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Foreword 
 
 

Welcome to the inaugural issue of the 
TRO Research Annual. As the Therapeutic 
Recreation Ontario (TRO) board member 
responsible for Research, I set as a goal, both 
encouraging and highlighting therapeutic 
recreation (TR) research in Ontario. This 
publication will allow practitioners working 
in TR the opportunity to share their work with 
others, and hopefully encourage other 
practitioners to develop their own research 
agendas. I have invited Dr. Sherry Dupuis, 
from the University of Waterloo, to co-edit 
this publication.  

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 

development of TR research to com-
ply with TRO’s Research Standard 
of Practice; and 

 
4. to promote communication among 

practitioners and between research-
ers and practitioners. 

 
What is exciting is the fact that research is 

taking place across Ontario at a variety of 
levels. At the annual TRO conference held in 
Kitchener in May, each of the speakers with a 
research focus was invited to participate in 
this publication. The result is the inclusion of 
seven articles representing not only the 
diversity of TR research in Ontario with a 
variety of client groups, but also the 
partnerships created to develop and carry out 

the research agenda. The client groups include 
people who are elderly, have acquired a brain 
injury, who have addictions, and who 
participated in an adventure experience. 
Practitioners, students (undergraduate and 
graduate), and educators have initiated the 
research studies included in this publication. 
Please note that these articles have been 
edited but have not been peer reviewed and 
authors were limited to five pages plus 
references. I would like to thank all of the 
authors for their initiative and commitment to 
increasing the body of knowledge in TR. For 
the second volume, 2003, a Call for Papers 
has been included in this publication. 

We would like to acknowledge the 
dedication and support of the TRO board in 
helping us to realize this dream. We believe 
that this publication indicates the maturation 
and vitality of TR in Ontario. We are com-
mitted to promoting research in Ontario and 
delighted to present the first volume of the 
TRO Research Annual. 
 
Adrienne Gilbert Sherry Dupuis 
Co-Editor Co-Editor 
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Positive Actions and Attitudes Research: 
A Pilot Program for the Depressed Elderly 

 
Jodie Alderson, Heather Madden, and Janet Hillen  

 
 

Abstract 
 

The Positive Actions and Attitudes Program (PAA) was introduced following a literature review, 
which suggested that exercise and socialization could ameliorate depression. This, in turn, led to 
the establishment of a pilot program. A series of data including demographics, health status, 
leisure competency, physical function, and depression scores were collected at enrolment and de-
enrolment after 16 weeks of intervention. Intervention included Therapeutic Recreation, 
Exercise, and Health Teaching. Follow-up testing was also completed. Results from two pilot 
programs suggest that the PAA program has had the desired effect. It has, therefore, been 
instituted on an ongoing basis. 
 
 
Rationale for the Study 
 

Depression is the most common 
psychiatric complaint in the elderly (Mulsant 
& Pollock, 1998), especially among the 
elderly (Meller, Fichter, & Schoppel, 1997) or 
the frail elderly (Smith, Barusch, Rogers, & 
Abu-Bader, 1999). Incidence ranges from 
12% in the overall community (Harwood, 
Barker, Ownby, Mullan, & Duara, 1999; 
Fuhrer et al., 1999) to 36% among the frail 
elderly (Smith et al., 1999). Research 
indicates that physical activity plays an 
important role in the management of mild-to-
moderate mental health diseases, especially 
depression and anxiety (Cooper-Patrick, Ford, 
Mead, Chang, & Klag, 1997). Increased 
aerobic exercise or strength training has been 
shown to significantly reduce depressive 
symptoms (DiLorenzo et al., 1999), although 
they do not appear to prevent their onset 
(Cooper-Patrick et al., 1997). Studies of older 
adults with depression or anxiety have been 
limited, but physical activity appears 
beneficial to this population as well (Dungan, 
Brown, & Ramsey, 1996; Moore & 
Blumenthal, 1998). 

In addition, research indicates a 
correlation between lack of social relations or 
social activity and depression in elderly 
individuals who reside in the community 
(Antonucci, Fuhrer, & Dartigues, 1999; 
Fuhrer et al., 1999; Paluska & Schwenk, 
2000). Studies have also indicated that leisure 
education enhances perceived leisure control 
and competence, and has a positive effect on 
life satisfaction and reduction in leisure 
boredom, therefore causing an improvement 
in psychological well-being (Searle, Iso-
Ahola, Sdrolias, & vanDyck, 1995). Finally, 
local data indicate that although few elderly 
people utilize the Emergency Psychiatric 
Service, depression is the leading cause of 
utilization among the few elderly who do use 
that service (McCainey, 1999).  

Given an incidence of 12%, there 
should be about 2000 depressed elderly 
persons in the catchment area. In the HOAP 
clinical population of about 400 new cases per 
year, and assuming an incidence of 36% in 
that group, there should be about 140 
depressed frail elderly persons. The Positive 
Actions and Attitudes Program (PAA) was 
introduced following a literature review, 
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which suggested that exercise and social-
ization could ameliorate depression.  
 
Method 
 

The PAA incorporated extensive 
evaluation as determined by staff and 
administrative consensus. In the first pilot, 
paired data were collected for 18 clients and 
in the second pilot, paired data were collected 
for 20 clients. All data were collected at 
enrolment and de-enrolment. The evaluation 
measures and tools that were administered 
included: Blood Pressure, Heart Rate (resting, 
active, recovery), Timed Up and Go (TUG), 
Grip Strength, Unipedal Balance, Functional 
Reach, Leisure Competence Measure (LCM), 
Folstein (SMMSE), and the Geriatric 
Depression Scale (GDS). Additional health 
related to quality of life data were collected 
for the second pilot at both enrolment and de-
enrolment using the SF 12 (measure of quality 
of life). All of the tools utilized are considered 
valid and reliable. 

The program provides physical 
exercise, therapeutic recreation, and psycho-
logical cognitive education activity as an 
intervention for individuals who are elderly, 
depressed, and live in the community. Staff 
consists of a Therapeutic Recreationist, 
Kinesiologist, and Psychiatric Nurse Case 
Manager. The program consists of a three-
hour visit every Friday afternoon for the 
duration of 16 weeks. Given the nature of this 
population, attendance rates were very good, 
with an average of 13 out of 16 visits (or 
80.5%).  
 
Results 
 

Of interest, were the improvements in 
health service utilization. Specifically, there 
was an overall decline in services used over 
the course of the program. At enrolment, 53% 
of the population had at least one visit to a 
general practitioner, which decreased to 46% 

by de-enrolment. About 29% of the sample 
population reported at least one visit with a 
specialist at enrolment to 23% by de-
enrolment. At enrolment, 6% reported a visit 
to an emergency room at enrolment to no 
emergency visits reported at de-enrolment. 
There was also a sharp decline in inpatient 
stays, from 35% on enrolment to 8% on de-
enrolment. Any hospital admissions declined 
from 31% on enrolment to 19% on de-
enrolment.  

The program’s primary objective was 
to provide interventions that alleviated 
symptoms associated with depression. 
Significant improvements were observed in 
depressive symptomology, as measured by 
the Geriatric Depression Scale (GDS). For the 
first pilot, the GDS scores decreased from an 
average of 8.2 (depicting a moderately severe 
depression) at the time of enrolment to 4.2 
(mild to no depressive symptomology) on de-
enrolment. Similar results were also 
replicated for the second pilot, with a 
decrease in GDS scores from 8.4 on enrol-
ment to 4.6 on de-enrolment. Each set of 
paired data indicates a statistically and 
clinically significant improvement. Cohen’s 
effect size (ES is a measure of clinical 
significance) for the total paired population 
was 0.80, or strong.  

A number of improvements in phys-
ical functioning were also observed over the 
duration of the program. For the first pilot, 
Timed Up and Go scores improved from 13.9 
seconds on enrolment to 10.3 seconds by de-
enrolment. Right grip strength also increased 
from 17.9 kg on enrolment to 23.5 kg by 
discharge. Significant improvements were 
also observed for right unipedal stance 
(standing on the right foot), from 2.7 seconds 
on enrolment to 4.5 seconds by discharge. 
Functional reach, a measure of dynamic 
balance also improved from 20.3 cm on 
enrolment to 36.7 cm by de-enrolment. The 
distance walked within two minutes also 
improved from 109 metres to 116 metres.  
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Similar physical improvements were 
also observed within the second pilot. 
Improvements occurred in the following 
domains: Timed Up and Go improved from 
19 seconds on enrolment to 10 seconds by de-
enrolment. Right grip strength improved from 
14 kg to 22 kg over the course of 16 weeks. 
Right unipedal stance also increased from 1 
second on enrolment to 5 seconds by de-
enrolment. Functional reach improved 11 cm 
on enrolment to 27 cm by discharge.  Results 
for the two- minute walk test improved from 
88 metres on enrolment to 115 metres by de-
enrolment. All tools used in the physical 
assessment have been tested for reliability and 
validity. All results are both clinically and 
statistically significant.  

Leisure Competence Measure results 
showed significant changes following sixteen 
weeks of intervention, which included 
interactive leisure education sessions. In the 
first pilot program, overall Leisure Com-
petence Measure scores increased from 37.5 
to 42.9, depicting a clinically and statistically 
significant improvement in leisure func-
tioning levels. In the leisure awareness 
category seven participants improved over 
sixteen weeks. In the leisure attitude and 
leisure skills categories, six individuals 
indicated improvement. In the cultural/social 
behaviours section, the majority of people 
remained at the same level on de-enrolment as 
they were on enrolment. In the interpersonal 
skills area of the assessment, nine people 
indicated improvement. In terms of 
community integration skills seven people 
improved, and one person declined. Eight 
individuals showed an increase in social 
contacts, two people did not change from 
enrolment to de-enrolment, and two partici-
pants displayed decreased social contact with 
others. Six people illustrated improved 
participation in community leisure oppor-
tunities, three people showed decreased 
community participation, and three people 

continued at the same level at de-enrolment as 
on enrolment. 

