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Foreword 
 
 

We are pleased to present the second 
volume of the TRO Research Annual and 
excited about a new initiative that has been 
introduced in this volume focused on high-
lighting professional practice issues and 
exemplary TR programs. We have added this 
feature to encourage the discussion of practice 
issues faced by TR practitioners and the 
sharing of innovative TR programs being 
conducted across the country. Along with the 
board of directors, we have added a fifth 
objective of the journal to reflect this new 
initiative. 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 Recre-
ation in Ontario; 

 
3. to stimulate the continuous develop-

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

 
4. to promote communication between 

researchers and practitioners; and 
 

5. to highlight professional practice 
issues in TR and exemplary TR 
programs across the country. 

 
As part of the new initiative, this volume 

includes a discussion of issues related to 
diversity among older adult Canadians written 
by Jessica Luh. Two exemplary collaborative 
programs are highlighted in this issue. The 

first creative art program was designed by the 
Art Therapy staff in collaboration with the 
Recreation Therapy staff at Sunnybrook & 
Women’s College Health Sciences Centre 
(see Bayly & Stephens). The second program 
is designed for person’s living with late-stage 
dementia conducted in joint partnership 
between Music Therapy and Recreation 
Therapy at the same facility (see Gibson, 
Morris, & Long). We invite TR practitioners 
to share their issues related to practice and 
innovative programs with other practitioners 
working in recreation and leisure across 
Canada. 

We were pleased this year to receive an 
article from Lynn Horst, Jo-Anne Burleigh, 
and Andrea Townson from the G.F. Strong 
Rehabilitation Centre in Vancouver examin-
ing issues related to television viewing for 
patients with a spinal cord injury. We 
welcome other submissions from practitioners 
and researchers working in different settings 
across the country. 

Research is important to the continuing 
development of the therapeutic recreation 
profession and to the design of strong, 
effective therapeutic recreation programs. 
Canadian practitioners and researchers play a 
critical role in this process. We hope that this 
journal encourages TR practitioners working 
in Canada to think about research in the 
context of their own programs and that it 
provides a venue for practitioners to share 
research initiatives, practical issues, and 
innovative programs with others who might 
benefit from their insights. 
  
 
Adrienne Gilbert Sherry Dupuis 
Co-Editor Co-Editor 
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Implementing Drum Circles in the Nursing Home: 
The Facilitator’s Perspective 

 
Lori Schindel Martin, Chris Hagens, Sarah McDowell, Jeanette O’Leary, 

Brigitte Bonas, Shelley Waxman, Barbara Abraham, Pat Morden, 
Amy Chong Cockburn, Corry Harris, and Lisa Rozon 

 
 

Abstract 
 
A qualitative ethnographic study was undertaken at a long-term care facility in southern Ontario, 
Canada to describe the experiences observed by nursing home residents and day program 
participants taking part in a drum circle program. This paper will describe the experiences and 
observations made by drum circle facilitators as captured through a focus group and audio-taped 
individual interviews conducted to document their impressions of the impact of the program and 
their experiences with facilitation. In addition, this paper will explicate the critical role played by 
the facilitator in ensuring that such a program is successful. The observations and interviews 
support that vibrotactile instrumental rhythm playing is a positive experience for the majority of 
the participants, enhancing communication, providing an opportunity for mastery, and promoting 
communal music-making. 
 
 
 
Rationale for the study 
 

Rhythm is a universal language that 
encourages dialogue and connectedness 
between members of a community at a 
fundamental creative level (Hull, 1998). 
Implementing vibrotactile rhythm playing or 
drum circles in the long-term care facility is 
one vehicle that therapeutic recreation staff 
can use to recreate the essence of a 
rhythmaculture, whereby the experience of 
belonging is solidified by communal music-
making. Unfortunately many traditional 
nursing home and day program activities can 
be very exclusionary, meaning that only small 
groups of persons with similar functional-
cognitive attributes participate together. 
Activities are not well suited for persons 
across a broad range of functional-cognitive 
abilities. It was the desire of the activity staff 
at the facility where this research project took 
place to find a program they could implement 

that would not only maximize the remaining 
strengths of residents of the nursing home and 
clients of the day program, but also encourage 
them to live out the sense of creativity, joy 
and playfulness fundamental to the goals of 
the organization.  

It was our hypothetical position that drum 
circle participation would enrich the life 
experience of elderly participants. However, 
the enjoyment with which participants 
experience the circle is a phenomenon that is 
not well described in the literature. After 
conducting a literature search and reviewing 
pertinent articles, four research-based papers 
that dealt explicitly with rhythm playing were 
identified (Aldridge, 1994; Clair, Bernstein & 
Johnson, 1995; Clair & Bernstein, 1990a; 
Clair & Bernstein, 1990b; Kelleher, 2001; 
Mathews, Clair & Kosloski, 2000; Silber, 
1999). These studies were quantitative in 
nature, examining the suitability of rhythm 
applications to stimulate purposeful responses 
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in persons with dementia. For example, 
Mathews, Clair & Kosloski (2000) described 
the frequency, intensity, and duration with 
which residents suffering from dementia 
participated actively in drum circles as 
compared to other types of activity pro-
gramming such as generic music programs 
and sing-a-longs. It was of great interest to us 
that drumming be explored from its 
experiential base, since, while duration of 
playing may imply concentration and capacity 
to drum, it is not necessarily an indication of 
pleasure, enjoyment or program success. It 
was determined that previous studies have not 
explored drumming from the perspective of 
the observed emotional behaviour or intuited 
feelings of the drummer. In addition, the part 
played by the facilitator in ensuring the 
success of such a program is absent from the 
research literature. This paper will focus on 
the experiences and viewpoint of the drum 
circle facilitators.  
 
Research Questions 
 

1. What do facilitators perceive to be 
the impact of drum circle 
participation on residents with a 
broad range of functional-cognitive 
capacity? 

 
2. What role do facilitators play in 

ensuring a positive experience for 
drum circle participants? 

 
Methods 
 
Setting 
 

The study was conducted at a not-for-
profit, teaching long-term care facility that 
consists of four, 15 bed houses (n=63 
residents) and a 54 client adult day program. 
The drum circles were conducted in the 
activity area of one of the 15 bed houses and 
in the sunroom of the day program setting. 

The drum circles took place on an average of 
twice a week. A sampling of the drum circles, 
including both residents and facilitators, was 
observed over a five-month period. 
 
Sample 
 

The drum circle facilitators were 
instrumental in inviting residents to join in 
each drum circle, using their discretionary 
judgment regarding who would be canvassed 
to join in on any particular session. 
Participation in the drum circles was not 
exclusionary. It was the research team’s 
desire to observe and record a variety of 
resident experiences, therefore, participation 
was not standardized. For the nursing home 
drum circles, residents from each of the four 
houses were invited to enter the circle. The 
total pool of nursing home residents from 
which participants were invited was 63 and 
the majority of these persons participated at 
least once during the study. Residents’ wishes 
about participating were respected, as is the 
case for all activity programs taking place at 
the facility. All participants were Caucasians. 
The participants ranged in age from 60 to 102 
years of age (Mean=84 years). Twenty-seven 
per cent of participants were male, while 73 
per cent of participants were female.  

A similar process of invitation took place 
for day program participants. While the total 
client population of the program is 54, daily 
attendance ranges from 12 to 20 persons over 
four days of the week. Observations of the 
day program drum circles took place over 
several days of the week with different clients 
in attendance. The day program participants 
ranged in age from 54 to 92 years (Mean=78). 
Overall, the drum circle participants from the 
nursing home were more likely to be female, 
older and more severely regressed if they had 
a dementia, as compared to the day program 
participants. Participants representing a broad 
range of functional-cognitive capacity were 
included in the sample in order to establish 



Implementing Drum Circles in the Nursing Home 
 

 3

the impact of drum circles on persons with 
remaining strengths that were diverse. 

In addition, each of the four drum circle 
facilitators was interviewed in order to 
capture their accounts of the drumming 
experience. 
 
Procedures 
 

The study was designed using qualitative, 
ethnographic field methods to describe the 
experience of older persons and facilitators 
participating in drum circles. Data collection 
methods included participant and non-
participant observations of the drum circles 
and “real time” interviews with drum circle 
participants and facilitators. Field notes were 
recorded by two to three observers in twenty 
drum circle sessions. Nine observations were 
made in the day program and eleven 
observations were made in the nursing home 
over a five month time period. Multiple 
observers were used in order to capture the 
experience of the circle as completely as 
possible and to provide an opportunity for 
confirmation of data. A paper describing the 
results of the observations of resident 
behaviour during drum circles has been 
published elsewhere (see Schindel Martin, 
McDowell, et al., in press).  

In addition to the observations, a focus 
group involving the drum circle facilitators 
was conducted in order to capture their 
experiences in the drum circles. A single 
trained research assistant also interviewed all 
four of the drum circle facilitators indivi-
dually in order to capture their perceptions of 
the experience. The interviews were between 
20 and 30 minutes in length, were audio taped 
and transcribed. 
 
Data Analysis 
 

The audio taped interviews and focus 
group data were transcribed and subjected to 
line-by-line thematic content analysis. Team 

researchers read the data independently to 
identify emerging themes. After all data were 
reviewed individually, research team 
members met as a group to discuss the coding 
schema and confirm emergent themes. 
 
Results 
 
Experience of the Circle 
 

For the purposes of the study, the drum 
circles were fully participatory, conducted in 
a concentric circle formation, using rhythm 
instrument such as djembes, tubanos, 
bodhrans, shaker sticks, shaker eggs, 
tambourines and maracas. The rhythmic 
instruments were distributed to participants by 
the facilitators. 

Overall, as seen through the eyes of the 
facilitators, the drum circle experience was a 
positive one for both the day program and 
nursing home participants. After the first few 
circles, it became evident that the participants 
of both the day program and nursing home 
circles would initiate the drum beat 
themselves, independent of the leadership of 
the facilitator. Facilitators reported that 
participants looked forward to the experience 
with excitement, maintaining a high level of 
fascination. Several nursing home residents 
were reported to participate in no other 
programs, either because of lack of interest or 
severe regression associated with cognitive 
impairment. Consequently, facilitators were 
very enthusiastic about the capacity of the 
drum circle experience to be inclusive for 
residents with a broad range of functional-
cognitive strengths who would not normally 
participate together with such positive results. 

From an observational viewpoint, the 
facilitators each had a unique style. For 
example, some facilitators were exuberant 
and celebratory, while others were more 
subtle and controlled. However, all facilitators 
incorporated the same principles of orche-
stration they had learned in their training 
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sessions and were, therefore, instrumental in 
bringing the individual drummers in each 
session together to play as one unit. Each 
drum circle began with a simple rhythm, 
followed by a chant, a call-response game, 
and then a follow-the-leader game that 
allowed each participant to orchestrate the 
ensemble. Jamming between co-participants 
and solo performances was encouraged. Each 
session ended with participants being 
congratulated by the circle facilitator, and 
encouraged to join in the circle next time, 
should they wish. 

The drum circles in the nursing home 
ranged in length from 21 to 52 minutes 
(Mean=37 minutes). The day pro-gram circles 
tended to be slightly shorter, ranging from 25 
to 46 minutes (Mean=32 minutes). The day 
program circles ranged from 13 to 17 
participants (Mean=15 participants). Nursing 
home circles were typically smaller, ranging 
from eight to 17 participants (Mean=10 
participants). 
 
Emergent Themes 
 

After analyzing the observational field 
notes, the research team identified the 
following emergent thematic behaviours that 
illustrate their role as “magical” maestro. The 
thematic categories that emerged were: 
creating the orchestra, introducing the beat, 
finding the balance, taking a back stage, 
celebrating the creative moment, under-
standing the impact of self, knowing when to 
end the session, keeping it special, and 
acknowledging the personal impact. 
 
Creating the orchestra  
 

The facilitator of the circle played a 
profound and fundamental role. Each 
facilitator set the stage for the whole 
experience, and introduced the circle by 
calling the participants to order through a 
series of warm-up exercises. This brought the 

individual drummers together as part of a 
communal group, ready to create something 
musical together. As one facilitator described: 
 

I warm them up, clapping, loosening 
up their hands, stamping their feet, 
then I introduce myself, and they 
introduce themselves to each other. 
It’s very social. They all get into it that 
way.  

 
Introducing the beat 
 

The facilitators stayed attuned to the 
natural rhythm of the circle participants, 
playing up that rhythm so that it lead the 
group, and the rhythm took on a life of its 
own. The facilitators also described intro-
ducing new rhythms that fit with the original 
beat to ensure that interesting, complex 
sounds layered over simpler rhythms. As one 
facilitator stated: 
 

I look at the residents to see who is 
taking a role, look for stronger 
drummers whose rhythm can lead the 
group. If the sounds are mixed up they 
don’t get bored. 

