent to one APE and one GPE 

teacher to complete and give feedback to the researcher regarding the clarity, instructions, 

and content. Both teachers responded that the content was appropriate and the directions 

were clear and easy to understand. A parent survey was sent to a parent of a school-aged 

child with DS to complete and provide feedback regarding the clarity, instntctions, and 

content. The parent stated that the survey had good content, was easy to follow, and only 

took 5 minutes to complete. Both the GPE teacher and the parent gave feedback regarding 

the last two sections of the survey being relatively the same as one another. The research 

team decided not to make changes to the surveys because they felt confident in the overall 

content of the survey, along with the data that would be collected using the teacher and 

parent surveys. The teacher and parent surveys were also reviewed by multiple 

professionals in higher education with expertise in adapted and general physical education 

who deemed the surveys as valid instruments to determine teacher and parent priorities of 

physical education curriculum content for students with DS. 

Participants 

The study included 55 parents of children with DS, 48 mothers (87.3%) and 7 

fathers (1 2.7%). The mean age of the parents was 45 i 6 years. Of these parents, 37 



(67.3%) reported having a malc child with DS while I8 (32.7%) reported having a female 

child with DS. Six parents (10.9%) reported their child was currently enrolled in early 

childhood or preschool, 23 (41.8%) reported their child was enrolled in elementary school, 

and 26 (47.3%) reported their child with DS was enrolled in a secondary level of 

education, which included middle and high school. 

A total of 128 physical education teachers completed the online survey. Of these, 

109 (85.2%) had a license in APE and 19 (14.8%) were GPE teachers because they did not 

have a Minnesota or a Wisconsin license in APE. To qualify as an APE teacher, the 

participant needed to be certified with either a Wisconsin 860 or Minnesota 8700.5502 

license in APE. The mean age of all teachers was 41 i 11 years. The majority of teachers 

reported they were full-time, 116 (90.6%), while only 12 (9.4%) were part-time physical 

education teachers. Four (3.1%) teachers reported that they primarily taught at the 

preschool or early childhood level, 69 (53.9%) reported teaching primarily at the 

elementary level, 45 (35.2%) reported teaching at either the middle or high school level, 

and 9 (7%) teachers reported that they taught at multiple levels and did not teach at any 

one level exclusively. 

Procedures 

Before the study hegan, approval was received from an Institutional Review Board 

to complete research with human participants. Surveys were then developed, piloted, and 

sent to APE teachcrs, GPE teachers, and parents of children with DS. Surveys were sent 

to teachers and parents who worked or lived in Wisconsin or Minnesota. A cover letter 

accompanied the survey to provide deta~ls about informed consent and the purpose of the 

study. All surveys were sent via email and included a cover letter with specific directions 



and information regarding the purpose of the study. The email also included an online 

link, where participants accessed the survey. 

The "Physical Education Teacher Priorities of Curriculum Content for Students 

with Down Syndrome" (teacher) surveys (see Appendix B) were sent to APE and GPE 

teachers on Wisconsin and Minnesota electronic mailing lists. Professional teaching 

organizations and personal contacts aided this study by sending the email out to their 

electronic inailing lists of APE and GPE professional colleagues. Teacher surveys had 

different demographic questions than the parent surveys and only APE teachers responded 

to the section on frequency of communication. 

The "Parent Priorities of Physical Education Curriculum Content" (parent) surveys 

were sent to parents of children with DS (see Appendix B). The child with DS had to be 

within ages 4-21 years old and currently enrolled in a PK-12 school district. Both parents 

of a child with DS were asked to complete the online survey separately from their spouse 

which in some cases resulted in two completed parent surveys from a single family 

household. The majority of parent surveys were sent out by various human services 

agencies and DS associations via electronic mailing lists. Parent surveys were also sent 

via email to the parents of a child with DS that participated in adapted physical activity 

programs at the University of Wisconsin-La Crosse. 

The procedure for both parent and teacher participants took approximately 10 

minutes to (a) read the cover letter in the email, (b) read the instructions to the survey, and 

(c) complete the survey. Sections (c) and (d) of the teacher and parent surveys included 

drop down menus with definitions of each physical education curriculum content area 

when the participant used the cursor and placed it over the content area that was 



highlighted. Participants were encouraged t6 call or elnail the researcher with any 

questions regarding the survey or project at any time during completion of the survey. 

Measures 

Teacher Survey 

The teacher survey was created by the research team to gather (a) demographics, 

(b) frequency of communication between APE teachers and parents of students with 

disabilities, (c) priority rankings of curriculum content in physical education for students 

with DS, and (d) priority ratings of curriculum content in physical education for students 

with DS. The teacher survey was designed for both GPE and APE teachers with the one 

difference being that only APE teachers answered section (b) frequency of communication 

between APE teachers and parents of students with disabilities. Section (a) requested 

demographic information on the GPE and APE teachers. This information requested 

gender, age, if they were currently a full-time teacher, what percent they taught both GPE 

and APE, what level of education they primarily taught, and if they held a Wisconsin 860 

or Minnesota 8700.5502 license in APE. If the participant answered yes to holding a 

license in APE they were asked to answer section (b) and estimate the amount of times in 

an academic school year that they communicated with the parents of a student with a 

disability (not specifically DS) via phone, letter, email, or in-person. This question was 

asked in this way to avoid the chance of APE teachers not having any students with DS on 

their case load. A note accompanied the question that provided teachers quick examples 

of how many combined times throughout a school year they might communicate with 

parents. 



Both GPE and APE teachers were asked to answer questions in section (c) priority 

rankings of curriculum content in physical education for students with DS. Teachers had 

to place content areas in rank order, using 1 for the most important and a 12 for the least 

important content area for a student with DS. The 12 contcnt areas were locomotor skills, 

non-locomotor skills, object control skills, health-related physical fitness, social skills in 

physical education, transitioning from school-based to community-based progranlming, 

team sports, individual sports, aquatics, educational gymnastics/creative movement/dance, 

adventure educatiodoutdoor pursuits, and physical activity video games. A note was 

included for teachers to reference a definition of each content area that was highlighted in 

blue text. To access the definition the teacher had to hold their cursor over the blue 

content area and a description of the content area along with examples would appear on 

screen. Section (d), priority ratings of curriculum content in physical education for 

students with DS, was the last section for teachers to complete. Teachers used screen 

sliders to rate the 12 content areas hy moving the analog web sliders from side to side to 

quantitatively express their priorities of each content area for students with DS from 0 (not 

a priority) to 100 (highest priority) for each content area. The content areas were the same 

12 areas as section (c) and again the teachers could scroll and hold their cursor over a blue 

highlighted content area for a dcscription and examples of that content area. 

Parent Survey 

The parent survey was created by the research team to gather (a) demographics, (h) 

frequency of communication between parents of students with DS and their APE teachers, 

(c) priority rankings of curriculum content in physical education for students with DS, and 

(d) priority ratings of curriculun~ content in physical education for students with DS. 



Section (a) requested demographic information on the parents and their child with DS. 

This information revealed the parents gender, age, their relationship to the student with 

DS, the gender of their child with DS, the age of their child with DS, and the current lcvel 

of education their child with DS was receiving. The parents were then asked to answer 

section (b) and estimate the amount of times in an academic school year that they 

communicated via phone, letter, email, or in-person with their child's APE teacher. A 

note accompanied the question that provided parents with examples of how many times 

throughout a school year they communicate with the APE teacher. 

Parents were then asked to answer section (c) priority rankings of curriculum 

content in physical education for students with DS. The parent had to place each content 

area in rank order, using 1 for the most important and a 12 for the least important content 

area for their child with DS. The 12 content areas were locolnotor skills, non-locomotor 

skills, object control skills, health-related physical fitness, social skills in physical 

education, transitioning from school-based to community-based programming, team 

sports, individual sports, aquatics, educational gymnasticslcreative movementidance, 

adventure education/outdoor pursuits, and physical activity video games. A note was 

included for the parent to read the definition of each content area that was highlighted in 

bluc text. When the parent held their cursor over the content area, a description of the 

content area along with examples appeared up on the screen. Section (d), priority ratings 

of curriculum content in physical education for students with DS, was the last section that 

the parent was asked to complete. Parents used analog web sliders to rate the 12 content 

areas by ~noving the analog web sliders from side to side to express their priorities of each 

content area for their child with DS from a 0 (not a priority) to 100 (highest priority) for 



each content area. The contcnt areas were the same 12 areas as section (c) and again thc 

parents could scroll and hold their mouse cursor over the highlighted content area for a 

description and exanlples of that content area. 

Reliability of Parent and Teacher Surveys 

A Pearson Product-Moment Correlation coefficient was used to determine the 

internal consistency of sections (c) and (d) of both survey's. A high and significant 

association (r = .78, p < .001) was found between these sections. 

Statistical Analysis 

Statistical analyses were completed using Microsoft Excel 2007 and the Statistical 

Package for the Social Sciences (SI'SS 17.0, Inc., Chicago, 1L). Annual mean frequency 

of communication between parents and APE teachers was calculated using descriptive 

statistics in SPSS. Mean ranking and rating scores from sections (c) and (d) on both 

parent and teacher surveys were also calculated using descriptive statistics in SPSS. Data 

from sections (c) and (d) on both parent and teacher surveys were combined and the 

continuous data from section (d) were converted into rankings similar to data in section 

(c). These two sets of data were used in a Pearson Product-Moment Correlation 

coefficient to determine the internal consistency of sections (c) and (d) of both survey's 

combined. 



RESULTS 

A total of 93 APE teachers, 16 GPE teachers, and 53 parents of children with DS 

completed useable surveys. The data presented in this section are from surveys that were 

fully completed. 

Frequency of  Communication between Parents and APE Teachers 

The mean frequency of communication with APE teachers reported by the 54 

parents of children with DS was 5 times per academic year. The mean frequency of 

communication with parents of children with disabilities reported by the 108 APE teachers 

was 9 times per academic year. Using a Wilcoxon test, a non-parametric test similar to a 

t-test, a significant difference @ < .001) was found between the responses of the parents of 

children with DS and the APE teachers. 

Priority Rankings of  Curriculum Content 

Fifty three parents of children with DS, 93 APE teachers, and 16 GPE teachers 

con~pleted the priority rankings of physical education curriculum content. The mean 

rankings for each of the 12 curriculum content areas for parents, APE, and GPE teachers 

are shown in Table 1. Each group is broken down by level of education for parents 

(child's current grade level in school) and for teachers (current grade level taught). 