In the second pilot of the Positive 
Actions and Attitudes Program, similar results 
were seen. Leisure Competence Measure 
overall scores improved from 35.4 to 44.1, 
again displaying a statistically and clinically 
significant change in leisure functioning. In 
the leisure awareness and leisure attitude 
categories, seven people showed a significant 
improvement. In the leisure skills section, 
seven people showed improvement and one 
person’s leisure skills deteriorated. In 
cultural/social behaviours, the majority of 
participants remained at the same level on de-
enrolment as they did on enrolment. In the 
interpersonal skills section five people 
improved. Seven people showed improvement 
in community integration skills and two 
people declined. Nine participants showed 
signs of increased social contact at de-
enrolment. Eight people showed increased 
involvement in community leisure programs 
and activities at time of discharge. 

Service Satisfaction results were also 
very favourable. At least 80% of clients 
indicated very good or excellent on instru-
mental and expressive service, including 
support shown by staff, staff skill, courtesy 
and interest shown.  
 
Implications for TR practice 
 

Because the findings of the research 
have shown such a positive effect, the 
Positive Actions and Attitudes Program will 
continue to be implemented, therefore 
allowing clients to continue to benefit from 
the intervention. Therapeutic Recreation will 
continue to be an important part of the 
program. Improved leisure competence and 
community integration through leisure 
education have become primary goals of the 
program.  

The clients who attend Positive 
Actions and Attitudes have an increased 
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knowledge of Therapeutic Recreation as well 
as an enhanced sense of the importance of 
leisure in their lives. As the Program 
continues to be publicized and expanded to 
other areas, the awareness of Therapeutic 
Recreation will continue to grow within the 
community and within the health care system.  
 Ongoing evaluation and data 
collection will contribute to further improve-
ment and development in programming for 
PAA. Further plans include exploring the 
possibility of expanding the program into 
other catchment areas, including the Niagara, 
Haldimand and Halton areas. Additionally, 
development of a resource manual detailing 
the components and standards of the program 
is currently in progress to allow other health 
care professionals to implement similar 
interventions.  
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Providing Meaningful Recreation and Leisure Experiences  
for Individuals with an Acquired Brain Injury 

 
Cathy Halovanic-Higgins, Angela Pilarski, and Carolyn Lemsky 

 
 

Abstract 
 

Ninety-two adults with an acquired brain injury were selected for involvement in this study to 
determine why individuals who express interest in recreation and leisure activities are not 
participating in them. All subjects participated in a structured interview with a sub-sample of 23 
subjects participating in the Leisurescope Plus. Results indicate that money, health, and lack of 
knowledge are the top 3 barriers. Pearson Correlations of pre-injury versus post-injury 
participation was significant (p<0.01). Comparison between desired interest and actual 
participation indicate that subjects are participating in the activities they have an interest in with 
the exception of adventure activities. Support did not play a significant role in participation, but 
is deserving of further study. 
 
 
Rationale for the Study 
 

The purpose of this study was to 
examine the reasons why individuals who 
express an interest in recreation and leisure 
activities are not participating in them. It was 
our intention to answer the following 
questions: 
 
(a) what are the specific barriers preventing 

more individuals from participating in 
recreation and leisure services? 

 
(b) are the recreation and leisure services 

currently being offered an accurate 
reflection of the needs and wants of this 
population? and 

 
(c) does the support one receives in their 

living environment significantly impact 
upon their participation in recreation 
and leisure services? 

 
We anticipated that the agency that services 
adults with an acquired brain injury (ABI), as 
well as similar agencies, would be able to 
utilize the results of this study as a building 

block to improve recreation and leisure 
services for adults with acquired brain 
injuries. 

To date, little research has been 
conducted in Canada in the area of recreation 
and leisure pertaining specifically to indivi-
duals with ABI. As a result, the literature 
review largely revolved around issues 
pertaining to recreation and leisure and 
disabilities in general, including an 
examination of the benefits of recreation and 
leisure for individuals with a disability. The 
research that exists suggests that recreation 
and leisure can have a number of important 
benefits for persons with disability, including 
contributing to better overall health, 
improving quality of life, coping with 
everyday challenges, increasing socialization 
and self-confidence and establishing a sense 
of productivity. The ability to provide a 
source of research specific to ABI should 
prove useful, as offering programming for 
such individuals offers unique challenges due 
to the complex assortment of cognitive, 
language, social/emotional, and physical 
impairments. (See the bibliography for a 
listing of sources related to persons with 
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acquired head injury and recreation and 
leisure for persons with disability). 
 
Method 
 
Subjects 
 

The subjects involved in the study 
included 92 individuals, 56 were considered 
actively in service and 36 were on the 
agency’s waiting list. Demographic infor-
mation on the subjects indicates that 67 males 
and 25 females participated. This gender 
distribution reflects what is found in the 
population at large with regards to traumatic 
brain injury statistics. Subjects ranged in age 
from 20 years to 60 years of age, with a mean 
age of 40 years. Occurrences of their most 
recent head injury ranged from 6 months to 
34 years, with the majority (84.8%) being 
more then 6 years post-injury.  
 
Data Collection and Measures 
 
 Structured interviews were conducted 
with all 92 subjects to obtain information on 
demographics, history of involvement in 
recreation and leisure activity prior to their 
ABI, current involvement in recreation and 
leisure activity, satisfaction with current 
participation, perceived barriers to partici-
pation, amount of support received to attend 
programs, and future recreation and leisure 
plans. The leisure activity categories used to 
determine pre-injury and post-injury involve-
ment in recreation and leisure activities were 
taken from the Leisurescope Plus to maintain 
consistency in the measurements. 

A sub-sample of 23 individuals 
participated in the Leisurescope Plus. The 
researchers made the following adaptations to 
assist them in administering this measure: 

 
(a) A large visual chart was developed to 

help individuals choose whether they 

had low, medium, or high interest in a 
leisure category. 

 
(b) The feelings chart was simplified by 

reducing it to six feelings as opposed to 
ten, and by using the terms used with 
the Teen version of the Leisurescope 
Plus. The six feelings were listed on a 
large visual chart. 

 
(c) The researchers read and scored the 

assessment for each subject.  
 
As the Leisurescope Plus was not designed 
specifically for adults with an acquired brain 
injury, a pilot test with three individuals took 
place prior to the study to determine the 
length of time required to administer the 
assessment as well as to determine if the 
modifications mentioned above would be 
clearly understood.  
 
Results 
 
Barriers to Participation 
 

The barriers to leisure participation 
identified through the interviews are as 
follows; Money (57.6%), Health (52.2%), 
Lack of Knowledge (51.1%), Inconvenient 
Location (47.8%), Transportation (46.7%), 
Inconvenient Time (39.1%), Attitude of 
Others (32.6%), Lack of Interest (31.5%), 
Inaccessible Facility (26.1%), Fear (26.1%), 
Lack of Time (26.1%), Lack of Support 
(25.0%), and Inaccessible Program (23.9%). 
Eighty-six per cent of subjects indicated that 
they would participate in more recreation and 
leisure activities if their perceived barriers did 
not exist. 
 
Relationship Between Expressed Interest and 
Actual Participation 
 

For the sub-sample of subjects who 
participated in both the interview and the 
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Leisurescope Plus, the majority appeared to 
be participating in the activities in which they 
had expressed an interest. The exception to 
this was subjects who expressed interest in 
Adventure activities. For these subjects, 
adventure was the most endorsed area of 
interest, but the least endorsed area of actual 
participation.  
 
Leisure Satisfaction 
 

Eighty-one per cent of subjects 
reported being satisfied with the activities in 
which they were currently involved. Forty-
nine per cent of subjects reported being 
satisfied with the amount of time they spend 
participating in activities. Of the remaining 
51% who reported being unsatisfied with the 
time they spend participating in activities, the 
majority indicated that they would like to be 
doing more. Sixty-seven percent of all 
subjects reported that they were planning to 
increase their participation in recreation and 
leisure activities in the future.  
 
Comparison Between Pre-Injury and Post-
Injury Participation 
 

A comparison of pre-injury versus 
post-injury participation in recreation and 
leisure activities indicated that individuals 
who were actively in service maintained a 
higher level of recreation and leisure partici-
pation post-injury compared to individuals 
who were on the waiting list. 
 
Support 
 

The issue of support was examined on 
a variety of levels including amount of 
support, type of support, and place of 
residence. Forty-eight subjects indicated they 
receive low support (less then 5 hours per 
day), 21 subjects indicated they receive 
medium support (5 to 10 hours per day), and 
23 subjects indicated that they receive high 

support (more then 10 hours per day). Sixty-
seven per cent of subjects reported that they 
receive some type of support to attend 
recreation and leisure activities, ranging from 
assistance to register for programs to one-on-
one support at programs. Subjects resided in 
long-term care settings (n=15), community 
supported housing (n=32), with family 
(n=29), or, independently (n=16). An exam-
ination of these three areas indicated that 
support does not have a significant impact on 
recreation and leisure participation. While 
results were not significant it is interesting to 
note that when reviewing the data, the only 
group of individuals who scored highly on the 
current recreation score were those residing in 
community supported housing.  
 
Implications for TR Practice 
 

Based on the results it would seem 
that leisure education for both clients and 
service providers is necessary. Helping 
individuals to recognize whether a person has 
direct or indirect control over their perceived 
barriers can be an important part of this 
education and assist in eliminating or 
decreasing the effects of the barrier. To make 
such a necessity a reality, the need for the 
increased presence of professionals who are 
knowledgeable in the area of recreation and 
leisure is evident in both the community and 
institutional settings.  