 
Finding the balance 
 

The facilitators identified that it is critical 
to the experience of the group that one watch 
to ensure everyone has a fair chance to lead. 
In some instances, participants with a greater 
degree of cognitive impairment would tend to 
extinguish a more complicated group rhythm, 
taking over with one that was more driving 
and repetitive. One facilitator described 
working hard to make sure that this did not 
happen by playing and interacting with 
drummers individually to encourage everyone 
to follow the predominant beat. She stated: 
 

A difficult thing is to make sure 
everyone is respected if “C” is playing 
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and playing. How does one balance 
individual musicianship with the 
group experience? It is challenging to 
facilitate the group so that everyone 
gets a fair shake. 

 
Taking a back stage 
 

However, as in the case of the enlightened 
parent, the facilitators indicated that one must 
know when to take back stage and let the 
group find its own expression. As one 
facilitator stated: 
 

I just put out the drums and others set 
the rhythm. I help set up and I am 
there, but they often lead themselves. I 
can suggest a beat if the circle is 
slowing down, but they often lead and 
make the sound their own. 

 
Celebrating the creative moment 
 

The facilitators all noted that there was a 
particular sense of accomplishment when the 
group was going well. It was a feeling as 
much as anything, intuited from the facial 
expressions, body language and vocalizations 
of the participants. As one facilitator stated: 
 

When they are all into it, we are all so 
together. It’s a group thing. When I 
feel they are with me, I’ll say 
LOUDER, and then sssoooooffftttter, 
and we just keep going and going, 
then I’ll say “rumble”, that really loud, 
cacophony of sound, and we go up 
and down, and I just love it when I say 
“stop” and they all stop and it just 
happens. 

 
Another described: 
 

I love the originality after all this time. 
When they suddenly start doing some-
thing different on their own. Like “H” 

has started singing along with her 
drumming and that’s brand new, she 
never did that before. It just gets so 
energetic, they are communicating 
with me and energetic and trusting me, 
there is good eye contact, they are 
smiling, and they are buoyant and 
happy. 

 
The facilitators all felt that there undoubtedly 
was a capacity for the drum circle experience 
to equalize the playing field, by allowing 
those participants with severely regressed 
cognitive abilities to play side-by-side with 
skill and pleasure in the company of those 
more cognitively aware. As one facilitator 
stated: 
 

This is really beneficial because they 
don’t have to be musical. There is no 
right or wrong so there is going to be a 
feeling of accomplishment. They don’t 
need to remember the words of a song, 
or carry a tune, they just support each 
other in the rhythm. 

 
Another facilitator described it this way: 
 

The drum circle is a way of com-
municating for people who can’t 
participate in other programs. They 
are getting an experience that is totally 
innate to them. They can talk back to 
me with the drum, even if they can’t 
speak. You can see their individual 
personalities. Some are BANG, 
BANG, BANG [indicates extreme 
loudness], others are more quiet, so I 
try to go back and forth in their styles 
with them. 

 
And another explained: 
 

The drum circle experience communi-
cates emotion. They get to release 
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their stress, they beat out their 
frustrations.  

 
Two facilitators gave the same example 
during their individual interviews describing a 
spontaneous jamming session in which they 
had both participated. Of greatest significance 
was that each of the drummers in this session 
was significantly cognitively impaired. One 
resident in particular was aphasic. As one 
facilitator described: 
 

I remember one session, we had 
finished, and they were drinking juice, 
but “C”, “H” and “A” all still had their 
drums, and they just started playing 
together from different spots in the 
room. It was spontaneous and so 
gratifying, like they really knew they 
were playing together. I grabbed a 
cowbell and joined in. It was a 
marvellous feeling. 

 
Understanding the impact of self 
 

All facilitators had stories to tell that 
reflected upon the need to have wisdom and 
insight to recognize when their own mood 
was impacting upon the group. One facilitator 
explained: 
 

When things are not going well, it’s 
either my energy or not being in the 
right frame of mind. If the group is 
fatigued, or I am fatigued, you can 
only encourage them so much. If 
somebody wants to leave, I let them 
go, they have had enough, because 
they have to be in the right frame of 
mind too. 

 
Another facilitator stated: 
 

There was one circle particularly that I 
can think of, I was not…vibrant... I 
was feeling sorry for myself, I was not 

open to the experience and was not as 
energetic as I usually am. Things did 
not go well, I felt down and depressed 
because I had experienced a difficult 
meeting just before. It impacted on 
how I led the drum circle, and I 
promised myself never to let that 
happen again. I was the problem. 

 
Knowing when to end the session  
 

Facilitators all stated that there is a sense 
when one knows that the drum song has come 
to its natural end. As one facilitator described: 
 

During one drum circle, there was a 
feeling of total connectedness. And 
everyone ended at exactly the same 
time. There was no plan, nothing 
written down, it just started, there was 
a beginning, a middle, a crescendo, 
decrescendo, and then it just ended, 
and it just happened. It was quite 
magical. 

 
Keeping it special 
 

The facilitators identified that there is a 
timing issue involved in order to ensure that 
the experience is what it should be – 
“special”. If the drum circle happens too 
frequently, it becomes matter of course and 
loses its sense of ritual or magic. As one 
facilitator explained: 
 

I think there needs to be breaks from 
the circle. It needs to be every second 
week, or three out of four weeks, 
certainly not several times a week. It 
would have a major negative impact 
on them if we stopped doing them, of 
course. What I mean is that absence 
makes the heart grow fonder. You can 
do this too much so that it looses its 
meaning. If we take a break from it, it 
remains special. 
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Acknowledging the personal impact 
 

The facilitators all stated that there was a 
great positive impact on themselves pers-
onally as a result of participating in the drum 
circle programme.  As one stated: 
 

It is an evolving programme that 
evolves and grows with each set of 
people that join in. It takes a lot of 
energy, but I always feel good, it 
leaves me with a positive feeling. 

 
Implications for TR Practice 
 

The results of the overall study support 
the hypothesis that participation in drum 
circles promotes mastery, pleasure, and 
communication. Drum circles provide an 
opportunity for music making that strengthens 
a sense of community and belonging between 
all drummers regardless of functional-
cognitive deficits. While the facilitator plays a 
fundamental role in setting the stage for the 
experience, there is an interdependent alliance 
between drummers and facilitator that 
empowers everyone. The skilled facilitator 
becomes a “magical maestro,” creating a 
“give-and-take” and an “ebb-and-flow” 
between leadership and partnership so that the 
individual drummers in the group produce a 
sound as one. 

Trained therapeutic recreationists already 
have the skills to run successful community 
drum circles. They have developed the ability 
to motivate participation, monitor group 
response, and to sense when to lead and when 
to step back. Enthusiasm, energy, and a sense 
of fun and playfulness are all strengths that 
the recreationist can bring to the circle. 
Drums and rhythm instruments are widely 
available at most music stores. Some 
instruments, such as Remo® drums, are made 
of synthetic materials that are very durable 
and don’t require tuning. However, drums can 
be made by members of the activities 

department in those facilities operating on a 
tight budget. Alternately, a facility may be in 
a position to enter into an agreement with a 
neighbouring facility so that instruments are 
shared between them (Kelleher, 2001). 
Recreationists can learn basic drum facilita-
tion techniques by attending workshops, 
sometimes offered through local music stores. 
These techniques are also described in 
drumming manuals (see, for example, Hull, 
1998). It is also helpful to invite guest 
facilitators from time to time, as they bring 
new ideas and excitement to both participants 
and group leaders in the long-term care 
environment. 

It is strongly recommended that drum 
circles be incorporated into the regular 
activity programs in long term-care facilities 
and day programs, particularly those that 
provide services to persons with dementia. 
The results from this study suggest that when 
persons with dementia participate in the drum 
circle, it fosters a communication capacity 
that is far beyond their typical experience. 
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Television Watching and People with Spinal Cord Injuries 
 

Lynn Horst, Jo-Anne Burleigh and Andrea Townson 
 
 

Abstract 

Television watching as a sedentary and often solitary leisure activity has traditionally been found 
to negatively impact social interaction patterns and physical activity levels. This may be 
especially true for people who have spinal cord injuries, further complicating pre-existing health 
and motivation difficulties. Spinal cord injuries can cause people to be more vulnerable to many 
physical and medical conditions, as well as emotional stresses. However, although the act of 
television watching increases the risk and severity of these issues, it continues to be a more 
frequent and common leisure time activity for many people following a spinal cord injury. This 
study involved 17 in-patients involved in the Spinal Cord Injury Program at the G.F. Strong 
Rehab Centre in Vancouver, B.C., and consisted of a six-question open interview regarding 
patients’ opinions and feelings about television. Results of the survey were used to determine the 
impact of moving the patient television between common rooms on the floor. 
 
 
 
Introduction 
 

A physically and socially active leisure 
lifestyle is an important part of life – it 
defines who we are; contributes to physical, 
mental, and emotional health; increases life 
expectancy; and enhances overall well being 
and quality of life. A healthy leisure lifestyle 
can also contribute significantly to self-
esteem; a positive self-image; a sense of self-
importance; life satisfaction; and a reduction 
in stress, loneliness, and isolation (Canadian 
Parks & Recreation, 1997). 

A spinal cord injury (SCI) can leave an 
individual facing many physical and social 
barriers to the maintenance of a healthy 
leisure lifestyle. These barriers may lead the 
individual to become isolated in the home, 
and involved in mainly sedentary leisure. It 
has been reported that 31% of individuals 
with SCI report leaving their home less than 
once per week, and that television watching 
has been identified as the most typical activity 
for people with SCI in the community (Lee, 
Brock, Dattilo, & Kleiber, 1993). This has 

been linked to higher levels of boredom and a 
more negative life view (Lee, Mittelstaedt, & 
Askins, 1999), as well as poorer body image, 
increased tolerance for violence, pessimism, 
tension, and the replacement of healthier 
leisure activities (Tucker, 1988). In addition, 
since people with SCI are already at an 
increased risk for secondary medical 
problems such as pressure sores, urinary tract 
infections, fatigue, and gastrointestinal 
problems (Gerhart, Weitzenkamp, Kennedy, 
Glass, & Charlifue, 1999), as well as de-
pression, financial problems, stress, and help-
lessness (Coyle, Shank, Kinney, & Hutchins, 
1993), sedentary activities such as TV watch-
ing can also contribute to and compound these 
issues. 

Therefore, the act of TV watching, 
although a passive and sedentary activity, has 
the potential to be detrimental to an in-
dividual’s physical and emotional well being 
if used excessively. Yet, it remains the most 
common leisure time activity for people with 
SCI in the community. 
 



Horst, Burleigh, and Townson 
 

 10

Rationale for the Study 
 

Debate ensued over the removal of a large 
screen TV from the common room/meal area 
to a separate TV lounge on the spinal cord 
program at GF Strong Rehab Centre. Some 
staff members felt that placement of the TV in 
the common room/meal area was creating a 
less social atmosphere. Others felt that it gave 
patients something to do while they ate their 
meals. A secondary issue was the fact that 
some patients required supervision for their 
meals for medical reasons and the TV was a 
possible distraction from the task of eating. 

After the TV was moved, the staff’s 
impression was that social interaction during 
mealtimes in the common room was 
enhanced. However, staff also felt that 
patients were going to bed earlier than they 
previously had in order to watch TV in their 
rooms and, therefore, were spending more 
time socially isolated. 

Some patients reported that the new 
location of the TV was less inviting and 
comfortable, and that the move had made the 
TV less accessible and actually led to fewer 
social interactions between patients. A 
decision was made to survey the patients to 
try to get a more accurate impression of their 
feelings about the new location of the TV. 
 
Method 
 

A survey of 17 inpatients involved in the 
SCI program at G. F. Strong was conducted, 
to try to determine whether patients were 
going to bed earlier in order to watch TV, if 
TV was in fact being used as an alternative to 
more social leisure, or if more awareness of 
the TV lounge and other social evening 
activities available needed to be raised. The 
survey also asked patients whether they felt 
that a TV created or distracted from social 
interaction while watching in a group. The 
survey consisted of 6 questions, and was 

delivered as an open-ended interview with 
randomly selected in-patients. 
 
Results 
 
The survey findings indicated that: 
 

• Every participant except one had chosen 
to have a TV placed in their room (the 
one exception was a new admission 
who was planning on getting one). 
Reasons for this included: 

 
o something to do during bed rest; 

 
o boredom; 

 
o for company; and 

 
o to stay updated on the news. 

 
• Six participants claimed they went to 

bed earlier than they previously had at 
home. Reasons for this included: 

 
o being tired; 

 
o to get out of the chair; 

 
o boredom; and 

 
o whenever nursing has time. 

 
• One participant claimed they went to 

bed later than they previously had at 
home, others reported no change. 

