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Foreword 
 
 

Welcome to the seventh volume of the 
TRO Research Annual featuring current 
research on issues related to therapeutic 
recreation and highlighting new and 
innovative ways of approaching therapeutic 
recreation practice. The Research Annual 
serves as our vehicle for communicating the 
current state of research within the field of 
Therapeutic Recreation. The objectives of the 
TRO Research Annual are as follows:  
 

1. to provide a venue for Canadian and 
more specifically, Ontario research; 

 
2. to highlight research that contributes 

to the body of knowledge and scope 
of practice of Therapeutic        
Recreation in Ontario;  

 
3. to stimulate the continuous develop-

ment of TR research to comply with 
TRO’s Research Standards of 
Practice; 

 
4. to promote communication between 

researchers and practitioners; and 
 
5. to highlight professional practice 

issues in TR and exemplary pro-
grams across the country. 

 
This year’s Research Annual showcases 

an array of articles from practitioners, 
students and academics by celebrating our 
professional successes. In doing so, we 
showcase the intrinsic value of our profession 
within today’s healthcare settings for 
ourselves and the greater healthcare field. 
This level of professional self-reflection is 
necessary to not only examine the current 
state of the field, but more importantly, to 
provide us with guidelines for our future 
vision.  

Our research papers begin with Sarah S. 
Brown and Susan M. Arai who explored art as 
a therapeutic medium. In fulfillment of her 
undergraduate thesis, Sarah conducted 
interviews with therapists facilitating art-
based programs in clinical and community 
health care settings. The interviews revealed 
three main themes: the multiple uses of art as 
a modality for self discovery and improving 
quality of life; the processes of using art in 
therapy; and the therapists’ perceptions of art 
as a transformative experience. Professional 
implications from their study include new 
knowledge for incorporating art into 
therapeutic recreation using a humanistic, 
creative and relational foundation for practice. 

Next, Sherrie Aldred and Angelica Cecilia 
Germanese investigated the effects of 
Snoezelen on individuals living with 
dementia. This pilot study examined the 
effectiveness of Snoezelen in reducing 
agitation for 21 individuals living with 
dementia on the Seniors Memory Disorders 
Unit (SMDU) at the Whitby Mental Health 
Centre between March 2007 and May 2008. 
From this study, the authors determined that 
an individual’s blood pressure lowered after a 
Snoezelen session indicating that the sessions 
were relaxing and reduced agitation.  

Following up on a presentation at the 
2008 TRO conference, Peggy Allin and 
Shannon Knutson explore the literature of 
team development as they share the journey 
the West Park Healthcare Centre Recreation 
Therapy (RT) Services team took to build a 
stronger, more effective team and service. 
The purpose of the article is to share their 
journey and provide some thoughtful 
reflection about the importance of team 
development principles and practice in 
therapeutic recreation.  

Nicole (Cwihun) Chudzinski explores the 
use of narrative in recovery for individuals 



living with mental illness. This process is 
described from her perspective as a program 
facilitator and recreation therapist working at 
the Center for Addition and Mental Health on 
the in-patient chronic schizophrenia unit.  

Finally, Elaine Wiersma examines the use 
of Photovoice within Therapeutic Recreation. 
Photovoice, a participatory methodology that 
puts cameras in the hands of participants to 
document their experiences, is one way that 
therapeutic recreation practitioners and 
researchers can better understand participants’ 
experiences. This paper provides a review of 
relevant studies that have used Photovoice, 
and documents the use of Photovoice in a 
project involving people living with early 
stage Alzheimer’s disease. 

As you read through these articles, I urge 
you to critically reflect on their application to 
your own practice.  

I would like to thank all Associate Editors 
of the TRO Research Annual for their 
contribution to this year’s edition. Thanks to 
Jennifer Carson, Darla Fortune, Rebecca 
Genoe and Jennifer Gillies for their timely 
and helpful suggestions to all authors.  

Finally, a special thank you to all those 
authors who were willing to share their work 
in this issue. Sarah, Sue, Sherrie, Angelica, 
Peggy, Shannon, Nicole, and Elaine – I thank 
you for your willingness to share your 
knowledge and passion with the rest of us.  

 

 
 
Colleen Whyte 
TRO Research Annual Editor 
cwhyte@uwaterloo.ca 
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A Qualitative Study Exploring Art as a Therapeutic Medium 
 

Sarah S. Brown and Susan M. Arai 
 

 
Abstract 

 
Art is increasingly used in therapy and health services to facilitate human expression of self and 
understandings of the world. This qualitative study explores how art is used as a therapeutic 
medium in Therapeutic Recreation and Art Therapy practices. Interviews with therapists 
facilitating art-based programs in clinical and community health care settings revealed three 
main themes: the multiple uses of art as a modality for self discovery and improving quality of 
life; the processes of using art in therapy describes developing and building therapeutic 
relationships, art as a sacred and universal expression, art as providing a different social context, 
and challenges in working with art-based techniques in therapy; and the therapists’ perceptions 
of art as a transformative experience describes participants’ experiences of play, fun and 
relaxation; expressions of self and freedom; and expressions of emotion that arise from engaging 
in art. While psychoanalytic approaches underlie art therapy, recreation therapy shares an 
emphasis on creativity approaches to enhance exploration of self and talent and a humanistic 
emphasis on the inherent worth, dignity and identity of the participant. However, the emphasis 
on freedom and choice and the experience of art as an end in itself remains central to practices in 
therapeutic recreation. While Malchiodi (2003) describes art as transformative, focused on life-
problem solving, self-actualization through creative expression, intimacy and trust in 
interpersonal relations and the search for self-transcendent life goals, therapeutic recreation 
maintains these principles as well as an emphasis on leisure as an end in itself; that is, on art for 
art’s sake. 

 
 
 
INTRODUCTION 
 

According to Edwards (2004), art has the 
ability to transcend language, culture, and 
geographical barriers through its primary 
reliance on imagery. Beyond words, art is a 
medium to express emotions and human 
experience since “[e]xpressing how it feels 
to love or hate, to be traumatized or to suffer 
depression may involve far more than 
struggling to find the ‘right’ words. Some 
experiences and emotional states are beyond 
words” (Edwards, p. 8). Recognition of art-
based techniques is growing in diverse areas 
of health (Coad, 2007; Heenan, 2006; 
Reynolds, 2007; White, 2006). Heenan 
examined the role creative arts play in 

promoting positive mental health and well-
being. Reynolds examined the use of visual 
art-making with women living with cancer. 
The Canadian Aids Treatment Information 
and Exchange (no date) is using body 
mapping, a form of art and narrative therapy, 
to support women who are HIV-positive to 
gain understanding of self and body, and as 
an advocacy tool. In the following statement 
Smith (2002) captures the shift toward the 
incorporation of art into health care settings: 

 
More and more of life’s processes 
and difficulties—birth, death, 
sexuality, ageing, unhappiness, 



Brown and Arai 
 

2 
 

tiredness, loneliness, perceived 
imperfections in our bodies—are 
being medicalised. Medicine cannot 
solve these problems. It can 
sometimes help—but often at a 
substantial cost. People become 
patients. Stigma proliferates. Large 
sums are spent. The treatments may 
be poisonous and disfiguring. Worst 
of all, people are diverted from what 
may be much better ways to adjust to 
their problems. This may be where 
the arts can help. . . If health is about 
adaptation, understanding, and 
acceptance, then the arts may be 
more potent than anything that 
medicine has to offer. (p. 1433) 
 
The concept of “art” in the context of 

therapy encompasses a variety of modalities 
including dance, drama, written expression 
(poetry, story) and visual arts. While 
Intermodal Expressive Arts Therapy uses all 
of these modalities to explore the therapeutic 
process (International School for 
Interdisciplinary Study Canada, 2005, para. 
1), visual arts have traditionally been 
incorporated into the practice of 
psychotherapy and art therapy. As described 
by the Canadian Art Therapy Association 
(no date), art therapy combines creative 
processes (imagery, colour, and shape) and 
psychotherapy to facilitate self-exploration, 
articulation of thoughts and feelings, and 
understanding.  

According to Fine & Fine (1996), art 
therapy practice is based upon three major 
theoretical traditions: psychoanalytic, 
creativity approaches and humanism. The 
psychoanalytic orientation includes the use 
of art in conjunction with the principles of 
psychotherapy. As Moon (2004) describes, 
when working within the psychoanalytic 
approach, art therapists work from a 
Freudian perspective and “generally view 
the impulse to make art as an expression of 
id (subconscious) energy” (p. 24).  In 

comparison, according to Fine and Fine 
(1996) the creativity approach, “[s]ees art as 
inherently therapeutic and is applied to 
allow the [participant] to display and explore 
his/her talents” (p. 263). The creativity 
approach offers “unique opportunities for 
self-exploration and emphasizes that all the 
arts can be used in an integrative way to 
enhance therapy” (Malchiodi, 2003, p. 39). 
This approach bears close resemblance to 
approaches focused on recreation and leisure 
participation as both a means to achieving 
other ends, and as an end in itself. With a 
humanistic orientation art is used to 
establish one’s identity. As Moon (2004) 
describes“[h]umanism is a system of thought 
based on the values, characteristics, and 
behaviours believed to be best in human 
beings” (p. 25). This approach to therapy is 
“concerned with the needs, well-being, and 
interests of the individual client in the 
present” (Moon, p. 25). In practice, 
humanism created a path for art therapy, as 
it “broke new ground by emphasizing the 
authority of the therapist and accenting the 
inherent worth, dignity, and capacity for self 
direction in clients” (Moon, p. 25). In their 
work on humanist approaches to art therapy, 
Fine and Fine (1996) describe the work of 
pioneers such as Edith Kramer who noted 
that the creative process leads to not only 
satisfaction and pleasure but also the healing 
properties inherent within this form of 
engagement.  

Working within a broader framework 
that encompasses the use of art as a 
therapeutic modality, Smith (2003) noted six 
main approaches to the use of art in health: 

 
1. Individual creativity and well being–

emphasizes spiritual and emotional 
health, creative activity that enables 
expression is intrinsically healthy and 
fundamental to health. 

2. Individual therapy–not all facets of 
health can be addressed by medicine, art 
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is a therapy in its own right and an aid to 
health. 

3. Supporting and improving health care–
art can be used in health settings and 
health plans to improve the environment 
and support recuperation. 

4. Creative learning–art provides an 
alternative perspective and engages 
people more effectively in learning about 
health promotion or issue exploration. 

5. Community arts–arts are used to 
meaningfully engage and connect 
communities and combines creative 
activities and art to explore health needs 
or pursue social health missions (e.g., 
bullying, pregnancy). 

6. Social arts–art is used to develop and 
strengthen social relationships. 
 
Acknowledging the power of art in 

health care and in the context of therapy, it 
is increasingly being used in the practice of 
therapeutic recreation. Consequently, the 
purpose of this qualitative study was to 
explore how art is used as a therapeutic 
medium in Therapeutic Recreation and Art 
Therapy practices. The study incorporated 
an exploration of the literature and practice 
of art therapy as well as recreation therapy 
to examine how art was being used in both 
settings. The research questions guiding this 
study were: How is art used in the context of 
therapy? How is art used and interpreted in 
art therapy settings? How is art used and 
interpreted in recreation therapy settings? 
The following sections describe the methods 
used within this study and the findings 
describe how art is being used as a 
therapeutic medium in the contexts of 
therapeutic recreation and art therapy. 
 
METHODS 
 

This study falls into the realm of basic 
research which Patton (2002) describes as, 
“knowledge for the sake of knowledge…to 
understand and explain” (p. 215). The study 

was conducted by Sarah Brown in 
fulfillment of her undergraduate thesis with 
the aim to contribute to the research 
literature and increase program knowledge 
within therapeutic recreation. Qualitative 
methods were used which Patton describes 
as the form of inquiry that pays attention to 
the detail, context and nuance of issues with 
great depth. In keeping with a qualitative 
approach, data collection was not 
constrained by predetermined analytical 
categories; rather these emerged from the 
analysis of the data (Patton).  

To explore how art is used as a 
therapeutic medium in practice, art 
therapists and recreation therapists were 
included to help understand their 
perspectives on art and art as therapy. 
Interviews were conducted with 4 art 
therapists and 4 recreation therapists 
currently facilitating art-based programs in 
hospitals and in community. Criteria for 
selecting participants in both groups were 
that they had recently facilitated or were 
currently running an art-based program. 
Additional selection criteria for the art 
therapists included that they held the title of 
Registered Canadian Art Therapist (RCAT) 
and affiliation with the Ontario Art Therapy 
Association (OATA) or membership in the 
Canadian Art Therapy Association (CATA). 
Additional selection criteria for the 
recreation therapists included that they held 
the title of Recreation Therapist. Snowball 
sampling was used to identify recreation 
therapists for the study. The researcher 
began with professional contacts and asked 
participants to identify additional 
participants. To identify art therapists the 
Provincial website of registered and certified 
members of the Ontario Art Therapy 
Association (OATA) was used and 
participants were selected based on their 
proximity to the researcher. The researcher 
contacted potential participants by telephone 
to briefly discuss the study and to invite 
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participation. Face-to-face interviews then 
involved a set of open-ended questions and 
offered the possibility for clarification and 
open dialogue between researcher and 
participant. Interviews took between forty 
minutes and one hour and were audio-
recorded and transcribed verbatim for 
analysis. Data analysis followed an 
inductive approach and creative synthesis 
which involves “immersion in the details 
and specifics of the data to discover 
important patterns, themes, and 
interrelationships . . . by exploring, then 
confirming, guided by analytical principles 
rather than rules, and ends with creative 
synthesis” (Patton, 2002, p. 41). To manage 
and interpret this information, transcripts 
were interpreted using open-coding to 
develop the initial themes. This was 
followed by axial coding to categorize main 
themes. 

The findings are reported in the sections 
that follow and are then discussed at the 
conclusion to the paper. Here it is important 
to note that the therapists involved in this 
study are collectively referred to as 
therapists, or where appropriate recreation 
therapists and art therapists. The names of 
the therapists have been replaced with 
pseudonyms (e.g., Art Therapist 1, 
Recreation Therapist 2) to ensure 
confidentiality. When referring to the people 
with whom they work, the therapists used a 
variety of phrases including patients and 
clients. In this paper we have referred to 
these individuals as participants and in 
quotes from the literature and verbatim 
quotes from the therapists we have 
maintained the language originally used. 
 
FINDINGS 
 

Art can be used as a therapeutic modality 
with a variety of participant groups. During 
the interviews, the therapists described 
working with adults in complex continuing 
care or palliative care, adults and children 

who have experienced abuse or trauma, and 
individuals who are hearing impaired or 
have cognitive and developmental 
disabilities including autism or acquired 
brain injury. Three main themes arising from 
the study will be described in the following 
sections. In the theme multiple uses of art 
as a modality, art therapists described how 
art is used for self discovery and processing 
painful memories and issues, and in the 
context of recreation therapy the role of art 
was discussed in the context of processes for 
improving quality of life. The processes of 
using art in therapy describes art the 
therapeutic relationship, art as a sacred and 
universal expression, art as providing a 
different social context, and the challenges 
in working with art-based techniques in 
therapy. The therapists’ perceptions of art 
as a transformative experience was also 
described and included descriptions of the 
participants’ experiences of play, fun and 
relaxation; expressions of self and freedom; 
and expressions of emotion. These findings 
are described in the following sections. 
 
Multiple Uses of Art as a Modality 
 

Art therapists described that some of 
their work is conducted within the 
psychoanalytic tradition. Here, art is used as 
a vehicle for delving into the individual’s 
memories and issues. Art Therapist 2 
described the use of art in the process of self 
exploration. As she notes:  

 
I would guess that recreation 
therapy, the word recreation implies 
that it is fun or not work, whereas art 
therapy is work I think that’s one of 
the biggest misconceptions—that it is 
self exploration and for a lot of us 
that’s not a very fun place to go and 
it’s a painful place to be and at that 
time they’re certainly uncomfortable. 
So you need to be with someone 
who’s trained and can keep you safe 
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in those moments. So it’s not all 
about fun. It’s mostly not fun 
actually. 
 
Although many of the art therapists were 

trained in psychoanalytic theories, all but 
one of the art therapists discussed the use of 
multiple theories to create their own 
personal models of practice. Art Therapist 4 
stated, “I am creative and can incorporate it 
into how I work with clients and through my 
own exploration.” She further explained this 
statement by saying “it’s more of a mixing 
bowl. . . if you use just one approach you 
know it’s not going to work all the time. So 
more than anything I use a strengths-based 
client centered approach.”  

The recreation therapists described that 
their role is to connect individuals to leisure 
they wish to explore—leisure that is 
meaningful to the individual and that 
enhances quality of life. When art is used in 
the context of recreation therapy it was 
described as, “creative or [an] outlet” 
(Recreation Therapist 4), and “an outlet, and 
a stress reliever something to, you know, 
relieve boredom and depression” 
(Recreation Therapist 2). Further, 
Recreation Therapist 2 described that 
recreation therapy enables people who have 
encountered disability or illness to explore 
art, as “some of the patients have a past 
experience with art and they needed 
something different to do because they 
weren’t able to create art the same way.” 
Here the recreation therapists training in 
adapting and modifying activities is 
important since “every artist engages with 
their medium differently and we have to 
adapt or modify their techniques based on 
their needs” (Recreation Therapist 2).  