This study has proved helpful in 
assisting the agency involved to address 
problem areas and to focus on potential 
solutions. It is suggested that therapeutic 
recreation professionals encourage the 
conduction of similar studies in their settings 
to help highlight areas of client need to their 
peers and management. 
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Effects of Massage Therapy on Agitation  
in Cognitively Impaired Elders in an Acute Care Unit 

 
Carolyn Triemstra and Patricia Ford 

 
 

Abstract 
 
Daily occurrences of assorted behaviours (e.g., agitation, wandering, aggression) in an acute care 
teaching facility, prompted staff to undertake a project examining those behaviours and the 
patients responses to specifically designed interventions (i.e., massage therapy and/ or a social 
supportive visit). Intending to enhance the care of this population, a randomized control trial was 
established in partnership with various disciplines including Nursing, Research, Massage 
Therapists, and Therapeutic Recreation. The partnerships included two educational institutions as 
well as St. Joseph's Healthcare Hamilton. Significant findings influenced positive changes to the 
practice of the recreation therapists involved, as well as to the nursing unit itself. The results 
suggest further study in this area, and provided insight into the experiences of those with 
cognitive decline. 
 
 
Rationale for the Study 
 
 At any one time, there are elderly 
patients on an acute care unit who are 
cognitively impaired and who demonstrate 
very frequent, high levels of agitation. Their 
agitation is manifested by calling out, 
wandering, or anti-social or repetitive 
behaviours, which can be disruptive to other 
patients, staff, and visitors. This project aimed 
to evaluate the effects of light massage 
therapy techniques versus social supportive 
visits on the behaviours of this special group 
of elders. 

In collaboration with the McMaster 
School of Nursing, the project included 
several phases, beginning with a field study. 
Two investigators conducted semi-structured 
interviews with 12 staff (multidisciplinary in 
nature). Staff responses supported common 
themes of frustration in their care for this 
population, fear, and need for action to 
improve the care they were providing, as well 
as to enhance the quality of life for the 
patients. A second phase of the study 
supported a partnership with the Alexandrian 

Institute, a private college in the city of 
Hamilton. It was believed that the Registered 
Massage Therapy students enrolled at the 
Institute could be integral to enhancing the 
quality of lives of the patients on our chronic 
care unit. Next, an interdisciplinary team 
consisting of professionals from Nursing, 
Massage Therapy, Recreation Therapy, and 
Research further developed the proposal and 
plan to evaluate the effectiveness of massage 
therapy on resident behaviour. This research 
proposal became the third phase of the study, 
and lead to the development of the 
Randomized Control Trial (RCT). Finally, a 
search of the literature was undertaken. 
Eleven studies relating to massage therapy 
were identified prior to initiating the RCT. 
Seven of the studies involving massage 
therapy identified populations such as 
neonates, children and adolescents. Four 
studies involving seniors had very small 
sample sizes, but provided some guidance in 
terms of measurement strategies and 
outcomes. The disruptive behaviours in 
persons with dementia are a major problem 
for caregivers, and given the interest in the 



Triemstra & Ford 
 

 12

clinical evaluation of massage therapy, the 
need for alternative approaches, and the lack 
of rigorous trials in the scientific literature, 
the research project was initiated. 
 
Method 
 
 The project was a randomized control 
trial to compare the effects of twice weekly 
massage therapy versus supportive visits with 
older agitated cognitively impaired seniors. 
The primary outcome was change in 
behaviour measured by the Cohen Mansfield 
Agitation Inventory. Secondary outcomes 
included pre/post changes in heart rate, 
respiratory rate, Faces affect scale, and 
therapist summary comments of the patient’s 
response to the intervention. The hypothesis 
to be tested was: Agitated, cognitively 
impaired elders on an acute care unit who 
receive massage therapy (twice weekly for six 
weeks) will experience a decrease in their 
Agitation Inventory compared to those 
patients who receive supportive visits only 
(twice weekly for six weeks). The research 
team considered the frequency, duration of 
therapy, and possible effects from the 
massage intervention. A reduction in a 
weekly, mean score from 5 (the eligibility 
criteria for agitation at admission to the 
project) to 3 on the disruptive scale of the 
Cohen Mansfield Agitation Inventory (at the 
3 and the 6 week mark) was estimated as a 
reasonable and clinically important change. 
Using a two-tailed test of the hypothesis 
(alpha, .05 and beta, .80), a sample size of 26 
per group was estimated. 

Following consideration of the 
eligibility criteria and after obtaining consent, 
the patients were randomized to one of two 
treatment groups. Staff nurses and other 
professionals were not informed about the 
results of the treatment group selection 
process, as every effort was made to maintain 
the anonymity of the patients involved in the 

study and the privacy of the patients during 
the treatment sessions. 

A full protocol for both treatment 
groups was developed, and the students 
conducting the intervention were trained on 
both protocols. The Cohen Mansfield 
Agitation Inventory was completed at the 3-
week time period, at the 6-week (study 
completion) point, and then at the 9-week 
point (or prior to hospital discharge), as a 
follow-up assessment to ascertain if any 
effects were maintained. The results were 
analyzed through group comparisons using 
chi square testing, and t-tests. A qualitative 
method, content analysis was used to identify 
and label themes that emerged from the post 
session documentation. 
 
Results 
 
 Study results demonstrated significant 
changes in the behavioural areas of 
wandering/pacing and repetitive mannerisms 
(as coded on the Cohen Mansfield Agitation 
scale). These behaviours demonstrated a 
significant decrease with both interventions. 
Investigators had two hypotheses. The results 
supported the hypothesis that either 
intervention would prove beneficial, but 
refuting the hypothesis that massage would 
prove more beneficial compared to a social 
visit. 

The qualitative data identified unique 
as well as common themes. For example, the 
supportive visit elicited comments such as 
patient's expressed joy, laughter, comments 
surrounding esteem/worthiness, opportunity 
for purposeful communication, and opport-
unity for reminiscence. The massage elicited 
comments relating to comfort, relaxation, 
anticipation of the next visit, as well as 
meaningful communication. 

Common qualitative themes surfaced 
in three main areas. These areas were 
personal attention, valuable time spent with 
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the patient, as well as feelings of a pleasurable 
experience.  
 Certain factors may have affected the 
results and limited the generalizability of our 
findings. First, the massage therapy school 
closed during the study, which reduced the 
number of subjects who participated in the 
study. Second, newer pharmacological agents, 
in particular a new drug that has proven to 
decrease agitation with this population, were 
introduced within the setting during the study 
period. Finally, concurrent environmental 
changes to the acute care unit in which the 
study took place were part of the 
enhancement of care the staff was attempting 
to achieve.  
 
Implications for Therapeutic Recreation 
Practice 
 
 Patterns in the results suggest that this 
is an area for future study. We may have this 
opportunity with a larger population of 
agitated patients in our new chronic care 
facility, currently under development. The 
overall study and results (specifically the 
qualitative results) have provided us with 
more insight into the experiences and 
interpretations of the cognitively impaired. 
The study identified the benefits of different 
modalities we frequently engage in with our 
patients. The importance of touch has been 
reaffirmed as an integral part of the caring we 
show our patients. In these cost-cutting times, 
the two interventions we piloted 
(massage/touch and social/supportive visit) 
demonstrated an inexpensive yet highly 
successful intervention with our patients. As a 
therapeutic recreation service, we have 
modified some of the programs we offer, in 
relation to the types of programs offered, as 
well as their location and the timing of the 
programs. We have responded to the peak 
hours of agitation and changes in behaviour, 
and now provide better support to the area in 

need, including support for the staff, families, 
and patients.  
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Debriefing: The Key to Making TR Programs Meaningful 
 

Janay Babuin and Adrienne Gilbert 
 
 

Abstract 
 
The purpose of this study was to examine the debriefing component of the experiential education 
process and the perceived importance of the debriefing component from the participant’s 
perspective. Four participants were recruited from a 4-day, facilitator-training workshop and 
were involved in in-depth qualitative interviews. Results indicated that all participants highly 
valued debriefing as a necessary and vital component of the experiential program. Additional 
techniques and uses of debriefing are suggested by TR practitioners who participated in a session 
at the TRO conference held in Kitchener in May 2002. 
 
 
Rationale for the Study 
 

There have been a number of studies 
done that have examined the experiential 
education process, the benefits derived from 
the process, and the participant’s perspective 
on the process. None, however, seem to have 
examined the different components of the 
process, such as debriefing, from the partici-
pant’s perspective. “The primary purpose of 
debriefing is to allow participants to integrate 
their learning, thus gaining a sense of closure 
or completeness to their experience” 
(Hammel; cited in Gass, 1993, p. 231). 
Debriefing is also known as processing. 
“Processing...provides the opportunity for 
participants to reflect on what happened 
during the activity, to attach personal meaning 
to the experience, and to deepen their 
understanding of themselves” (Rath, 
Chakrovorty, Trunnell, & Ellis, 1995, p. 107). 

The purpose of this study was to 
examine the debriefing component of the 
experiential education process. The examin-
ation focused on the perceived importance of 
the debriefing component from the 
participant’s perspective. More specifically, 
this study addressed the following three 
research questions: 

 

1. What is the participant’s perception of 
the role of the debriefing component in 
the experiential education process? 

 
2. Do participants perceive the debriefing 

component to be an essential component 
of the overall program? If so, to what 
extent is it perceived to be an important 
component of the program?  

 
3. Do participants perceive that the 

debriefing component aids them in 
transferring knowledge they may have 
gained during the experiential education 
process into something meaningful that 
they will be able to use in their everyday 
lives? 