 
• Three participants reported watching 

more TV than they previously had at 
home, while five participants reported 
watching less. Others reported no 
change in TV watching habits. The 
average hours of self-reported TV 
watching while an in-patient were 3.2 to 
3.7 hours per day. 
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• The following graph shows how 
patients felt the television impacted 
their social interaction levels with other 
patients: 

 
Figure 1 
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• The two reasons cited for increased 
social interaction included: 

 
o gives something in common to talk 

about, adds to conversation; and 
 

o brings people together in common 
room. 

 
• The main reasons cited for decreased 

social interaction were: 
 

o turns people into “zombies”; 
 

o others find it rude when people 
talk during TV programs; and 

 
o prefer to do one or the other, 

watch or talk, not both. 
 

• Six participants felt that social inter-
action levels depended on the situation. 

 

Implications for TR Practice 
 

TV watching is a common habit for many 
people, which may become more common 
following SCI. The negative effects of this 
sedentary and often solitary habit become 
even more detrimental to physical and 
emotional health for persons with SCI. Since 
the survey did not reveal an overwhelming 
amount of people going to bed earlier for the 
sole purpose of watching TV it was decided 
to leave the TV in the lounge, which was then 
renovated and made more comfortable for 
patients. Due to the survey, patients were also 
made more aware of the existence of this 
room and other evening social programs 
offered. Staff also claimed that the room had 
become more inviting and better utilized 
following the changes. 

It is hoped that with a raised awareness of 
their own TV watching habits, as well as an 
increased awareness of the leisure opportu-
nities available, survey participants will 
choose to participate in these more socially 
and physically active pursuits. Patients who 
have few other options for leisure while on 
bed rest can be encouraged to consider 
attempting other activities initially rather than 
developing lengthy television watching habits 
that may become hard to break following 
rehab. Leisure education for patients regard-
ing the negative impact of television watching 
may also assist these patients to consciously 
make more healthy leisure choices, and 
develop healthy leisure habits for life in the 
community. This can help them to maintain a 
healthier body and mind, and a higher quality 
of life. 
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An Analysis of Boredom for 
Persons with a Spinal Cord Injury Post-Discharge 

 
Marsha de Roos, Adrienne Gilbert, and Lynda Charters 

 
 

Abstract 
 

This study examined boredom of 110 persons with spinal cord injuries (SCI) discharged from a 
rehabilitation setting in the three years prior to the study. This study examined boredom in the 
lives of person with spinal cord injuries using the following variables: functional independence, 
free-time boredom, social contact, community participation, and leisure participation in a variety 
of activities. The instrumentation used consisted of The Free Time Boredom Measure Scale, 
Functional Independence Measure, Leisure Competence Measure, and a Demographic Profile. 
Respondents expressed that the meaningfulness of activities was far more important than the 
amount of activities in which they participated. Functional independence, social contact, 
community participation, and leisure participation all significantly influenced the amount of 
boredom an individual felt. More specifically, individuals with lower functional independence 
reported greater amounts of boredom. Those who indicated greater participation in activities, 
reported less boredom. Finally, participants with less social contacts/participation reported less 
community participation and higher levels of boredom.  
 
 
 
Rationale for the Study 
 

Spinal cord injuries (SCI) are acknow-
ledged as one of the most traumatic injuries 
and disabilities that can happen in one’s life 
(Lee, Brock, Dattilo, & Douglas, 1993; Lee, 
Dattilo, Kleiber, & Caldwell, 1996). This 
injury will leave an individual temporarily or 
permanently paralyzed (Canadian Paraplegic 
Association, 2000; Lee et al., 1993; Sable & 
Granick, 1999). Many decades ago, a spinal 
cord injury would have been fatal to the 
individual; 80% died two weeks after injury 
(Lee et al., 1993; Post, Ros & Schrijvers, 
1999). The rate of incidence of injury in 
Canada is 35 per year per million (Canadian 
Paraplegic Association, 1996). That translates 
into approximately 1,050 newly acquired 
injuries per year (Canadian Paraplegic 
Association, 2000). We can conclude from 
this that there are approximately 36,000 
Canadians living with SCI. 

Recent studies have shown that there is an 
increase in the amount of free time boredom 
of up to four hours a day for individuals who 
have sustained a spinal cord injury (Dattilo, 
Caldwell, Lee, & Kleiber, 1998; Lee et al., 
1993). The way the individual chooses to use 
his or her free time can significantly influence 
his or her overall well–being. Many activities 
the individuals will participate in are passive, 
non-social, and home-based (Caldwell, 
Adolph, & Gilbert, 1989; Dattilo et al., 1998). 
Also, there are many internal and external 
constraints that an individual with a spinal 
cord injury experiences in accessing 
recreation and leisure activities (Caldwell et 
al., 1989). Research suggests that fewer 
opportunities for meaningful leisure can 
eventually result in boredom. This, in turn, 
can make persons with spinal cord injury 
more susceptible to psychological problems 
such as depression, anxiety, social isolation, 
alcohol abuse and suicide (Caldwell et al., 
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1989; Caldwell et al., 1994; Dattilo et al., 
1998; Lee et al., 1993; Lee et al 1999) and 
can have negative consequences on the over-
all quality of life for individuals who live with 
a spinal cord injury (Caldwell & Weissinger, 
1994; Iso-Ahola & Weissinger, 1990).  

Ragheb, Merydith and Burlingame (1995) 
discuss boredom as “a direct result of the 
patient’s lack of desired arousal or interest in 
his/her environment” (p.4). Boredom is also 
described as the lack of pleasurable stimu-
lation. Iso-Ahola mentions boredom as an 
under-aroused state (cited in Lee et al., 1993). 
For this study, boredom was defined as an 
under-aroused state, due to the lack of 
pleasurable stimulation in one’s free time 
related to the physical, social, affective, 
cognitive and spiritual domains. 

Iso-Ahola and Weissinger (1987) looked 
at boredom in an able-bodied community. 
Boredom was examined in relation to other 
psychological, sociological and demographic 
variables. It was found that the psychological 
variables (i.e., leisure repertoire, leisure ethic, 
work ethic, leisure awareness, constraints, and 
self-motivation) contributed the most to the 
variance in boredom. Leisure awareness had 
the strongest relationship with boredom. The 
sociological and demographic variables re-
lated to boredom were income and sex.  

Similar to the results in the Iso-Ahola and 
Weissinger (1987) study, Caldwell et al. 
(1989) found that leisure awareness had a 
significant effect on participation in leisure 
activities. The variables used throughout this 
study were: perceived freedom in leisure, 
leisure identity, life view, watching television, 
perception of health, recreation participation, 
income, and length of injury. These authors 
also looked at internal and external con-
straints and barriers that affected the above 
variables. Environmental barriers such as 
snow and ice had a negative effect on the 
participation rates in leisure. An interesting 
result from this study was that individuals 
who received leisure counselling while in 

rehabilitation felt more “bored and less satis-
fied with their leisure” (p. 47). 

Caldwell and Weissinger (1994) used free 
time boredom, leisure ethic, competence, 
constraints to leisure, awareness of leisure 
opportunities, self-determination, and partici-
pation as variables in their secondary analysis 
of the existing data set from Caldwell et al. 
(1989). Lack of competence was found to 
have the greatest influence on levels of 
boredom, followed by income and leisure 
participation. The authors concluded that 
persons with spinal cord injuries perceived 
incompetence “to overshadow the influence 
of free-choice and self determination” (p. 23). 
 

Boredom is a problem, and the more 
bored you are it seems to lead to being 
sad and then depressed, etc. It’s more 
because each day is the same, day 
after day and it just seems as if you 
will never get out of it.  

 
As this respondent states clearly, boredom 

is a unique problem for persons with spinal 
cord injuries post-discharge. There has been 
little research completed on boredom of 
persons with SCI post-discharge, particularly 
in Canada. Therefore, the purpose of this 
study was to examine the boredom of persons 
with spinal cord injuries post-discharge from 
a rehabilitation setting and to better under-
stand the effectiveness of current TR services 
at Toronto Rehab related to the transition to 
community recreation. More specifically, the 
following research questions guided the 
study:  
 

1. How does boredom relate to 
patterns of leisure participation 
post-discharge? 

 
2. How do levels of boredom relate to 

levels of community participation?  
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3. Is there a relationship between level 
of functional independence and 
boredom? 

 
4. What are some of the challenges 

faced by persons with spinal cord 
injury?  

 
Method  
 

This study was developed as a partnership 
between the Toronto Rehabilitation Institute 
and the University of Waterloo. Following 
ethics approval by both the University of 
Waterloo and Toronto Rehabilitation Institute 
(TRI), a survey was mailed to 505 individuals 
who had been discharged from the TRI- 
Lyndhurst Centre in the three years prior to 
the study (1999-2002). This study utilized 
The Free Time Boredom Measure, Functional 
Independence Measure (FIM), Leisure 
Competence Measure (LCM), and a 
demographic profile. The Free Time Boredom 
Measure assesses boredom in four compo-
nents (i.e., physical involvement, mental 
involvement, meaningfulness, and speed of 
time) using a 5-point Likert scale (Ragheb et 
al., 1995). Responses are asked to indicate 
their level of agreement (1=strongly disagree 
to 5=strongly agree) with 20 items (e.g., “I 
tend to be busy with meaningless things, I am 
provided with many experiences”, “I feel 
empty”). The lower the score, the higher the 
boredom experienced by the individual. 

The Functional Independence Measure 
(FIM) assesses the level of functional 
independence in activities of daily living for 
an individual with a disability (Prasad, 
Hellawell, & Pentland, 2001). The 
competencies include: self-care, mobility, 
communication, and social cognition. A 7-
point scale is used to assess an individual’s 
level of dependency, with a score of one 
indicating total dependence on others and a 
score of seven indicating total independence. 
One of the potential limitations of this study 

is that the FIM is usually administered by 
trained professionals. In this study, the FIM 
was self-administered.  

The Leisure Competence Measure (LCM) 
was created to be consistent with the 
Functional Independence Measure and 
measures the leisure functioning of an 
individual (Kloseck, Crilly, Ellis, & 
Lammers, 1996). While the LCM is based on 
eight subscales, only two of the subscales, 
community participation and social contact, 
were used in this study. Community partici-
pation measures the skills needed to be 
successful in community involvement while 
social contact measures the type and duration 
of contact the client has with others (Kloseck 
& Crilly, 1997). The LCM was self-
administered by the participants, although it 
should be noted that the LCM itself is not 
normally self-administered.  

In order to gain a better understanding of 
the challenges facing persons with spinal cord 
injuries and to be able to put the responses 
into context, two open-ended questions were 
included on the survey. Participants were 
asked to respond to the following two 
questions: “What are the greatest challenges 
you are facing today?” and “What prevents 
you from participating in leisure?” 

The demographic profile of the 
participants included questions pertaining to: 
age, gender, sex, marital status, income, 
employment, level of education, level of 
injury (i.e., quadriplegia, paraplegia, in-
complete or complete injury), cause of injury 
(i.e., traumatic injury or disease), secondary 
medical conditions, housing and attendant 
care, and ethnicity. For the leisure partici-
pation questions, respondents were asked to 
indicate on a 7-point Likert scale (1=never to 
7=frequently) the frequency of participation 
in various activities throughout the week. The 
leisure patterns they were asked about were 
general recreation, socializing with friends, 
reading, fun and relaxation, and watching 
television. 
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The Statistical Package for Social 
Sciences (SPSS) was used to analyze the data. 
First, descriptive statistics such as 
frequencies, means, and standard deviations 
were determined for all the variables of 
interest. Next, the correlations between free-
time boredom and leisure participation, 
community participation, and functional 
independence were examined. Finally, the 
data from the open-ended questions were 
analyzed using content analysis, which 
resulted in the emergence of a number of 
common themes  
 
Results 
 

Of the 505 questionnaires, 59 were 
returned to the Lyndhurst Centre most likely 
due to change of address, leaving the final 
total sample at 446. A total of 110 individuals 
responded to the questionnaire, for a response 
rate of 24.7%. Fifty-five per cent of the 
respondents lived outside of Toronto in 
communities greater than 100,000 in 
population. The ages of the respondents 
ranged from 18 to 86 years. The mean current 
age of the sample was 53.4 years (SD=15.3) 
and the mean age of the respondents at time 
of injury was 46.4 years (SD=17.7). The 
average age of the respondents was quite high 
compared to other research studies in the 
field. One reason for this may be the effect of 
the baby boomers who are leading more 
active lifestyles then previously while taking 
more risks in their leisure time. This study 
suggested a shift from the majority of persons 
with SCI being male to an increase in females 
with SCI. Previous studies showed males to 
be 4 times more likely to sustain a spinal cord 
injury than females. The current study 
indicates that males may be only 2 times as 
likely as females to sustain a spinal cord 
injury. Seventy-seven per cent of the 
respondents were Caucasian, 7.4% were 
Asian, 2.8% were African American, and 
10.2% were of another race or ethnicity. 