Parents reported their child's current level of education and each teacher reported the 

primary level of education in which they currently teach. The ranking scale indicates an 

inverse relationship with priority of the content area. The lower the mean ranking, lowest 



being a 1, the higher priority that content area was for that subject group. The higher the 

mean ranking score, 12 being the highest, the lower priority that content area was for tl~at 

subject group. 

Table 1. Parent, APE, and GPE Mean Rankings (1-12) on Cusriculum Content 

E - E 3 
o a 

a 
01 

Participants 
Parents (total) n = 53 4 7 4 5 4 8 6 7 6 9 8 11 
Ea r ly~h i l dhoodn=6  4 7 4 3 5 7 7 6 5 8 9 12 
Elementary n = 2 2  3 6 5 6 3 8 5 7 7 9 8 11 
Secondary n = 2 5 5 7 4 4 4 9 6 6 5 9 8 1 0  
APE (total) n = 93 4 6 5 4 4 7 9 7 6 9 8 11 
Early Ch~ldhood n = 4  4 5 3 5 3 7 9 8 6 11 8 12 
Elementary n = 5 0  4 6 4 5 3 7 9 7 7 8 8 10 
Secondary n = 3 1 5  7 6 3 4 5 8 7 5 9 8 1 1  
Combination n = 8  2 4 3 4 5 8 8 6 8 10 9 11 
GPE(tota1) n = 1 6  2 5 4 5 4 7 9 8 8 8 9 11 
Elementary n = l l  2 4 4 4 3 7 10 8 8 9 9 11 
Secondary n = 5 2 7 2 7 4 7 8 8 7 6 9 1 0  
A l lTeache r sn=119  4 6 5 4 4 7 9 7 6 9 8 11 
AllParticipantsn=172 4 6 4 4 4 7 8 7 6 9 8 11 
Note: 1 =high priority; 12 = low priority 

Results showed that GPE teachcrs prioritized locomotor skills as a higher priority 

with a mean rank of 2 than APE teachers and parents with a mean rank of 4. The only 

content area that differed in mean ranking scores across each group was non-locomotor 

skills as parents ranked it as 7, APE as 6 ,  and GPE as 5. The biggest difference found 

between the parents and the teachers was on team sports. Parents mean ranking for team 

sports was 6 while both APE and GPE teachers mean ranking was 9 for team sports. GPE 

teachers reported a mean ranking of 8 for aquatics while both parents and APE teachers 



r d e d  aquatics as 6.  The other content areas were similar in ranking means. Figure 1 

presents the mean ranking data in bar graph form. 

Figure 1. Parent, APE, and GPE Mean Rankings (1 -12) on Curriculum Content 

'; Parenis n=53 

m APE n+3 
BGPE "-16 

Note. * Transitioning from school-based lo community-based programs 

All groups combined ranked locomotor skills, object control skills, health-related 

physical fjtness, and social skills in physical education as the most important content areas 

in physical education for students with DS. Team sports, educational gymnastics/creative 

movementldance, adventure education/outdoor pursuits, and physically active video 

games were the three highest ranked content areas and therefore considered to be the 

relatively low priority areas in physical education by all three groups. 



Priority Ratings of Curriclllum Content 

Fifty three parents of children with DS, 93 APE teachers, and 16 GPE teachers 

responded to priority ratings of curriculum content in physical education. The mean 

ratings for each of the 12 curriculum content areas for parents, APE, and GPE teachers are 

Table 2. Parent, APE, and GPE Mean Slider Scale Ratings (0-100) on Cumculum Content 

Early~hildhbod n = 6  92 74 85 91 83 76 56 79 84 55 63 18 
Elementary n-22 84 64 77 72 79 46 69 55 68 30 54 19 
Secondary n = 2 5  69 57 65 82 80 63 65 57 55 36 59 25 
APE (total) n = 9 3  71 60 70 77 82 73 43 61 68 42 56 29 
Early~hildhood n = 4  82 76 82 72 90 79 53 70 78 38 63 28 
Elementary n = 5 0  71 60 71 75 81 71 41 58 65 43 54 29 
Secondary n = 3 1  66 51 63 81 81 75 44 62 77 41 60 33 
Comhinaiion n = 8  81 77 88 75 80 79 45 70 46 33 48 19 
GPE (total) n-16 89 75 76 78 89 74 48 59 68 58 60 40 

Note: The higher the rating score, the higher priority that content area is in PE. 

shown in the table 2. Each rating is based on a scale from 0-100, with 0 labeled not a 

priority and 100 labeled highest priority. Each group is further broken down by level of 

education subcategories. Parents reported their child's cunent level of education and each 

teacher reported the primary level of education in which they currently teach. The mean 

ratings had a positive relationship with the priority level of each content area. The higher 

the rating, the higher the priority level was for that content area. If a participant placed a 



100 for a content area, that participant felt that content area was the highest priority for 

their child or student in physical education. 

Object control skills, health-related physical fitness, social skills in physical 

education, individual sports, aquatics, and adventure education/outdoor pursuits all have 

high levels of agreement among the three groups of participants. As shown in Figure 2, 

all three groups rated aquatics a 68 out of 100 respectively, which demonstrates an 

extremely high level of agreement between teachers and parents of children with DS. 

Figure 2. Parent, APE, and GPE Mean Slider Scale Ratings (0-1 00) on Curriculum 
Content 

4 Parents n=53 
U APE n=93 

P GI'E "-16 

General physical education teachers rated locomotor skills as an 89 while APE 

teachers rated locomotor skills at a 71. Parents rated locomotor skills as a 78 which was 

in the middle of GPE and APE teacher's ratings. APE teachers and parents rated non- 

locomotor skills similarly with a mean rating of 62 for parents and 60 for APE teachers. 



GPE teachers rated non-locomotor skills at a 75 which was much higher than parents and 

APE teachers. The biggest differences between groups for the ratiilgs of each content area 

again was in the transitioning from school-based to connnunity-based programming and 

team sports content areas. Parents reported the mean rating for transitioning from school- 

based to community-based programming as a 58 while APE teachers reported a 73 and 

GPE reported a 74. The opposite occurred for the mean ratings on team sports. Parents 

reported a mean rating of 66 while APE teachers reported a 43 and GPE teachers reported 

a 48 for team sports. 

All groups combined rated social skills in physical education as the most important 

content area in physical education for a student with DS. Health-related physical fitness, 

locomotor skills, and object control skills closely followed social skills in physical 

education as the highest rated content area by all participants combined. Physically active 

video games was the lowest rated content area. Educational gymnasticslcreative 

movemei~tldance, adventure education/outdoor pursuits, and team sports were the next 

lowest prioritized content areas in physical education for students with DS by parents, 

APE, and GPE teachers. 



DISCUSSION 

The puipose of this study was to compare the physical education program content 

priorities of adapted physical educators (APE), general physical educators (GPE), and 

parents of children with DS. This study also determined how often the parents of children 

with DS and their child's physical education teachers (APE and GPE) communicated with 

each other. 

Results indicate that parents felt they are communicating less frequently with their 

child's APE teacher than the communication frequency that APE teachers reported. Also, 

frequency of communication reported by APE teachers may have reflected communication 

with the parents of a student with a disability, but not specifically with parents of a child 

with DS. There is a possibility that APE teachers colnmunicate with the parents of 

students with autism, cerebral palsy, or spiua bifida more or less frequently than to the 

parents of a student with DS. 

A study by Columna et al. (2008) found that "...parents deemed it important for 

professionals who provide adapted physical education services to continually 

communicate with the parents." The findings in this study suggest that while 

communication is occurring between parents and APE teachers, the reported frequency of 

reported communication between parents and APE teachers does not match. The 

frequency of communication betwcen parties should be established during early meetings 



in the school year. This would allow the APE teacher and the parents to be aware of each 

others expectations for frequency and forms of communication along with the content that 

will be discussed during communication, such as progress reports and desired curriculum 

content in APE. 

In addition to comrnmication, APE, GPE, and parents of children with DS should 

agree on the curriculum content in physical education for students. Interestingly, 

participants who ranked all 12 content areas had much disagreement on team sports in 

physical education for students with DS. Parents ranked team sports as a much higher 

priority than APE and GPE teachers. These parents may have felt that team sports lead to 

more appropriate social interactions with nondisabled peers during the school years. 

Team sports may also lead to more positive social interactions with siblings, friends, or 

other children in the neighborhood. Teachers may have felt that team sports are not a high 

priority in physical education for students with DS because they doubt that those students 

will continue to be physically engaged in team sports in and after high school. 

The results from the priority ratings section were similar to the results from the 

priority ranking section. The largest difference in priority ratings was reported on team 

sports. Parents rated team sports a much higher priority than teachers. These parents may 

have experienced many team sports in physical education throughout their school years 

which may have impacted their view points on the importance of team sports for their 

child. 

Teachers ranked transitioning from school-based to community-based physical 

education programming as a higher priority than parents. Parents of children with DS that 

were currently enrolled in secondary education unexpectedly ranked transitioning from 



school-based to community-based programming a lower priority than parents of children 

with DS at the early childhood and elementary levels. These findings may be a result of 

parents misintelpreting what they surveys meant by transitioning from school-based to 

community-based physical education programming. The parent findings in this study 

contrast to the findings by Columns et al. (2008) that parents reported that they would like 

a smoother transition for their child within the school and from school into the 

community. The parents felt that the transition of grade levels from year to year often 

interrupted their child's goals and progress in physical education. Parents in the study by 

Columna et al. (2008) reported that was it important to give their child with a disability 

more opportunities to be physically active within the community. 

The priorities of the APE teachers were completely opposite to the parents in this 

study as the secondary level teachers ranked transitioning from school-based to 

community-based programming as a much higher priority than teachers at the early 

childhood and elementary levels. It appears that in general, teachers valued the effects of 

physical education over the lifespan of a student rather than during the school years more 

strongly than parents. The parents in this study may have felt that it was more important 

for their child with DS to experience an immediate effect from their physical education 

instead of a lifelong physically active approach. 

The second largest disagreement on priority ratings of content areas in physical 

education was transitioning from school-based to community-based programming. 

Teachers ratcd transitioning a much higher priority in physical education than the parents 

of students with DS. In a related study, Columna et al. (2008) found that parents lacked 

knowledge regarding special education services (including APE) provided to their 



children with disabilities. Columna et al. (2008) reported that parents did not know how 

APE could motivate their child to engage in physical activity more frequently in the 

community. This is a good example of the necessity of effective communication between 

APE teachers and the parents of children with DS as both sides need to communicate 

effectively and often in order to capitalize on opportunities for successful physical activity 

in community settings. 