 
Method 
 

Four study participants were recruited 
from a 4-day, facilitator training, experiential 
education workshop. The workshop was 
offered by The Human Element Inc. and 
occurred August 21-24, 2001. This workshop 
included challenge activities that encourage 
participants to interact and perform as a team. 
Each participant was encouraged by the 
facilitators to participate in all activities 
throughout the workshop. Debriefing was 
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incorporated into the workshop at the end of 
certain activities, and at the end of each day.  

Two methods of data collection were 
utilized for this study, participation obser-
vation, and in depth personal interviews. 
Some questions asked during the interviews 
were “Tell me in your own words what you 
believe a debriefing session is, and what it is 
meant for,” “Is there a certain technique in 
particular that the facilitators used that made 
reflection easier for you?” and “Tell me if 
there is something that you anticipate using in 
your everyday life that you became aware of 
during any of the debriefing sessions?” 
 
Results 
 

After an analysis of the data collected 
from the in depth personal interviews there 
were several emergent themes. The 
participants who were interviewed seemed to 
place a high level of importance on these 
categories. The first theme that emerged was 
the participant’s definition of debriefing and 
what they think it is used for and a sub-
category of this theme was how the 
participant felt about debriefing. A comment 
from one of the participants reflects how 
participants thought about debriefing: “I think 
maybe that is the reason for debriefing, it’s to 
gain perspective, understand why you experi-
enced the experience you had, and maybe also 
to relate it and maybe even normalize it.” 

Another theme was types of debriefing 
that participants found worked for them; the 
sub-category of this theme was suggestions 
for future debriefing sessions. Small group 
discussions and sharing circles that drew on 
active listening skills seemed to be favoured 
by the participants. The participants 
recommended more opportunities for writing 
and reflecting on their experiences in future 
debriefing sessions. 

The third theme was how participants 
felt about sharing with a group during a 
debriefing session. A sub-category of this 

theme was some speculation about how 
others may feel during a debriefing session. 
Two of the participants felt that the group was 
easy to open up to and did not experience any 
problems. Tasha, however stated that “…you 
will have people that you may not have that 
community of trust...you may have somebody 
who feels inhibited to speak because they are 
afraid of what somebody is going to say or 
take.” 

What a program would be like with no 
debriefing component was the fourth theme. 
“I don’t think you can have an activity with-
out a debrief, otherwise it is just an empty 
void, it is a waste of time,” was one of the 
participant’s comments. 

The participants had strong opinions 
about the environment and timing of a debrief 
session and this emerged as the fifth theme. A 
sub-category for this theme was some tips for 
leaders when implementing a debrief session. 
One of the participants stated: “Too many 
times you see facilitators run people through 
activities and there is no debriefing, or is very 
shallow or short to the point where people are 
going ‘well that is nice”. They do an activity, 
but they don’t remember why, or how, or 
what they are going to do afterwards”. The 
participants felt that debriefing should be 
related to the purpose of the individual 
activity and the overall goals of the program. 
Debriefing should be part of the ‘rhythm of 
the program’ and should therefore always be 
completed in the same environment in which 
the activity took place.  

The final theme that emerged was the 
role of the leader in the debrief process. The 
leader or facilitator should provide empathy 
and compassion towards the participants. 
Jacob gave these very powerful observations: 
 

“I guess I also feel that’s kind of an 
honourable, respectful, and ethical 
thing to do as a facilitator is to try to 
ensure that everybody’s experience 
is...Maybe it doesn’t have to be a good 
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one, but everyone’s experience has to 
be meaningful. A facilitator provides a 
means to an experience, but then talks 
about that experience so that you can 
do it again yourself. A facilitator 
should not be about withholding 
power…but empowering people and 
allowing them to understand.” 

 
Implications for TR Practice 
 

Many of our outcomes encourage the 
development of intrinsic motivation for 
participants by gaining a better understanding 
of their experiences and, thus, themselves. 
Some of the common TR outcomes which 
practitioners strive to achieve are as follows: 
changes in health, changes in knowledge 
about leisure opportunities, development of 
leisure related skills, changes in behaviour, 
increased independence/self-determination in 
leisure related activities, transfer of learning 
to community settings, changes in attitude or 
value around perceptions of leisure, changes 
in motivation to participate in leisure 
opportunities, and changes in social skills to 
allow better participation in leisure. Given the 
importance of these outcomes, TR practi-
tioners need to incorporate debriefing 
techniques that will best meet the intended 
outcomes. This means phrasing questions 
related to outcomes or having participants 
write their thoughts in journals in response to 
questions posed by the practitioner that relate 
to the intended outcomes.  

Dattilo (1999) includes debriefing as 
part of the system for Leisure Education. 
Throughout his examples of specific 
programs, he suggests numerous questions to 
ask. It should be noted however, that all of 
Dattilo’s debriefing techniques are verbal. 
They are excellent examples of verbal 
questions useful in one-to-one, sharing 
circles, in large or small group discussion. 
Some of the examples of these questions 
include the following: 

 
What did you learn about other group 

members?  
What did you learn from this activity? 
How will you use your knowledge of this 

activity?  
How did you feel when you were 

required to do a task?  
How satisfied were you...with your 

participation in this activity?  
Did you notice any patterns?  
How will you make use of this 

information? 
 

Some of the practitioners at the TRO 
conference session suggested that debriefing 
should be included in every program to some 
extent. It was suggested that practitioners 
needed to build in various levels of 
opportunities, including shortening their 
program time to allow them to spend time 
debriefing with the participants.  

Perhaps the most profound statements 
around the importance of debriefing come 
from the research participants who indicated 
that “Debriefing is about empowering people” 
and “Too many times you see leaders run 
people through activities and there is no 
debriefing, or it is very shallow or short to the 
point where people are going ‘well that is 
nice’. They do an activity but they don’t 
remember why, or how, or what they are 
going to do afterwards.” 
 
Implications for Future Research 
 
 With the amount of therapeutic 
recreation programs, the variations in length, 
and the various populations that are served, 
there is an opportunity for a number of future 
research studies to be implemented. It would 
be very beneficial to examine the debriefing 
component from the participant’s perspective 
when that participant is required to be in the 
program. 
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It would also be very beneficial to 
implement a study examining the debriefing 
component from the participant’s perspective, 
and then do a follow-up study to see how and 
if the process affected the participant in their 
everyday lives. Another study examining the 
types of programs and what debriefing 
session would best complement that program 
would be invaluable. In addition we need 
further research on various debriefing 
techniques with different client groups, as the 
majority of practitioners are utilizing only 
verbal techniques. 

Debriefing is an integral part of any 
therapeutic recreation program. Further study 
on this component of the program would 
benefit both the participants and the 
facilitators of these programs.  
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A Study Linking Cocaine Clients to ADD Characteristics 
as a Basis to Study Brain Gym® and Cocaine Recovery 

 
Paul Hyman 

 
 

Abstract 
 
This study set out to determine common characteristics of cocaine addicts and individuals with 
attention deficit disorder (ADD/ADHD). Sixty-six cocaine clients were studied over a 7-month 
period, representing 7 cocaine recovery groups participating in a 3-week intensive day program. 
Using a self-assessment format, each client rated him/herself on 20 characteristics common to 
ADD/ADHD that would, along with financial ability to pay, impact on the client’s ability to 
pursue leisure goals. Clients were considered to have ADD/ADHD tendencies if they rated 
themselves positive on 9 or more characteristics and on this basis 47% were ADD/ADHD 
positive. These findings have led to a new approach working with cocaine clients which includes 
therapies for ADD such as the novel use of Brain Gym® – a movement-based approach that was 
first utilised primarily with children diagnosed with ADD/ADHD.  
 
 
Rationale for the Study 

 
Many clinicians involved in addictions 

are working with a 21-day treatment program 
and need to be creative due to the brief 
contact time. Identifying the connection 
between ADD/ADHD characteristics and 
cocaine clients in recovery, would give a 
therapist/clinician a powerful model upon 
which to base interventions and focus towards 
recovery goals.  

A possible link between ADD and 
substance abuse is attracting increasing 
attention. The Addiction Research Foundation 
(Magner, 1996) reports that research in this 
area is being carried out at Yale, Harvard, 
Columbia and McGill universities. Few 
addiction programs screen for ADD, but 
service providers suggest that attention 
problems may be an issue for some clients. 
Dr. Edward J. Khantzian, professor of 
Clinical Psychiatry at Harvard Medical 
School, states that, “It’s way over due for 
addictions treatment programs to be screening 
for these kinds of problems” (cited in Magner, 
1996, p. 4). In 1993 researchers at Harvard 

Medical School reported that adults diagnosed 
with ADD abused alcohol and other drugs at 
rates of three times higher than those without 
the disorder (Magner, 1996). Dr. Lily 
Hetchtman, professor of paediatrics and 
psychiatry at McGill University states that, 

 
People with co-occurring problems are 
generally directed to treatment for 
their substance abuse, not for ADHD. 
That’s probably appropriate, as long 
as ADHD is treated subsequently. But 
I think that is often not done, which 
can only increase the risk of relapse. 
(cited in Magner, 1996, p.4). 

 
A Yale University study of 298 adults 

in treatment for cocaine use found that 35 
percent had a history of childhood ADHD 
(Carroll & Rounsaville, 1993). It is now clear 
that the function-impairing symptoms of 
ADD can and do persist into adult life in at 
least one third of cases (Carroll & 
Rounsaville, 1993). Scientists have demon-
strated that there is a decreased level of the 
neurotransmitter dopamine in the cerebro-
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spinal fluid of ADD people. Dopamine is 
involved in the control of movement as well 
as the expression of hedonia or pleasure. 
Cocaine acts as a dopaminergic-like agonist 
by binding to the dopamine transporter 
protein and inhibiting dopamine reuptake into 
presynaptic terminals. The reuptake inhibition 
produces a relative surplus of dopamine at 
post-synaptic receptor sites, enhancing the 
reinforcing or pleasurable properties of the 
drug in general and, thereby, alleviating the 
negative symptoms associated with ADHD 
(Landry, 1997). 