The CPA (2000) study found an 
unemployment rate of 65%, however, in this 
study the unemployment rate was an alarming 
74.1%, with only 25.9% of respondents 
indicating that they were employed in full- or 
part-time jobs. The question then remains: If 
individuals with spinal cord injuries are 
increasingly more educated, then why is the 
unemployment rate still so high? 

The proportion of respondents who had 
paraplegia (57%) and quadriplegia (43%) was 
relatively consistent with other studies 
involving persons with spinal cord injuries. 
However in this study, there was a greater 
response from individuals with incomplete 
(77%) injuries then complete injuries (23%).  
 
Relationship between Leisure Participation 
and Free-Time Boredom 
 

Four out of the five leisure activities were 
negatively correlated with total boredom: 
reading (r=-.315, p<.01), socializing (r=-.462, 
p<.01), general recreation (r=-.564, p<.01), 
and fun and relaxation (r=-.485, p<.01). The 
greater the participation in general recreation 
activities, socializing, reading, and fun and 
relaxation the less bored they felt. 

There was no statistically significant 
correlation between watching television and 
boredom (r=.122, p=.218). Because these 
respondents were busy with other leisure 
opportunities, TV watching was not seen as 
related to boredom. However, one respondent 
wrote this comment regarding post-discharge 
boredom: “…the first six months at home 
after leaving Lyndhurst I got so bored. I read 
a lot, watched TV, had friends visit. I’m very 
thankful I can work again”. 
 
Relationship between Community 
Participation and Free-Time Boredom 
 

In relation to community participation, 
there was a positive and statistically signi-
ficant correlation between social contact and 
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community participation (r=.341, p<.01), 
indicating that as community participation 
increased, social contact increased as well. 
When community participation and boredom 
were examined, a significant negative 
correlation at the 0.01 level emerged between 
these two variables. Individuals with higher 
independence in community-based partici-
pation experienced higher levels of boredom.  

When examining the relationship between 
the four components of boredom and social 
contact, positive correlations in three of the 
four areas were found: physical involvement 
(r=.191), mental involvement (r=.245) and 
speed of time (r=.168). This indicates that the 
more independent individuals were in their 
social contact, the lower the level of boredom 
in each of the three areas. 

Nonetheless, there was a negative 
correlation between social contact and 
meaningfulness of the activity (r=-.221). It 
appeared that the more independent 
individuals were in their social contact, the 
higher the boredom felt in the area of 
meaningfulness of the activity. This result 
suggests that some participants may be 
participating in this activity for the sake of 
being busy but may not be finding purpose or 
meaning in these activities. The nature of the 
social contact likely has a lot to do with this 
outcome.  
 
Relationship between Functional 
Independence and Free-Time Boredom 
 

The respondents rated their functional 
independence quite high on the FIM scale 
which is probably due to the high number of 
incomplete injuries in the sample. The 
correlation between the level of functional 
independence and the total boredom of the 
individual was significant (r=-.278, p<.01). 
This result suggests that participants who are 
more independent experience higher levels of 
boredom in their free time.  
 

Challenges Facing Persons 
with Spinal Cord Injuries 
 

The respondents were also asked what the 
greatest challenges facing them were. 
Respondents indicated that physical problems 
were the greatest reason for lack of 
participation. These problems included pain 
and discomfort, fatigue and lack of energy, 
fear of bowel or bladder problems, and 
physical limitations. One participant wrote: 
“Care in general, inability to do chores around 
our farm, frustration because I can’t do things 
I would like.” The second highest category of 
challenges included emotional difficulties 
such as depression, coming to terms with the 
disability, and finding new meaning in life. 
For example, when one respondent was asked 
what the greatest challenge was, he/she 
responded: “Adjust to life as disabled … find 
a new focus/meaning in life.” Another 
respondent wrote: “most of the time I feel like 
dying, so much stress … loneliness, pain, 
frustration.” Financial challenges were also 
mentioned by a number of the participants. 
Respondents highlighted the lack of financial 
resources they had, issues related to unem-
ployment, and issues related to negotiations 
with insurance companies. One participant 
explained how money was his/her biggest 
challenge: “Biggest challenge – lack of 
money. With money so much more could be 
done. It took me three years to get a basic 
computer I could use.” Other challenges 
mentioned included social (i.e., balancing 
demands of family, work, household chores, 
and therapy; issues related to relationships 
and sex), dependency (i.e., counting on others 
to do things for them, working towards 
becoming independent), and transportation 
(i.e., lack of transportation).  

When respondents were asked what 
prevented them from participating in leisure, 
again the categories pertained to physical 
health, social, emotional and environmental 
challenges. As above, the primary physical 
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health barriers included pain and discomfort, 
fatigue and lack of energy, physical limitation 
or abilities, and fear of bladder or bowel 
problems. As one participant emphasized: “If 
I could control or get rid of the pain, I would 
be more active and be able to make some 
money to enjoy life more rather than just 
surviving.” Important social factors pre-
venting individuals from participating in 
leisure activities included lack of com-
panionship or someone to participate with; 
difficulties balancing family, work, and 
leisure; and difficulties going outside. When 
responding to what prevented him/her from 
participating in leisure, one participant wrote: 
“someone to come with me or help me out.” 
Emotional barriers identified by the 
participants were: not wanting to be identified 
with the “disabled community”, lack of 
personal interest, dealing with emotional 
problems, and feeling insecure about oneself. 
Finally, the environmental barriers experi-
enced by the participants pertained to the 
inaccessibility of programs, issues related to 
the weather, and the lack of programs in the 
community for persons with spinal cord 
injuries. One participant wrote: “Not enough 
barrier free buildings and cross walks, light 
switches and very unlevel curb cut outs.” 
 
Implications for TR Practice 
 

This study has many implications for 
therapeutic recreation in a rehab setting. The 
first is the need for education of family and 
friends. The respondents noted that friends 
and family have difficulty understanding the 
limitations and tend to believe the individual 
is helpless. Leisure education is also 
important for the person with a spinal cord 
injury, especially because pain may keep 
someone from participation and coping skills 
need to be learned. Also, therapists need to 
look at their assessments to determine if they 
include information on what is meaningful to 
the client. Particularly in rehab settings, there 

is a tendency to focus on physical programs 
when in fact TR practitioners need to provide 
a balance of programming that includes all of 
the domains. Activities one participates in 
should be meaningful to the individual as it 
will help maintain all other aspects of life 
(spiritual, emotional, physical, affective and 
social). Finally, continuation of ongoing 
follow up and support for individuals post-
discharge is needed to determine the quality 
of community participation and help 
individuals overcome barriers in the 
community. 

Some of the outcomes of this study should 
not be news to therapists working in the field 
of spinal cord rehab. The findings support 
previously held notions that functional 
independence, social contacts, community 
and leisure participation significantly 
influence the amount of boredom an 
individual feels. Several themes that emerge 
from the study do have an impact on TR in a 
spinal cord rehab settings and, therefore, 
warrant further discussion. The emerging 
themes all relate to the effectiveness of TR 
interventions in the continuum of care for SCI 
patients. A review of current literature on 
continuums of care for the SCI population and 
service delivery models specific to TR would 
seem a logical starting point. From there, the 
development of a service delivery model for 
TR which expands current practices to 
include out-patient services in the continuum 
of care would resolve the first outcome 
identified in the study – the need for on-going 
out-patient therapy. One of the current trends 
that was briefly discussed in the study and 
that has a significant effect on TR services in 
the continuum of care is the ever shortening 
length of stay for patients in in-patient rehab 
programs. This reduction in length of stay has 
a significant impact on the ability of TRs to 
address all the patient’s leisure needs while in 
rehab and provides support for the need for 
continued support post-discharge.  
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Another topic that was briefly discussed 
was the issue of number of activities 
participated in versus participation in 
meaningful activities. Any changes in the 
service delivery of TR services should include 
the exploration of providing activities or 
programs that are meaningful to the indivi-
dual patients rather than programming for the 
masses. The changing demographics of the 
SCI population were also highlighted. The 
increase in the mean age at onset of SCI has 
risen from between 15 to 24 years to the 
average age of 46 years. The percentage of 
males to females who sustain an injury has 
changed, with an increase in the number of 
women. These two trends have an impact on 
the needs of the patients as well as the types 
of services/activities provided by TRs.  

In summary, this study supports 
previously held beliefs about the correlation 
between boredom and functional indepen-
dence, social contact, community and leisure 
participation in this spinal cord injury 
population. It highlights the need to examine 
our current practices and if necessary, adapt 
in order to more effectively meet the needs of 
our patients. When evaluating current 
practices, TRs should keep in mind all the 
themes discussed and prioritize all the areas 
of need identified by the respondents: 
physical, social, emotional, financial and 
environmental. 
 

Finally, the conclusions also raise new 
questions: 
 

• Are the findings of this study the 
norm in spinal cord populations? Or 
is it only representative of the one 
Organization involved in the study? 

 
• There have already been changes in 

service delivery at the Organization 
since this study was completed. Are 
there any changes in the patient’s 

perceived levels of boredom post-
discharge? 

 
• Is there a difference in perceived 

boredom in SCI patients in in-
patient rehab programs and those of 
patients post-discharge? 

 
• What is the impact of a satisfactory 

leisure lifestyle on the prevention of 
secondary issues (medical condi-
tions, loneliness, depression, social 
isolation)? 

 
This study attempted to examine boredom 

in more depth than any previous study, by 
utilizing the Free Time Boredom Measure, 
Functional Independence Measure, and the 
Leisure Competence Measure. Boredom will 
continue to be an important concept for TR 
practitioners to understand in relation to their 
client’s needs both in-hospital and post-
discharge. 
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The Quest Program: 
Youthdale Treatment Centre and Adventure Therapy 

 
Mandi Partlow-Baker 

 
 

Abstract 
 
The purpose of this study was to examine the effectiveness and desirability of an Adventure 
Therapy program for Youthdale’s Re-entry program. The youth in the program have been 
identified as “at-risk” due to a combination of factors in their home environments, including the 
presentation of inappropriate behaviours. Data was collected from semi-structured interviews, 
surveys, and a questionnaire administered to the youth and staff at the termination of a sample 
Adventure Therapy weekend conducted by the researcher. The major finding was that 
programming for this population needs to focus on social development and interaction.  It was 
also found that leisure education was necessary for youth’s reintegration into the community. It 
was concluded that future studies should compare the youth from the Youthdale program with 
peers in other programs to gain a better understanding of the effectiveness of Adventure 
Therapy. Comparison studies could also be done with different at-risk youth populations and 
persons with various disabilities. 
 
 
 
Rationale for the Study 
 

At the end of the summer of 2002, 
Youthdale’s executive director, Paul Allin, 
approached Professor Adrienne Gilbert at the 
University of Waterloo with an interest in 
learning more about Adventure Therapy and 
its uses. Shortly after receiving this request, 
Mandi Partlow, an undergraduate in Recre-
ation and Leisure Studies, demonstrated an 
interest in this same area of research. It was, 
therefore, ideal for both parties to collaborate 
in an undergraduate research project, 
providing desired information to one and an 
opportunity in independent research to the 
other. After a meeting in the fall of 2002 it 
was agreed that Ms. Partlow would conduct a 
weekend of Adventure Therapy programming 
for a select group of youth in the rural Re-
Entry program in Magnetewan, Ontario. The 
purpose of this study was twofold: to examine 
the process of implementing an Adventure 
Therapy program and explore the potential 

benefits and desirability of Adventure 
Therapy as a tool for rehabilitation and 
development of youth-at-risk. The following 
research objectives were addressed: 
 

1. to examine what an Adventure 
Therapy program should look like 
at Youthdale’s Re-Entry program 
and to document the implement-
tation of  an Adventure Therapy 
program for youth enrolled in this 
program; 

 
2. to identify the potential benefits of 

adding an Adventure Therapy 
program at Youthdale’s Re-Entry 
program; and 

 
3. to examine the Adventure Therapy 

program in the context of the 
current program at Youthdale and 
determine where the Adventure 
Therapy program might fit in. 



Partlow-Baker 
 

 22

After reviewing the literature, a 
comprehensive definition of Adventure 
Therapy was developed to guide the study: 
Adventure therapy was defined as the active 
use of adventure pursuits, combined with the 
spirit of community (a safe and accepting 
environment) developed through partici-
pation, which encourages individuals to take 
risks and challenge their current perceptions 
and discrepant behaviour, to promote, through 
reflection and feelings of success, individuals 
to modify and take responsibility of their 
behaviours, attitudes, and ultimately their 
lives.  
 