Art Therapist 1 also identified a crucial 
difference in the two therapies in the way 
that they may entice involvement from a 
participant; however, she noted that there is 
a similarity in that both professions may use 

art to gain the participant’s interests: “we 
have different hooks basically, with art 
therapy we use the art and with recreation, 
you use their leisure interests to motivate 
them to become involved.” 

 
Taking a broader look, Recreation 

Therapist 1 described art as discovery and 
meaning and in connection to leisure: 

 
I think with art it can be more 
specific, not necessarily to a product 
or to a something but they’re maybe 
just using art as a way to dive into 
their journey of quality of life or 
what’s meaningful to them but also 
looking at something that may be 
discovered . . .  trying to use art as 
trying to help facilitate that journey, 
and I just happen to use leisure but 
now I think that art can be leisure. 
 
As described in this quote, recreation 

therapists often place an emphasis on 
meanings art has for the participant. 
Similarly Recreation Therapist 1 noted 
different reactions that individuals have to 
exploring art as a therapeutic modality in 
recreation therapy:  

 
I think some [people] have a definite 
answer of art being leisure and    
appreciating it. . . it can just be 
simply appreciating an artist of how 
they’ve done it. . .whether its 
painting or some kind of sculpture or 
textile thing that they’re using. 
Others can definitely have opinions 
saying, ‘No, I don’t enjoy art that is 
not leisure.’ So again, that’s 
personal. So it’s looking at whether 
they have that connection, definitely, 
whether it’s positive or negative 
that’s up to the individual and it’s 
based on their experience or lack of 
experience. 
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Processes of Art Therapy  
 

The therapists described similarities 
between the length and structure of art-based 
sessions including the use of a variety of 
different art media, engaging in both 
individual and group sessions, and therapy 
sessions lasting about an hour. The 
therapists’ discussions of their therapeutic 
processes revealed similarities in their 
understandings of art and the therapeutic 
relationship, art as sacred and universal 
expression, art as providing a different social 
context, and challenges in using art-based 
techniques. 

 
Establishing therapeutic relationships.  

 
The therapists discussed the therapeutic 

relationship as a commonality in their 
practices. As Art Therapist 1 described:  

 
one main similarity is developing 
that therapeutic relationship with the 
client. [If] you don’t have that then 
you can’t do any kind of work with 
them whether it is art or leisure. I 
think that once you develop that 
relationship then you can trust and 
so, and with that trust you can take 
your client to a different place to 
explore things. And recreation 
therapists do this in a very effective 
way, exploring interest and 
preferences and really getting to 
know each and every client and re-
enforcing what these things are for 
these clients. 

 
This thought was echoed by Recreation 

Therapist 1 who stated “the relationship 
between the client and the therapist is the 
most important thing. So, as long as you’ve 
got a good working relationship anything 
can happen.” 

Art Therapist 2 also described the 
importance of establishing the therapeutic 

relationship before engaging in the art 
process:  

 
I think that the main thing is that 
when they come in a lot of the times 
when we see [clients] they are mostly 
from foster care. A lot of clients 
come from a history of neglect, 
there’s emotional abuse, there’s self 
esteem issues and there are trust 
issues and attachment difficulties.  

 
When working with individuals for the 

first time, the therapists described the 
importance of explaining their roles as 
therapists and allowing participants to ease 
into the process, including a reminder that 
process is important, not the product. As 
described by Art Therapist 3, “having art 
materials and toys in the art room even if 
the child was nervous coming here they get 
comfortable very easily” and “as a therapist 
when I’m able to connect with them in that 
area [art] it’s an incredible relief for them.” 
Art Therapist 1 described easing into the 
process and asking the individual to draw a 
picture of themselves and their family or a 
picture of themselves and what is important 
in their life. Similarly Art Therapist 2 
emphasised creating a context of safety:  

 
when they meet me for the first time 
they’re a little bit leery of who I am 
and  what I’m doing . . . so I think 
the biggest thing that I found is that 
letting them know that this time is for 
them and it’s confidential and that I 
will keep them safe and I will keep 
what they share with me safe and it 
stays in this room is the biggest asset 
to the therapeutic process and then 
from there, just putting in time and 
being with them in terms of the 
relationship. 
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Similarly Art Therapist 4 also described how 
art provides a means of communicating and 
continuing to build the therapeutic 
relationship: 

 
I’ve had clients who won’t say a 
word but they’ve done the art so they 
might not talk at all but the process 
is still happening for them. The trust 
is still being built, a connection is 
still being built, between myself and 
them or between them and the art 
and themselves. And so the art can 
be really helpful in facilitating a 
meeting place and giving them the 
opportunity to express themselves 
and explore themselves. Then it helps 
me to teach them to talk—it helps to 
facilitate. 

 
Developing a therapeutic relationship and 
beginning to engage in the art process was 
also discussed by the recreation therapists. 
Recreation Therapist 3 mentioned that“[art] 
is a great conversation starter.” At times 
though, approaches to working with 
individuals for the first time were described 
by Recreation Therapist 3 as involving 
“motivation, encouragement, bribery 
anything works a lot of rapport development 
a lot of trust development to realize it’s safe 
to say no but also pushing and 
encouraging.” Recreation Therapist 1 
described her interactions when meeting 
with new participants:  
 

I mention that I am the RT so I can 
kind of break it down and say that I 
am here to find out what they enjoy, 
to explore what they used to do in the 
past or something that they would 
like to continue, or something that 
they would like to try. And just really 
try to find out what they define as 
their quality of life. 

 

Another aspect to establishing the 
therapeutic relationship that the therapists 
shared was a common vision of the 
participant. Recreation Therapist 1 described 
her collaboration with an Art Therapist, 
noting that: 

 
I think we collaborated well because 
we both see the same vision. We look 
at the person as a whole and not at 
the deficits and we look at it like we 
see them on their journey and then, 
‘What do you think that they would 
like?’ 
 
Similarly, Art Therapist 1 described that 

art therapists “develop these relationships 
and understand that people aren’t just the 
one thing that . . . this is not their whole 
being. They are multifaceted.”  
 

Art as sacred and universal expression.  
 

The sacred nature of art as a therapeutic 
medium was described by several therapists. 
Art Therapist 4 described this as: “I try to 
incorporate into the process [that this] is a 
sacred part of themselves. So it doesn’t 
matter that you’re not an artist and it 
doesn’t matter that you drew a stick figure, 
you know, it’s our view and people really 
like that.” Art Therapist 3 also described that 
they impress on the participant that skills are 
not needed, “this is not an art class, they’re 
not getting graded, that what I’m interested 
in is their own personal style and expression 
and that everybody is different so there is no 
perfect way of doing this.” Similarly, the 
recreation therapists also noted that art 
provides room for individual expression. As 
Recreation Therapist 1 noted, “it’s 
individualized and that’s a method for their 
expression and I think everyone can define 
what it is to them and there is no right or 
wrong.” 

Art was described by both groups of 
therapists as a forum for expression and as 
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described by Art Therapist 2 art provides a 
universal language for communication: 

 
It’s [a] bridge with clients who have 
difficulty with communication. It’s a 
totally different language so there 
are clients that are nonverbal and we 
get along great. So it’s the art. It’s a 
completely different forum and it’s 
universal.  

 
This therapist went on to state that with 

art, “you’re going to get their verbal and 
you’re going to get the imagery and you’re 
going to get the connection working 
collaboratively on projects. . . within the 
relationships you’re able to engage with 
them actively and nurture them through the 
artwork.”  
 

Art provides a different social context.  
 

The creation of a social context for 
therapy was also discussed by both groups 
of therapists. Art Therapist 1 also noted that 
both professions “work on a certain social 
premise as well, socializing is important 
whether it’s in groups or it’s individual with 
us.” Similarly, Recreation Therapist 1 
described that the art-based program she is 
developing with an art therapist is “trying to 
establish a community sense here at their 
new home . . . to meet others and have social 
aspects and have programs that will involve 
that social interaction.” In the context of 
institutional care, the therapists described 
that art provides a different environment for 
participants. As Recreation Therapist 2 
described the art-based group: 

 
gets them off their unit. We have it in 
the rec-room instead of the unit. 
[On]the unit are, you know, where 
all the medical equipment is, it’s 
where all the medical staff are. It 
gives them a chance to, you know, 
interact beyond those walls and be 

with their peers and participate in 
something they like to do. 

 
The social benefits also extend to 

healing with respect to the social experience 
of a newly acquired disability or illness as 
described by Recreation Therapist 3: 

 
I think just showing people that they 
can do stuff given their physical 
barriers because some of them just 
get so overwhelmed by ‘oh my gosh 
I’ve had a stroke I can’t use my 
hand, I’m in a wheelchair now.’ It’s 
also another connection. People tell 
a lot more to you directly while 
they’re doing stuff and it’s that 
social aspect too that sometimes 
patients they complement each other. 
. . there’s a lot of stroking happening 
that way and that’s really positive. 

 
Working through challenges.   

 
While the therapists described art as a 

sacred form of expression they also 
described participants’ fear of failure as one 
of the challenges of using art as a modality 
for therapy. This included a reluctance to be 
involved in art-based activities for fear they 
lack skills and abilities or they are adjusting 
to a change in skills as a result of illness or 
disability. In addition, the therapists noted 
that individuals often feel constrained when 
they focus on the product of art over the 
process. In some cases, art is approached 
with distrust and an uncertainty of the 
process and with a resistance to getting in 
touch with painful emotions. Underlying this 
reluctance to participate, the therapists 
described the participants’ fear of failure in 
the creative process as noted by Recreation 
Therapist, “in terms of the art activities 
sometimes the clients are reluctant to 
engage in art activities because they think 
you have to be an artist.” Similarly Art 
Therapist 2 described that:  
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some kids don’t want to do it, 
especially the adolescents between 
15 and 18. They think they’re not 
good enough to do it so they don’t 
want to try. . . they don’t want to 
work on it and look incompetent. So 
sometimes it’s a little bit difficult to 
get them involved but once you stress 
that it’s process not product 
oriented. 

 
The focus on product was a common 

challenge in practice regardless of the 
participant group the therapist was working 
with. Art Therapist 1 described the 
expectations participants often place upon 
themselves and the felt pressure to produce 
something: 

 
working in Long Term Care, not 
everybody is able to do art as they 
expect and as maybe there are 
people [who] expect them to. So, you 
know, often they’re encouraged to 
you know ‘oh go ahead and draw 
something or paint’ and they’re 
really quite inhibited. 

 
Similarly self-judgment and comparison 

to others was described by the recreation 
therapists as some participants become 
frustrated with idea of having to create 
something: 

 
It’s a particular kind of process 
we’re going through but you always 
see and it happens [one client] gets 
frustrated because he doesn’t seem 
to be doing well and I know he’s 
looking at others thinking . . . he’s 
not doing it as well and he gets 
frustrated and it could also influence 
or actually bring the morale of the 
group down. (Recreation Therapist 
1) 

 
Here, the therapists discuss how they 

encourage participants to work through fears 
about being judged and beliefs about the 
expectations imposed upon them. The 
therapists described the challenge of moving 
participants past their focus on goal 
orientation (product, outcome, performance) 
to a focus on experience or expression. As 
Art Therapist 1 described, the therapeutic 
process involves discussing with participants 
the expectations and reasons for using art as 
a therapeutic modality. As she describes 
“the whole value of the experience isn’t 
wrapped up in the project it’s in the 
process”. 

Art Therapist 1 also described challenges 
experienced by participants in Long Term 
Care who have engaged in the creation of art 
in the past and now feel they cannot perform 
at the same level. Here the challenge is to: 

 
[n]ever to compare to what they 
used to do. Never to hold them up to 
that but to find new ways to express 
themselves in art and that’s the 
biggest challenge is to sometimes 
work with people who were artists. 

 
In the context of art therapy, therapists 

described participants’ frustrations were 
often coupled with fear as painful emotions 
emerged in the process of creating art. In 
some instances art provides an opportunity 
to gain distance from painful and frustrating 
experiences and emotions. As Art Therapist 
1 noted, “so first they get in touch with their 
emotions by using art and when they put it 
on paper or in sculpture or painting. 
They’re giving themselves some distance.” 
However, at times this process is “too 
stimulating” (Art Therapist 4). Many of the 
art therapists described the experiences of 
participants who have experienced trauma. 
Here Art Therapist 4 described how art may 
trigger a memory or cause individuals to re-
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experience trauma and that this requires 
specialized training to process the 
experience with the client:  

 
sometimes the challenge is, you 
know, some people, you have to be 
careful not moving folks too quickly 
into their trauma or their issues . . . 
you can run into some problems 
with, you know, people being flooded 
with emotion . . . you move through 
the different material, art material, 
the more fluid the art material 
becomes . . . the more feelings can be 
opened. So sometimes the problem 
can be, you know, that you’ve 
opened things up and if you don’t 
provide containment then you’re 
leaving with somebody who has no 
control, you know, you’ve really 
activated them so you have to learn 
how to help and to contain  so that 
when they leave the session they’re 
not raw and they’re not going to do 
things that are harmful to themselves 
or to others. 

 
Practitioners Perceptions of Art as a 
Transformative Experience  
 

Balanced with the challenges described 
in the previous section, the therapists 
described many benefits emerging from the 
process including: fun, relaxation and 
opening, expressions of self and freedom, 
and expression of emotions. As described by 
the therapists, these benefits are interrelated 
in the context of therapy and many described 
these benefits within a broader process of 
transformation and healing. For example, 
Art Therapist 3 described a connection 
between self expression and transformation 
noting that art provides a unique opportunity 
which “help[s] the child express themselves 
and communicate and use art and play for 
transformation.” Similarly, Art Therapist 4 

described a connection between the process 
and healing:  

 
I really trust and believe in the whole 
creative process that the client will 
discover for themselves something 
within their own creative art making 
process that they can use to move 
forward in their life, to move 
forward and heal.  
 
The connection between self discovery 

and self expression was connected to the 
release of fear and transformation by Art 
Therapist 3: 

 
the real transformation that has to 
do with the integration of the 
different parts of yourself, as well as 
getting to know, getting rid of some 
of the fears you have about yourself 
and the world and the interaction. I 
think it can be achieved better when 
you do some of the work through 
creative work. 
 
In the following sections the specific 

aspects of this transformative experience are 
described in more detail. 
 

Experiences of play and relaxation.  
 

Several therapists discussed that using 
art as a modality could be considered fun. 
Thus, a benefit to using art is that 
participants will want to partake in it. The 
element of fun in art therapy was discussed 
by Art Therapist 4 as: 

 
interesting or fun. It would be 
something of interest to them to 
expand one’s own experience and 
knowledge and to test oneself. It 
connects people and sometimes 
you’re doing it in groups and it is 
new experiences and it’s fun and 
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people learn that they’re really good 
at something. 

 
Art Therapist 3 described art as, “[a] 

direct form of expression and a certain 
playfulness and creativity.” The element of 
fun was also discussed by Recreation 
Therapist 2 who described that art-based 
therapy is, “about engaging in something 
that you want to [it’s] something that you 
enjoy and something that you do—it’s not 
mandatory and it’s fun.” Recreation 
Therapist 1 added that “for others it may be 
about establishing something that they 
really enjoy and to help facilitate that.”  

 Using art as a therapeutic modality was 
also described as enabling the participant to 
experience a different felt sense of opening 
and “stress relief” (Art Therapist 4) and 
relaxation occurred as the participants’ used 
“art to unwind” (Art Therapist 2). Similarly 
Recreation Therapist 2 stated, “I can see 
how it can be a tension releaser and has a 
calming effect and I see how it benefits 
them.” As this release of tension and 
relaxation occurs, Art Therapist 2 described 
the changes she noted in participants:  

 
they have the opportunity to release 
their stress or anxiety and tension 
often and art just really lets them do 
that. It’s a free flow of creative 
expression [and] it gets them into 
flow and they just, they sparkle, they 
do. 

 
Expressions of self and freedom.  

 
The discussion of art as a vehicle for self 

expression and self-discovery was described 
by the therapists. For many of the recreation 
therapists, art seems to have a natural 
therapeutic quality to it, as discussed by 
Recreation Therapist 3: 

 
we’ve painted the windows and it’s 
amazing some of the stories that 

come . . . she started drawing a 
making a person and then she told a 
story so it was a whole reminiscence 
that happened during that whether 
she knew it or not. 
 
Recreation Therapist 1 mentioned 

“exploring the journey with the residents I 
think that art is very personal and it actually 
opens it up to freedom of expression” and 
“it’s individualized and that’s a method for 
their expression and I think everyone can 
define what it is to them and there is no right 
or wrong.” Art Therapist 3 expanded on this 
notion describing that art is:  

 
making your mark and expressing 
yourself and it’s really important 
because when people don’t have that 
they feel [that] they’ve got nowhere 
to put themselves and their feelings. 
It’s also a way to communicating 
who you are, your style, what you 
like, how you see the world, how you 
want to connect with the world. So 
there are many, many uses.  
 