Various studies have linked cocaine 
use with several affective disorders (Plume, 
1995). The most frequent disorders associated 
with cocaine use are borderline personality, 
antisocial personality, anxiety, conduct, and 
attention deficit hyperactive. Withdrawal 
symptoms from cocaine mimic manic-
depressive and bipolar affective depressed 
states, two major psychiatric disorders 
(Whiteaker, 1987). The prevalence of cocaine 
abuse in ADD/ADHD may be partially 
explained by the self-medication hypothesis 
of substance abuse. The hypothesis holds that 
drugs selected by the substance abusers are 
not chosen randomly, but rather selected for 
their beneficial pharmacological effects in 
relieving disphoric affective states.  
 
Method 
 

The Centre for Addiction and Mental 
Health’s (CAMH) Addiction Unit has a 
variety of drug user groups that it services. 
The program focuses on a three-week 
intensive treatment to aid people in their 
recovery from substance abuse patterns. As a 
direct result of intensive interaction at CAMH 
with cocaine addicts in recovery over a four-
year period, the writer began a specific study 
comparing ADD/ADHD characteristics with 
cocaine clients. An assessment tool was 
created so that cocaine clients could rate 
themselves according to the 20 characteristics 

of ADD/ADHD profile as observed by two 
psychiatrists (Hallowell & Ratey, 1994). For 
the purpose of this study seven cocaine 
groups (of 10 people per group) were asked to 
participate, on a strictly volunteer basis, and 
were informed that there would be absolutely 
no consequences if they chose not to 
participate. The final sample consisted of 66 
participating candidates studied over a seven-
month period. It was determined that 9 or 
more symptoms would act as a base line to 
indicate a possible ADD/ADHD type profile. 
The symptoms were rated on a graph in order 
of clients’ responses.  
 
Results  
 

Forty-seven per cent of the 66 cocaine 
clients indicated that they had 9 or more 
characteristics of the ADD/ADHD profile. 
The highest rated characteristics identified by 
cocaine clients were procrastination (70%), 
problems with self-esteem (68%), and 
impatient (65%) (see Table 1). The gender 
ratio of cocaine clients at CAMH, Donwood 
site, is about 6:1 males to females. ADD is 
significantly more prevalent among males 
than females (Hallowell & Ratey, 1994). 

A recreation student subsequently 
replicated this survey. In this case the 
assessment tool was modeled after a similar 
scale that Horner, Scheibe, and Stine (1996) 
used to measure self-reported childhood 
behaviours indicative of attention deficit 
hyperactive disorder. Sixty-six per cent of the 
respondents perceived that they displayed 9 or 
more of the characteristics of ADD/ADHD. 
The remaining participants, on average, 
perceived that 6 of the characteristics 
accurately represented them. Based on these 
findings the character profile suggests a 
correspondence in characteristics between 
cocaine abusers and ADD/ADHD clients. 
This led to the development of a new 
approach for working with cocaine clients by 
the TR Program at CAMH. 
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Table 1 
Percentage of Cocaine Clients Linked to 

ADD Characteristics 
 

ADD Characteristic n Pct. 
Procrastination.......................... 46 70 
Problems with self-esteem ....... 45 68 
Impatient .................................. 43 65 
Mood swings ............................ 40 61 
Depression................................ 40 61 
Worry needlessly...................... 39 59 
A sense of failing to reach 

potential ............................. 37 56 
Multiple projects, trouble 

with follow through ........... 32 48 
Easily bored.............................. 32 48 
Addictive behaviour ................. 32 48 
Impulsive.................................. 29 44 
Finances.................................... 29 44 
Restlessness.............................. 27 41 
Time out or Drift away, or 

Hyperfocus......................... 25 38 
Family history .......................... 25 38 
Poor self observation................ 22 33 
Disorganisation ........................ 22 33 
Frustrations with established 

channels ............................. 19 29 
Seeking novelty........................ 16 24 
Sense of impending doom........ 16 24 
Accident prone ......................... 9 14 

 
 
Implications for TR Practice 
 

The profile that emerges from this 
study becomes very helpful when designing a 
cocaine program and the content that will be 
included in the sessions. For example, 
knowing that clients are likely to be impatient 
and easily bored, the practitioners should 
develop programming designs based on these 
characteristics. Quick and novel activities will 
cater to the clients’ needs. Long surveys and 
complex tasks will not suit the needs of the 
clientele; moreover, one runs the risk of 
alienating clients by introducing such tasks. 

Theoretically, in keeping programs simple 
and novel, clients are likely to be more 
involved for longer periods of time. Those 
clients who do not perceive the profile as 
matching their characteristics accurately can 
still be involved in the program. Having 
impatient group members focused for a longer 
time may increase everyone’s ability to 
become involved and learn.  

The results of the character profile 
also have important implications in planning 
leisure services for cocaine groups in 
recovery. The focus on ADD and cocaine 
addiction has required the innovative use of 
new modalities. These findings have led to 
new approaches for Therapeutic Recreation 
programs with cocaine clients at CAMH, 
incorporating therapies for ADD such as the 
novel use of Brain Gym® – a movement-
based approach that was first utilised 
primarily with children diagnosed with 
ADD/ADHD. Developed over 28 years ago 
by Paul Dennison, Ph.D., Brain Gym has been 
shown to improve academic scores and 
behaviour with ADD clients. Additionally, 
Brain Gym exercises can be used for self-
regulation allowing clients to contribute 
towards their own progress. Movement, 
according to Dennison and Dennison (1995) 
is the quintessential stimulant for full-brain 
learning. Brain Gym, a specific series of 
movements, stimulates neuronal activity in 
the brain enabling individuals to maximize 
their enjoyment and satisfaction as it relates to 
a specific task oriented goal (Dennison & 
Dennison, 1994). 

People with ADD are highly 
energetic, action-oriented, and gravitate 
towards excitement much like the high from 
cocaine. Feedback from cocaine clients on the 
sessions that involve the movement based 
Brain Gym has been positive. The success has 
led to the teaching of specific Brain Gym 
techniques to all cocaine clients as well as a 
program design template used in Therapeutic 
Recreation Services. A therapist who needs to 
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quickly develop a trusting connection with 
cocaine clients can use this approach in order 
to maximize their effectiveness particularly in 
brief treatment programs. As this study 
suggests, being aware of a correspondence in 
personality characteristics between 
ADD/ADHD and cocaine clients enables 
therapists to design and deliver programs that 
will benefit many cocaine clients in recovery. 
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Adapting to a Physically Active Leisure Lifestyle: 
Experiences of Adults with a Spinal Cord Injury 

 
Chris Bourne 

 
 

Abstract 
 
The purpose of this study was to determine how physically active adults who have sustained a 
spinal cord injury regain, attain and/or maintain an active lifestyle following their injury. 
Through personal interviews and participant observation sessions involving six adults with 
varying levels of spinal cord injury, findings from this exploratory study revealed personal 
characteristics that were associated with the physical activity lifestyles of participants, along with 
the physical activity habits that they maintained. These findings have been synthesized in a 
theoretical model that depicts the leisure adjustment process that study participants experienced 
following their spinal cord injuries. Key motivators and demotivators to their active lifestyles, 
with reference to their rehabilitation stages, the periods of time as they were returning to their 
communities, and their ongoing involvement in physically active leisure pastimes were examined 
in the context of personal and environmental factors. As well, a number of strategies and 
interventions that were used to address these influencing factors were acknowledged. Goal 
setting, perceived control, pursuing continuity in pre and post-injury physical activities, and the 
support of other peers with a spinal cord injury were seen as key influences to positive leisure 
and physical activity adjustment and maintenance. 
 
 
Rationale for the Study 
 

Regular involvement in physical 
activity has been shown to contribute to 
health in a number of ways. Health Canada 
(1998), indicates the benefits of regular 
activity to include “better health, improved 
fitness, better posture and balance, better self-
esteem, weight control, stronger muscles and 
bones, feeling more energetic, relaxation and 
reduced stress, and continued independent 
living in later life” (p. 4). All of the benefits 
identified above are available to persons of all 
abilities (Active Living Alliance for 
Canadians with a Disability, 1998; Axelson, 
1996; Canadian Society for Exercise 
Physiology, 1999). Considering the impli-
cations of a spinal cord injury, realizing these 
benefits is important to achieving and 
maintaining independence in daily activities, 
limiting the occurrence of muscle overuse 