Peterson et al. (2007) reported that self-efficacy and social support have strong 

correlations to physical activity for those with cognitive disabilities. The involvement of 

family in thc transition from adolescence to adulthood for persons with disabilities plays a 

vital role for active and successful transition and long-term physical well being of that 

individual. As persons with DS get older, their health tends to decline at faster rates than 

individuals without DS (Peterson et al., 2007). The findings from Peterson et al. (2007) 

emphasize the importance of social support from fanily and friends during the transition 

from school-based to community-based programming. 

The results in this study reveal that social skills in physical education was rated the 

highest priority of all 12 content areas by all three groups. Parents of elementary and 

secondary aged children rated social skills in physical education at almost the exact same 

priority that elementary and secondary APE teachers rated social skills in physical 

edllcation. High agreement between parents and APE teachers was prevalent in the 

ratings of the 12 content areas. It was interesting that social skills in physical education 

was the highest rated content area. Parents and teachers must have felt an importance for 

students with DS to be able to socialize and bave appropriate interactions with others. 

Social interactions among school-aged peers was a high priority in a student's APE as 



reported by Columna et al. (2008). Positive social interactions help individuals with 

disabilities to enjoy participation in physical activities with peers. Learning how to 

intcract appropriately with others in a ganle like setting, where winning and losing often 

take place can be extremely beneficial for students with DS. Thesc interactions with their 

peers can help prepare them for other typical life situations such as working with a large 

group of people in various e~nployment settings. 

With all three groups rating social skills as the highest priority in physical 

education it would be interesting to see if parents and teachers will start implementing 

more goals in the affective domain on the IEP's of students with DS. The majority of the 

IEP goals made in physical education arc in the psychomotor domain, which wollld 

include most of the content areas in this study other than social skills and transitioning 

from school-based to community-based programming. Since parents and teachers 

prioritized social skills in physical education above the other 11 content areas listed in this 

study, then there should be more of an emphasis on writing affectivc as well as 

psychomotor goals on the IEP's of students with DS. 

After social skills in physical education, health-related physical fitness was rated 

the second highest priority in physical education by parents and APE teachers. Locomotor 

skills was the sccond highest rated content area by GPE teachers and the third highest 

rated content area by parents and APE teachers. Data from this study indicate that with 

both health-related physical fitness and locomotor skills being high priorities across all 

three groups, that teachers and parents are aware of common characteristics of DS and 

realize the benefits of being physically and emotionally lit. Frey et al. (2008) suggested 

that certain genetic traits found in persons with DS can impact physiologic, anatomic, and 



performance variables of engaging in physical activity. Individuals with DS are less 

physically fit than their peers with cognitive disabilities without DS. This maybe due to 

neurological complications related to DS. The study by Frey et al. (2008) shows that 

individuals with cognitive disabilities demonstrate lower levels of cardiovascular fitness, 

muscular strength, and higher levels of obesity than their nondisahled peers. It is 

encouraging to see parents and both groups of teachers consider health-related physical 

fitness and locomotor skills, which are valuable skills needed to achieve and maintain 

good health-related physical fitness, as a top priority in physical education for students 

with DS. 

While aquatics was not rated as a top priority in this study it was interesting to see 

that aquatics was rated equally by all three groups of participants. Aquatics was rated in 

the middle of the ratings among the 12 content areas. Parents, APE, and GPE teachers 

placed aquatics as a higher priority than other content areas such as physically active 

video games, adventure education, gymnasticsldance, individual sports, team sports, and 

non-locomotor skills. I-Iowever, these three groups rated locomotor skills, object control 

skills, health-related physical fitness, social skills in physical education, and with the 

exception of parents transitioning from school-based to community-based programming as 

higher priorities in physical education for students with DS than aquatics. It appears that 

all three groups prioritized content area4 that covered a variety of common skills used in 

every day life such as locomotor sltills, before aquatics, but prioritized aquatics over all of 

the more specified content areas such as gymnastics or physically active video games. 

The aquatics ratings showed a big difference in priority levels among the levels of 

education for each group of participants. However, the mean rating for each group came 



out to be the same as the other groups, meaning there was a high level of agreement on 

aquatics between parents and teachers. 

Parents, APE, and GPE teachers were also in agreement on adventure education 

and individual sports as content areas in physical education as all three groups rated these 

as relatively low priority in physical education. In the Midwest, adventure education is a 

popular content area in physical education that is advancing in technology and pedagogy 

allowing for more participation for students with disabilities including DS. Individual 

sports were rated by both groups of teachers as a higher priority than team sports. It can 

be assumed that teachers felt that teaching students with DS individual sports over team 

sports can be more beneficial for these students over the course of their lifetime. Most 

individual sports can be played independently and at the ability level of that individual 

rather than organized team sports that can be hard to find appropriate levels of competition 

especially after the school years. 

Both non-locomotor and object control skills were relatively high priority ratings 

by all three groups. Object control skills was rated as the fourth highest content area by 

all participants. With all three groups in agreement on object control skills in physical 

education it is assumed that the groups felt that skills such as catching and throwing are 

important for individuals with DS lo learn and can be base skills for other content areas 

such as team and individual sports. A similar assumption can be made for non-locomotor 

skills as they are often base skills that are taught and once mastered lead to other more 

advanced skills and sports. This study found that parents of elementary aged children and 

elementary APE teachers rated both non-locomotor and object control skills considerably 

higher than parents of secondary aged children and secondary APE teachers. It was also 



interesting to see that non-locomotor skills was rated much higher by GPE teachers than 

parents or APE teachers. Similar data were found on gymnasticslcreative 

movementldance as GPE teachers rated that content area much higher than parents and 

APE teachers. This may be a result of a low sample size of GPE teachers as only 16 GPE 

teachers completed the survey. 

All three groups were in agreement on physically active video games in physical 

education as the lowest priority of the 12 content areas listed in the study. Parents rated 

physically active video games even lower than APE and GPE teachers. The participants 

may have not been familiar with the technology of physically active video games such as 

Wii Fit for the Nintendo Wii gaming console or just felt that they would rather see their 

child or a student with DS engaged in physical activity through real life situations. 

Over the past two or three decades video gaming has been for the mosi part a 

sedentary activity that has been considered by the majority of adults as a negative 

influence on children. Now there are a considerable amount of physically active video 

games that motivate players to engage in physical activity during game play, often times 

without them realizing it. A study by Temple and Walkley (2007) found that motivation 

was the first and foremost topic that was identified by the researchers. Parents and staff 

felt that individuals with intellectual disabilities (ID), such as DS, lacked intrinsic 

motivation to participate in physical activity on a regular basis. It was reported that the 

adults with ID preferred to live sedentary lifestyles and engage in sedentary activities 

rather than physically activc ones. Prior negative experiences with physical activity were 

thought to play a large role in the inactivity of the individuals with ID. For the adults who 

exercised and were out of breath or experienced sore muscles following physical activity 



often decided not to do those activities again (Temple & Walkley, 2007). Physically 

active video games are motivating, rewarding, can be played at any time and in any 

environment, and they are not likely to cause extreme fatigue or muscle soreness that 

would discourage students with DS from playing again. 

Results of a study by Rimmer, I-Ieller, Wang, and Valerio (2004) revealed that 

69% of the 52 participants with DS were obese (BMI over 30), and an additional 17% 

were overweight (BMI over 25). Although the majority of participants were either 

overweight or obese, the training group participants had significant gains in cardiovascular 

function, bench press, leg strength, and body weight when compared to the control group. 

Participants in this study may be aware of current research that reveal high rates of obesity 

among individuals with DS and obesity it associated with diseases such as: Type I1 

diabetes, heart disease, and arthritis (Rubin, Rimmer, Chicoine, Braddock, & McGuire, 

1998). A review by Fernhall and Pitetti (2001) found that lice expectancy for populations 

with cognitive disabilities is lower than other members of the community. The most 

common causes of death for these individuals are cardiovascular and pulmonary 

complications. Furthermore, individuals with disabilities usually do not partake in 

physical activity on a regular basis, leaving them sedentary and at high risk of early 

mortality. 

These previous statistics may have influenced the priority ratings and rankings on 

curriculum content areas in physical education for students with DS as the most pressing 

needs for these students appears to be physical activity. Parents, APE, and GPE teachers 

may have rated locomotor skills and health-related physical fitness as much higher 

priorities in physical education than adventure education, gymnasticslcreative movement, 



physically active video games for students with DS because the former are perceived to 

emphasize moderate to vigorous physical activity on a regular basis. 



CONCLUSION 

Communication anlong APE teachers and parents is imperative to ensure that 

students have opportunities to succeed in physical education. Communication on the 

importance of transitioning from school-based to community-based physical education 

and team sports between teachers and parents of children with DS is the most pressing 

issue that the data in this study revealed. Disagreement between parents and teachers was 

found on two content areas, transitioning from school-based to community-based 

programming and team sports. The majority of data revealed in this study found high 

agreement levels between parents, APE, and GPE teachers on most physical education 

curriculunl content areas for students with DS. The content arcas in high agreement on 

priority levels among the three groups were object control skills, health-related physical 

fitness, social skills in physical education, individual sports, aquatics, and adventure 

educatiodoutdoor pursuits. 

Parents and physical educators (APE and GPE) need to communicate more on 

certain content areas that are important for students with DS. Physical educators should 

hl ly explain each content area and its significance for students with DS. After this 

communication takes place, it would be easier for parents to decide on content areas that 

are most relevant for their child with DS, they might also feel more aware on the different 

areas of physical education that have changed drastically from when they were in physical 

education. 



Further research should be conducted to investigate why parents prioritize teams 

sports much higher than teachers and why teachers prioritize transitioning from school- 

based to community-based programming much higher than parents. It would also be 

interesting to collect data to find if there are other content areas that parents and teachers 

would highly prioritize in physical education. This may include finding out what APE or 

GPE teachers have done in the past with their students with DS that either worked well or 

content areas that were not successful. It is recommended that further research be 

conducted to detennine how communication is taking place, when during the school year 

it is taking place, or what is actually being communicated between teachers and parents of 

children with DS. Lastly, it would be interesting to determine if increased communication 

between parents of children with DS and their child's physical education teacher affect 

their performance in physical education. 
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APPENDIX A 

COVER LETTERS 



Dear Parents: 

I am a graduate student in Adapted Physical Education at the University of Wisconsin- 
La Crosse. I am conducting a study to compare the physical education program content 
priorities of adapted physical educators (APE), general physical educators (GPE), and parents 
of children with Down syndrome (DS). 