Method 
 

A two-day Adventure Therapy program 
was designed for both youth and staff at 
Youthdale’s Re-entry program. Cabin Three 
was purposively sampled from the Re-Entry 
Program due to identified behavioural and 
emotional issues which classified them as 
“youth-at-risk.” The staff members were also 
asked to participate in the Quest Program in 
order to add a layer of insight to the results 
and to comment on the potential for this kind 
of programming as a permanent part of 
therapy at the Re-Entry Program. 

Due to the nature of this study, a mixed-
method approach was applied. A combination 
of a closed-ended survey, interviews, an 
open-ended questionnaire, and a report were 
used as the primary data collection strategies. 
In this study, the researcher was in the unique 
position of both leading the activities and 
observing the participants. By fulfilling both 
roles, the researcher was able to be immersed 
in the environment as well as maintain that 
the activities were appropriately run to meet 
the purpose of the workshop. By participating 
and leading, the researcher was also able to 
understand and relate to the participants’ 
experiences.  

The Quest Program was designed with a 
considerable amount of flexibility in order to 

be responsive to the moods and attitudes of 
the participants, as well as the facilities, 
equipment, and weather. The workshop 
involved the participants in activities 
interspersed throughout Saturday, January 
19th, 2003. The activities ranged from trust 
activities and initiative tasks to outdoor 
adventures and cooperative games. The 
workshop offered a sampling of typical 
Adventure Therapy programming following 
the Wave Plan framework (Schoel, Prouty, & 
Radcliffe, 1989). 

A Leisure Profile instrument was given to 
both youth and staff participants. The profiles 
were distributed at the beginning of the study 
in order to draw a baseline of leisure interests. 
Interviews were conducted with some of the 
youth at the conclusion of the Quest Program. 
The intention of conducting interviews 
following the Quest Program was so that the 
participants would have some experience with 
Adventure Therapy with which to form 
opinions. However, participation was incon-
sistent from both youth and staff and the 
researcher was only able to interview four 
youth participants. Finally, staff were asked to 
reply to similar questions using an open-
ended questionnaire format and, once 
completed, were asked to mail their responses 
back to the researcher. One staff member also 
took it upon himself to write a summary of 
the Adventure Therapy experience. His report 
provided a great deal of detail that was 
lacking from the written responses on the staff 
questionnaires. 

The data gathered from the Leisure 
Profiles were compiled for both youth and 
staff participants. The data demonstrated that 
certain activities receive higher interests than 
others, suggesting that youth are looking for 
specific types of recreational experiences. The 
audio-recordings of the youths’ interviews 
and the information provided on the staff 
questionnaires were transcribed. The trans-
criptions were coded for information pertain-
ing to the research questions. Any emergent 
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themes that were relevant were also noted. 
The data was analyzed, reduced, and 
reorganized according to the research 
questions. Any additional sources of infor-
mation from the youth were integrated into 
this section. The analysis of staff responses 
followed a similar process.  
 
Results 
 

The results of this study, in combination 
with the literature, suggest that consideration 
be given to three broad issues. The first issue 
is the purposeful facilitation of social 
development. The second issue is the 
meaningful use of free time. The third issue is 
the utilization of the Adventure Therapy 
process as guidance for programming. 

It is necessary with a youth population to 
purposefully plan and facilitate social 
development. By focusing on social inter-
actions among youth, groups will be able to 
reap the benefits of improved communi-
cation, group cohesiveness, cooperation, trust, 
and teamwork. Social development, in a safe 
environment, can strengthen relationships 
among youth for the purpose of group living 
and provide an opportunity to meet the 
intrinsic needs of youth to belong and feel 
esteemed. Therefore, social development 
needs to be a priority for youth programming 
and the results of this study suggest that social 
development can be adequately and effect-
tively achieved in a genre like Adventure 
Therapy. 

The second issue is the positive and 
meaningful use of free time by youth-at-risk. 
Some observations by the researcher would 
indicate that the youth of Cabin Three were 
ill-prepared to use unstructured time in a 
wholesome manner. This finding indicates 
that youth require leisure education coupled 
with more recreation choices and opportu-
nities in order to broaden their leisure 
repertoires. Accordingly, these youth will find 
leisure activities that intrinsically motivate 

them and that they can commit to, capitalizing 
on the need for self-actualization. The results 
suggest that Adventure therapy could address 
the need for meaningful leisure opportunities 
because it offers a variety of activities in a 
safe environment where youth can experiment 
without experiencing rejection. It is also 
essential to take advantage of the staff’s 
diverse leisure interests and skills. 

The final issue is the need for a service 
model to guide practice and programming in 
the area of leisure. A service model, such as 
the Adventure Therapy process (see Figure 1), 
ensures that programming maintains a client-
centered focus and approach. It also ensures 
that the program is effective and accountable 
in all component areas. This model, adapted 
from Shank and Coyle’s (2002) model of 
Clinical Practice, maintains that the process is 
systematic, is supported by research, and 
produces desired outcomes. 

A description of all the stages in the 
process and how they relate to Adventure 
Therapy is provided below: 
 
1. Assessment – A valid and reliable needs 

assessment should be administered in 
order to gather relevant information about 
clients and make judgments about this 
information. It is necessary to understand 
both the strengths and weaknesses of the 
clients in order to design the most 
effective program.  

 
2. Planning – Reflecting on the needs 

assessment, the practitioner can make 
decisions about the most helpful course 
of action based on the information. 
He/she is able to prioritize needs and thus 
design a program that is positive and 
productive for the client group. It is in 
this stage that the practitioner is able to 
confer with the client to create acceptable 
program goals and objectives.  
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CLIENT 

Evaluation by 
staff and client 

Debriefing, 
Processing, 
and Transfer 

Implementation, 
monitoring, and 

Adjustment 

Planning 

Assessment 

Figure 1 
Adventure Therapy Process 

The practitioner must also be aware of 
three components of implementation 
throughout the planning process: 
activities, environments, and therapeutic 
relationships. Activities must be goal-
directed, match needs and capabilities, 
and hold meaning for the clients. The 
practitioner must be aware of physical 
and social environments because they 
have a direct bearing on attitudes, beliefs, 
and behaviours. Finally the practitioner 
needs to be perceptive to varying social 
dynamics and behaviours. 
 

3. Implementation, Monitoring and 
Adaptation – The practitioner can 
exercise innovative and creative 
approaches to program implementation. 
Programs generally follow a continuum 
of activities which move from least 
amount of comfort and trust to most. 
Schoel et al. (1989) referred to this 
progression as a Wave Plan. This plan 
leads the clients from Ice-breakers to 
Social Responsibility activities. 

 
It important to note that throughout the 
Implementation phase, the practitioner is 

monitoring the progress of the clients and 
responding appropriately by adjusting the 
program to fit their changing needs. Each 
client brings with them a different set of 
difficulties and it is the practitioner’s 
responsibility to be able to assist in all of 
these. Where some may need plenty of 
encouragement to climb five rungs of a 
ladder, others may need none at all to 
reach the top.  

 
4. Debriefing & Termination – Debriefing 

is a technique used to “encourage 
individuals to reflect, describe, analyze 
and communicate what they have 
recently experienced” (Babuin, 2001). By 
debriefing, sometimes known as 
processing, the client is able to 
consciously reflect on what they have just 
done, pull out lessons to be learned, and 
begin to transfer these items to other 
aspects of their lives. There are many 
techniques for debriefing including: 
questioning, isomorphic framing, one-on-
one and group reflection, and front 
loading. Although debriefing is con-
ducted throughout a program it is most 
commonly used as a way to terminate. 
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Termination simply means bringing 
closure to a program, as well as the 
relationship between the practitioner and 
clients. 

 
5. Evaluation – The evaluation process can 

occur formatively in an informal manner; 
however, a summative evaluation should 
occur upon completion of the program. 
Evaluation confirms that the plan is being 
implemented as intended and indicates 
any areas that need adjustments (Shank & 
Coyle, 2002). 

 
Implications for TR Practice and 
Future Research 
 

The researcher would like to recommend 
that a primary focus for youth-at-risk 
programming be social development. Social 
development appears to be a main need area 
for youth to experience belonging, esteem, 
and self-actualization. Social and group 
interactions are also the prime area of benefit 
including improved communication, trust, 
cooperation, and team work. Through the 
purposeful facilitation of social skills, youth 
have the opportunity to learn and generalize 
the desired skills into other areas of their 
lives. In addition, the findings of this study 
demonstrate a need for youth to learn how to 
structure their free time in meaningful ways. 
This requires education on the value and 
possible mediums of leisure. Leisure edu-
cation is a large component of Therapeutic 
Recreation and should be facilitated as a 
prerequisite to recreation participation. 
Having the knowledge to use free time in a 
positive manner and to interact constructively 
is essential for healthy community living.  

The weekend Adventure Therapy program 
showed that, although limited on time, 
positive effects could be produced from 
interacting in alternative ways. The results 
suggested that programs longer in length, with 
more options of activities and/or more 

resources could gain similar favourable 
results. Practitioners working with youth-at-
risk or youth in similar circumstances may be 
able to benefit from Adventure Therapy 
designed for their clientele. 

The researcher recommends that 
Adventure Therapy programming be imp-
lemented for a longer period before gathering 
data on its effectiveness. It would allow the 
youth a longer time to process and practice 
what they have learned in their experiences. 
The program and initial responses could then 
be followed up later to see how much of the 
information the participants retained. It would 
not only demonstrate the long-term effects of 
Adventure Therapy but allow the participants 
to refresh their experiences. 

The researcher would also recommend a 
larger participant sample. When studying 
outcomes of specific programs in practice, it 
is often difficult to use random samples. 
However, a larger sample size would provide 
a more comprehensive understanding of the 
participants’ perceptions and experiences. 
Future studies also could make comparisons 
between different agencies that run similar 
rural programs for youth-at-risk. Results 
would demonstrate the effectiveness the wide 
array benefits of Adventure Therapy for 
youth. This information could help practi-
tioners in the design of their programs by 
demonstrating where agencies should put 
emphasis in their treatment programs. 

Future research should examine the 
influence of family structure on the effect-
tiveness of Adventure Therapy. Some 
characteristics to consider are single parent 
families, education levels of family members, 
socioeconomic status, abuse in family, and 
crown ward status. Personal characteristics of 
the youth also may influence the effectiveness 
of Adventure Therapy Programs. Personal 
characteristics such as age, education, and 
sexual orientation should be considered in 
future research.  
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Another recommendation for future 
studies is to examine the effectiveness of 
Adventure Therapy for different populations. 
Adventure Therapy may not be an appropriate 
therapy for some populations due to its 
necessity for active engagement. Different 
population groups may include persons with 
schizophrenia, eating disorders, cerebral 
palsy, Alzheimer Disease, or autism.  

Finally, the researcher future studies 
should focus on specific benefits rather than 
trying to identify the general effectiveness of 
Adventure Therapy Programs. In this study 
social development emerged as the most 
important need and benefit area. Future 
research should specifically examine the 
effect of Adventure Therapy on social 
development. Further, the researcher is 
interested in studying the effect of Adventure 
Therapy on developing leadership. 
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Diversity Among Older Adult Canadians – 
Thinking About Now And The Future 

 
Jessica Luh 

 
 

Abstract 
 
As the older adult population in Canada grows and becomes more ethnically diverse, a major 
challenge facing recreation and leisure service providers and therapeutic recreationists is meeting 
the needs of older persons with very diverse ethnic and cultural backgrounds. To overcome this 
challenge, service providers will need to be more knowledgeable, understanding, and sensitive to 
the personal and cultural needs of Canada’s diverse older adult population. This article was 
written to provide some general information about one of the fastest growing populations in 
Canada, the older Asian adult population, and to challenge recreation and leisure service 
providers and therapeutic recreationists to examine their own practices and to become more 
multiculturally competent professionals. In this article, a brief overview of some significant 
cultural factors that influence the way of life for some Asian groups will be discussed followed 
by a presentation of some of the current literature related to leisure and ethnicity. Lastly, some 
suggestions and considerations for recreation and leisure service providers and therapeutic 
recreationists when working with ethnically diverse older adults are provided. 
 
 
 
Introduction 
 

Individuals of Asian descent and older 
adults are among the fastest growing 
populations in Canada (Chappell, 2001; 
Statistics Canada 2003). According to 
Statistics Canada (2002), in 2001, 3.6 million 
Canadians were over the age of 65 years and 
261,155 of older adults were of a visible 
minority. Within the past 10 years, Canada’s 
visible minority population has doubled and 
will reach an estimated 15% for the country 
as a whole in the year 2005 (Canadian 
Heritage, 2003). Due to these immigration 
trends, demographers have projected an even 
greater increase in the number of older adults 
of varying ethnic backgrounds (Statistics 
Canada, 2002). 