injuries, improving performance in leisure-
time physical activities, and providing a sense 
of well-being (Canadian Paraplegic 
Association, 1996). 
 As well, Canadian citizens with health 
problems or disabilities have been shown to 
be less active than their able-bodied peers 
(Statistics Canada, 1986). Recognizing the 
fact that only one third of all Canadians are 
active enough to achieve health benefits from 
physical activity (Health Canada, 1998) and 
only eleven percent of these individuals are 
moderately active (Canadian Society for 
Exercise Physiology, 1997), there is a concern 
about the even smaller portion of persons with 
a disability who will not reap the benefits of 
being physically active.  
 Satisfaction with leisure lifestyle is 
important to the life satisfaction levels for 
adults with a spinal cord injury (Coyle, 
Lesnik-Emas & Kinney, 1994). However, 
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Fuhrer, Rintala, Hart, Clearman, and Young 
(1992) have determined that recreational 
activities is the fourth of twelve life domains 
with which people with a spinal cord injury 
are most dissatisfied (following employment, 
sex life, and financial matters). This being the 
case, it is important that this population take 
measures to ensure that leisure and 
recreational activities are part of their lives. 
 An individual’s lifestyle will require 
some adjustment following a spinal cord 
injury. The leisure-time physical activities 
that are assumed following such a traumatic 
injury may take on different meaning, or 
require accommodations to the activity 
environment. This adjustment process begins 
as soon as a person with a spinal cord injury 
is confronted with the fact that he/she has 
incurred a permanent disability. Dealing with 
the leisure limitations that are imposed is an 
important part of the adjustment process 
(Shank, Coyle, Boyd, & Kinney, 1996). 
Unfortunately, however, the impact of social, 
psychological, and environmental factors on 
rehabilitative leisure activities are not fully 
understood (Daverat, 1992).  
 Considering the value of a physically 
active lifestyle to one’s well-being, Lee, 
Brock, Dattilo and Kleiber (1993) feel that it 
is essential to recognize these factors 
throughout the rehabilitation process and 
beyond, and question if intervention measures 
adequately promote the value of leisure as a 
lifestyle issue to be addressed following 
rehabilitation. Caldwell, Adolph, and Gilbert 
(1989) also share this concern and suggest 
that “closer examination be given to commu-
nity recreational activities and transitional 
support services available to individuals’ 
post-discharge from a rehabilitation environ-
ment” (p. 48). 
 At the rehabilitation stage, therapeutic 
recreation professionals try to narrow the gap 
between the client’s perceptions of ability, the 
required leisure-time physical activity adapta-
tions, and the true activity potential that 

awaits. Following the institutional stage of 
rehabilitation, one is left to deal with many 
long-term issues on their own. Coyle et al. 
(1994) have found that the importance of 
leisure in the lives of clients with disabilities 
is often overlooked at the rehabilitation stage 
because of a focus on physiological func-
tioning and community re-entry. Quite often, 
service providers are unaware of potential 
recreational benefits that may be available to 
those with physical disabilities and do not 
have access to resources or education 
pertaining to opportunities that actually exist 
(Coyle & Kinney, 1990). This disregard 
means that those who are returning to the 
community may be unprepared to address the 
leisure-time physical activity obstacles that lie 
ahead. 
 
Research Questions 
 

The primary research question that 
was investigated as this study proceeded was: 
How do active adults who have sustained a 
spinal cord injury regain, attain and/or 
maintain an active lifestyle following their 
injury? The following sub-questions provided 
information to assist in understanding leisure-
time physical activity adjustments and habits 
following a spinal cord injury: 
 
1. How does involvement in physical 

activity contribute to a satisfying life-
style for a person with a spinal cord 
injury? 

2. What are the barriers to physically active 
lifestyles for adults with a spinal cord 
injury? 

3. During the rehabilitation stage, what 
experiences have a positive influence on 
an individual’s post-discharge activity 
level? 

4. Following the rehabilitation stage, what 
factors encourage the pursuit of familiar 
and new physical activities? 
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5. What factors influence the ongoing 
pursuit of an active lifestyle? 

6. How do meanings, barriers, and 
adjustment to leisure-time physical 
activities differ depending on the length 
of time that has elapsed since an injury? 

 
In examining these questions and the 

other issues that arose as research was being 
conducted, the following bodies of literature 
were consulted: rehabilitation psychology, 
sport psychology, social psychology, leisure 
constraints, and therapeutic recreation. 
 
Method 
 

This qualitative investigation involved 
six adults, aged 20 to 45 years, with injury 
levels ranging from the fifth cervical vertebra 
to the second lumbar vertebra. At the time of 
data collection, the time since injury ranged 
from seven months to 22 years. To facilitate a 
diversity in gender, participant age, level of 
injury, and time since injury, a screening 
questionnaire was completed by each of 15 
potential participants. A pilot interview was 
held with another of the 15 potential 
participants. 
 Data were gathered primarily through 
personal interviews. In addition, participant 
observation sessions where the investigator 
took part as both an observer and a co-
participant in a variety of physical activity 
settings provided a context from which to 
understand many of the issues and ideas that 
were introduced in interviews. 
 Throughout the data collection phase 
the researcher kept reflective notes, made 
written records of important data from 
interviews and field observation sessions, and 
maintained a methods log. Interviews were 
audio taped and transcribed. Data was analyzed 
using NUDIST qualitative data analysis software. 
 Data description involved associating 
explanatory terms and pulling common ideas 
and themes from the information gathered 

during the data collection phase. Coding data 
into groups served to strengthen emerging 
concepts and reduce the issues and concepts 
to a point where it was possible to more 
effectively interpret what was being 
suggested. Once the data were broken down, 
analyzed and better understood, a theoretical 
explanation that encompassed much of what 
was contained in the data that was collected 
was developed. 
 
Results 

Findings from this exploratory study 
revealed the following personal character-
istics that were associated with the physical 
activity lifestyles of participants: 
 
• active leisure-time physical activity 

history; 
• positive leisure-time physical activity 

outlook; 
• self-confidence, self-determination, 

self-direction, self-motivation; 
• outgoing, proactive nature; 
• competitive drive; 
• social nature; 
• internal locus of control; 
• positive leisure identity; and 
• goal orientation 

 
 The leisure-time physical activity 
adjustment model that has been developed to 
encompass the findings of this research builds 
on these characteristics. These qualities are 
used as participants develop strategies to deal 
with the following demotivators and motiv-
ators to becoming and remaining active.  
 
Demotivating and Motivating Factors 
 
 A number of structural, intrapersonal, 
and interpersonal factors were identified by 
participants that served to demotivate partici-
pation in physically active recreational 
pursuits. These factors are presented in Table 
1. 
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 Similarily, there were a number of 
motivators that had a positive influence on the 
physically active lifestyles of those who took 
part in this study. The motivating factors 
identified by participants are presented in 
Table 2. 
 
Strategies Use to Address Demotivating 
Factors and Encourage Motivating Factors 
 

Dealing with the demotivators 
required people to develop and activate 
strategies that would enable them to negotiate 
the constraints that were encountered. 
Recognizing the value of motivators, partici-
pants devised strategies to take advantage of 
them and to harness their collective benefits. 
Strategies to negotiate demotivating factors 
identified by participants include: 
 
• restorying, 
• cognitive restructuring, 
• redefining what is meant by leisure-time 

physical activity, 
• learning from failures, 
• matching of skills with ability 

appropriate activities, 
• effective time management/scheduling, 
• effective arranging/management of 

volunteers, 
• borrowing equipment, 
• budgeting for activity-related costs, 
• use of leisure-time physical activity as a 

distraction, 
• assume administrative role and create 

opportunities, and 
• proactive approach to change. 

 
Strategies used to harness and encourage 
motivating factors include: 
 
• psychological strategies (maintaining 

positive self-efficacy beliefs), 
• cognitive restructuring, 
• goal setting and determined pursuit of 

goals, 

• post-injury redefinition (or alignment) 
of leisure-time physical activity 
interests, 

• recognition/acceptance of changed level 
of ability, 

• reconceptualising pre-injury goals in the 
context of post-injury physical capacity, 

• information/emotional sharing with 
other patients, 

• seeking early exposure to leisure-time 
physical activities, 

• future-gazing and imagery of what a 
physically active leisure lifestyle could 
be, 

• aggressive pursuit of physical activity 
information and opportunities, and 

• acting as peer mentors 
 
Benefits of Physical Activity Involvement 
 

When set in motion, the strategies for 
dealing with demotivators and motivators to a 
physically active leisure lifestyle cultivated a 
positive attitude toward being active and an 
enhanced capacity to do so. The positive 
outcomes of the strategies employed (being 
opportunities to be involved in an activity) 
demonstrated to individuals that they did 
possess the ability to successfully negotiate 
the obstacles that may have stood in the way 
of activity involvement. This had a 
confidence building effect. The actual and 
self-perceived competence provided the 
stimulus to become involved in new activities 
and remain involved in others that were 
enjoyed. 

Efficacy expectations determined 
participants’ choice of activities, in that they 
became involved only in those activities that 
they believed they could be successful at 
accomplishing. When an activity was initiated 
and involvement was sustained, there was an 
outcome expectation that taking part would 
satisfy the needs that encouraged them to 
pursue physical activity in the first place. The 
expected benefits and those that were actually 
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Table 1 
Demotivating Factors 

 

Structural Factors Intrapersonal Factors Interpersonal Factors 
• physical access to facilities • actual and perceived loss of 

ability 
• lack of appropriate 

leadership of activity 
leaders and administrators 

• lack of suitable trial 
opportunities 

• lack of self-confidence • condescending attitudes of 
others 

• lack of suitable community-
based opportunities 

• damaged sense of self  

• lack of volunteers and/or 
physical supports 

• denial of limitations and 
subsequent refusal to be 
associated with adapted 
activities 

 

• transportation difficulties • negative body image  
• prohibitive equipment costs   
• time restraints   
• restricted budgets of 

therapeutic recreation 
departments 

  

• constraints imposed by 
activity providers because of 
one’s medical implications 

  

 
Table 2 

Motivating Factors 
 

Internal Factors External Factors 
• quest for continuity • technology of adapted sport and recreation 

equipment 
• self challenge (achievement motivation) • competitive forces 
• novelty of unfamiliar activity • emotional/physical support of family and 

friends 
• positive attitude toward leisure-time 

physical activity and toward life 
• fellow patients 

• acceptance of positive attitude toward 
disability 

• peers who were actively living with spinal 
cord injury 

• becoming familiar with body and physical 
capabilities 

• assertive/knowledgeable therapists 

• perceived freedom of choice (and 
awareness) of available opportunities 

• wheelchair sport culture 

• perceived control • provision of a variety of trial activity 
opportunities during rehabilitation 

• normalizing effect of leisure-time physical 
activity 

• choice in available activities following 
discharge from rehabilitation 

• leisure competence • media representation of active peers 
• positive perception of other active 

individuals who have a spinal cord injury 
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realized from physical activity involvement 
included: 
 
• demonstrates independence, physicality 

and resiliency, 
• allows for self-definition, 
• development and maintenance of 

identity as an active person, 
• development and maintenance of social 

identity, 
• allows for self-discovery and expression 

of abilities and of interests, 
• enhanced social life, 
• effective community reintegration, 
• enhanced physical abilities, 
• family building effect, 
• enhanced confidence, 
• provides distraction from the negative 

implications of injury, 
• positive perception of others, 
• provides for peer group affiliation, 
• increased frequency of physical activity 

participation, and 
• connects other domains of one’s life. 