Your assistance is needed with this study. Your experiences as a parent of a child with DS can 
contribute significantly to this work. The survey should only take 15 minutes, and will ask for 
some information about you and your child followed by a list of physical education curriculum 
content areas for you to prioritize for your child. 

The completion and return of the survey conveys your informed consent to participate. The 
completed surveys will be confidential. All surveys will be kept in a locked filing cabinet and 
destroyed after data analysis. This research project has been reviewed and approved by the 
Institutional Review Board for the Protection of Human Subjects at the University of Wisconsin- 
La Crosse. 

We appreciate your time and thank you for your assistance. If you have questions regarding the 
survey, please contact me at the Center on Disability Health and Adapted Physical Activity (608- 
785-8740, shutt.matt@students.uwlax.edu) or contact Dr. Garth Tymeson at 608-785-5415. 

Sincerely, 

Matthew Shutt, Graduate Student 
Adapted Physical Education 

Garth Tymeson, Ph.D., Professor 
Adapted Physical Education 



Dear Adapted and General Physical Educators: 

I am a graduate student in Adapted Physical Education at the University of Wisconsin- La 
Crosse. I am conducting a study to compare the physical education program content priorities 
of adapted physical educators (APE), general physical educators (GPE), and parents of children 
with Down syndrome (DS). 

Your assistance is needed with this study. Your extensive knowledge as a physical educator 
can contribute significantly to this work. The survey should only take 20 minutes, and will ask 
for some demographic information about you followed by a list of physical education curriculum 
content areas for you to prioritize for a student with DS. 

Your participation is completely voluntary and you may choose not to answer certain questions. 
The completion and return of the survey conveys your informed consent to participate. The 
completed surveys will be kept confidential. Your identity and the identity of your school district 
will not be known by anyone. All surveys will be kept in a locked filing cabinet and destroyed 
after data analysis. This research project has been reviewed and approved by the Institutional 
Review Board for the Protection of Human Subjects at the University of Wisconsin-La Crosse. 

We appreciate your time and thank you for your assistance. If you have questions regarding the 
survey, please contact me at the Center on Disability Health and Adapted Physical Activity (608- 
785-8740, shutt.matt@students,uwlax.edu) or contact Dr. Garth Tymeson at 608-785-5415. 

Sincerely, 

Matthew Shutt, Graduate Student 
Adapted Physical Education 

Garth Tymeson, Ph.D., Professor 
Adapted Physical Education 



APPENDIX B 

ONLINE SURVEYS 



down syndrome 

Demographics 

T1 
Parent Priorities of Physical Education Curriculum Content 
Thank you for pallicipating in our study about physical education curiicuium content for children with Down syndrome. Your pariicipation should take 
about 10 minutes. All of the information you submit will be annonymous and only group data will be used in pubiications or presentations. By clicking the 
"submit.. button at the end of the suruey, you are giving your informed consent to participate in this study. Again. thank you for your time and valuable 
information. 

Part 1: Information about you and your chiid 

Q2 Your gendec 

::.: Male 

r: Femaie 

Q3 Your age: 

. ." 

Q4 Your relationship to child with Down syndrome: 

.............- -.- . 
Mother ............................................ 

Display This Question: 
i f  Your relationship to child with Down syndrome: Other is Selected 

c15 What is your relationshbp to the child with Down syndrome? 

Q6 Gender of your child with Down syndrome: 

Male 

' , Female 

a7 Date of birth of your child with Down syndrome (mmlddiyyyy): 

. . . . . . . . . . . . . . . . . . . . . . . .  .- .......... ..... 

Qq8 What is your child's current level of education? 

httpi://uwla~.qualtrici.comiCP/?ClientACtion=EditSey&Secti=SV . tion=&SubSubSection=undefined&TranractionlD=3&Repeatablc=O&T=ZvkLDF Page 1 of 4 



., , , . . .. . . . . . . . . . - , . .... , 

Preschool (early childhood) 
~ .........,. ...,. . . ."., ,, ,..,... . .....,..,..,..,. .. .. . . .. ,. ,,.,,... " ,. ... . . ., 

Display This Question: 
If What is your child's current ievei of education? Other Is Selected 

Q9 Please explain "other" 

Frequency 

T2 Part 2: Frequency of Communicat ion with Adapted Physical  Educat ion Teachers 

Q'o Estimate how many times in an academic year (not including summer) that you communicate by phone. letter, emaii, or in-person with your child's 
adapted physicai education teacher regarding hlsiher physical educalion program? Piace your number response on the line below. 

hiulr. il eiage a a a e n  IC scroo ,ear is 38 r e e ~ i  or2 11 ,o.r a r r q d  corm .r..cn at ;. :n o.r c. : 5 a3apit3a - . l ,s  ra ea.nlor s or'cz a he<< 

,o .r r t , ror i?  nip71 i e  38 I ,a.r .*.ara)p on. i i .o~b ion i l :n  , 3 .  ,',l o s a a a : ~ ~  pn, i ra ea.<al?r i o n c l  e.?q : i o  "eeds ,o.r i t - i ~ l r s r  8, g?: Je 
l i  Tlei, .eraqe n:? :?ei cf o-or l ls  ~ ' a r ,  ncn0zir.c ,ad, i r I ,au, a.?raCP :alrw., a ' o n  .In ,o+r I .  aia,lakiac p r , i ~  2i -cdl0 ,  l a i o n c e  a 
month, your response might be 9 

Ranks 

14 Part  3: Pr ior i ty  Ranking of Physical  Educat ion Curr iculum Content 

Q'i2 Instructions: Rank order the following physical education content areas from the most to least important for your 
child. Use a "1" to indicate the most important item, a "2" for the second most important, and so on to 12 for the 
least important. Your ranking of content areas should be for your child with Down syndrome across hislher entire 
PK-12 educational experience, not for any particular age or grade level. 

Note: For definitions of the content areas below, please hold your mouse cursor over the blue titles. 

Locomotor Skiils 

Nor:-lo(;orriot~r Skills 

objii<:I Consul Skills 

ifeellli.related Phys~cal Fitness 

Social Skills i r i  PIhys1i:ill Ediicalion 

l'ran~iilioning froin Schnoi-based to Conimiiriily-based F'iopiamniiriy 

ream Sports 

htlps://uwlau.qualtrics.cam/CP/?ClientActian=EditS~rvey&Sectlan=SV tion=&SubSubSection=undeflned&Tran5actiolD=3&Repeatable=O&T=2~k~D~ Page 2 of 4 
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Quaitrics SuNey Software 

Physicai Activity 
Video Esmes 

https://uwiax.qualtrics.cam/CP/?CIientAction=EditSrveY&Section=SV..tion=&SubSbSetionndefined&TrsactioniD=3&Rpetabie=O&T=2vkLDF Page 4 of 4 



Qualtiicr Survey Soilware 

down syndrome -teacher 

Demographics 

T I  
Physicai! Education "%acher Priorities of Curricuiiesm Content for 
Students with Down Syndrome 
Thank you for participating in our study about physical education curriculum content for students with Down syndrome. Your paiticipation should take 
about 10 minutes. All of the information you submit will be 
anonymous and only group data will be used in publications or presentations. By clicking thesubmit" button at the end of the survey, you are giving Your 
informed consent to paiticipate in this study. Again, thank you for your time and valuable information. 

Part 4 :  Information about you (the teacher) 

P)2 Your gender: 

/ \  Male 

A . , Female 

Q3 Your age: 

(a4 Are you currently a full time teacher in  a PK-12 school district? 

I_ ,.) Yes 

<; No 

Q!5 What percent lull-tlme equ~vaient (FTE) do you currently teach general physlcal education (GPE)? 

Q6 What percent fuii-tlme equ~vaient (FIE) do you currently teach adapted physical education (APE)? 

Q.7 At what level of education do you primarily teach? 

, ,, . , , . . . ... 
P I ~ ~ ~ O O I  (early childhood) v "-" ""., 

D isp lay  This Question: 
If At what level of education do you primarily teach? Other is Selected 

httpr:lluwlax.quallri~s.c0miCP/7Clien:A~ti0n=Edi:Srvey&Scion=SV,..:ion=&SubS~bSecrion=undefined&Tian~a~ti0niD=l&Rcpeaiabie=O&T=2~kLDF Page 1 of 4 
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08 Please explain "other" 

Frequency 

T2 Part 2: Additional Physical Education @er(ificaPions 

Q9 00 you hold a Wisconsin 860 (adapted PE) or Minnesota 8710.53 (developmental adapted PE) license7 

(,':l Yes 

.-. ..,, NO 

Display This Question: 
If Do you hoid a Wisconsin 860 (adapted PE) or Minnesota 871.. Yes Is Selected 

Qq 0 Please indicate which license you hold 

': Wisconsin 860 (adapted PE) 

C Minnesota 8710 53 (developmental adapted PE) 

Display This Question: 
If DO you hold a Wisconsin 860 (adapted PE) or Minnesota 871.. Yes Is Selected 

"' Frequency of Communication with Parents 

E a  nl-s  me 3,crarjr r..rl,Ler CI 1 rn'.:, r iin ataler8, r: ,ear -21 8.i .?oc s.o,mer l?a ,o. :on-i.r#.sie 0, "?ole aller ewa8 cr n-xrs?, '  n i r  112 
larePI, C i  oacn sibd+!ill n i l  I :a:: i le4 l ?  q ..:.55 zsl.e:l, ienleq lo l'le ;r!c , : n , 4  :a ad.:.l:#cr PIz:e ,o"r r . v?e9 reip'wse .r 'he rs oe in  

.Vote: .0.:3 er5c~ .  %:mew. st-cc , e z  5 19 nee.4 on$ ' , o r  a.c.;ge :cr~~n..-calcr~ ; P I  &sl,gerls p - r c~ l  #scn:e i. ~ t t r  ,cur resl l rserr  $1.1 
2e 36 If ,<.r a.traqc c,nim.l. : ac r  ,. ln n sl.de-1, paler1 is c r i e  e e q  I.%" nezes ,?.r rtspcicse I.' 411 c? ' < a  ' r e  a.sr2ce n ir l l lei o l  i l - ~ l l i ~  r rjr 
&:men. c c r  . 5 I ?: J.ei&:c xo7rr.i :alcr ,. 1.1 ,our ri.qtr"s isre-1 ,.AS c r r t  a 11-01'11 ,o_r re,:oc5~ i ~ h l  :e L. 