Self-discovery included discovery of 

personal style and freedom in art; as “[art 
is] giving them the opportunity to express 
themselves and explore themselves” (Art 
Therapist 4). And as Art Therapist 3 
described “it’s not just words that are 
important but art” and “they see something 
that triggers self knowledge or questioning 
or they will project an experience that 
they’ve had or feeling that they’ve had onto 
the painting and. . . it’s biographical stuff 
and its validation.”   

In relation to the expression of self, 
many therapists described increased 
confidence and self esteem. As Recreation 
Therapist 3 described, “if you have someone 
with limitations and someone can really 
excel with that then it increases their 
confidence and self esteem.” Art also 
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provides a medium for expression of choice, 
“it’s their expression of themselves or 
however they want to use the colour or 
whatever, it’s not something that we’re 
saying ok you have to use red white and 
blue. It’s allowing them choice” (Art 
Therapist 3). Recreation Therapist 3 also 
discussed the freedom of choice and 
ownership of the artwork: “we’re a guide 
but it’s their piece it’s their choice you 
know.” Recreation Therapist 1 also touched 
on freedom of expression, in this case in the 
wake of life changes following injury or 
illness: 

 
It’s encouraging to know that your 
life doesn’t stop there and that even 
though you don’t have use of your 
two hands, it’s just one, you can still 
do something and again it was a 
process and not the end. 
 

Similarly Recreation Therapist 2 described 
that “some patients need to use their mouth, 
they can’t use their hands. So, every patient, 
every artist engages with their medium 
differently.” 

As a record of progress and personal 
achievement, Recreation Therapist 3 
described the tangible benefit of art as: “they 
have tangible results to take with them and 
they usually surprise themselves, ‘I didn’t 
know I could do that! I didn’t know that was 
an option’.” Recreation Therapist 2 
described the sense of ownership some 
participants feel as “art allows them to 
produce something concrete that they can 
admire and look at and show off and be 
proud of.” A sense of ownership and pride 
was also described as Recreation Therapist 
4, “that’s something we really try to have 
them do, like signature their piece, and an 
artist’s signature is important, kind of, we 
give ownership and pride.” 

 
Expression of emotions.  

 
The importance of art to express 

emotions was often described by the 
therapists. Art Therapist 4 noted “I 
sometimes see an immediate relief of a 
feeling. So sometimes it can be like a real 
shift in their affect.” Similarly, Recreation 
Therapist 1 noted, “it’s an opportunity to 
express yourself whether it’s a sense of joy 
or a sense of anger, that’s what I mean, it’s 
not saying, it’s just getting it out.” As a 
vehicle for expressing emotion, engaging in 
art provides distance from emotions as 
described previously and as the process 
unfolds there are opportunities to experience 
power and control over these emotions 
through a solid tangible object. Art Therapist 
4 described that art may then be used for 
reflection as an “unconscious piece will be 
revealed to them they delve into stuff, and 
we always have that piece that we can come 
back to and say you know what does this 
means to you now.” Similarly Art Therapist 
3 described, “You end up with the result that 
you can actually look at and get involved in 
[and] over a period of time you can even go 
back and look at a series of drawings.”As 
described by Art Therapist 4, art provides 
distance from painful emotions and needed 
perspective on these emotions. As she 
described “we can look at the art external 
from the individuals for a moment in order 
to really understand it better, to apply it 
better and integrate it better.” As art enables 
participants to express themselves and their 
feelings in the art there is often a sense of 
power of control over these emotions, as 
described by Art Therapist 4: 

 
It gives the [participant] a sense of 
freedom but also a sense of power—
that this is their artwork, they 
created it and now you can witness it 
and it connects all of us together. It 
becomes sort of another being that’s 
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in the room, you’ve got this now this 
third piece that expresses and tells a 
story you know so you know it’s a 
way of really honouring what they’ve 
been through themselves.  
 

DISCUSSION AND CONCLUSIONS 
 

The therapists described art as sacred 
and universal expression for forging 
relationships with participants and providing 
a different social context for engagement, 
particularly in the context of institutional 
care. This study also reveals agreement 
among therapists around the importance of 
using art as a vehicle for healing and 
transformation. As discussed by Edwards 
(2004) through art, the participant:  

 
may gain a better understanding of 
themselves and the nature of their 
difficulties of distress. This, in turn, 
may lead to positive and enduring 
change in the client’s sense of self, 
their current relationships and in the 
overall quality of their lives (p. 4).  

 
However, the processes of transformation 
differ between art therapy and therapeutic 
recreation. Fine and Fine (1996) noted that 
one of the most recognizable differences is 
the use of the psychoanalytic approach. As 
the authors describe, recreation therapists 
“are not psychotherapists, and complex, 
deep-seated interpretations of art are 
generally beyond the level of training of 
most practitioners” (Fine & Fine, 1996, p. 
262-263). Art therapists in this study 
described the theoretical bases for their 
training as Freudian, Gestalt and Jungian 
psychoanalytic theories. The art therapists 
noted that care and attention must be paid to 
the way in which the content of the art is 
processed. As noted in the Findings, several 
of the art therapists noted that the content of 
the art and the process of engaging in the 
creation of the art may at times trigger 

traumatic and painful memories and 
experiences. Here, processing that 
experience lies in the psychoanalytic 
domain. In comparison, recreation therapist 
Nathan (2002) outlined the basic cycle of 
processing art in a recreational capacity, 
“[f]irst there is the pure ‘doing’ of the 
activity, which uses both the conscious 
thinking mind and the unconscious 
expressive mind. Once the activity is 
completed, it is important to help clients 
decipher and digest what they have 
experienced” (p.104). Nathan suggested this 
is done by asking questions or having 
participants reflect on some part of the 
activity using a creative medium such as 
writing. As Nathan (2002) describes, art has 
a unique way of bringing ideas into 
consciousness in the therapy setting as, 
“[a]rt uses symbols (left brain) to 
communicate ideas and helps bring the ideas 
into one’s consciousness” (p. 103-104). 
While there is similarity in the attempt to 
move information from unconscious to 
conscious awareness, therapeutic recreation 
focuses on the experience of engaging in 
leisure activity, in this case art, rather than 
on the psychoanalytic meaning of the 
content in the art. The process involves 
participants’ communication of their 
experience with a group, partner or de-
briefing with the therapist. This “clarifies the 
individual’s thoughts and allows other group 
members to give feedback and provide more 
insight for the individual” (Nathan, 2002, 
p.104).  

Humanistic traditions play out in the 
participant’s quest for identity, the 
therapist’s concern for her needs and well-
being, and a holistic belief in her inherent 
worth, dignity and capacity (Moon, 2004). 
In both approaches to therapy this was 
articulated in the therapists’ statements 
about esteem, attachment and trust as 
primary issues experienced by participants, 
and the emphasis on participant safety, trust, 
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self-expression, and capacities rather than 
deficits as described in the theme concerning 
the therapeutic relationship. Art was used 
to address problem-solving, helping 
participants to work through problems. 
Enabling participants to experience power 
and control in the process helps foster trust 
and strengthen therapeutic relationships. 
Underlying the humanistic approach, like 
therapeutic recreation philosophies, is a firm 
assumption that art, like recreation, may act 
as a means to an end. 

Drawing from creativity approaches, the 
focus of art is on self-exploration and the 
participant’s ability to explore and display 
his talents (Fine & Fine, 1996; Malchiodi, 
2003). As described in the theme noting 
challenges of using art-based techniques 
the therapist’s role is to help individuals 
overcome fear and internally or externally 
imposed judgment—releasing self and ego 
from the binds of competition and a focus on 
product. While the theme expressions of self 
and freedom describe explorations of self 
through art, findings also reveal that within 
therapeutic recreation, freedom and choice 
remain important aspects of the experience; 
that is, leisure remains an end in itself.  

A difference between art therapy and 
therapeutic recreation in the use of 
psychoanalytic approaches leads to different 
contributions of each therapy to processes of 
transformation. Psychoanalytic approaches 
underlie art therapy, and recreation therapy 
shares with art therapy creativity approaches 
to enhance exploration of self and talent and 
humanistic emphasis on expression of the 
inherent worth, dignity and identity of the 
participant. However, the emphasis on 
freedom, choice and art as an end in itself 
remains a unique aspect of therapeutic 
recreation. Thus, while Malchiodi (2003) 
describes the use of art in therapy as 
transformative and focused on life-problem 
solving, self-actualization through creative 
expression, intimacy and trust in 

interpersonal relations and self-transcendent 
life goals, therapeutic recreation both 
maintains these principles and emphasizes 
leisure’s pursuit as an end in itself—art for 
art’s sake.  

Discussions about the multiple uses of 
art as a modality were also connected to 
discussions about collaboration among 
professional groups. Many therapists 
discussed partnerships with other health 
professionals to improve programs and 
services. Art Therapist 3 described the need 
for collaboration among professional groups 
to provide the best possible participant care. 
As she described, “my preference is to work 
as part of a team with an agency. . . I’m not 
a psychiatrist, I’m not a psychologist or a 
social worker so those other skills and those 
other areas of expertise and authority.” 
Similarly, Recreation Therapist 1 described 
her approach, “I will never overstep my role 
as a RT. . . I know what my role is and to 
work with someone so they’re the ones who 
are the experts and I’m going to help 
collaborate work in my field and in 
combination we will execute that.” What 
makes it possible for art therapists and 
recreation therapists to collaborate is a 
similarity in their views about: the person, 
the creation of a social context for therapy, 
and approaches to establishing therapeutic 
relationships with participants.  

Professional implications from this study 
include new knowledge for incorporating art 
into therapeutic recreation using a 
humanistic, creative and relational 
foundation for practice. This may contribute 
to the development of advanced or 
specialized training in the use of art-based 
techniques. Future research should examine 
different ways art is incorporated into 
therapeutic recreation practice and involve a 
larger sample of therapists. There is room 
for additional inquiry into specific practices 
and theoretical approaches. 
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Evaluating the Effects of Snoezelen on Individuals with Dementia 
 

Sherrie Aldred and Angelica Cecilia Germanese 
______________________________________________________________________________ 

 
Abstract 

 
This pilot study examined the effectiveness of Snoezelen in reducing agitation for 21 individuals 
living with dementia on the Seniors Memory Disorders Unit (SMDU) at the Whitby Mental 
Health Centre between March 2007 and May 2008. For the purposes of this paper, behaviour and 
blood pressure scores for three individuals in late stage dementia will be reported. Using the 
Dementia Observation Scale (DOS), the behaviours that were monitored were: a) sleeping in 
bed; b) sleeping in chair; c) awake and calm; d) noisy; e) restlessness and pacing; f) exit-seeking; 
g) aggression-verbal and h) aggression-physical. From this study, we determined that an 
individual’s blood pressure lowered after a Snoezelen session indicating that the sessions were 
relaxing and reduced agitation. Using the DOS, we also determined that individuals exhibited 
less aggression during a Snoezelen session; however the effects did not necessarily continue after 
a session. Due to a small sample size we were unable to significantly determine the long-term 
effects of Snoezelen, but this is deserving of further investigation and research. 
_____________________________________________________________________________

INTRODUCTION 
 

According to the Alzheimer Society of 
Canada (2006), an estimated 290,000 
Canadians over the age of 65 currently live 
with Alzheimer’s disease and at the 
predicted rate, approximately 509,000 
Canadians over the age of 65 will be 
diagnosed with Alzheimer’s disease by the 
year 2031.  

While there are no medical treatments 
currently available to cure or stop the 
progression of the disease, there are 
medications to relieve the behavioural 
symptoms of depression, sleeplessness and 
agitation (Cohen, 1999). Snoezelen rooms 
however, relieve Alzheimer patients’ 
symptoms without drugs by stimulating the 
primary senses of hearing, touching, 
smelling, and seeing (Cohen, 1999) and by 
creating an atmosphere of relaxation and 
restoration without the pressures to perform 
or achieve an outcome (Ball & Haight, 
2005). At the same time, the rooms can calm 
patients when they are experiencing stress,  

 
 
increase their range of motion (Cohen) and 
provide a conducive environment for 
bonding between a person living with 
Alzheimer’s disease, his or her therapist and 
family members (Cohen). 

A Snoezelen room is a controlled 
environment, an oasis where individuals feel 
safe and non-threatened (Chitsey, Haight & 
Jones, 2002). The concept involves creating 
high quality, purpose-built environments, 
which are used in a sensitive and caring way 
to provide pleasurable sensory stimulation 
and relaxation. Relaxing music, gentle 
vibration, massage, soft lighting effects, 
tactile stimulation and aromatherapy all 
combine for the enjoyment of those using 
the Snoezelen room. Moreover, people who 
normally seem unmotivated by any 
purposeful or positive activity have begun to 
take an interest in their surroundings within 
the Snoezelen room (Nursing Times, 1992). 
Research has shown that gaze, visual 
tracking, eye contact and concentration 
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spans have all improved vastly following 
Snoezelen sessions (Nursing Times).  
 
RATIONALE AND PURPOSE FOR 
THIS STUDY 
 

Working with individuals living with 
dementia can be a challenge for healthcare 
professionals. A recreation therapist has a 
variety of interventions to facilitate; 
however; not all activities are appropriate 
for individuals living with dementia. 
According to De Minner, Hoffstetter, Casey, 
and Jones (2004, p. 347), “Snoezelen rooms 
can ease the difficulty of engaging persons 
with dementia because they provide an 
enabling, a failure-free, and a stimulating 
and relaxing environment in which the 
resident with dementia is free to interact 
without rules”. 

This study was conducted to determine 
whether Snoezelen could help to decrease 
agitation in individuals living with dementia 
on the Seniors Memory Disorders Unit 
(SMDU) at the Whitby Mental Health 
Center. Specifically we wanted to determine 
whether individuals appeared more relaxed 
after a session and whether an individual’s 
blood pressure lowered after a Snoezelen 
session. 
 
REVIEW OF RELATED LITERATURE  
 

Snoezelen is increasingly been used in 
long-term care facilities for individuals 
living with dementia (Cox, Burns, & 
Savage, 2004; Fitzsimmons & Buettner, 
2002). There is a widespread belief that 
Snoezelen is of major benefit for individuals 
with sensory, physical and intellectual 
deficits (Hong, 1996). The gentle 
stimulation has a soothing effect that helps 
relieve agitation (Hong) and it appears to 
benefit individuals who have difficulty 
relating to existing environments or to 
demands made upon them (Cornell, 2004).  

As a one-to-one intervention, Snoezelen 
can increase social interactions of persons 
with dementia. According to De Minner et 
al. (2004), the benefits of Snoezelen are not 
only linked with relaxation and stimulation 
of senses but also improve the relationship 
between the individual and caregiver. It is an 
example of an innovative approach to 
meeting the social and recreational needs of 
individuals with dementia (Ball & Haight, 
2005).  

Snoezelen for individuals with dementia 
provides a sensory stimulating environment 
and meaningful leisure experience. A project 
conducted in 2002 to assess the benefits of 
Snoezelen therapy on individuals with 
dementia demonstrated that they slept more 
after Snoezelen therapy and were less 
agitated and calmer after Snoezelen therapy 
(Hurd, 2002). According to Pinkney (1993) 
participants leaving the Snoezelen room 
after a session, also appeared far more aware 
of their environment and responded more 
appropriately to stimuli around them.   

Lancioni, Cuvo, and O’Reilly (2002) 
provided an overview of the research studies 
on Snoezelen with people living with 
developmental disabilities and dementia. 
Lancioni et al., (2002) reported positive 
findings related to Snoezelen for individuals 
with dementia and their well-being. 
According to the authors, “with regard to the 
persons’ behavior during sessions, staff 
indicated some improvement in mood and 
visual and motor activity” (Lancioni, et al., 
2002, p.180). Building on this work, this 
study aims to determine the effectiveness of 
Snoezelen during and after sessions for 
individuals living with dementia. 
 
METHODS 
 

The pilot study was carried out at the 
Whitby Mental Health Centre on the Seniors 
Memory Disorders Unit (SMDU) between 
March 2007 and May 2008. The sample was 
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composed of 21 individuals living with a 
diagnosis of dementia, including nine 
women and twelve men aged 64 to 87 years 
of age. The Mini Mental Status Examination 
(MMSE) was used on all individuals on the 
SMDU to determine the stage of dementia 
and areas of difficulty in cognition, such as 
memory, thinking, attention, reasoning and 
problem solving. The average MMSE score 
for the individuals involved in the study was 
two. A score of 0-17 indicates that an 
individual has severe cognitive impairment.  

The individuals involved in this study 
were at the very late stages of dementia and 
their cognitive status was significantly 
impaired, making it challenging to engage 
them in traditional recreational activities. 
The individuals who participated in the 
study, exhibited behaviour disturbances 
and/or were not experiencing meaningful 
engagement in traditional leisure 
programming.  

The Snoezelen session was an 
intervention as part of the individual’s 
treatment plan and was implemented by a 
trained recreation therapist. The recreation 
therapist followed a Snoezelen process for 
each of the patients who were seen. Consent 
from the Substitute Decision Maker was 
obtained prior to the intervention. A 
Snoezelen Screening Tool (Appendix A) 
was completed before initiating the 
Snoezelen session and a Response Record 
Form (Appendix B) was completed after 
each session that tracked both positive and 
negative responses in the room.  