 
The outcome of the physical activity exper-
ience, whether it was a positive or a negative 
one, contributed to the personal development 
and on-going evolution of the participants’ 
leisure identities. The characteristics that led 
them to pursue leisure-time physical activities 
in the first place were strengthened, interests 
evolved, and self-determining behaviours 
were enhanced. Also with this continuing 
active behaviour came familiar and new 
demotivators and motivators, requiring 
proactive and reactive strategies that 
facilitated the active involvement in different 
physical activities and the realization of many 
beneficial outcomes. Hence, the cyclical 
nature of the model (see Figure 1). 
 
Implications for TR Practice 
 

Of all rehabilitation professionals, 
recreation therapists play the most pivotal role 

in facilitating leisure-time physical activities 
and education to those in a rehabilitation 
setting. The many tasks that recreation 
therapists perform are very strong determin-
ants of a client’s leisure-time physical activity 
adjustment and future. 
 When working with a client, a leisure 
assessment can provide essential knowledge 
of previous leisure experiences, leisure 
preferences, and real or perceived constraints 
to leisure-time physical activity involvement. 
This information will provide the insight to 
develop an intervention strategy that allows 
for the examination of ways to return to 
familiar activities and to explore new 
alternatives that will satisfy leisure-time 
physical activity needs. As well, recognizing 
that one’s attitude toward his or her life can 
be a strong predictor of satisfaction with 
leisure lifestyle. Those who are working in 
the field of therapeutic recreation should 
assess this attitude in conjunction with the 
assessment of leisure preferences. 
 Another important part of this 
assessment is the examination of leisure-
related goals. This assessment will help to 
explain how they define success and failure. 
The next step is to determine how these goals 
interact with the perception an individual 
holds of his or her ability and competence. 
Achievement goal theory has some practical 
implications in this sense. 
 In order to establish the amount of 
support that is most appropriate it is also 
important to ascertain a client’s locus of 
control and level of self-efficacy. In cases 
where clients have a low level of self-
efficacy, it may be appropriate to work with 
them to help them realize that they really do 
have a considerable amount of power in 
controlling their physical activity futures. In 
other cases, individuals may be quite willing 
to take the lead role in determining the 
direction and pace of the leisure adjustment 
process. Here, as facilitators, recreation 
therapists   can   still   be   quite   involved   in 
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helping clients to identify and reach their own 
goals, to identify appropriate leisure options, 
and to develop the necessary skills to pursue 
the desired activities. In building on the self-
determination and self-actualizing tendencies 
of clients, however, it is recommended that 
while therapists encourage their autonomy 
and ambition, they remain cautious of the 
boundaries that such motivated individuals 
may not recognize. While they may desire, 
and consequently assume that they are able to 
perform physical activities as if they had not 
incurred an injury, attempting to do so could 
be hazardous to their safety and to their 
health. For this reason, therapeutic recreation 
professionals must be wary of what is 
achievable for individuals and temper any 
over zealous attempts. 
 Whatever the catalyst, an awareness of 
the source of inspiration will help to 
determine appropriate leisure-time physical 
activity goals and interventions. For example, 
if self-actualization is important to a person, 
ambitious leisure related goals may be 
appropriately motivating. If a person learns by 
example, then providing her or him with 
exposure to other patients of similar levels of 
ability who are able to demonstrate the skills 
that they possess may be effective. 
 More funding is required to allow for 
effective individualized assessments. Perhaps 
recreation therapists need to work more 
collaboratively with the Canadian Therapeutic 
Recreation Association in their efforts to 
lobby for the necessary recognition and 
support of this discipline. As well, therapists 
must educate those who allocate budgets 
within rehabilitation facilities and other 
professionals who comprise the rehabilitation 
team about the importance of leisure, sport 
and recreation in the holistic recovery of 
patients. This education is also required by 
the other professionals who comprise the 
rehabilitation team. In this way, collaborative 
treatment goals and compatible plans can be 
developed. 

 This study suggests that recreation 
therapists must also look beyond the walls of 
the rehabilitation facility and educate other 
community-based organizations about the 
leisure, recreation and sport needs of those 
with a spinal cord injury. In order to facilitate 
a smooth transition from rehabilitation to 
community, they must have knowledge of 
community programs that are able to include 
patients who are returning to the mainstream 
and ensure that there is some type of follow-
up done with patients to assess their leisure 
reintegration. Developing partnerships with 
community organizations will facilitate the 
exploration of community-based resources 
and access to facilities as a part of a patient’s 
therapeutic treatment plan. 
 In addition to an awareness of 
community-based programs and facilities, 
therapists should also be connected with other 
physically active individuals with spinal cord 
injuries who live in the community. By 
establishing and nurturing these relationships, 
mentor support programs can be developed so 
that newly injured clients can be connected 
with these individuals to obtain the peer 
support that is so effective in promoting a 
smooth leisure adjustment. As well, these 
people can be invited to share their 
experiences and strategies for remaining 
physically active at organized education 
sessions to patients and staff in the 
rehabilitation facility and provide equipment 
and activity demonstrations. 
 Finally, as echoed by study 
participants, exposure to a wide variety of 
trial opportunities is essential from a practical 
and an educational perspective. Partnerships 
with community-based programs and access 
to peers can serve this purpose. Addressing 
policy issues should be considered as part of 
an awareness strategy that recreation 
therapists direct at the other rehabilitation 
staff. In this regard, the Canadian Therapeutic 
Recreation Association can take the lead in 
developing national education initiatives to 



Adapting to an Active Lifestyle 
 

 33

inform rehabilitation institution administrators 
and staff. 
 
Recommendations for Further Research 
 

Throughout this study there were 
references to demographic factors that played 
a role in determining the leisure and physical 
activity behaviours of participants. While 
these were recognized, more thorough 
investigation of certain variables would shed 
more light on the impact of these factors. The 
common concern about the cost of adapted 
sport and recreation equipment suggests the 
need to consider how levels of income are 
associated with physical activity levels and 
the types of activity that people engage in. 
Also suggested by this research was the 
impact of a family on the level and types of 
leisure activity that a person takes part in. 
Because only one participant had her own 
family, the significance of this demographic 
variable was not fully examined or 
appreciated. Further investigation in this area 
could reveal the differences that a family 
makes to the pursuit of leisure-time physical 
activities for persons with a spinal cord 
injury. Other demographic variables that 
could be further examined using either 
qualitative or quantitative methods include 
age, education, gender, and employment. 
 A past study by Shaw, Bonen, and 
McCabe (1991) has assessed the strength of 
different leisure constraints on participation. 
Given the variety of constraints that have 
been examined in this study, it would be 
interesting to determine the relative strength 
of these factors. Determining the relative 
importance of leisure constraints would 
suggest the priority of interventions that could 
be made to deal with them. 
 The immediate and ongoing 
psychological implications that a spinal cord 
injury has on physical activity preferences 
and pursuits is another area that warrants 
further research. The consequences that 

negative occurrences such as incontinence, 
self-confidence, intimidation, and others that 
were introduced in this study have on leisure-
time physical activity behaviour could be 
further studied from a psychological 
perspective. Likewise, more focus on the 
effects of positive experiences on leisure 
attitudes, adjustment and habits could also be 
insightful. 
 To facilitate better client education, a 
review of current training materials and 
curricula is required to determine how they 
can be enhanced to provide this information. 
With this as a foundation, resources and 
interventions to fill the gap could be 
developed. 
 Apparently there are a limited number 
and little variety of leisure-time physical 
activities that are available to persons with a 
spinal cord injury through the ‘mainstream’ 
sport and recreation systems. To address this 
matter, it may be appropriate to investigate 
how the stakeholders who facilitate physical 
activity involvement for this population can 
better collaborate with community-based 
agencies to ensure that opportunities are more 
available through public and private sector 
organizations that serve the leisure and 
physical activity needs of the general 
population. 
 Directing future research efforts to 
these areas and gaining a better understanding 
of the leisure-time physical activity issues that 
confront persons with a spinal cord injury will 
allow rehabilitation professionals, activity 
facilitators as well as individuals with a 
disability to better address and react to the 
issues of concern. 
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Abstract 
 
Our understanding of the extent to which recreation staff are attempting to provide more open 
environments by introducing  more and varied community access recreation programs is quite 
limited. The purpose of a nation-wide study of recreation and leisure programs and opportunities 
in long-term care facilities was to examine the extent to which such initiatives were being 
introduced in long-term care facilities across Canada and try to identify factors that might 
impede the creation of more open environments. This paper presents some of the results from 
that project. Results suggest that although long-term care facilities appear to be making progress, 
the diversity of opportunity in recreation is not yet achieving levels expected in truly “open 
environments”. The majority of recreation programs and opportunities provided in Canadian 
long-term care facilities continue to be in-house recreation programs. Creative and effective 
ways of addressing and overcoming the challenges and constraints faced by recreation 
professionals in trying to provide community access recreation programs are needed. 
 