Priority Ranks 

T3 Part 3: Priority Ranking of Physical Education Curriculum Content 

C9q2 Instructions: Rank order the following physical education content areas from the most to least important for 
students with Down syndrome. Use a "1" to indicate the most important item, a " 2  for the second most important, 
and so on to 12 for the least important. Your ranking of content areas should be for students with Down syndrome 

httpi://uwlax.quallrics.c0m/CP/7ClienlA~rion=EditSure&Section=SV . lion=&SubSubSeclian=~ndefined&Trdn5d~ti0nlD=I&Repeatable=0&T=2vkLDF Page 2 o f  4 
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across the entire PK-12 educational experience, not for any one student or at any particular grade level 

Note: For definitions of the content areas below, please hold your mouse cursor over the blue titles. 

Locomotor Skilis 

Nn;iIocomotor Skiils 

Object Control Skills 

Health-reletcd Pliysicai Fitness 

Social Sl<ills in Physical Education 

Tiansilioriiri<j from School-based to Commliiiily-based Programming 

Tcarn Spoils 

itrilividuvl Spoils 

Aqitatics 

Ediicetionel (;yin~,astics/Crea311~0 MoveiiienVDatlci: 

Advelltiile Edit~ationiO~tdoo~ PUrSuilS 

Pilysical Activity Video Galiies 

Block 3 

T4 Part 4: Priority Ratings of Physical Education Curriculum Content 

I ~ s ~ T u c ~ ~ o ~ ~ s :  Beside each categoiy is a scaie for prioritizing the content area. Based on your knowledge and experience. please consider each 
content area as it relates to students with Down syndrome and his or her future development of skills and knowledge. Your ranking of content areas 
should be for students with Down syndrome across the entire PK-12 educational experience, not for any one student or at any particular grade level. 

QI3 Please use your mouse to sllde the lndlcators below to thew mast approprtate pos1t8ons 

Not a Prtortly Hsghcst Pr lo i~ty 

0 10 20 30 40 50 60 70 80 90 100 

Locon?oto~ Skills 

N ~ l i  iillainotoi Sl<ilis 

Ob~ecl Coilliol Skllls 

tieaith Related 
Physicai Fitness 

Social Skills in I 
httpi:lluwlax.qualtrlcs.c~m/CP/?ClientActlan=EditSurvey&Section=SV tion=&SubSubSection=~ndefined&Tian1a~tionlO=l&Repeatable=0&T=2vkLDF Page 3 of 4 
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l'ransilion ol Physicai 
Activity lo the 

Conilnuniiy 

'reair, Sports 

11,dividual Spoils 
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APPENDIX C 

KEY FOR CURRICULUM CONTENT AREAS 



Key: 

A. Locomotor Skills: includes patterns or movements by individuals to move from one 
place to another such as walking, running, galloping, leaping, hopping, and jumping. 

B. Non-locomotor Skills: includes skills that do not require an individual to move 
anywhere such as twisting, turning, pushing, pulling, and landing. 

C. Object Control Skills: includes skills such as underhand rolling, underhand throwing, 
overhand throwing, catching, dribbling, and kicking. 

D. Health-related Physical Fitness: includes aspects of a healthy lifestyle and the 
prevention of disease related to a sedentary lifestyle. There are five components: 
muscular strength, muscular endurance, cardiovascular endurance, flexibility, and body 
composition or weight. 

E. Social Skills in Physical Education: includes communication, interacting, and 
cooperating with students and teachers. 

F. Transitioning from school-based to  community-based programming: includes 
learning how to independently access out-of-school facilities in the community to engage 
in physical activity, including demonstrating appropriate social behaviors. 

G. Team Sports: includes popular sports that involve three or more players per side 
such as soccer, baseball, and volleyball. 

H. Individual Sports: includes popular sports that involve one player or teams of no 
more than two players such as golf, wrestling, tennis, and cross country running. 

I. Aquatics: includes activities conducted in the water such as swimming, treading 
water, and water survival skills. 

J. Educational GymnasticslCreative Movement: includes ability to repeat an action or 
movement with regularity and in time to a particular pattern. 

K. Adventure EducationlOutdoor Pursuits: includes activities that can be performed 
in the outdoors such as hiking, bike riding, and snowshoeing. 

L. Physical Activity Video Games- includes exercising using a gaming machine. 
Examples are the Nintendo Wii Fit or Dance Dance Revolution for Playstation. 
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PARENT CROSSTABS OF CONTENT RANKINGS 
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APE TEACHER CROSSTABS OF CONTENT RANKINGS 
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REVIEW OF RELATED LITERATURE 

Introduction 

"Down syndrome (DS) is the most common chromosomal disorder with an 

estimated 5,400 infants with DS horn each year in the United States" (Shin, Besser, 

Kucik, Lu, Siffel, & Correa, 2009). Given this high prevalence of DS and since federal 

legislation (Individuals with Disabilities Education Act, 2004) encourages participatiol~ in 

regular education programs to the maximum extent possible, it is common to have 

students with DS in a school district and included in classes with their nondisabled peers. 

With advances in technology and medical treatments, age life spans among individuals 

with DS are increasingly longer lives (Carmeli, Barchad, Masharawi, & Coleman, 2004). 

However, the health status of adults with cognitive disabilities including DS is poor as 

the rates of early morbidity and mortality are extremely high. "These adults have a range 

of significant health problems, including chronic medical conditions such as 

cardiovascular diseases, osteoporosis and obesity, diabetes, musculo-skeletal problems, 

and respiratory disorders" (Jobling & Cuskelly, 2006). These medical conditions 

perpetuate an inability to partake in regular moderate to vigorous physical activity. 

Shields, Dodd, and Abblitt (2009) found that individuals with DS develop skills 

and motor patterns in the same sequence as their nondisabled peers. However, in most 

cases their movement strategies are not as efficient which leads to relatively lesser 

aniounts of physical activity in which individuals with DS engages. With both medical 



and developmental limitations hindering participation of physical activity, individuals 

with DS are more likely to be overweight or obese (Shields et al., 2009). "Furthermore, 

obesity is negatively correlated with motor performance, and is likely to decrease 

participation in physical activities" (Luke, Roizen, Sutton, & Schoeller, 1994). A 

noteworthy statistic from Shields et al. (2009) reported that 45% of males and 56% of 

females with DS are overweight. Because of high prevalence rates of obesity and 

physical inactivity, it is especially important to encourage children with DS to partake in 

the recommended daily amounts of physical activity (Shields et al., 2009). When persons 

with DS are significantly overweight they are likely to be less active which may affect 

their ability to participate in sports and physical activities. "Once a person with DS has 

become overweight, he or she will have a difficult time losing the excess weight" 

(Pueschel, 2006, p. 12). Thus, it is imperative to teach students with DS how to be 

physically active and manage their weight at early ages. Physical education class is 

crucial for the development of motor skills, movement patterns, physical activity benefits, 

and sport related skills for all students including those with DS. 

Students with DS often have an Individualized Education Program (IEP) since 

many demonstrate specific learning characteristics and academic performance that 

qualify them for special education. It is also common for students with DS to qualify for 

adapted or specially designed physical education due to deficits in physical and motor 

developmental areas. Shields et al. (2009) found several exanlples of deficits among 

persons with DS in the physical and motor areas. Collectively, congenital heart defects, 

muscle hypotonicity, joint hypermohility, low cardiovascular endurance, and decreased 

muscular strength negatively affect their physical and motor skill functioning. Physical 



education teachers need to be aware of these specific characteristics that are prevalent 

among students with DS and choose appropriate curriculum content based on individual 

needs. 

To counter the tendency of poor health related to low physical activity levels for 

individuals with DS, pliysical educators should teach students with DS early to engage in 

the recocrmended amount of physical activity each day in order to develop and maintain 

active lifestyles during and after school years. Teaching these students in the early years 

of education goes a long ways in preventing poor health related to physical inactivity. 

"International government agencies and research groups have published guidelines on the 

anlount of physical activity children should undertake daily and many recommend 

children should participate in at least 60 minutes of moderate to vigorous physical 

activity each day" (Shields et a]., 2009). 

Individuals with DS often need more motivation and assistance to regularly 

engage in physical activity than their nondisabled peers. Research by Peterson et al., 

(2007) found that participation in leisure activities that were motivating for participants 

facilitates skill development, social benefits, and improvement in adaptive behaviors. 

Several studies (Shields et al., 2009; Jobling & Cuskelly, 2006; Fernall & Petetti, 2001) 

indicate that individuals with DS have specific areas of need related to physical education 

curriculum content. Since each child has unique needs, the focus to individualize 

physical education to meet the needs of that child should be a main concern for physical 

educators. The priorities of parents of students with DS for physical education 

curriculum content and physical education teachers should be shared with one another to 

ensure that appropriate instruction in physical education is provided for that student. 



"To devclop appropriate educational and service plans that achieve educational 

objectives, teachers, physicians, therapists, and families must collaborate. Cooperation 

from home, community, and school is necessary to ensure informed decisions are made 

according to the child's educational needs" (Horvat, Kalakian, Croce, & Dahlstrorn, 

201 1 ,  p. 53). This is true for all academic subjects including physical education. Parents 

of children with DS should be aware of physical education curriculum content and 

express their opinions on the importance of each content area with their child's physical 

education teacher. 

Columna, Pyfer, Senne, Velez, Bridenthrall, and Canahal(2008) found that 

"...parents deemed it important for professionals who provide adapted physical education 

services to be qualified, to possess the training necessary to work with children with 

disabilities, to have high expectations for their children, and to contin~lally communicate 

with the parents." General physical education (GPE) and adapted physical education 

(APE) teachers need to frequently communicate with one another to ensure that students, 

with and without disabilities, are receiving the most appropriate education for their 

specific needs. "Sharing expertise and resources among many professionals provides 

great problem-solving abilities and enables all individuals involved in the student's 

educational program to utilize best teaching practices" (Block, 2007, p. 30). 

Communication among all members of a students individualized education program 

team, including parents, is imperative to ensure that the student has opportunities to 

succeed in the most appropriate education setting. 

The present study identified priorities of physical education curriculum content 

among general and adapted physical education teachers as well as parents of students 



with DS. This literature review includes the following topics: physical activity levels of 

individuals with DS; perceptions of teachers and parents regarding importance of various 

physical activities and physical education content areas; and, con~munication between 

parents of students with disabilities and teachers. 