The individuals’ behaviour was tracked 
pre/post Snoezelen session using the 
Dementia Observation Scale (DOS) five 
minutes before and five minutes after 
session. The DOS is a behaviour record that 
tracks an individual’s behaviour for a 24-
hour period every hour on the hour. The 
behaviours recorded are as follows: a) 
sleeping in bed; b) sleeping in chair; c) 
awake and calm; d) noisy; e) restless and 

pacing; f) exit-seeking; g) aggressive-verbal; 
and h) aggressive-physical. Blood pressure 
was also recorded before and after each 
session.  

In total, 383 Snoezelen sessions were 
implemented three to four times a week with 
each session lasting between five to thirty 
minutes. Typically a Snoezelen room 
session would entail sitting in the 
Vibromusic recliner, listening to relaxing 
music and enjoying the visual stimulation of 
images, lights and colour. Each session was 
tailored to meet the individual needs of the 
participants and was self-directed. No more 
than three pieces of equipment were used at 
any given time during the session to prevent 
sensory overload. 

The data was analyzed using the record 
of blood pressure scores and the results of 
the DOS encountered before and after the 
Snoezelen sessions. Although 21 
participants were involved in the study, only 
information for 3 participants is used here.  
This is due in part to data recording failure, 
participants being discharged from the 
hospital in the middle of the study, and 
participants refusing to have their blood 
pressure taken.  We also encountered 
problems with reliability and consistency 
when collecting data and had to alter our 
data collection methods a number of times 
throughout the study. 
 
RESULTS 
 

Blood pressure was monitored for three 
individuals before and after each session 
over a period of 33 sessions. For all three 
samples, the individual’s systolic blood 
pressure lowered significantly after the 
Snoezelen session (Table 1). Diastolic blood 
pressure remained the same or lowered 
slightly for the same three individuals (Table 
1).  

The DOS was also used to monitor the 
same three individuals’ behaviour pre- and 
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post-Snoezelen sessions. Participant A 
showed a significant decrease in agitation 
exhibiting 16 negative behaviours before the 
session and only 9 negative behaviours after 
the session (Table 2).  Participant B and C’s 
positive and negative behaviours remained 
the same before and after a session.  From 
this sample we can see that Snoezelen does 
not appear to have any negative indications.  

Of the 21 individuals involved in the 
broader study, all exhibited positive 
behaviours and interactions during the 
Snoezelen sessions. By monitoring blood 
pressure, we also noted that individuals 
generally appeared more relaxed after a 
Snoezelen session.  

Certain factors limited our research. 
First, there was a lack of valid, reliable 
assessment tools for Snoezelen with regard 
to sensory stimulation. Second, it was 
challenging to find an accurate tool to 
measure agitation. Third, we had a small 

sample in our research study. Finally, not all 
individuals within our study allowed us to 
measure their blood pressure due to their 
incompatible behaviors.  

During our pilot study we had several 
issues with collecting reliable research data 
and had to change our outcome measures 
several times. As a result, we were not able 
to successfully track as much data as we 
would have liked for our pilot study. We 
hope to have more conclusive, reliable data 
in the near future.  

Although ongoing research needs to be 
conducted to determine the longer-term 
effects of a Snoezelen session, we have seen 
the immediate quality of life improvements 
for individuals living with dementia, during 
and after a Snoezelen session. Anecdotally, 
we also noted that the Snoezelen sessions 
increased one’s level of social interaction as 
the individuals always had direct one-to-one 
time with the therapist and family members.  

 
 

Table 1 
Systolic and Diastolic Blood Pressure Before and After Snoezelen in Three Individuals 

 

122.0 122.0 121.0
107.0 112.0 110.0

72.0
84.0

69.072.0 70.0 68.0

00
13
26
39
52
65
78
91

104
117
130

1 2 3

Systolic BP - Pre Systolic BP - Post Diastolic BP - Pre Diastolic BP -Post
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Table 2 
Summary Findings Using the Dementia Observation Scale (DOS)  

on Three Participants

 
Samples 

of 
Collection 

Data 

 
 

Diagnosis 

 
MMSE 
Score 

 
Total # 

of 
Sessions 

Total # of 
Positive 

Responses 
(Pre- 

Session) 

Total # of 
Negative 

Responses 
(Pre- 

Session) 

Total # of 
Positive 

Responses 
(Post- 

Session) 

Total # of 
Negative 

Responses 
(Post-

Session) 

Total # of 
Times the 
Sessions 
Improved 
Behaviour 

Participant 
 A 

Alzheimer’s 
Disease 

6/30 21 5 16 12 9 7 

Participant 
B 

Alzheimer’s 
Disease 

0/30 7 4 3 4 3 0 

Participant 
C 

Alzheimer’s 
Disease 

0/30 5 5 0 5 0 0 
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Future study should be done to investigate 
the long-term effects of Snoezelen for 
individuals with dementia. It would also be 
beneficial to determine why some individuals 
living with dementia do not benefit from 
Snoezelen. 
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IMPLICATIONS FOR THERAPEUTIC 
RECREATION RESEARCH AND 
PRACTICE 

 
Recreation therapists should consider the 

use of Snoezelen for people living with 
dementia. A Snoezelen environment provides 
an opportunity for individuals living with 
dementia to make independent choices within 
an environment that allows for complete 
freedom and control of their own 
experiences.  

The study results showed that patients 
were able to relax during the Snoezelen 
sessions and their behaviours reduced in 
agitation, however, we need further research 
with a larger sample.  

From the practice perspective, Snoezelen 
programs demonstrate immediate positive 
outcomes in reducing maladaptive behaviours 
and promoting positive behaviours, 
suggesting that it should be considered as part 
of the general dementia care program 
(Chung, Lai, Chung, & French, 2003). Since 
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considered for all individuals with dementia 
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Appendix A 
Snoezelen Screening Tool 

 
Seniors Memory Disorder Unit 
Whitby Mental Health Centre 

 
Patient Name: ________________________Case Book #_______________________________ 
DOA:_______________________________ DOB:____________________________________ 
Male/Female     Diagnosis:________________________________ 
Medical Concerns:______________________________________________________________ 
Medications:___________________________________________________________________
______________________________________________________________________________
___________________________________________________________ 
Type of Dementia:____________________ Stage:_____________________________________ 
Behaviours (wandering, agitation, swearing, exit seeking etc…)__________________________ 
______________________________________________________________________________ 
MMSE Score:________________________ Fast Score:_________________________________ 
Other Scales:___________________________________________________________________ 
______________________________________________________________________________ 
History of Seizures:  yes/no 
Date of last seizure:___________________ Causes:___________________________________ 
Allergies:______________________________________________________________________ 
Sensory Sensitivities (light, scent, noise)_____________________________________________ 
______________________________________________________________________________ 
Vision:____________________________ Hearing:___________________________________ 
 History of Hallucinations    History of Delusions 
Summary of Hallucinations/Delusions:______________________________________________ 
______________________________________________________________________________ 
Reccomendations/Comments:______________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
________________________________________________ 
Cautions (Be aware of, watch for):__________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
____________________________________________________________ 
Snoezelen sessions recommended:  yes/no 
 
Completed by:     Date: 
 
______________________   _____________________ 
Therapeutic Recreationist 
 

S.Aldred, TR, 2005
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Appendix B 
 

Snoezelen Response Record 
 
Patients Name: 
 

Case Book # 

Positive Responses 
 

RESPONSES 

Date/Time of Intervention 

Relaxed Tone                
Change in Vocalization                
Makes Choices                
Slowing of breath                
Movement/facial muscles                
Movement of fingers                
Smiling                
Attention to task                
Followed Instructions                
Tracking/Eye Contact                
Responses to Touch                
Interactive                
Negative Responses 
Agitation              
SIB              
Resisting Staff              
Restlessness              
Pacing              
Combative: hitting              
Exit Seeking              
Swearing/Shouting              
Crying              
Grimacing              
Frowning              
Looking away              
Startles              
Non-Responsive              
Repetitive              
Tactile Defensive              
              

Blood Pressure (pre)              
              

Blood Pressure (post)              
              

Length of Session (min)              
S.Aldred, TR, 2003 
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Our Journey through Team Development 
 

Peggy Allin and Shannon Knutson 
____________________________________________________________________________ 

 
Abstract 

 
This article reveals a journey the West Park Healthcare Centre Recreation Therapy (RT) Services 
team took to build a stronger, more effective team and service that was grounded in the values of 
West Park and the core values of Therapeutic Recreation Ontario (TRO). The ultimate goal of 
this collaborative effort was to envision our service and its team members as a unified group of 
professionals working together to address the leisure needs of West Park residents. Over the 
course of several months and with the help of various developmental strategies, our team 
developed into stronger reflective practitioners and was able to work together in restructuring the 
purpose and vision of our service to better reflect our patient-centred philosophy. The purpose of 
this article is to share our journey and provide some thoughtful reflection about the importance 
of team development principles and practice in therapeutic recreation. This journey challenged 
our team in personal and professional practices and interactions, ultimately enabling us to better 
understand our individual contribution to effective team functioning. We hope to stimulate 
personal reflection with ideas of our own process of team collaboration. 
______________________________________________________________________________ 
 
 
INTRODUCTION 
 

Continuity gives us roots;  
change gives us branches, letting us stretch 

and grow and reach new heights. 
Pauline R. Kezer 

 
Located in West Toronto, West Park 

Healthcare Centre (WPHC) has been helping 
patients live the fullest lives possible since 
1904 (West Park Healthcare Centre, 2009).  
The core values of People, Innovation, 
Excellence and Accountability have helped 
the centre build its reputation as a leader in 
rehabilitation, complex continuing care and 
long-term care.  The centre maintains many 
formal and informal affiliations with a 
variety of universities and colleges, and 
maintains standards of excellence in clinical 
best practices and research. Over 850 
employees and more than 200 volunteers  
 

 
 
 
 
offer the best of clinical, medical and 
community experience to support and assist  
patients and residents to overcome their 
health challenges (West Park Healthcare 
Centre). According to WPHC (2009): 
 

The centre’s outstanding in-patient 
and out-patient rehab services are 
designed to help people overcome 
serious health challenges such as 
stroke, lung disease, traumatic injury 
or amputation. Our goal is to help 
patients reach their full physical, 
cognitive, social and mental function  
through practices that reflect the 
latest approaches in rehabilitation.   

 
As one of the allied health disciplines at 

WPHC, Recreation Therapy Services play a 
vital role in improving patients’ quality of 
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life. Recreation Therapy Services deliver 
participatory and therapeutic programming 
across WPHC, as well as specialized 
treatment and education programming in 
response to clinical referrals.  Unlike the 
disciplines of Occupational Therapy, 
Physiotherapy and Nursing, Recreation 
Therapy staff members are not program-
aligned. Each of the recreation therapy staff 
members have specific workload 
accountabilities and may serve a variety of 
patients through specific programs and 
services.  

Throughout this journey of team 
development, the Recreation Therapy team 
was made up of a Practice Leader, two full-
time Recreation Therapists and one 
Recreation Therapy Intern from University 
of Waterloo who worked closely with two 
Recreation Therapy Assistants and a Music 
Therapy consultant. 

The changing demands in healthcare 
have significantly affected Recreation 
Therapy service delivery models and 
practices over time.  Since May of 1999, 
Recreation Therapy has been one of the 
consulting disciplines at WPHC. At its 
origin, the Consult Model was created to 
ensure that “expert clinicians would be 
operating at the peak scope of practice, 
performing high level assessments and 
treatments, while routine interventions could 
be shifted to other primary team members” 
(West Park Hospital, 1997).  In the case of 
Recreation Therapy, our area of specialized 
competence is in the assessment of patients’ 
leisure needs, and the design and 
development of meaningful leisure and 
recreation programs and services.   

Every professional service at WPHC, 
including Recreation Therapy has been 
impacted by the changing healthcare system.  
Our transition from a purely program 
management model to a consult model of 
service delivery is just one example.  The 

series of changes in models of service 
delivery as well as governance models, 
reporting structures, and reporting 
requirements have all affected our delivery 
of services.  

In 2008, as an undergraduate student in 
Therapeutic Recreation at the University of 
Waterloo, the second author of this article 
was completing an eight-month placement 
after having completed a previous four-
month placement at WPHC in 2006. After 
discussing the quality of work life within the 
team and with the Practice Leader, Shannon 
chose to engage in direct research on team 
development processes using the Recreation 
Therapy Services department at WPHC.  

Our process was very reflective and we 
asked that team members comment on the 
process throughout the journey. Within the 
body of this paper we have infused direct 
quotes from the recreation therapy team 
members in order to illustrate how the team 
members responded to the process. The 
comments we share from other team 
members will be representative of this 
reflective nature.  

While we were launching our project in 
team development, Recreation Therapy 
Services was undergoing significant 
changes, including staff attrition and 
recruitment, introduction of a new practice 
leader role to recreation therapy, and new 
accountability in the organizational 
structure.  What had not changed in the 
WPHC environment was our need to 
collaborate with our team members to 
provide responsive programming to meet the 
needs of the patients with whom we work. 
Of significant importance at this time was 
the feeling that our workloads seemed to be 
changing, and in some cases expanding, 
while our individual roles were becoming 
more and more unclear within the greater 
recreation therapy team.  It was felt that if 
we were feeling ambiguous about our roles 
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at the time, then others in the centre would 
be feeling the same. Thus, the impetus for 
the team development project emerged.  

Throughout this article we will share the 
WPHC journey of team development. We 
hope to highlight the importance of team 
collaboration and its continued development 
that is essential in providing professional 
recreation therapy services. Our hope is that 
you will reflect on your own practice and 
that this article will motivate you into action 
- by being an agent for creating positive 
change in your own work environment.     

Throughout the rest of the paper, 
Shannon will use the first person “I” when 
referring to work she conducted on team 
development initiatives at WPHC.  
 
TEAM DEVELOPMENT VERSUS 
TEAM BUILDING  
 

Through quarterly planning there have 
always been team building components at 
WPHC such as focused exercises, evening 
team outings, and special lunches. Through 
the research I conducted however, I was 
learning that some fundamental differences 
exist between the terms team building and 
team development. 

According to Kinlaw (1998), team 
building is reactive, and emphasizes fixing 
immediate problems within groups. Team 
building can include exercises that require 
teams to communicate and work 
cooperatively to reach an end goal. The team 
building activity of human knots is one 
example. Team building is an important set 

of interventions in the continuing process of 
team development. 

Team development does not always 
assume something is wrong and requires 
fixing (Kinlaw, 1998). Team development is 
more proactive and should be a regularized 
process that a team uses to continue 
improving and growing as individuals and as 
a unit (Kinlaw).  

Team development is worked into 
everday life in a workplace and examples 
include goal setting (team and individual), 
sharing celebrations with one another, and 
being actively involved together.  

Kinlaw (1998) clarifies that the terms 
team development and team building are 
often used interchangeably which is 
unfortunate because it obscures important 
differences between the terms and results in 
a lack of understanding of what team 
development truly entails. While overlaps do 
exist between the two terms, the differences 
can provide guidance in undertaking true 
reflective team development. See Table 1 for 
a breakdown to differentiate between the 
terms team building and team development 
as Kinlaw (1998) outlines them.  

An analogy that Kinlaw (1998) uses is to 
think of the team as an automobile and the 
regular maintenance that is required to avoid 
breakdowns as team development. Attention 
to maintenance with your vehicle is ongoing, 
just as maintanence of a healthy team is 
required. If team development tasks are 
completed regularly, we can expect to avoid 
breakdowns within a team (Kinlaw).  

.
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Table 1 
Comparison between Team Building and Team Development 

 

TEAM BUILDING TEAM DEVELOPMENT 

Deficit concentration on blocks/problems to 
team’s performance 

Concentrates on positive opportunities for 
continuous development and improved 

performance 

Short-term concern; emphasis on fixing 
immediate problems; intense 

Long-term concern; diffuse, on-going 
improvement; part of day-to-day work 

 

Reactive; focuses on improving relationships 
Proactive; focused on opportunities to avoid 

problems and ensure sustained superior 
development/performance 

          (Kinlaw 1998) 
 
BEGINNING TO NURTURE TEAM 
DEVELOPMENT  
 

Over time, it became apparent that 
relationships within the RT team were 
strained and there was an overall sense that 
cohesion was eroding due to the various 
organizational changes that were occurring 
within WPHC. After speaking with team 
members, we agreed that there was work to 
be done in order to enhance service delivery 
outcomes and professional interactions 
among the team.  We realized that while we 
were all working to provide services to the 
centre, we were not working to our full 
potential as a unified group.  During a 
conversation about the team, one member 
stated, “there is a breakdown in the way the 
team is functioning and help is needed to get 
us on track, I’m just not sure what that help 
can look like or where it can come from.” 
Role confusion, unclear expectations of new 
team members, the welcoming of a new 
practice leader and a new manager were all 
contributing to the team’s dissatisfaction.  

It became clear to the practice leader and 
I that an increased understanding of team 

development practices would bring clarity to 
our team and services.  It was also clear that 
the team needed to be on board if we were to 
assist them in embarking on this process. I  
began to research a number of processes that 
would guide us through a positive 
transformation. 