 
Rationale for the Study 
 

Over 40 years ago, Goffman (1961) 
referred to long-term care facilities as “total 
institutions.” The primary characteristic of 
total institutions is an approach to care which 
emphasises meeting the needs of all residents 
solely within the confines of the facility and 
thereby not requiring community resources, 
programs, and services normally comprising 
people’s lives while still in the community. 
The inevitable consequence of such “closed 
environments” is the reduction in personal 
choice and control, restriction in the 
availability of resources, programmes, and 
services, and the disintegration of ties to the 
community (Teague & MacNeil, 1992). 
Residents living in long-term care facilities 
generally do not have opportunities to 
continue valued roles and activities in the 
community as well as relationships with 
people outside of the facility and, therefore, 
can become isolated, lonely, and depressed 

(Bitzan & Kruzich, 1990; Charron, 1992; 
Parmalee, Katz, & Lawton, 1992a, 1992b). 

More recently – and with mounting 
critiques of the total institution as well as the 
medical model of care – alternative 
philosophies and approaches to care have 
been emerging. This shift in the culture of 
long-term care has resulted in a movement 
towards “person-centred” or “resident-
focused” care and providing more “open 
environments” (Teague & MacNeil, 1992), 
such as those based on the Eden Alternative 
(Thomas, 1996). An open environment 
emphasises the availability of a wide variety 
of options (i.e., resources, programmes, and 
services), freedom of choice to select from 
among these options, open access to options 
and/or information, and maintenance of 
contact with the outside world (Teague & 
MacNeil, 1992). In short, the basic premise is 
that open environments are richer and more 
humane environments and ensure higher 
quality of life for persons living within those 
settings (Rowles, Concotelli, & High, 1996). 
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Staff responsible for recreation and 
leisure services can play a major role in the 
creation of more open environments, 
particularly by providing a number of 
opportunities for continued involvement in 
the community for the residents. Maintaining 
connections with the community has many 
psychological and social benefits, such as 
feeling needed and a sense of contribution to 
society, feeling a sense of accomplishment, 
being able to continue to demonstrate abilities 
and strengths, having a sense of being 
connected to a larger group, and maintaining 
valued role status (Hutchison & McGill, 
1998; Pedlar, Dupuis, & Gilbert, 1996). Yet, 
our understanding of the extent to which 
recreation staff are attempting to provide 
more open environments by introducing more 
and varied community access recreation 
programs is quite limited. The purpose of a 
nation-wide study was to examine the extent 
to which such initiatives are being introduced 
in long-term care facilities across the country 
and try to identify factors that might impede 
the creation of more open environments. This 
paper presents selected results from the study. 
 
Method 
 

To inform our understanding or 
recreation and leisure programs and 
opportunities in long-term care facilities in 
Canada, a comprehensive survey was 
developed. The survey consisted of five 
sections. The first section focused on the 
provision of in-house and community access 
recreation programs and various elements 
associated with provision such as percentage 
of residents and family who regularly 
participate in various recreation programs and 
the perceived successfulness of various 
programs in enhancing the overall quality of 
life of residents. The second section focused 
on perceptions of community outreach 
recreation programs. The third was designed 
to examine the constraints or challenges to 

providing community outreach recreation 
programs. The last section included open-
ended questions that asked respondents to 
identify the top three challenges and top three 
rewards associated with providing recreation 
in long-term care facilities in general. The 
final section focused on demographic 
information about the facilities and the 
respondents. 

The survey was sent to activity 
directors and recreation supervisors in all 
government legislated facilities classified as 
nursing homes, homes for the aged, or the 
equivalent in Canada. The Guide to Canadian 
Healthcare Facilities published by the 
Canadian Healthcare Association was used to 
identify appropriate facilities. A number of 
definitions were included on the survey to 
clarify the differences between types of recre-
ation programs being referred to throughout 
the survey. The definitions included were: 
 
Recreation programs – provided purely for 

entertainment and to enrich the lives of 
residents in the facility. 

 
Therapeutic recreation programs – one-on-

one/small group, goal-oriented programs 
directed towards enhancing the physical, 
social, and/or psychological well-being of 
the residents, and typically provided by a 
trained professional. 

 
In-house recreation programs – recreation 

programs offered by facility staff and held 
within the facility itself, including 
therapeutic recreation programs. 

 
Community outreach recreation programs – 

opportunities for residents to participate in 
recreation programs and at facilities in the 
community. 

 
In-house community recreation programs – 

initiatives to bring community groups and 
programs for recreation to the facility. 
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Results 
 

A total of 1,398 surveys were 
distributed across Canada with 507 completed 
and useable surveys returned (36% response 
rate). The majority of facilities were publicly 
operated (54.0%) with others under private 
ownership (36.5%) or run by charitable 
organisations (10.4%). The average number 
of residents per facility was 93.5 (Range=14 
to 510). There was a high staff-to-resident 
ratio within the facilities with each recreation 
staff member responsible for 27.4 residents on 
average. Over half (55.3%) of the resident 
population had some degree of cognitive 
impairment and 51.1% of the residents had 
some degree of physical and/or sensory 
impairment.A very large majority of the 
respondents (91.6%) were female, with the 
average age of respondents being 41 years 
(Range=20 to 68 years). Over three-quarters 
of the respondents (76.1%) reported having 
formal education in therapeutic recreation, 
although only 20.0% had university degrees 
in recreation or therapeutic recreation and 
27.6% had college diplomas in recreation or 
therapeutic recreation. Respondents had 
worked in long-term care for an average of 11 
years (Range=less than a month to 35 years). 
The majority of the respondents (34%) were 
from Ontario, however, good representation 
from across Canada was received 
(West=24.7%; BC= 16.2%; Quebec=12.6%; 
and Atlantic Canada=12.5%). 

In measuring frequency of recreation 
program provision, respondents were asked to 
indicate the number of times each of 32 
different in-house recreation, in-house 
therapeutic recreation, in-house community 
recreation, and community outreach programs 
were offered in a typical month. The results 
indicated that in-house recreation programs 
comprise the majority of recreation 
opportunities offered to residents in long-term 
care facilities in Canada, both in terms of the 
numbers of different types of activities as well 

as how frequently they are provided. All types 
of recreation activities and programs are 
offered, on average, 137.5 individual times in 
a typical month (SD = 103.4) in long-term 
care facilities in Canada. Of all these discrete 
offerings, community outreach and in-house 
community recreation programs represent on 
average only 15.8% (SD = 11.9) of the total 
provision, whereas in-house recreation 
programs make up 72.1% of all offerings. 
Coupled with the relatively lower frequencies 
that community access recreation pro-
grammes are provided in a typical month, 
these findings suggest that the diversity of 
opportunity in recreation is not achieving 
levels one might expect in truly open 
environments. Consequently, the question 
turns to those factors that might be 
contributing to the inability to create more 
open environments through recreation 
provision. 

A number of perceived constraints to 
providing community access recreation 
programmes appear to be related to the provision 
of such programmes. Respondents were asked 
to indicate on a 7 point scale the extent to 
which they agreed or disagreed that each of 
28 constraints represented a barrier to 
providing community outreach recreation 
programs at their facility. The top rated 
constraint was low functional ability of the 
residents, followed by lack of accessible 
programs suited to special needs, and lack of 
outreach programs open to residents (see 
Table 1). What is interesting and promising is 
that of the top ten constraints reported by 
recreation directors, most of them are factors 
that can be changed. 
 
Implications for TR Practice 
 

The results suggest that although long-
term care facilities appear to be making 
progress, the diversity of opportunity in 
recreation is not yet achieving levels expected 
in truly “open environments”. A large 
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majority of the recreation and leisure 
offerings in long-term care facilities continue 
to be in-house recreation programs and much 
fewer opportunities are provided for residents 
to remain involved with and in their 
communities. In order to provide more open 
environments in long-term care facilities in 
Canada, recreation staff need to find creative 
and effective ways at addressing the 
challenges and constraints they face in 

providing community access recreation 
programs. In addition, much more research is 
needed that examines other factors that might 
be impeding the creation of more open 
environments in long-term care facilities, and 
identifies specific, effective strategies that 
might be used by recreation staff to provide 
more open environments for their residents. 
 

 
Table 1 

Perceived Constraints to Providing Community Outreach Recreation Programs 
in Long-Term Care Facilities 

 

Perceived Constraints n Meana SD 

 
Low functional ability limit residents’ participation .................... 493 5.52 1.74 
 
Lack of accessible programs suited to special needs.................... 486 5.07 1.71 
 
Lack of outreach programs open to residents ............................... 488 5.05 1.86 
 
Residents fearful of leaving safety/comfort of facility ................. 491 4.93 1.57 
 
Resident-to-staff ratio to high for program success...................... 483 4.89 1.79 
 
Not enough time to implement/run outreach programs................ 481 4.85 1.88 
 
Community-run programs ignore LTC residents ......................... 483 4.84 1.80 
 
Behavioural challenges of residents limit participation................ 488 4.79 1.68 
 
Lack of volunteers to assist in providing outreach programs. ...... 492 4.73 1.88 
 
Not enough time to plan/develop outreach programs................... 483 4.63 1.90 

 
a mean level of agreement of perceived constraints to providing recreation in LTC 

(7=“very strongly agree”, 1=“very strongly disagree”) 
 
Note 
 
This project was funded by the Murray 
Alzheimer Research and Education Program 
at the University of Waterloo. To obtain a 
copy of the final report, which includes the 
results from all aspects of the survey as well 
as comparisons by region of the country, see 
page 41. 
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