Physical Activity Levels of Individuals with Down Syndrome 

It is often assumed that individuals with DS do not meet the recommended 

amount of daily physical activity. Shields et al. (2009) investigated this assumption to 

determine whether children with DS engaged in the recolnmended 60 minutes of daily 

moderate to vigorous physical activity (MVPA). Data from the study were also used to 

determine if each participant was engaged in at least 20 minutes of vigorous activity on 3 

or more days of the week. The study included 23 participants with DS, ages 7 to 17 

years. Each participant wore an accelerometer for one week to measure daily physical 

activity levels. Accelerometers can effectively measure physical activity levels by 

determining the amount of acceleration or force in an individual's movement. 

Accelerometers were used because they are not influenced by emotional stress like heart 

rate monitors, and unlike pedometers they do not provide the participant with visual 

feedback such as the number of steps completed. 

Shields ct al. (2009) found a significant difference in the amount of MVPA 

between the younger group, ages 7 to 12 years, and the older age group, ages 13-17 years. 

The data revealed that the younger group averaged 121.4 minutes of MVPA per day 

compared to only 85 minutes of MVPA per day for the older group. Only 8 participants 

in the study recorded 60 or more minutes of daily MVPA during the one week study. 

None of the participants performed 20 minutes of continuous vigorous physical activity 3 



times per week. The average duration of MVPA for participants was only 2.8 minutes. 

These data suggest that many children with DS are not meeting the recommended 

amounts of MVPA in order to maintain a healthy lifestyle. More specifically the data 

revealed that dnring the time individuals with DS were engaged in continuous vigorous 

physical activity, it was for a short duration. These findings also suggest that persons 

with DS have poor cardiovascular endurance since on average they are only engaging in 

continuous MVPA for less than 3 minutes. The recommended amount of continnous 

MVPA is 20 minutes at least 3 times a week (Shields et al., 2009). 

According to Shields et al. (2009), "Engagement in regular physical activity by 

children with DS is essential for their hearth and not performing the reco~nmended 

amounts of physical activity may contribute to their increased risk of cardiovascular 

disease and obesity." Down syndrome is associated with congenital heart defects, muscle 

hypotonicity, joint hypermobility, low cardiovascular fitness, and decreased muscle 

strength. Individuals with DS have tendencies to be less efficient in their movements and 

have a reduced exercise capacity which may effect their overall participation in physical 

activity. The study indicated that there are consistent long-term effects from physical 

activity on bone health, sedentary behaviors, and poor cardiovascular fitness in 

adolescents with DS that are associated with poor health in adulthood. 

In response to the data collected on poor cardiovascular endurance and low levels 

of physical activity, Shields et al. (2009) stated that "Parents, teachers, and health related 

professionals involved in the care of children with DS should therefore routinely 

inco~porate strategies for increasing physical activity into their timetables." It is 

recommended that lifelong activities are taught to individuals with DS. Dancing, 



swiimning, cycling, and exercising in a gym are examples of activities that could be 

beneficial for individuals with DS for both their physical and social well being. 

A related study by Rimner, Heller, Wang, and Valerio (2004) evaluated the 

effectiveness of an exercise training program for 52 adults with DS. The training 

program was a 12 week program that consisted of 30 minutes of cardiovascular exercise 

and 15 minutes of strength training, 3 times a week. Participants were between the age of 

30 and 70 years, diagnosed with mild or moderate DS, and were sedentary for the past 

year or longer. Cardiovascular fitness was measured using a SensorMedics 29000 

Metabolic Cart which determined PeakV02. Strength was assessed using the LifeFitness 

bench press and leg press machines. Body composition was measured using a Harpenden 

skinfold caliper and Body Mass Index (BMI) was determined. The BMI was calculated 

by finding the participants height, weight. 

Results showed that 69 percent of the participants were obese (BMI over 30), and 

an additional 17% were overweight (BMI over 25). Although the majority of participants 

were either overweight or obese, the training group participants had significant gains in 

cardiovascular function, bench press, leg strength, and body weight, when compared to 

the control group participants. With high percentages of obesity for adults with DS, 

physical activity becomes a higher priority in helping these individuals living longer, 

healthier lives. All 52 participants in this study reported to be physically inactive or 

living sedentary lifestyles for at least a year prior to the study. That is a high number of 

individuals with DS that are not engaging in physical activity on regular bases. 

A study by Frey, Stanish, and Tcmple (2008) reported that opportunities for 

individuals with cognitive disabilities to engage in physical activity decreases as children 



move toward adolescence. This is especially true for females with cognitive disabilities, 

including those with DS. One of the most natural forms of physical activity is for 

children to play with their peers in a nonregulated environment. As youth reach their 

teenage ycars opportunities for these natural play interactions decrease. A decrease is 

also prevalent in community sport participation, recess, and physical education 

opportunities for individuals with cognitive disabilities. These findings make it more 

important for middle and high school students with DS to partake in regular physical 

activity daily. 

Frey et al. (2008) suggested that certain genetic traits found in persons with DS 

can impact physiologic, anatomic, and performance variables of engaging in physical 

activity. Individuals with DS are less physically fit than their peers with cognitive 

disabilities without DS. This maybe due to neurological complications related to DS. 

This research also shows that individuals with cognitive disabilities demonstrate lower 

levels of cardiovascular fitness, muscular strength, and higher levels of obesity than their 

nondisabled peers. More research needs to be done on finding ways to increase amounts 

of physical activity in individuals with cognitive disabilities including persons with DS. 

A study by Peterson et al. (2007) intended to find some ways to increase the 

amount of physical activity for individuals with cognitive disabilities. The study found 

that individuals with cognitive disabilities experience high rates of chronic diseases that 

are relatcd to insufficient engagement of physical activity. The benefits of physical 

activity on health are well established and include decreased risks of both coronary heart 

disease and early mortality (Peterson et al., 2007). This is especially important for 

individuals with DS as studies have found these persons are at a high risk for heart 



disease. Learning to use physical activity as pat of leisure-time is one way to maximize 

physical activity engagement on a regular basis. The study by Peterson et al. (2007) 

showed that physical activity participation during leisure-time, such as the Special 

Olympics, facilitates skill development and enhances positive social interaction, self- 

esteem, self-concept, and appropriate adaptive behaviors. 

Participants in the study by Peterson ei al. (2007) were 152 adults with mild to 

moderate cognitive disabilities, ages 17 to 52 years. Out of tlie 152 participants, 24 had 

DS. Each participant was interviewed face to face and responded to questions regarding 

social support, self-efficacy, and leisure physical activity. The results of the study 

indicated that participants who reported high levels of social support from their family 

were engaged in leisure physical activity more frequently than participants with little 

social support from their family. In general, younger participants were found to have 

more social support from family than the older participants. Social support from peers 

was also found to have a high correlation to increased amounts of physical activity. 

However, social support from paid staff of the agencies was not significantly related to 

leisure physical activity levels for iiidividuals with cognitive disabilities. 

These results indicate that interventions can enhance both social support and self- 

efficacy towards physical activity and will increase the amount of leisure-time physical 

activity for those with cognitive disabilities. These interventions are vital for the 

improvement of health and well being of individuals with cognitive disabilities. With 

proper planning, these interventions can be provided by school district physical education 

programs. 



According to Peterson et al. (2007), self-efficacy and social support have strong 

correlations to physical activity for those with cognitive disabilities. The study reported 

that physical activity leads to an increase in self-efficacy for this population. The 

involvement of family in the transition from adolescence to adulthood for persons with 

disabilities plays a vital role for a healthy and successful transition and long-term 

physical well being of that individual. As individuals with DS get older, their health 

tends to decline at faster rates than individuals without DS. 

A review by Fernhall and Pitetti (2001) found that life expectancy for populations 

with cognitive disabilities are lower than other members of the community. The most 

comlnon causes of death for these individuals are cardiovascular and pulmonary 

complications. Furthermore, individuals with disabilities usually do not partake in 

physical activity on a regular basis, leaving them sedentary and at high risk of early 

mortality. 

Statistics on V02  peaks presented by Fernhall and Pitetti (2001) reveal that 

individuals with DS have a reduced work capacity in comparison to their nondisabled 

peers. The review showed that individuals with cognitive disabilities have lower than 

average V 0 2  peaks. Very low V02  peak values were reported for a group of 13 

individuals with DS who were 14 to 22 years old. The authors reported significant 

associations between V 0 2  peak and isokinetic leg strength, specifically in individuals 

with DS. It is suggested that poor leg strength is a limiting factor to the physical work 

capacity in persons with cognitive disabilities. Those factors have to be taken into 

consideration for furtber research on heart rate or V02  peaks on individuals with 

cognitive disabilities and more specifically out of that population, individuals with DS. 



These data can help physical educators understand the physical limitations of individuals 

with DS, and allow them to adapt their curriculum to include muscular strength and 

endurance of the leg muscles that may assist with cardiovascular endurance participation. 

Motivational factors were also included in the review by Fernhall and Pitetti 

(2001). It is frequently assumed that, because of low IQ scores and behavioral issues, 

individuals with cognitive disabilities have difficulty comprehending the concept of 

maximal effort while exercising. It is possible that without extensive familiarization, 

motivation, and cognition of the task that the individual's production could be limited. 

However, there are little data to support the above statements. Femahall and Pitetti 

(2001) wrote, "Considering the validity and reliability of maximal exercise testing in 

persons with MR, it is unlikely that motivation and task understanding are limiting 

factors to physical work capacity in this population.. ." 

Finally, Femhall and Pitetti (2001) reported that individuals with DS had a 

chronotropic index of .84 in comparison to an index of .97 in individuals without a 

disability. A low chronotropic index is considered to be anything less than .90 and 

numbers lower than .85 have been linked to causes of early mortality. In combination 

with having low chronotropic index's individuals with DS have an increased chance of 

having congenital heart disease. Heart diseases can be associated with other health 

conditions such as high blood pressure, high cholesterol, asthma, and obesity. 

Rubin, Riinmer, Chicoine, Braddock, and McGuire (1998) reported that the 

prevalence of obesity in the United States has been on the rise over the past 20 years. 

Overweight is a major risk factor for a variety of diseases such as: Type I1 d~abetes, heart 

disease, and arthritis. The purpose of this study was to investigate the incidence of 



overweight in adults with DS. The study also looked at the prevalence of being 

overweight in a group home versus living at home with a family for adults with DS. 

The study by Rubin et al. (1998) included 283 adult participants with DS ages 15- 

69 years. Medical records were used to determine weight and height for each individual. 

These data were then used to determine the participants Body Mass Index (BMI). 