I stumbled upon a text by Kinlaw (1998) 
entitled Superior Teams, in which he poses 
three questions that every team member 
should be able to answer:  

 
 Where are we going?  

 
 How are we going to get there?  

 
 Where are we now?  

 
It was these three questions that guided our 
transformation. Our process began with 
discovering the true definition of a team, 
what effective teams look like, and how they 
perform well together.  
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Reflective Practice 
 

Our ease , experience or skill. . . 
depends not just on how much time 

we have spent doing the activity, but 
more particularly on how well we 
have learned, adapted, innovated 

and implemented effective patterns of 
behaviour. 

McKinlay & Ross (2008) 
 

The absence of clear departmental goals 
and lack of understanding of each other’ 
roles and responsibilities can be a source of 
conflict in the workplace (McKinlay & 
Ross, 2008).   

Reflective practice methodologies 
provide outlets for members of the team to 
work through the sources of conflict in 
relationships.  By considering experiences 
and encounters after they have occurred, 
team members can spend time exploring 
why they reacted as they did, and examine 
the dynamics within the group in order to 
assist them in reflecting on individual and 
group practices. A review of the literature 
provided our team with a good 
understanding of the rationale for using 
relective practice to facilitate ‘effective’ 
practice and to have meaningful discussion 
within the team. 

In the book, Becoming a Reflective 
Practitioner, Johns (2001) discusses the 
significance of reflection as a process to 
facilitate the development of effective 
practice by assisting members of the team to 
learn through everyday lived experiences.  
Johns goes on to state that reflection is a tool 
that enables team members to confront, 
understand and work towards resolving 
conflicts that arise in their practice. 
According to Miller and Pedlar (2006) 
“reflection allows us to more fully and 
deeply understand our practice and to 

identify ways that it may be improved” (p. 
34).  

Schon (1990) explains that reflection can 
happen in one of two ways:  reflection-in-
action and/or reflection-on-action. 
Reflection-in-action occurs when an 
individual can still make a difference to the 
situation as it is occurring; reflection serves 
to reshape what we are doing while we are 
doing it.  Some researchers might also refer 
to this as ‘thinking on your feet’.  Schon 
(1990) explains that it involves looking to 
our experiences, connecting with our 
feelings and building new understandings 
that affect our actions in the situation that is 
unfolding. An example of  reflection-in-
action occurs regularly when team members 
ask for clarification in discussions which are 
complex or when members remind each 
other openly about how individual responses 
might be shaping the scope of discussion, 
critical thinking or decision-making 
practices of the group.  

Reflection-on-action as explained by 
Schon (1990) occurs when an individual 
reflects back on what has happened in order 
to discover what might have contributed to 
the unexpected outcome; the reflection 
process is seen to have no direct connection 
to the present action. Typically the reflection 
process happens later, after the encounter, 
enabling team members to explore why they 
acted the way they did, and how that 
behaviour affected the outcome.  An 
example of reflection-on-action often occurs 
within a debriefing portion of a planning 
meeting, when team members are asked to 
reflect on specific questions in their journals.  
For instance, team members could describe  
a specific situation, analyze personal actions 
and reactions in behavioural terms, 
hypothesize what alternatives might have 
been possible, and then identify areas for 
behavioural change which could positively 
impact the team function in the future.  This 
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is particularly beneficial to building 
individual awareness of the impact of 
professional behaviour(s) on others we work 
with and those we serve.  It also helps team 
members make choices based upon positive 
and negative experiences, about how to 
participate in a group. 

Similarly, Peters (1991) described a 
process referred to as DATA (describe, 
analyze, theorize and act). Following the 
DATA model, a team member can identify 
the context in which a situation arises, how 
he/she feels about it and the reason for 
wanting change. The second step is to 
analyze the situation and identify any 
assumptions, beliefs, rules, motives and 
other factors affecting the situation  (e.g., 
internal, external, historical or 
developmental factors).  The third important 
step is to theorize what alternatives are 
possible and the advantages and drawbacks 
to each.  The final step of identifying action 
and evaluating the results proves to be 
consistently important for dialogue.   

  Our reflective practices have included, 
but are not limited to: journaling, speaking, 
listening, reading, drawing and acting. 
Throughout our process, we were purposeful 
in reminding each other that dialogue and 
journalling were important tools for 
reflective practice.  Building on our 
reflective practice, we presented journals to 
the team members, asking each other to 
regularly use them to document specific 
experiences and situations in day-to-day 
worklife. Since then, members continue to 
actively share in dialogue, sometimes in 
team forums, about the use of these journals 
and the insights they have gained.   
Individual team members also report active 
use of these journals for reflection when 
difficult or challenging team issues arise but 
also when celebration of success is 
undertaken. 

Over time we have recognized that each 
member of the team developed a different 
comfort level with the journaling process.  
Some team members adapted immediately to 
journalling, while others found that Bruce 
(2008) offered more helpful journalling 
options such as cathartic writing, unsent 
letters, and reflective writing.   As Miller 
and Pedlar (2006) noted,  “reflective practice 
recognizes that there simply is no one-size-
fits-all solution (p. 35).” Whatever method 
was chosen, we recognized that the use of 
journalling was a very personal process and 
an important step in positive behavioural 
change.  These methods were critical to our 
objective of building an effective team 
process. 

Reflective practice is an important 
professional skill and competency that 
supports all areas of service delivery in 
therapeutic recreation as well as 
interprofessional practice.  We know from 
our WPHC team experience that time and 
commitment to practice these skills is 
important to support healthy team 
interaction and action in the future.  Our 
team strongly valued the role of reflective 
practice in analysing and evaluating team 
effectiveness. Our practice today is direct a 
result of its conscious usage in the journey 
we started in 2007. 
 
The Development of our Guiding 
Principles 
 

Beginning in the Summer of 2007, our 
first step was to revisit the teams’ existing 
‘Principles of Effective Teamwork’ that had 
been created two years earlier and had not 
since been reviewed. We used WPHC’s 
Scope of Practice, TRO’s Code of Ethics 
and Standards of Practice, as well as our 
existing principles in the development of our 
new set of team principles. Using 
information from my literature search on 
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team development, we concluded that it was 
important for us to first recognize our own 
characteristics and values within ourselves 
before looking to others collectively. This 
required some reflection on our part. We 
started by having team members identify 
values that were important to them, both 
personally and professionally. Each member 
brought three to five principles or values to 
the table. From there, we started to 
collectively examine our individual 
principles, looking for commonalities, intent 
on narrowing our principles to those most 
significant to the whole group.  

Using the Affinity Exercise (QPC, 1994) 
each team member then had an opportunity 
to contribute to the final identification of 
relevant team values. This was an 
enlightening process for us - we all had 
agreed upon the established principles. The 
energy among team members generated 
excitement at this initial stage of the process.  

We created a name and a poster for our 
principles - POWER 5: “Principles Of 
Working Effectively and Reflectively”  
(Appendix A). The posting of the POWER 
5 Poster in our public and private work 
spaces helps to remind each member of our 
effective teamwork principles and the 
responsibility each of us has to actively 
practice our values, whether we are at 
meetings with the whole team, with 
individual members or with our patients.  It 
has provided a powerful tool for  sustaining 
team values and principles daily and has 
certainly identified continuous learning 
opportunities for our team. 

 
Building Clarity 
 

After working on our services’s guiding 
principles, our next step was to create a 
unifying goal statement for greater clarity. 
Kinlaw (1998) reveals how important it is 
for individuals to be clear on their intentions 

and expectations. Kinlaw further states that 
total responsibility is only possible when 
total clarity exists about what is expected.  
The author goes on to state that when part of 
a team, it is important to collectively and 
openly share your intentions, express your 
expectations, and inform others when you 
are unclear on issues or roles that you have. 
This process required us to look within 
ourselves and reflect on our own actions and 
behaviours.  

We asked everyone to complete their 
own individual statement of clarity in 
practice and bring it to our second team 
session. Our goal was to develop a sense of 
total clarity for freedom from ambiguity on 
the services we provided as individuals, as a 
united team, and within our role at WPHC. 
The purpose was to highlight our essential 
services or our niche as professionals within 
West Park. As a service, we wanted to attain 
one unified approach and goal statement. 
We wanted to be able to use this statement 
when explaining our role to new residents 
and clients. We thought of instances when 
we were asked, “what do you do?”or “what 
does recreation therapy mean?” and wanted 
our statement to be clear and concise. 

In working toward a collective goal 
statement for our service, the team reviewed 
WPHC’s own mission, vision and values 
and the current goal statement for the service 
that was created in 2005. We wanted to 
ensure that our final service goal statement 
was aligned with the centre’s goals.  

During a team development session, 
each team member wrote out their own 
clarity statement on flipchart paper and the 
team reflected on these statements. We then 
broke into two groups and created two 
statements from the seven submissions. The 
group then merged the final two statements 
into one solidified clarity statement that 
exemplified each of us, our roles and the 
service we provide at WPHC. This was a 
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process that relied upon consensus building. 
I witnessed the teams’ commitment to 
communication, as their reflections and 
ideas were being shared openly with full 
acceptance by others; a truly harmonious 
experience.  

The final goal statement utilized today 
reads:  

 
Recreation Therapy Services strives 
to address patients’/residents’ 
unique leisure needs by providing a 
continuum of meaningful programs, 
services and education that promote 
quality of life and build a sense of 
community. 

 
The team decided that this statement 

should appear in conjunction with our new 
‘POWER 5’ principles on a poster we 
would keep displayed throughout our office. 
We also made the decision to post this 
statement at the end of all communication, 
whether external or internal. We all felt 
delighted at the creation of this descriptive 
statement that embodied the goal of 
recreation therapy services at WPHC.    

Opportunities for Team and Personal 
Growth  
 

You have to be willing to grow. 
Growth is different from something 
that happens to you: You produce it. 

You live it. The prerequisites for 
growth are the opennes to 
experience events and the 

willingnes to be changed by them. 
 Bruce Mau 

 
Essential for teamwork and foundational 

for healthy work environments, trust is one 
of the major opportunities for growth in the 
SWOT analysis (Reina, Reina & Rushton, 
2007). Reina et al. introduce a research-
based model of trust, called Transactional 

Trust which supports the idea that building 
trust will invite collaboration among team 
members. There are three steps within this 
model and each component fosters 
collaboration, strengthens relationships, and 
anchors teamwork.  

The three steps of the Transactional 
Trust model include Contractual Trust or 
Trust of Character, Communication Trust or 
Trust of Disclosure and Competence Trust 
or Trust of Capability, and are described as 
having corresponding trust-building 
behaviours (Reina et al., 2007). The authors 
explain that high trust teams strive to 
practice behaviours that build trust within 
the team and surrounding the team. High 
trust teams value relationships and are aware 
of how their relationships contribute to 
creating healthy work environments (Reina 
et al.).   

Reflecting on this model, we again 
referred to Kinlaw (1998) and utilized the 
survey of Superior Team Development 
Inventory: Part 3, Focusing on Feelings 
(Appendix B) which examines the five 
elements of inclusion, commitment, loyalty, 
pride and trust. We felt it was important to 
identify what exactly the team needed to 
become a more solidified service and 
cohesive group of people.  

The survey found that trust and loyalty 
were our main weaknesses. Trust, being 
most fundamental, was evidently missing 
from our team since the tabulated scores 
revealed that our trust scores were lower 
than what Kinlaw reported should be 
average for teams. Although striking at first, 
this gave us a focus and a good starting 
point. With the survey results, the team 
completed applied work in developing team 
goals. Although this work is not directly 
patient-centred, developing the team’s 
capacity to function as a superior team is as 
much a performance goal as the production 
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of goods or delivery of services (Kinlaw, 
1998). 

We led the team through discussion and 
presented a goal setting exercise in chart 
form. The first section was related to our 
team goal (To improve the level of trust 
among recreation therapy team members). 
The second section indicated specific tasks 
to complete and behaviours to be mindful of 
in order to assist the team in accomplishing 
the goal (e.g., let others be accountable to 
meet agreed upon deadlines). The third 
section listed help or resources required to 
accomplish the goal (e.g., use one another as 
resources when necessary).  The fourth 
section indicated how the team would 
measure achievement of the goal (e.g., 
members reporting celebrations to one 
another for recognition). The fifth and final 
section identified how the team would 
sustain the achievement of the goal (e.g., 
monthly meetings to provide a ‘temperature 
check’ to ensure that trust is building and 
being felt within the team).   

Each member was then asked to 
complete the chart for one of her identified 
personal areas for growth and this 
information was then shared among the 
group. Each member had specific assistance 
they would lend to assist their fellow team 
members in accomplishing their identified 
goals (e.g., goal was to ensure member A is 
actively listening, when member A is cutting 
member B off, member B informs member 
A of this in a constructive manner to make 
member A more cognizant of the 
behaviour).    

Kinlaw (1998) suggests that goals need 
to be set by the team and maintained by each 
member if trust and loyalty are to flourish 
and a unified approach is to be developed 
and sustained.  

The hope was that these team and 
individual goals would begin the work of 
fostering higher trust and the building of 

team loyalty.  It would allow us to have a 
more focused and unified approach in the 
services we provide, as with our interactions 
among one another.  Having concrete goals 
holds one another more accountable so the 
team can work towards becoming a higher 
functioning superior team that offers 
superior services.   

 
Revision of Team Goals and Role 
Clarification 
 

You can’t talk yourself out of a 
problem you’ve behaved yourself 

into. 
Stephen Covey 

 
As explained by Xyrichis and Lowton 

(2007), clear goals and objectives facilitate 
good team functioning as they help to clarify 
team members’ roles and responsibilities, in 
addition to providing the team with a unified 
vision. After clarifying and modifying the 
team goal on trust, the WPHC Recreation 
Therapy team still had questions and issues 
relating to other members’ roles.  This role 
clarification work began when it became 
clear that understanding of overlapping 
competencies and degrees of responsibility 
of functions could benefit the team.  
Attempts to analyze and reflect on areas of 
‘role blurring’ arose when members 
expressed feeling underutilized or that others 
were doing everything.  This blurring and 
misunderstanding of roles and 
responsibilities helped to explain the feeling 
of reduced effectiveness as a team.   

Specific tools were utilized and 
developed to facilitate dialogue included a 
POWER 5 Board Game, as well as weekly 
presentations by team members to describe 
their responsibilities throughout a typical 
week. This dialogue generated much direct 
communication with each other about team 
and interpersonal expectations.  
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For further reference, there is a 
substantical amount of literature to describe 
the benefits of this type of dialogue as being 
beneficial to role clarification, reducing 
negative assumptions amongst team 
members, resolution and reduction of 
conflict, building team confidence, and 
increasing interpersonal understanding (e.g., 
Abbey-Livingston & Wiele, 1988;  
Butterworth-Heinemann, 2005; Dirks & 
Ferrin, 2001). 
   
STATUS OF TEAM DEVELOPMENT 
INITIATIVE – WHERE WE ARE 
TODAY? 
 

We cannot solve the problems we 
have created with the same thinking 

that created them. 
Albert Einstein 

 
The team development journey is by no 

means complete.  We are encouraged by the 
active dialogue that continues in our role 
clarification work, specifically around 
planning and assignment of workloads.  We 
meet monthly as a team at our Journal Club 
to share team development resources with 
each other, promoting ongoing dialogue and 
discussion. In addition, the following 
initiatives assist each of us to focus on the 
POWER 5 principles: 

 
• Individual review of our journals and  

entries;  
• Voluntary sharing reflective moments 

with one another; 
•  Recording our progress by the minutes 

of our team meetings which notes the 
frequency of discussions; 

• Building ‘reflection’ time into team 
meeting agendas; 

• Building journalling and reflection 
strategies into our quarterly team 
planning exercises; 

• POWER 5 alerts, which are emails to 
remind the team of our next formal team 
development meeting; 

• Formulating our team’s decision-making 
model that supports the fundamentals of 
strengthening of team understanding and 
the building of trust. 
 
Our work toward developing stronger 

team cohesion has been celebrated in a 
variety of ways at WPHC.  Our goal 
attainment as individual professionals has 
been honoured in team forums as well as in 
the broader hospital community including 
hospital newsletters. Therapeutic Recreation 
Awareness Week 2008 celebrated the formal 
launch of POWER 5, and the use of our 
clarity statement.  Each day’s activities 
during that Awareness Week highlighted 
one of our 5 Principles.  Our POWER 5 
Board Game has been used by Professional 
Practice as a model in the development of a 
WPHC brand of Interprofessional Practice 
Education Board Game for use during 
orientation of new staff to WPHC.  Our 
work has been most recently recognized as a 
powerful example of a Quality of Work Life 
Improvement Initiative for other teams with 
in the centre.  Finally, we have also 
commited to re-surveying using Kinlaw’s 
Feelings survey and made it our goal to find 
additional survey tools for application. 
 

Be the change that you want to see in 
the world. 

Mahatma Ghandi 
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Appendix B 
Superior Team Development Inventory: Part 3 

Focusing on Feelings 
(Copyright © Dennis C. Kinlaw 1990.) 