A majority of the immigrants in Canada in 
the past several years have come from Asia 
(Statistics Canada, 2002). This trend 
strikingly differs from the past when most of 

the immigrants in the first 60 years of the 20th 
century were of European decent (Statistics 
Canada, 2003). According to the highlights of 
the 2001 Canada Census, 5.4 million people, 
representing 18.4 % of the total population, 
were born outside of Canada. Of the 1.8 
million immigrants who arrived in Canada 
between the years 1991-2001, 58% came 
from Asia (Statistics Canada, 2003). The 
Asian older adult population is a hetero-
geneous group, representing different 
ethnicities, cultures, socioeconomic classes, 
and generations. This diverse group is made 
up of Chinese, Japanese, Filipinos, Koreans, 
Vietnamese, Asian Indians, Cambodians, 
Hmong, Laotians, and Thais, along with other 
Asians (e.g., Bangladeshis, Burmese, Indo-
nesians, Malaysians, Pakistanis, and Sri 
Lankans) (Balgopal, 2000). Currently, the 
largest visible minority group found in 
Canada is the Chinese, surpassing 1 million 
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people and representing 3.5 percent of the 
total population, (Statistics Canada, 2002).  

Given that many older ethnic adults may 
have “different values, beliefs and behaviors” 
(Tirone, 1997, p. 3) compared to dominant 
ethnic groups in Canada, a major challenge 
facing recreation and leisure service providers 
is meeting the needs of older persons with 
very diverse ethnic and cultural backgrounds. 
To overcome this challenge, service providers 
will need to be more knowledgeable, 
understanding, and sensitive to the personal 
and cultural needs of Canada’s diverse older 
adult population (Hikoyeda & Wallace, 2001; 
Heywood, 1992; Tirone, 1997). Another 
challenge for recreation and leisure service 
providers is to not only accommodate the 
interests of all different ethnocultural groups, 
but to design and implement programs and 
services that are not based on erroneous 
assumptions that all older adults are 
homogenous and have similar values as found 
in Western cultures (Heywood, 1993; Peregoy 
& Dieser, 1997). The purpose of this article is 
to challenge recreation and leisure service 
providers, in particular therapeutic recre-
ationists, to examine their own practices and 
to become more multiculturally competent 
professionals. In this article, a brief overview 
of some significant cultural factors that 
influence the way of life for some Asian 
groups will be discussed followed by a 
presentation of some of the current literature 
related to leisure and ethnicity. Lastly, some 
suggestions and considerations for recreation 
and leisure service providers and therapeutic 
recreationists when working with ethnically 
diverse older adults are provided. 
 
Significant Cultural Factors 
 

For many Asians, traditional values 
influence and greatly determine how they 
think, feel, and behave. Many of the 
traditional values have arisen mainly from 
influential philosophies and religions (Fong, 

1994, cited in Balgopal, 2000; Wang & 
Stringer, 2000). These powerful philosophies 
and religions affect many aspects of life. For 
example, Chinese, Japanese, and Korean 
values and traditions have their roots in 
Confucianism, Buddhism, and Taoism. Some 
of the important principles that these 
philosophical religions emphasize are: filial 
piety; importance of family and relatives; 
harmony with family, other’s, and nature; 
respect of oneself and others; and maintaining 
or protecting face (Fong, 1994, cited in 
Balgopal, 2000; Siu, 2000).  

Asian people, such as the Chinese, 
Korean, and Japanese, have often been 
characterized as having strong family values 
as a result of Confucian teachings. These 
teachings foster filial piety (encompasses 
children’s obligation and loyalty to their 
parents and the broader family), inter-
dependent family ties, and strong inter-
generational cohesiveness (Balgopal, 2000; 
Chappell, Lai, Gee, Chan, & Behie, 1997; 
Lee, Woo & Mackenzie, 2002; Sung, 1998a). 
Since family and relatives are considered very 
important and central, “the self [of many 
Asian people] is defined in the context of 
family and relatives, not individual ideals, 
goals, and achievements” (Balgopal, 2000, p. 
39). Thus, instead of autonomy and 
independence which is stressed in Western 
societies, interdependence and solidarity 
within the group is encouraged. 

The aspect of harmony in social 
relationships, and in life in general, is a very 
important aspect within Asian societies. 
Harmony in the family is kept through the 
practice of respect for family hierarchy or 
those in authoritative positions marked by 
conformity and obedience (Mok & DeFranco, 
1999). Being “modest” and courteous are 
other ways of achieving harmonious social 
relationships with family and others in the 
natural and social environment. Other ethical 
suggestions that many Asian people have 
adopted into their approach towards a 
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harmonious life include: selflessness, moder-
ation, non-contrivance, detachment, and 
humility (Wang & Stringer, 2000). These 
ethical suggestions also help to maintain 
harmonious social relationships. In general, 
conflicts and confrontations in social 
relationships are to be avoided whenever 
possible to prevent the disruptions of these 
harmonious social groups.  

Maintaining or protection of “face” or 
upholding honour for oneself or one’s family 
is considered very important amongst many 
Asians (Lee et al., 2002; Siu, 2000). Proper 
behaviour within and outside the family and 
in social situations is considered a means to 
maintain face. For example, many Koreans 
are highly concerned and motivated to 
maintain family grace (or face) and celebrity 
(Kim & Kim, 1992, cited in Balgopal, 2000).  

Amongst older Asian adults, many value 
and consider family and collectivity as more 
important than individuality (Chappell et al., 
1997; Ho & Card, 2002; Lee et al., 2002). For 
example, doing things collectively with 
others, such as socializing with family and 
friends, is considered to be an important 
factor in maintaining or enhancing an older 
Asian adult’s quality of life (Lau, Chi, & 
McKenna, 1997; Sung, 1998a; Wan, 1997). 
As well, they consider harmony and balance 
to be the keys to survival, peace, and 
happiness in life (Lee et al., 2002). For this 
population, cultural values, traditions, and 
norms strongly dictate their way of life. 

Although these values may not be held by 
all Asian people, it is still important to 
understand some of the values that these 
individuals may hold. This is particularly true 
when cultural differences may arise when 
studying or working with people from 
different ethnic and cultural groups. 
 
Leisure and Ethnicity 
 

Leisure (i.e., as time, activities, 
experiences, or settings), figures prominently 

in many ethnic groups (Floyd, 1998). The 
meaning and expression of leisure may be 
dependent on the cultural values, norms, and 
customs. As well, leisure may be used as a 
means to help maintain ethnic identity or even 
help older Asian immigrants adapt to a new 
culture or way of life expressed by the 
dominant society. The following is a brief 
review of some of the leisure and ethnicity 
literature that examines how leisure is 
manifested and experienced amongst some 
Asian populations, as well as the possible role 
or roles of leisure. 
 
Leisure lifestyles 
 

In the current literature on ethnicity and 
leisure, many researchers have discovered 
that the leisure lifestyles and repertoires of 
many Asian people have been strongly 
influenced by traditional values, traditions, 
and religious beliefs. For example, in a study 
conducted by Wang and Stringer (2000), the 
researchers found that Taoism had a strong 
influence over the type of leisure activities 
that were chosen by their Chinese 
participants. They found that many partici-
pants preferred quiet and more passive 
activities such as enjoying nature, rather than 
the more strenuous, physical leisure pursuits 
in North America, such as white-water rafting 
or rock climbing. Another leisure pursuit that 
many Asian people engage in is tai chi. Tai 
chi is considered as a simple, yet seemingly 
effortless, passive form of martial arts with a 
focus on maintaining health. Tai chi is based 
on a central tenet in Taoism; “wu wei, which 
means action by inaction, passive achieve-
ment, doing nothing, and effortless” (Wang & 
Stringer, 2000, p. 35). Even though to become 
good at tai chi requires practice, the tenet of 
wu wei suggests that practicing tai chi is to 
allow an individual to simply enjoy the 
feeling of engaging in a passive activity that 
focuses on relaxation and obtaining and 
maintaining holistic wellness, a philosophy 
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emphasized by Taoism (Wang & Stringer, 
2000; Yau & Packer, 2002).  

Other researchers such as Sivan (2002) 
have also found that many Asian older adults, 
such as older adults in Hong Kong, participate 
in some form of activity in keeping with 
many Eastern cultural traditions. For example, 
Sivan (2002) discovered that many older 
Chinese adults in comparison to other age 
groups engaged in sports and exercises. This 
was explained by the nature of these activities 
– that of being the practice of morning 
exercise (such as tai chi) which is rooted in 
the Eastern culture tradition (based on Taoist 
beliefs that morning is the best time of the day 
to perform exercise to promote health and 
well-being).  

Traditionally, Asian people have been less 
involved in activities outside the home or 
family. The reason for this is because of the 
importance placed on family and home, which 
are seen as integral units in a person’s life 
(Sung, 1998a; Wang & Stringer, 2000). For 
example, in a study conducted by Ho and 
Card (2002), family roles such as that of a 
wife, mother, and grandmother, were seen as 
more important and in keeping with the 
traditional values than leisure amongst older 
Chinese immigrant women. Engaging in 
family leisure activities, such as dining out, 
engaging in cultural celebrations, and travel, 
are just some examples of leisure activities 
considered to be important amongst some 
Asian adults (Wang & Stringer, 2000). Yet 
researchers such as Wang and Stringer (2000) 
have also found that some Asian individuals, 
when they did engage in leisure activities 
outside of the home or family, often engaged 
in solitary types of leisure activities (e.g., 
going for walks or hikes, painting and poetry). 
For many Asian people, spending leisure time 
alone is preferred to gain a sense of escape, 
especially from the family, which is the 
primary social group for most Asian people.  

In summary, Asian culture, such as the 
Chinese culture, has a strong impact upon 

how leisure is defined and expressed amongst 
people. For example, the practice of martial 
arts, traditional arts such as painting and 
poetry, enjoyment of cultural activities and 
celebrations, and even tourism choices all 
may reflect some aspect of Asian culture (Ho 
& Card, 2002; Mok & DeFranco, 1999; Wang 
& Stringer, 2000; Yau & Packer, 2002). At 
the same time, it can also be seen that leisure 
can be an integral aspect in an older Asian 
adult’s life. 
 
Possible Role(s) of Leisure 
 

According to Allison (1988), leisure-
related activities that take place within ethnic 
communities are important in the creation, 
maintenance, and re-creation of ethnicity or 
ethnic identity. As well, leisure can be a 
means to help older ethnic adults with the 
transition to a new country by helping them 
learn about various aspects of the country; its 
culture, and way of life (Allison & Geiger, 
1993; Martin & Smith, 1993).  

In a study conducted by Allison and 
Geiger (1993), the researchers used an 
interpretive framework and open-ended 
personal interviews to examine the nature of 
leisure among the older Chinese American 
adults. They found that many of their 
participants, most of who have lived in the 
U.S. for the majority of their adult lives, were 
involved in a diverse range of leisure 
activities. Those activities included tai chi, 
mah-jongg, television watching, walking, 
reading, gardening, and sewing. The Chinese 
older adults engaged in many of these 
activities for entertainment and personal 
development. These activities also served 
both educational and cultural functions. 
Activities such as sewing, reading, and 
cooking were filled with culturally specific 
content (based on cultural traditions and 
habits). At the same time, many of their 
leisure activities were used as vehicles to 
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educate themselves about the language and 
the ways of the American culture.  

Other researchers, such as Martin (1998), 
have found similar findings. In Martin’s 
(1998) study, the researcher wanted to gain 
detailed information on the Chinese commu-
nities in order to understand the experiences 
of people of Chinese backgrounds who had 
immigrated to Australia. What she found was 
that all but one of her participants reported 
that they continued to practice their Chinese 
culture in Australia and the continued practice 
of the Chinese culture was considered very 
important. Practices undertaken to preserve 
Chinese culture included: speaking Chinese at 
home, mixing socially with other Chinese 
people, sending children to Chinese schools 
and marrying within the Chinese community. 
Other practices that participants engaged in 
were respect for elders and filial piety, 
participating in Chinese celebrations and 
festivals, accessing Chinese media (television, 
videos, magazines and newspaper), and 
listening to Chinese music. Interestingly, in 
both the Allison and Geiger (1993) and 
Martin (1998) studies, the Chinese respon-
dents all mentioned the engagement in 
activities that many Western people engaged 
in, such as celebrating Christmas or watching 
television (Martin, 1998). This suggests that a 
blending of Western and Chinese cultural 
values may develop over time. 

Similarly, in a study conducted by Kim, 
Kleiber, and Kropf (2001), the researchers 
found that older Korean American immigrants 
in their study used leisure activities to re-
create a sense of being Korean, reinforcing 
collective identity, and to create a sense of 
security or to seek out familiarity in a still-
strange land. By attending informal or formal 
Korean social functions, affiliation with a 
Korean organization (e.g., church), watching 
Korean videotapes, and reading the Korean 
newspaper, to name a few leisure activities, 
helped older Korean adults maintain a sense 
of identity, to reaffirm their ties or maintain 

their ethnic membership with other Korean 
people, and to seek out familiar forms of the 
old culture to help with their transition to the 
host society (Kim et al., 2001). Furthermore, 
although most of the leisure activities in the 
abovementioned study were used mainly for 
continuity and ethnic preservation, some 
activities such as watching American T.V., 
were used to provide exposure to the host 
culture as well. 