The data collected showed that both males and females with DS on average were 

shorter compared to the general population. The data revealed that adults with DS that 

lived with their families or at home had a significantly higher body weight than adults 

with DS living in a more controlled group home setting. Standards for overweight BMl 

scores are set at 27.8 kgim2 for males and 27.3 kgim2 for females according to Healthy 

People 2000. The results of the data collected by Rubin et al. (1998) found that males 

with DS averaged 28.82 which was l .Ol kglm2 higher than the norms, while females 

with DS averaged 30.61 which was 3.31 kglm2 higher than the norms. 

Interestingly, the study by Rubin et al. (1998) found that the BMl for adults with 

DS generally increases until age 30, and then begins to decrease and or stabilize from 

ages 3 1-70. The general population tends not to gain significant weight until or after the 

age of 40. The effects of premature aging in adults with DS include early declines in 

intellectual and adaptive functioning as well as an increase in age-related health and 

sensory conditions. These conditions include: immune system deficiencies, sleep apnea, 

hearing loss, vision loss, and hypothyroidism. All of these conditions have the potential 

to restrain individuals with DS fiom participation in exercise especially continuous 

physical activity. Given these facts, quality physical education in the early years is 



important DS because physical education teachers can teach their students with DS how 

to be physically active over a lifetime at that early stage of life. 

The literature above reviews the overall health, low physical activity levels, few 

opportunities to engage in physical activity, and high obesity rates for individuals with 

DS. Physical educators and parents of children with DS should take these valuable data 

and relate them to their student or child. It is crucial that students with DS receive the 

recommended amounts of physical activity each day to reduce their chances of health 

related diseases and increase their overall physical and emotional well being. 

Perceptions of Teachers and Parents of Children with Down Syndrome regarding 

Physical Education Curriculum Content 

Parents play a vital role in the education, health, and overall well being of their 

children. It is especially important for parents to be advocates for their children with 

disabilities education and health. Parents should be conscious of what is and is not being 

taught in physical education and furthennore how they can help keep their child with DS 

physically active. A study by Temple and Walkley (2007) found that parents and group 

home staff members lacked the confidence in promoting physical activity for adults with 

disabilities. Adults with intellectual disabilities reported that they did not participate in 

physical activity on a regular basis because they did not know how, and they did not have 

anyone to show them how or to workout with. Out of the participants with DS, 36% 

reported that they had no one in their lives to show them how to work out. 

The study by Temple and Walkley (2007) focused on finding the constrainiilg and 

enabling factors of physical activity in adults with intellectual disabilities (ID). 

Participants interviewed were nine adults with ID ages 18-41 years, five day care 



workers, nine group home supervisors, four group home managers, and seven parents of 

adults with 1D that lived in the group homes. During the interviews the participants were 

asked to talk about their perspective on factors that may enhance or inhibit partaking in 

pl~ysical activity. "Three main themes were identified from the focus group interviews: 

inotivation for participation, social support, and political and financial support" (Temple 

& Walkley, 2007). 

Motivation was the first and foremost theme that was identified by the 

researchers. Parents and staff felt that individuals with 1D lacked intrinsic motivation to 

participate in physical activity on a regular basis. It was reported that the adults with ID 

preferred to live sedentary lifestyles and engage in sedentary activities rather than 

physically active ones. Prior negative experiences with physical activity were thought to 

play a large role in the inactivity of the individuals with ID. For the adults who exercised 

and were out of breath or experienced sore rnuscles following the activity often decided 

not to do those activities again (Temple & Walkley, 2007). 

Social support around the individuals with ID was also a factor in their 

participation in physical activity. Often parents and staff did not feel comfortable with 

teaching elder individuals with ID different physical activities. Another factor that came 

out in the study was the activity levels of the staff members. Staff members that were 

physically active on a regular basis were more likely to take their clients on walks and 

bike rides, while staff members who did not regularly participate in physical activity 

would often choose to watch movies or play board games with the clients. Parents and 

staff found that it was hard to provide consistent transportation for the clients with 1D to 

get them to places such a YMCA or a community swimming pool. Overall parents 



reported positive feelings physical activity for their child and valued its importance. 

Knowing that parents of individuals with DS find it important for their child to partake in 

daily physical activity is an encouraging factor that can be used to motivate physical 

educators to give these students more opportunities to be physically active. In addition 

physical educators can teach parents ways to help their child be more physically active 

outside of school. 

A recent study by Columna, Pyfer, Senne, Velez, Bridenthrall, and Canabal 

(2008) found that parents of children with disabilities highly valued the positive impact 

that physical activity and more specifically physical education had on their child. Parents 

thought it was important for adapted physical educators (APE) to be qualified, to exhibit 

the qualities and training necessary to work with children with disabilities, to hold high 

standards for their children, and to commlu~icate frequently with the parents. When there 

is a lack of communication between the APE and parents, parents have higher tendencies 
.,! 

to play passive roles in the IEP for their child. 

The purpose of the study by Colulnna et al. (2008) was to examine the 

perspectives of Hispanic parents of children with disabilities regarding their participation 

in APE. The participants in the study included 11 Hispanic parents that were interviewed 

in person. The parents were asked a series of pre-established questions that regarded 

quality and content of APE, challenges for the family, and normalcy. 

Columna et al. (2008) found that parents lacked knowledge regarding services 

provided to their children with disabilities. It was also reported that parents did not know 

how APE could motivate their child to engage in physical activity more frequently in the 

community. Communication and collaboration are vital factors for implementation of 



successful inclusive environments. Parents reported that they would like to communicate 

with the APE teacher more frequently, whether it is via phone, letters sent home, or 

emails. One parent reported that her child's APE teacher co~nmunicated with her 

approximately once every six weeks. She reported that she feels it would be more 

beneficial to hear from her son's teacher once a week. Frequent communication between 

parents and APE is an excellent way to empower parents of children with disabilities. 

The study reported that when parents were in frequent contact with the APE teacher they 

felt secure, confident, and empowered to encourage their child to be physically active. 

Social interactions among school-aged peers was another priority in their child's 

APE as reported by Columna et al. (2008). Positive social interactions help individuals 

with disabilities to enjoy participation in physical activities with peers. These 

interactions can help to promote healthy friendships among children and can also help to 

spread disability awareness by familiarizing peers to interact with students with 

disabilities. 

Parents reported that they would like a smoother transition for their child within 

the school and from school into the community in a study by Columna et al. (2008). The 

parents felt that the transition of grade levels from year to year often interrupted their 

child's goals and progress in physical education. Parents reported that was it important to 

give their child with a disability more opportunities to be physically active within the 

conlmunity. It was reported that Hispanic parents of children with disabilities found it 

hard to pay for their child to participate in sporting activities within the communities. 

The data in the study suggest that APE teachers should promote physical activities that 

are relatively inexpensive in the community. 



Findings by Columna el al. (2008) suggest that parents of students with 

disabilities not only need to frequently communicate about their child's progress in APE 

but need to communicate the importance of the content being taught to their child. 

Furlhermore, physical educators need to coinmunicate with the parents about how parents 

can help their child with a disability be physically active at home and in the community 

and not just during the time spent in school-based physical education. Having teachers 

talking and working with the parents to show them ways of promoting physical activity to 

their child can give the parents the confidence needed to effectively get their child 

engaged in daily physical activity. Teachers and parents can work together to establish 

applicable goals in physical education. 

Teachers and parents oC children with DS should prioritize goals for their students 

to learn in school, including in physical education class. Research by Curtner-Smith 

(1999) examined teachers perspectives on having a newly implemented National 

Curriculum Physical Education (NCPE). The study included 23 teachers working at 

eight different secondary schools in England. The average amount of teaching 

experience for the participants in the study was 10.22 years. The study was aimed to find 

the effects of the newly implemented NCPE and the feelings of the teachers towards its 

content. Curtner-Smith (1999) conducted several formal and informal observations, 

interviews, and analyzed documentation. 

Ten of the teachers in the study were reported as having a conservative view on 

the implementation of the NCPE. A conservative view is considered as a "sporting 

perspective" (Curtner-Smith, 1999). These teachers felt that the curriculum content in 

secondary physical education should focus on "improving performance in traditional 



British team games including rugby, soccer, cricket, netball, and hockey, and producing 

successful school teams" (Curtner-Smith, 1999). During class time, these teachers felt 

that it was imperative to teach the skills and strategies orthese traditional sports under a 

direct style of teaching. An eight year teacher was quoted "Most of the stuff, to be 

honest, is the stuff we've been doing for years and years and years" (Curtner-Smith, 

1999). 

In contrast to the conservative view, seven teachers had an innovative 

interpretation of the NCPE. This idealist perspective 1s more child-centered, progressive, 

and focuses on personal and social development of the students than the conservative 

view (Cnrtner-Smith, 1999). These teachers were in support of the implementation of the 

NCPE as they agreed the emphasis proper planning, differentiation of teaching styles, and 

assessment of the students and themselves as teachers. Teachers felt that this curriculum 

helped the students to become well rounded movers. 

Six teachers reported an eclectic view of the NCPE. This view was in the middle 

of the conservative and innovative views. These teachers reported both good and bad 

points of view towards teaching the national curriculum. A 12"' year teacher stated, "The 

school's PE curriculum has shifted from a more traditional to a less traditional sports 

influence" Curtner-Smith (1999). 

Teachers in the study with more teaching experience tended to favor the 

conservative or eclectic view while younger teachers tended to favor the innovative view 

of the NCPE. Seven out of the ten teachers in the conservative group were males while 

the majority of the innovative group were female teachers. Participants reported that 

male teachers did not want to teach dance and gymnastics, which were two areas of the 



NCPE and that they felt more comfortable teaching team sporting units. A person's 

unwillingness to try or teach something new can hinder teaching effectiveness and 

student participation. What is taught in the curriculum is irrelevant if the teacher is not 

fully dedicated to teaching that content. Therefore, physical educators not only have to 

be aware of the parent priorities of curriculum content for students with DS, but they also 

have teach those specific areas of the cuniculum to be effectively transferred to the 

students. 

Communication between Teachers and Parents of Children with Disabilites 

Comlnunication between school and home is essential for an effective teacher- 

parent relationship that leads to the most appropriate education for a child. A study by 

Korkmaz (2007) described teachers' opinions on the responsibilities of parents, the 

schools, and teachers for enl~ancement of student learning. The study consisted of a three 

question open-ended survey taken by 148 teachers. The three questions were: what are 

your views about the responsibilities of parents to enhance student achievement; what are 

your views about responsibilities of schools to enhance student achievement; and what 

are your views about responsibilities of teachers to enhance student achievement? 