 
1. My input on any aspect of our team’s work is taken seriously. 
2. I am taken into account on all changes that affect me. 
3. There are no cliques that exclude me.  
4. I am fully recognized for my contributions to the team’s performance. 
5. I am always treated with respect by other members.  
6. I make an important contribution to the team’s goals. 
7. Nothing on our team is done in secret and I can get as much information as I want. 
8. I have as many privileges as anyone else. 
9. People go out of their way to help me get the information needed to do my best work. 
10. I am included in the team’s social events. 
11. I am fully committed to our team’s goals. 
12. I am fully committed to making our team the best one possible. 
13. I am quite clear all the time about what really matters. 
14. My whole team is committed to the highest possible standards of quality in everything we 

deliver for someone else to use.  
15. Team members rarely let their personal feelings get in the way of getting the job done.  
16. Our team members rarely work by the clock; they do what’s necessary to do the job right.  
17. We all keep the team’s best interest uppermost in our minds. 
18. We all believe that what our team is doing is truly important. 
19. Our team members often make significant personal sacrifices to ensure the team’s success. 
20. I am typically optimistic that we can get the job done – regardless of the obstacles. 
21. It’s easy to get help from other team members, when I need it. 
22. Other team members go out of their way to help succeed. 
23. We are careful not to criticize any member to a third party. 
24. We spend a lot more time praising the work of team members than we do finding fault with 

it.  
25. When one team member has a personal problem and wants help, he/she can count on help 

from other team members. 
26. We never surprise a team member in public in a manner that might embarrass the member. 
27. When any team member can’t carry his/her share of the workload, other team members will 

always take up the slack. 
28. We regularly help each other in our team to learn new competencies. 
29. If we get into conflicts in our team, we typically resolve them right away. 
30. We never take credit for someone else’s work. 
31. We pride ourselves on doing a job better than most people typically expect. 
32. We never make excuses if anything our team does isn’t right. 
33. Everything our team does represents me personally. 
34. We make sure that we get the feedback we need from our customers (internal and external) to 

ensure satisfying them.   
35. I feel a great deal of personal satisfaction from being a part of our team. 
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36. Team members typically take any criticism of our team as a possible opportunity to improve.  
37. We are our own most severe critics. 
38. We know exactly how well we are doing at all times.  
39. I am very clear how our team contributes to the total success of the organization. 
40. We are typically very positive to others about our team’s performance.  
41. Team members can always be counted on to do what they say they will do. 
42. We typically give each other information that is 100 per cent accurate. 
43. When team members don’t know something, they will always tell you they don’t and not act 

as if they do.  
44. When a team member doesn’t agree with another team member, he/she will let the other 

member know- regardless of the other member’s position or rank. 
45. Our team members always keep sensitive team business within the team. 
46. Our team members typically demonstrate the highest form of personal honesty and integrity. 
47. Team members rarely conceal anything from another member that they feel the member 

should know. 
48. It’s safe to give the team bad news when I must. 
49. There are very good reasons if any member fails to fulfill a commitment.  
50. You can get a straight answer from anyone about anything you want to know. 
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Using Narrative in Recovery: Fostering Empowerment for Individuals 

Living with Mental Illness 
 

Nicole (Cwihun) Chudzinski 
________________________________________________________________________ 

 
Abstract 

 
The purpose of this paper is to describe the process of writing recovery stories with 
individuals living with severe mental illness. This process is described from my 
perspective as a program facilitator and recreation therapist working at Toronto’s Center 
for Addition and Mental Health on the in-patient schizophrenia unit. For me, this journey 
began with the aim of finding and building hope so that recovery and healing could begin 
for individuals living with schizophrenia. It blossomed into a deeper understanding of the 
role of supported narrative in recovery. Although this process was a truly rich 
understanding of the role of hope in recovery, developing this therapeutic recreation 
program within a recovery model framework also allowed the individuals I work with to 
develop greater feelings of empowerment, feelings of validation, and connection through 
having their stories heard. 
________________________________________________________________________ 
 
THEORETICAL FOUNDATIONS IN 
RECOVERY 
 

The concept of recovery in the field 
of mental health is one that both 
individuals with mental health issues and 
clinicians have sought to understand 
since the early 1980s when scholars in 
the field of recovery research began 
sharing their insights, understandings 
and experiences of recovery to help 
demystify this concept (Jacobson, 2000). 
As Jacobson (2000) notes, recovery is 
“complex and multidimensional. It is a 
process and a journey [which] is highly 
unique and emerges from within the 
individual. Recovery is a journey that 
persons with a mental illness embark on 
overtime” (p. 2).  

Jacobson describes the key 
components of recovery as hope, 
empowerment and connection.  Hope, 
according to Jacobson and Greenly 
(2001) “leads to recovery and is, at its 
most basic level, the individual’s belief 

that recovery is possible” (p. 482). 
Miller (1986) describes hope as “an 
anticipation of a future which is good 
and based upon mutuality (relationships 
with others), a sense of personal 
competence, coping ability, 
psychological well-being, purpose and 
meaning in life, as well as a sense of the 
possible” (p. 52, as cited in Landeen & 
Seeman, 2000). 

According to Jacobson (2000) 
empowerment has three component 
parts: autonomy, courage and 
responsibility. Empowerment is seen not 
as something that is granted to an 
individual, but rather a process and 
testimony to one’s sense of self and 
esteem.  

Connection is also about having 
meaningful roles in activities, 
relationships or occupations. For some 
consumers, this means becoming a 
mental health provider or advocate, for 
others, it means bearing witness or 
telling their own stories (Jacobson & 
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Greenly, 2001). Moreover, “recovery is 
a profoundly social process” (Jacobson 
& Greenly, 2001 p. 483), because having 
connections with others and being in 
relationships is a human need. 

In order to inspire the hope essential 
for healing, the recovery journey for in-
patients with severe mental illness needs 
to include recovery-oriented services in 
a supportive environment. Clinicians in 
in-patient mental health services need to 
be aware of the power of the 
environment on an individual’s 
recovery. “Recovery oriented services” 
as Jacobson (2000) describes them, are 
essential in promoting hope, which is the 
seed out of where healing and recovery 
grow.  Key to this concept is 
collaboration; collaboration between the 
clinician and consumer, where the 
consumer-driven services are central to 
programming, and where consumers are 
encouraged to “connect” through telling 
their story and being the key player in 
their treatment experiences. Central to 
treatment within a culture of healing is 
true client-centered care. “A positive 
culture of healing,” promotes the belief 
that recovery is possible with a goal of 
supporting clients on their journey by 
promoting hope, healing, empowerment 
and connection (Jacobson, 2000, p.13-
14).  

The challenge to mental health 
clinicians working in in-patient 
treatment settings is to ensure that 
programming and services are provided 
in ways that promote hope, healing, 
empowerment, connection and 
ultimately recovery for persons with 
severe mental illness. This is essential 
because, as Jacobson (2000) notes, 
“recovery is about what people – both 
the consumers and mental health 
clinicians – believe and don’t believe, do 
and don’t do...because the truth is 

recovery will become a reality only 
when everyone involved changes both 
their minds and their behaviour” 
(Jacobson, 2000, p.2). Moreover, as 
Glover (2005) explains “embracing a 
recovery orientation is much more 
challenging than simply renaming 
services (p.2). He emphasizes the need 
to both “honour and embrace” the rich 
knowledge and understanding of 
recovery from the “lived experience of 
those that have triumphed and struggled 
over mental illness and distress” 
(Glover, 2005, p.2). 

Thus, my rationale for starting a 
clinician-supported recovery story 
writing program in an in-patient 
schizophrenia program was to plant the 
seed of hope where hopelessness stood 
before by bearing witness to clients’ 
recovery journeys and supporting 
recovery by capturing their journey in 
the format of a personal narrative. This 
article is a description of this recovery-
oriented therapeutic recreation program.  
 
RECOVERY AND THE ROLE OF 
THERAPEUTIC RECREATION 
 

The life of a ‘client’ on an in-patient 
unit is one that often lacks control and 
choice, where most of the clients’ 
interactions revolve around their illness 
(Jacobson, 2000). Clients do not always 
initially define themselves in terms of 
their illness, but through years of repeat 
admissions, psychiatric testing and 
diagnostic assessments, they too begin to 
feel their lives and eventually their “self” 
is defined solely by their mental status 
(Jacobson, 2000). The person becomes 
the “client” and so the person is often 
lost, control over one’s life is lost, and 
the voice of the client is unheard. As a 
result, the client learns to be helpless. 
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As Seligman (1976) noted, “learned 
helplessness can be described as the 
phenomenon in which experience with 
uncontrollable events creates passive 
behaviour towards subsequent threats to 
well-being” (as cited in Mannell and 
Klieber, 1997, p.134). In the social 
psychology of leisure literature, the 
concept of “learned helplessness” is not 
new. Recreation therapists have sought 
to develop programs and interventions to 
empower clients through freedom of 
choice and opportunities for control for 
many years knowing that control, choice 
and empowerment can resolve 
helplessness (Mannell and Klieber). 
Therefore, recovery is about the person 
with the mental illness re-discovering 
their sense of self, beyond the 
psychiatric label (Deegan, 1988), and 
others seeing the individual as more than 
simply a label of illness (Bayley, 1996). 
In her paper “Recovery and the 
Conspiracy of Hope,” Deegan (1996) 
captures this with such honesty. She 
shares, “so much of what we were 
suffering from was overlooked. The 
contexts of our lives were largely 
ignored” (p. 4-5). 

In working with clients on the in-
patient unit, I observe a sense of 
hopelessness and helplessness among 
individuals with schizophrenia. Any 
genuine connection between the mental 
health clinician and the client is often 
difficult to develop because hopeless 
enter and clients withdraw and become 
passive (Deegan, 1996). As a result, 
clients often live in an environment that 
is deprived of authentic connections and 
hope (Deegan, 1996). An environment 
deprived of hope is a concern for many 
reasons, namely that in order for healing 
and recovery to begin hope needs to be 
present. Jacobson and Greenley (2001, 
p.3) concluded that “hope lays the 

groundwork for healing to begin,” and 
Glover (2005) identifies hope as being 
the foundation of personal recovery.  

Over time, I was able to connect with 
individuals hidden within the label of 
illness but it was not always through 
standardized TR assessments or 
structured treatment programs. It was 
during those spontaneous moments on a 
leisure walk through the park, while 
talking at a coffee shop, during an outing 
in the country or in other settings where 
the client was outside the institution and 
free to talk openly and casually about 
themselves, their dreams, interests, and 
hopes.  

This connection is essential for 
recovery. In fact, Jacobson (2000) 
describes connection as a component of 
her conceptual model of recovery and 
notes “a key process in recovery is when 
the individual begins to reach out to 
participate in activities involving others; 
it is important that such involvement be 
characterized by dignity and trust on 
both sides, and that the individual 
receive some sense of enrichment and 
enjoyment as a result” (p.10).  

After years of connecting with 
clients through individual and group 
therapeutic recreation programming, I 
started to notice the positive changes in 
people when they were invited or asked 
to speak about themselves – their 
interests, their gifts, their roles, their life 
beyond the label of mental illness, not 
their illness. I also noticed how quickly 
clients became anxious and hesitant 
when the conversation turned to their 
personal goals, plans for tomorrow and 
hopes for the future. I started to sense 
that they were trapped in a passive, 
helpless void; trapped in the label of a 
‘psychiatric client’, and stuck in the 
cycle of learned helplessness that had 
them believe that there was no point in 
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having future-oriented discussions 
because there was little hope that their 
future would look any different than it 
did at that moment, and like it had in 
many cases for years. Clients were 
trapped in learned helplessness and in 
hopelessness, and over time these very 
feelings became protective factors or 
coping strategies. 

In Deegan’s (1996) account of her 
own recovery journey she shares how 
pervasive the feelings of helplessness 
and hopelessness were for her to 
overcome:  

 
Giving up was not a problem. It 
was a solution because it 
protected me from wanting 
anything. If I didn’t want 
anything, then it couldn't be 
taken away. If I didn't try, then I 
wouldn't have to undergo 
another failure. If I didn’t care, 
then nothing could hurt me 
again (p. 93). 

 
In short, if persons with severe mental 
illness stopped hoping then there would 
be no failure. In learning this I was 
motivated to create a therapeutic 
program that would support clients to a 
take risks in sharing their story, feel a 
sense of control in their lives and 
ultimately have hope for their future. 

Over time it became evident to me 
that clients wanted to talk and that with 
each conversation, the therapeutic 
alliance strengthened between 
individuals living with schizophrenia 
and myself. With time, they spoke very 
openly about the challenges they 
experienced, roles they valued and 
sometimes they were even able to 
“dream” about what a future could look 
like for them. Clients became hopeful 
and more self-assured through their 

connection with me because of the 
opportunity to tell their own story, in 
their own words. Jacobson (2000) 
describes this process as ‘Bearing 
Witness,’ a process in which clients tell 
their “story” to another. It is an 
opportunity for clients to share their 
experiences and to “validate and 
reconcile their experiences” (Jacobson 
2000, p. 10). Validation for their 
struggles and having their thoughts and 
feelings heard is an antidote to 
helplessness and essential to recovery.  

As a clinician in an in-patient 
schizophrenia program it was necessary 
for me to create therapeutic 
programming that invited clients to share 
their own personal experiences, to 
nurture hope in order to promote healing 
and support recovery because “it is 
crucial that clinicians seek to understand 
the meaning of hope from the 
perspective of the consumer, and also 
how hope is maintained for people 
experiencing severe mental illness” 
(Deegan as cited in Houghton, 2007, p. 
6). This is necessary because 
hopelessness becomes a protective factor 
and learned helplessness becomes a 
client’s way of being, but most mostly 
because of the power of hope, because 
“hope sustains, even during periods of 
relapse, it creates its own 
possibilities...and hope lays the 
groundwork for healing to begin” 
(Jacobson & Greenly, 2001, p. 483). 
 
THE THERAPEUTIC 
RELATIONSHIP 
 

At the heart of clinician-supported 
recovery, story writing is a trusting, 
supportive, empathic connection 
between client and clinician within the 
therapeutic relationship. By definition, 
the therapeutic relationship is “a trusting 
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connection and rapport is established 
between therapist and client through 
collaboration, communication, therapist 
empathy and mutual understanding and 
respect” (Cole & McLean as cited in 
Leach, 2005 p. 262). Moreover, Mace 
(2002) describes warmth, empathy, 
genuineness and unconditional positive 
regard as essential characteristics of the 
helping relationship central to supporting 
change and recovery (as cited in Hewitt 
& Coffey 2005). 

Also essential to the therapeutic 
relationship is that mental health 
clinicians not only believe recovery is 
possible (Glover, 2005), but that 
clinicians communicate their genuine 
interest in the experiences of the client; a 
desire to hear their story. In fact, “the 
nature of the helping relationship is 
central in influencing mental health 
consumers construction of hope” 
(Styron, 1991 as cited in Houghton, 
2007, p. 4), and hope is vital to healing 
and recovery. Moreover, central this 
genuine interest in another’s journey and 
empathy is a validation that is ideal for 
supported recovery. This translates into 
an openness to hear someone’s story in 
all of its raw emotion and honesty in a 
supportive way that is validating to the 
person’s tragedies and triumphs.  

Often for persons with chronic 
mental illness this story is one that is left 
untold, which intensifies the need for 
and value of the clinician-supported 
recovery story. In fact, in their study of 
516 consumers receiving mental health 
services, Rogers and Pilgrim (1994), 
concluded that the components of a 
therapeutic relationship most valued by 
their clients included “the ability to 
relate through talking, listening and 
expressing empathy” (as cited in Hewitt 
& Coffey, 2005, p. 566). In short, the 
fundamental focus of the recovery story 

writing program is the communication 
between clinician and client. Therefore, 
in order for a client to take a risk and 
share his or her experiences, the 
invitation to share needs to be a 
transparent statement of value on the 
behalf of the clinician.  Underlying this 
statement must be the development of a 
relationship that is supportive, non-
judgmental, built on trust, dignity, 
empathy and mutual respect.  

Some of the most challenging 
components of building a therapeutic 
relationship especially within an in-
patient mental health setting are time and 
the ability to engage in genuine 
listening. In fact, Hewitt and Coffey 
(2005) note “the achievement of the 
alliance [therapeutic relationship] may 
prove to be a difficult task that requires 
considerable time” (p. 567).  

With constant pressures from 
administration to decrease the length of 
hospital admissions and the reality of 
repeat admissions for persons with 
severe mental illness, some very serious 
consequences result. First, it is assumed 
that clients have immediate insights into 
their own behaviours. It is also assumed 
that clients are open and honest, able to 
set recovery goals and will be “ready” 
for discharge at the first possible 
opportunity. As clinicians we have 
streamlined assessments that require 
little input, if any, from the client in the 
form of open dialogue.  

Secondly, the realities of clients 
experiencing repeat admissions are that 
clinicians often adopt the false belief that 
we “know” the client, that we know what 
“works” for them, and that we know 
what they need. As a result of these 
assumptions and biases we often do not 
invite or allow a dialogue that might tell 
us something about the clients’ thoughts 
or feelings about their most recent 
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experiences or the current experience of 
readmission. We often do not know how 
these recent experiences have impacted 
their lives and their recovery journey. 
According to Houghton (2007) “as 
mental health clinicians, our 
preoccupation with “doing” and 
“therapy” is often not reflective of the 
recovery process because it does not 
support consumer’s need for clinicians 
to simply “be” (p. 4-5).. 