To summarize, the findings from the 
abovementioned studies suggest that leisure 
activities of the older Asian adults helped 
them maintain their ethnic identity and to 
express their cultural heritage while at the 
same time allowed them to learn and adopt 
new leisure activities of their new countries. 
As Allison and Geiger (1993) eloquently 
stated: 
 

[Most] ethnic groups will maintain 
forms of behaviors and values that are 
grounded in their own cultural 
histories and traditions, as well as 
adopt forms of the host culture. In all 
probability, these traditional activities, 
as well as the adopted activities, will 
undergo change over time, but that, 
too, is part of the dynamic of culture. 
Moreover, such data reflect the ability 
and need of those from bicultural 
backgrounds to develop a repertoire of 
skills to function in two cultures 
simultaneously (p. 317). 

 
Practice and Practitioner Issues 
 

The therapeutic recreation profession and 
leisure service provision in general, has been 
premised upon Western individualistic values 
(Peregoy & Dieser, 1997). In order to work 
effectively, there is a need for recreation and 
leisure service providers and therapeutic 
recreation professionals to become more 
(multi)culturally sensitive or aware. The 
following are some suggestions and/or 
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considerations for practitioners when working 
in multicultural settings: 
 

• examine one’s biases and be self-
aware of any attitudinal biases and 
personal beliefs that you may have 
and how it may personally and 
professional affect how you per-
ceive others who may have a 
different ethnicity or culture from 
yours.  

 
• be more informed about the 

importance and impact of ethno-
cultural factors (e.g., values and 
behaviours) in the provision and 
utilization of recreation and leisure 
services.  

 
• conduct and collect your own 

demographic data and information 
about the ethnically diverse clientele 
that you serve and the community at 
large. 

 
• seek out training experiences in 

order to improve your under-
standing and effectiveness when 
working with culturally different 
populations, in particular, the 
dominant ethnic groups composing 
your surrounding community. 

 
• examine your language and ensure 

that you are responding to all 
individuals in a manner that will 
build mutual respect and under-
standing. 

 
• learn more about each individual 

whom you work with – their daily 
living patterns or their lifestyle, 
their values, beliefs, customs and/or 
traditions, religion, needs, recreation 
and leisure interests, as well as, be 
aware of their help-seeking behave-

iours, and expectations about the 
services and programs. 

 
• think about the older adults’ family 

set-up (e.g., place of residence, 
social/family network, the indiv-
idual’s role in the family matrix). 

 
• familiarize yourself with the current 

research relevant to leisure and 
therapeutic recreation service pro-
vision for individuals of different 
ethnic groups. 

 
• involve ethnic older adults, their 

families, and the various ethnic 
communities in the assessment, 
design/planning, implementation, 
and evaluation of recreation and 
leisure services and programs. 

 
• help ethnic older adults in your 

community facilitate their own 
leisure and recreation opportunities 
to ensure that the experiences are as 
meaningful as possible. 

 
• recruit and/or invite ethnically 

diverse staff and volunteers to help 
with the design and implementation 
of services. 

 
• be aware of the differences between 

immigrants struggling to preserve 
their traditions and Asians born in 
North America who may be facing 
different challenges and issues such 
as maintaining ethnic identity 
(Fong, 1994, cited in Balgopal, 
2000). 

 
• remember to be flexible and 

continuously sensitive to cultural 
differences (Allison & Smith, 1990; 
Balgopal, 2000; Kim et al., 2001; 
Peregoy & Dieser, 1997)  
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To summarize, there is still a need for 
recreation and leisure service providers, 
especially therapeutic recreation practitioners, 
to be aware of and understanding of the 
varying perspectives of minority populations. 
Service providers need to recognize the 
diversity of the older adult population and the 
uniqueness of specific ethnic groups. As the 
older adult population grows and becomes 
more ethnically diverse, the therapeutic 
recreation practice needs to evolve and grow 
into a more multiculturally sensitive 
profession. This is especially a challenge due 
to the differences between the more 
individually-oriented North American culture 
and the traditional Asian value of collectivism 
(Balgopal, 2001). The literature on ethnicity 
and leisure also indicate that many older 
Asian adults and other ethnic groups desire to 
preserve or strengthen their cultural 
connectedness and ethnic identity as it can be 
seen in their leisure repertories (Allison & 
Geiger, 1993; Kim et al., 2001). Thus, 
recreation and leisure service providers need 
to gain more information and insight about 
various ethnic groups. This is especially 
important as the number of older adults 
continues to increase and these older adults 
are from a variety of cultural, ethnic, and 
religious backgrounds. As Gramann and 
Allison (1999) emphasized: 
 

Cultural and racial diversity will be 
even more visible as a social reality in 
the twenty-first century. Undeniably 
leisure will both shape and be shaped 
by the fact that North America is fast 
becoming a disparate polyglot of 
ethnic and racial groups, none of 
which will constitute a numerical 
majority. One of the truly great 
challenges of the new millennium will 
lie in our ability to accommodate these 
unprecedented internal differences in 
nondivisive and socially beneficial 
ways (p. 294). 
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Collaborative Programming: Art Therapy and Recreation Therapy 
 

Ann Bayly and Leslie Stephens 
 
 

Abstract 
 
This paper describes the results of partnering two therapeutic disciplines to meet the diverse 
needs of veteran residents living in a long-term care facility, Sunnybrook & Women’s College 
Health Sciences Centre. Over five hundred veterans live at Sunnybrook on both physical support 
units and cognitive support units. The modalities of art therapy and recreation therapy facilitated 
an opportunity for residents to explore emotional themes of self-expression and personal 
mastery, providing them with choices in their leisure. In an effort to make their environment 
more homelike, a mural was created by a number of veteran residents living on two physical 
support units. The creative process illustrated the development of trusting relationships, a 
growing awareness of individual needs and beliefs, and a desire to reclaim control over their own 
quality of life. 
 
 
 
Introduction 
 

Individuals who live in residential or 
long-term care facilities are faced with many 
challenges. They often experience a wide 
variety of physical and cognitive impair-
ments, pervasive impoverishment of affect 
and lifestyle, and an overwhelming loss of 
occupational and psychosocial roles (Shore, 
1997). As a result of the aging process and the 
prevalence of “ageist” attitudes in our society, 
many individuals may lose the personal 
autonomy to identify their own psychosocial 
needs and make decisions that enhance the 
quality of their lives. They are left to feel an 
overwhelming sense of loss of their identity, 
independence and self-worth (Weiss, 1984).  

People who live in residential or long-
term care facilities, or who participate in day 
treatment programs, often have a need for a 
variety of psychosocial activities, creative 
therapeutic interventions, and programs for 
learning ADLs (activities for daily living) 
(Weiss, 1984). According to Weiss (1984), 
holistic approaches to care provide more 
opportunities to understand and meet the wide 

spectrum of needs than traditional approaches 
to care. These approaches engage and assist in 
developing many vital aspects of the whole 
person (such as the social, psychological, 
physical, and spiritual aspects).  

As health care professionals working in an 
environment that provides a holistic approach 
to care, our experience has shown that an 
interdisciplinary or collaborative approach 
supports and encourages residents to make 
choices that would suit their lifestyle desires. 
Furthermore, various modalities and thera-
peutic approaches can be utilized to enhance 
the quality of life of residents and to foster a 
sense of community and comradeship. 

An example of a holistic approach to care, 
which evolved out of the desire to meet the 
changing needs of residents, involved a 
partnership between the disciplines of art 
therapy and recreation therapy. 
 
Patient-Focused Care Practice 
 

Patient focused care, a fundamental 
philosophy of Sunnybrook & Women’s 
Health Sciences Centre, is based on the belief 
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that residents are the leaders in their own 
health and quality of life. This approach 
empowers residents and their families to play 
an active role in the decision-making process 
so that they feel a greater sense of control and 
mastery in their own lives. Furthermore, it 
encourages health care professionals to offer 
resources and develop programs that would 
best meet the changing needs of the 
individuals who they work with. It is about 
listening to the individual, exploring their 
hopes, desires and fears, and acknowledging 
them as a person behind the patient. 
 
Partnership: 
Art Therapy and Recreation Therapy 
 

Recreation therapy is a profession which 
facilitates the opportunities for individuals to 
meet their leisure needs, encouraging 
independence, individuality, and freedom of 
choice (Carter, Van Andel & Robb, 1995). At 
Sunnybrook & Women’s, Recreation 
Therapists have the opportunity to develop 
on-going relationships with residents, by 
functioning as the primary support person. 
The opportunity of organizing and collabor-
ating with residents regarding their leisure 
needs assisted in the development of trust, 
level of comfort in conversation, and allowing 
residents to feel more open and share their 
thoughts. Recreation therapists should have a 
thorough understanding of a resident's medi-
cal background, social environment, and level 
of emotional adjustment since they are 
designated to work on specialized care units.  

Art therapy is a form of psychotherapy, 
which provides individuals with opportunities 
to explore personal issues or potentials 
through the use of various art materials. Often 
the creative process enables an individual to 
uncover aspects of the self that are blocked 
from conscious sight. The creative activity 
then becomes an inner and outer reflection of 
the self where individuals may experience a 
closer communication with themselves and 

others, work through problems and issues, 
and find positive channels to express their 
feelings, thoughts, and inspirations. 

It became evident through conversations 
that the residents wanted to create a less 
sterile or institutionalized setting that 
reflected their growing sense of community. 
Recognizing the need to facilitate the desire 
of the residents, it was clear that a 
collaborative approach to programming 
would best suit the needs of the residents and 
optimize the diverse skills and strengths of the 
two disciplines.  

At Sunnybrook & Women’s, art therapists 
work in a centralized capacity and primarily 
have art therapy occur in the studio. 
Recreation therapists, on the other hand, are 
privy to the experiences lived by residents on 
their support unit. Both recreation therapy and 
art therapy have the opportunity to develop 
unique relationships with residents that are 
non-hierarchical and based on a framework of 
advocacy and empowerment. The different 
approaches to therapy provide residents with 
unique opportunities to explore their losses 
and reflect upon their needs, desires and fears. 
 
Description of Program 
 

Nine individuals, eight men and one 
woman, joined together to form the 
foundation of the core group. Each individual 
who participated were Veterans of World War 
II who lived on a physical support unit due to 
various health needs. Some of their primary 
diagnoses included: heart and lung disease, 
diabetes, strokes, dementia, arthritis, cancer, 
and other various conditions. Thus, the 
therapists needed to provide user-friendly 
materials that would foster individual 
expression as well as group cohesion. 

The first stage of the collaborative group 
involved creating a safe and non-judgmental 
environment that would encourage the 
exchange of thoughts and ideas from the 
participants regarding their desires and 
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expectations. The group met weekly, every 
Thursday morning, in the art therapy studio, 
but as the mural evolved, the participants 
wished to continue the creative process in the 
lounge to be a part of the transformation, and 
the room became a makeshift studio. 

In order to transform the residents’ 
collective vision into reality, several sessions 
were devoted to exploring themes from their 
past, present, and future by encouraging 
residents to reminisce and share parts of their 
lives and personal stories with the group. The 
group agreed that the mural would evolve out 
of the emotional themes and experiences that 
were common amongst the group members. 
However, individual expression and creativity 
was also strongly encouraged so that residents 
had a safe place to reflect the issues that were 
important to them.  

The group expressed a desire to change 
the resident’s lounge area, making it more 
“peaceful and homelike”. This need to create 
a space that enveloped a sense of pride, 
ownership and meaning may be indicative of 
the feelings of displacement or loss of identity 
that many elderly residents encounter as a 
result of living in a long term care facility 
(Shore, 1997). Hence, the therapists honoured 
the group's suggestions, recognizing the 
importance of creating an opportunity that 
was not only ego-strengthening for the 
individuals, but also helped to establish a 
sense of community and belonging. 

According to Shore (1997), a significant 
challenge for therapists working with elderly 
clients is avoiding the temptation to take over 
the creative process for them. This may be 
due in part to the recognition that “geriatric 
clients are often directly faced with their 
disabling conditions and related grief through 
the very process that is intended to provide 
resolution and emotional solace” (p. 173). 
These feelings of defeat or despair must be 
accepted because they are a necessary 
expression in active struggle (Shore, 1997). 

As therapists, we felt that it was 
imperative not only to implement a provision 
of technical support and adaptive equipment, 
but also to create a context that valued the 
freedom and personal choice of the residents. 
Thus, full participation was ensured in which 
the residents were encouraged to work 
independently on projects and place their 
name or title on the back of the pieces to 
foster a sense of ownership and personal 
meaning.  