When teachers were asked about what the parents should do, 100% of the teachers 

responded that the parents should love, respect, and care about their children. Sixty-one 

percent of the teachers reported that parents should have good communication with 

teachers and other school staff. The teachers reported that they wanted the parents to be 

at parent meetings and establish close working relationships with their children's 

teachers. Twenty-four percent of the teachers reported that the parents should let their 

children play games and participate in social activities (Korkmaz, 2007). 



Korkmaz (2007) reported that 60% of the teachers responded that they felt the 

school should emphasize athletics and social activities to their students. Fifty-six pereent 

of the teachers reported that the school should have a good communication with the 

families of their stude~~ts. Nineteen percent of teachers thought that the school should 

emphasize social rules, while only 12% of teachers thought the school should monitor the 

students behaviors. 

Korkmaz (2007) found that 90% of the teachers thought they should use a variety 

of instructional strategies such as cooperative learning to help their student's achievement 

levels. Forty-four percent ofthe teachers felt that they should have good communication 

skills with students, parents, and other teachers. Communication between teachers and 

parents is crucial for the social and physical wellbeing of students. This is especially true 

for students with disabilities. 

Conlmunication between teachers and parents is important, however, it is just as 

important for teachers to communicate with one another. A study by Lytle and Collier 

(2002) found that effectiveness of consultation depended on APE teacher's 

communication skills and the attitude towards collaboration of the general physical 

education teacher. The roles of an APE specialist have changed over the years as schools 

have shifted away from segregated placements for students with disabilities to inclusive 

placements. This shift has made consultation a critical component of the APE specialist's 

job. 

Six participants were included in the study by Lytle and Collier (2002). Each 

participant was an APE specialist from California. A multi-method approach was used to 



collect data in the study. The data collection included audio taped interviews of each 

participant, a 1-day field observation, and a focus group meeting. 

The participants found that three contextual factors influenced the use of 

consultation. Social, intellectual, and the physical environment all had to be taken into 

consideration when implementing consultation. It was reported that it was more likely 

for elementary aged students to receive direct services as most philosophies believe that it 

is better to work with students on specific needs early years of life, rather than trying to 

correct skills during middle or high school years. Students in elementary school are also 

more likely to be excited to see you and work with them one to one. During middle 

school and high school it was found that consultation was typically more appropriate as 

the students were less likely to want the attention of an APE working directly with them 

while being in front of all their peers. 

Six primary benefits related to consultation were found by Lytle and Collier 

(2002). Students with disabilities were able to be included in a natural setting with their 

peers. Consultation allowed APE specialists to assist the teachers with curriculum 

content building better pbysical education programs. Consultation also allows APE 

specialist have the option of direct or in direct services for their students to meet thc 

specific needs of that individual. Scheduling was effected by the use of consultation as it 

allowed for APE specialist to be more flexible irthey did not always have to be 

committed to being on site for each student's physical education class. Parents and 

general physical education teachers felt secure having the APE specialist available for 

communication purposes. Lastly, the study found that effective commuilication between 

members of the IEP team which includes the parents resulted in bctter physical education 



programs for that student. It takes a great amount of energy and time to effectively 

choose the appropriate placement options for students with disabilities, whether it be 

consultation or direct services. 

Summary and Conclusions 

Children with DS have specific needs in physical education and are often 

deficient in their physical activity participation. Adapted and general physical education 

teachers do not always match their curriculum to meet those specific needs. Parents are 

often advocates of their child's education and that is especially true for parents of 

children with disabilities. It is essential that the physical education team and parents 

frequently collaborate on the needs of their child in physical education. 

According to Shields et al. (2009) engagement in regular physical activity by 

children with DS is critical for their health. Down syndrome is associated with 

congenital heart defects, muscle hypotonicity, joint hypennobility, low cardiovascular 

fitness, and decreased lnuscle strength. Individuals with DS are less efficient in 

movement patterns and have a reduced exercise capacity. Approximately 50% of 

individuals with DS are overweight or obese. It is important for physical educators to 

stress the importance of physical activity to their students with DS and their parents. 

Frey et al. (2008) wrote, "The physical and psychological benefits of physical activity 

behavior are widely accepted and strongly promoted for all youth, including those with 

intellectual disabilities." In response to the data collected in the study above, physical 

educators should include fitness and welIness units into their curriculum and revisit them 

frequently for individuals with DS. 



Studies have shown that individuals with DS can benefit significantly from a 

variety of physical activities and learning motor skills. Shields et al. (2009) 

recommended that lifelong activities are taught to individuals with DS. Activities such as 

dancing, swimming, cycling, and exercising in a gym would all be beneficial for 

individuals with DS in regards to their physical and social well being. These activities 

are all relevantly inexpensive and all can be performed in physical education as well as in 

the community. 

Columna et al. (2008) reported that one goal of parents for their child in APE was 

to transfer skills learned in class to the community. The parents then reported that they 

lacked the knowledge to make appropriate adaptations to activities to meet the specific 

needs of their child when participating in recreational activities in the community. 

Adapted physical educators could resolve that issue by communicating with the parent 

about what they are doing in class on a weekly basis and the modifications to the 

activities that were made in order for their child to experience success. 

A parent in the study by Columna et al. (2008) reported that her son's APE 

teacher conlmunicated with her an average of once every six weeks. She would prefer to 

be contacted on a weekly basis to receive reports on her son's experience in physical 

education. The study also found that by communicating with parents it gives them a 

sense of empowerment and encouragement to promote physical activity in their 

household. Parents tend to have expectations for their child's APE teacher. Columna et 

al. (2008) reportcd that parent expectations for APE specialists included safety of their 

child, successful participation in an inclusive environment, and communicatioii with 

them. It is vital for APE teachers to work in collaboration with all staff in the schools 



and communicate information to parents. In return, parents need to communicate their 

beliefs and feelings about the education that their child is receiving in physical education 

to the APE teacher for appropriate changes in the curriculum to be made. 

The physical education team needs to communicate with occupational therapists, 

physical therapists, classroom teachers, special education teachers, other physical 

educators, and parents to gain the necessary information needed to determine the most 

appropriate placement and education for students with disabilities. By communicating 

with the IEP team, physical educators can take the priorities of the parents and other 

physical educators and blend them their own to develop the most appropriate curriculum 

and goals for their students with DS. 

After reviewing the literature, there appears to he a lack of research on physical 

educator's perceptions on curriculum content and if there is agreement between teachers 

and parents of students with disabilities, more specifically students with DS. Further 

research needs to be conducted to answer important questions. The first question raised 

by the data from related research is; how often does communication take place between 

parents and adapted physical educators? It is vital for the education of students with 

disabilities that communication takes place between the parents and the physical 

education team. Another question raised by reviewing related literature is, what are the 

highest priority physical education curriculum content areas for adolescents with DS and 

how do these priorities compare between parents and teachers? By conducting research 

to determine this information physical educators can use the data and implement the 

priority content areas into their curriculum or the student's IEP. All of these questions 



will assist with increasing the amount of physical activity that individuals wit11 DS 

engage in. 



REFERENCES 

Block, M. (2007). A teacher S guide to including studenls with disabilities in general 
physical education (31d ed.). Baltimore, MD: Brookes. 

Carmelli, E., Barchad, S., Masharawi, Y., & Coleman, R. (2004). Impact of a walking 
program in people with Down syndrome. Strength and Conditioning Research, 
18(1), 180-184. 

Columna, L., Pyfer, J., Senne, T., Velez, L., Bridenthrall, N., & Canabal, M. (2008). 
Parental expectations of adapted physical educators: A Hispanic perspective. 
Adapted Physical Activity Quarterly, 25,228-246. 

Cui-tner-Smith, M. (1999). The more things change the more they stay the same: Factors 
influencing teachers' interpretations and delivery of national curriculum physical 
education. Sport, Education and Society, 4(1), 75-97. 

Fernhall, B., & Pitetti, K. (2001). Limitations to physical work capacity in individuals 
with mental retardation. Clincal Exercise Physiology, 3(4), 176-185. 

Frey, G., Stanish, H., & Temple, V. (2008). Physical activity of youth with intellectual 
disability: Review and research agenda. Adapted Physical Activity Quarterly, 25, 
95-117. 

Horvat, M., Kalakian, L., Croce, R., & Dahlstrom, V. (201 1). Developmental/adapted 
physical education: Making ability count (4' ed.). San Francisco, CA: Benjamin- 
Cunxnings. 

Jobling, A,, & Cuskelly, M. (2006). Young people with Down syndrome: A preliminary 
investigation of health knowledge and associated behaviors. Journal o f  
Intellectual and Developmental Disability, 3 1(4), 210-2 18. 

Korkmaz, I. (2007). Teachers opinions about the responsibilities of parents, schools, and 
teachers in enhancing student learning. Education, 127(3), 389-399. 

Luke, A,, Roizen, N., Sutton, M., & Schoeller, D. (1994). Energy expenditure in children 
with Down syndrome: Correcting metabolic rate for nlovement. Journal of 
Pediatrics, 125, 829-838. 



Lytle, R., & Collier, D. (2002). The consultation process: Adapted physical education 
specialists' perceptions. Adapted Physical Activity Quarterly, 19,261-279. 

Peterson, J., Lowe, J., Peterson, A,, Nothwehr, F., Janz, K., & Lobas, J. (2007). Paths to 
leisure physical activity among adults with intellectual disabilities: Self-efficacy 
and social support. American .Journal ofHealth Promotion, 23(1), 35-42. 

Pueschel, S. (2006). Optimal Health Care and Medical Concerns. In Pueschel, S, Adults 
with Down syndrome @p. 12). Baltimore, MD: Paul I-I. Brookes. 

Rimmer, J., Heller, T., Wang, E., & Valerio, I. (2004). Improvements in physical fitness 
in adults with Down syndrome. Mental Retardation, 104(2), 165-174. 

Rubin, S., Rimmer, J., Chicoine, B., Braddock, D., & McGuire, D. (1998). Overweight 
prevalence in persons with Down syndrome. Mental Retardation, 36(3), 175-1 81. 

Shields, N., Dodd, K., & Abblitt, C. (2009). Do children with Down syndrome perform 
sufficient physical activity to maintain good health? A pilot study. Adapted 
Physical Activity Quarterly, 26, 307-320. 

Shin, M., Besser, L., Kucik, J., Lu, C., Siffel, C., & Correa, A. (2009). Prevalence of 
Down syndrome among children and adolescents in 10 regions of the United 
States. Journal ofpediatrics, 124, 1565-1 571. 

Temple, V., & Walkley, J. (2007). Perspectives of constraining and enabling factors for 
health-promoting physical activity by adults with intellectua1 disability. Journal oj 
Intellectual & Developmental Disability, 32(1), 28-39-8. 