Essential to the therapeutic 
relationship and clinician-supported 
recovery story writing is a call for 
clinicians to listen, to validate, to support 
and to understand the client’s meaning 
of the experiences that construct their 
recovery journey and their reality of 
living with a mental illness (Houghton, 
2007). 

 
THE RECOVERY STORY 
WRITING PROCESS 

 
The process of writing recovery 

stories with clients is almost as unique as 
the individual stories themselves. 
However, over time a process guideline 
has emerged for me in my practice. My 
recovery story writing program has three 
distinct stages with clearly outlined 
goals: connection and discussion, 
recovery education and integration of 
stages one and two into the development 
of a story. 

 The first stage is focused on 
connection and discussion. The goal of 
this stage is to establish the therapeutic 
relationship by building a connection. It 
is essential that I have an authentic 
connection with each client in the 
program. In the role of a recreation 
therapist, I am able to speak with clients 
regularly about their interests, dreams, 
goals and about what is meaningful in 
their life. This comfortable, empathetic 

conversation helps ease the client. It also 
sends a clear message that I am 
interested in what the client has to say, 
interested in who the client is beyond the 
label of their mental illness, and am 
interested in hearing about their 
experiences. This type of connection is 
essential to developing a therapeutic 
relationship. I am able to meet the client 
where he or she is, in the “safe” non-
clinical world of leisure.  

Building a connection and 
developing the therapeutic relationship 
takes time. There needs to be significant 
time to individually engage with clients 
in meaningful activities that allows for 
free and open dialogue. Everything from 
how is your weekend, to talking about 
childhood adventures or even favourite 
foods can be shared. The client needs to 
feel that there is nowhere else I need to 
be, that I want to listen, that I value their 
opinions and that there is mutual respect 
and reciprocity. So, for example, when a 
client asks about my weekend, I cannot 
respond by saying “Now, that’s too 
personal.” Instead, there is reciprocity, 
openness, and trust which are evidence 
of a truly person- or client-centered 
approach. “The person centered 
approach” to the [clinical] relationship 
has been seen as a ‘way of being’ with 
the patient that creates a climate for 
growth and change through the 
therapeutic use of self” (Nelson, 1997 
and Watkins, 2001 as cited in Hewitt & 
Coffey, 2005, p. 563).  

The use of self in conversation 
creates a “normalized,” conversational 
experience for the client, which helps to 
establish the “helper” or clinician as 
“ordinary” which Gamble (2000) notes, 
is also essential for a positive therapeutic 
relationship to exist. With the clinician’s 
empathy the therapeutic relationship 
grows, there is mutual respect and the 
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client experiences a greater sense of 
being valued. At this time recovery-
oriented discussion and education is 
integrated more formally. 

The second stage in the recovery-
writing process is focused on recovery 
education, namely about the components 
and principals of recovery. There are 
two interrelated goals in stage two. The 
first goal is to educate clients about the 
components of recovery. The second 
goal is to then engage clients in 
reflective discussions about the 
components and myths of recovery. The 
methods for delivering this education 
vary significantly as it is dependent on 
the each person’s learning style and 
needs, but all education is about the 
principles of recovery focusing on Nora 
Jacobson’s Conceptual Model of 
Recovery which includes: hope, healing, 
empowerment, and connection 
(Jacobson, 2000). In addition to 
individual programs, clients enroll in 
specific recovery treatment groups 
offered in the program, such as a 
“Recovery and Wellness” group.  

Having recovery programming 
within an in-patient setting is an 
essential component of recovery-
oriented services and essential to 
promoting a healing environment that is 
supportive of a client’s recovery. 
Recovery education, formal and 
informal, group and individual, also 
includes discussions about the common 
assumptions or myths about recovery.  

Several scholars have written about 
recovery assumptions and myths. Most 
often in my discussions with clients I 
focus on the work of Nora Jacobson on 
her Conceptual Model of Recovery 
(2000), the work of Davidson et al. 
(2005) in “Recovery in Serious Mental 
Illness: A New Wine or Just a New 
Bottle, William Anthony’s (1993) article 

“Recovery from Mental Illness: The 
Guiding Vision of the Mental Health 
Service System in the 1990’s”, and the 
Wellness and Recovery Newsletters 
published by the Consumer Survivor 
Resource Centre of Toronto. In one 
Wellness and Recovery Newsletter I 
refer to a list entitled “Assumptions that 
promote recovery from mental illness.” 
Some examples include: the notion that 
“recovery is not done alone, it can 
include professional help, friends and 
family, self-help groups, adult education, 
meaningful employment, adequate 
housing, and self-care are also key 
factors” (Davidson et al., as cited in the 
Wellness and Recovery Newsletter, 
2008, p.2); moreover that “recovery is 
about hope, commitment and taking 
responsibility: it is about taking 
ownership for transformation, for 
making choices, for focusing on 
strengths, for being actively engaged in 
treatment and support decisions” 
(Davidson et al., as cited in the Wellness 
and Recovery Newsletter, 2008, p.2).  

During the recovery writing 
program, we speak in detail about the 
power of hope, encouraging clients 
working towards developing their 
recovery story to think, reflect and 
discuss what inspires hope in them. 
Much discussion about hope exists 
because we know that “hope sustains, 
even during periods of relapse. It creates 
its own possibilities; hope is a frame of 
mind that colors every perception” 
(Jacobson & Greenley, 2001, p. 483). In 
fact, hope creates possibilities, laying the 
foundation for healing and recovery to 
begin (Jacobson & Greenley, 2001). 
Glover (2005) identifies hope as the 
foundation of recovery.  

For this reason, work on developing 
an environment of trust and support as 
well as identifying what the individual 
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feels hopeless and hopeful about 
becomes imperative for the 
incorporation of recovery-based practice. 
Furthermore, we discuss recovery as a 
journey, specifically that “recovery is 
not a linear process; it is possible even 
though symptoms may reoccur: because 
mental illness is episodic by nature, 
recovery involves periods of good and 
difficult times, setbacks and 
accomplishments; a relapse does not 
mean progress is suddenly undone 
(Anthony, 1993, p.532).  

The third and final stage of the 
clinician-supported recovery story is an 
integration of stages one and two into 
the development of a story. The goal of 
this final stage is to connect and 
summarize client/clinician discussions, 
recovery education and develop a 
recovery story. At this point in the 
recovery story-writing journey, the 
clinician and client develop a strong 
therapeutic relationship, and the client 
develops a deeper understanding of the 
components and principals of recovery.  

The final product of this program 
varies significantly as each client is 
given the freedom to choose how they 
would like to write the narrative, and 
given complete creative control in how 
to share their experiences. I am 
continually amazed at how ‘free’ clients 
feel at this point in their journey creating 
and expressing their stories. Some 
clients choose to take some time alone 
to, and as one client notes, “just write.” 
Other clients write down pieces of their 
experiences and ask for support in 
“putting the puzzle together”. Some 
clients ask to “tell their story” and 
together have the clinician help to 
document their words.  

 
 

PERSONAL REFLECTIONS OF 
THE PROCESS 
 

In writing recovery stories with 
clients, I have had several significant 
observations and considerations. In my 
experience, each client shares more than 
is expected of them. Too often, in in-
patient treatment, there is limited 
opportunity to speak openly to a mental 
health clinician outside of the 
prescriptive conversations that result 
from structured, standardized assessment 
procedures. For example, in her final 
story, one client shared her struggles 
with suicide. However, this topic had not 
been mentioned directly in any other 
interactions with clinicians, nor had it 
even been identified in her clinical 
record through any traditional means of 
assessment. In other words, the recovery 
story writing experience was one of trust 
and support where clients felt 
comfortable to share personally 
revealing stories. As a result of “bearing 
witness” to her within the program, she 
was able to reconcile difficult 
experiences in her journey with mental 
illness, which in her case included an 
attempt to end her life.  

The future-oriented goals that guide 
a person’s recovery story may be 
unrealistic or contain delusional beliefs. 
Some clients feel that they are at a stage 
in their recovery journey where they are 
able to reflect on their experiences and 
share. They want to work through their 
journey and capture it in a narrative but 
some team members have concerns that 
clients may express hopes for the future 
and dreams for tomorrow that are not 
“realistic” or sometimes even 
“delusional.” Clinicians worry about the 
consequences of supporting “unrealistic 
or delusional” hopes.  
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In my experience with this program 
the emphasis is not on what was hopeful, 
but that there was hope. It is not up to 
the clinician to determine the possibility 
of someone else achieving their dreams. 
Hope in and of itself does not cause 
harm. Often a client will adjust their 
dreams over time especially as these 
dreams become more concrete goals. 
The role of the clinician is simply to 
listen and acknowledge hope; 
acknowledge that you, too, believe 
things can and do get better. Then when 
the client is at a stage where these 
“dreams” can become goals, the 
clinicians engage the client in taking 
steps toward their goals, offering 
education and coaching along the way. 

Something that has been mentioned 
in this paper but that needs more 
emphasis is the importance of time and a 
client-centered approach to 
programming. Time must be allocated 
for active listening, motivational 
interviewing, and just “being” with the 
client. The facilitator also needs to be 
flexible as the process unfolds. Some 
clients need more time in one stage, or 
need more education or coaching. In 
order for this program to be a recovery-
oriented therapeutic recreation program 
it needs to be client-driven. 

Lastly, in a hope-focused exercise 
such as this, the facilitator must be 
weary of inadvertently trivializing the 
pain of the recovery journey. The initial 
goal of creating this program was to 
provide clients with a therapeutic 
recreation program that inspired hope. 
The thought was that if given the 
opportunity to share, clients would feel 
hopeful. Although this is true, it is not as 
simple as I initially expected. One 
consideration I needed to make was that 
clients would be sharing details of their 
intense suffering and pain. As a result in 

many interactions with clients, 
discussions were far from hopeful. As a 
facilitator, I need to recognize the 
emotional nature of such a program and 
reflect on any concerns that I have that 
perhaps this process is not inspiring hope 
but is, in fact, intensifying the  pain 
experienced by clients.  

With continued self-reflection, I 
have come to realize that for some 
clients there was a distance between 
where they had been and feeling 
hopeful. Bearing witness is so vital to 
this process and allows the client an 
opportunity to share their experiences 
using their own words. The clients need 
an opportunity to share openly, “to 
validate and reconcile their experiences” 
(Jacobson, 2000, p.10).  

This process takes time. Pushing the 
client to express or reflect on what they 
feel or define as hopeful too soon can 
inadvertently trivialize the pain and 
distress they have experienced. Every 
person needs to work through their 
experiences in their own way. No client 
wants to be helpless or feel hopeless 
because despite the pain and suffering 
there is still hope, which has been 
sustained throughout their journey.  

Moreover, there needs to be a very 
clear motive for the clients to share their 
stories. Believing that I am truly 
interested in hearing the clients’ 
experiences and will support them in 
creating a narrative may satisfy the need 
for a clear motive. Then once given the 
time to share, reconcile and validate 
their experiences, each participant is able 
to finish his or her story with a hopeful 
sentence about tomorrow. 
 
CONCLUSION  
 

The label of a mental illness is a 
silencing one. With the label and status 
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of a psychiatric patient comes so much 
loss which often leads to the feeling that 
“giving up” is the only way to cope and 
protect oneself from the imminent pain 
and hopelessness that results (Deegan, 
1996). This loss of hope that comes from 
becoming invisible and having no voice 
cripples the recovery journey. Clinician-
supported recovery story writing ensures 
that each person’s experiences with 
mental illness is not ignored, that the 
individual’s own voice is heard, and that 
their experiences are validated and 
reconciled in a story because as Olivier 
Sacks (as cited in Deegan, 1996) 
explains that “to restore the human 
subject at the center of the suffering, 
afflicted, fighting, human spirit – we 
must deepen a case history to a 
narrative” (p. 4-5).   

Recovery stories carry such power 
and promise. The power of bearing 
witness, validating despair and suffering, 
and engaging in a therapeutic 
relationship offers the promise of 
inspiring hope. Clinician-supported 
recovery story writing supports the 
person experiencing severe mental 
illness in their journey out of learned 
helplessness as it plants the seed of hope 
from which healing and recovery can 
flourish.  
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Photovoice and Therapeutic Recreation: Exploring the Possibilities 
 

Elaine Wiersma 
______________________________________________________________________________ 

 
Abstract 

 
In therapeutic recreation, we have often relied upon quantitative data, standardized types of 
assessments, and quantitative evaluation of programs and services. Although qualitative 
evaluation is becoming more recognized and accepted, we still tend toward “measureable” and 
“quantifiable” goals. Photovoice, a participatory methodology that places cameras in the hands 
of participants to document their experiences, is one way that therapeutic recreation practitioners 
and researchers can better understand participants’ experiences. This paper provides a review of 
relevant studies that have used Photovoice, and documents the use of Photovoice in a project 
involving people living with early stage Alzheimer’s disease. 
______________________________________________________________________________ 

 
 

INTRODUCTION
 

In therapeutic recreation, we have often 
relied upon quantitative data, standardized 
types of assessments, and quantitative 
evaluation of programs and services. 
Although qualitative evaluation is becoming 
more recognized and accepted, we still tend 
toward “measureable” and “quantifiable” 
goals. While the need for measurable goals 
and outcomes is necessary, different ways of 
knowing or understanding should also be 
considered within therapeutic recreation. 
Photovoice (Wang & Burris, 1997) is one 
such method that has been used in other 
settings including public health, and should 
be considered as a potential method for 
therapeutic recreation research and practice. 

Photovoice is a process that put cameras 
in the hands of individuals to enable them to 
record and document their community and 
experiences in order to act as catalysts for 
change (Wang & Burris, 1997). Images of 
the community are identified by individuals 
as central to their lives, and are documented 
through photos and dialogue (Wang & 
Burris). In relation to therapeutic recreation 
practice, Photovoice has been identified as 

particularly powerful in drawing attention to 
the authentic voices of participants, 
particularly individuals who are socially 
stigmatized or marginalized, as they often 
have expertise and insight into their own 
communities that can assist professionals 
(Wang & Burris).  

Photovoice, as originally elucidated by 
Wang and Burris (1997), has been discussed 
in the realm of health needs assessment. The 
authors outline ten distinctive contributions 
that photovoice can make to the needs 
assessment process. Photovoice is seen to: 

 
1. Enable health researchers and 

practitioners to gain the perspective from 
the viewpoint of individuals; 

2. Address the descriptive mandate of 
needs assessment through visual images; 

3. Affirm the ingenuity and perspective of 
society’s most vulnerable populations; 

4. Facilitate sampling of different social 
and behavioural settings that may not be 
accessible to professionals as individuals 
take pictures throughout their daily lives; 
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5. Sustain community participation during 
the period between needs assessment 
and program implementation as the 
project can be a source of community 
pride and ownership; 

6. Provide a way to reaffirm or redefine 
program goals; 

7. Enable participants to bring 
explanations, ideas, or stories of other 
community members into the assessment 
process; 

8. Provide tangible and immediate benefits 
to people; 

9. Enable people to depict not just 
community needs, but also assets; 

10. Stimulate social action (p. 372-373). 
 

THE USE OF PHOTOVOICE 
 

Wilson, Dasho, Martin, Wallerstein, 
Wang & Minkler (2007) used photovoice to 
engage early adolescents in critical thinking 
for social action. The YES! Program, or 
Youth Empowerment Strategies project, is 
an afterschool program for adolescents 
living in low-income neighbourhoods, and 
who are considered at-risk. The YES! 
program provides adolescents with 
opportunities for civic engagement around 
issues of concern in their schools and 
neighbourhoods. Groups of students 
organized social action initiatives based on 
concerns they identified through their 
photovoice projects. School yards were 
cleaned up, graffiti in bathrooms was 
removed, and students signed pledges not to 
fight, litter, or write on bathroom walls. One 
student group even petitioned the school 
district’s engineer about the “scary building” 
that was on school property, and the 
building was subsequently fixed up and 
painted. Photovoice as an empowerment 
method provided a visual depiction of the 
issues in these students’ communities and 
then provided the impetus for action.   

Keller, Fleury, & Rivera (2007) used 
visual methods including photovoice to 
assess the diet intake of Mexican-American 
women. The purpose of their research was to 
determine the relevance of using visual 
methods to understand the context of dietary 
intake among this group, and to identify 
factors that would enhance understanding of 
gender, cultural, and ethnic factors that 
impact dietary intake (Keller et al.). Seven 
Mexican-American women living with 
chronic illness participated in the research. 
The women were asked to take pictures of 
their food intake over the course of two 
weeks. The photographs were then used to 
stimulate discussion during individual 
interviews with the participants. The women 
noted that taking photographs helped them 
think about their own food habits, their own 
resources, and resources within their 
families and communities. The photographs 
also captured the social and cultural norms 
around food and eating for these women.  