Adaptive equipment included: the flat 
surface of the table, wood appliqué, long 
brushes with extended handles, portable 
palettes and water dishes, taped pieces to 
assist individuals with one arm, baskets to 
elevate work to a workable level, and so forth. 
 
Revealing the Self 
 
The residents decided that the theme of the 
mural should encompass symbols of 
“tranquility, nature, and reminiscence”. One 
of the members brought in a picture that he 
had on his wall at home that featured an old 
mill beside a running stream (see Figure 1). 
This eventually became the inspiration for the 
lounge that is now entitled “Leave your 
worries behind down by the old mill stream 
where I first met you…” (see Figure 2). This 
song and the image of the old mill seemed to 
encapsulate the youthful days of the residents 
as well as, the stillness and solitude that they 
attributed to aging. The image also 
symbolized the physical and or mental 
deterioration of the body and mind and the 
challenges that many people face as they age. 
However, the phrase “leave your worries 
behind” suggested that the residents were 
creating a place that was not only peaceful 
and home-like, but a contemplative place for 
them to reflect upon their losses, and contain 
their collective suffering. This theme was 
further emphasized by the uniqueness of each 
resident's individual contributions to the 
mural. Their leaves, clouds, and birds, 
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although integral to the whole aesthetic of the 
mural, also revealed the psychological and 
somatic world of their creators (see Figure 3). 
 

Figure 1 
 

 
 

Figure 2 
 

 
 

Figure 3 
 

 
 

 

One of the members of the group was a 
91-year old man who was dealing simu-
ltaneously with the physical and emotional 
losses connected to having a stroke, as well as 
the process of growing older in a long term 
care facility. In the process of painting his 
leaf, he chose to use washed out colours of 
green and described his leaf as “a faded leaf” 
that is losing its colour. When we asked if he 
ever felt like he was fading, he openly talked 
about how difficult it has been for him living 
in a long term care facility and the 
“uselessness” he felt as a result of being 
paralyzed on his left side. His leaf and 
associations evoked a discussion about his 
feelings of death and dying, resurfacing 
fossilized memories connected to the family 
members who have died before him. 

Another individual in the group, who also 
had experienced a stroke, used two colours to 
divide the leaves into halves. One side of the 
leaf was always darker than the other and 
seemed to reflect what Wald (1999) referred 
to as the “neglect and spatial distortion 
apparent in the art of individuals with a right 
hemispheric lesion.” While creating his art, he 
often stated that his leaves looked “diseased 
or infested,” but was reluctant to explore his 
feelings around his stroke. However, in one 
session he stated that “the sun was shining on 
one side” on his leaf. This statement was the 
catalyst that brought the unconscious to 
consciousness, and he began to speak openly 
about his stroke and the physical struggles he 
encountered as a result of it. 
The female veterans living in our veterans 
care facility have a very unique role in groups 
because they are so few in numbers. As 
therapists, it was interesting to observe the 
development of their interpersonal relation-
ships with other patients. Through convers-
ations and observing interactions, we noticed 
that the female residents do not necessarily 
develop strong friendships to each other, but 
often with other male residents. Some female 
residents have exhibited a stronger sense of 
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presence on the unit, and the woman in our 
group was no exception. Her role and bold 
presence was integral to the formation and 
evolution of the group and was visually 
depicted in the mural as “Mother Goose” (see 
Figure 4). This symbolic image seemed to be 
indicative of her need to not only assert her 
female identity, but also expressed her 
primary role in life as mother/caregiver. 
Whether or not she chose this role in the 
group, or whether this role was given to her 
by the other group members was difficult to 
ascertain; nevertheless, her role as “Mother 
Goose” became the glue that held the group 
together and the thread which helped to build 
positive, meaningful connections amongst the 
members.  
 

Figure 4 
 

 
 
 
During the duration of the mural-project 

one of our beloved members died. His death 
had a strong impact on the group and 
reverberated in the hearts and minds of each 
person. “They abandon their feelings and 

deny the natural process of grieving” (Shore, 
1997, p. 101). This condition of prolonged 
and unresolved grief is prevalent among older 
adults in geriatric treatment settings who face 
death every day (Shore, 1997). Although this 
facade of acceptance or resignation may be a 
strategy employed by residents in long term 
care facilities as a means to distance 
themselves from their own mortality, Weiss 
(1984) acknowledges the importance of 
assisting residents and families in expressing 
their grief and sharing their anxieties. 
Through the therapeutic modality of art 
therapy, residents were provided with the 
opportunity to give form to their emotions and 
concretize their grief by memorializing the 
loss of their friend. They symbolically 
represented their friend as a bird and inscribed 
his name on the birdhouse (see Figure 5). Art 
therapists have noted that birds often speak to 
themes of flight, freedom, spirit, weight-
lessness, transformation, and so forth. 

 
Figure 5 

 

 
 

 
Celebration  
 

According to Borowsky Junge (1999), 
remembering and memorializing death and 
loss gives consolation to the living that they 
too will not be forgotten, and that their spirit 
will live on in the hearts and minds of those 
they have touched. The importance of feeling 
that their life had meaning was certainly 



Bayly and Stephens 
 

 42

evident when a few of them spoke how the 
artwork would remain standing long after 
they had departed.  

Once the mural was complete, the 
residents were encouraged to celebrate their 
achievement. An open house was arranged to 
invite residents, family members, and staff to 
share in their empowering experience of 
transforming their living space. The 
participants proudly described the mural to 
their family and friends and felt a strong sense 
of self-worth and contribution to their 
community (see Figures 6 or 1). 

 
Figure 6 

 

 
 

 
Conclusion 
 

Our particular approach of collaborative 
interdisciplinary programming is indicative of 
a successful partnership based on both 
observed outcomes and opportunities for 
exploration of the inner self. The personal 
explorations revealed by the participants 
resulted in both the idyllic provision of 
Patient-Focused Care and enhancement of 
best practice.  

This collaborative method of program 
delivery reflects the underpinnings of Patient-
Focused Care. By offering a variety of 
modalities and approaches as a means of 
expression, the residents were inspired to 
communicate their innermost thoughts, 
dreams, and opinions. Often their images 
would reveal emotional content that was more 

meaningful than the aesthetic of the mural 
would suggest. A level of trust was developed 
which inspired creativity and gave the 
residents an opportunity to gain insight about 
themselves and their inner worlds.  

The essence of both art and recreation 
therapy became apparent through the sharing 
of stories, memories and life experiences. The 
lounge reflects the hopes and desires of a 
small group of veteran residents who were 
empowered to envision a space that felt more 
homelike and contribute to making their 
dream a reality. By acknowledging our 
residents as key stakeholders in their own 
health care, we have provided a means of 
facilitating needs and desires, encouraging 
exploration of the inner self, and enabling a 
process of improving their quality of life and 
well-being.  
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Music Therapy and Recreation Therapy Program Success: 
A Co-Led Group Music Stimulation Program for 

Persons Living with Late-Stage Dementia 
 

Megan Gibson, Karen Morris, and Fran Long 
 
 

Abstract 
 
This paper describes the development of a co-led music therapy/stimulation group for persons 
living with late-stage dementia. The program represents a successful collaboration between 
music therapy and recreation therapy in order to better meet the needs of persons with late-stage 
dementia living in long-term care settings. A total of 13 sessions, led by the music 
therapist/researcher and co-led by a recreation therapist, were videotaped from October 18, 2002 
until January 3, 2003. The data from the video and audio tapes are in the process of being 
analyzed to identify and categorize the patterns and potential themes revealed by the participants. 
The preliminary findings, research group design, and research methods are being shared with 
other professionals through presentations to other professionals and staff. Additional 
presentations, displays and journal articles are planned for further dissemination once the 
analysis has been completed.  
 
 
 

For many who work with clients living 
with dementia, providing effective therapeutic 
programming for those living with the latest 
stages of the disease is frequently challenging.  
Being non-ambulatory, unable to indep-
endently propel their wheelchairs, generally 
non-verbal, very physically limited and fully 
dependent on others for their activities of 
daily living, this particular population, to 
some, seems unreachable. These character-
istics, paired with the fact that they call little 
attention to themselves, make them especially 
susceptible to stagnation and isolation. 

In my work as a music therapist, I was 
often asked “Can you do anything with Mr. or 
Mrs. so-and-so? Nothing seems to reach 
them.” I went to see residents who were 
referred to me individually, guitar in hand, 
and in almost all cases, things did happen.  
Visible responses, such as changes in facial 
expression, movement, eye contact and 
tracking, vocalizations and verbalizations, 

smiles and laughs occurred and I began to 
develop a feel for this population.  This client 
group quickly evolved into at least one-third 
of my caseload and as a result, I faced a new 
challenge: how could I see all of residents 
when individual sessions were the only 
intervention generally recommended? I 
decided to try a group scenario, but again, ran 
into new problems. For example, when 
playing and singing, clients would reach out 
to me or move to the music, but if I stopped 
playing to interact with them through touch, 
the momentum, and more importantly, the 
moment, was often lost. 

A co-leader with therapeutic skills was 
definitely necessary, and the recreation 
therapists I worked with were eager to try 
something new, as they too expressed having 
difficulty providing services for residents in 
later stages of dementia. With these above 
issues in mind, and the realization that most 
of these residents were unable to 
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independently explore their environment, a 
group design emerged. This group 
intervention sought to accomplish the 
following goal: to provide opportunities for 
accessible, non-threatening social and sensory 
experiences in which two therapists would be 
available to respond to any response and 
outreach presented by the clients. Live music 
seemed to be a catalyst, the ignition for many 
of these individuals, and their most available 
means of communication was often through 
touch. In fact, the Alzheimer Society 
describes both music and touch as being two 
of the last things to which persons with 
dementia continues to respond, even well into 
the last stages of dementia. 

It quickly became apparent that this 
“formula” worked. We drew from music 
therapy techniques by incorporating not only 
live, instantly modifiable music, but also 
greeting and closing songs which incur-
porated the clients’ names and built on 
familiar tunes. We also drew from recreation 
therapy knowledge and techniques, using a 
full range of objects, sounds, and scents with 
which to stimulate our clients’ senses. All 
aspects of the program were presented at a 
pace and/or musical range and tempo which 
was manageable for the group’s abilities. 
Further, both music and recreation therapies 
frequently used themes to structure pro-
gramming, and we quickly saw the benefits of 
using a theme. Most notably, the repetition of 
that theme or keyword seemed to make the 
topic more understandable for our clients, and 
we received clear verbal and non-verbal 
answers to our reminiscence questions. 
Today, a typical session looks like this: 
 

1. Greeting song – Music therapist 
sings song using person’s name, 
recreation therapist touches person 
throughout, usually holding hands 
and welcomes each person. 

 

2. Verbal introduction of the theme, 
repeating key words (e.g., “spring”) 
and presentation of relevant familiar 
song by the music therapist, usually 
on guitar with voice. Relevant 
questions (e.g., “Do you like that 
song?”) or comments (e.g., “That 
song is lively”) are also usually 
presented by both therapists. 

 
3. Verbal introduction of relevant 

items (e.g., “We have some things 
to show you that have to do with 
spring”) followed by presentation of 
each item to each person in turn, 
then followed by accessible, 
relevant questions (e.g., Does that 
scent remind you of anything? Do 
you like that colour?) Relevant 
recorded or live music is played in 
the background during the pre-
sentation of these items. 

 
4. Verbal introduction of the next 

activity or song, for example, 
“dancing”: assisted swaying of arms 
to the music. Recorded music is 
usually selected for this activity so 
that both therapists are available to 
assist the participants with this 
movement. In some cases, the 
recreation therapist plays simple 
percussion instruments along with 
the music therapist’s live music, or 
assists the group members in 
playing such instruments. 

 
5. Verbal conclusion of the group “We 

are going to finish for today,” 
followed by a closing song in which 
each participant is addressed in turn 
through song by the music therapist. 
As with the greeting song the 
recreation therapist touches the 
resident and thanks them for being 
there that day.  
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We still run these programs, and a number 
of our colleagues have also adopted the co-led 
group structure that evolved. We found there 
to be so much interest in these groups and 
such a great level of consistent response in 
our sessions that I am currently conducting a 
full-scale qualitative descriptive research 
project on the original groups.  We video and 
audio-taped a total of 13 sessions, which were 
then transcribed in great detail.  I am now in 
the process of analyzing this material and I 
hope to complete the project by the end of 
December 2003. Many health care 
professionals have openly shown interest in 
our program, which we take as a healthy 
indicator that people really want to improve 
the quality of life of this growing population.  
I personally look forward to running these 
programs every week, for the camaraderie 
that exists between myself and my recreation 
therapy co-leader, and simply for the fact that 
I get to genuinely interact with a truly 
exceptional group of people. 
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