Wang, Morrel-Samuels, Hutchison, Bell 
& Pestronk (2004) conducted a photovoice 
project in Flint, Michigan, a city that has 
been economically depressed by a number 
of business closures, including the closure of 
an automobile manufacturer. The purpose of 
their study was to document the 
community’s assets and concerns, and to 
communicate these issues with policy 
makers. In this study, policymakers were 
also included as participants in the 
photovoice study. Once pictures were taken, 
participants were asked to do “freewrites” of 
photographs that they took. The “freewrites” 
centered on the mnemonic “SHOWeD”: 
“What do you See here? What is really 
Happening? How does this relate to Our 
lives? Why does this problem or strength 
exist? What can we Do about it?” (Wang et 
al., 2004, p. 912). This project provided 
opportunities for diverse community 
members to come together to discuss issues 
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in their community and discuss actions and 
solutions to these issues. 

Radley and Taylor (2003) explored the 
impact of the physical setting of a hospital 
ward on patients’ recovery through 
understanding patients’ experiences of their 
time in a hospital surgical ward. Patients 
were asked to photograph up to 12 items on 
the ward that they thought were significant 
about their stay. Interviews were then 
conducted in the hospital and in patients’ 
homes a month after discharge using the 
photographs to guide conversation. General 
questions were also asked about their 
recovery and memories of being in the 
hospital. Since participants were asked not 
to take pictures of people, the pictures only 
reflected the physical setting. Pictures 
included the shower, bed, window, fish tank, 
TV, and other aspects of the spatial 
arrangement of the ward. The photographs 
gained meaning from the “various practices 
and procedures that the respondents 
experienced in the course of dealing with 
staff and other patients” (Radley & Taylor, 
p. 92).  

Frith and Harcourt (2007) used photo-
elicitation to understand the experiences of 
chemotherapy for women with breast 
cancer. Their research sought to explore 
ways in which chemotherapy affected 
patients’ perceptions of their appearances 
and the impacts of such changes. 
Participants were encouraged to take 
abstract and symbolic pictures in addition to 
photographs that directly depicted their 
experiences. In this way, researchers were 
able to explore what women chose to make 
visible through their photographs and why. 
In addition, this project allowed the women 
to retain control over how they portrayed 
themselves and why, during a time in their 
lives when appearances were often beyond 
their control due to the effects of 
chemotherapy. The women described how 
this project helped them to make sense of 

their lives and their illness throughout 
treatment and beyond.  

Thompson, Hunter, Murray, Ninci, 
Rolfs, & Pallikkathayil (2008) used 
photovoice to explore the experience of 
living with a chronic mental illness. Seven 
participants recruited from a psychiatric 
outpatient clinic took pictures of their 
experiences living with a chronic mental 
illness. A researcher then interviewed them 
about the meaning of the pictures. 
Participants described frequently feeling 
misunderstood and invisible. They identified 
important needs, such as the need to be 
valued, the need for control, safety, and 
mastery, the need for self-esteem, the need 
for support, and the need for activity. They 
also described various coping skills they 
used to function on a day-to-day basis.  

Gosselink & Myllykangas (2007) 
explored the leisure experiences of older 
women living with HIV/AIDS through the 
use of Photovoice. They found that 
differences in the meanings of leisure 
activities were described pre- and post-
infection. In fact, the participants did not 
think about leisure meanings until post-
infection when the meanings focused on 
spirituality after the HIV/AIDS diagnosis. 
Time was also another theme that was 
described. Before infection, women found 
time for leisure. After infection, however, 
time took on a different meaning. On good 
days, women felt there was endless time 
ahead, yet after each episode of sickness, 
women felt compelled to think about how to 
spend their leisure hours meaningfully. In 
addition, after the HIV/AIDS diagnosis, the 
women had many challenges to participating 
in leisure opportunities, most particularly 
because interaction with others posed a risk 
of illness as their immune systems were 
compromised.  
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OPENING THE DOOR TO NEW 
APPROACHES TO RESEARCH AND 
PRACTICE 

 
Peterson and Stumbo (2000) begin their 

book Therapeutic Recreation Program 
Design (3rd ed.) by discussing the 
importance of client needs or deficits 
determining what and how programs are 
provided, and the inherent difficulty in 
defining and measuring the term “client 
need”. The challenges associated with 
therapeutic recreation assessment and 
subsequent interventions are broad, since 
clients often present with a variety of 
physical, psychological, and social 
challenges, and the service of therapeutic 
recreation implicates so many aspects of 
clients’ lives (Sylvester, Voelkl, & Ellis, 
2001). As therapeutic recreation specialists, 
understanding our clients in a very in-depth, 
yet contextual way is vital to the success of 
the services we provide.  

Sylvester, Voelkl, and Ellis (2001) 
suggest that formal assessment or the use of 
standard techniques, procedures, and 
instruments to generate information to assist 
in interventions is necessary in therapeutic 
recreation. Peterson and Stumbo (2000) state 
that the client assessment is “the systematic 
process of gathering and analyzing selected 
information about an individual client and 
using the results for placement into a 
program(s) that is designed to reduce or 
eliminate the individual’s problems or 
deficits with his or her leisure, and that 
enhances the individual’s ability to 
independently function in leisure pursuits” 
(p. 200). Indeed, the assessment process is 
considered integral to the therapeutic 
recreation process. However, assessment is 
often assumed to mean a standardized type 
of assessment (Peterson & Stumbo, 2000) 
that is typically quantitative in nature and 
has been rigorously tested (e.g., the Leisure 
Diagnostic Battery (Witt & Ellis, 1989) and 

the Leisure Competence Measure (Kloseck, 
Crilly, Ellis, & Lammers, 1996).  

I conducted a content analysis of 
Therapeutic Recreation Journal from 1996 
to 2004 (Wiersma, 2006). In my analysis of 
TRJ, I found that of the empirical articles 
that were published, 71% of them used 
quantitative research methods, 20% used 
qualitative methods, and only 2% used 
participatory methods. The majority of 
empirical articles focused on the benefits of 
therapeutic recreation (63%) and the 
evaluation of interventions and programs 
(52%). Indicative in this analysis is an 
awareness that in therapeutic recreation, we 
have continued to privilege numerical and 
statistical measures over people’s voices and 
participation in the TR process.  

Photovoice as a methodology can be 
used in many ways for therapeutic 
recreation, including assessments, 
evaluation, education, awareness, and 
advocacy. Because Photovoice is a 
qualitative methodology, its use as an 
assessment tool may be different than what 
is typically discussed in TR textbooks 
(Peterson & Stumbo, 2000). Photovoice, 
however, can be an excellent assessment 
tool by allowing the practitioner or 
researcher the opportunity to focus on 
understanding the client’s needs and 
experiences in the world in a holistic 
manner, rather than focusing on one specific 
issue. This broad insight into an individual’s 
experiences can provide the context of the 
person’s life that is vitally influential on the 
success of the work that we do, and can 
provide important insights to guide the 
programs and services that are provided. 
Further, using Photovoice can provide an 
opportunity for the professional team to 
understand the client in a more holistic way, 
rather than solely focusing on challenges 
and deficits, one of the reasons why 
assessments are typically completed.   
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Photovoice can also play an important 
role in understanding the facilitators or 
enablers as well as the challenges to 
participating in leisure for individuals in a 
powerful way. For example, an individual 
may take a picture of her family with whom 
much of her leisure occurs, or an individual 
using an assistive device or wheelchair may 
take a picture of stairs which have rendered 
a building inaccessible to him. By 
understanding the enablers and challenges to 
leisure participation for clients, therapeutic 
recreation specialists can work with clients 
to enhance or overcome these. In addition, 
presenting these challenges in visual 
photographic form can also create 
community awareness about some of the 
structural and social barriers that need to be 
changed on a broader level. 

Photovoice can also be an active tool for 
the client to use throughout the TR process. 
Photovoice can assist individuals in the 
process of exploring various leisure pursuits 
and determining which ones are most 
appropriate for them as they move forward. 
Photovoice can be a tool that enables clients 
to engage in the process of searching out 
new resources and opportunities in their 
communities. Furthermore, Photovoice can 
encourage self-reflection about experiences. 
Castledon et al. (2008) found in their work 
with a First Nations community that 
Photovoice encouraged reflection among the 
community and individuals about their 
experiences and views of the community.  

Finally, Photovoice can be an important 
advocacy tool (Wang & Burris, 1997). 
While advocacy is not considered a “formal” 
part of the TR process in many cases, it is 
often something that therapeutic recreation 
practitioners do both within and external to 
their organizations. Photovoice can provide 
important insight from clients and 
individuals that can be presented in powerful 
ways to dispel myths and stigma of 
marginalized groups of people. The “Do 

You Know What I Mean?” project from the 
University of Calgary’s Faculty of Social 
Work is a wonderful example of advocacy 
using Photovoice (see <http://www.fsw. 
ucalgary.ca/files/fsw/DoYouKnowWhatIMe
anpdf.pdf>). This project explores the issues 
of the sex trade through women’s 
photographs and stories, raising awareness 
of important issues such as safety, and 
increasing social consciousness and support 
of women in the sex trade and attempting to 
exit the sex trade. Another example of 
Photovoice as an advocacy tool is the 
“Talking Pictures” project conducted by the 
Canadian Mental Health Association (see 
<http://www. ontario.cmha.ca/network_ 
story.asp? cID= 25248>). This Photovoice 
project documented the experiences of 
individuals living with mental illness and 
their journey to recovery. The Photovoice 
methodology is becoming more commonly 
used by various groups and practitioners, as 
evidenced in the above studies, and as 
discussed, can be particularly useful in the 
TR process.  
 
THE PHOTOVOICE PROCESS 
 

Once participants have volunteered or 
are selected and have agreed to participate, 
training on the Photovoice process must be 
held. Training should focus on the intent of 
the research or assessment. Thus, the 
purpose of the research should be made 
explicit to participants, and the research 
question should be posed to participants to 
guide their picture taking. The research 
question may be as broad as “Describe your 
leisure to me” or may be more specifically 
focused, such as “What constrains you from 
participating in leisure?” Training should 
also focus on the use of the camera and how 
pictures of other people are to be taken, 
whether pictures of people can be taken 
without their knowledge, and any 
implications if the photographs are to be 
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distributed publicly (Wang & Burris, 1997). 
Technical instructions on using a camera 
should also be provided, particularly for 
groups of people who may not be familiar 
with the use of a camera. Once pictures have 
been taken and developed, individual 
interviews, small group discussions, or large 
group discussions can be organized (Wang 
& Burris, 1997). Some researchers have 
used small groups to discuss the pictures 
that participants have taken (Wang & Burris, 
1997), while others have used individual 
interviews (Castledon, Garvin, & Huu-ay-
aht First Nation, 2008). These groups or 
interviews are intended to elucidate further 
information and narratives about the photos.  

Participants are also involved in the 
analysis of the data (Wang & Burris, 1997). 
First, participants select pictures that they 
consider the most significant from the 
pictures they have taken. Participants then 
contextualize their pictures by assigning 
captions to them and telling the story behind 
the picture (Wang & Burris, 1997). This is 
often done in small groups or interviews. 
Finally, participants identify major themes 
or patterns that have emerged and been 
analyzed in the group discussion (Wang & 
Burris, 1997).  
 
THE CURRENT STUDY 
 

I describe here a Photovoice study that I 
conducted, examining the use of Photovoice 
as a methodology in the exploration of aging 
in place with dementia. Specifically, I 
sought to understand how Photovoice could 
be used as a methodology with this group, to 
examine the benefits and challenges of using 
Photovoice with people living with 
Alzheimer’s disease, and to further 
understand the experience of living with 
early stage Alzheimer’s disease.  

Four individuals volunteered to 
participate in this research study. These 
participants were recruited through a support 

group for people with early stage 
Alzheimer’s disease. The participants were 
given a camera for approximately two weeks 
to take pictures of what it means to live with 
memory loss and Alzheimer’s disease. The 
pictures were then developed, and each of 
the participants met with me to explain the 
pictures and talk about what they 
represented. The participants approached the 
research in slightly different ways, with 
some focusing on what they did in their day-
to-day lives and others focusing on places 
and activities that were meaningful to them. 

 
FINDINGS  
 

Although participants approached the 
project somewhat differently, the main 
theme that emerged from the data was the 
active lives that participants continued to 
lead despite having a diagnosis of 
Alzheimer’s disease. The pictures illustrated 
participants’ everyday lives which continued 
to be full of activities.  

Bill described a major life change that 
occurred when he was diagnosed with 
Alzheimer’s disease:  

 
I got the diagnosis and I basically 
never went back [to work]. I called 
the office, and I said, “I am finished. 
I’m not coming back.”I thought if I 
am going to make the cut, I am going 
to make it. So we just went from 95% 
accounting and 5% farm to 100% 
farm overnight. 

 
Because Bill and his wife owned a horse 
farm, he moved from working as an 
accountant full-time to working on his farm 
full-time. Running his horse farm not only 
included breeding show horses, but also 
showing them on various riding circuits. In 
fact, when Bill received his diagnosis, he 
started taking riding lessons so he could 
show his horses himself:  
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The other thing about this is that 
Heather and I have been riding 
horses well over 50 years but it 
wasn’t until I was diagnosed when I 
said to Heather, “If I got a couple 
good years, I want to take our own 
horses and instead of selling our 
horses and have someone show them, 
I want to show our own horses. I 
want to do this.” Now this sounds 
dumb, but she said, “If you want to 
do that, you’ve got to learn how to 
ride properly.” So I contacted Leslie 
Ball and started at the age of 57, I 
started taking riding lessons. 

 
Many of Bill’s pictures depicted his day-to-
day life on the farm. 

Alastair was very active in his 
community. Although he was retired for 
many years, he continued to be actively 
involved in his church, in numerous other 
volunteer organizations, and working out. 
Alastair, despite being in his early 80s, 
actively exercised every day, either going to 
the gym to run five kilometers, lift weights, 
walk, bike, or curl:  

 
I ran Monday morning. I did 
[weights] Tuesday plus Wednesday 
and I ran today, and I will probably 
do [weights] tomorrow and then I 
will run Saturday and that will be 
it…in the wintertime, of course, 
Tuesday and Friday I am curling.  
And then in another week from now, 
I will have my bicycle out so I will be 
riding my bicycle two days a week. 

 
Alastair’s pictures were reflective of all of 
his activities, in particular, his exercise 
routines. 

Barbara also continued to be active in 
her local church and with local voluntary 
organizations. She was involved in the many 

fundraising activities of her church, such as 
a silent auction and strawberry social, as 
well as volunteering at the local food bank 
on a regular basis. Barbara also travelled 
within the region and provincially quite 
frequently, and happened to take her camera 
along on one of her trips:  

 
We had quite a trip. We started 
off…we went to Duluth, right? Then 
we came back to the Bluefin and then 
we came home and we drove to the 
Sault. We stayed overnight in 
Thunder Bay and we went to the 
Sault and we dropped Ethel off at the 
Sault, because she has a friend down 
there. And then we carried on to 
Espanola and to Orillia. 

 
Barbara’s pictures were of her trips, her 
volunteer activities, and her friends.  

Finally, Ernie, the fourth participant, 
also described his active life. Ernie was a 
retired mechanic, and continued to fix up the 
many “projects” that were in his driveway:.  

 
I work around different cars…I get 
out and start working and I might 
work 2 ½ or 3 hours in the day and 
then my legs are shot, depending on 
how often I have to get up and down 
off the ground. 

 
Ernie became so actively involved in this 
project that he has subsequently planned 
trips to some of the rural communities in 
northwestern Ontario to raise awareness of 
living with Alzheimer’s disease and to 
dispel some of the stigma surrounding the 
disease. 
 
 
DISCUSSION 
 

As evidenced through this study, 
Photovoice can provide many unique 
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opportunities to illustrate research findings 
and tell participants’ stories in ways that 
words sometimes are not able to do. In this 
particular Photovoice project with people 
with early stage Alzheimer’s disease, the 
methodology illustrated not only the power 
to tell the participants’ stories, but the 
opportunity to dispel some of the myths and 
stigma of Alzheimer’s disease. As the 
findings of the research reflect the 
contributions of people with early stage 
Alzheimer’s disease, this research 
challenges commonly held assumptions of 
dependence of people with Alzheimer’s 
disease. Photovoice was a powerful tool that 
not only engaged the participants in the 
research, but offered numerous opportunities 
to engage the participants in the 
dissemination of the research and in the 
opportunities to tell their stories and 
advocate for greater awareness of 
Alzheimer’s disease.  

As illustrated throughout this 
manuscript, Photovoice is an important and 
valuable methodological tool that can be 
used with various groups for various 
purposes. Therapeutic recreation 
practitioners should consider the valuable 
potential of Photovoice both throughout the 
TR process, in research, and in advocacy. 
Indeed, the old adage continues to ring true:  

 
A picture is worth a thousand words. 
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The purpose of the Professional Practice papers is to invite practitioners, students, or researchers 
to write about current issues, experiences, examples of exemplary or innovative programs, or 
perspectives affecting TR service delivery that would be of interest to TR practitioners. 
Manuscripts are accepted based on the judgment of the co-editors and advisors.  At this time, 
articles are edited but not peer reviewed to help encourage practitioners to write about their 
experiences. No payment is made for articles published in the TRO Research Annual. 
 
Manuscript Guidelines 
 
Manuscripts should be typed in Microsoft Word, double-spaced, with a minimum of 1-inch 
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